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Executive Summary 
Central Minnesota Mental Health Center (CMMHC) is a diverse organization committed to a trauma -
informed environment which fosters healing for the people and communities we serve. Open for business 
in 1959 and formally established as a 501(c)(3) private not-for-profit in 1964, CMMHC was among the initial 
wave of community mental health centers in Minnesota. Since its modest beginnings 60 years ago, CMMHC 
has grown to be an organization of nearly 300 staff, 17 service lines, and in 2019 served over 10,000 
unduplicated adults and youth (70% Medicaid eligible) who experience Serious Mental Illness (SMI), Severe 
Emotional Disturbance (SED), and Substance Use Disorders (SUD). 

 
 

 
Collaboration: 

We collaborate to provide excellence in 

care for each other, the people we 

serve, our partners and communities. 

 
 
 
 

During 2019, the Leadership team, CMMHC staff representing most programs, Stearns County, Minnesota 
Association of Community Mental Health Programs (MACMHP) and local law enforcement met regularly to 
develop a strategic plan for CMMHC. This collaborative effort resulted in a robust plan that identified key 
areas to address within the communities CMMHC serves. Therefore, the focus of this community needs 
assessment is an extension of the strategic plan created, with additional information from several area 
sources. One of the overall goals included in the strategic plan is actively pursuing certification to become a 
Certified Community Behavioral Health Clinic (CCBHC). During the initial process of identifying Strengths, 
Weaknesses, Opportunities, and Threats (SWOT) our team identified our two core philosophies as strengths. 
Trauma Informed Care (TIC) and Health Integration shape everything we do for our clients and community. 
The addition of Rapid Access Psychiatry (RAP) and access to CentraCare Epic records allow for excellent 
collaboration of care. 

CMMHC intends to better understand health issues while focusing on both needs and assets in our 
surrounding communities. By gathering recent statistics and bringing people together to look at the many 
factors that influence health, we have selected strategies that can improve health for all and make changes 
that will have a lasting impact. The areas of focus for this assessment are Social, Economic and Health 
Behaviors. 

Community Needs Assessment Work Group 
To begin the process of completing this assessment, CMMHC identified a work group made up of staff within 
our agency to gather data and reach out to the communities we serve for support and direction in developing 
areas of focus. This work group has been collaboratively and systematically identifying and analyzing health 
issues in the communities we serve. In addition to connecting the already developed strategic plan, this group 
has reached out in person to CentraCare Clinic in St. Cloud, MN, and reviewed and included information from 
recently completed community assessments within the four counties we serve: Benton, Sherburne, Stearns, 
and Wright. 
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We used the Plan, Do, Study, Act model to gather, assess and apply data from all four counties to highlight 
resources or show lack of supports for our areas of focus. 

 

 

 
 

I. The plan was carried out and each 
staff researched an assigned area 
based on the chosen focus areas. 
The large amount of data available 
turned out to be a barrier in some 
areas, with a lack of data being a 
barrier in others. 

 
II. The data was analyzed and 

included in the Community Needs 
Assessment. Resources, pertinent 
to the established goals, were 
highlighted for all   four counties. 
Data and resources will need to 
be updated annually. 

 
III. The lack of resources in any given 

area will be taken into consideration 
to support specific steps in the 
implementation of the Certified 
Community Behavioral Health 
Clinic. 

 
 
 
 
 
 
 
 

Limitations 
While this Central Minnesota Mental Health Community Needs Assessment presents many important issues 
and topics, it does not present every possible health-related issue. The issues and indicators chosen are 
intended to reveal the scope and complexity of population health, but space does not allow for each of 
them to be thoroughly documented. Therefore, the assessment should not be considered a formal study or 
research document investigating the causes of each issue raised or providing a detailed analysis of the data. 
Volumes have been written on many of these issues, and references are provided throughout to enable 
access to additional information. 
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Demographic of CCBHC Service Area  
CMMHC delivers outpatient behavioral health services in five clinics located in St. Cloud, Waite Park, 
Monticello, Buffalo and Elk River, in the counties of Benton, Sherburne, Stearns and Wright. 
According to US Census Bureau July 1, 2018 estimates, the four counties served by CMMHC have a total 
population of approximately 432,000, including 23,756 (5.4%) veterans and 19,438 (4.5%) foreign-born 
residents.  In this region of small urban, exurban and rural areas, 7.2% are non-white, and 3% are 
Hispanic/Latino.  According to the Minnesota County Health Tables (2017), approximately 75,000 (17%) are 
enrolled in Medicaid, and approximately 122,000 (28%) are age 19 or younger.                                                                                                                                         

Veterans 
St. Cloud (Stearns County) is the home of a Veterans Administration (VA) Medical Center which has a robust 
array of behavioral health services for veterans but is by their own assessment insufficiently integrated into the 
community and a limited resource for veterans who do not qualify for VA benefits. There also exists a large, 
multi-site for-profit behavioral health agency, a small number of non-profits, and an uncoordinated patchwork 
of small group or solo practices. 

Native American and Indigenous 

The Native American population in CMMHCs four-county area is very small (approximately .37% or roughly 
1,600 people according to mncompass.org). There is not a tribal nation within our four-county area, and the 
closest is the Mille Lacs Band of Ojibwe, which is 58 miles from St. Cloud in Mille Lacs County. In 2019, 
CMMHC served 169 individuals in all programs who identified themselves as Native American. 

East African population  
St. Cloud is located in the counties of Benton, Sherburne and Stearns. There is a strong representation of 
Somali people who have settled in this area. Like other immigrants, Somalis in Minnesota are younger than the 
general population with a median age of about 25 years. The median age of the state’s general population is 
more than a decade older at 37 years. Given their economic situation, historical trauma, personal experiences, 
and environmental stressors this population is likely at higher risk for need of services. 
Significant cultural beliefs regarding mental health, gender, traditions and customs, as well as language may be 
different from those traditionally settled in the area. According to the following charts, which indicate clients 
seen at CMMHC broken down by race, only seven self-reported East Africans have received mental health 
services, which demonstrates that we are not actively meeting the mental health needs of this population. 
 
Clients served at CMMHC by county: 

Benton County 2019 
 

Client’s Race # Unduplicated 
Clients 

% Census # Clients 
below 18 yrs. 

# Clients 
18-64 yrs. 

# Clients 64 yrs. 
and older 

American Indian/ 
Alaskan 

19 2.22% 0.70% 3 15 1 

Asian 4 0.47% 1.20% 1 3 0 

Black or African 
American 

48 5.61% 4.60% 17 31 0 

East African 0 0.00%  0 0 0 

Hawaiian/Pacific 
Islander 

2 .23% 
 

0 2 0 
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Hispanic or Latinx 5 .58% 2.5% 0 5 0 

Multiracial 32 3.74% 2.0% 16 16 0 

Not Hispanic or 
Latinx 

0 0.00% 89.4% 0 0 0 

Other 14 0.23%  6 8 0 

Unknown 102 11.93%  38 62 2 

White 629 73.57% 91.6% 121 470 41 

 
  Sherburne County 2019 
 

Client’s Race # Unduplicated 
Clients 

% Census # Clients 
below 18 yrs. 

# Clients 
18-64 yrs. 

# Clients 64 yrs. 
and older 

American Indian/ 
Alaskan 

23 1.43% 0.60% 9 14 0 

Asian 9 0.56% 1.30% 4 5 0 

Black or African 
American 

74 4.59% 2.90% 33 41 0 

East African 0 0.00%  0 4 0 

Hawaiian/Pacific 
Islander 

4 0.25% 
 

0 0 0 

Hispanic or Latinx 2 0.12% 2.70% 0 2 0 

Multiracial 44 2.73% 2.1% 36 8 0 

Not Hispanic or 
Latinx 

0 0.00% 90.90% 0 0 0 

Other 22 1.37%  16 15 1 

Unknown 125 7.76%  36 82 7 

White 1308 81.19% 93.2% 384 858 66 

 

  Stearns County 2019 
 

Client’s Race # Unduplicated 
Clients 

% Census # Clients 
below 18 yrs. 

