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Introduction 

This Supplement is in response to the Court’s June 17, 2019 Order to present the Department’s 
“assessment and analysis on the need for and current availability of treatment homes” (Doc. 737 at 
40). In its Order, the Court references both Evaluation Criteria (EC) 88 and EC 93. These ECs have 
different requirements and apply to different efforts. Therefore, the Department reports on these 
ECs separately below.  

EC 88 

EC 88 states: 
 

EC 88 - MSHS-Cambridge will be closed. There will be community treatment homes 
dispersed geographically. Any need for additional community treatment homes 
beyond four will be determined based on a specific assessment of need based on client 
needs with regard to such criteria as those at risk for institutionalization or re-
institutionalization, behavioral or other challenges, multiple hospitalizations or other 
transfers within the system, serious reported injuries, repeated failed placements, or 
other challenges identified in previous monitoring or interventions. 

As reported in past reports, on August 29, 2014 the last person transitioned out of MSHS-Cambridge 
to a permanent community home, the Department closed the facility as part of the terms of the 
Jensen Settlement Agreement (JSA) (Docs. 342 and 531) and there are currently three “Minnesota 
Life Bridge” (MLB) homes dispersed geographically throughout the state. (See e.g., Doc. 710 at EC 88.) 
MLB homes are community treatment homes and are the “Facilities” referenced in the JSA and the 
Comprehensive Plan of Action (CPA). MLB homes provide crisis stabilization services to individuals 
with developmental disabilities who exhibit severe behavioral challenges. 
 
The Court states that “additional verification and review is necessary regarding the number of 
treatment homes needed to satisfy the Agreement.” (Doc. 737 at 33.) The JSA, however, plainly 
references a specific number of treatment homes after accounting for the closure of METO and its 
MSHS-Cambridge successor (“…two new adult foster care transitional homes…”) in Recital 7 (Doc. 
136-1 at 3) and the definition of “Facility” (Doc 136-1 at 5). As a consequence, the JSA requires that 
there be two treatment homes that are, in effect, successors to MSHS-Cambridge (now called MLB).   
 
Although there are now three MLB homes instead of two, the Department does not read a mandate 
in EC 88 requiring additional MLB homes.   Indeed, EC 88 does not specifically require MLB, and only 
MLB, to make needs assessments.  If the Department were to assess a need for additional treatment 
homes beyond four, then any such assessments would be conducted by professionals in the field on a 
broad scale encompassing, at a minimum, state-operated services and private providers, and would 
include the criteria noted in EC 88, such as the efforts detailed below.   
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Minnesota Life Bridge Treatment Homes  

In accordance with EC 3, the existing MLB homes serve Minnesotans who (1) experience 
developmental disabilities; and (2) exhibit severe behaviors, which present a risk to public safety. 
Currently, this population is also served by other residential providers, including other state-operated 
service residential providers and private 245D-licensed providers. State-operated service providers 
include the Department’s Community Based Services (CBS) Minnesota State Operated Community 
Services (MSOCS) and short-term Crisis Homes.1  
 
Since the Department started gathering data on the MLB waitlist on April 1, 2018, 22 individuals on 
the waitlist (54%) have gone on to be served by private providers.2 Only three of these individuals 
were referred to MLB again following an unsuccessful placement with a private provider. This 
constitutes only 4% of total MLB referrals and indicates that other providers can successfully serve 
individuals eligible for MLB. Because individuals with developmental disabilities who exhibit severe 
behaviors are successfully being served in the community by private providers or other state-
operated providers, the Department does not find a need to open more MLB treatment homes.   
 
Additionally, the Department has engaged in the activities described below that constitute needs 
assessments of the service needs of individuals who are at risk of institutionalization and are 
experiencing complex behavioral challenges. These needs assessments inform whether clients in 
crisis should be served by state-operated services including MSOCS homes, Crisis Homes or MLB 
homes, and how the Department coordinates with private providers to prevent institutionalization of 
clients who can live in the community. 

MSOCS Homes as Safety Net 

Following recommendations from a 2013 Office of the Legislative Auditor report on state-operated 
services, the Department convened a community-based steering committee in the spring of 2015 to 
provide recommendations on CBS’ MSOCS homes (the Recommendations). Steering Committee 
members included DHS staff from DSD and DCT, as well as stakeholders such as county organizations 
and the Ombudsman for Mental Health and Developmental Disabilities. Attachment B contains a 
copy of the Recommendations, which were finalized in December 2015.   
 
The steering committee assessed the need for “safety net” service providers in Minnesota and made 
recommendations to the Department in December of 2015 on how to transition MSOCS into a safety 
net service provider. Safety net service providers are defined as providers who have the capacity to 
“support an individual with complex behavioral health needs…” (Attachment B at 24). A person who 
meets the safety net criteria must (1) have an intellectual disability, developmental disability, mental 
illness, severe and persistent mental illness, or brain injury; and (2) exhibit behaviors or symptoms 

                                                      
1 Typically, MSOCS homes provide longer-term residential services and Crisis Homes provide shorter-term residential 
services for individuals at risk of losing their residential placement. 

2 See Attachment A. 
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that present a safety risk to self and/or others, including but not limited to physical aggression, 
property destruction, self-harming behavior (e.g., biting, scratching, cutting, head hitting, etc.), or 
frequent elopement; or have a history of legal offenses or involvement with law enforcement that 
has limited their opportunity for placement with a community provider.  These safety net criteria are 
consistent with the criteria identified in EC 88. 
 
The Recommendations, among other items, recommend that MSOCS transition its service delivery 
away from low-need individuals who private providers could serve, and focus its service delivery on 
provision of temporary, transitional services for individuals who meet the safety net criteria and who 
other providers are unable to serve. The Recommendations include and discuss a variety of 
programmatic and systemic approaches to transitioning MSOCS to focus on the safety net 
population. Following the issuance of the Recommendations, the legislature revised CBS’ statutory 
purpose to prioritize serving individuals with complex behavioral needs that cannot be met by private 
providers. Minn. Stat. § 252.50, subd. 5(a)(1). 
 
Within external constraints on how CBS can operate, the Recommendations have significantly 
informed CBS policy and decision-making. CBS must ensure compliance with Minn. Stat. § 245D.10 
requirements for terminating services for a person3 and legislative directives to balance funding 
concerns.4  CBS must also navigate a competitive housing market when it attempts to lease 
properties and a statewide workforce shortage as it seeks staff to provide services. 
 
Pursuant to the Recommendations, CBS is currently engaging in detailed planning on how to 
transition MSOCS homes to safety net homes,5 and has steadily been transitioning MSOCS homes to 
safety net homes. CBS’ initial focus has been transitioning homes in Dakota and Hennepin counties 
and CBS will incorporate best practices from this initial process as it expands the transition process to 
other counties. In the past five years, CBS has closed 23 MSOCS homes that served individuals who 
did not have complex behavioral needs,6 and has opened 22 MSOCS homes that support individuals 
with complex behavioral needs, consistent with the safety net provider criteria. CBS currently 
operates a total of 108 MSOCS homes. CBS is currently engaging in a systematic transition to 
provision of safety net services, and among other strategies, does not accept any new residents who 
do not meet the safety net definition. This work is consistent with CBS’ strategic planning goals.   

CBS’ long-term strategy to transition MSOCS homes to safety net homes is also consistent with the 
Department’s data in the Crisis Waitlist Analysis in Attachment A showing that the length of individual 

                                                      
3 Transitioning MSOCS homes to safety net homes requires current low-needs MSOCS residents to be replaced with safety 
net individuals. Under Minn. Stat. § 245D.10, MSOCS cannot involuntarily terminate services for a person in order to 
provide services to a different person. 

4 See, for example, Minn. Stat. § 245.03 subd. 2; Minn. Stat. § 252.50 subd. 2. 

5 See, for example, Attachment C, which is a process map for how MSOCS transitions a home to a safety net provider. 

6 CBS coordinated with these individuals, the county, the individuals’ support teams and private providers to ensure 
person-centered transitions to a private provider. 
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stays in Crisis Homes has been increasing over time. As indicated in Attachment A, Crisis Homes are 
increasingly not temporary placements but are longer-term placements. This signals a greater need 
for longer-term residential providers, such as MSOCS homes, which have the capacity to support 
individuals with complex behavioral needs, rather than additional crisis or transitional capacity to 
support these individuals, such as treatment homes.   

Waitlists 

CBS also considers information on the need for crisis services in a residential setting for individuals 
with complex behavioral needs and risk of institutionalization from the waitlists for state-operated 
Crisis Homes, Minnesota Life Bridge homes and MSOCS homes.7 These waitlists are not exclusive; 
individuals may be placed on multiple waitlists as long as they meet the eligibility criteria for that 
waitlist.  Attachment A contains data and analysis on these CBS waitlists. 

The MLB waitlist is a list of all individuals who have been referred to MLB. This includes individuals 
who have been determined to have a developmental disability according to Minnesota Rules, part 
9525.0016, subpart 2, item B; and who exhibit severe behavior that presents a risk to public safety. 
This list also informs the Department as to how many individuals are at risk of institutionalization at 
any given time for behavioral reasons. As of July 31, 2019, there were 18 individuals on the MLB 
waitlist.  

The Crisis Homes and MSOCS waitlist data on individuals with developmental disabilities also 
generally inform the Department as to how many individuals with developmental disabilities are at 
risk of institutionalization at any given time for behavioral reasons. As shown in Attachment A, as of 
July 31, 2019, there were 44 individuals on the Crisis Home waitlist and 65 individuals on the MSOCS 
waitlist.  

Private Crisis Providers 

In addition to CBS’ work in response to the Recommendations and CBS’ analysis of waitlists, the 
Department’s Disability Services Division (DSD) develops policy for and recruits private providers to 
ensure that there is adequate access to services to support individuals with complex behavioral needs 
in the community. For example, in April 2016, DSD issued a Request for Proposals (RFP) for private 
crisis respite providers to provide services for individuals with developmental disabilities and complex 
behavioral needs.8 DSD worked with responders to this RFP and, as a result, 44 new crisis respite 
beds were opened by December 2018 by private providers to provide crisis services9 to clients who 

                                                      
7 The Department does not maintain a separate waitlist for individuals in the Single Point of Entry.   

8 See Attachment D for a copy of the RFP. 

9 Crisis services are defined as services for “Short-term care and intervention strategies provided to a person due to: need 
for relief and support of the caregiver and protection of the person or others living with the person; or Person’s need for 
behavioral or medical intervention.” Furthermore, “[a] person is eligible to receive crisis respite services when caregivers 
and service providers are not able to provide necessary intervention and protection of the person or others living with 
that person. Crisis respite services allow the person to avoid institutional placement.”  See CBSM: 

CASE 0:09-cv-01775-DWF-BRT   Document 774-1   Filed 10/15/19   Page 6 of 11



Jensen Settlement Agreement  
DHS Treatment Homes Report EC 88 and EC 93 

Page 7 of 11 

are at risk of institutionalization. Additionally, in 2016, DSD issued a Request for Information (RFI) for 
existing crisis service providers10 to ensure that counties who were looking for crisis providers to 
serve clients with complex behavioral needs had the most up-to-date information.   

As described below in the section on EC 93, the Department also undertakes comprehensive data 
analysis efforts on crisis services to inform policies on diversion supports. This data analysis further 
helps identify and assess needs for state and residential providers to support individuals with 
complex behavioral challenges. 

EC 93 

EC 93 states: 

DHS will provide augmentative service supports, consultation, mobile teams, and 
training to those supporting the person. DHS will create stronger diversion supports 
through appropriate staffing and comprehensive data analysis. 

The Department has strengthened diversion supports by engaging in a variety of tasks, including 
those detailed below, that are informed by comprehensive data analysis.11 

Single Point of Entry Process 

One of the key Department efforts to strengthen diversion supports has been the creation of the 
Single Point of Entry process in February 2015 (Doc. 531 at 72) and the Universal Referral Form in 
April 2018 (Doc. 700 at 67). In combination, these processes have substantially improved the 
Department’s ability to locate and streamline services for individuals at risk of institutionalization.12 
Throughout the continuous improvement of the Single Point of Entry process, the Department has 
used data analysis to improve the process and therefore strengthen diversion supports. For example, 
the first design of the Single Point of Entry process was piloted to gather information on strengths 
and potential weaknesses of the design, which informed subsequent full implementation of the 

                                                      
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET DYNAMIC CONVERSION&RevisionSelectionMethod=LatestRel
eased&dDocName=id 002429. 

10 See Attachment E for a copy of the RFI. 

11 This Supplemental Report does not address “appropriate staffing” because the Court did not raise any concerns about 
appropriate staffing in the June 17, 2019 Order.   Past CPA Compliance Reports detail the Department’s compliance with 
EC 93’s requirements for strengthening diversion supports through appropriate staffing, as well as the other requirements 
of the EC.  (Docs. 710, 763 at EC 93.) 

12 As discussed in the past CPA Compliance Reports (Docs. 700, 710, 763 at EC 93), the Department also uses data on 
individuals in the Single Point of Entry system to strengthen diversion supports by improving service coordination. 
Specifically, the data points that the Single Point of Entry team gathers as it works with case managers to understand 
individual situations allow the team to determine what services and resources are needed for that specific person to 
prevent or reduce institutionalization.  

CASE 0:09-cv-01775-DWF-BRT   Document 774-1   Filed 10/15/19   Page 7 of 11



Jensen Settlement Agreement  
DHS Treatment Homes Report EC 88 and EC 93 

Page 8 of 11 

process.13 In 2016, the Department engaged an external consultant to conduct a review of the Single 
Point of Entry process and provide recommendations on improving the process.14  Based on the 
information learned from that review, the Department implemented changes such as consolidation 
of regional resource specialists under one supervisor, which has improved the Department’s ability to 
efficiently divert individuals in crisis away from institutions. 

Resource Guides 

The Department further strengthened diversion supports in 2017 and 2018 by developing nine 
resource guides for families and providers who support individuals with complex behavior.15 These 
resources have been disseminated by QADC Services, DSD and the University of Minnesota to provide 
tools for support teams of individuals across the state who are at risk of institutionalization. 

The resource guides are based on analysis of data gathered in the Successful Life Project and DHS’s 
Jensen/Olmstead Quality Assurance and Compliance Office (JOQACO)’s 2017 risk assessment survey 
of the of Jensen Class Members and individuals previously served at MSHS-Cambridge.  This survey 
was designed to gather information about the nature of behavioral and medical risk in this 
population.  Subsequent analysis of the survey data informed the creation of the nine resource guides 
which are intended to help individuals avoid institutionalization, among other things.16  

Positive Behavior Supports Training 

The Department also strengthened diversion supports in 2019 by creating a standardized positive 
behavior supports training curriculum across the Department. This ensures that Department staff 
have the skills necessary to reduce the likelihood that behavioral incidents would result in an 
individual losing their residential placement.17 The positive behavior supports standardization project 
arose out of the Internal Reviewer’s analysis and the Department’s Quality Assurance Leadership 
Team’s (QALT) review of an inventory of agency trainings related to individuals with disabilities. This 

                                                      
13 See Attachment F for a communication describing the Single Point of Entry pilot. 

14 See Attachment G for Alliant Consulting Report. 

15 Links to each resource guide are available at: https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7646A-ENG; 
https://mn.gov/dhs/assets/behavior-road-map tcm1053-307672.pdf; https://edocs.dhs.state.mn.us/lfserver/Public/DHS-
7646B-ENG; https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7646C-ENG; 
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7646-ENG; https://mn.gov/dhs/assets/mental-wellness tcm1053-
307677.pdf; https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7646D-ENG; 
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7646E-ENG; https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7648-
ENG; https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7646F-ENG. These resource guides were previously reported on 
in Doc. 676 at EC 98 and Doc. 700 at EC 98. 

16 A full report on the risk assessment survey results is attached as Attachment H. 

17 The Department started to pilot the new positive supports training in August 2019 (Doc. 763 at 71) and the pilot will 
continue through December 2019. 
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resulted in QALT determining a need for a standardized positive behavior supports training, and 
directing its completion.  

Gaps Analysis 

The Department’s Gaps Analysis, a comprehensive analysis of data gathered from across the state, 
has also strengthened Department policy on diversion supports. As discussed above in EC 88, the 
Department published an RFP in 2016 to recruit private providers for crisis respite services, which 
resulted in 44 new private crisis respite beds.  These beds help divert individuals in crisis away from 
institutions.   This RFP was informed in part by the Department’s 2016 Gaps Analysis report that 
included data analysis on gaps related to crisis services18 and identified crisis services as one of the 
four most common service gaps.19  

Current Gaps Analysis and action planning efforts since 2017 build upon the 2016 Gaps Analysis by 
not just assessing current service gaps but also by developing policies and practices and supporting 
regional action planning to address service gaps. For example, the Department held a Gaps Analysis 
promising practices webinar in June 2019 for stakeholders to discuss best practices and solutions for 
regional stakeholders to ensure access to crisis services.20 In September 2019, a Gaps Analysis 
regional workshop was held to develop and plan action steps and identify supports needed to 
address crisis service access issues locally. These types of activities strengthen diversion supports by 
fostering regional solutions to avoid or minimize the impact of crisis, which may help an individual 
avoid institutionalization. DSD uses the current Gaps Analysis and regional action planning process to 
gather data on access gaps in crisis service and uses that data to inform policies on and support 
capacity building of Home and Community-Based Services designed to prevent institutionalization. 
Gaps Analysis results are incorporated into and further analyzed in the Department’s Status of Long-
Term Services and Supports biannual reports to the legislature.21   

                                                      
18 Crisis services are defined as services for “Short-term care and intervention strategies provided to a person due to: 
need for relief and support of the caregiver and protection of the person or others living with the person; or Person’s 
need for behavioral or medical intervention.” Furthermore, “[a] person is eligible to receive crisis respite services when 
caregivers and service providers are not able to provide necessary intervention and protection of the person or others 
living with that person. Crisis respite services allow the person to avoid institutional placement.” See CBSM: 
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET DYNAMIC CONVERSION&RevisionSelectionMethod=LatestRel
eased&dDocName=id 002429. 

19 Available at https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7302L-ENG. 

20 See Attachment I. 

21 The Department’s August 2017 Legislative Report is available at 
https://www.leg.state.mn.us/docs/2017/mandated/170915.pdf.  
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HCBS Access Project 

As of February 2019, DSD is also engaging in an HCBS Access Project, which is contracted work to 
develop measurements to monitor and evaluate access to HCBS.22 It builds on prior work to evaluate 
HCBS and Long-Term Services and Supports (LTSS) access; users; utilization rates, patterns, and 
trends; and system capacity. This project is developing measures to allow DHS to better understand 
access to less acute care and crisis services from a data-driven longitudinal perspective and across 
multiple programs serving individuals with disabilities. 

Unit-based Crisis Service Provider Recruitment 

One current effort DSD is employing to strengthen diversion supports is to recruit more private 
providers capable of delivering unit-based crisis services.23 Unlike daily crisis respite services, which 
are provided in-home by the person’s residential provider, unit-based crisis services are provided by 
skilled positive support providers who travel to a person’s home to deliver behavioral support to 
someone at risk of losing their residential placement because of behavioral challenges, or assisting 
providers in serving a person returning from a crisis setting. DHS has convened a workgroup to 
evaluate strategies for increasing unit-based crisis service provider capacity and to refine DSD’s 
understanding of the need for this service. This work results in part from DSD’s internal data analysis 
on crisis service use and provider capacity. 24 

In order to better understand how crisis services are used and what barriers to unit-based supports 
exist, DSD is developing a survey for lead agency supervisors. DSD is also engaged in dialogue with 
crisis respite service providers outside of the metro region to better understand limitations to 
providing unit-based crisis services. DSD expects that this outreach will result in greater provider 
capacity to provide unit-based crisis services and help to reduce institutionalization of individuals for 
behavioral reasons.   

Workforce Shortage 

In recognition of workforce shortages that have impacted the availability of trained and experienced 
staff to serve individuals with complex behavioral needs, DSD has partnered with the University of 
Minnesota to study the workforce.  The Department produced a final report on this in May 2019 and 
presented that report to the Olmstead Subcabinet.25 This comprehensive data analysis on the 
workforce shortage informs DSD policies related to establishing sufficient workforce in order to 
strengthen diversion supports and allow individuals with complex behavioral needs to remain living in 

                                                      
22 A project overview is available at https://mn.gov/dhs/assets/HCBS-access-project-overview tcm1053-373537.pdf.  

23 “Unit-based crisis service” refers to a 15-minute unit reimbursement of crisis services, as opposed to crisis services 
reimbursed on a daily basis. 

24 See the Crisis Respite Report in Attachment J.   

25 See Attachment K for a copy the Department’s Report. 
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the community. Developing unit-based crisis service providers, as described above, is one effort to 
help support other provider staff. 

BIRF Analysis 

DSD also engages in regular analysis of Behavioral Incident Reporting Forms (BIRF) data from 
providers. DSD receives all BIRFs in an electronic format and can aggregate data drawn from these 
forms. In addition to reviewing BIRFs for concerning trends and patterns for particular individuals or 
providers, DSD is currently engaging in a project to analyze BIRF data related to 911 calls in order to 
better understand the relationship between behavioral crises and contact with law enforcement. 
DSD’s review of BIRF data may help a person remain in their residential placement and divert the 
person from institutional placement for a behavioral reason.  

Conclusion 

The Court’s Order requires the Department to “present [our] assessment and analysis on the need for 
and current availability of treatment homes.”  (Doc. 737 at 40.)  As noted above, EC 88 and EC 93 
have different requirements and apply to different efforts.  The Department presents here its 
activities related to each of these ECs, in connection to the need for and availability of treatment 
homes. 

The Department has met the requirements of EC 88, including through “a specific assessment of 
need.” As described above, the Department assesses need for residential placements that serve 
individuals who would qualify for admission to MLB through review and analysis of data from 
relevant waitlists and implementation of the Recommendations.   

Additionally, the Department has met the requirements of EC 93, including creating stronger 
diversion supports through comprehensive data analysis.  The Department has relied on data analysis 
in its creation of a Single Point of Entry process, development of standardized positive behavior 
supports training, and recruitment of private providers to provide unit-based and crisis respite 
services.  The Department also continually engages in data analysis to inform its policies that help 
individuals avoid institutionalization using the Gaps Analysis process, examining BIRF data, developing 
a way to measure crisis service access gaps, and analyzing the workforce shortage. 
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Background 
In 2015, the Department piloted a process to improve the agency’s ability to respond to requests for 
assistance in supporting people with disabilities in crisis. As a part of the pilot project, Direct Care and 
Treatment (DCT) and Disability Services Division (DSD) developed and implemented an interim 
process to ensure all requests received by internal Department staff, regarding the identified target 
population,1 are entered in to one central location, reviewed and triaged daily. 

On April 1, 2018, the Department launched full implementation of the Universal Referral form and 
related referral processes. With the full implementation of the standardized referral process, which 
utilizes an on-line form (Community Based Services Program Referral Form, DHS-3912) the 
Department began collecting data on all referrals for CSS Crisis Home Services, Minnesota Life Bridge 
(MLB), and Minnesota State-Operated Community Services (MSOCS) long-term residential services 
and Community Support Services (CSS) Mobile teams. 

The Department developed this report through a collaborative effort between Direct Care and 
Treatment Community Based Services (CBS) and Quality Assurance and Disability (QADC) Services. 
The purpose of this report is to understand what data on crisis services Community Based Services is 
collecting and has made available.   

What is the goal of crisis response? 

The American Association on Mental Retardation’s (currently known as the American Association on 
Intellectual and Developmental Disabilities) groundbreaking 2002 book, Crisis Prevention and 
Response in the Community, identifies the goal of crisis services as “the prevention and minimization 
of dangerous and destructive behaviors and the organized effective response when the crisis 
situation occurs.”2  

Consideration of people in crisis 

The Department recognizes that consistent with person-centered thinking, the very concept of crisis 
using the person as the unit of analysis implies that the challenge presented by a person exceeds the 
capacity of the service provider. 3 Therefore, crisis is not defined by the person, but rather by the 
interaction between the person and their environment, which may be defined in terms of the 

                                                      

1 The pilot project was limited to persons with developmental disabilities in crisis and at risk of losing their current 
placement.  

2 Hanson, Wieseler, Lakin and Braddock, 2002, p. xi 

3 Baker, Craven, Albin, & Wieseler, 2002 

CASE 0:09-cv-01775-DWF-BRT   Document 774-3   Filed 10/15/19   Page 5 of 170



DHS Crisis Waitlist Analysis – 10/15/2019 5 

person’s support network skill and resilience in handling the consequences of the person’s behavior 
and choices.  

Thus, equal behavior challenges across two people could have dramatically different responses from 
the person’s support network, depending on the skill and resilience of the person’s support network. 
In other words, while the behavior of one person supported by a skilled, resilient support network 
might not result in a crisis situation, a second person with similar behavior but supported by a less 
skilled, less resilient support network might end up being discharged from their residential services. 
Notably, a key component of support network resilience is risk tolerance, which varies considerably. 
Considering crisis as being entirely related to the person and not the provider misses the full array of 
factors leading to behavioral crises and the Department fully considers both. 

 

Community Based Services Referral Process 
Anyone in a person’s support network, including lead agencies, providers, hospitals, jails, guardians or 
legal representatives, can submit a referral for CSS Home Crisis Services, Minnesota Life Bridge, 
MSOCS residential services and CSS Mobile teams. After the Community Based Services Program 
Referral Form is electronically completed and submitted to the Department, the referral form and 
required attached documentation are routed to the Community Based Services (CBS) referral intake 
staff for review and screening. Within one business day, Community Based Services referral intake 
staff contact the person who made the referral to acknowledge they received the referral.  

For persons eligible for the DHS Single Point of Entry,4 Community Based Services referral intake staff 
reviews the referral with the DHS Single Point of Entry team.5 Single Point of Entry Team members 
have complementary expertise in resolving clinical and system barriers so people with disabilities can 
successfully live in the most integrated community setting possible. Together, team members 
develop a coordinated Department response to help the person and his/her support network resolve 
the behavioral crisis in the most integrated setting and manner possible. 

 

                                                      

4 Person with developmental disabilities and/or brain injury who have lost or are at risk of losing their housing or 
supports. 

5 The DHS Single Point of Entry team includes representatives from the Disability Services Division; Chemical and Mental 
Health Division; Direct Care and Treatment Division and Successful Life Project. 
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Program Eligibility  

All persons must meet program eligibility criteria before the Department will add the person to a 
program’s waiting list. 

CSS Crisis Homes 

Crisis respite homes provide short-term care and intervention strategies to a person due to either: 

• Need for relief and support of the caregiver and protection of the person or others living with the 
person; or 

• Person’s need for behavioral or medical intervention. 

A person is eligible to receive crisis respite services when caregivers and service providers are not 
able to provide necessary intervention and protection of the person or others living with that person. 
Crisis respite services allow the person to avoid institutional placement. 6  CSS Crisis Homes serve 
people who have developmental disabilities or related conditions, and meet at least one of the 
following conditions: 

• Are at risk of placement in a less integrated setting; or  
• Have a current residential service provider willing to readmit them within 90 days; or 
• Do not have a residential service provider available to support their immediate needs and preferences. 