# Clients 
18-64 yrs. 

# Clients 64 yrs. 
and older 

American Indian/ 
Alaskan 

56 1.93% 0.40% 12 41 3 

Asian 31 1.07% 2.40% 5 26 0 

Black or African 
American 

270 9.33% 7.00% 50 215 5 

East African 7 0.24%  1 6 0 

Hawaiian/Pacific 
Islander 

3 0.10% 0.10% 0 3 0 

Hispanic or Latinx 20 0.69% 3.50% 2 18 0 

Multiracial 108 3.73% 1.70% 48 58 2 

Not Hispanic or 
Latinx 

0 0.00% 85.50% 0 0 0 
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Other 53 1.83%  16 36 1 

Unknown 397 13.71%  62 310 25 

White 1950 67.36% 88.40% 306 1523 121 

   Wright County 2019 
 

Client’s Race # Unduplicated 
Clients 

% Census # Clients 
below 18 yrs. 

# Clients 
18-64 yrs. 

# Clients 64 yrs. 
and older 

American Indian/ 
Alaskan 

19 .60% 0.40% 10 9 2 

Asian 13 .41% 1.30% 4 8 1 

Black or African 
American 

66 2.09% 1.60% 22 42 2 

East African 0 0.00%  0 0 0 

Hawaiian/Pacific 
Islander 

2 0.06% 
 

1 1 0 

Hispanic or Latinx 18 0.57% 3.10% 8 9 1 

Multiracial 61 0.93% 1.80% 42 18 1 

Not Hispanic or 
Latinx 

1 1.03% 92.10% 0 1 0 

Other 36 1.14%  7 26 3 

Unknown 356 11.26%  114 228 14 

White 2589 81.90% 94.70% 766 1738 85 

 
Social Determinants of Health Data  
Employment Status of County Population Aged 25 to 64 Years Old 

Information taken from https://statisticalatlas.com/state/Minnesota/Overview 

 Benton Sherburne Stearns Wright 

Category Count Percent Count Percent Count Percent Count Percent 

Armed Forces 14 0% 0 0% 32 0% 90 .1% 

Employed 24000 66.6% 48800 70.6% 84300 68.9% 69600 72.1% 

Unemployed 1078 3.5% 2062 3% 4212 3.4% 3196 3.3% 

Not in Labor 
Force 

9137 29.8% 18300 26.5% 33800 27.7% 23600 24.5% 

 
Highest Level of Education Among People Aged 25 Years and Older 

Information taken from https://statisticalatlas.com/state/Minnesota/Overview 

 Benton Sherburne Stearns Wright 

Category Count Percent Count Percent Count Percent Count Percent 

Higher Degree 9396 35.4% 23600 40.3% 37300 39.5% 33400 40.1% 

High School Diploma 15100 56.9% 31600 54.1% 49700 52.6% 4500 54.1% 

No High School Diploma 2055 7.7% 3237 5.5% 7480 7.9% 4799 5.8% 
 
 
 

https://statisticalatlas.com/state/Minnesota/Overview
https://statisticalatlas.com/state/Minnesota/Overview
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Income and Poverty 
Information taken from https://www.mncompass.org/profiles/county 

 Benton Sherburne Stearns Wright 

Median Household 
Income 

$51, 800 $89,250 $62,789 $84,974 

 Count Percent Count Percent Count Percent Count Percent 

Income Below Poverty 4071 10.3% 5912 6.4% 19552 12.9% 6122 4.6% 
 
Cost-Burdened Households 
Information taken from https://www.mncompass.org/profiles/county 

 Benton Sherburne Stearns Wright 

Category Count Percent Count Percent Count Percent Count Percent 

Cost-burdened 
Households 
(total) 

4604 28.4% 6731 21.1% 14509 24.9% 10432 22% 

Cost-burdened 
Owner 
Households 

2225 20.2% 4524 16.8% 6921 17.2% 7094 18.1% 

Cost-burdened 
Rental 
Households 

2379 45.9% 2207 43.6% 7588 42% 338 41% 

 
Population 65 and under without health insurance coverage 
Information taken from https://www.mncompass.org/profiles/county 

Benton Sherburne Stearns Wright 

Count Percent Count Percent Count Percent Count Percent 

1595 4% 2752 3% 6662 4.2% 5143 3.8% 
 
Disability Status 
Information taken from https://www.mncompass.org/profiles/county 

Benton Sherburne Stearns Wright 

Count Percent Count Percent Count Percent Count Percent 

5488 13.9% 9764 10.6% 19602 12.5% 14793 11.1% 
 
Students Reporting That They Feel Safe in Their Neighborhoods  
Information taken from http://www.sumn.org/data/location/ 

 Benton Sherburne Stearns Wright 

Category Count Percent Count Percent Count Percent Count Percent 

8th Grade 392 94% 1290 96.7% 1412 95.6% 1045 96.2% 

9th Grade 3825 93.9% 1248 97.8% 1260 95.9% 1125 97.6% 

11th Grade 278 93.9% 971 97.6% 1152 97.3% 855 97.4% 

All Grades 1052 91.4% 4792 96.2% 5074 94.9% 4067 96.3% 
 
 
 
 

https://www.mncompass.org/profiles/county
https://www.mncompass.org/profiles/county
https://www.mncompass.org/profiles/county
https://www.mncompass.org/profiles/county
http://www.sumn.org/data/location/
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Students Reporting That They Feel Safe at Home  
Information taken from http://www.sumn.org/data/location/ 

 Benton Sherburne Stearns Wright 

Category Count Percent Count Percent Count Percent Count Percent 

8th Grade 420 94.2% 1284 96% 1432 96.9% 1050 96.7% 

9th Grade 415 97.2% 1242 97.3% 1274 97% 1118 96.9% 

11th Grade 332 98.5% 968 97.1% 1161 97.9% 843 96.1% 

All Grades 1586 96.5% 4840 96.9% 5197 97% 4090 96.7% 

 Special Populations Data  
Veterans 

Goal: Provide mental health and substance use disorder services to supplement and/or fill needs that are 
lacking for veterans, and/or their families, in our service areas. 

According to the 2020 Minnesota Department of Veterans Affairs (MDVA) report, the four-county region has 
25,419 veterans.  The State Soldier Assistance Program (SSAP) has provided financial assistance of $493,116 to 
veterans in Benton, Sherburne, Stearns, and Wright counties. 

Homeless 
Goal: to provide support and guidance to all families and individuals in need of adequate housing. By making   
housing a priority we can lay the groundwork for a successful treatment regimen leading to recovery.  
When completing the SWOT analysis, housing was viewed as an opportunity. 

The effects of homelessness are far-reaching and often considered necessary before an individual can focus on   
their own wellbeing. The Minnesota Housing First Foundation believes every individual has worth and human 
dignity and deserves the basic provision of shelter as a necessity of life. 

Census Data Benton Stearns Sherburne Wright 

Population Estimate, July 1, 2019 40,889 161,075 97,238 138,377 

Veterans (2014-2018) 2,322 9,290 5,410 6,743 

Foreign Born (2014-2018) 4.00% 6.80% 3.30% 2.80% 

Housing Units 2019 17,495 65,662 34,757 53,282 

Owner Occupied Housing 2014-2018 66.90% 69.00% 82.60% 81.70% 

Median Gross Rent 2014-2018 $738 $808 $960 $935 

Homes w/computer 2014-2018 89.30% 90.40% 93.60% 91.70% 

Homes w/internet 2014-2018 80.10% 80.70% 86.90% 84.90% 

Disability under 65, 2014-2018 9.20% 7.20% 6.10% 6.40% 

No Health Insurance, under 65 4.50% 5.30% 3.60% 4.00% 

In Civilian Labor Force (ages 16+, 2014-2018) 70.50% 72.00% 72.90% 74.30% 

Median Household Income (2014-2018) $56,357 $60,606 $85,818 $81,881 

Persons in Poverty 10.20% 12.40% 6.50% 4.90% 
     

Reported totals for homelessness in the four-county 
area: 

    

Homelessness 29 104 11 14 

http://www.sumn.org/data/location/
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 Foster Care 
 Information taken from https://edocs.dhs.state.mn.us/lfserver/Public/DHS-5408LA-ENG 

 Benton Sherburne Stearns Wright 

Number of children who experienced out-of-home care 135 138 397 216 

Number of children under state guardianship 38 29 77 59 
 

Corrections 
There is a Minnesota Correctional Facility in St. Cloud, MN.  Per the Minnesota Department of Corrections 
website (https://coms.doc.state.mn.us/tourreport/03FacilityInmateProfile.pdf), there were 756 adult offenders 
under their responsibility on 3/17/2021, with 690 offenders at the facility.  
  
Medically Underserved 
Index of Medical Underservice Score, from https://data.hrsa.gov/tools/shortage-area/mua-find 

This attribute represents the Index of Medical Underservice (IMU) score. The lowest score (highest need) is 0; 
the highest score (lowest need) is 100. To qualify for designation, the IMU score must be less than or equal to 
62.0, except for a Governor designation, which does not receive an IMU score. The score applies to the MUA or 
MUP, and not to individual portions of it. 
 

Benton Service Area, (Benton/Morrison County, Non-Rural) 55.0 
Benton Service Area, (Benton/Sherburne County, Partially Rural) 60.5 
Low Income-Wester Rural SA (Stearns County – Rural) 59.6 
Low Income – Kimball (Stearns County – Non-Rural) 62.8 
Cokato City Service Area (Wright County, Non-Rural) 59.8 

  
Mental Health Data 
Mental Health Professional Shortage Areas  
All four counties in our region, Benton, Sherburne, Stearns, (11/15) and Wright (4/14) are designated by Health 
Resources and Services Administration (HRSA) as behavioral healthcare provider shortage areas. 
 
Substance Use Data: Students  

 All 8th Grade 9th Grade 11th Grade 

Any use of alcohol in the past 30 days 1595 (14.88%) 353 (8.42%) 505 (13.11%) 737 (23.52%) 

5 or more drinks in a row in the past 30 days 635 (5.02%) 107 (2.56%) 155 (4.04%) 373 (11.99%) 

Smoking a cigarette in the past 30 days 367 (3.99%) 86 (2.07%) 96 (2.49%) 185 (5.85%) 

Use of e-cigarette in the past 30 days 1916 (17.26%) 448 (10.75%) 610 (15.9%) 858 (27.91%) 

Use of marijuana in the past 30 days 836 (7.56%) 149 (3.57%) 231 (6.05%) 456 (14.82%) 

Use of methamphetamine in the past 12 months 82 (.82%) 18 (.56%) 34 (.94%) 30 (.98%) 

Use of MDMA/Extasy in the past 12 months 127 (1.16%) 23 (.53%) 47 (1.25%) 57 (1.84%) 

Use of Crack/Cocaine in the past 12 months 144 (1.34%) 38 (.92%) 51 (1.39%) 55 (1.66%) 

Use of LSD, PCP, or other Psychedelics in the past 12 months 202 (1.88%) 36 (.88%) 71 (1.91%) 95 (3.08%) 

Use of Heroin in the past 12 months 76 (.72%) 19 (.45%) 30 (.71%) 27 (.86%) 

Use of prescription drugs not prescribed in past 30 days 402 (3.68%) 144 (3.52%) 130 (3.44%) 128 (4.17%) 

Use of prescription pain relievers not prescribed in past 12 months 369 (3.38%) 93 (2.31%) 127 (3.47%) 149 (4.86%) 

 
 
 

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-5408LA-ENG
https://coms.doc.state.mn.us/tourreport/03FacilityInmateProfile.pdf
https://data.hrsa.gov/tools/shortage-area/mua-find
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Substance Use Data: Adults  
Using the Substance Use in Minnesota (SUMN) website (sumn.org), in the four-county area, treatment 
admissions in 2017 are provided below: 
 

 Benton County Sherburne County Stearns County Wright County 

Substance used Count Percent   Count Percent Count Percent 

Alcohol 172 43.8% 634 39.9% 315 43.2% 408 36.6% 

Marijuana 60 15.3% 132 16.7% 222 15.1% 183 16.4% 

Methamphetamines 98 24.9% 172 21.8% 381 26% 299 26.8% 

Opioids 56 14.2% 133 16.9% 173 11.8% 183 16.4% 

Sedatives, hypnotics 
and anxiolytics 

Data unavailable 
 

7 .9% Data Unavailable 19 1.7% 

Other substances 6 .8% 12 .8% Data unavailable 

Amphetamines (other 
than 
methamphetamines) 
and stimulants 

Data unavailable 6 .4% 6 .5% 

Crack/cocaine 23 2.9% 36 2.5% 14 1.3% 

Hallucinogens, 
phencyclidine, inhalants 
and all other 

Data unavailable 

 
Unmet Needs of Service Area 
Crisis Mental Health Services 
CMMHC’s Crisis line is available 24 hours a day, 7 days a week.  When a phone intervention does not successfully 
stabilize a client, crisis staff offer a face-to-face mobile visit. The mobile Crisis Response Team provides 
community-based mental health crisis services to children and adults experiencing a mental health crisis.     
The Crisis Response Team can travel to homes or community locations in the four-county area to help individuals 
in crisis cope with immediate stressors.  They perform suicide assessment, safety planning and coping skills 
education as well as make needed referrals.   
For clients who call from out of our four-county region as designated by the state as Benton, Stearns, Sherburne 
and Wright counties, connection to their designated crisis team/crisis residential program in their areas will be 
provided.  
After an initial mobile crisis visit, crisis staff offer crisis stabilization services to clients who may benefit.  
Stabilization services can be offered for 14 days after an initial visit for children (under age 18) and for 30 days 
after initial visit for adults.  These visits are voluntary and can be declined by the client. The focus is on continued 
stabilization, ongoing support, coordination with other providers on the team, follow-up on referrals that were 
placed, and review of skills learned. Crisis staff will follow up on any further hospital visits that had happened 
since the last visit including inpatient psychiatric admissions.  
The Crisis Response Team works alongside law enforcement in the field whenever requested.  If intervention is 
needed quicker than waiting for a crisis practitioner to get into the community, a telehealth intervention is 
offered.   
At times, it is difficult to get an interpreter when one is needed to communicate effectively, becoming an unmet 
need.  The agency is continuously striving to build additional interpreter relationships and contracts to increase 
access for non-English speaking clients.   
 
Crisis Staff Plan 
Under the CCBHC, Crisis will need to increase staff and expand to all our sites eventually. To begin with we 
estimate adding three new staff in 2021. 
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Withdrawal Management and Detoxification   
Withdrawal Management (WM) Levels of Care 1 and 2 will be available for all clients who meet criteria for 
Medication Assisted Recovery (MAR).  MAR services utilize medication to address the symptoms of mild to 
moderate or persistent withdrawal for people who are not at risk of severe withdrawal syndrome. In 
combination with other supportive services, MAR services allows individuals to physically tolerate their 
symptoms while staying in their treatment program or recovery community. By remaining in the community, 
people can continue to build long-term supports to increase their chances of long-term success in recovery. 
 
Client-Centered Treatment Planning, Screening, Including Risk Assessment and Crisis/Safety Planning 
The Access Team, which includes staff completing intake for new clients, will use the Columbia Risk Assessment to 
determine a level of risk for clients. All providers will also use the Columbia Risk Assessment as client need is 
indicated. This process is currently being implemented along with the development of a safety and crisis plan. 
A uniform, consistent safety and crisis plan is being developed for use throughout all CMMHC programs. 
CMMHC condensed all the screeners used by providers to create a consistent practice across all programs. Many of 
the screeners have been added to the client portal so they can access and fill them out prior to scheduled 
appointments. 
 
CMMHC staff currently use person-centered treatment planning with individuals/families we serve. 
We are developing an integrated treatment plan that will continue to be person-centered. A collaborative effort 
including the client, supports, and all providers working with that client will participate in developing, updating, 
and reviewing the integrated plan. 