Minnesota Life Bridge 

Minnesota Life Bridge7 serves people whom: 

• Have been determined to have a developmental disability, according to Minnesota Rules, part 
9525.0016, subpart 2, item B8; and  

• Exhibit severe behavior that presents a risk to public safety, in accordance with the Jensen Settlement 
Agreement Comprehensive Plan of Action Evaluation Criteria 3 (Doc. No. 283 at 5).  

                                                      

6 Additional information on crisis respite can be found in the Community Based Services Manual (CBSM)  at 
https://www.dhs.state.mn.us/main/id 002429 

7 Additional information of Minnesota Life Bridge can be found in the DHS Provides Information on the Minnesota Life 
Bridge Program DHS bulletin #18-76-02 at 
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET FILE&RevisionSelectionMethod=LatestReleased&Rendition=P
rimary&allowInterrupt=1&noSaveAs=1&dDocName=dhs-307196 

8Minnesota Rules, part 9525.0016, subpart 2, item B states, “Person with developmental disability" means a person who 
has been diagnosed under this part as having substantial limitations in present functioning, manifested as significantly 
subaverage intellectual functioning, existing concurrently with demonstrated deficits in adaptive behavior and who 
manifests these conditions before the person's 22nd birthday. 
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MSOCS Residential Services 

Minnesota State Operated Community Services (MSOCS) residential services provide support to 
people with complex behavioral health challenges who have been denied alternative support through 
private community providers. MSOCS residential services eligibility criteria9 includes three parts. To 
be eligible for MSOCS residential services, a person must meet all three parts. 

1. The person has at least one of the following diagnoses:  
a. Brain injury;  
b. Developmental disability; 
c. Intellectual disability; 
d. Mental illness; or 
e. Severe and persistent mental illness.  

2. The person has at least one of the following:  
a. The person exhibits behaviors or symptoms that present a safety risk to self and/or others, 

including but not limited to the following:  
i. Physical aggression; 

ii. Property destruction; 
iii. Self-harming behavior (e.g., biting, scratching, cutting, head hitting, etc.); 
iv. Frequent elopement. 

b. The person has a history of legal offenses or involvement with law enforcement, which has 
limited their opportunity for placement with a community provider;  

c. The person does not require emergency hospital level of care for a medical condition or 
psychiatric illness. 
 

3. The person has exhausted therapeutic progress in a hospital or inpatient treatment setting for 
his/her illness or behavior; AND the County of Financial Responsibility or referring agent and 
DHS Disability Regional Resource Specialist have determined there are no willing private 
providers to support the identified person for one of the following reasons:  

a. Providers who might be able to provide appropriate resources to support the person are 
not available in the identified or preferred geographical area; or 

b. Attempts at securing or developing a provider in the preferred geographical area have not 
succeeded.10 

                                                      

9  Also referred to as “Safety Net” Criteria 

10 For a person who wants to live in a metro or urban area (e.g., Minneapolis-St. Paul, St. Cloud, Rochester, Duluth, 
Moorhead, etc.), documentation that the lead agency contacted at least  eight  different providers in the person’s 
preferred geographic area who would have the skills to meet the person’s needs. For a person who wants to live in a rural 
area of the state, documentation that the lead agency contacted at least four different providers in the person’s preferred 
geographic area who would have the skills to meet the person’s needs. If less than four providers are available in the 
person’s preferred geographic area, the lead agency is expected to contact all available providers. 
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If a person meets the eligibly criteria for MSOCS Residential Services and there is no appropriate 
placement available within Minnesota State Operated Community Services residential services, the 
County of Financial Responsibility: 

• Must have a licensed corporate bed available; or  
• Apply for an exception, to the moratorium corporate foster care and community residential setting 

development, to allow for development of a new placement. 11 

CSS Mobile Teams 

CSS mobile teams serve people where they live and minimize life disruptions. CSS mobile teams 
address behavioral crises in people’s current settings whenever clinically appropriate and safely 
possible. CSS mobile teams promote positive supports and build collaborative support networks to 
strengthen people’s ability to live in integrated community settings.12 

Community Support Services (CSS) mobile teams serve people who have complex behavioral and 
health needs that are barriers to living successfully in integrated community settings.  

This includes people with the following diagnoses: 

• Brain injuries; 
• Co-occurring substance use disorders; 
• Developmental disabilities and related conditions; or 
• Serious mental illnesses. 

Successful Life Project 

The Successful Life Project provides therapeutic follow-up of Jensen Class Members and people 
previously served at Minnesota Specialty Health System (MSHS)-Cambridge. The Department created 
the Successful Life Project to help prevent re-institutionalization and other transfers to settings that 
are more restrictive, and to maintain the most integrated setting for persons in the therapeutic 
follow-up group by providing consultation, services and supports to the person and their team. To 
provide people and their team with the appropriate amount of support, the Successful Life Project 

                                                      

11Additional information on the moratorium on corporate foster can be found in the Community Based Services Manual 
at 
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET DYNAMIC CONVERSION&RevisionSelectionMethod=LatestRel
eased&dDocName=dhs16 147271# 

12 Additional information on CSS mobile teams can be found in the Community Based Services Manual at 
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET DYNAMIC CONVERSION&RevisionSelectionMethod=LatestRel
eased&dDocName=dhs-294602#mobile 
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Days on Waitlist: Days on waitlist calculates the days between the date DHS adds a person to the 
waitlist and the date DHS removes the person from the waitlist. Days on waitlist does not include the 
time a person is on the 45-day hold. In situations where the placement was not successful within the 
45-day period and the person added back onto the waitlist, the dates would be adjusted in the 
system to include the entire time (and not two separate periods) 

IDD Status – Person has a documented diagnosis of intellectual or developmental disability (yes/no) 

Lead agency: county, tribal nation or managed care organization 

Placement Type at Time of Referral – Person’s placement type at the time of the referral 

Placement Type at Waitlist End – Person’s placement type at the time DHS removes the person from 
the waitlist(s) 

Private provider: Unless otherwise specified, can include a variety of program types operated by a 
non-state operated provider (person, organization or entity) enrolled with Minnesota Health Care 
Programs (MHCP) including foster care, crisis home, intermediate care facility for person with 
developmental disabilities, nursing home, etc. 

Title: Name of the person being referred for services and their Medical Record (MREC) number  

 

Waitlists  
All persons must meet program eligibility criteria before the Department will add the person to the 
program’s waiting list. (See pages 6 – 8.) 

CSS Crisis Home Waitlist 

Waitlist Inclusion 14 

1. Referral received. The county case manager typically submits the referral to DHS Central 
Preadmission. However, hospital social workers, relocation specialists from jails, and other 
entities supporting the person can also submit referrals. 

2. DHS Central Pre-Admission processes the referral and enters referral into the Community 
Based Services (CBS) Referral Initiation Tracking SharePoint site. 

                                                      

14 Waitlist inclusion is the process that must take place for the Department to add a person to a waitlist. 
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3. The Department contacts case manager by phone/email regarding any documentation 
that needs to be submitted. 

4. Once the Department receives all required documentation and determines that the 
person meets CSS Crisis Home program eligibility criteria (see page 6), the Department 
adds the person to the waitlist (CSS Crisis Home Referral Tracking SharePoint). 

Minnesota Life Bridge Waitlist  

Waitlist Inclusion 

1. Referral received. The county case manager typically submits the referral to DHS Central 
Preadmission. However, hospital social workers, relocation specialists from jails, and other 
entities supporting the person can also submit referrals. 

2. DHS Central Pre-Admission processes the referral and enters referral into the Community 
Based Services Referral Initiation Tracking SharePoint site. 

3. The Department contacts case manager by phone/email regarding any documentation that 
needs to be submitted. 

4. Once the Department receives all required documentation and the Department determines 
that the person meets Minnesota Life Bridge program eligibility criteria (see page 6), the 
Department adds the person to the Minnesota Life Bridge Services Referral Tracking 
SharePoint site. 

MSOCS Residential Services Waitlist 

Waitlist Inclusion 

1. Referral received. The county case manager typically submits the referral to DHS Central 
Preadmission. However, hospital social workers, relocation specialists from jails, and other 
entities supporting the person can also submit referrals. 

2. DHS Central Pre-Admission processes the referral and enters referral into the Community 
Based Services Referral Initiation Tracking SharePoint site. 

3. The Department contacts case manager by phone/email regarding any documentation 
that needs to be submitted. 

4. Once the Department receives all required documentation and determines that the 
person meets MSOCS Residential Services program eligibility criteria (see pages 7-8), the 
Department adds the person to the waitlist (MSOCS Residential Services Referral Tracking 
SharePoint). 
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Removal from Waitlist (s) 
Option 1 

1. Person admitted to new placement, 
2. Department places referral status on 45-day hold. 
3. Within 45 days, it is the responsibility of the county case manager to make contact with the 

Department to let the Department know if the placement is not stable: 
a. If the placement is going well, the Department will close the referral and remove the person from 

the waitlist. The Department sends the county case manager an email letting them know the 
Department has closed the referral;   

b. If the county case manager does not contact the Department within 45 days, the Department 
assumes the person is stable and the referral is automatically closed. The Department sends the 
county case manager an email letting them know the Department has closed the referral;    

c. If placement not going well, the Department removes the 45-day hold and puts the person back on 
the waitlist. 

Option 2 - For persons for whom historically placement transitions have been challenging 

1. Person admitted to new placement. 
2. The DHS admissions/transition coordinator contacts the county case manager weekly for two 

weeks to see how placement is going. 
a. If the placement is going well after two weeks, the referral is place on 45-day hold 

3. Within 45 days, it is the responsibility of the county case manager to make contact with DHS 
to let the Department know if the placement is not stable: 
a. If the placement is going well, the Department will close the referral and remove the person from 

the waitlist. The Department sends the county case manager an email letting them know the 
Department has closed the referral;    

b. If the county case manager does not contact the Department within 45 days, the Department 
assumes the person is stable and the referral is automatically closed. The Department sends the 
county case manager an email letting them know DHS has closed the referral;    

c. If the placement not going well, the Department will remove the 45-day hold and put the person 
back on the waitlist. 

 

Waitlist Overlap 
If a person meets the eligibility criteria for multiple programs (CSS Crisis Home, Minnesota Life Bridge 
and MSOCS Residential Services) they may be included on multiple waitlists. Each program maintains 
its own waitlist. 

In situations where a person is on both the CSS Crisis Home Waitlist and the Minnesota Life Bridge 
Waitlist, the Minnesota Life Bridge Transition Coordinator becomes the main contact. DHS minimizes 
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some of the overlap by including both the Minnesota Life Bridge Transition Coordinator and the 
assigned Community Based Services Admissions Coordinator on all emails with the case manager. For 
persons on CSS Crisis Home and Minnesota Life Bridge waitlist, the Department includes both 
contacts in all email communications. When the Department places a referral on a 45-day hold (or 
closes the referral) for one program, other program referrals will also be placed be on a 45-day hold 
(or closed the referral).  

The Department also coordinates services through daily Single Point of Entry Triage meetings where 
the Single Point of Entry Team discusses all the Minnesota Life Bridge, CSS Crisis Homes and MSOCS 
crisis referrals and the 245D Termination of Services notices that the Department received. The Single 
Point of Entry Team also discuss referrals and situations that might be coming in and coordinate 
support of persons who fall under priority admissions. 15 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      

15 Minn. Stat. § 253B.10 subd. 1(b 4) Procedures upon commitment requires persons committed under this chapter to the 
commissioner after dismissal of the patient's criminal charges must be admitted to a service operated by the 
commissioner within 48 hours. 
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Transitioning MSOCS Residential to a Safety Net Service:  
Recommendations from the Community Based Steering Committee 

Executive Summary 
Minnesota State Operated Community Services (MSOCS) residential services provide housing and 
support to approximately 430 individuals in 120 state-operated group homes throughout Minnesota. To 
implement the Minnesota Olmstead Plan and recommendations from the Legislative Auditor, DHS is 
transitioning MSOCS to a safety net provider of services.  “Safety net” has been defined by a set of 
diagnostic and behavioral criteria as well as a determination that private providers have declined to 
serve the individual.  DHS estimates that about 275 MSOCS individuals might not meet this definition 
and thus could transition to service by private providers.  This would enable MSOCS to serve individuals 
who do meet the safety net criteria who are currently in inappropriate settings including the Anoka 
Metro Regional Treatment Center, community hospitals, the Minnesota Security Hospital, or jails.   

Former DHS Commissioner Lucinda Jesson formed a Community Based Steering Committee in the spring 
of 2015 to provide DHS with input regarding the transition of MSOCS to a safety net service.  This report 
summarizes the recommendations of the Steering Committee to current Commissioner Piper as DHS 
plans and implements that transition.  Recommendations can be summarized as follows: 

1. DHS should adopt a new model of MSOCS as a safety net provider of temporary, transitional 
services for people with complex co-occurring conditions whom other providers are unable to 
serve for various reasons.  These conditions could include developmental and intellectual 
disabilities, mental illnesses, chemical dependency, diseases, symptoms that include violent or 
sexually inappropriate behavior, sex offender status, and other involvement in the legal system 
(see page 7). 

2. DHS should create a detailed project plan for the MSOCS Transition to Safety Net project, 
including a business plan for MSOCS, data analysis to inform decision-making, fiscal analysis to 
ensure adequate funding to support the safety net vision, a communications plan, and a training 
and technical assistance plan. This plan should be circulated for comment by relevant 
stakeholders and revised as needed (see page 9). 

3. Throughout the planning and implementation of the MSOCS Transition to Safety Net project, 
participants should remember that the proposed changes will disrupt people’s lives to varying 
degrees:  the individuals themselves, their families and friends, the MSOCS staff, the staff of 
new providers who will serve individuals who decide to move, lead agency staff, and the 
communities in which the individuals live.  It will be important to acknowledge this disruption at 
the outset and develop a compassionate, person-centered planning and transition process that 
allows adequate time and resources to work through the many challenges and disagreements 
that could emerge.  At the same time, the process should maintain momentum in order to 
increase MSOCS’ capacity to serve individuals who need a safety net level of service in less 
restrictive and more integrated settings (see page 11). 

4. Communication and transparency will help ensure that the planning and transition process 
remains fair and that disagreements are identified early and worked out collaboratively.  DHS 
should take the lead on informing all stakeholders about the project and the project plan, 
soliciting input and feedback to refine the process, facilitating ongoing problem-solving, and 
negotiating solutions in an open process that includes all relevant stakeholders (see page 29). 
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5. The transitioning of MSOCS homes should be a gradual process, with cohorts of individuals or 
homes being established in a way that takes multiple factors into account, including the 
circumstances and wishes of the MSOCS individuals; the capacity constraints faced by MSOCS, 
lead agencies, and providers; and the financial sustainability of MSOCS.  Establishing priorities 
and timelines should be a collaborative effort of the individuals and their families, MSOCS, lead 
agencies, and private providers (see page 15). 

6. Whenever possible, the MSOCS Transition to Safety Net project should adopt or align with 
existing or planned processes from related projects (for example, the Minnesota Olmstead Plan 
implementation and changes in Home and Community-Based Services).  This will require setting 
realistic timelines that take into account the many ongoing changes in the social service system 
that are already taxing the capacity of state, lead agency, and private provider staff (see page 
15). 

7. Adequate training and technical assistance will be key to the success of this transition as many 
staff in MSOCS, private providers, and lead agencies will be taking on additional or new duties 
and/or serving populations with whom they have little experience.  DHS should take a 
leadership role in providing or assuring that training and technical assistance are accessible, 
timely, and targeted to the specific needs of those being trained or assisted (see pages 15 and 
32). 

8. Several aspects of the MSOCS transition may require additional funding and/or proposals for 
legislative changes.  The Community Based Steering Committee recommends the following (see 
page 18):  

a. Develop a means to fund a safety net vacancy factor, safety net staffing, and/or reduced 
home capacity to meet the needs of safety net individuals.  

b. Consider a subsidy to fund housing costs not covered by Group Residential Housing 
funds for individuals who choose not to, or cannot, live with others. 

c. Identify a means for ensuring flexibility in Adult Foster Care bed allocation.  

d. Allocate more funding for DHS’s Community Support Services and for other technical 
assistance to families, lead agencies and providers to create and sustain community 
capacity. 

e. Ensure adequate funding to develop necessary services to support individuals needing 
safety net care (for example, housing modifications). 

f. Ensure funding to support adequate MSOCS staff development (e.g. complex care staff 
training). 

g. Allocate adequate funding to support business operations management and project 
management for MSOCS as it implements the MSOCS Transition to Safety Net project. 

h. Increase funding to support more crisis beds, including safety net crisis beds. 
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Transitioning MSOCS Residential to a Safety Net Service:  
Recommendations from the Community Based Steering Committee 
Minnesota State Operated Community Services (MSOCS) residential services provide housing and 
support to approximately 430 individuals in 120 state-operated group homes throughout Minnesota.1  
Almost all of the individuals have developmental or intellectual disabilities, and many have co-occurring 
mental and physical health challenges as well.  MSOCS staff’s review of individuals’ records suggest that 
about two-thirds of these individuals could probably be served safely and effectively by community 
providers, thereby opening up capacity for MSOCS to serve individuals who meet certain diagnostic and 
behavioral criteria and whom other providers are unable to serve for various reasons.2  People 
qualifying for safety net services could include people currently unable to leave the Anoka Metro 
Regional Treatment Center, community hospitals, or the Minnesota Security Hospital because of a lack 
of community provider capacity.   

Because redesigning MSOCS to be a safety net provider will be a complex challenge, former Department 
of Human Services (DHS) Commissioner Lucinda Jesson established a Community Based Steering 
Committee to discuss and advise the Department on the range of policy options available.3  The 
Community Based Steering Committee participants are listed in Appendix 1.  This report summarizes the 
Steering Committee’s recommendations regarding the MSOCS transition and outlines a strategy for 
supporting people with disabilities, especially those whose complex developmental, behavioral and 
physical health challenges have not been well-supported in their home communities.   

I. Problem Statement 
Transitioning MSOCS to serve only individuals whom other providers are unable to serve will help 
address the following problems: 

• Inadequate capacity of Minnesota’s service system to support individuals with complex co-
occurring conditions including developmental or intellectual disabilities, mental illnesses, 
substance use disorders, symptoms that include violent behaviors or sexually inappropriate 
behavior, and/or physical health challenges. 

• Historical insufficient person-centered planning for people living in MSOCS group homes that 
has led to many individuals living in homes not of their choosing when it is possible that they 
could be living more independently in the community with the appropriate supports. 

• The State’s safety net role is being changed to include services only for those individuals who 
meet diagnosis and behavioral criteria and whom other providers are unable to serve for various 
reasons. 

                                                           
1 In addition to its residential services, MSOCS also provides vocational day training and habilitation services.  For 
brevity, this report will use “MSOCS” to refer specifically to MSOCS Residential Services.   
2 The record review only considered whether individuals met the behavioral criteria for a safety net service, and 
did not involve the providers who will make the ultimate decision about whether or not they can serve a particular 
individual.  The details of this record review are provided in Appendix 3.  
3 The definition of “safety net provider” is discussed in more detail in Appendix 2.  For the purposes of this project, 
it means that MSOCS will only serve individuals who meet certain diagnostic and behavioral criteria and whom 
other providers are unable to serve for various reasons. 
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• Mounting financial losses in the MSOCS program (currently totaling about $800,000 per 
month). 

A. Inadequate Community and Crisis Capacity 

For 50 years Minnesota has been transitioning from centralized, state-operated institutional services for 
people with disabilities to a community-based model that provides local supports and services so that 
individuals can live how they want to in the communities of their choice.  While Minnesota has made 
great progress in this transition, there are still gaps in the service system, especially in the funding and 
services needed to support people with complex co-occurring conditions including developmental or 
intellectual disabilities, mental illnesses, substance use disorders, symptoms that include violent or 
sexually inappropriate behavior, physical health challenges, sex offender status, and other involvement 
in the legal system.  As described in the media and in past DHS legislative reports, these gaps can result 
in people either not receiving the services they need or receiving those services in inappropriate and 
overly-restrictive settings.4   

Minnesota’s health and social services providers—both community-based and state-operated—have 
collaborated with counties and tribes to develop the capacity to support individuals with such complex 
needs.  However, there are barriers that can be difficult to overcome, including the lack of qualified staff 
to serve a particular set of needs, the difficulty of hiring qualified staff (especially in rural areas), fear of 
liability, physical plant challenges, need for upfront investment in site development, and rates that may 
not cover the cost of the initial investments or ongoing services.  In addition, county or tribal case 
managers who are responsible for assisting individuals may not have the training, time, or funding to 
provide the specialized help that is needed. 

As a result of these challenges, there is currently inadequate community capacity to serve people with 
complex co-occurring conditions.  One particularly important service that is in short supply in Minnesota 
is crisis and treatment services for individuals with disabilities.  When an individual is struggling, often a 
crisis team can assist the individual, family, and provider as the problem is resolved, enabling the 
individual to remain stable at home.  If that solution is impossible, crisis services can also provide out-of-
home care for a short period of time until the individual regains stability and can move back home or to 
a more appropriate setting.  Both of these solutions prevent the individual from having to move to a 
hospital setting or in some cases, being taken to jail.  This supports the individual’s wellbeing, helps the 
family and other care-givers, is cost-effective, and ensures the system’s ability to provide safe and 
effective care not only to the individual in crisis but to the people he or she lives with.  Crisis services are 
a key to an efficient and effective service system for people with complex needs. 

The impacts of inadequate community services are severe.  People may be forced into hospitals or other 
institutional settings when they could have been better served in less restrictive settings.  Moreover, 
people can’t leave hospitals or treatment centers when they no longer need that level of care because 
there is no community provider or setting that is set up to meet their needs.  This not only impedes the 
individuals’ recovery and ability to live integrated lives in the communities of their choice, it also wastes 
resources and prevents people who do require that level of care from receiving services.  These 

                                                           
4 Plan for the Anoka Metro Regional Treatment Center, DHS Legislative Report, February 18, 2014, pp. 62-80; 
Independence to Inclusion, video produced by Twin Cities Public Television, first broadcast on 4/15/2014, available 
at http://www.mnvideovault.org/mvvPlayer/customPlaylist2.php?id=26487#0; Failing the Disabled:  How 
Minnesota Isolates and Marginalizes Thousands of Adults with Disabilities, 5-part series from Star Tribune, 
11/8/15-11/12/15, available at http://www.startribune.com/a-matter-of-dignity-a-five-day-special-
report/339820912/. 
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shortages reverberate through the service system.  For example, a person who can’t find services in 
their home community gets stuck at the Anoka Metro Regional Treatment Center, thereby holding a bed 
that is sorely needed by another person who is stuck in a community hospital without the specialized 
psychiatric services to treat their mental illness.  The community hospital might be forced to hire 
security guards or close adjacent beds in the unit in order to maintain safety of the patient, other 
patients, and staff, which reduces the hospital’s capacity to serve its community’s needs.  A person-
centered community-based system requires that individuals be able to move freely and quickly to the 
levels of service they need and that the service system respond flexibly when those needs change. 

B. Individuals Living in Unnecessarily Segregated Settings 

As Minnesota closed its state-operated institutions for people with developmental disabilities, many of 
the individuals were moved into four-person group homes that have been operated by MSOCS.  While 
these have become homes for many of those individuals, people were not always given options or 
allowed to choose the type of living arrangement that would help them lead the life they want.  This 
historical lack of person-centered planning led to many individuals living in MSOCS when they might 
prefer to live more independently in the community with appropriate supports.  In compliance with the 
principles of Minnesota’s Olmstead Plan, the state is helping to organize person-centered planning for 
the individuals living in MSOCS homes to determine how and where each wants to live.   

C. State-Operated Services as Safety Net Providers 

State law mandates that “Enterprise activities within state-operated services shall specialize in caring for 
vulnerable people for whom no other providers are available or for whom state-operated services may 
be the provider selected by the payer.”5  The 2013 Legislative Auditor’s report on state-operated 
services expands this idea to all of the services provided under the DHS Direct Care and Treatment 
Administration, recommending that DHS only operate “safety net” services that other providers are 
unable to offer for various reasons.6   

As part of its planning, the Community Based Steering Committee refined a definition of “safety net” for 
the purposes of the MSOCS transition project (see Appendix 2).  The definition has two parts:  diagnostic 
and behavioral criteria, and a determination of whether a private provider is willing to serve the 
individual.  The Steering Committee directed MSOCS to review the records of the individuals currently 
living in its residential group homes to estimate how many individuals might meet the diagnostic and 
behavioral criteria.  The review suggested that about 275 individuals probably do not meet the 
diagnostic and behavioral criteria in the safety net definition; it is not yet known how many will meet 
the other major criterion—that no private provide elects to serve them.  Appendix 3 provides 
background on this estimate.  The exact number of individuals who meet both of the safety net criteria 
will not be known until person-centered planning is completed.7   

D. Financial Losses in the MSOCS Program 

MSOCS is currently losing about $800,000 each month.  One reason for the losses is that many 
individuals living in MSOCS homes do not require the safety net level of services they are receiving.  
Another reason is that the current payment rates for some clients are far below the cost of providing 

                                                           
5 Minnesota Statutes 2015, 246.0136, subd. 1.  MSOCS is an “enterprise provider” in that it is designed to be an 
operation that sustains itself through reimbursements for the services it provides.   
6 State-Operated Human Services, Minnesota Office of the Legislative Auditor, February 2013, pp. 118-119. 
7 Some individuals have already participated in person-centered planning, but others have not. 
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supports.  These rates were established prior to 2014 based on negotiations between MSOCS and 
counties.   Current statute related to the statewide Disability Waiver Rates System (DWRS) prohibits re-
negotiation of these rates.  The rates will be gradually adjusted (through banding) until full adaptation of 
DWRS rates in either 2019 or 2020.  The DWRS rate is expected to cover the cost of providing supports, 
but MSOCS will incur losses throughout the “banding” period for these clients.8  

For those individuals whose person-centered planning identifies a change in service needs or leads to a 
decision to move, MSOCS’ financial situation will improve as each transition occurs.  In addition, as new 
individuals are admitted into MSOCS, their rates will be determined based on current costs, thus further 
improving MSOCS’ financial situation.  While the Community Based Steering Committee does not 
believe that life-changing decisions should be based on funding concerns, the Steering Committee does 
recognize the gravity of MSOCS’ financial situation and its impact on operational viability.  It is important 
to proceed with person-centered planning that will both assist individuals to get the lives they want and 
help address MSOCS’ financial challenges. 

II. Solution:  The MSOCS Transition to Safety Net Project 
To address the problems outlined above, the Community Based Steering Committee has worked with 
DHS to outline a complex project to transition MSOCS to a safety net service.  The project is based on a 
new vision for MSOCS’ role in the service system. 

A. Safety Net Vision for MSOCS 

Minnesota’s vision for people with disabilities is that they will live integrated lives in the residences and 
communities of their choice.  This requires a community-based model of care in which the services and 
resources needed to support people are available locally and community providers provide the bulk of 
that support.  State-operated services would only be needed in situations where adequate community 
capacity has not yet been developed.  The Community Based Steering Committee believes that safety 
net services should be flexible and temporary; they should provide transitional support (both to the 
individual and to a willing private provider) until the individual can be served by a private provider in his 
or her chosen community.   