 
Outpatient Mental Health Services 
CMMHC’s Outpatient Mental Health Program (OPMH) provides outpatient therapy in five locations: Buffalo, 
Monticello, Elk River, St. Cloud and Waite Park. We provide comprehensive mental health services to individuals, 
couples, families, and groups from birth through the end of life. Our services are based on evidenced-based 
practices and grounded in the philosophies of both Trauma Informed Care and Health Integration. OPMH offers 
same day or next day appointments for personal or community tragedy to quickly begin the recovery process.  
 
OPMH Psychiatry is provided in Buffalo and St. Cloud. We have one in-person psychiatrist at CMMHC and 
contract with innovaTel to provide Telepsychiatry.  
 
CMMHC also provides School-Linked Mental Health Services (SLMH). SLMH services are provided directly in the 
schools of our partnering districts in Benton, Sherburne, Stearns, and Wright County. Services are provided to 
remove access barriers and work collaboratively with schools to wrap care around the students.  
 
Outpatient Mental Health Staff Plan 
OPMH has a plan to increase capacity to better meet the needs of the community. It is anticipated that we will 
hire one-two providers in each of our locations in 2021, with an overall target of eight new providers. The goal is 
to approve our ability to serve the following populations: co-occurring disorders, clients who identify as LGBTQ+, 
0-5 population, veterans, underserved populations, and geriatric care. CMMHC will give strong preference to 
providers skilled in working with the deficit areas identified throughout this assessment.         
                                                        
Psychiatric Services 
Minnesota is facing a significant shortage of psychiatric care. For CCBHC implementation we will explore adding 
additional time by contracting through innovaTel for additional telepsychiatry.  
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Targeted Case Management (TCM) 
CMMHC currently staffs 17 Adult case managers and 17 Child case managers serving over 600 clients combined. 
Both the Adult and Child Targeted Case Managers provide needed services for adults with SMI and children with 
SED. The team partners with several community providers, the counties, and the health systems throughout 
CMMHC’s service areas, to assess, refer, link and monitor services for individuals and families. 
Care Coordination agreements need to be established with outside organizations that CMMHC has created a 
relationship with but not a formal understanding. CMMHC currently has a memorandum of understanding 
(MOU) with CentraCare’s Coordinated Care Clinic with access to their electronic health record for common 
clients. This agreement allows for easy access to ensure integration of mental and physical health, leading to 
better care for individuals and families. 
 
TCM Staff Plan  
We expect TCM caseloads to expand with CCBHC implementation leading us to add staff to compensate for the  
growth and provide the best care possible. Based on current community needs we will add three Adult and three 
Child TCM positions in 2021. 
 
Psychiatric Rehab Services 
CMMHC currently provides Adult Rehabilitative Mental Health Services (ARMHS) to residents who reside in 
Benton, Stearns, Sherburne, and Wright counties. Primary payment source for these services is currently 
connected to Medicaid or Pre-paid Medical Assistance Plan eligibility.  Presently, our ARMHS team consists of 
three full-time mental health practitioners, one part-time mental health practitioner, and a program manager.  
At the present time, ARMHS services are not offered within the VA community-based programs for veterans.  
This presents a serious gap in the service continuum for this population.   
It is anticipated that the CCBHC status will provide CMMHC’s ARMHS program with the capacity and obligation to 
provide ARMHS services to the veteran population without the barrier of adequate payment source as well as 
other underinsured residents within our service area that meet program eligibility. 
 
Psychiatric Rehab Services Staff Plan 
Planning is currently underway for a significant expansion of this program.  It is projected that at a minimum, 
four full-time mental health practitioners will need to be hired to prepare CMMHC to adequately meet our 
current needs as well as the anticipated future CCBHC needs. 
 
Peer Community and Workforce 

CMMHC understands the value of peer-to-peer services.  We currently have a peer workforce presence in all of 
our three Assertive Community Treatment (ACT) teams, TCM, and Intensive Residential Treatment Services 
(IRTS). All the peers have completed the DHS required training and are certified as Peer Specialists. One of our 
peers has also completed the Certified Family Specialist training. The peers each have different duties depending 
on individual program requirements. However, they all work together to produce a monthly peer newsletter 
available to all staff and the communities CMMHC serves. 
 
Peer Community and Workforce Staff Plan 
CMMHC has identified the benefit of adding peers throughout our programs and we intend to increase our 
certified peer workforce within ARMHS, SUD services and 0-5 family services. Our goal is to add four peers in 
2021. CMMHC’s Board members and Executive Director are in the process of forming a Citizens Advisory 
Committee (CAC). 
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Model Practice  
Check the box to indicate which Model Practices are provided by the CCBHC.  Provide detail about staff training related to each model practice. The development of 
rates will be tied, in part, to the ability of the CCBHD to provide model practices. 

Model Practices Currently Provided by Age Provided by Diagnostic 
Group 

Please describe the Model Practices Provided in the 
space below for each service category. Include the 
Percentage of Staff Trained in each modality. Use as 
much space as needed. 0-17 18-21 22-64 65+ EBD SMI SUD 

Motivational Interviewing        80-90% of our Mental Health Professionals and Mental 
Health Practitioners use MI 

Stages of Change 
(Transtheoretical Model) 

       SUD services, TCM and 100 percent of outpatient all 
utilize stages of change in treatment and service 
provided. Training on motivational interviewing offered 
regularly and integrated into weekly team meetings. 

Cognitive Behavioral Therapy        90 percent trained, very few certified in OPMH. 

Medication Assistance 
Therapies* 

       We will be increasing our MAT services as a CCBHC, 
currently at 0 percent. 

Supported Employment: 
Individual Placement and 
Support 

       CMMHC partners with Functional Industries. 100 percent 
trained in OPMH.  

Integrated Dual Disorder 
Treatment (IDDT) 

       SUD services, OPMH providers offered co-occurring 
disorder training through Relias.  

Trauma Treatment: Narrative 
Exposure Therapy 

       None at this time. 

Trauma Focused Cognitive 
Behavioral Therapy (TF-CBT) 

       CMMHC does not have providers trained in TF-CBT but it 
is in our CCBHC workplan to provide training through 
AMBIT.  

Trauma Treatment: Other 
Evidence-Based Model (Cite 
evaluation) 

       *Specific to 0-5 population TI-CPP 

Managing and Adapting 
Practice (MAP) 

       70 percent of SLMH providers trained, have a train the 
trainer for OPMH 

Parent-Child Interaction 
Therapy (PCIT) 

       Two MH Professionals have completed the PCIT training. 

Trauma-Informed Child-Parent 
Psychotherapy (TI-CPP) 

       All CMMHC’s current 0-5 providers have been trained in 
TI-CPP supported by a MN DHS Early Childhood grant. 

Attachment Bio-Behavioral 
Catch Up (ABC) 

       CMMHC currently has three staff trained in ABC. Two are 
MH Professionals and one is a MH practitioner in the 
ARMHS program.  In addition, one of the MH 
Professionals is a certified ABC trainer and able to 
provide the needed clinical supervision specific to ABC. 

 
Service Delivery Model  

Service Model Characteristics Please write the Description of Service Model Provided in the space below for each service 
category.  Please indicate where the CCBHC has agreements with such other community or 
regional services, supports, and providers. Indicate where services could be offered but are 
currently not due to limitations. 

Connections with other providers 
and systems 

• Schools CMMHC and its partners provide mental health professional services in 40+ school buildings 
across 15+ school districts in central Minnesota.  We have memoranda of understanding 
with each of the districts.  The pandemic has made access to students challenging; we 
partner with each district to facilitate access as much as possible under COVID restrictions. 
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• Child welfare agencies CMMHC has a host county contract with Stearns County, which is followed by Benton, 
Sherburne and Stearns County.  We enjoy strong relationships with those four counties and 
coordinate with human services formally and informally on a variety of projects and 
services. 
 

• Juvenile and criminal justice 
agencies and facilities 

CMMHC has a seat on the Stearns County Mental Health Steering Committee and similar 
entities being developed in Sherburne and Benton Counties.  These entities bring 
representation from county human services, the judicial district, corrections, Sheriff’s Dept 
(including jail administration), and area police departments. The partnerships focus on joint 
problem solving for people experiencing mental illness who encounter law enforcement 
and the courts. 
 

• Indian Health Service youth 
regional treatment centers 

The nearest tribal community to CMMHC is the Mille Lacs Band of Ojibwe.  That community 
sits geographically considerably closer to Northern Pines MH Center, a CCBHC in Brainerd.  
That said, this is an area where outreach from CMMHC is needed. 

• State licensed and nationally 
accredited child placing 
agencies for therapeutic foster 
care services 

CMMHC has a contract with Wright County Health and Human Services to provide 
appropriate mental health assessment and intervention services under a therapeutic foster 
care program.  

• Other social and human 
services 

CMMHC has numerous purchase of service contracts with Benton, Sherburne, Stearns and 
Wright Counties; Functional Industries (for Individual Placement and Support (IPS)); Catholic 
Charities, Lutheran Social Service, and The Village Family Services (our School-linked Mental 
Health partners). 

• The nearest VA medical center, 
clinic, drop-in center, or other 
facility 

St. Cloud VAMC is in our back yard.  We have begun collaboration with the behavioral 
health providers at the VA, as well as the Veterans Service Officers (VSOs) in our region. 

Services provided outside of the 
office setting (Non-four walls) 

ARMHS, TCM, ACT, CTSS and 0-5 services, all employ outreach staff who are able to meet 
clients in their homes or communities. 

Crisis services are received in 3 
hours 

Crisis services are received in 3 hours 95% of the time. 

Certified Peer Specialists are 
available: 

• For adults 

• For children/families 

• On Crisis Teams 

CMMHC has a Certified Peer Specialist on all three of our ACT teams, at our Intensive 
Residential Treatment.  TCM has a Peer Case Manager Associate who is also a certified 
Family Peer Specialist. 
The Crisis Team did have a Certified Peer Specialist and is looking to add one again. 
ARMHS and SUD services is also looking to add a Certified Peer and a certified Recovery 
Specialist as we become a CCBHC. 

Other service model characteristics 
(if any) 

CMMHC has a MOU with CentraCare’s Coordinated Care Clinic to coordinate care with 
mutual clients. 

 

Special Populations  
Special Populations Populations Served by Age Populations Served by 

Diagnostic Group 
Description of Services Provided. 
Which treatment modalities and evidence-based 
practices could be used to meet the needs of special 
populations?  0-17 18-21 22-64 65+ EBD SMI SUD 

Members of the armed forces 
and veterans and their families 

        
CBT, stages of change, motivational interviewing and 
trauma treatments for both adults and children. 
 

Incarcerated individuals        CBT, stages of change, motivational interviewing and 
trauma treatments for adults who have been 
incarcerated. 

People in homeless shelters        CBT, stages of change, motivational interviewing and 
trauma treatments for both adults and children 
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People living on the streets        CBT, stages of change, motivational interviewing and 
trauma treatments for both adults and children. 

People in foster care        CBT, stages of change, motivational interviewing and 
trauma treatments for both adults and children. 
*Specific to 0-5 population-ABC, PCIT, TI-CPP 

People in other congregate 
living 

       CMMHC serves adult individuals living in Board and 
Cares and other congregate housing. 
CBT, stages of change, motivational interviewing and 
trauma treatments for both adults and children 

People with limited English 
proficiency 

       Most children of refugees who have moved to the area 
have acclimated through schooling and able to speak 
English fluently while their parents use their native 
language. CBT, stages of change, motivational 
interviewing and trauma treatments for both adults and 
children 

American Indians, tribal 
groups, and nations 

       CBT, stages of change, motivational interviewing and 
trauma treatments for both adults and children 
*Specific to 0-5 population-ABC, PCIT, TI-CPP 

Other specific racial and ethnic 
groups 

       CBT, stages of change, motivational interviewing and 
trauma treatments for both adults and children 
*Specific to 0-5 population-ABC, PCIT, TI-CPP 

Individuals with physical, 
intellectual, and sensory 
disabilities 

       CBT, stages of change, motivational interviewing and 
trauma treatments for both adults and children. 
*Specific to 0-5 population-ABC, PCIT, TI-CPP 

Other cultural-needs 
populations 

       CBT, stages of change, motivational interviewing and 
trauma treatments for both adults and children. 
Specific to 0-5 population-ABC, PCIT, TI-CPP 
 

 
CCBHC Additional Questions  

1.  Is your organization the mental health authority in the CCBHC service area? 

Minnesota is one of a handful of states to still retain the county administered/state supervised model in 
social and health services. Each county is the Local Mental Health authority, with the ultimate responsibility 
to provide a wide range of services. 

2. Is there other information you would like to provide about SUD diagnostic subgroups or individuals you 
currently serve? 
There seems to be minimal resources for women specific programs in the area, especially residential settings. 

3. Is there other information you would like to provide about SMI diagnostic subgroups of individuals you 
currently serve?  
CMMHC staff met with CentraCare’s East African outreach staff Mahado Ali, RN and Hani Jacobson, Public 
Health Nurse, through Zoom on 6/15/2020, to inform and educate CMMHC staff on the East African 
community within the St. Cloud, MN area. They stated that PHQ-9 questions do not correlate well to this 
population. They reported assessment tools need to ask questions in a way that addresses physical 
symptoms, not the stressors. 

4.  Is there other information you would like to provide about EBD diagnostic subgroups of individuals you 
currently serve? 
Schools often refer children for services, but the parents within subgroups may not understand or cannot 
speak English which creates a barrier in providing needed treatment. 

5. Is there other information you would like to provide about SUD diagnostic subgroups or individuals in your 
area who need services but are not currently served? 
CMMHC needs to increase outreach efforts and identify a contact in the subgroups to begin to develop trust 
and disperse information. 

6. Is there other information you would like to provide about SMI diagnostic subgroups of individuals in your 
area who need services but are not currently served? 
Same as above. 
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7. Is there other information you would like to provide about EBD diagnostic subgroups of individuals in your 
area who need services but are not currently served? 
Same as above. 

8. Have you recently surveyed (survey, focus group, etc.) your clients and/or your service area regarding their 
stated needs?  
Yes, CMMHC surveyed clients re: weekend hours. 62.5% of clients replied yes, they would like weekend 
services, and 37.5% replied no, they would not want weekend services. 

9. Does the agency experience workforce issues in recruiting and retaining qualified staff in the required CCBHC 
service areas?  
Yes, absolutely.  The larger metropolitan areas of Minneapolis and St. Paul attract applicants due to higher 
salaries and more options to choose from. 

10. What screenings (other than those currently required by Minnesota for diagnostics and Rule 25 are being 
done routinely when someone presents for services? Examples could be SUD, brain injury, history of trauma, 
depression/anxiety, other. Are these screenings repeated routinely?  
The following screeners are repeated routinely as determined necessary: 
AIMS, ASQ3, CAGE-AID Adult, CAGE-AID Child, CASII, CBCL, Columbia-Suicide, Client Behavioral Inventory, 
ECSII, GAD-7, GAIN-SS, LOCUS, PHQ-9 Adult, PHQ-9 Teen, RCADS, RCADS-P (parent), SCARED, SDQ P11-17, 
SDQ P11-17 Update, SDQ P4-10, SDQ P4-10 Update, SDQ S11-17, SDQ S11-17 Update, SDQ T11-17, SDQ T11-
17 Update, SDQ T4-10, SDQ T4-10 Update, Vanderbilt Parent, Vanderbilt Parent Update 

11. What primary care screening and monitoring of key health indicators and health risks is occurring currently?  

Every client is asked if they have a Primary Care Physician. We currently obtain blood pressures on all 
psychiatric clients and will expand to all clients under the CCBHC. Weight and BMI will also be collected. 
Blood pressure will be taken along with tobacco, alcohol, and drug use.  We should get reports from claims 
for diabetes diagnosis, and cardiovascular disease.   

12. Please list populations that you identify as needing TCM services, but who do not meet the state’s eligibility 
definition. 
Individuals with a SMI diagnosis and no mental health hospitalizations or crisis interventions in the last two 
years would not qualify. Often these individuals would benefit from case management to assist with housing, 
mental health services, primary care, and other essential needs. 