In this model, MSOCS’ role would be to provide technical assistance and temporary, transitional crisis 
and medium-term (3-5 years) residential services.  Community Support Services (a sister division to 
MSOCS residential services) would work with lead agencies and private providers to support individuals 
in crisis in their homes if possible.  For individuals who have had to move to crisis residential or 
institutional care, MSOCS would assist in the transition to private providers instead of being a long term 
provider of residential services itself. This can be accomplished by:  

• MSOCS operating a limited set of crisis homes for rapid capacity and short term stabilization and 
transition; and  

• MSOCS partnering with private providers to bring up homes and jointly supporting individuals, 
with MOSCS services transitioning out of the home over time and the provider gradually 
assuming the lead role in providing services.  The homes would reflect a variety of 

                                                           
8 Minnesota statute allows adjustment of banded rates when there is a change in the client’s support 
needs.   MSOCS and the Disability Services Division are collaborating to ensure these adjustments occur where 
applicable but most of the historic rates being paid for MSOCS clients probably cannot be addressed through these 
adjustments.   
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configurations—not just the traditional four-person group home.  One example of such a 
partnership could involve a home being owned or leased by a private provider but the 
individual’s transition out of crisis being led by MSOCS staff (at the request of the lead agency 
and the private provider).  The private provider’s staff would shadow and gradually assume daily 
operations as that became operationally and clinically advisable.  A scenario like this would 
allow for an individual or group of individuals to have housing stability independent of who is 
providing the services.   

These arrangements would be driven by the lead agency (county or tribe) based on individual 
circumstances, with MSOCS brought in as a short-term service provider when needed.  When requested 
by the lead agency because community providers are not able to support specific individuals, MSOCS 
would collaborate with lead agencies and community providers to develop, implement and transition 
new or existing services to increase community capacity.  MSOCS would also collaborate with other 
divisions within DHS on technical assistance and system oversight (for example, on quality tracking, 
workforce development, or needs forecasting).  

The MSOCS Transition to Safety Net project will be designed to honor the choices and needs of the 430 
people currently living in MSOCS group homes while moving with appropriate speed to open MSOCS 
capacity that could be used to serve individuals who meet the criteria for safety net services.  The 
project will work to balance the choices and needs of both groups while avoiding over-extending all of 
the collaborators:  individuals and families, DHS staff, counties and tribes, providers, insurers, advocates, 
and others whose work will make these transitions possible.  In addition to planning, the major activities 
of the project include the following: 

• Transition of people living in MSOCS who do not meet the safety net criteria:  Work with lead 
agencies to identify and develop a base of collaborative providers willing to serve individuals 
who do not meet the safety net criteria in a variety of residential settings.  
o Based on the results of person-centered planning and transition planning, individuals 

currently living in MSOCS-owned homes who do not meet safety net criteria would 
transition out of the physical homes to new homes with support from private service 
providers; or9   

o Some homes leased by MSOCS and housing individuals who do not meet safety net criteria 
could shift to private providers by transferring the leases if the individuals want to continue 
living together.  The private provider would supply the staff while MSOCS staff would move 
to other new or existing programs, increasing capacity at those locations.  

• Additional capacity for individuals who do meet safety net criteria:  Existing and new MSOCS 
homes would be designed with a medium-term (3-5 years or less) transition timeframe.  Some 
existing MSOCS homes would be repurposed and some new residential configurations would be 
developed, and existing staff would be trained and equipped to provide support to a more 
challenging population.  For new homes, residential homes could be leased from a private 
provider, modified to meet the needs of the individuals choosing to live there, and staffed to 
support highly complex arrays of community-integrated services for the identified individuals.  

                                                           
9 It may also be possible that state-owned homes could be transferred to private providers.  DHS staff are looking 
into this possibility, which may be constrained by state laws that limit how state bond-financed properties can be 
used and transferred. 

CASE 0:09-cv-01775-DWF-BRT   Document 774-3   Filed 10/15/19   Page 38 of 170



9 

 

Transitioning MSOCS Residential to a Safety Net Service:  Community Based Steering Committee Recommendations 

 

Once the home was stable and fully supporting the individual or individuals living there, the 
home would be transitioned to the private provider. 

• New crisis capacity:  The DHS Disability Services Division is planning to put out an RFP to private 
providers to establish crisis homes.  In addition, MSOCS could repurpose existing owned 
property to add up to four regional intensive crisis homes with 4 beds each (16 total) next to 
existing MSOCS homes.  This would increase capacity in the crisis system.  As more private 
providers establish crisis services, the system’s need for MSOCS intensive crisis capacity will be 
reviewed. 

• Increased consultation capacity:  Increase the capacity of technical assistants or crisis consulting 
teams such as Community Support Services to assist individuals, lead agencies and providers 
through transitions and to help individuals avoid or manage crises so they can remain stable in 
the community. 

• Increased service development support:  Increase DHS’s capacity-building teams and resources 
to assist lead agencies and providers in the work of conducting person centered planning and 
developing local service capacity.   

• System support and oversight:  In addition to the MSOCS services described above, several 
system support and oversight functions would need to be strengthened within DHS or other 
agencies to ensure the system is meeting the safety net needs of Minnesota’s most vulnerable 
populations.  These include education, employment, and transportation supports and oversight 
functions like quality assurance, performance data tracking, and prediction of future needs of 
the system. 

B. Development of a Project Plan  

The Community Based Steering Committee strongly supports the MSOCS Transition to Safety Net 
project proposal.  The project as currently envisioned by the Community Based Steering Committee has 
5 phases, as outlined in the following table. 
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MSOCS Transition to Safety Net Project Plan 

Phase Activities Preliminary 
Timeframe 

Phase I:  Set-up Form Steering Committee and create charter, assign DHS 
staff, prepare background documents to describe project, 
prepare recommendations to the Commissioner. 

 

2nd and 3rd 
quarters CY2015 
(completed) 

Phase II: Preparation for 
person-centered 
planning 

Develop diagnostic and behavioral criteria for individuals 
requiring safety net services for the purposes of this project.  
Undertake a preliminary review of the records of each 
individual served by MSOCS.  Draft a process for the 
collaborative person-centered planning based on guidance 
from Olmstead implementation projects.  Establish a process 
for identifying private providers who are interested in serving 
individuals currently served by MSOCS who do not meet 
safety net criteria.   Evaluate existing budget and rate-setting 
tools and processes for individuals who will be transitioning. 
Develop a business plan for the safety net MSOCS program. 

 

3rd quarter 2015 - 
1st quarter CY2016 

The following three phases will be a repetitive cycle of person-centered planning, transition planning, and 
implementation for each individual.  MSOCS will collaboratively identify cohorts of individuals to go through 
these cycles (based on the individuals’ needs, lead agency and provider capacity, system resources, and the 
business needs of MSOCS). 

Phase III:  Person-
centered planning for all 
MSOCS individuals 

 

Lead agencies review or lead collaborative person-centered 
planning with each MSOCS individual and their support teams 
to determine what is important to and for the person, 
focusing on how and where they would like to live. For 
individuals who choose to transition to a different provider or 
home, complete transition planning. 

 

4th quarter 
CY2015 – 4th 
quarter CY2017 

Phase IV: Transition 
planning for MSOCS 
programs and 
individuals 

 

Given the person-centered plans of each individual currently 
living in MSOCS and the ongoing needs of incoming 
individuals, DHS will collaborate with individuals, families, 
DHS staff and labor partners, lead agencies, providers, and 
other stakeholders to create transition plans and design the 
organizational changes within MSOCS necessary to make 
those plans possible.   

 

1st quarter CY2016 
– 4th quarter 
CY2017 

Phase V:  
Implementation of the 
transition 

Implement individuals’ transition plans and the 
programmatic changes that will be necessary to shift MSOCS 
to a safety net provider.   

Target:  1st quarter 
CY2016 – 4th 
quarter CY2018 
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The Community Based Steering Committee recommends that DHS create a detailed project plan that 
includes at least the following: 

• A business plan for MSOCS that outlines the expected size of the population to be served, the 
staffing, funding, and other resources needed to serve that population, and the necessary 
organizational changes. 

• Additional data analysis to inform the prioritization of cohorts of individuals or homes to begin 
person-centered planning and possible transitions.   

• A fiscal analysis to ensure that adequate funding is available to support the safety net vision of 
MSOCS (which includes funds for individuals supported by MSOCS and by private providers).   

• A communications plan to ensure that stakeholders are engaged in the planning process and 
have ample opportunity to provide input as plans are developed (see Appendix 4 for preliminary 
plan).  

• A training plan to ensure that MSOCS staff receive the training they need to support new 
populations (see Appendix 5 for preliminary plan). 

III. What Will It Take? 
Throughout the Community Based Steering Committee’s discussions, participants identified scores of 
activities, resources, and arrangements necessary for the success of the new vision of MSOCS.  This 
section describes those items, some of which are outside the scope of the MSOCS Transition to Safety 
Net project itself.  The Steering Committee emphasized the importance of project staff working with 
other divisions and other DHS project staff to help ensure that these success factors are all in place as 
needed.  Some of the items may require new or additional efforts (for example, the need for workforce 
development), and the Steering Committee will make specific recommendations for additional work to 
address those. 

A. Supporting Individuals and Families 

1. Current Challenge 

The MSOCS Transition to Safety Net project will help achieve the Minnesota Olmstead Plan vision that 
people with disabilities are living, learning, working, and enjoying life in the most integrated settings of 
their choice.  It is important to recognize at the outset, however, that this project may bring uncertainty, 
fear and disruption for many individuals who currently live in MSOCS homes, their family members and 
guardians, and their communities.  Even for those who don’t meet the criteria for safety net services 
and who are excited about the possibility of transitioning with their housemates to a private provider, 
setting up their own apartment or house with appropriate supports, or moving to a home with new 
housemates, this project could be temporarily frightening.  For those who are not yet sure what their 
options are or how those options might improve their lives, the project will almost certainly raise fears 
and potential mistrust.   

For some people these fears will go far beyond the fact that change is difficult.  Some individuals living in 
MSOCS homes have never been given a choice about where to live, and the prospect (for both 
individuals and families) of figuring out new living arrangements may be difficult to even think about at 
first.  For others who have painful memories of being moved in the past and losing valued relationships, 
this project may bring up that pain.  In situations where an individual and guardian do not agree on a 
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person-centered plan, or where some of the individual’s wishes will not be possible to honor given the 
constraints on MSOCS’ new role, anger and frustration are likely to arise and require attention. 

At the same time, the MSOCS Transition to Safety Net project will provide new options and welcome 
changes for individuals who meet the criteria for safety net care and are currently stuck in inappropriate 
settings (including the Anoka Metro Regional Treatment Center, the Minnesota Security Hospital, 
community hospitals, and jails).  The project must maintain momentum or these individuals and their 
families will continue to suffer due to the lack of safety net services. 

In addition to concerns about the opportunities and difficulties of moving to new living situations, the 
Steering Committee received comments highlighting the importance of integrated and coordinated 
service delivery for individuals being served in the community.  Providers of residential services 
currently ensure most of this integration but as individuals live more independently, the responsibility 
for integration will be shared across the individual and family and providers of case management, 
housing, social, medical, educational, and employment services. Some individuals and families will be 
comfortable and skilled enough to handle the integration of their services.  Others will require 
significant assistance with integration.  The transition of more individuals to community-based services 
may put more pressure on individuals, family members, social workers, case managers, and care 
coordinators to ensure integrated, coordinated service delivery.  

2. Current Efforts and Solutions   

The person-centered planning process that is the basis of the Olmstead Plan implementation is designed 
to ensure that individuals’ preferences are considered and that individuals have informed choice when 
deciding where and how to live.  However, the Community Based Steering Committee heard many 
concerns that individuals might not get the level of support needed to make truly informed choice and 
that it would be difficult to monitor the quality of person-centered planning processes. Moreover, the 
guidelines and processes are not set up to address the complicated emotions and disruptions that may 
occur as a result of this planning.  Much of that work will be left to families and guardians, social 
workers, support staff, and caregivers.   

The Minnesota Olmstead Plan includes new mechanisms to assure that person-centered principles are 
followed.  In addition to the many training and technical assistance tools that are being developed for 
lead agencies and providers, person-centered and self-advocacy training is also being prepared for 
individuals and their families, and evaluation and oversight functions are also being strengthened: 

• Individuals receiving community based services and supports will be surveyed to find out 
whether they feel they have exercised informed choice and whether they are in charge of their 
services and supports. 

• Lead agencies will conduct self-audits on their person-centered planning processes, and DHS will 
audit lead agencies’ person-centered plans and transition plans.   

• DHS is evaluating the potential of a monitoring role for the State Quality Council in overseeing 
the effectiveness of person-centered planning.  DHS will also contract with regional quality 
councils to monitor person-centered processes in their regions. 

All of these activities will be tracked and reviewed by the Olmstead Subcabinet and the courts. Advocacy 
organizations can also help ensure that decisions are based on true understanding of the options 
available and that disagreements are processed in a way that is person-centered and respectful of the 
rights of people with disabilities.   
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3. Community Based Steering Committee Recommendations   

• Throughout the planning and implementation of the MSOCS Transition to Safety Net project, 
participants should remember that the proposed changes could fundamentally disrupt people’s 
lives, the lives of their families and friends, and other people residing in their communities.  It is 
the Community Based Steering Committee’s hope that consistently acknowledging this fact will 
help us all maintain our humility and our willingness to stretch toward people or feelings or 
perspectives that we don’t understand or don’t agree with, even when they slow things down or 
cause “messes” that are uncomfortable to work through.  At the same time, we need to do our 
best to maintain project momentum in order to increase MSOCS’ capacity to serve individuals 
who need a safety net level of service in more integrated settings. 

• The MSOCS Transition to Safety Net project should follow the person-centered planning 
processes being developed as part of the Olmstead planning and described in the Transition 
Protocols (see Appendix 6).  These will help ensure that individuals have the opportunity to 
learn about options, articulate where and how they want to live, and exercise informed choice.   

• During person-centered planning, it will be important to consider ways to separate housing and 
support services in order to give individuals maximum control over their lives.  The process 
should also explore the possibility of home ownership and individual leasing options where 
desired; the four-person group home should be just one option among many. 

• The person-centered plans of individuals transitioning out of MSOCS should include careful 
consideration of the need for integration among community-based services and how that 
integration will be accomplished for each individual and his or her family. 

• DHS should prepare plain-language summaries of the person-centered planning process, 
informed choice, and transition protocols that are targeted to non-professionals.  Individuals, 
families, guardians and friends will use these materials to better understand the processes and 
ask questions if they have any.  

• DHS should require that person-centered plans include consideration of technologies that could 
support individuals’ safety and independence.  Person-centered planners and support staff 
should communicate in plain language with individuals, families, and guardians about the 
possibility of using technology as part of the individual’s support plan.  Privacy and safety 
concerns should be addressed.  

• Throughout the process, project staff should provide clear, timely communication of changes 
ahead and make themselves available to answer questions and hear concerns. 

B. Supporting DHS, Lead Agency, and Provider Staff 

1. Current Challenge 

The MSOCS Transition to Safety Net project is taking place during a time of incredible change in the 
policies, operation, and services that support people with disabilities.  The changes include the 
development and implementation of MnCHOICES assessment and related planning processes, the new 
disability rates management system, the implementation of 245D requirements for providers of home 
and community based services, a change in the level of care for nursing facilities, a new Positive 
Supports Rule, shifts in the role of state-operated services, and implementation of the Jensen 
Settlement Agreement which includes the development and implementation of the Minnesota 
Olmstead Plan.  All of these changes require an incredible amount of work on the part of DHS, lead 
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agency, and provider staff.  People are stretched thin and some feel overwhelmed by the prospect of 
even more change. 

 

The DHS staff who currently support MSOCS individuals are going to be particularly affected by this 
project.  For many of them, the individuals in MSOCS homes have become “family” and changing those 
relationships will be emotionally draining and disorienting.  All MSOCS staff face uncertainty about how 
their jobs will change, who their coworkers will be, what new skills they will have to learn and what 
current skills might become less valued, and what it might be like to support a new client population.  
For some, this uncertainty may lead to fear or questioning about whether they want to continue in the 
career they have practiced for so many years.   

2. Current Efforts and Solutions   

All of the policy and operational changes listed above were developed with collaborative processes 
among key stakeholders that required frequent meetings, preparation of background documents, 
complex negotiations, pilot tests, data analyses, and development of communication and training plans 
to support the change.  This level of collaboration will help make the changes successful, and the MSOCS 
Transition to Safety Net project will require similar levels of collaboration.  Designing the transition 
process in a way that gives staff the time, knowledge, and resources they need to fulfill their roles will 
be necessary for success. Section D below looks in more detail at the transition planning and process.   

Addressing the particular needs of MSOCS staff will primarily be the responsibility of DHS management 
and its labor partners.  There are already mechanisms in place to work through decisions that affect 
staff, including regular local and statewide labor-management meetings and labor contracts that spell 
out the rules and processes that govern job classes, position descriptions, promotions, re-assignments, 
layoffs, and other job changes.  The MSOCS Transition to Safety Net project will rely on these 
agreements and processes to work through the changes that will be needed. 

3. Community Based Steering Committee Recommendations   

• The Steering Committee recognizes that reliable and consistent staffing contributes to good 
client outcomes, so DHS should ensure the adequacy and stability of staffing to meet the 
complex needs of the MSOCS safety net population.  This should include a focus on predictable 
schedules and FTE allocations, which should also assist with recruitment and retention.   

• Include staff in transition planning and care planning.   

• Support clear communication of transition plans and timelines. 

• Provide adequate training, on-site observation opportunities, on-the-job experience, and 
mentoring so that staff feel prepared and competent to do their jobs.  This is especially 
important for direct-care staff, but also applies to other roles. 

• Provide easy-to-use tools and guides to support the person-centered planning process and 
transition planning.   

• Provide adequate technical assistance (see the following section for more detail). 

• Use existing collaboration and decision-making forums to work through any changes that are 
needed in DHS bargaining agreements in order to implement the MSOCS Transition to Safety 
Net project.   
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C. Providing Adequate Training and Technical Assistance 

1. Current Challenge 

With many reforms underway, DHS has developed several technical assistance resources to support 
implementation of the changes.  The Community Based Steering Committee expressed concern about 
whether these resources will have enough capacity to assist all of the participants in the MSOCS 
Transition to Safety Net project.  

2. Current Efforts and Solutions   

DHS’s Community Support Services (CSS) employs 50 professionals and 8 augmentative staff to provide 
consultation, training, and technical assistance to strengthen the community living of Minnesotans with 
complex behavioral health challenges.  CSS achieves positive outcomes through initiating and guiding 
positive behavioral supports, building collaborative support networks, and advocating for person-
centered approaches.  CSS currently serves approximately 350 individuals and their support networks.  
The Community Based Steering Committee heard stories about the high-quality technical assistance that 
CSS has played in preventing institutionalization and supporting transition planning for people with 
complex needs, but they also heard that CSS has a waiting list that is months long. 

The Community Supports and Consumer Safeguards staff in the Disability Services Division (DSD) are 
preparing tools and trainings to assist lead agencies and providers with person-centered planning and 
transition planning.  DSD has also initiated a “Community of Practice” to assist service planners as they 
support individuals in transition.  Given that DHS is still building capacity to provide such technical 
assistance, it is not clear whether there is enough capacity in these providers to meet the demand.   

3. Community Based Steering Committee Recommendations   

• The MSOCS Transition to Safety Net project should coordinate with the existing and planned 
efforts to assist lead agency and provider staff with implementing the new home and 
community-based service requirements, rate-setting changes, and the Minnesota Olmstead 
Plan.   

• DHS should increase Community Support Services capacity to ensure that there are enough staff 
available to assist providers in preventing problems and in planning and supporting transitions.  
CSS staff need to be knowledgeable, experienced professionals who are trained on available 
resources and who can propose realistic solutions. The staff complement should include 
expertise and specialization to assist with a variety of diagnoses and disabilities, and CSS staff 
should be immediately available by phone when needed.   

• Training and technical assistance should include information about the potential applications of 
new technologies to support individuals’ autonomy and privacy and leverage staff resources 
where appropriate. 

D. Refining the Transition Planning Process 

1. Current Challenge 

As described in the preceding section, the MSOCS Transition to Safety Net project is a complex and 
ambitious undertaking that will require a high level of collaboration among stakeholders.  The 
Community Based Steering Committee heard many suggestions from participants about how this 
process should be managed or about specific elements of the process.  Participants were particularly 
concerned about the magnitude of the project and the possibility that it could move too fast and 
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overwhelm the limited resources and staff that are available to work on it (in DHS, lead agencies, and 
provider organizations).   

2. Current Efforts and Solutions   

Because MSOCS is always in the process of assisting individuals in transition in and out of MSOCS homes, 
there are already significant processes and relationships in place that the MSOCS Transition to Safety 
Net project will rely upon.  Ongoing collaborative meetings include the Disability Services Division’s 
State/County Workgroup, the Community Based Services stakeholder group, the Home and Community-
Based Partners Panel, the Transition Protocols Implementation Committee, the HCBS Settings Rule 
Advisory Committee, and the State Quality Council.  The Community Based Steering Committee itself 
has become a useful group for sharing ideas and developing initial consensus that can then be reviewed 
among a wider variety of stakeholders.   

3. Community Based Steering Committee Recommendations   

• The MSOCS Transition to Safety net project plan should adopt realistic timelines that recognize 
the significant tasks and changes that staff are already dealing with.  For example, lead agencies 
should be given a reasonable timeframe to complete person-centered reviews:  at least 60 days.  
Where possible, the person-centered planning process should align with the individual’s next 
scheduled annual or semi-annual visit. 

• DHS and its partners should continue to invest in collaborative planning.  This should include 
allotting adequate staff for project management, meeting facilitation, and documentation to 
help ensure that the project continues to move forward. 

• The Community Based Steering Committee should continue to meet periodically to provide 
input on the MSOCS Transition to Safety Net project. 

• The MSOCS Transition to Safety Net project should be set up in “cohorts” of individuals or 
homes, so that early transitions can be learning opportunities that will help inform subsequent 
transitions and so that the project will roll out gradually.  Funding for transitioning of these 
cohorts should be included in legislative requests for 2016-2018. 

• It is DHS’s responsibility to ensure that safety net services are available for the people who need 
them, so current capacity and operations need to be maintained as Minnesota moves toward 
the new model.  Capacity should not be reduced unless and until private providers are fulfilling 
the needs for care.  It even may be possible that MSOCS capacity will need to be expanded to 
prevent the creation of new gaps in the service system during and after the transition. 

• The ongoing transitions from MSOCS to the community that are already in the works should 
continue; the MSOCS Transition to Safety Net project process should not hold them back. 

• The prioritization of individuals or homes will be a key determiner of project success.  Reality 
dictates that a variety of factors will determine prioritization, beginning with the needs and 
desires of individuals and including consideration of capacity within DHS, lead agencies, and 
providers, and the financial sustainability of the individual program as well as MSOCS as a whole.  
DHS should propose an initial prioritized list and work with all participants to refine it.  The 
Steering Committee recommends that DHS consider beginning with individuals who scored a “0” 
or “1” on the client record review (indicating that they do not meet any of the behavioral 
criteria for a safety net service) so that the transition process can be modified or enhanced 
before proceeding to individuals with more complex needs.  For more information on the client 
record review, see Appendix 3. 
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• Where ever possible, the project should use existing or already-planned processes and tools (for 
example, those being developed as part of the Olmstead Plan implementation) rather than 
developing solutions unique to this project.  This will be a key to completing such an ambitious 
project and to assuring its sustainability. 

• Even if the project relies on already-established tools and processes, there may be times that 
there will be inadequate staff or resources to complete the work required.  DHS, for example, 
should not just assume that lead agency case managers will be able to take on additional work 
and/or that lead agencies can contract for additional case management.  The project should 
seek collaborative solutions to address situations in which a lead agency just doesn’t have the 
resources to complete the work in a timely way.   

• DHS should ensure proper administrative staffing for implementation of these 
recommendations, including business operations, data analysis, and project management.  

• When MSOCS begins to identify providers who might be interested in serving current MSOCS 
individuals (through a Request for Information or some other process), the requests should 
include enough specific information and opportunities for providers to meet the individual so 
that providers can make a reasoned judgement regarding their interest in possibly serving that 
individual or taking over the program. 

• DHS should include consideration of the new safety net model of MSOCS in its legislative 
planning, including asking for additional resources to support the project.   

E. Ensuring Adequate Staffing (Workforce) 

1. Current Challenge 

Providers of services for people with disabilities are facing a staffing crisis.  Demographics make it 
continually more difficult to fill caregiving positions, especially in rural communities.  At the same time, 
the training and experience required to do these jobs is increasing as DHS implements new standards 
and requirements for home and community-based services. Staffing shortages are partly an issue of low 
wages, which provide a disincentive to choose careers in caregiving.  The new vision for MSOCS as a 
transitional service provider will require ample, skilled, and flexible staffing at private providers and 
MSOCS-operated homes as well as in lead agencies.   

2. Current Efforts and Solutions   

A statewide summit on mental health workforce planning was held in the summer of 2015.  A 
collaborative workgroup is now planning next steps.10  Many of the recommendations being considered 
by this group would apply to careers in caregiving for people with intellectual or developmental 
disabilities as well, although there may need to be more focus on entry level positions like personal care 
assistants and human services technicians.   

Technology offers proven opportunities to buttress providers’ staffing and increase individuals’ 
independence and privacy.  Providers will need strong support and technical assistance to learn to utilize 

                                                           
10 For information, see the Mental Health Workforce webpage at 
http://www.healthforceminnesota.org/mental-health/.  This includes a link to the Mental Health 
Workforce Plan for Minnesota. 
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new technologies.  While providers already self-organize workshops and conferences to communicate 
about technological opportunities, more efforts are needed in this area. 

Providers and state labor partners have expressed support for the idea of shared staffing models as 
homes are transferred from MSOCS operation to private provider operation, but the details of how this 
would work have not been figured out.  Questions include how staff would be managed and how such 
arrangements might complicate relationships between staff who are working together but who are 
employed by different employers. 

3. Community Based Steering Committee Recommendations   

• DHS should be actively involved in workforce development to support community based 
services.  This should include efforts to educate students and adults about these positions and 
support for training people to fill them.  DHS should assign responsibility for workforce 
development to a particular division or department in order to ensure accountability. 

• DHS should work with its labor partners and other stakeholders to explore shared staffing 
models for transitions of individuals or homes from MSOCS to private providers. 

• DHS should also work with partners to consider the possibility of a “float pool” to augment 
staffing when regularly-scheduled staffing is not enough to fulfill individuals’ needs safely. 
Questions to be answered include:  What response time is expected?  How many staff are 
needed?  Where are those staff located, and whose policies do they follow? How would float 
pool staff establish rapport with such a large group of potential clients?  When would the float 
pool be called in instead of calling other assistance (e.g., CSS, crisis teams, law enforcement)?  
How would the privacy of health information of other residents be protected? 