13. Have you recently surveyed (survey, focus group, etc.) your service area regarding their needs?   
No, we do survey regularly regarding the services they currently receive.  CMMHC will be adding a question 
regarding what needs are not being met. 

14. Does the agency have a psychiatrist who functions as the medical director?  
Yes, CMMHC contracts with innovaTel for this service.                

15. What accountability measures are in place to ensure staff provide effective, equitable, understandable and 
respectful quality care and services that are responsive to diverse cultural health beliefs and practices, 
preferred languages, health literacy and other communication needs? 
Relias trainings are assigned that are specific to diverse cultural beliefs and practices. We have a TIC team 
that sponsors annual cultural diversity trainings, and we conduct annual reviews considering staff responses 
to all the above. 
CMMHC recently provided a training, Organizing System Change (dismantling racism), to the board and 
leadership team. Management team will also receive the Organizing Systems Change training this spring. 
A smaller workgroup is meeting to develop culturally specific goals for the strategic plan.   
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Barriers for Special Populations to Accessing Services  
16. What barriers exist in the community and in the clinic that prevent the people in special populations from 

receiving services? 
Transportation barriers, not understanding what services CMMHC provides, stigma surrounding mental 
health, lack of services within organizations that serve specific populations, lack of affordable housing, lack of 
insurance coverage and services for families of veterans, inclusive waiting rooms, fear of cultural practices 
and beliefs will not be incorporated into services, and specific services with adaptations for special needs of 
individuals and families.  

17. What barriers exist to culturally and linguistically competent care such as: systems of care not designed for    
diverse populations, poor communication, fear and mistrust, stigma or lack of diversity in the clinic’s work 
force? 
Cultural norms and religion can conflict with the acceptance of the experience of mental health symptoms 
within some sub-populations. The East African population has expressed a disconnect exists between their 
community and members who experience mental health challenges. Generational differences in acclimating 
to a new environment can cause division within families. There is also the fear that cultural norms and 
spiritual beliefs will not be incorporated as part of the treatment plan. Language barriers increase due to lack 
of local interpreters leading to mistrust and lack of understanding for both the providers and those seeking 
services. CMMHC does not have a diverse workforce, but not for lack of trying. Fear and mistrust would 
subside if we could employ representatives from the sub-populations in our communities. 

18. What languages and cultures are represented in the local community and not present in the clinic in terms of 
staff representing those populations, printed materials, interpreters and interior that also address limited 
English proficiency and or other communication needs?  
We do not have equal representation of staff to the communities we serve.  Outreach efforts are being made 
to increase representation for the tribal nations, bands, and communities, Hispanic population, East African 
populations (specifically Somali) and other identified sub-populations. 
This is an area CMMHC is devoted to, as far as finding solutions to increase awareness and develop materials 
available to all populations seeking our services. We have had most of our materials translated in the top 
identified languages used in our communities along with signage for each of our sites. CMMHC just 
purchased an app with Language Line that will allow for immediate access to translation through computers 
or phones. 

19. What governance structures at the prospective CCBHC prevent the communities identified as special 
populations from receiving services in the clinic? 
We have not identified any governance structures at CMMHC that would prevent any of the special 
populations from receiving the services we offer. 

20. What is the transportation needs of the communities identified as special populations? 
Individuals and families who are on Medicaid can access medical transportation through their insurance.  
Along with that comes the barriers of language and trust issues. In more rural areas, transportation options 
are sparse and without natural supports to assist it can be a true barrier to treatment. 

21. What are the current times/days that services are available through the organization? What additional times 
and days are needed to meet the needs of the communities identified as special populations? 
CMMHC is currently available at most locations from 8:00-5:00 and one to two evenings per week. We are 
adding one Saturday morning per month based on survey results indicating the need. Outreach services are 
scheduled according to client needs. For example, many families meet with their case manager after normal 
hours due to school, activities, and work. 

22. What is the care coordination needs of the communities identified as special populations? 
Special populations would all benefit from having an assigned Care Navigator or Targeted Case Manager to 
provide care coordination for transportation, follow through with services and referrals, language barriers, 
connecting with all the providers including any outside community providers and primary care. 
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The basic needs of housing, furniture, food, clothing all fall under care coordination and need to be taken 
care of before anyone can focus on their mental health needs or that of their children. 

23. Which external organizations currently exist in the community that are meeting the needs of the 
communities identified as special populations? 
The St. Cloud area, and as one gets closer to Minneapolis, allows for more diverse services and providers. 
The East African population has a growing need for services provided within their own communities and 
therefore the response, although slow, has been to increase East African specific providers and services. 
St. Cloud State University provides communities for Native Americans, LGBTQ+, East Africans and other 
sub-cultures, so they have a sense of belonging and a place to express concerns or frustrations with the lack 
of community understanding. The VA hospital in St. Cloud provides services for veterans and their families, 
although lacking in some areas. 

24. In what ways do you partner with the community to design, implement and evaluate policies, practices and 
services to ensure cultural and linguistic appropriateness? 
CMMHC’s Executive Director’s focus is on creating sustainable relationships with local police forces, the 
hospital system, counties and other area providers to create a cohesive force through different 
committees, each with a mission to meet the needs of all people in the communities we serve. 

25. How could the prospective CCBHC develop care coordination agreements or partnerships with existing 
external providers? How could those organizations provide referrals to the prospective CCBHC? 
CMMHC currently has a MOU with CentraCare Coordinated Care in St. Cloud that has endured over the last 
six years. We plan to model our outreach to other organizations, building on current relationships and 
enhancing the care that already exists. We can access CentraCare’s Credible system and staff from 
CentraCare have access to CMMHC’s Credible, which has allowed us to coordinate care with common 
clients quicker and better. Building awareness of all the services CMMHC provides will hopefully fill gaps 
that other organizations may not be able to fill and lead to more referrals. 

26. What are the identified gaps in service to meet the needs of the community within the communities 
identified as special populations? 
As mentioned earlier in #16, there are several needs CMMHC will explore options for. The goal is to fill 
these gaps that are identified in special populations. An example is the absence of ARMHS services for the 
veteran population. CMMHC plans on adding providers and reaching out to the VA hospital to provide 
referral information and coordinate these services. 

27. What services need to be added to the clinic? Or how does the intensity, frequency or duration of existing 
services need to change to meet the needs of the communities identified as special populations? 
CMMHC will continue to assess our services and adjust as needed as we consider specific needs within our 
communities. The key is to continually review, assess, and adapt to the needs individuals and families 
identified within special populations, such as accommodations for disabilities and challenges faced by 
veterans and their families. Homelessness is an area of focus in all of the communities we serve, especially 
considering the climate changes in Minnesota. CMMHC partners with HUD, Hearth Connection, HRA, 
CentraCare and the counties to develop solutions for homeless individuals and families. 

28. Which treatment modalities and evidence-based practices will the clinic commit to offering (including 
motivational interviewing, stages of change, cognitive behavior therapy and a trauma treatment for 
children and adults)? 
All the above services are currently provided by CMMHC at all our sites. CMMHC will review our 
documentation to make sure we are including feedback from clients and peers to ensure the information 
we gather is needed and used in treatment for the benefit of the individuals and families we serve.  
CMMHC has a strong focus of trauma informed care and treatment for both adults and children. 

29. What additional staffing needs will be in the staffing plan? 
Please refer to individual services in the section, Unmet Needs of the Service Area, above where staff plans 
are included. 
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30. What training needs that surfaced in the Needs Assessment will be in the training plan? 
          CMMHC will expand diversity training through Relias and by accessing additional outside opportunities. 

31. What is needed in order to provide culturally and linguistically competent care, including for those with 
sight, hearing or cognitive impairments? 
CMMHC will be investing more in signage and documentation that is culturally sensitive and provides clarity 
for those seeking services. At each of our sites we will ensure needed equipment is available for those with 
sight, hearing, or cognitive impairments, including access to applications that will assist with language 
barriers. 