• Technology can help support individuals in ways that increase individuals’ independence and 
privacy while extending providers’ staff capacity.  DHS should act as a leader and innovator in 
the use of technology, and DHS policy staff should refrain from adopting rules that unnecessarily 
constrain technology applications. 

F. Ensuring Adequate Funding for Services to People with Disabilities 

1. Current Challenge 

Most individuals currently receiving services in MSOCS homes are funded through the Developmental 
Disabilities Waiver, the Community Access for Disability Inclusion Waiver, the Brain Injury Waiver, or 
private insurance.   

The Disability Waiver Rate System payment frameworks are based on direct care staff wages as 
determined by the Bureau of Labor Statistics. The wage for residential frameworks is $12.41, and $13.33 
for day frameworks.  In addition to direct staff wages, the framework then applies other costs such as 
employee benefits, vacation and sick time, training, taxes, workers’ compensation, supervisor wages, 
and cost of living increases.  According to providers, these relatively low wages lead to difficulties in 
finding and hiring staff, high training costs, and rapid turnover as employees leave for better-paying 
jobs.  Skeleton staffing and high churn rates can have a significant negative effect on individual care 
quality and stability of individuals and homes.   

Providers also experience financial pressures when they are forced to incur costs that are not covered by 
reimbursement rates or that must be invested before any reimbursement revenue can be collected to 
offset them. For example, current Group Residential Housing rates are insufficient when individuals 
choose to live on their own or with only one housemate, leaving providers with shortfalls because lease 
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rates exceed funding.  Providers can also face significant startup costs, including property location and 
leasing arrangements, physical plant changes, technology investments, vehicle purchases, and the costs 
of locating, hiring, and training new staff.  While there are possible sources of funds for some of these 
expenses and waiver reimbursements would ultimately cover some others, there is a significant outlay 
of cash required before a provider actually begins receiving reimbursement.  Some providers are not 
willing, or cannot afford, to make this upfront financial commitment. 

Providers may also risk losses as individuals move to other homes as part of their person-centered plans.  
If an MSOCS home is licensed for four beds, for example, and the occupancy is reduced as individuals 
move to private providers, there will be periods of lost revenue.  It is impossible to perfectly align the 
entering and leaving of individuals who each have their own unique timetable.  The Disability Waiver 
Rate System assumes a vacancy factor of 3.9%.  In the new model of MSOCS as a transitional provider, it 
will be necessary to financially support excess capacity that exceeds with the DWRS allows in order to 
ensure that MSOCS services are available when people need them.  

MSOCS’ current financial losses also pose challenges for the successful implementation of the MSOCS 
Transition to Safety Net project.  With MSOCS currently losing about $800,000 per month, there is no 
existing source of funds to cover staff transition costs (including re-training, moves, resignations, and 
retirements) that are expected to arise as the project is implemented.  The losses will also make it very 
difficult to invest up-front in new development and to support the business operations, data analysis, 
and project management staff that will be needed to drive the MSOCS Transition to Safety Net project. 

2. Current Efforts and Solutions   

The Disability Waiver Rate System includes an exception process whereby lead agencies can request 
additional funding needed to support people with extraordinary needs.  MSOCS, lead agencies and the 
Disability Services Division (DSD) are working together to develop exceptions for people coming into the 
MSOCS system to ensure that services costs are covered, acknowledging that waiver funds cannot be 
used for room and board with the exception of crisis respite services.  However, the exception process 
cannot be used for people who were receiving services in the same MSOCS location prior to 2014, as 
those rates are banded.  Statute only allows adjustment of banded rates when there is a change to the 
client’s support needs that has occurred since the implementation of the Disability Waiver Rate 
System.  MSOCS and DHS’s Disability Services Division are collaborating to ensure these adjustments 
occur where applicable, but most of the inadequate rates cannot be addressed through exceptions 
adjustments.  

Crisis Respite, both in-home and out-of-home, is a service in the Developmental Disabilities Waiver and 
approval has been requested from the Center for Medicaid Services approval to add this to the other 
waivers.  Crisis Respite is paid for at market rates in the Disability Waiver Rate System and therefore is 
not subject to banding or to a framework.  For out-of-home crisis respite, waiver funds can also be used 
to cover room and board.  To the extent that MSOCS and Community Support Services activities can 
qualify as crisis respite services, a market rate can be set to cover their costs. 

3. Community Based Steering Committee Recommendations   

• DHS should use the existing processes for making exceptions to the banded rate when possible.   

• DHS should ensure that funding is flexible and adequate to cover the initially-higher costs of an 
individual’s transition to a community provider, including training, start-up costs, and 
temporarily increased staffing. 
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• DHS should look into the possibility of including a “vacancy factor” in funding mechanisms so 
that crisis and transitional homes can remain solvent as they maintain adequate capacity and 
allow for the transitions of clients in and out.  This is analogous to the funding of fire 
departments, where timely availability of services is paramount. 

• DHS should seek funding mechanisms to expand the capacity of Community Support Services to 
assist lead agency and private providers to better support individuals in the community, thus 
helping to ensure both clinical and financial stability. 

G. Ensuring Adequate Housing Opportunities 

1. Current Challenge 

The shortage of affordable housing, especially in rural communities, is a key barrier to community 
integration.  While increasing funding to support housing for people with disabilities (e.g., Group 
Residential Housing funds) can help address this problem, there is also the fundamental reality that 
there are not enough homes available for rent at any reasonable price.  Specific concerns include: 

• New property development will be necessary in addition to helping ensure that funds are 
available to help people with disabilities rent or purchase permanent homes. 

• Providers of community housing expressed concern that state-operated services have 
historically paid higher lease rates than private providers for comparable properties, and that 
landlords might not have realistic expectations about the rates that private providers can afford 
to pay for leased properties.  However, more recently state-operated services have been paying 
rates closer to market averages. 

• There is resistance in some communities to opening new homes for people with disabilities, 
especially those whose symptoms include aggression or sexually inappropriate behavior or who 
have sex offender status.  This resistance disregards federal fair housing laws and could make it 
even more difficult to implement the new vision for MSOCS, especially as MSOCS begins to 
serve more individuals coming out of the Anoka Metro Regional Treatment Center or the 
Minnesota Security Hospital.  

2. Current Efforts and Solutions   

Housing for people with disabilities is a central focus of the Minnesota Olmstead Plan, which lays out a 
multi-faceted approach to increasing housing options and availability.  The Olmstead Plan and work 
plans provide an extensive summary of Minnesota’s efforts to improve housing availability and 
affordability, so those will not be summarized here.11   

3. Community Based Steering Committee Recommendations   

• The MSOCS Transition to Safety Net project staff should continue to work with the many 
agencies and projects that are increasing housing capacity for people with disabilities.  A specific 
focus should be on assuring that the financial planning includes consideration of flexible housing 
arrangements so that, for example, an individual can decide to use his or her funding to live 
alone or purchase a home, or so that a crisis home can remain staffed and sustainable even 
when all of its beds are not full. 

                                                           
11 Putting the Promise of Olmstead into Practice:  Minnesota Olmstead Plan, State of Minnesota, August 10, 2015, 
p. 36+. 
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• DHS should increase its collaboration with lead agencies, providers, and advocates to address 
the stigma that underlies resistance to community integration and to help the public understand 
federal fair housing laws, the Olmstead Plan, and the rights of people with disabilities. 

IV. Summary and Conclusion 
This report has presented the thinking of the Community Based Steering Committee as it has outlined a 
plan for transitioning MSOCS to a safety net provider of transitional residential services for individuals 
with complex needs.  The Steering Committees recommendations can be summarized as follows: 

1. DHS should adopt a new model of MSOCS as a safety net provider of temporary, transitional 
services for people with complex co-occurring conditions whom other providers are unable to 
serve for various reasons.  These conditions could include developmental and intellectual 
disabilities, mental illnesses, chemical dependency, diseases, symptoms that include violent or 
sexually inappropriate behavior, sex offender status, and other involvement in the legal system. 

2. DHS should create a detailed project plan for the MSOCS Transition to Safety Net project, 
including a business plan for MSOCS, data analysis to inform decision-making, fiscal analysis to 
ensure adequate funding to support the safety net vision, a communications plan, and a training 
and technical assistance plan. This plan should be circulated for comment by relevant 
stakeholders and revised as needed. 

3. Throughout the planning and implementation of the MSOCS Transition to Safety Net project, 
participants should remember that the proposed changes will disrupt people’s lives to varying 
degrees:  the individuals themselves, their families and friends, the MSOCS staff, the staff of 
new providers who will serve individuals who decide to move, lead agency staff, and the 
communities in which the individuals live.  It will be important to acknowledge this disruption at 
the outset and develop a compassionate, person-centered planning and transition process that 
allows adequate time and resources to work through the many challenges and disagreements 
that could emerge.  At the same time, the process should maintain momentum in order to 
increase MSOCS’ capacity to serve individuals who need a safety net level of service in less 
restrictive and more integrated settings. 

4. Communication and transparency will help ensure that the planning and transition process 
remains fair and that disagreements are identified early and worked out collaboratively.  DHS 
should take the lead on informing all stakeholders about the project and the project plan, 
soliciting input and feedback to refine the process, facilitating ongoing problem-solving, and 
negotiating solutions in an open process that includes all relevant stakeholders (see page 29). 

5. The transitioning of MSOCS homes should be a gradual process, with cohorts of individuals or 
homes being established in a way that takes multiple factors into account, including the 
circumstances and wishes of the MSOCS individuals; the capacity constraints faced by MSOCS, 
lead agencies, and providers; and the financial sustainability of MSOCS.  Establishing priorities 
and timelines should be a collaborative effort of the individuals and their families, MSOCS, lead 
agencies, and private providers. 

6. Whenever possible, the MSOCS Transition to Safety Net project should adopt or align with 
existing or planned processes from related projects (for example, the Minnesota Olmstead Plan 
implementation and changes in Home and Community-Based Services).  This will require setting 
realistic timelines that take into account the many ongoing changes in the social service system 
that are already taxing the capacity of state, lead agency, and private provider staff. 
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7. Adequate training and technical assistance will be key to the success of this transition as many 
staff in MSOCS, private providers, and lead agencies will be taking on additional or new duties 
and/or serving populations with whom they have little experience.  DHS should take a 
leadership role in providing or assuring that training and technical assistance are accessible, 
timely, and targeted to the specific needs of those being trained or assisted. 

8. Several aspects of the MSOCS transition may require additional funding and/or proposals for 
legislative changes.  The Community Based Steering Committee recommends the following:  

a. Develop a means to fund a safety net vacancy factor, safety net staffing, and/or reduced 
home capacity to meet the needs of safety net individuals.  

b. Consider a subsidy to fund housing costs not covered by Group Residential Housing 
funds for individuals who choose not to, or cannot, live with others. 

c. Identify a means for ensuring flexibility in Adult Foster Care bed allocation.  

d. Allocate more funding for DHS’s Community Support Services and for other technical 
assistance to families, lead agencies and providers to create and sustain community 
capacity. 

e. Ensure adequate funding to develop necessary services to support individuals needing 
safety net care (for example, housing modifications). 

f. Ensure funding to support adequate MSOCS staff development (e.g. complex care staff 
training). 

g. Allocate adequate funding to support business operations management and project 
management for MSOCS as it implements the MSOCS Transition to Safety Net project. 

h. Increase funding to support more crisis beds, including safety net crisis beds. 

The Community Based Steering Committee makes these recommendations with full awareness of the 
complexity of the MSOCS Transition to Safety Net project.  The Steering Committee urges DHS 
Commissioner Piper to consider its recommendations and move forward with deliberate planning and 
resource allocation.  The Steering Committee offers its support during this process and looks forward to 
continuing to collaborate with DHS on this important project. 
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Appendix 1:  List of Community Based Steering Committee Participants 
 

DHS Partner Members 

Michael Herzing, Counties/MACSSA 

Roberta Opheim, Office of the Ombudsman for Mental Health and Developmental Disabilities 

Deb Sjostrom, Counties/MACSSA 

Delphine Steiner, AFSCME 

Jo Pels, AFSCME 

Joann Holton, AMSCME 

Kathy Fodness, MAPE 

My Lee, MMA 

Barb Turner, ARRM 

DHS Staff 

Lucinda Jesson, former DHS Commissioner12 

Jennifer DeCubellis, Community Supports Administration Assistant Commissioner 

Alex Bartolic, Disability Services Director  

Connie Jones, Human Resources Director 

Sarah Berg, Communications 

Daniel Hohmann, MSOCS  

Dan Newman, Disability Supports Division 

Don Chandler, MSOCS 

Shirley Nelson-Williams, MSOCS 

Sue Koch, Community Supports Administration 

Alex Kotze, Chief Financial Officer, DHS 

Maura McNellis-Kubat, Community Supports Administration 

 

 
  

                                                           
12 Commissioner Jesson left DHS just as the Community Based Steering Committee’s report was being finalized, so 
the report is being delivered to the new DHS Commissioner, Emily Johnson Piper. 
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Appendix 2:  Safety Net Definition 
The Community Based Steering Committee has accepted the following criteria for defining “safety net” 
for the purposes of the MSOCS Transition to Safety Net project.  Prior to referring an individual to 
MSOCS, it is expected that all individuals being considered for admission have reviewed and been 
turned down for alternative support and/or placement options through private community providers. 

Definitions 

A “Safety Net Service Provider” is defined as a provider who has the capacity—in the geographic 
location where the provider system operates—to support an individual with complex behavioral health 
needs in a way that is focused on the needs, abilities and preferences of the individual.  

 Safety Net Criteria   

To meet the criteria for safety net services, an individual must meet all three of the following criteria 
and at least one of the “system conditions” listed below. 

Criterion 1:  The individual has at least one of these diagnoses:  

• Intellectual Disability 
• Developmental Disability 
• Mental Illness 
• Severe and Persistent Mental Illness 
• Brain Injury 

Criterion 2:  The individual has at least one of these circumstances:  

• The individual exhibits behaviors or symptoms that present a safety risk to self and/or 
others, including but not limited to physical aggression, property destruction, self-harming 
behavior (e.g., biting, scratching, cutting, head hitting, etc.), or frequent elopement. 

• The individual has a history of legal offenses or involvement with law enforcement that has 
limited their opportunity for placement with a community provider. 

Criterion 3:  The individual does not require emergency hospital level of care for a medical 
condition or psychiatric illness.  

System Conditions   

In addition to meeting all three of the preceding criteria, an individual must meet one of the following 
three sets of system conditions in order to be considered appropriate for “safety net” services.  

System Condition Set 1:  For crisis respite support (anticipated to last fewer than 90 days):  

• The individual must be at risk of receiving treatment or care at a more restrictive facility or 
an inpatient DCT facility, and 

• The individual’s current provider must be willing and able to readmit the individual within 
90 days, and 

• There are no private residential providers available to support the individual’s immediate 
needs and preferences. 
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System Condition Set 2:  For residential support (anticipated to last more than 90 days): 

• The individual must have exhausted therapeutic progress in a hospital or inpatient 
treatment setting for his/her illness or behavior, and 

• The lead agency and DHS Disability Services Division must have determined that there are 
no willing and able private providers to support the individual.  This determination could be 
made either because providers who might be able to provide appropriate resources to 
support the individual are not available in the identified or preferred geographical area or 
because attempts at securing or developing a provider in the preferred geographical area 
have not succeeded. 

If there is no appropriate residential placement available within MSOCS, the lead agency must 
have a corporate Adult Foster Care bed slot available or apply for the exception to the 
moratorium process in order to allow for MSOCS development of a placement. 

System Condition Set 3:  For vocational/day services: 

The lead agency and DHS Disability Services Division must have determined that there are no 
willing and able private providers to support the identified individual for one of the following 
reasons:  

• Private provider programs with the necessary resources to provide the identified supports 
required for the individual are not available in the identified or preferred geographical area; 
or 

• Past attempts at providing the needed program supports within the private provider system 
have been unsuccessful. 
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Appendix 3:  MSOCS Individual Record Review 
In the fall of 2015, MSOCS supervisors reviewed the records of current MSOCS individuals to get a sense 
of which individuals might meet the diagnostic and behavioral criteria for safety net services.  
Considering all three diagnostic and behavioral criteria for safety net services (i.e., not the criteria that 
consider whether a private provider is available to serve the individual):  

• About 140 individuals (about one-third) appear to meet the diagnostic and behavioral criteria 
for safety net services; 275 (about two-thirds) do not.   

• The analysis included data from 113 homes; MSOCS owns 52 of those homes. There are 152 
individuals in those owned homes who did not appear to meet the diagnostic and behavioral 
criteria.   

• There are 46 MSOCS homes in which all the current individuals do not appear to meet the 
diagnostic and behavioral criteria for safety net services.  Twenty of these homes are leased and 
26 are owned. 

A. Data Overview 

Between August 30 and September 16, MSOCS supervisors reviewed 415 individual records to help 
managers determine who might meet the diagnostic and behavioral criteria for a safety-net level of 
care.  For each individual, supervisors filled out a form that was based on the Safety Net Definition that 
has been reviewed by the Community Based Steering Committee (see Appendix 2).  The data from the 
forms was gathered into a Sharepoint database and a database administrator created a spreadsheet of 
the data with the individual identifying information removed.  A summary of the data was presented to 
the Community Based Steering Committee on September 22, 2015. 

B. Diagnostic and Behavioral Criteria for Safety Net Services 

There are three criteria that an individual must meet to satisfy the diagnostic and behavioral criteria for 
safety net services.  The first requires a diagnosis of intellectual or developmental disability, mental 
illness, or brain injury.  The second requires either behaviors that pose a potential threat to self or 
others or a history of involvement with the legal system.  The third requires that the person not need a 
hospital level of care. 

Criterion 1:  Diagnosis 

Only one individual (out of 415) did not have a diagnosis of an intellectual or developmental disability, 
mental illness, or brain injury.  That individual has a degenerative condition with behavioral side effects. 

Criterion 2:  Risk Behaviors or History of Legal Offenses 

The final determination of whether an individual’s behaviors require safety net services will not be made 
until the person-centered planning phase of this project.  To get a preliminary sense of the numbers of 
individuals who might need safety net services, reviewers answered the following question about 
diagnoses and types of behaviors, their frequency, and their intensity: 
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Figure 1: Survey question regarding frequency and intensity of types of behavior 

To analyze these responses and determine a threshold for what could be considered “safety net,” we 
devised a point system and assigned points to each response, as shown below.  For example, if a person 
had weekly property destruction behaviors at a moderate level of intensity, that was assigned 4 points.  
If the person also had daily self-harm behaviors at a minor level of intensity, that was assigned 2 
additional points, for a total of 6 points. 

 

Category of Behavior Minor Moderate Major  Five Categories of Behavior 

Less than once a month 1 point 2 points 9 points  Physical Aggression 

Monthly 1 point 2 points 10 points  Property Destruction 

Weekly 1 point 4 points 12 points  Self-Harm 

Daily 2 points 6 points 16 points  Elopement 

Hourly 2 points 8 points 20 points  Other 

Table 1: Point system used to translate frequency and intensity of behaviors into a "safety net" threshold 

We assigned the points based on our understanding of the challenges that the frequency or intensity of 
each type of behavior pose for service providers.  Any individual whose behaviors in the past year were 
scored for a total of 10 or more points was considered to be at a “safety net” level.  We recognize that 
any point system and threshold is somewhat arbitrary, but we feel that this system is at least easily-

In the last 12 months, has the individual exhibited behaviors or symptoms that present a safety risk to self and/or 
others including but not limited to the following? (select all that apply)  

For those selected, indicate the frequency and intensity.  

Behavior Frequency Intensity(see description 
below) 

Physical Aggression   

Property Destruction   

Self-Harm (biting, scratching, cutting, head hitting, 
swallowing inedible objects, etc.)   

Elopement   

   
•Minor impact: the behavior or symptoms have a MINOR impact on activities of daily living but they DO NOT 
present the potential for physical harm that seriously threatens a person’s or others health and safety. 

•Moderate impact: the behavior or symptoms have a MODERATE impact on activities of daily living AND 
present the potential for physical harm that MODERATELY threatens a person’s or others health and safety. 

•Major impact: the behavior or symptoms SIGNIFICANTLY limits activities of daily living AND/OR presents 
the potential for physical harm that seriously threatens a person’s or others health and safety. 
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understood and it provides a good starting point for discussions about how such decisions could be 
made later. 

The point totals of the 415 individuals whose records were reviewed are shown below.   

 
Figure 2: Graph of Point Totals and the Number of Individuals Assigned that Number of Points.  Individuals with 10+ points were 
included in the “safety net” category. 

Based on the point system and the “safety net” threshold of 10 points, the review found that: 

• 90 individuals were determined to have behaviors that presented a potential threat to the 
safety of self or others 

• 83 individuals had a history of legal offenses or involvement with law enforcement that had 
limited their opportunity for placement with a community provider.  

• 32 individuals met both of these criteria. 

Criterion 3:  Individual Does Not Require a Hospital Level of Care 

For this review, we assumed that all individuals in MSOCS homes did not require a hospital level of care.  
However, the survey included a question asking supervisors whether an individual would be at risk for 
hospitalization if not receiving their current level of supports.  Supervisors identified 143 individuals, or 
34% of the sample, as requiring their existing level of services in order to avoid a risk of hospitalization.  
This information could be considered during person-centered planning, but is not strictly a part of the 
safety net definition. 

C. Conclusion:  All Three Behavioral Criteria for Safety Net Services 

Taking all three criteria into account, 141 individuals appear to meet the diagnostic and behavioral 
criteria for safety net services and 275 did not.  
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Appendix 4:  Preliminary Project Communications Plan 
A. Background 

Communication and transparency will help ensure that the MSOCS Transition to Safety Net project is 
well-understood and that stakeholders are committed to its success.  They will also contribute to a 
process that is efficient and fair, so that problems or disagreements are identified early and worked out 
collaboratively.  DHS should take the lead on informing all stakeholders about the project and the 
project plan, soliciting input and feedback to refine the process, facilitating ongoing problem-solving, 
and negotiating solutions in an open process that includes all relevant stakeholders.  This document 
outlines the overall approach to communication during the project.  Specific communication plans for 
specific events will be developed collaboratively as those events emerge.  

B. Communication goals 

• Build understanding of the MSOCS Transition to Safety Net project’s vision, priorities, strategies 
and goals among staff and stakeholders 

• Provide accurate, timely and useful information to key audiences 
• Promote and support collaborative problem-solving among the many partners in the project 

C. Communications strategies 

The DHS Communications division will support these goals by working closely with project staff and 
partners to: 

• Formulate key messages about the project or specific activities within the project 
• Identify or create opportunities to communicate the key messages 
• Use multiple tools to share information and messages 

D. Audiences 

• Individuals served by MSOCS, families and guardians 
• DHS staff  
• Labor partners 
• Lead agencies (counties, tribes, managed care organizations) 
• Private providers 
• Advocacy groups 
• Legislators 

E. Initial key messages (to be developed with project partners) 

• We are committed to ensuring that the MSOCS Transition to Safety Net project is person-
centered and that it contributes to the Olmstead goal of people with disabilities living, learning, 
working, and enjoying life in the most integrated settings of their choice. 

• Changes will take time and require careful and collaborative planning 
• The success of the project requires that individuals and their families—as well as staff at MSOCS, 

lead agencies, and private providers—are prepared for the changes accompanying MSOCS’ 
transition to a safety net service. 
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F. Communications tools 

1. Publications & written communications 

• Brochures 
• Fact sheets/FAQs 
• Letters 
• DHS Bulletins 
• Listserves – e.g., News from DHS 
• Web content (see Web section)  
• Project plans and reports 

2. Web  

• MSOCS-specific web pages  
o Links to posted reports/documents 
o Listserve sign up 

• CountyLink 

3. Employee communications 

• Employee emails 
• Forums 
• DHS Today 

4. Media relations 

• News releases/op-eds 
• Pitch calls 
• Respond to reporter requests 

G. Key dates 

There will be key times when specific communications plans are needed to ensure we are 
communicating with collaborating stakeholders and other audiences:  

• Completion of the Steering Committee’s report (December 2015) 
• Prioritization and scheduling of individuals and homes to begin the planning process 
• Implementation of changes for each cohort of individuals or homes 

H. Outcomes 

Communications work will: 

• Raise awareness of plans to transition MSOCS residential services to a transitional safety net 
provider 
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• Provide all of the stakeholders involved in this project with the information and tools they need 
to understand the changes that are taking place, the reasons for those changes, and the roles 
they can play in the planning and implementation of the project.   

• Support the progress of the MSOCS Transition to Safety Net project 
• Celebrate the successes of the individuals that MSOCS serves and the staff of all of the providers 

who support them 
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Appendix 5:  Preliminary MSOCS Transition Training Plan 
A. Transitioning Individuals out of MSOCS 

At the request of the lead agency, MSOCS staff will provide individual-specific training.  

1. Training areas: Individual specific training 

• Preferences of the person based on current staff knowledge and experiences in supporting the 
individual 

• Support Plans overview:  
o Coordinated Services and Support Plan addendum (CSSPa) which will likely touch on 

each of the following:  
 Person Centered Plans/Person Centered Description (PCP/PCD) 
 Positive Support Transition Plans (PSTP) 
 Behavior Management Plans  
 Self-Management Assessment (SMA) 
 Medication Management 
 Dietary, personal care, transportation needs and preferences 
 Individual schedules and activities 

2. Who can provide the training?  

• Support teams (i.e., guardian/LARs, case managers/social workers, family, friends, etc.)  
• Current MSOCS site staff and RNs at the direction of the supervisor.   
• Subject Matter Experts with knowledge of the individual:  

o Behavior Professionals 
o RN’s  
o Psychologist/psychiatrists 
o Crisis consultants 
o Etc.  

• Community Support Services staff  

3. How will the training be delivered?  

• Observation and side-by-side mentoring with the individuals both before and after transition to 
the other provider 

• Reimbursement has historically been through contracting with the provider for the post-
transition training at the request of the receiving provider 

*Frequency/duration of the training will be dependent on the needs of the individual and the request of 
the receiving provider or at the direction of the lead agency. 
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B. Transitioning Individuals into MSOCS 

As needed to support the individual(s) being referred to MSOCS, training will be provided in the 
following manner.  