32. How will these unmet needs and barriers to service influence location choices, hours of operation, and the 
overall look and feel of the public areas of the clinic? 
CMMHC has an environmental workgroup assessing needs at all our sites and making recommendations 
that will better represent special populations and the overall needs of each of the communities we serve. 

33. What needs must be met to advance and sustain organizational governance and leadership that promotes 
health equity through policy, practices and allocated resources? 
CMMHC must improve its ethnic and racial diversity at all levels:  Board, Leadership, Management, and 
frontline staff. Recognizing the lack of ethnic and racial diversity, rather than improve its diversity over time 
through attrition, the Board of Directors amended its by-laws to expand the maximum number of Board 
members from 15 to 18.  The intent was to immediately make room for representation from multiple racial, 
ethnic, and gender communities.  Also, through additional Board member resignations or non-renewals, 
there are currently as many as 6 open director positions; recruitment is focused on improving the Board’s 
diversity.  CMMHC is actively developing anti-racism and inclusion goals in its Strategic Plan, and there will 
be an emphasis on improving our recruitment of BIPOC and members of other historically poorly served 
populations to serve on CMMHC’s staff. 
 

Community Partnerships/Service Models                                                  
CMMHC’s community partnerships are a vital part of this Community Needs Assessment. Some of our unique 
relationships are highlighted in the next several paragraphs. 

 
Benton, Sherburne, Stearns, Wright County Partnerships 
Public Health provides resources to parents with young children within our region, by providing education, 
counseling, and assessment, often in the contact of the family’s home. In Wright County, public health nurses 
provide intensive support to mothers who are struggling with meeting the emotional and developmental 
needs of their infants. CMMHC is providing Early Childhood Mental Health Consultation for public health 
nurses in Benton, Sherburne, and Stearns counties. 
 
CMMHC mental health professionals also serve on the Benton County Child Protection team, Sherburne 
County Safe Child Team, and the Wright County Child Community Safety Committee. These various groups of 
multi- disciplinary members meet to address risks and barriers, consult, collaborate, and educate for holistic 
care for our high- risk children and families. 
 
The CommUNITY Adult Mental Health Initiative (CAMHI) Advisory Committee collaborates with other partners 
who specifically serve culturally diverse populations. That Advisory Committee, which already has 30 partners, 
meets regularly and is a place for service agencies to gather and report on their programs, including barriers 
and successes. This is a go-to committee for agencies serving diverse and underserved populations to 
collaborate. 
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Stearns County Specific 
In collaboration with Stearns County Human Services, St. Cloud Police Department, and CentraCare Health, 
CMMHC employed and embedded a licensed mental health professional with the St. Cloud Police in 2020 to 
provide for immediate assessment and triage in police calls where a person with mental illness or suicidal 
behaviors is the subject of the call. 
 

In addition, for five years CMMHC has partnered with the Stearns County Family Services Collaborative, St. 
Cloud, Waite Park and Sartell Police Departments, and the St. Cloud school district to develop and implement the 
Child Response Initiative (CRI). The CRI Trauma Informed Advocate is a mental health practitioner embedded 
with three local police departments who are called on the scene, or for follow-up after, when children are 
present on domestic violence calls, SWAT actions, assaults, etc. The CRI advocate provides immediate support 
but also facilitate linkages with an established list of Trauma Focused CBT providers in and outside of CMMHC. 
 

Wright County Specific 

The following health and wellness efforts demonstrate community collaboration with CMMHC to strengthen 
supports and availability of resources for shared clientele: 

• Bounce Back Program 
• Attendance at the Allina/Buffalo Hospital mental health committee meetings 
• Collaboration with Wright County Community Action for Head Start services, as well as referrals for all 

other programs. 
• Collaboration with Buffalo Food Shelf to provide food to clients in need. 
• Several grant opportunities from the Allina Neighborhood Health Connection program to promote 

wellness (primarily in CSP/Day Treatment) 
• Collaboration with Allina providers to provide wellness education within CSP and Day Treatment 

programs (nutrition, yoga, etc.) 

• Safe school meetings 
 

  CentraCare Health 

CMMHC is regularly engaged with CentraCare Health and its large service area and considerable resources for 
reaching diverse populations. With CentraCare, we share a strong mutual referral relationship to coordinate 
optimal services for shared clients, and many of our staff have user agreements for CentraCare’s EpicCare 
Link, enabling those staff to view the medical record of a shared client. The CentraCare partnership/EPIC Care 
link has been very useful towards health integration over the last 6 years. Four staff within CMMHC are 
trained in full access to EPIC. They can look up patient medical record numbers for all providers with access to 
EPIC Care link. A training is provided to all new staff providing direct care to ensure access to EPIC Care link is 
being used and monitored. This process supports obtaining needed data from CentraCare’s EPIC system, 
including specific measures we are mandated to track for the CCBHC. 

 

CMMHC is involved in a partnership with CentraCare’s Coordinated Care Clinic. Coordinated Care serves 
people with complex health conditions and often severe challenges with psychosocial determinants of health, 
specifically those with housing and transportation challenges for whom primary care “services as usual” have 
proven ineffective. Coordinated Care’s highly flexible and non-traditional service delivery has demonstrated 
excellent health outcomes. CMMHC co-locates adult TCM and peer recovery staff at Coordinated Care to 
provide key consultation and resources. In short, we find CentraCare to be a vital partner in developing 
solutions for better serving diverse populations. 
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 Specific Areas of Focus: Obesity Prevention and Nicotine Use 

Below are the areas of focus CMMHC developed, and continues to formulate, congruent with the work plan 
that has been developed for Certified Community behavioral Health Clinic (CCBHC) implementation.  

 

According to the MN Department of Health, obesity and tobacco use are two of the top preventable causes 
of death and disease and are responsible for billions in excess medical expenses in Minnesota each year. In 
CMMHC’s SWOT analysis, improving our ability to treat complex issues and attend to a client’s individualized 
needs was recognized as a growth area. Minnesota state and local agencies have invested substantial 
resources in the development of upstream initiatives to prevent obesity and tobacco use and reduce 
associated health care costs. 
Reducing Emergency Room, non- emergency visits is an overall goal in all four counties CMMHC serves and 
a common key step for population health management. CMMHC can assist with this goal by incorporating 
a physical goal into every treatment plan in addition to establishing a Primary Care Physician (PCP) for 
everyone. By referring to the person-centered physical goal, providers will be able to promote preventative 
care and encourage a relationship with PCP’s while coordinating each client’s care. Through our 
partnerships with CentraCare we can monitor ER visits and access client charts to obtain basic indicators of 
disease. Specifically addressing both obesity and nicotine use in coordination with a PCP will hopefully 
contribute to fewer ER visits. The two following sections show data on both these important issues, both 
of which we have chosen as Health Behavior’s focus areas.  

  Obesity Prevention and Support 
Goal: To create awareness of the importance of increased active living for both adults and children. The 
following are area resources available in all four counties that can be utilized in the promotion of engaging 
in physical movement. 

 
Adult and Child Obesity Data 
According to the National Institute of Diabetes and Digestive and Kidney Disease (NIDDK), excess weight may 
increase the risk for many health problems, including: 

1. Type 2 Diabetes 
2. High blood pressure 
3. Heart disease and strokes 
4. Certain types of cancer 
5. Sleep apnea  
6. Osteoarthritis 
7. Fatty Liver Disease 

   Specific Areas of Focus: 

 
I. Two Health Behaviors: 

1. Obesity Prevention and Support 
A. Adults and Youth 

a. Available resources 
2. Nicotine Use: 

A. Adults and Youth 
a. Available resources 
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8. Kidney Disease 
9. Pregnancy problems, such as high blood sugar during pregnancy, high blood pressure, and 

increased risk for cesarean delivery (C-section). 
 

Health Factors 2019 data: Percentage of the adult population (age 20 and older) that reports a body mass 
index (BMI) greater than or equal to 30 kg/m2. The 2019 County Health Rankings used data from 2015 for 
this measure.  2020 data: Percentage of the adult population (age 20 and older) that reports a body mass 
index (BMI) greater than or equal to 30 kg/m2. The 2020 County Health Rankings used data from 2016 for 
this measure. 
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Physical inactivity 

2019 Data: Percentage of adults age 20 and over reporting no leisure-time physical activity. The 
2019 County Health Rankings used data from 2015 for this measure. 