1. Training areas 

• General (not individual-specific) training 
o All current and incoming staff will continue to receive CBS/MSOCS required training 

 Licensing and policy required training include  
• Effective and Safe Engagement (EASE) 2.0 (Basic, Intermediate, or 

Enhanced depending on the home and individuals). This training will 
include:  

o Verbal and preventative techniques 
o Self-protection interventions 
o Protection of others  
o Other classes upon request as required to fulfill the needs of the 

individual(s) being supported  
• CPR/First Aid 
• Medication Administration  
• Person Centered Thinking  
• Positive Behavior Supports 

o For staff working in the transitioning or repurposed sites:  
 EASE 2.0 training needed to meet with specific requirements of the individuals 

moving into the site 
 Mentoring and cross-training at MSOCS sites supporting individuals with 

challenging behavior 
 General training on working with individuals with mental illnesses and/or 

intellectual disabilities  
• Individual specific training- 

o Visiting with the individual at their current setting and learning about their preferences 
first hand through conversation and observation 

o Mentoring and cross-training with staff at the individuals’ current setting 
o Training on the diagnostic-specific information related to the individual and how the 

individual symptoms present  
o Support Plans overview and development (in many cases the individuals that will be 

supported at MSOCS may not have the required support plans so they will need to be 
developed as MSOCS staff learn more about the individual):  
 Coordinated Services and Support Plan addendum (CSSPa) which will likely 

touch on each of the following:  
• Person Centered Plans/Person Centered Description (PCP/PCD) 
• Positive Support Transition Plans (PSTP) 
• Behavior Management Plans  
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• Self-Management Assessment (SMA) 
• Medication Management 
• Dietary, personal care, transportation needs and preferences 
• Individual schedules and activities 

2. Who will provide the training?  

• Support teams (i.e., guardians/LARs, case managers/social workers, family, friends, etc.)  
• Subject Matter Experts with knowledge of the individual:  

o Behavior Professionals 
o RNs  
o Psychologist/psychiatrists 
o Crisis consultants 
o Etc.  

• Community Support Services staff  
• Staff from the receiving facility 

3. How will the training be delivered?  

• Observation and side-by-side mentoring with the individuals both before and after transition 
• Class room 
• Reading materials 
• Videos when available  
• Video conferences 
• Consultation  

Throughout all transitions MSOCS will make the best attempt to provide training specific to the needs of 
the individuals and the learning needs and preferences of the staff supporting them. As these are 
different for each individual and staff, and because they sometimes change over time, MSOCS will 
continually work toward developing training and training systems responsive to each individual’s needs 
and the staff supporting them at a specific period of time.   
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Appendix 6:  Transition Protocols Summary 

The Minnesota Department of Human Services (DHS) has developed a set of four transition 
protocols to support people receiving long-term services and supports and mental health 
services to move from more segregated settings to more integrated homes of their choice.  

Counties, tribes, managed care organizations, advocates, and staff from state-operated facilities 
are currently participating in implementation workgroups to develop the best practices and 
tools that will guide transition teams as they work together to develop meaningful plans for 
people who are making a transition. The protocols were tested in late summer 2015 and are 
currently being used on a limited basis as a pilot phase. Adjustments will be made based on this 
experience and the protocols will be finalized in February 2016. DHS is providing training and 
technical assistance to lead agencies and is developing tools and materials for people and their 
families and the professionals who support them. 

A. Foundation Principles 

The protocols are designed to work in various circumstances while also remaining true to five 
principles:  

• Involvement of the individual and family: Each person, the person’s family and/or legal 
representative, and any others chosen by the person shall be involved in any evaluation, 
decision-making, and planning processes to the greatest extent practicable, using whatever 
communication method the person prefers.  

• Use of person-centered principles and processes: To foster each person’s self-determination 
and independence, state agencies shall ensure the use of person-centered planning principles at 
each stage of the process to facilitate the identification of the person’s specific interests, goals, 
likes and dislikes, abilities and strengths, as well as support needs.  

• Expression of choice and quality of life: Each person shall be given the opportunity to express a 
choice regarding preferred activities that contribute to a quality of life.  

• Life options and alternatives: State agencies shall undertake best efforts to provide each person 
with reasonable alternatives for living, working, and education.  

• Provision of adequate services in community settings: It is the goal of state agencies that all 
people be served in integrated community settings with adequate supports, protections, and 
other necessary resources which are identified as available by service coordination. 

B. Four Protocols 

1. Outreach Protocol 

Typically, transition planning has not have been triggered until someone expressed a desire to 
move. The expectations of the Outreach protocol reflect the value in Minnesota’s Olmstead 
Plan that people who are not opposed to moving should be given that opportunity. Clearly, this 
is a different way of thinking than has been normative in the past. 
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In order to make an informed choice, people need to realize what their options are and what 
those options mean. Some people may need the opportunity to learn how different options 
could be viable for them. Similarly, sometimes other people who are significant to the 
individual need to learn what is possible. 

2. Transition Planning Protocol 

The transition protocol identifies qualities of a good transition plan.  Like in the outreach 
process, good transition plans are ones in which the person has choices among multiple 
options. The person needs to understand that they have choices and what it means to have 
choices. Because some people have spent considerable time in situations where they have not 
experienced real choices nor control over their lives, it may take time for the person to 
understand what this means and how to exercise choice. It may be that the person needs to try 
options to learn what they like and what they are capable of doing for themselves. It should not 
be assumed that the first move to a more integrated setting will be the ultimate transition. 

Another quality of good planning is that the person who is transitioning is kept informed about 
the process, including any changes to the plan and changes in personnel. 

A third essential element of good planning lies in the process of transitioning between 
professionals. A good plan has limited value if it is not adhered to in the new setting. 
Professionals need to take care to ensure that there is sufficient coordination during the 
transition from one set of supports to another. 

Each person’s transition plan is a living document and should be changed as the person’s needs 
and wants change. The transition planning protocol must be followed for transitions from any 
segregated setting to a more integrated to ensure that a minimum set of standards is adhered 
to across settings and populations.  

3. Follow-up Protocol 

The Follow-up Protocol is designed to ensure that the person’s transition planning led to the 
person living in the place of his or her choice, with appropriate supports and services in place to 
support his or her person-centered plan. Following up with the person is also a way to identify 
obstacles in the way of fully implementing the individual’s plan and ensuring that there are 
steps in place to overcome those obstacles.  

4. System Measurement Protocol 

By following this protocol, state agencies will be able to measure the strengths and weaknesses 
of the system over time. This analysis will be used to address weaknesses and build upon 
strengths in order to continually improve the system.  
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I. Introduction  

A. Purpose of Request  
 
The Minnesota Department of Human Services, through its Disability Services Division (State), is seeking Proposals 
from qualified Responders to increase the network of providers who can successfully serve adults and children 
with intellectual or developmental disabilities (I/DD) in need of short-term, out-of-home crisis respite services. 
Crisis respite is defined under the Developmental Disability Waiver plan as “short-term care and intervention 
strategies to an individual for both medical and behavioral needs that support the caregiver and/or protect the 
person or others living with that person.” Responders must be a provider organization with experience serving 
adults and children with challenging behavioral support needs.  Successful responders will be granted an exception 
to the moratorium on community residential setting licenses by the Commissioner, as described in Minnesota 
Statutes section 245A.03 Subd.7. 
 

B. Objective of this RFP  
 
The objective of this RFP is to identify and select a qualified Responder(s) to perform the tasks and services set 
forth in this RFP.  As a result of this RFP, the State anticipates awarding new community residential setting license 
capacity for up to 40 people in out-of-home crisis respite services: licensed capacity for up to 20 people (12 for 
children, 8 for adults) to be awarded within the seven county Twin Cities metro area (defined as Anoka, Carver, 
Dakota, Hennepin, Ramsey, Scott and Washington counties); and licensed capacity for up to 20 people in greater 
(non-Twin Cities metro) Minnesota.   
 
Previous experience serving people with complex needs, and rates will be a factor in the evaluation of the 
Proposals. This RFP does not obligate the State to award any new community residential setting license capacity or 
complete the project, and the State reserves the right to cancel the solicitation if it is considered to be in its best 
interest.  All costs incurred in responding to this RFP will be borne by the Responder. 

C. Background  
 
When people with disabilities experience a crisis, it is important that they experience as little disruption in their living 
situation as possible and avoid unnecessary stays in institutional settings.  To the extent possible, disruption to daily 
life must be brief, minimal, and targeted to meet the person’s choices and needs.  Crisis services are intended to do 
three things: (1) stabilize a person in their current setting; (2) triage to determine if more intensive services are 
necessary; and (3) divert people from unnecessarily accessing segregated settings.  This can be influenced by timely 
and appropriate crisis services and increased capacity of community providers delivering positive support strategies.  
 
Over the past several years, the inability to access timely crisis services has resulted in people being unnecessarily 
hospitalized or placed in other segregated settings. In Minnesota’s Olmstead Plan, 
(http://www.dhs.state.mn.us/main/groups/olmstead/documents/pub/dhs16 196300.pdf), the State has pledged 
to address this by expanding home and community-based crisis services throughout the state to have timely access 
to crisis services that are clinically appropriate.  By expanding short-term residential crisis services, people will avoid 
unnecessary hospitalizations or other restrictive services. 
 
The State is in need of qualified providers to provide out-of-home crisis respite services, as defined under the 
Developmental Disability Waiver, for adults and/or children with I/DD who are (a) on the Developmental Disabilities 
(DD) Waiver, or (b) eligible for the DD Waiver and need to access this service to mitigate a crisis (crisis-only respite).  
These services will include stabilization, positive support and transition planning, and participation in the 
development of permanent housing and service options to more quickly move people out of crisis placement when 
that level of service is no longer needed. 
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Out-of-home crisis respite services are currently paid for through the DD waiver program by Minnesota local lead 
agencies (counties and tribes).  In order to provide these services, successful responders will execute Service 
Agreements with the lead agencies which detail terms for specific services provided and rates.   
 
Currently, there is a moratorium on licenses for new community residential setting facilities, pursuant to Minn. Stat.  
245A.03 subd. 7.  In order to increase the number of providers who are available to provide out-of-home crisis 
respite serves under the waiver programs, State anticipates granting exceptions to the moratorium under Minn. 
Stat.  245A.03 subd. 7.  Successful responders to this RFP will be eligible for a community residential setting license 
under Minn. Stat. 245A.   
 
For clarity, this RFP will serve only to select providers who are eligible for a license as an exception to the moratorium 
under Minn. Stat.  245A.03 subd. 7.  Eligible providers must also successfully complete the licensing requirements 
for a community residential setting license pursuant to 245A.04 et. seq. 
 

II. Scope of Work  
 

A. Overview  
 
The intent of this RFP is to increase the network of out-of-home crisis respite providers to successfully serve adults 
and/or children with I/DD who are (a) on the DD Waiver, or (b) eligible for the DD Waiver and need to access this 
service to mitigate a crisis (crisis-only respite) by increasing the number of licensed facilities to provide these 
services.  
 
Out-of-home crisis respite provides an appropriate level of service for persons experiencing elevated or specific 
behavioral support needs beyond what their current support system can provide. The goal is to stabilize the person, 
reduce the level of intensive behavioral support needed, and return the person back to more integrated services 
and supports. 
 
The State is seeking to award new community residential setting licensed capacity for providers experienced and 
skilled in serving people in need of out-of-home crisis respite. Respondents must be entities or people that 
currently hold or intend to obtain licensure under Minn. Stat. chapter 245D, and also meet the requirements under 
245D as an intensive support service provider.   
 

B. Service Population 
 
The adults and children who need out-of-home crisis respite may exhibit a variety of extremely challenging 
behaviors, often accompanied by complex, multiple co-occurring conditions. The severity and frequency of these 
occurrences can vary, but often the challenging behaviors are severe and occur multiple times in a day. A provider 
can expect to experience the following, in any combination (this list is not exhaustive):  
 
Challenging Behaviors 

 Severe physical and/or verbal aggression; 

 Harm to self/suicide risks; 

 Illegal activity; 

 Substance abuse; 

 Elopement; 

 Severe property destruction; 
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 Sexual acting out; 

 School/Work problems, including behavioral and other difficulties in peer relationships; 

Secondary Diagnosis 
People served in crisis respite may also carry with them a range of secondary diagnoses, including mental health 
issues as well as physical and medical conditions such as: 

 Autism Spectrum Disorder 

 Fetal Alcohol Syndrome; 

 Brain Injury; 

 Antisocial Personality Disorder; 

 Attention-Deficit/Hyperactivity Disorder; 

 Depression; 

 Post-Traumatic Stress Disorder; 

 Psychosis; 

 Obsessive or compulsive behavior or paranoia;  

 Unusual preoccupations with food, diet, and/or body image; 

 Sleep disorders; 

 Diabetes; 

Other Characteristics 

 Communication disorders; 

 Need for medication monitoring/assessment; 

 Standard nursing supports 

Family Related Issues 
Family issues can play a large role in both the crisis that eventually results in a crisis system involvement and the 
successful treatment and disposition of the placement.  The vendor will encounter the complete spectrum of 
family issues, such as: 

 Recent changes in parental relationships; 

 History of physical, sexual, or emotional abuse, and exposure to violence; 

 Poverty; 

 History of drug or alcohol abuse; 

 Grief issues 
 
 

C. Qualifications 
 
The intent of the RFP is to increase the network of providers and award new community residential setting license 
capacity for out of home crisis respite so people in crisis have access to timely, appropriate, high-quality out-of-home 
crisis respite options.  Core components of crisis respite services include: 
 

1. Assessment of the person and situation to determine the crisis precipitating factors. 
2. Development and implementation of a support plan based on positive support strategies, in coordination 

with the person’s expanded support team. 
3. In coordination with the person’s expanded support team, development and implementation of a person-

centered transition plan, based on the State’s published transition planning protocol 
(http://mn.gov/dhs/images/PCP protocol.pdf), to aid the person’s transition out of crisis respite to a more 
integrated setting. 

4. Recommendations for support plan revisions to prevent or minimize future crisis situations and increase 
the likelihood of maintaining stability of the person in his/her home. 

5. Coaching and training the person’s service providers and other natural supports to manage challenging 
behavior and successfully implement the person-centered transition plan and support plans. 
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The following are required components of providing crisis respite services; respondents should include information 
describing these components in their proposals in order to demonstrate their qualifications: 
 

1. Experience with serving individuals in crisis.  The successful respondent can demonstrate having the skills 
and ability to provide sustained, uninterrupted service to people with highly complex and challenging 
behavior support needs.  A capacity to initiate services within as little as one day after referral is critical.  In 
addition, direct and on-going access to expertise in the following areas is highly desirable: 

a. Person-centered thinking and planning 
b. Positive behavior supports 
c. Functional behavior assessment 
 

2. Person-centered services.  The successful respondent can demonstrate both understanding and experience 
with providing services based on person-centered principles and practices. Services should be individualized 
to balance the unique needs and desires of the person in the context of crisis stabilization, transition 
planning, and helping the person return to a more integrated long-term living environment. 
 

3. Flexible service environments. The successful respondent is able to assure: 
a. Service environments  are appropriate, safe, and flexible to accommodate the various needs of persons 

experiencing behavioral crises.  
b. Housing options are wheelchair accessible strongly encouraged and preferred.  
c. Housing options are appropriate for serving people with challenging behaviors and are designed with 

elopement and aggressive behavior in mind.   
 

4. Commitment to providing comprehensive stabilization and transition services.   The successful 
respondent will specify its plans to provide the following: 
a. Ability to provide/ access staff, 24 hours a day, to respond to a person’s needs.   
b. Knowledge, access, and ability to connect with relevant community resources to ensure integration of 

the person with her/his community during the course of out-of-home crisis respite services. 
c. Transition planning, based upon the transition protocols developed by the State 

(http://mn.gov/dhs/images/PCP protocol.pdf), to provide assistance with locating long-term, 
integrated living options within the person’s preferred community.   

d. Capacity to provide coaching and training to the person’s service provider(s) and natural supports to 
effectively support the person post-crisis. 
 

5. Emergency Backup Plan.  The successful respondent will specify its plans to provide emergency backup to 
persons served and staff 24 hours-a-day to sustain services in-place and prevent hospitalization and/or 
involvement of law enforcement to the extent possible.  Include a description of any intended on-call 
system and plans to provide backup staffing whenever necessary. 
 

6. Access to a network of multidisciplinary providers who understand the unique needs of persons with 
challenging behaviors and/or complex medical needs. 
a. Demonstrated relationships and collaboration with practitioners of diverse expertise to guarantee 

comprehensive care and services are available to the individuals served. Examples include: 
i. Medical Practitioners 

ii. Psychologists 
iii. Pharmacologists 
iv. Behavioral Therapists 
v. Behavior Analysts 

vi. Person-Centered Planners 
vii. Occupational Therapists 

viii. Speech Therapists 
ix. Educators/other school personnel 

CASE 0:09-cv-01775-DWF-BRT   Document 774-3   Filed 10/15/19   Page 75 of 170



6 
 

b. A collaborative working relationship with local law enforcement. 
c. Culturally competent providers 

 
 

D. Additional Documentation 
 
The following documentation is requested to be included in all submitted proposals. 
 
1. Documentation of Staff Qualifications 

Vendors are required to submit documentation detailing relevant staff and/or consultant qualifications. 
Such qualifications may include, but are not limited to: 

a. Training and demonstrated competence in person-centered planning. 
b. Training and demonstrated competence in functional behavior assessment. 
c. Training and demonstrated competence in positive supports. 
d. Training and demonstrated competence in supports for person with autism, including sensory diet. 
e. Certified behavior analysts. 
f. Licensed mental health professionals. 
g. Licensed health professionals. 

 

III. Proposal Format  
 
Proposals must conform to all instructions, conditions, and requirements included in the RFP.  Responders are 
expected to examine all documentation and other requirements.  Failure to observe the terms and conditions in 
completion of the proposal are at the responder’s risk and may, at the discretion of the State, result in 
disqualification of the proposal for nonresponsiveness. Acceptable proposals must offer all services identified in 
Section II - Scope of Work and agree to the conditions specified throughout the RFP.  
 

A. Required Proposal Contents 
 
Responses to this RFP must consist of all of the following components (See following sections for more detail on 
each component).  
 
1. Table of Contents 
 
2. Proposal Requirements  
 

a. Statement of Understanding 
b. Description of Proposed Service 
c. Implementation Plan 
d. Relevant Responder Experience/Resumes of Lead Responder Staff 
e. Financial Stability and Professional Responsibility of Responder 

 
3. Innovative Concepts (If Applicable) 
 
4. Required Statements  
 

a.  Responder Information and Declarations  
b.  Exceptions to RFP Terms  
c.  Affidavit of Noncollusion  
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d.  Trade Secret/Confidential Data Notification 
e.  Submission of Certified Financial Audit, IRS Form 990, or Most Recent Board-Reviewed Financial Statements 
f.  Disclosure of Funding Form 
g. Certification and Restriction on Lobbying 

 
5. Cost Proposal 
 
6. Appendix (If Applicable) 
 
Any additional information thought to be relevant, but not applicable to the prescribed format, may be included in 
the Appendix of your Proposal. 
 

B. Proposal Requirements 
 
The following will be considered minimum requirements of the proposal emphasis should be on completeness and 
clarity of content. 
 
1. Statement of Understanding  
This component of the proposal should demonstrate the responder's understanding of the services requested in 
this RFP, the nature of the agreement specific to the awarding of new community residential setting license 
capacity to provide out-of-home crisis respite services, and any problems anticipated in accomplishing the work.  
Specifically, the Proposal should demonstrate the Responder’s familiarity with the project elements, a summary of 
its solution(s) to the problems presented and knowledge of the requested services and/or deliverables.  
 
2.  Description of the Proposed Service 
According to the 2015 DHS Gaps Analysis Study (http://mn.gov/dhs/partners-and-providers/continuing-care/data-
measures/gaps-analysis/current-study/index.jsp), 23 percent of Minnesota’s lead agencies rated Crisis respite as 
one of their “top three” most significant service gaps for people with disabilities.  Lead agencies reported an 
estimated 111 people on waiting lists for crisis respite services.  In your proposal, please describe the level of need 
for services in the proposed geographic area the services will be provided, as well as what groups of individuals will 
be targeted for services by the program. Please discuss whether your Application will have a local, regional or 
statewide impact on service to individuals with complex behavioral needs who are in crisis. Additionally, if there 
are specific properties that will be assigned to serve as crisis respite homes should the Proposal be awarded, 
please include the details of the properties as well as where they are located. Additionally, please specify if the 
Respondent plans and/or is willing to support dedicated group homes to serve as respite homes should this 
Proposal be awarded, the number of people the Proposal could serve if awarded and if the Respondent would be 
willing to serve fewer people than the number submitted in the proposal. Responder should include proposed 
staffing for the project.  Responder should include its risk assessment/management plan. 
 
3. Implementation Plan:  
All Applications submitted under this RFP must address, in sufficient detail, how the Responder will fulfill the 
expected outcomes and features set forth above. Repeating the outcomes and features and asserting that they will 
be performed is not an acceptable response. This section should detail how the project will be carried out in an 
effective and efficient manner, including who will be involved, what resources are required, the resources and staff 
already in existence, target dates for project activities and a timeframe for completion. Provide a description of the 
project plan you propose to implement. 
 
4. Relevant Responder Experience, Resumes of Lead Responder Staff:  
This section must include information on the programs and activities of the agency, the number of people served, 
the geographic area where services can be provided and the number of additional people that could be served by 
the Responder if awarded this Proposal. 
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The Responder should demonstrate the length, depth, and applicability of prior experience in providing the 
requested services.  This component of the Proposal must include previous experiences that will demonstrate the 
Responder's ability to deliver the services requested in this RFP.  Responder may identify entities for which it has 
supplied similar services to those requested in the RFP, if any.  If such organizations are identified, Responder 
should include each identified organization’s name and address, and the name, title and telephone number of a 
contact of each organization.  Responder should also provide a narrative description of the actual services 
provided to the organization(s).  Describe what role, if any, staff proposed for this project had in the referenced 
service.  Letters of reference may be included. 
 
The Responder should also demonstrate the skill and experience of proposed lead staff. At a minimum, resumes 
must be provided for employees who would be assigned lead responsibilities on this Project.  Resumes should 
describe the education, professional affiliations, and other relevant background of the lead staff to be assigned to 
this project.  No change in the Successful Responder’s personnel assigned to this project will be permitted without 
the prior approval of the State Program Manager. 
 
5. Financial Stability and Professional Responsibility of the Responder: 
It is crucial that the State locate reliable providers to serve people with disabilities in need of these services.   The 
Successful Responder must be both fiscally and professionally responsible.  Therefore, Responders must include in 
their Proposals both sufficient financial documentation to establish their financial stability and satisfactory 
information regarding their professional responsibility. 
 
Financial information may include a current Financial Statement, a copy of an independent audit conducted within 
the last year, documentations of cash reserves to carry you through shortages or delays in receipt of revenue, 
and/or other documents sufficient to substantiate responsible fiscal management.  In the event a Responder is 
either substantially or wholly owned by another corporate entity, the Proposal must also include the most recent 
detailed financial report of the parent organization.  Please also include information about any pending major 
accusations that could affect your financial stability. 
 
Professional responsibility information includes providing information concerning any complaints filed with or by 
professional and/or state or federal licensing/regulatory organizations within the past two years against your 
organization or its employees relating to the provision of services.  If such complaints exist, please include the date 
of the complaint(s), the nature of the complaint(s), and the resolution/status of the complaint(s), including any 
disciplinary actions taken. 
 
All Proposals must also include information about pending litigation and/or litigation resolved within the past two 
years that relates to the provision of services by your organization and/or its employees.  If such litigation exists, 
please include the date of the lawsuit, nature of the lawsuit, and the dollar amount being requested as damages, 
and if resolved, what the resolution was (e.g. settled, dismissed, withdrawn by plaintiff, verdict for plaintiff with $x 
damages awarded, verdict for Responder, etc.). 
 
Responder should also submit information which demonstrates recognition of their professional responsibility.  
This may include awards, certifications, and/or professional memberships. 
 
The information collected from these inquiries will be used in the State’s determination of the award of new 
community residential setting license capacity.  It may be shared with other persons within DHS who may be 
involved in the decision-making process, and/or with other persons as authorized by law.  You are not required to 
provide any of the above information.  However, if you choose not to provide the requested information, your 
organization’s Proposal may be found nonresponsive and given no further consideration.  The State reserves the 
right to request any additional information to assure itself of a Responder's financial and professional status. 
 
6.  Responder Qualifications:  
 In response to the items listed in Section II, C, above, please describe Responder’s relevant qualifications for the 
licensure available through this RFP. 
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7. Cost Proposal 
Responders must use the “Cost Proposal Sheet” form to submit their Cost Proposal (available in Appendix A).  
 
The rate(s) identified in the Cost Proposal must reflect all costs, including but not limited to: mass mailings, fees, 
commissions, compensation, equipment and other charges by the Responder for the service and/or deliverable.   
 
Responders should assume a 90% occupancy rate in determining the proposed daily rate.  Proposed daily rates for 
out-of-home crisis respite under the DD Waiver should include room and board costs.  Payments can only be made 
only to those entities or people that are 245D license holders and meet the current licensure requirements of 
Minn. Stat. chapter 245D as an intensive support service provider.   
 
Any payment for the work described in this RFP will be made by Minnesota local lead agencies to the successful 
responders through service agreements with the lead agencies.  The State will not be responsible for any 
compensation to responders for the services described in this RFP.  
 
In a separate narrative, describe and explain what the estimated rates pay for.   Your explanation should provide 
sufficient detail to justify the total rate.  The rate must be complete and reasonable, and the narrative should 
specify how it was determined.   

 
The rate and narrative will be judged on efficient use of funds (that is, funds are being spent on direct services 
versus administrative costs, as detailed in their budget proposal) and overall cost-effectiveness. 
 

C. Innovative Concepts (If Applicable) 
 
The detailed needs and requirements for Responders in this RFP are not intended to limit the Responder’s 
creativity in preparing a Proposal.  Responders may submit innovative ideas, new concepts, partnership 
arrangements, and optional features in response to this RFP.  However, Responder must still address the needs 
and requirements stated in this RFP.  Submitting only a different idea instead of addressing the needs and 
requirements stated in the RFP will result in the Responder’s Proposal being found nonresponsive and receiving no 
further consideration. 
 
Any additional innovative concept submitted by a Responder will only be reviewed after the required needs stated 
in the RFP have been addressed.  The State will review such additional features to determine whether or not, in 
the State’s sole discretion, the features enhance the rest of the Responder’s Proposal.  If, at the State’s sole 
discretion, it is determined that the additional innovative concepts would enhance the rest of the Responder’s 
Proposal, the State may award bonus points to the Responder’s Proposal in accordance with the evaluation 
process of this RFP.  
 

D. Required Statements 
 
Complete the correlating forms found in eDocs1 by searching for the form numbers referenced below, or pasting 
the form file path name found in the footnotes below to your browser, and submit them as the “Required 
Statements” section of your proposal. You must use the current forms found in eDocs.  Failure to use the most 
current forms found in eDocs in completion of the proposal are at the responder’s risk and may, at the discretion 
of the State, result in disqualification of the proposal for nonresponsiveness.” 
 

                                                                 
1 http://mn.gov/dhs/general-public/publications-forms-resources/edocs/index.jsp 
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1. Responder Information and Declarations (Responder Information/Declarations Form DHS-7020-ENG)2: 
Complete and submit the attached “Responder Information and Declarations” form. If you are required to submit 
additional information as a result of the declarations, include the additional information as part of this form. 
 
2. Exceptions to RFP Terms (Exceptions to Terms and Conditions Form DHS-7019-ENG)3: The contents of this RFP 
and the proposal(s) of the successful responder(s) may become part of the final agreement if a community 
residential setting license(s) is awarded.  Each responder's proposal must include a statement of acceptance of all 
terms and conditions stated within this RFP or provide a detailed statement of exception for each item excepted 
by the responder.  Responders who object to any condition of this RFP must note the objection on the attached 
“Exceptions to RFP Terms” form.  If a responder has no objections to any terms or conditions, the responder 
should write “None” on the form. 
 
Responders are cautioned that any exceptions to the terms of the standard State request which give the responder 
a material advantage over other responders may result in the responder’s proposal being declared nonresponsive. 
Proposals being declared nonresponsive will receive no further consideration for award.  
 
3. Affidavit of Noncollusion (Affidavit of Noncollusion Form- DHS-7021)4 :  Each responder must complete and 
submit the attached “Affidavit of Noncollusion” form. 
 
4. Trade Secret/Confidential Data Notification (Trade Secret/Confidential Data Notice Form- DHS-7015-ENG)5: All 
materials submitted in response to this RFP will become property of the State and will become public record in 
accordance with Minnesota Statutes, section 13.591, after the evaluation process is completed.   
 
If the responder submits information in response to this RFP that it believes to be trade secret/confidential 
materials, as defined by the Minnesota Government Data Practices Act, Minnesota Statutes, section 13.37, and the 
responder does not want such data used or disclosed for any purpose other than the evaluation of this proposal, 
the responder must: 
 
a. clearly mark every page of trade secret materials in its proposal at the time the proposal is submitted with the 
words “TRADE SECRET” or “CONFIDENTIAL” in capitalized, underlined and bolded type that is at least 20 pt.; the 
State does not assume liability for the use or disclosure of unmarked or unclearly marked trade secret/confidential 
data;  
 
b. fill out and submit the attached “Trade Secret/Confidential Information Notification Form,” specifying the pages 
of the proposal which are to be restricted and justifying the trade secret designation for each item.  If no material 
is being designated as protected, a statement of “None” should be listed on the form;  
 
c. satisfy the burden to justify any claim of trade secret/confidential information.  In order for a trade secret claim 
to be considered by the State, detailed justification that satisfies the statutory elements of Minnesota Statutes, 
section and the factors discussed in  Prairie Island Indian Community v. Minnesota Dept. of Public Safety, 658 
N.W.2d 876, 884-89 (Minn.App.2003) must be provided.  Use of generic trade secret language encompassing 
substantial portions of the proposal or simple assertions of trade secret interest without substantive explanation 
of the basis therefore will be regarded as nonresponsive requests for trade secret exception and will not be 
considered by the State in the event of a data request is received for proposal information; and  
 
d. defend any action seeking release of the materials it believes to be trade secret and/or confidential, and 
indemnify and hold harmless the State, its agents and employees, from any judgments awarded against the State 
in favor of the party requesting the materials, and any and all costs connected with that defense.  In submitting a 

                                                                 
2 https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7020-ENG 
3 https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7019-ENG 
4 https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7021-ENG 
5 https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7015-ENG 
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response to this RFP, the responder agrees that this indemnification survives as long as the trade secret materials 
are in the possession of the State.  The State is required to keep all the basic documents related to its contracts, 
including selected responses to RFPs, for a minimum of six years after the end of the contract.  Non-selected RFP 
proposals will be kept by the State for a minimum of one year after the award of a contract, and could potentially 
be kept for much longer. 
 
The State reserves the right to reject a claim if it determines responder has not met the burden of establishing that 
the information constitutes a trade secret or is confidential.  The State will not consider prices or costs submitted 
by the responder to be trade secret materials. Any decision by the State to disclose information designated by the 
responder as trade secret/confidential will be made consistent with the Minnesota Government Data Practices Act 
and other relevant laws and regulations.  If certain information is found to constitute a trade secret/confidential, 
the remainder of the Proposal will become public; only the trade secret/confidential information will be removed 
and remain nonpublic. 
 
The State also retains the right to use any or all system ideas presented in any proposal received in response to this 
RFP unless the responder presents a positive statement of objection in the proposal.  Exceptions to such responder 
objections include: (1) public data, (2) ideas which were known to the State before submission of such proposal, or 
(3) ideas which properly became known to the State thereafter through other sources or through acceptance of 
the responder's proposal. 
 
5. Documentation to Establish Fiscal Responsibility: The successful responder must be fiscally responsible.  
Therefore, responders must include in their proposals sufficient financial documentation to establish their financial 
stability. 
 
IRS Form 990s.  If a responder is a not-for-profit organization that completed an IRS Form 990 in 2014, responder is 
required to submit its 2014 990.   
 
If responder is concerned that its 2014 IRS Form 990 does not demonstrate its fiscal responsibility, it may 
supplement its application with any of the additional material described below. An IRS Form 990 is a federal tax 
return for nonprofit organizations. Nonprofit organizations that are recognized as exempt from federal income tax 
must file a Form 990 or Form 990 EZ if it has averaged more than $25,000 in annual gross receipts over the past 
three tax years.  Please do submit any information about any pending major accusations that could affect your 
financial stability. 
 
Organizations without 2014 IRS Form 990s.  
 

(1) Organizations that have not completed an IRS Form 990 should submit a certified financial audit if they 
have one. A certified financial audit is a review of an organization’s financial statements, fiscal policies and 
control procedures by an independent third party to determine if the statements fairly represent the 
organization’s financial position and if organizational procedures are in accordance with Generally 
Accepted Accounting Principles (GAAP). Any organization with an annual revenue greater than $750,000 is 
required to have a certified financial audit completed for any fiscal year in which they have total revenue 
of more than $750,000. 

 
(2) If the organization does not have a certified financial audit, the organization must submit its most recent 

board-reviewed financial statements if it has a board. 
  
 
 

(3) If the organization does not have a certified financial audit or board-reviewed financial statements 
because it does not have a board, the organization should submit a certified statement of assets and 
debts (balance sheet) and evidence of cash flow including amounts in a checking account. 
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Responders may also include documentations of cash reserves to carry you through shortages or delays in 
receipt of revenue, and/or any other documents sufficient to substantiate responsible fiscal management. 
 
State may request additional information from these responders as necessary to determine financial 
stability.   
 

All responders must submit any information about any pending major accusations that could affect your 
financial stability. 
 
In the event a responder is either substantially or wholly owned by another corporate entity, the proposal must 
also include the most recent detailed financial report of the parent organization, and a written guarantee by the 
parent organization that it will unconditionally guarantee performance by the responder in each and every term, 
covenant, and condition of such contract as may be executed by the parties.   
 
If the responder is a county government or a multi-county human services agency that has 1.) had an audit in the 
last year by the State Auditor or an outside auditing firm or 2) meets the requirements of the Single Audit Act, the 
responder is not required to submit financial statements.  However, the State reserves the right to request any 
financial information to assure itself of a county’s financial status. 
 
The information collected from these inquiries will be used in the State’s determination of eligibility for a license. It 
may be shared with other persons within the Minnesota Department of Human Services who may be involved in 
the decision-making process, and/or with other persons as authorized by law.  If you choose not to provide the 
requested information, your organization’s proposal will found nonresponsive and given no further consideration. 
The State reserves the right to request any additional information to assure itself of a responder's financial 
reliability.  If a responder’s submission in response to this component does not demonstrate its financial stability, 
the responder may fail this requirement and be disqualified from further consideration. 
 

IV. RFP Process 
 

A. Responders’ Conference 
 
A virtual Responders’ Conference will be held on Wednesday, May 11th at  10 am Central Time. The Responders 
conference will serve as an opportunity for responders to ask specific questions of State staff concerning the 
project.  Attendance at the virtual Responders’ Conference is not mandatory but is recommended. Oral answers 
given at the conference will be non-binding.  Written responses to questions asked at the conference will be sent 
to all identified prospective responders after the conference.  
 
People interested in attending the Responders’ Conference can access the conference by the following link: 
https://dhs-dsd.webex.com/dhs-dsd/onstage/g.php?MTID=edde7ac071dabb5801b17a0e364dee87a.  
Dial-in information for the Responders Conference is as follows: 
Dial-in: 1-866-427-2706 
Conference ID: 90664567 

 

B. Responders’ Questions  
 
Responders’ questions regarding this RFP must be submitted in writing prior to 4:00 p.m. Central Time on April 
29th. All questions must be addressed to: 
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Request for Proposal Response 
Attention: Carol Anthony 
Disability Services Division 
Department of Human Services 
P.O. Box 64967 
St. Paul, MN _55164-0967 
Phone (651) 431 - 2015  
FAX #: (651) 431-7411 
 
Questions may also be e-mailed to: carol.anthony@state.mn.us  
 
Other personnel are NOT authorized to discuss this RFP with responders before the proposal submission deadline. 
Contact regarding this RFP with any State personnel not listed above could result in disqualification. The State 
will not be held responsible for oral responses to responders. 
 
Questions will be addressed in writing and distributed to all identified prospective responders. Every attempt will 
be made to provide answers timely, with the intent that they are sent no later than April 29th. 

 

C. Proposal Submission  
 
One (1) original and two (2) copies of the proposal must be submitted.  Proposals must be physically received (not 
postmarked) by 4:00 p.m. Central Time on Thursday, May 26th to be considered. Late proposals will not be 
considered and will be returned unopened to the submitting party.  Faxed or e-mailed proposals will not be 
accepted. 
 
Clearly label the original "Proposal – Original" and each copy “Proposal – Copy”.  All proposals, including required 
copies, must be submitted in a single sealed package or container. The main body of the proposal pages must be 
numbered and submitted in 12-point font on 8 ½ X 11 inch paper, single spaced.  The size and/or style of graphics, 
tabs, attachments, margin notes/highlights, etc. are not restricted by this RFP and their use and style are at the 
responder’s discretion. 
 
The above-referenced packages and all correspondence related to this RFP must be delivered to: 
 
Attention: Carol Anthony 
Disability Services Division 
Department of Human Services 
P.O. Box 64967 
St. Paul, MN  55164-0967 
Phone (651) 431 - 2015  
FAX #: (651) 431-7411 
 
 
It is solely the responsibility of each responder to assure that their proposal is delivered at the specific place, in the 
specific format, and prior to the deadline for submission. Failure to abide by these instructions for submitting 
proposals may result in the disqualification of any non-complying proposal.  
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V. Proposal Evaluation and Selection  
 

A. Overview of Evaluation Methodology 
 
1. All responsive proposals received by the deadline will be evaluated by the State.  Proposals will be evaluated on 
“best value” as specified below, using a 100 point scale. The evaluation will be conducted in four phases: 
 
a.  Phase I Required Statements Review 
b.  Phase II Evaluation of Proposal Requirements 
d.  Phase III Selection of the Successful Responder(s) 
 
2. During the evaluation process, all information concerning the proposals submitted, except identity, address, and 
the amount requested by responder, will remain non-public and will not be disclosed to anyone whose official 
duties do not require such knowledge. 
 
3. Nonselection of any proposals will mean that either another proposal(s) was determined to be more 
advantageous to the State or that the State exercised the right to reject any or all Proposals.  At its discretion, the 
State may perform an appropriate cost and pricing analysis of a responder's proposal, including an audit of the 
reasonableness of any proposal. 
 

B. Evaluation Team  
 
1.  A evaluation team will be selected to evaluate responder proposals. 
 
2. State and professional staff, other than the evaluation team, may also assist in the evaluation process. This 
assistance could include, but is not limited to, the initial mandatory requirements review, contacting of references, 
or answering technical questions from evaluators. 
 
3. The State reserves the right to alter the composition of the evaluation team and their specific responsibilities. 
 

C. Evaluation Phases 
 
At any time during the evaluation phases, the State may, at the State’s discretion, contact a responder to (1) 
provide further or missing information or clarification of their proposal, (2) provide an oral presentation of their 
proposal, or (3) obtain the opportunity to interview the proposed key personnel.  Reference checks may also be 
made at this time.  However, there is no guarantee that the State will look for information or clarification outside 
of the submitted written proposal.  Therefore, it is important that the responder ensure that all sections of the 
proposal have been completed to avoid the possibility of failing an evaluation phase or having their score reduced 
for lack of information. 
  
1. Phase I: Required Statements Review 
 
The Required Statements will be evaluated on a pass or fail basis.  Responders must "pass" each of the 
requirements identified in these sections to move to Phase II. The Responder may fail the Required Statements 
Review in the event that the Responder does not affirmatively warrant to any of the warranties in the Responder 
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Information and Declarations.  Additionally, the State reserves the right to fail a Responder in the event the 
Responder does not make a necessary disclosure in the Responder Information and Declarations or makes a 
disclosure which evidences a conflict of interest. 
 
2. Phase II: Evaluation of Technical Requirements of Proposals (75 Points) 
 
a. Points have been assigned to these component areas.  The total possible points for these component areas are 
as follows: 
 

Component Total  Possible Points 

i. Statement of Understanding 20 

ii. Description of the Proposed 
Service 

20 

iii. Implementation Plan 15 

iv. Relevant Responder 
Experience/Resumes of Lead 
Responder Staff 

15 

v. Financial Stability and 
Professional Responsibility of 
Responder 

5 

vi.  Responder Qualifications  

vii.  Rate 25 

Total: 75 

 
b. The evaluation team will review the components of each responsive Proposal submitted.  Each component will 
be evaluated on the team’s evaluation of the Responder's understanding and the quality and completeness of the 
Responder's approach and solution to the problems or issues presented. 
 
c. After reviewing the Proposals, the members of the evaluation team will rate each Proposal component using the 
following formula: 
 
 Component Rating    Point Factor 
 Excellent    1.00 
 Very Good    0.85 
 Good     0.70 
 Fair     0.55 
 Poor     0.40 
 Unacceptable    0.00 
 
Each component will be given a rating between Excellent and Unacceptable.  The corresponding point factor will 
be multiplied by the total possible points for that component. 
 
For example: 
 Component 2.  Description of Proposed Service – can earn a maximum of 20 points. 
 It is given a “very good” rating, which has a point factor of (0.85). 
 

20 possible points x (0.85) point factor = 17 earned points for the Description of Proposed Service 
component. 

 
The scores for all five components of each Proposal will then be totaled.  The highest possible score for the 
Technical Proposal is 75 points. 
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d. Innovative Concepts (Optional).  Only after the Proposal have been ranked, and it has been determined that the 
Responder’s Proposal has passed Phase II, will any innovative concepts submitted by Responder be reviewed.  If a 
Proposal is found not to have passed Phase II, any innovative concepts submitted will not receive consideration.  
The amount of bonus points to be given a Proposal for innovative concepts is at the sole discretion of the State, 
depending on how much the State determines the ideas enhance the rest of the Proposal. The amount given, if 
any, will be by consensus of the evaluation team.  The State is under no obligation to give a Proposal any bonus 
points in any situation.  The maximum possible bonus points are 10.   
 
3. Phase III - Evaluation of Cost Proposals (25 Points) 
 
4. Phase IV - Selection of the Successful Responder(s)  
 
a. Only the Proposals found to be responsive under Phases I, II, and III will be considered in Phase IV. 
 
b. The evaluation team will review the Proposal scores in making its recommendations of the Successful 
Responder(s).  A Responder's total score will be the sum of the scores received for its proposal. 
 
c. The State may submit a list of detailed comments, questions, and concerns to one or more responders after the 
initial evaluation.  The State may require said response to be written, oral, or both.  The State will only use written 
responses for evaluation purposes.  The total scores for those responders selected to submit additional 
information may be revised as a result of the new information.  
 
 
d. The evaluation team will make its recommendation based on the above-described evaluation process.  The 
Successful Responder(s), if any, will be selected approximately two weeks after the Proposal submission due date.   
 
e. The final award decision will be made by the Commissioner of the Minnesota Department of Human Services or 
his or her authorized designee (“Commissioner”).  The Commissioner has the discretion to accept or reject the 
recommendation of the evaluation team. 
 

D. Eligibility for Licensure and Unsuccessful Responder Notice 
 
If a responder(s) is selected to be granted an exception to the licensure moratorium, the State will notify the 
successful responder(s) in writing of their selection and the State’s desire to award community residential service 
setting licenses, contingent on meeting  the current licensure requirements of Minn. Stat. chapter 245D as an 
intensive support service provider.  Until the State awards the licenses described above with the selected 
responder(s) and the responders meet all necessary licensing requirements, all submitted proposals remain eligible 
for selection by the State.  
 
In the event that the licensing requirements are not met with the selected responder(s), the evaluation team may 
recommend another responder(s). 
 
After the State and chosen responder(s) have awarded the licenses, the State will notify the unsuccessful 
responders in writing that their proposals have not been accepted.  All public information within proposals will 
then be available for responders to review, upon request. 
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VI. Required Terms and Conditions 
 
A. Requirements. All responders must be willing to comply with all state and federal legal requirements regarding 
the performance of the services described in this RFP.    
 
B. Governing Law/Venue. This RFP must be governed by the laws of the State of Minnesota.  Any and all legal 
proceedings arising from this RFP in which the State is made a party must be brought in the State of Minnesota, 
District Court of Ramsey County.  The venue of any federal action or proceeding arising here from in which the 
State is a party must be the United States District Court for the State of Minnesota. 
 
 
C. Preparation Costs. The State is not liable for any cost incurred by Responders in the preparation and production 
of a proposal.  Any work performed prior to the issuance of a fully executed community residential services 
licensing agreement will be done only to the extent the responder voluntarily assumes risk of non-payment. 
 
D. Contingency Fees Prohibited. Pursuant to Minnesota Statutes, section 10A.06, no person may act as or employ 
a lobbyist for compensation that is dependent upon the result or outcome of any legislation or administrative 
action.  
 

VII. State’s Authority 
 
Notwithstanding anything to the contrary, the State reserves the right to: 
 
A. Reject any and all proposals received in response to this RFP; 
 
B. Disqualify any responder whose conduct or proposal fails to conform to the requirements of this RFP; 
 
C. Have unlimited rights to duplicate all materials submitted for purposes of RFP evaluation, and duplicate all 
public information in response to data requests regarding the proposal; 
 
D. Select for licensure a proposal other than that with the lowest cost or the highest evaluation score; 
 
E. Consider a late modification of a proposal if the proposal itself was submitted on time and if the modifications 
were requested by the State and the modifications make the terms of the proposal more favorable to the State, 
and accept such proposal as modified; 
 
F. At its sole discretion, reserve the right to waive any non-material deviations from the requirements and 
procedures of this RFP; 
 
G. Cancel the RFP at any time and for any reason with no cost or penalty to the State. 
 
H. Correct or amend the RFP at any time with no cost or penalty to the State. The State will not be liable for any 
errors in the RFP or other responses related to the RFP. 
 
 
Remainder of the page intentionally left blank. (Appendices follows) 
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Appendix A: Cost Proposal Sheet- Proposed Rate 

 
The Successful Responder will not receive any other compensation as a result of this RFP.  Therefore, the 
Responder must consider all costs it will incur (including mass mailing costs, services, equipment, travel costs, fees, 
commissions, etc.) in determining the proposed rate(s).  Any assumptions made regarding the impact of 
inflationary factors during the term of the agreement are the sole responsibility of the Responder.  Payment for 
the covered services will contain no cost-of-living adjustment provision. 
 
This form must be signed by an individual authorized to legally bind the Responder.  The title of the person signing 
and the date this form was signed must be entered.   
 
RFP responding to: _________________________________________________________________ 
 
Company Name and Address: 
____________________________________________________________________________ 
 
Daily Rate(s): $_________________________ 
 
Responders should assume a 90% occupancy rate in determining the proposed daily rate.  Proposed daily rates for 
out-of-home crisis respite under the DD Waiver should include room and board costs.  Payments can only be made 
only to those entities or people that are 245D license holders and meet the requirements of Minn. Stat. chapter 
245D as an intensive support service provider.   
 
Attach a breakdown of costs that resulted in this rate.   
 
By signing this Cost Proposal, I do hereby certify the Responder named above wishes to enter a price for the services 
requested by the Minnesota Department of Human Services in the correlating RFP.  This cost or price data 
submitted with this Proposal is accurate, complete and current as of the following date.   
 
Signature: ________________________________________________________________ 
Title: _____________________________________________________________________ 
Date: _____________________________________________________________________ 
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Minnesota Department of Human Services 

Disability Services Division 
 
 

 
 

Request for Information to Provide In-
Home Crisis Respite Services  

 
Date of March 21, 2016 Publication:  
 
 
Americans with Disabilities Act (ADA) Statement: This information is available in 
accessible formats for people with disabilities by calling 651-431-4300 or by using 
your preferred relay service. For other information on disability rights and 
protections, contact your agency’s Americans with Disabilities Act (ADA) 
coordinator. 
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I. Introduction  
 
A. Purpose of Request  
 
The Minnesota Department of Human Services, through its Disability Services Division (State), is seeking 
information (“Provider Information”) from qualified Responders to increase the network of providers who 
can successfully serve adults and children with intellectual or developmental disabilities (I/DD) in need of 
short-term, in-home crisis respite services. Responders must be a provider organization with experience 
serving adults and children with challenging behavioral support needs. 
 
B. Objective of this RFI 
 
 The objective of this RFI is to gain information on willing providers available and qualified to provide in-home 
crisis respite services. In-home crisis respite is currently an available service funded by the Developmental 
Disability (DD) Waiver as a negotiated, market-rate service. The State is seeking to strengthen the capacity for 
providing timely crisis services by having more information about the number and availability of qualified 
providers offering crisis respite services in-the-home of people receiving respite services. 
 
All information provided by responders to this RFI will be reviewed on a monthly basis by State. Any 
information on qualified responders will made available to State staff and State partners, particularly 
Minnesota lead agencies, in order to direct lead agencies to available providers for services covered by the 
waiver programs described in this RFI.    
 
This RFI will be open for one year, and the Provider Information described below may be submitted and will 
be reviewed on a rolling basis. This RFI does not obligate the State to award services, and the State reserves the 
right to cancel this RFI if it is considered to be in its best interest. All costs incurred in responding to this RFI 
will be borne by the Responder.  
 
C. Background  
 
When people with disabilities experience a crisis, it is important that they experience as little disruption in 
their living situation as possible and avoid unnecessary stays in institutional settings.  To the extent possible, 
disruption to daily life must be brief, minimal, and targeted to meet the person’s choices and needs.  Crisis 
services are intended to do three things: (1) stabilize a person in their current setting; (2) triage to determine 
if more intensive services are necessary; and (3) divert people from unnecessarily accessing segregated 
settings.  This can be influenced by timely and appropriate crisis services and increased capacity of community 
providers delivering positive support strategies.  
 
Over the past several years, the inability to access timely crisis services has resulted in people being 
unnecessarily hospitalized or placed in other segregated settings.  In Minnesota’s Olmstead Plan, the State has 
pledged to address this by expanding home and community-based crisis services throughout the state to have 
timely access to crisis services that are clinically appropriate.  By expanding short term in-home crisis services, 
people will avoid unnecessary hospitalizations or other restrictive services. 
 
The State is in need of qualified providers to provide in-home crisis respite services for adults and/or children 
with I/DD who are (a) on the Developmental Disabilities (DD) Waiver, or (b) eligible for the DD Waiver and 
need to access this service to mitigate a crisis (crisis-only respite).  These services will include stabilization, 
positive support planning, person-centered transition planning if determined necessary by the person and 
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his/her team, and participation in the development of service options to more successfully support the person 
once a crisis respite level of service is no longer needed. 
 
The State seeks further information on responders who are enrolled providers in Minnesota Health Care 
Programs and licensed to provide in-home crisis respite services in order to provide Minnesota lead agencies 
searching for this service with an up-to-date list of active providers.  Currently, the State and local lead agencies 
do not have a streamlined approach for determining which enrolled MHCP providers are available and licensed 
to provide these services; and which licensed providers are also enrolled MHCP providers who are available to 
provide these services.  Any Provider Information submitted in response to this RFI from enrolled MHCP and 
licensed providers who are available to provide in-home crisis respite services will be reviewed and provided 
to the lead agencies on a monthly basis so that State and counties are aware of which providers are currently 
available to perform these services.      
 
Providers who are not currently enrolled MHCP providers or licensed to provide in-home crisis respite services 
but anticipate becoming qualified to do so are also encouraged respond to this RFI. However, these providers 
will only be included in the list of current providers once they have completed the licensing and enrollment 
requirements.  It is the obligations of the provider to inform the State once they have successfully completed 
the licensing and enrollment processes.  At that point, the State will include the provider on the list of current 
providers of in-home crisis respite services. 
 
 
II. Scope of Work  

A. Overview  
 
The intent of this RFI is to increase the network of in-home crisis respite providers to successfully serve adults 
and/or children with I/DD who are (a) on the DD Waiver, or (b) eligible for the DD Waiver and need to access 
this service to mitigate a crisis (crisis-only respite).   
 
In-home crisis respite provides an appropriate level of service for persons experiencing elevated or specific 
behavioral support needs beyond what their current support system can provide. The goal is to stabilize the 
person in his/her current living environment and reduce the level of intensive behavioral support needed. 
 
In-home crisis respite is a flexible service designed to support the individual’s needs at the time of the 
emergency. In-home crisis respite services provide intervention strategies specifically designed to keep the 
person in their home and in their community. In-home crisis respite also provides support to caregivers to 
maintain the primary caregiving relationship, preventing out of home placement. In-home crisis respite is a 
market-rate service, with the rate negotiated between the qualified provider and the State.  
 
Respondents must be entities or people that currently hold or intend to obtain licensure under Minnesota 
Statutes, chapter 245D, and also meet the requirements under 245D as an intensive support service provider.  
Responders must also be enrolled providers in Minnesota Health Care Programs.   
 
B. Service Population 
 
The adults and children who need in-home crisis respite may exhibit a variety of extremely challenging 
behaviors, often accompanied by complex, multiple co-occurring conditions. The severity and frequency of 
these occurrences can vary, but often the challenging behaviors are severe and occur multiple times in a day. 
A provider can expect to experience the following, in any combination (this list is not exhaustive):  
 
Challenging Behaviors 

• Severe physical and/or verbal aggression; 
• Harm to self/suicide risks; 
• Illegal activity; 
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• Substance abuse; 
• Elopement; 
• Severe property destruction; 
• Sexual acting out; 
• School/Work problems, including behavioral and other difficulties in peer relationships; 

Secondary Diagnosis 
People served in crisis respite may also carry with them a range of secondary diagnoses, including mental 
health issues as well as physical and medical conditions such as: 

• Autism Spectrum Disorder 
• Fetal Alcohol Syndrome; 
• Brain Injury; 
• Antisocial Personality Disorder; 
• Attention-Deficit/Hyperactivity Disorder; 
• Depression; 
• Post-Traumatic Stress Disorder; 
• Psychosis; 
• Obsessive or compulsive behavior or paranoia;  
• Unusual preoccupations with food, diet, and/or body image; 
• Sleep disorders; 
• Diabetes; 

Other Characteristics 
• Communication disorders; 
• Need for medication monitoring/assessment; 
• Standard nursing supports 

Family Related Issues 
Family issues can play a large role in both the crisis that results in a crisis system involvement and the 
successful treatment and disposition of the episode.  The vendor will encounter the complete spectrum of 
family issues, such as: 

• Recent changes in parental relationships; 
• History of physical, sexual, or emotional abuse, and exposure to violence; 
• Poverty; 
• History of drug or alcohol abuse; 
• Grief issues 

 
C.   Outcomes of Service/Qualifications 
 
The intent of the RFI is to increase the network of providers for in-home crisis respite so people in crisis have 
access to timely, appropriate, high-quality in-home crisis respite options.  Core components of crisis respite 
services include: 
 

1. Assessment of the person and situation to determine the crisis precipitating factors. 
2. Development and implementation of a support plan based on positive support strategies, in 

coordination with the person’s expanded support team. 
3. Recommendations for support plan revisions to prevent or minimize future crisis situations and 

increase the likelihood of maintaining stability of the person in his/her home. 
4. Coaching and training the person’s service providers and other natural supports to manage 

challenging behavior and successfully implement the person-centered support plan. 
5. In coordination with the person’s expanded support team, development and implementation of a 

person-centered transition plan, based on the State’s published transition planning protocol 
(http://mn.gov/dhs/images/PCP protocol.pdf), to aid the person’s transition should alternate, out-of-
home living arrangements be determined the best long-term course of action. 
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The following are important components of providing high-quality crisis respite services; successful 
respondents should strive to include information describing these components in their proposals: 
 

1. Experience with serving individuals in crisis.  The successful respondent can demonstrate having the 
skills and ability to provide sustained, uninterrupted service to people with highly complex and 
challenging behavior support needs.  A capacity to initiate services within as little as one day after 
referral is critical.  In addition, direct and on-going access to expertise in the following areas is highly 
desirable: 

a. Person-centered thinking and planning 
b. Positive behavior supports 
c. Functional behavior assessment 
 

2. Person-centered services.  The successful respondent can demonstrate both understanding and 
experience with providing services based on person-centered principles and practices. Services should 
be individualized to balance the unique needs and desires of the person in the context of crisis 
stabilization, transition planning, and helping the person remain in his/her home. 

 
3. Commitment to providing comprehensive stabilization and services.   The successful respondent will 

specify its plans to provide the following: 
a. Capacity to provide coaching and training to the person’s service provider(s) and natural supports 

to effectively support the person post-crisis. 
b. Knowledge, access, and ability to connect with relevant community resources to ensure 

integration of the person with her/his community during the course of crisis respite services. 
c. Ability to provide/access staff, up to 24 hours a day, to respond to a person’s needs.   
d. When necessary, transition planning, based upon the transition protocols developed by the State 

(http://mn.gov/dhs/images/PCP protocol.pdf), to provide assistance with locating long-term, 
integrated living options within the person’s preferred community.   
 

4. Emergency Backup Plan.  The successful respondent will specify its plans to provide emergency 
backup to persons served and staff to sustain services in-place and prevent hospitalization and/or 
involvement of law enforcement to the extent possible.  Include a description of any intended on-call 
system and plans to provide backup staffing whenever necessary. 
 

5. Access to a network of multidisciplinary providers who understand the unique needs of persons with 
challenging behaviors and/or complex medical needs. 
a. Demonstrated relationships and collaboration with practitioners of diverse expertise to guarantee 

comprehensive care and services are available to the individuals served. Examples include: 
i. Medical Practitioners 

ii. Psychologists 
iii. Pharmacologists 
iv. Behavioral Therapists 
v. Behavior Analysts 

vi. Person-Centered Planners 
vii. Occupational Therapists 

viii. Speech Therapists 
ix. Educators/other school personnel 

b. A collaborative working relationship with local law enforcement. 
c. Culturally competent providers 

 
D.   Additional Documentation  
 
The following documentation is requested to be included in all submitted Provider Information responses. 
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1. Documentation of Staff Qualifications 

Vendors are encouraged to submit documentation detailing relevant staff and/or consultant 
qualifications. Such qualifications may include, but are not limited to: 

a. Training and demonstrated competence in person-centered planning. 
b. Training and demonstrated competence in functional behavior assessment. 
c. Training and demonstrated competence in positive supports. 
d. Training and demonstrated competence in supports for person with autism, including sensory 

diet. 
e. Certified behavior analysts. 
f. Licensed mental health professionals. 
g. Licensed health professionals. 

 
 
III. Requested Provider Information  
 
 
The State requests that interested providers submit the following information.  The State will use this 
information to compile a list of enrolled MHCP and licensed providers who are available and interested in 
performing in-home crisis respite services.   
 
A. Outline of Provider Information Contents 
 
Responses to this RFI should contain the following components (See following sections for more detail on 
each component).  
 
1. Table of Contents 
 
2. Provider Information  
 

a. Statement of Understanding 
b. Description of Proposed Service 
c. Implementation Plan 
d. Relevant Responder Experience/Resumes of Lead Responder Staff 
e. Financial Stability and Professional Responsibility of Responder 

 
3. Innovative Concepts (If Applicable) 
 
4. Required Statements  
 

a.  Responder Information and Declarations  
b.  Trade Secret/Confidential Data Notification 
c.  Evidence of current licensure and MHCP enrolled provider status 

 
5. Rates  
 
6. Appendix (If Applicable)  
 

B. Provider Information Requested 
 
1. Statement of Understanding  
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This component of the response should demonstrate the responder's understanding of the services requested 
in this RFI, the nature of the agreement specific to providing in-home crisis respite services, and any 
problems anticipated in accomplishing the work.  Specifically, the response should demonstrate the 
Responder’s familiarity with the project elements, a summary of its solution(s) to the problems presented 
and knowledge of the requested services and/or deliverables.  
 
2.  Description of the Proposed Service 
According to the 2015 DHS Gaps Analysis Study (http://mn.gov/dhs/partners-and-providers/continuing-
care/data-measures/gaps-analysis/current-study/index.jsp), 23 percent of Minnesota’s lead agencies rated 
Crisis respite as one of their “top three” most significant service gaps for people with disabilities.  Lead 
agencies reported an estimated 111 people on waiting lists for crisis respite services.  In your response, 
please describe the level of need for services in the proposed geographic area the services will be provided, as 
well as what groups of individuals will be targeted for services by the program. Please discuss how you will 
have a local, regional or statewide impact on service to individuals with complex behavioral needs who are in 
crisis. Responder should include its risk assessment/management plan. 
 
3. Implementation Plan:  
All responses submitted under this RFI should address, in sufficient detail, how the Responder will fulfill the 
expected outcomes and features set forth above. This section should detail how the project will be carried out 
in an effective and efficient manner, including who will be involved, what resources are required, and the 
resources and staff already in existence. Provide a description of the project plan you propose to implement. 
 
4. Relevant Responder Experience, Resumes of Lead Responder Staff:  
This section should include information on the programs and activities of the agency, the number of people 
served, the geographic area where services can be provided and the number of additional people that could 
be served by the Responder. 
 
The Responder should demonstrate the length, depth, and applicability of prior experience in providing the 
requested services.  This component of the Proposal must include previous experiences that will demonstrate 
the Responder's ability to deliver the services requested in this RFI. The Responder may identify entities for 
which it has supplied similar services to those requested in the RFI, if any.  If such organizations are 
identified, Responder should include each identified organization’s name and address, and the name, title and 
telephone number of a contact of each organization.  Responder should also provide a narrative description of 
the actual services provided to the organization(s).  Describe what role, if any, staff proposed for this project 
had in the referenced service.  Letters of reference may be included. 
 
The Responder should also demonstrate the skill and experience of proposed lead staff. Resumes should 
describe the education, professional affiliations, and other relevant background of the lead staff to be 
assigned to this project.    This section should contain information responsive to the requests in Section II, D, 
above. 
 

C. Innovative Concepts (If Applicable) 
 
The detailed needs and requirements for Responders in this RFI are not intended to limit the Responder’s 
creativity in delivering in-home crisis respite services.  Responders may submit innovative ideas, new 
concepts, partnership arrangements, and optional features in response to this RFI.   
 

D. Required Statements 
 
The following are required statements that must be included with your Response. Complete the correlating 
forms found in the RFI Appendix and submit them as the “Required Statements” section of your response.  
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1. Responder Information and Declarations 
Complete and submit the attached “Responder Information and Declarations” form. If you are required to 
submit additional information as a result of the declarations, include the additional information as part of this 
form. 
 

 
2. Trade Secret/Confidential Data Notification 
 

All materials submitted in response to this RFI will become the property of the State and will become public 
record in accordance with Minnesota Statutes, section 13.591. If the Responder submits information that it 
believes to be trade secret/confidential materials, as defined by the Minnesota Government Data Practices 
Act, Minn. Stat. § 13.37, and the Responder does not want data used or disclosed for any purpose other than 
the evaluation of this Response, the Responder must:  
 

a. Clearly mark every page of trade secret materials in its response with the words “TRADE 
SECRET” or “CONFIDENTIAL” in capitalized, underlined and bolded type that is at least 20 
pt.; the State does not assume liability for the use of disclosure of unmarked or unclearly 
marked trade secret/confidential data; 

b. Fill out and submit the attached “Trade Secret/Confidential Information Notification Form”, 
specifying the pages of the response which are to be restricted and justifying the trade secret 
designation for each item. If no material is being designated as protected, a statement of 
“None” should be listed on the form; 

c. Satisfy the burden to justify and claim of trade secret/confidential information. Use of 
generic trade secret/confidential language encompassing substantial portions of the 
response or simple assertions of trade secret interest without substantive explanation of the 
basis therefore will be regarding as nonresponsive requests for trade secret/confidential 
exception and will not be considered by the State in the event of a data request is received 
for information; and  

d. Defend any action seeking release of the materials it believes to be trade secret and/or 
confidential and indemnify and hold harmless the State, its agents and employees, from any 
judgments awarded against the State in favor of the party requesting the materials, and any 
and all costs connected with that defense. In submitting a response to this RFI, the 
Responder agrees that this indemnification survives as long as the trade secret materials are 
in the possession of the State.  

 
The State reserves the right to reject a claim if it determines Responder has not met the burden of 
establishing that the information constitutes a trade secret or is confidential. The State will not consider 
prices or costs submitted by the Responder to be trade secret materials. Any decision by the State to 
disclose information designated by the Responder as trade secret/confidential will be made consistent with 
the Minnesota Government Data Practices Act and other relevant laws and regulations. If certain information 
is found to constitute a trade secret/confidential, the remainder of the Application will become public; only 
the trade secret/confidential information will be removed and remain nonpublic. The State also retains the 
right to use any or all system ideas presented in any material received in response to this RFI unless the 
Responder presents a positive statement of objection in the Application. Exceptions to such Responder 
objections include: (1) public data, (2) ideas which were known to the State before submission of such 
Application, or (3) ideas which properly became known to the State thereafter through other sources or 
through acceptance of the Responder's Application. 
 
E. Rates 
 
Please submit a description of Responder’s current rate and how that rate is calculated. The rate(s) identified 
should reflect all costs, including but not limited to: mass mailings, fees, commissions, compensation, 
equipment and other charges by the Responder for the service and/or deliverable.   
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Payments can only be made only to those entities or people that are 245D license holders and meet the 
current licensure requirements of Minn. Stat. chapter 245D as an intensive support service provider. 
 
State recognizes that quoted rates are subject to change and State cannot require Responders to apply their 
quoted rates for future services.     
 
IV. RFI Process  
 
 
A. Responders’ Questions  
 
Responders’ questions regarding this RFI may be submitted on a rolling basis. All questions must be 
addressed to: 
 
Request for Information Response 
Attention: Carol Anthony 
Disability Services Division 
Department of Human Services 
P.O. Box 64967 
St. Paul, MN _55164-0967 
Phone (651) 431 - 2015  
FAX #: (651) 431-7411 
 
Questions may also be e-mailed to: carol.anthony@state.mn.us 
 
Other personnel are NOT authorized to discuss this RFI with responders before the proposal submission 
deadline. Contact regarding this RFI with any State personnel not listed above could result in 
disqualification. The State will not be held responsible for oral responses to responders. 
 
Questions will be addressed in writing and distributed to all identified prospective responders. Every attempt 
will be made to provide answers timely, with the intent that they are sent no later than one month from 
receipt. 

B. Provider Information Submission  
 
One (1) original and two (2) copies of the response must be submitted.  Responses may be submitted on an 
on-going, rolling basis until March 1, 2017.   Responses may be either emailed as a PDF or sent as a paper file 
to the contact information below. 
 
Clearly label the original "Provider Information – Original" and each copy “Provider Information – Copy”.   
 
The above-referenced packages and all correspondence related to this RFI must be delivered to: 
 
Attention: Carol Anthony 
Disability Services Division 
Department of Human Services 
P.O. Box 64967 
St. Paul, MN  55164-0967 
Phone (651) 431 - 2015  
FAX #: (651) 431-7411 
Email: carol.anthony@state.mn.us 
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It is solely the responsibility of each responder to assure that their response is delivered at the specific place, 
and in the specific format.  

C. Compilation of In-home Crisis Respite Services Provider List 
 
State will review all Provider Information submitted on a monthly basis.  Any submissions that contain the 
described-information above will be compiled to create a list of active In-home Crisis Respire service 
providers list.  This list and providers’ information will be used by the State and shared with its lead agency 
partners in order to determine which providers are currently able to deliver these services.   
 
Responses received from Providers who are not currently enrolled MHCP providers or licensed to provide in-
home crisis respite services will only be included in the list of current providers once they have completed the 
licensing and enrollment requirements.  It is the obligations of the provider to inform the State once they have 
successfully completed the licensing and enrollment processes.  At that point, the State will include the provider 
on the list of current providers of in-home crisis respite services. 
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Appendix A: Responder Information/Declarations Form 
 
Responder Information 
  
Responder Name:______________________________________________________________________ 
Website:_____________________________________________________________________________ 
Address:_____________________________________________________________________________ 
Telephone Number: 
 
Contract Information 
Contact Name:________________________________________________________________________ 
Title: _______________________________________________________________________________ 
Telephone Number: ___________________________________________________________________ 
Fax Number: _________________________________________________________________________ 
E-mail: ______________________________________________________________________________ 
 
Name(s) of individuals involved with the preparation of this 
response:___________________________________________________________________________________. 
 
The above-named responder submits the attached Provider Information in response to the following Minnesota 
Department of Human Services Request for Information (state which RFI you are responding to): 
______________________________________________________________________________ 
 
By submission of this response, responder warrants that: 
 
 
1. The information provided is true, correct and reliable.  Responder understands that the submission of inaccurate 
or misleading information may subject the Responder to suspension or debarment proceedings and any other 
remedies available by law. 
 
 
2.  No attempt has been made or will be made by Responder to induce any other person or firm to submit or not 
to submit a response to this RFI. 
 
 
 
 
 
By signing this statement, you certify that the information provided is accurate and that you are authorized to sign 
on behalf of, and legally bind, the Responder. 
 
Authorized Signature: ________________________________________________________________ 
Printed Name: ______________________________________________________________________ 
Title: _____________________________________________________________________________ 
Date:_________________________ Telephone Number:______________________________________ 
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Phase 1: Sustainable Single Point of Entry Project 
 

Success of the Interim Single Point of Entry 
On February 19, 2015, DHS piloted the Interim Single Point of Entry (SPE) in an effort to 
improve DHS’ ability to respond to requests for assistance in supporting people with intellectual 
or developmental disabilities who have lost or are at risk of losing their community-based 
housing.  

As a part of this pilot, Direct Care and Treatment and Disability Services Division developed an 
interim process for requests received regarding individuals in the target population. This 
interim process ensured these requests were entered into one centralized location, and 
reviewed and triaged daily to better coordinate care for these individuals.  

Over the course of the six month pilot, 73 referrals were entered, representing 66 unique 
individuals for whom a coordinated effort from DHS was required. Of the requests received, 
23% (17 referrals) resulted in permanent placement; 54% (39 referrals) were in the stages of 
care coordination, including finding placement; 15% (11 referrals) were in active triage; and 8% 
(6 referrals) were redirected to other DHS programs as they did not meet the target population 
definition.   
 
One of the expected outcomes of the pilot was the testing of the newly developed business 
processes and technologies in order to inform the longer-term project for a single point of entry 
for a larger population of person with disabilities supported by DHS. On August 17, 2015, Phase 
1 of the Sustainable Single Point of Entry was launched as a part of the next steps towards a 
fully sustainable single point of entry.  

Purpose of Phase 1: Sustainable Single Point of Entry  
 
Phase 1 of the Sustainable Single Point of Entry will continue to focus efforts on serving the 
target population as defined in the Interim SPE. Phase 1 will also include members in the Jensen 
Settlement class and Jensen Therapeutic Groups and others from groups monitored by DSD and 
Minnesota Life Bridge (MNLB) who fit the target population definition.  
 
A subset of CareManager, the Netsmart care coordination technology, was launched on August 
17, 2015. This new technology solution allows for continued collaboration across the DCT and 
DSD administrations for this expanded target population as well as more robust data gathering 
and reporting. 
 
During the three days of go live (August 17-19), 412 individuals already known to DHS were 
entered into CareManager for the purposes of continued care coordination. As of September 
17, 2015, fourteen new referrals were entered and are now in the crisis triage process.   

 
Ultimately, through improved collaboration, communication and earlier intervention strategies, 
DHS will be able to better support people in their communities and reduce the need for services 
in more restrictive settings. 

10/1/2015 

CASE 0:09-cv-01775-DWF-BRT   Document 774-3   Filed 10/15/19   Page 103 of 170



Phase 1: Sustainable Single Point of Entry Project 
 
What has changed? 
For DHS partners and providers, there is still a ‘no wrong door’ approach for contacting DHS 
regarding persons in or out of the target population.  
 
DHS staff who receive contacts regarding persons within the target population are asked to 
continue to use the Single Point of Entry phone number (651-431-4056). A Quick Reference 
Tool is included for your convenience.   
 
Starting October 1, 2015 the Single Point of Entry phone number (651-431-4056) will be shared 
with community service professionals, such as case managers and hospital discharge workers, 
who will be instructed to use this phone number when they are working with a person with 
disabilities who needs assistance from DHS to locate appropriate HCBS residential services.  
Also starting October 1st, the target population of the Single Point of Entry process will expand 
to include persons with disabilities at risk of losing or who have already lost their community-
based housing and are in need of new housing or additional supports to maintain or return to 
the most integrated setting of their choice. 

Questions 
If you have any questions concerning the project or Phase 1: Sustainable SPE, please contact 
Peg Booth at peg.booth@state.mn.us or (651) 431-5776. 
 

10/1/2015 
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INTRODUCTION 

In order to develop and maintain services for individuals with disabilities who have complex 
needs, lead agencies and providers may require technical expertise, assistance and 
resources beyond what is readily available in their communities. The Department of Human 
Services (DHS) is often called upon in these situations. Because of a lack of clarity about 
the roles of various divisions within DHS, it is difficult for lead agencies and providers to 
access the right support and technical assistance in a timely fashion. In addition, there is 
lack of clarity as to the role of DHS as a safety net provider. 
 
The Direct Care and Treatment Division (DCT) and the Disability Services Division (DSD) 
began an initiative to address this problem in fall 2014. Their goal was to design and 
operationalize a plan to build community capacity and improve the ability to provide timely, 
appropriate response to crisis situations and clarify roles within and between the two 
Divisions. 
 
A project charter was developed, a team assembled and the project was launched in 
January 2015. The discovery phase was completed between February and March 2015. 
This resulted in a “to be” process design, which in turn lead to several supportive design 
and implementation work streams. A Navigator pilot was conducted between March and 
December as one of the phase two work streams.  
 
In January 2016 the project Leadership Team along with the Office of Continuous 
Improvmeent (OCI) decided to provide dedicated project management to support a 
Navigator Proof of Concept work stream. The work team was charged with evaluating the 
current “Navigator Pilot” and based on that evaluation to design a proposed navigator role 
and process, clarifying criteria, roles and responsibility, organization, work flow, volume and 
work load detail, and improved process and communication links. Lastly the work team was 
charged with outlining what it would take to implement such a role and process including 
key changes, expected outcomes, and benefits. 

APPROACH / KEY FINDINGS 

The approach for the evaluation and design work was accomplished by a work team that 
included members from DSD and DCT who were currently working with the Single Point of 
Entry (SPE) crisis process and Navigator pilots, three County project team members 
(Hennepin, Olmsted and Pope) as well as a regional resource specialist (RRS) team 
member. Subject matter experts were also tagged as needed to influence and vet the 
evaluation findings and inform the proposal. The Project Steering and Leadership teams 
provided input and guidance throughout the process to assure alignment with other work 
efforts and programs. 
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In order to evaluate the navigator pilot and determine ideal navigator role and 
responsibiities it was necessary to look at the entire Single Point of Entry (SPE) process. It 
was important to separate the “normal” work taking place thoughout the process from the 
“Navigator Pilot” work. The overall evaluation goal was to build on what was working and 
identify opportunities to leverage. Findings are listed by theme relative to the SPE process 
and functions. 

SPE Process Strengths and Opportunties 

CareManager – Central sytem currently used by DSD, CSS, CPA, MSOCs and MLB 

 At every point along the process the accessibility and efficiency of having a central 
system that can be accessed as needed by multiple programs to share information 
in real time was noted as a strength and time saver.  

 The drawbacks at this juncture in time are the double entry that every program 
experiences and the limited reporting and data collection currently in place.  

 Another opportunity was the fact that basic data entry into CareManager of SPE 
eligible clients was happening in several functional areas. 

Elevated Collaboration – CPA, Program Coordination, Navigator, Daily Triage 

 The current SPE process facilitates unprecedented collaboration between DCT and 
DSD programs. This collaboration has reduced an enormous amount of duplicate 
work efforts previously spent when no single point of entry existed for the target 
population. 

 There are, however, opportunties through assignment and role clarity to further 
reduce duplicate effort and leverage collaboration more effectively at many points in 
the process. 

Training, Guidance and Support 

 At every process point a certain level of training and guidance is provided to Case 
Management in the form of helping with the most effective referral placement, data 
collection, funding and services guidance and contacts to appropriate resources. 

 There is an opportunity to channel much of this training and guidance to the optimal 
point in or before the process with technical assistance for lead agencies to 
proactively support and connect to the optimal resources and services when dealing 
with placement crisis or potentially avert crisis. 

 An opportunity exists to market one key resource (RRS) to lead agencies as the 
proactive link to guidance and support and Just-in-Time training. 

Clear Published Roles and Responsibilities 

 Improvements can be achieved by the right work being performed at the optimal 
point in the process – for example: all data entry should be performed at the Single 
Point of Entry – Central Pre-admissions (CPA). 
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 There are also opportunities for the right work to be performed by the right staff 
based on the highest value to the Customer and Client – example: baseline referral 
training provided by RRS rather than Program Coodinator or Capacity Builder. 

Reduction of Duplicate Work Effort through Transparency and Team Approach 

 Program Coordination would be more efficient leveraging a collaborative team 
approach. Improvements can also be realized for an accurate, valid crisis waitlist. 

 A united approach to assignments, prioritization and escalation will improve process 
clarity and efficiency. Once criteria is established for navigation assignments, this 
team would be in the ideal place to identify clients who should have navigators and 
escalate the assignment. 

 Assigned Leads could reduce “shot gun” approach to Case Management for data 
collection – saving time and reducing work load through their efforts to collaborate 
internally and consolidate information requests from Case Managers wherever 
possible. 

Clarify and Align Escalation 

 Clear criteria needed that triggers a Navigator assignment 
 Clear criteria needed for exceptional escalation that triggers action/ path to decision 

maker 
Baseline Data Collection and Metrics 

 Accurate data and reporting is needed to understand workload and volume impacts 
for planning, understanding backlog trends and to be able to audit for system 
improvements.  

Navigator Pilot Assessment 

Key Attributes 
 Regional connectivity – understands the landscape and unique needs of their area. 
 Internal DHS expertise - knows how the DHS system works – who to contact and 

how to work through the system 
 Creative problem solver with action orientation  
 Supportive, accountable mentor 

Estimated Work Effort and Volume 

Key work effort was determined by the pilot experience and includes two basic work efforts.  

 Entry – initial reach out and partnering with Case Manager to develop a solution and 
plan. This work is estimated at 5 hours per week for up to 13 weeks (one quarter) 

 Active Monitoring / Check-in: Once the plan is developed and underway the 
navigator will proactively reach out to check progress and offer solutions if barriers 
are encountered. Estimated work effort is 1 hour/week for the duration of the working 
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plan – ending at placement with a 45 day check-in followed by discharge if client is 
stable. 

 Volume: As of this report, the average daily census of the SPE population is 81 
(includes all SPE clients assigned to MLB, SLP, DSD, DCT. The number of 
navigation eligible clients is estimated to be 5-10% of the active census (between 4-
8 clients). 

Pilot Outcomes and Benefits 

 Mentoring and support provided by Navigator pilots enhanced DHS image with Case 
Management and Lead Agencies, DHS was perceived as partnering to find solutions 
to difficult challenges. 

 Leveraging DHS clout resulted in greater accountability and timeliness with providers 
when partnering with Lead Agencies. 

 Working DHS magic within the system – Navigator pilot was helpful in guiding the 
Case Managers through the system that has changed so much over time by 
leveraging optimal internal resources to achieve creative solutions. 

 Better matched placements were accomplished through the Navigator partnership by 
leveraging Person Centered guidance and training resulting in higher success 
potential, more stability and reduced future crisis situations. 

 Individual client success story: The most complex client pilot (duration one year)- a 
client with a history of hospitalization every other month is in a stable community-
based placement (as of March 2016) and has had no hospitalization since 
September 2015, leads her own status meetings, has joined a health club and is 
volunteering.  

SPE NAVIGATION RECOMMENDATIONS AND KEY CHANGES 

Single Point of Entry 

 CPA will be the single point of entry for all SPE data entry. Data entry for 245 
D/BIRF notifications resulting in lost placement will be entered into CareManager by 
CPA rather than Theresa Mustonen CCB. 

Program Coodination and Assignment 

 The Program Coordination Team will take ownership of the Daily Triage Meeting and 
New SPE referral assignments. By the beginning of September, SLP and Adult and 
Children’s Mental Health will join the Daily Triage team with the objective to 
collaborate on solutions, improve service coordination and align work effort in 
preparation for expanded navigation functions and Olmstead crisis expansion. 

 Working as a team they will share client updates, prioritize and escalate SPE clients 
who meet navigation criteria to the RRS supervisor who will either take on or make 
navigation assignments to a mentored RRS navigator 
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 Assigned program leads monitor and check-in with assigned active client Case 
Managers every three weeks to support referral placement and proactive 
communication with the Lead Agencies. 

 Standard notification will be sent at placement to the Case Manager stating that the 
client will be discharged from CareManager in 45 days if client remains stable in new 
placement. Placement information is documented in CareManager by assigned lead. 

 Standard discharge notification is emailed to the CaseManager at 45 days from 
placement when the client is discharged in CareManager 

CBS Crisis Pool (waitlist) 

 Only clients in crisis (have lost or imminent loss of community based housing) will be 
allowed on the Crisis Pool (waitlist). 

 Standard notification procedures in place for placement and discharge. 
 Proactive communication and alignment with MCCP as needed by Program Lead. 

RRS and Navigation 

 Due to the ad hoc nature and low volume of the SPE target population, the low 
number (less than 10%) of the clients that would meet navigator criteria, and the 
alignment of attributes and core functions, the SPE navigation function will to be 
incorporated into the RRS role. 

 The RRS team will be reorganized under one Supervisor and RRS core functions 
will evolve to include proactive crisis referral guidance, support, resource 
connectivity and Just-in-Time training for Case Managers and Lead Agencies.  

 The RRS team will also include a navigation function for SPE clients who meet the 
navigation criteria. The RRS supervisor will determine navigation training, mentoring 
and assignments. 

 The RRS Supervisor will initiate a monthly Navigation meeting, which will include 
cross division navigators. The objective will be to leverage and align work effort and 
to elevate cross division service coordination for individual clients as well as identify 
trends, solutions and barriers to improve system results. 

Cross Agency Resource Team 

 Cross division resources will be leverage on an ad hoc basis by navigators for 
individual client solutions. 

 Cross division resources will also be leveraged as a team to help influence system 
solutions based on navigation and crisis referral trends and reporting.  

 Membership and initial meeting invitations will be confirmed by the end of August. 
The initial meeting will be scheduled in September.  

 This cross division team will look at data coming from the SPE program coordination 
and navigation experience on a quarterly basis to leverage and align larger work 
efforts and to look at potential system solutions and address gaps and barriers. 

Ad Hoc Escalation Team 
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 Formerly involved in the Daily Triage, members of this group will be leveraged 
individually by the Program Coordinators based on the assigned lead needs. 

Data Key Indicator Reporting 

 Baseline and expanded key indicators are outlined in the Implementation plan. 
Accurate data reporting is imperative to effective planning and staffing going forward, 
especially given the ad hoc nature of the volume.  

 Initially the monthly data reports (New, Discharged and Active Census) will be 
handled by Theresa Mustonen.  

 Cassie Birkeland has been identified as our data resource for generating reports. 
Program coordinators and navigators will be involved in the data analysis and 
trending responsibilities – looking to identify barriers and solutions to improve system 
results as well as individual placements.  

NAVIGATION 

Function Purpose: Navigator develops, strengthens and leverages regional and DHS 
system expertise and partnerships to guide, mentor and collaborate with Lead Agency / 
Case Manager offering creative problem solving options and resource connectivity. This 
position exists to advance high priority and complex SPE clients to a quality solution 
through their Lead Agency’s work as well as to forge effective DHS cross boundary program 
resource and service collaboration in identifying individual solutions as well as trends, gaps 
and recommendations for aligned system improvements. This position will collaborate on an 
as needed basis with navigator functions in other cross division areas 

SPE Criteria 

 Person with DD at risk of losing or who has lost community based housing and is in 
need of new housing or additional supports to maintain or return to the most 
integrated setting of their choice. 

High Priority /Complex Clients 

 Imminent loss, highly complex clients with no clear solutions or options; Criminal 
Justice releases, clients with frequent crisis history, children without potential 
placement options, commitments,…. 

Navigator Engagement Criteria 

 Complex SPE (Single Point of Entry) and high priority clients who have lost 
community based housing and the client’s Lead Agency / Case Manager have 
exhausted all known solutions or encountered obstacles beyond their sphere of 
control. 

Important Indicators 

 Navigation is a back end process based on escalation criteria - a navigator cannot 
be requested by a Lead Agency or Case Manager.  
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 Navigators do not perform Case Management work – but guide, mentor and connect 
Case Managers to the right resources and solutions. 

 The RRS team is not the only group where a navigation function exists - CSS, CCB, 
SLP and Mental Health will also support a navigation function. 

TRANSITION AND IMPLEMENTATION CONSIDERATIONS 

The implementation plan is divided into two phases; transtion (June- August) and 
implementation (September to January). Key activities, timelines and responsibility have 
been determined. An implementation, oversight and project management system is 
designed. All documentation and background information is located on the DSD-DCT 
Improvement project SharePoint site. 
 
In an effort to ensure the best project managment transition from Alliant to the Olmstead 
Project Manager – transition meetings have occurred during the past several weeks. The 
implementation plan has been reviewed and all the necessary background information has 
been posted on the SharePoint Implementation and Transition document library. 
 
The following bullets represent parting advice and counsel for implementation success: 

 Program Coordination Team – this team is the heart of the SPE Navigator process. 
The elevated communication and collaboration of this group will ensure the success 
of the process. Their ownership and collaboration in the newly designed Daily Triage 
meeting objectives will ensure continued success. 

 Program Coordinators and navigators should continue to work toward a 
standardized approach to their work – aligning each other along the way. 

 Ensure that the Communication Matrix, which outlines all key meetings and 
communication points, is leveraged appropriately. Objectives and agendas should 
be confirmed and adhered to whenever possible to ensure effective meetings.  

 Team leads need to be confirmed for several of the new meetings as indicated on 
the Implmentation plan and in the Communication matrix. Formal facilitation will be 
important at all key meetings to ensure objectives are met and agendas are 
effective. 

 Suggested project management agendas are also included in the matrix for the key 
Implementation and Oversight meetings as requested by the Olmstead Project 
Manager. 

 The Implementation plan has been designed with key activities and dates. It will be 
the responsibility of the Activity Leads to add more detailed activities, responsibilities 
and actual timelines during the course of implementation work. These should all be 
updated on the Implementation plan posted on SharePoint. Version controls are in 
place. 

 Implementation Team meetings should be leveraged not only for project updates but 
also as work sessions as appropriate. 
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 Staffing and workload will continue to be a challenge. It may be necessary to audit 
key positions to determine opportuntities to ensure the right work is being performed 
by the appropriate role in advance of adding in the navigation function. This may 
apply not only to RRS but to CBS and CSS as well. 

 Once the RRS supevisor is in place, a navigation mentoring plan should be 
established and confirmed and a formal navigation team established. 

 The true navigation function should be completely criteria driven. Every effort should 
be made to ensure that proactive training, guidance and support delivered by the 
RRS core function includes crisis referral system training. Formal navigation should 
be reserved for those clients who have no obvious placement solution and need the 
elevated partership with a DHS navigator to create a solution. 

 The expansion of a navigation function into other areas such as SLP, CSS and Adult 
and Children’s Mental Health will certainly mean that proposed data and meeting 
objectives may need to shift and adapt appropriately as this evolution takes place. 

 Data reporting and analysis is a key function that demands resources and time. The 
key indicators suggested may need to change or evolve to support the kind of 
effective planning and preparation, understand staffing implications and to identify 
system trends going forward. As of this report, data volume and workload 
information has been difficult to confirm. Continued focus and effort toward data 
accuracy and proactive reporting and analysis is imperative. 
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Executive Summary 

Background of the Risk Assessment Survey  

 

The Jensen Settlement Agreement is the result of a lawsuit filed against the DHS in 2009 alleging that 
residents of the former Minnesota Extended Treatment Options (METO) program were unlawfully and 
unconstitutionally secluded and restrained. The Jensen Settlement Agreement allowed the department 
and the plaintiffs to resolve the claims in a mutually agreeable manner. The DHS’s Successful Life Project 
provides therapeutic follow-up to members of the Jensen Plaintiffs’ Class (“Jensen Class Members”) and 
people who had been served at MSHS-Cambridge, which is the program that succeeded METO.1   The 
purpose of therapeutic follow-up is to provide consultation, services and supports to the person and 
their team to help prevent re-institutionalization and transfers to settings that are more restrictive, 
maintain the most integrated setting, and achieve a quality life, as defined by the person.  As required 
by the Comprehensive Plan of Action, the Department established the Jensen Implementation Office to 
manage and coordinate this plan.  The Jensen Implementation Office moved to the Department’s 
Compliance Office in early 2016 and was renamed the Jensen/Olmstead Quality Assurance and 
Compliance Office (JOQACO), and assumed supervision of the Successful Life Project.   

In January-February 2017, the Successful Life Project and DHS’s Jensen/Olmstead Quality Assurance 
and Compliance Office (JOQACO) asked the Case Managers of Jensen Class Members and people 
previously served at MSHS-Cambridge to complete a risk assessment for these people. The risk 
assessment was based on previously published research, and was completed through an online 
survey that Case Managers accessed through a link in an e-mail invitation. The survey was sent to 
the Case Managers for a total of 281 Jensen Class Members and people served at MSHS-
Cambridge, with a 92% survey completion rate. The purpose of the survey was to gather 
information about the nature of behavioral and medical risk in this population with the goal of 
providing better-informed therapeutic follow-up. JOQACO and the Successful Life Project would 
like to thank all of the Case Managers who completed this survey. The survey will be revised and 
will be sent out semi-annually so that JOQACO and the Successful Life Project can continue to 
track risk factors over time in this population. 

Results of the Risk Assessment Survey 

The most relevant five findings are listed below. 
1. People in this population experience a high amount of risk. The average person had seven risk 

factors reported. Three people had 21 risk factors reported.  
2. The following four risk factors were reported for over 50% of the people:  

                                                           
1 MSHS-Cambridge closed in 2014 and replaced with the Minnesota Life Bridge program, which provides 
treatment services in homes integrated within Minnesota communities. 
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• Difficulty with handling stress 
• Difficulty with socialization 
• Taking more than 5 prescription medications more than 3 days a week 
• Difficulty with motivation. 

3. There is an association between each psychiatric diagnosis and particular risk factors. In 
particular, the co-occurrence between Anxiety Disorder, Depressive Disorder and Post-traumatic 
Stress Disorder (PTSD) is very common. In contrast, members with Autism Spectrum Disorder 
(ASD) or Fetal Alcohol Spectrum Disorder (FASD) do not tend to have co-occurring diagnoses of 
Anxiety Disorder, Depressive Disorder or PTSD. In addition, there is no co-occurrence between 
Autism Spectrum Disorder and Fetal Alcohol Spectrum Disorder in this population. 

4. Gender disparities were noted, with females having a higher number of risk factors than males. 
5. There was a clear breakout of 26 people having the highest reported levels of risk.  

Utilization of the Risk Assessment Survey Findings 

 

These findings will be used to improve therapeutic follow-up for these people. There will be efforts to 
provide better supports through both population-wide and individual supports. Population-wide 
strategies will use a population health approach, which has been defined as considering “the health 
outcomes of a group of people, including the distribution of such outcomes within the group.”  
Population health strategies have been embraced by many elements of the health care system in the 
United States, but have been slower to be utilized by services for people with intellectual disabilities. SLP 
population-wide efforts will include the creation of informational support to care providers regarding 
the types of risk experienced by this population and efforts to identify the types of risk that are most 
associated with behavioral crisis. This will enhance the ability of SLP to offer support proactively, prior to 
the onset of a behavioral crisis. Individual follow-up will include contacting Case Managers for people 
with the highest reported amount of risk and building additional expertise into the Successful Life 
Project to address areas of the highest reported level of risk.  

 

There are three important areas of caution that must be noted in interpretation of this report. First, 
these findings are based on Case Manager reporting, and are not otherwise substantiated. Second, 
diagnoses (in particular psychiatric diagnoses) are often reported to vary as many people have multiple 
diagnoses, and efforts to verify reported psychiatric diagnoses using other data sources did not result in 
confirmation of the diagnoses reported in the survey. Third, these findings are only relevant to Jensen 
Class members and people previously served at MSHS-Cambridge. While broader implications can be 
inferred, they are not directly supported.  

  

CASE 0:09-cv-01775-DWF-BRT   Document 774-3   Filed 10/15/19   Page 121 of 170



4 
 

Risk Assessment Survey 

July 2017 

Jensen Class Member Risk Assessment 

Background of the Risk Assessment Survey 

 

The Jensen Settlement Agreement is the result of a lawsuit filed against the DHS in 2009 alleging that 
residents of the former Minnesota Extended Treatment Options (METO) program were unlawfully and 
unconstitutionally secluded and restrained. The Jensen Settlement Agreement allowed the department 
and the plaintiffs to resolve the claims in a mutually agreeable manner. The DHS’s Successful Life Project 
provides therapeutic follow-up to members of the Jensen Plaintiffs’ Class (“Jensen Class Members”) and 
people who had been served at MSHS-Cambridge, which is the program that succeeded METO.2   The 
purpose of therapeutic follow-up is to provide consultation, services and supports to the person and 
their team to help prevent re-institutionalization and transfers to settings that are more restrictive, 
maintain the most integrated setting, and achieve a quality life, as defined by the person.  As required 
by the Comprehensive Plan of Action, the Department established the Jensen Implementation Office to 
manage and coordinate this plan.  The Jensen Implementation Office moved to the Department’s 
Compliance Office in early 2016 and was renamed the Jensen/Olmstead Quality Assurance and 
Compliance Office (JOQACO), and assumed supervision of the Successful Life Project.   

In January-February 2017, the Jensen/Olmstead Quality Assurance and Compliance Office (JOQACO) 
asked the Case Managers of all Jensen Class Members and people previously served at MSHS-
Cambridge to complete a risk assessment on these people. The risk assessment was based on 
previously published research by Dr. Daniel Baker and efforts in other states to assess risk 
presented by people who present behavioral challenges. JOQACO and the Successful Life Project 
(SLP) reviewed prior efforts of this type and added additional questions based on current 
experiences of risk in the therapeutic follow-up group. The questions on the survey are presented 
in the following section.  

 

The survey was completed through an online format that Case Managers accessed through a link 
in an email invitation. The purpose of the survey was to gather information about the nature of 
behavioral and medical risk in this population, with the goal of providing better-informed 
therapeutic follow-up to these people. JOQACO would like to thank all of the Case Managers who 
completed this survey. The survey will be revised and will be sent out semi-annually so that 
JOQACO can continue to track risk factors over time in this population. 

 

The survey was sent to the Case Managers for a total of 281 people, with a 92% survey 
completion rate, as shown in the table below. 321 people are in that group, but 40 were not 

                                                           
2 MSHS-Cambridge closed in 2014 and replaced with the Minnesota Life Bridge program, which provides 
treatment services in homes integrated within Minnesota communities. 
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• 
Engaged in or discussed a plan of deliberate self-harm

 or suicide (42%
 vs. 13%

) 
• 

Difficulty in obtaining support due to factors such as lack of available support, fam
ily or agency instability, or care provider burnout (37%

 
vs 12%

) 
• 

U
se of intoxicating substances (e.g. recreational drugs or alcohol), tobacco, vaping, caffeine, or energy drinks (34%

 vs. 15%
) 

G
ender 

O
verall, fem

ales had ten of the risk factors present at m
uch higher rates than m

ales. For exam
ple, fem

ales w
ere alm

ost five tim
es as likely to 

have engaged in or discussed a plan of deliberate self-harm
 or suicide (39%

 vs. 8%
). They also w

ere tw
o to three tim

es as likely to have: 
• 

Anxiety Disorder (40%
 vs. 19%

) 
• 

Depressive Disorder (19%
 vs. 6%

) 
• 

FASD (19%
 vs. 7%

) 
• 

U
se of inpatient psychiatric care m

ore than once in the past year (21%
 vs. 7%

) 
• 

Difficulty im
plem

enting the behavior plan or health care plan (31%
 vs. 15%

) 
• 

N
on-com

pliance w
ith m

edication (20%
 vs. 8%

) 

Age 

O
verall, people aged 22 to 35 had eight risk factors present at m

uch higher rates than older groups, especially those aged 51 and older. They 
w

ere m
ore than tw

ice as likely to have tim
es as likely to have FASD (17%

) than people aged 36 to 50 (8%
) and 51 to 74 (0%

). People aged 22 to 
35 w

ere also m
ore likely to have: 

• 
Engaged in or discussed a plan of deliberate self-harm

 or suicide (22%
) than people age 36 to 50 (18%

) and 51 to 74 (4%
) 

• 
Difficulty im

plem
enting the behavior plan or health care plan (26%

) than people age 36 to 50 (18%
) and 51 to 74 (8%

) 
• 

Difficulty in obtaining support due to factors such as lack of available support, fam
ily or agency instability, or care provider burnout 

(24%
) than people age 36 to 50 (11%

) and 51 to 74 (8%
) 

In addition, people aged 36 to 50 w
ere less likely to have frequent em

ergency use of physical restraints in a 90 day period (1%
) than people age 

22 to 35 (9%
) and age 51 to 74 (6%

). 
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problematic or challenging behavior. These side effects in particular will be explored. Please refer to 
Table 5.  

4. JOQACO and SLP will further investigate the gender disparities noted. Please refer to Table 10.  
There are multiple possible explanations for this phenomenon. Further investigation of these 
considering additional multivariate analyses will be explored. 

5.  JOQACO and SLP will create informational resource materials for people receiving therapeutic follow-up 
based on reported areas of need in Tables 3-7.   Two of these resource materials have already been 
created and are in final preparation for dissemination: 

A. Behavior Road Map 
B. Mental Wellness Fact Sheet 

A third resource material is in preparation, with a completed draft: Stress Management Fact Sheet. 

Additional resources may be completed in the following areas:  
A. FASD 
B. Addressing unwillingness to follow medical orders 
C. Social skill development 
 

6. Table 9 presents information suggesting that, in terms of risk, people with FASD, ASD, and Mental 
Health disorders are different populations. SLP will explore gathering additional expertise in providing 
supports for these behaviorally disparate groups and explore developing treatment packages for these 
groups. While every person is different and interventions need to be tailored to each situation, 
establishing a common “playbook” or starting point in designing services will create greater efficiencies 
in treatment design.  

 
7. JOQACO and SLP will explore finding resources within Minnesota to provide additional therapeutic 

services for areas of risk identified in the findings of the Risk Assessment. These include treatment 
providers for specific psychiatric diagnoses, advanced knowledge about FASD, and sexual health. 

 

Individual Supports  

 
1. JOQACO and SLP identified the top 26 people based on level of risk factors and has already provided 

direct follow up to Case Managers regarding the nature of that person’s risk. The SLP Coordinator 
contacted these Case Managers in July 2017 to inquire about the adequacy of supports for these people 
and is in the process of gathering responses. People with higher risk also will be targeted to receive 
additional SLP follow up when SLP supports are not actively being provided. These data are presented in 
aggregate in Table 2.  

2. JOQACO and SLP will use the risk factors identified as the starting point for any future consultation. SLP 
will focus on using person-centered planning tools to address some of the risk factors, (e.g., 
communication difficulties, which are a specific focus on Person-centered Plans.). 

3. The Risk Assessment will be built into the SLP intake process when initiating support for a person, with 
completion by support providers rather than Case Managers.  
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4. SLP will explore development of Unique Treatment Plans for people who have frequent psychiatric 
hospitalizations. SLP will develop a common template. This is currently being piloted with one person 
supported by SLP currently in a hospital in Willmar, MN.  This hospital is interested in creating Unique 
Treatment Plans for all people with IDD who are admitted from a residential provider, and ultimately for 
all people who have an IDD they serve.  

5. JOQACO and SLP will use the Risk Assessment in a longitudinal manner to determine if there is a 
reduction in reported risk factors for people receiving SLP supports.  

 

 

 

Future Use of the Risk Assessment  

 
1. The Risk Assessment will be completed semi-annually, with revisions and clarifications to the survey, 

including adding changes in residence, additional psychiatric diagnoses options, and adding questions 
based on additional types of risk noted in the open ended questions. 

2. JOQACO and SLP will track individual responses over time. If there are increases in risk factors, JOQACO 
will provide a follow up to determine if additional supports are needed. 

3. Additional analysis will be carried out on future risk assessment information in order to determine 
whether particular risk factors are predictive of negative preventable outcomes for Jensen Class 
members and people previously served at MSHS-Cambridge. 
 

 

Limitations of the Risk Assessment Survey 

There are three important areas of caution that must be noted in interpretation of this report. First, these 
findings are based on Case Manager reporting and are not otherwise substantiated. Second, this group often has 
many diagnoses, in particular psychiatric diagnoses, which vary over time. Efforts to verify reported psychiatric 
diagnoses using other data sources did not result in full confirmation of the diagnoses reported in the survey. 
Third, these findings are specific to Jensen Class members and people previously served at MSHS-Cambridge. 
While broader implications can be inferred, they are not directly supported.  
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CRISIS RESPITE REPORT 

 

 
This analysis shows that 15 minute unit utilization has remained fairly stable over time, but daily unit utilization 
has increased since 2014.  Additionally, the number of recipients and providers has increased.  This analysis only 
indicates utilization and should not be used to infer causation or the level of need for crisis services.  For 
example, it cannot be determined whether the increase in recipients indicates an increase in the number of 
people needing crisis services or whether need remained consistent over time but more recipients used services 
due to the increase in providers.  Because of these limitations, the results of this analysis should not be used to 
predict future crisis respite utilization.   
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CRISIS RESPITE REPORT 

Analysis and Next Steps 

The Community Capacity Building team initiated this analysis to understand the state of crisis respite services in 
Minnesota and to begin to consider next steps.  This report indicates a need for more crisis services and additional 
provider capacity to train direct support professionals in delivering effective intensive behavior support services to 
successfully support people in community settings and avoid hospitalizations. In addition, the length of stay in crisis 
respite homes indicates the need to identify other solutions which will require continued and possibly expanded system 
analysis. 

Of importance to describe here is that DHS has standardized the referral process for DHS-operated crisis and residential 
services so there is a single point of entry.  Single Point of Entry (SPE) is intended to coordinate crisis resolution 
responses for people with developmental disabilities and related conditions. The DHS Single Point of Entry team includes 
representatives from the: 

• Disability Services Division 
• Behavioral Health Division 
• Direct Care and Treatment Division 
• Successful Life Project. 

SPE has been operating since 2015.  Data analysis on this effort including what is working well and what needs to change 
is currently underway. 

Consistent with the data in this analysis, the Community Capacity Building Team and partners within Disability Services 
Division are engaging in the following activities: 

o Met with members from Behavioral Health to look at crisis services across divisions. 
o Started a provider community of practice with outstate crisis respite providers. This group meets on a 

monthly basis and is intended to be a place for support, learning, discovery and resource development.  
o Began to host cross divisional meetings to determine potential options for determining crisis respite 

needs by county. 
o Began to attend cross agency meetings to determine critical aspects of crisis respite services and 

understand why so few providers provide crisis respite unit based services. 
o RRS and the CCB team staff have met with Jim Temple and Beth Nord with MCCP to learn more about 

how the program operates financially, programmatically, and what resources MCCP offers to crisis 
respite providers and counties. 

o Engaged the Direct Care and Treatment DHS division in discussing: 
 CSS capacity and possible expansion. 
 MSOCS safety net services – what this means and how to maximize the 100+ community based 

homes with DHS direct support professionals. 
o Started meeting with the QADC Services, Direct Care and Treatment leadership and DSD staff around 

the SPE process to analyze effective current practices and adjust to meet changing needs. 
 

The Community Capacity Building team has also identified the following next steps for continued work:  
 

o Compare service termination data to BIRF data to assess for correlation between behavioral incidents 
and service termination.  

o Compare service termination data to information about 911 calls. 
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o Consider if there are any correlations in behavioral incidents, 911 calls or demographic information to 
service terminations to see if there are predictors in order to intervene earlier.  

o Consider how utilization of crisis respite services have changed over time. 
o Engage with counties and professionals to learn more about the need for crisis respite services within 

specific counties and regions.  
o Continue to engage with Direct Care and Treatment leadership around the possible maximization and 

efficient use of DHS safety net resources to better meet the needs of people experiencing crisis. 
o Continue to engage with the QADC Services and Direct Care and Treatment leadership about the SPE 

process. 
o Continue to evaluate crisis respite utilizations. 
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2018 - 2019 Direct Support Workforce Survey 
Prepared for the Minnesota Olmstead Subcabinet 

May 2019 
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 8 

Turnover and job vacancies 

Workforce stability is critical to adequately support people with disabilities and older adults. Measures that are 
helpful to understand the stability of the workforce are the proportion of people that leave positions in any 
given year, or turnover, and how many positions are not filled, or job vacancies.   

Turnover 

Turnover is a measure used to understand the stability of the workforce because it may indicate that people are 
not staying in positions long enough to gain experience to perform their work adequately. High turnover in the 
first year of employment may indicate a more inexperienced workforce. An unstable, inexperienced workforce 
that supports people with disabilities and older adults can result in further problems because there may not be 
opportunities to build personal relationships and trust. 

During the survey period, the national average turnover rate for the healthcare and social assistance industry, of 
which direct support worker-like occupations are included, was 33%7. This survey looked at the turnover for full-
time and part-time direct support workers, and found that the median turnover rate for direct support workers 
statewide was over 33%, with 46.2% of that turnover occurring in the first 6 months of employment. For part 
time workers the median turnover rate is 33.3%, of which 49% was within 6 months of hire. If turnover 
continued for the entire part-time workforce at this rate, the workforce would be completely replaced within 26 
months. For full-time workers the median turnover was slightly lower at 28%, with 40% of that turnover in the 
first 6 months of hire.  

Vacancy Rates 

High percentages of job vacancies would indicate that there are not enough workers to fulfill the demand in the 
field, meaning those that are employed are doing too much work or that work is not being completed. During 
the same period covered in this survey, the Minnesota job vacancy rate was 4.4%8 for all positions. The full-time 
median statewide vacancy rate for direct support workers is over nine percentage points higher, at 13.5%.   

The combination of high turnover and high job vacancies together indicate an unstable workforce that does not 
have the experience to learn their jobs fully while also taking on more work to make-up for the unfilled 
positions. This level of work can lead to burnout and the further loss of direct support workers from an already 
strained workforce.  

                                                           

7 Health care and social assistance category; https://www.bls.gov/news.release/jolts.t16.htm  

8 https://mn.gov/deed/data/data-tools/job-vacancy/  
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 9 

Supervisors 

In addition to direct support workers, supervisors play an integral role in the success of the service systems for 
people with disabilities and older adults. They provide oversight to the work of direct support workers and often 
step in to fill gaps in availability of staff. The model of supervision varies by provider organization, though 
broader measures of workforce stability can be applied.  The median salary for supervisors was $40,729. The 
statewide turnover and vacancy rate for supervisors were both lower than direct support workers and the 
national average turnover, which could point to more stability in this group, even if some instability still exists. 

In order to better understand how unfilled direct support shifts are being filled with high turnover and vacancy 
rates for direct support workers, provider organizations were also asked if supervisors were compensated above 
and beyond their salaries when required to work any unfilled direct support shift. Of the provider organizations 
that responded, only 34% offered some type of additional compensation for these shifts, meaning that 66% of 
organizations do not. The compensation offered to supervisors in these cases included a one-time bonus, 
differential pay, and the direct support worker wage for the hours worked.  

Conclusion 

The Minnesota Direct Support Workforce survey provided a level of detail about the direct support workforce 
that previously was not available. This information will expand the conversations about wages and benefit 
access for direct support workers, and lend itself to the broader conversation about the direct support 
workforce crisis the nation is experiencing.  

The data gathered from this survey, however, represents only the providers in the random stratified sample who 
were able to complete the survey voluntarily.  While rigorous sampling methods were used to create the 
potential pool of provider respondents, smaller providers reported that they did not have the time or staff 
resources to complete the survey. Required reporting for all providers could yield different values, or outcomes 
from the same questions.  

Further investment and work on this type of data collection in an ongoing manner is necessary to expand the 
understanding of the direct support workforce in Minnesota. The Governor‘s 2019 budget mandates this type of 
reporting. Continuing to study and report on the health of the direct support labor market is critical to informing 
and monitoring future investments in this workforce. 
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