2020 Data: Percentage of adults age 20 and over reporting no leisure activities. 

    Access to physical activity 
1. Benton County 2019 Data: Percentage of population with adequate access to locations for physical 

activity. The 2019 County Health Rankings used data from 2010 & 2018 for this measure. 2020 Data:     
Percentage of population with adequate access to locations for physical activity. The 2020 County Health 
Rankings used data from 2010 & 2019 for this measure. 

2. Sherburne County Data from the Minnesota Student Survey in 2007 and 2010 show that approximately 
22% of Sherburne County 9th grade youth are overweight, according to their body mass index (BMI). 

3. In Minnesota, 9.4% of youth ages 10 to 17 have obesity, giving Minnesota a ranking of 50 out of 51 for 
this age group among all states. 

County Rankings 2020 Benton Stearns Sherburne Wright State Avg. 

Adult Obesity (2) 30% 29% 30% 32% 28% 

Physical Activity 22% 22% 20% 20% 20% 

Access to Exercise 74% 76% 89% 86% 87% 

  The 2020 County Health Rankings used data from 2016 for this measure. 
Benton County (58th) is significantly less healthy than Stearns (38), Wright (2) and Sherburne (7) when 
ranked from healthiest county to least healthy. (County Health Rankings and Roadmaps). 

Benton County: The county has taken simple steps to make bicycling safe and comfortable by creating a 
bike friendly community. Given the opportunity to ride, residents enjoy dramatic health benefits, 
reduced congestion, increased property values and more money in their pockets to spend in the local 
economy. When a community is bike-friendly, tourism booms, businesses attract the best and the 
brightest, and governments save big on parking costs while cutting their carbon emissions. 

Sherburne County: Grams Regional Park, covering over 100 acres, affords nearly two miles of trails and 
boardwalk that take visitors through open natural space, various wetland types, tamarack bog and lush 
oak forest. In Elk River, The Great Northern Trail provides the opportunity for people to bike, walk or 
run on the historic railroad grade. 

Stearns County: St. Cloud partnered with the National Fitness Campaign and local business sponsors to 
install an outdoor fitness court. The fitness court is designed to allow all people to use it, since it is using 
your own body weight as resistance training and there are various levels of difficulty, based on your fitness 
level and goals. 
The City of Waite Park has completed a new Healthy Living Trail along the walk/bike path on 3rd Street 
North. The trail already provided a great cardio workout, but ten exercise stations have been added along 
the trail to further enhance a person’s workout. The equipment that was selected is suitable for people of 
all ages and any fitness level. Pictures and instructions are provided directly on the equipment, so it can be 
used safely and effectively. The trail also features signage with information about the importance of 
exercise for one’s health and ways to reduce the risk of cancer. 

Wright County: City of Monticello partnered to acquire 1,200 acres (8.6 Mile loop) of open space known as 
the Bertram Chain of Lakes. The partnership was formed with the goal of improving the community’s 
quality of life by preserving this irreplaceable natural area and creating a regional park for public 
enjoyment and recreation. Schroeder Regional Park in Annandale offers a swimming beach, volleyball 
courts, and hiking/ biking trails.                                                                                                                                                                            
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The YMCA, located within our four-county area, promotes and provides access to healthy lifestyles for all 
children and adults, including those with disabilities. Through positive recreational experiences, they 
emphasize each person’s abilities and individuality and help participants build social skills. Kids in the 
adaptive programs will work toward a healthy mind, body, and spirit. 

Solutions to Address Obesity 
We continue to provide staff education within CMMHC with a focus on health issues that affect a large 
portion of the clients we serve. One of CMMHC’s Targeted Case Management strategic plan goals is to set 
up monthly trainings with CentraCare Coordinated Care Clinic to provide education on basic health 
indicators. CMMHC expanded our available courses through Relias training that are specific to CCBHC 
service delivery. The National Council’s Case to Care Management, with a focus on coordinating both 
behavioral and physical needs, was presented in July 2020 to management and direct care staff. CMMHC 
will require that all clients have one holistic, universal treatment plan that includes at least one health 
goal. 
 

Nicotine Use  

Goal: Increase education and awareness on the effects of tobacco and nicotine use and provide resources 
to assist and support reduction and or abstinence. The following supports and activities provide avenues 
for providers to begin to introduce and provide support to both adults and youth. 
 

Nicotine Use Data 

Information from the Center for Disease Control and Prevention (CDC) indicates individuals who have 
mood disorders, psychoses, anxiety disorders, developmental disorders, and substance use disorders are 
more likely to be addicted to nicotine than those without these disorders. Nicotine dependence has 
proven to be particularly challenging for individuals suffering from psychiatric disorders, such as 
schizophrenia. Smoking prevalence was highest among those with schizophrenia, at nearly 90%. 

The following health effects are taken form the CDC Smoking and Tobacco Use site: 

a. People with behavioral health conditions die about 25 years earlier than those without 
these disorders; many of these deaths are caused by smoking cigarettes. Additionally, 
individuals with serious mental health disorders who smoke die almost 15 years earlier than 
individuals without these disorders who do not smoke. 

b. The most common causes of death among people with behavioral health conditions are 
heart disease, cancer, and lung disease, which can all be caused by smoking. 

c. People with behavioral health conditions who smoke cigarettes are four times more 
likely to die prematurely than those who do not smoke. 

d. Nicotine has mood-altering effects that can temporarily mask the negative symptoms of 
mental health disorders, putting people with such disorders at higher risk for cigarette use 
and nicotine addiction. 

e. Tobacco smoke can interact with and inhibit the effectiveness of certain medications 
taken by patients (truth initiative-2019) 

f. In 2017, 14.5% of adults smoked. Nationally, the rate was 17.1%. 
g. In 2017, 9.6% of high school students in Minnesota smoked cigarettes on at least one day in 

the past 30 days. Nationally, the rate was 8.8%.  
h. In 2017, 3.6% of adults used e-cigarettes and 4.8% used smokeless tobacco. 
i. In 2017, 19.2% of high school students in Minnesota used electronic vapor products on at 

least one day in the past 30 days. 
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j. In 2017, 6.0% of high school students in Minnesota used chewing tobacco, snuff or dip on 
at least one day in the past 30 days, and 10.6% smoke cigars or little cigs. 

 
Youth-Specific Effects of Nicotine Use 
Adolescent years are times of important brain development. Brain development begins during the 
growth of the fetus in the womb and continues through childhood and to about age 25. Nicotine 
exposure during adolescence and young adulthood can cause addiction and harm the developing 
brain. (surgeongeneral.gov) 

 
 
 
                        Nicotine Affects Brain Development 
 
 
 
 
 
 

 

According to the MN Department of Health (MN DH), results from the 2019 Minnesota Student Survey 
showed that conventional cigarette smoking continued to fall among 8th, 9th, and 11th grade students. 
These are the lowest rates ever recorded by the survey, with only 5.3% of 11th graders, and 3.1% of 9th 
graders, and 2.4% of 8th graders reporting they had smoked cigarettes in the past 30 days. Results also 
showed declines in student use of cigars and smokeless tobacco among 11th grade students. Data from the 
2019 Minnesota Student Survey shows a steep rise in e-cigarette use among students. Among 8th grade 
students, e-cigarette use nearly doubled from 2016 to 2019, and one in four 11th graders now use e-
cigarettes. Students in all grades surveyed use e-cigarettes and vapes at five times the rate of conventional 
cigarettes. 11th grade students responding to the student survey said that the top ways they got e-
cigarettes included getting products from friends (72.3%), getting products at a vape shop (14.0%), and on 
the internet (9.6%). 

The survey also found that Minnesota youth are ill-informed about the health risks of e-cigarettes with 
76% of 11th graders saying there is either no, slight, or a moderate risk to using e-cigarettes. 

 

Quitting statistics in Minnesota (Truth Initiative 2019) 

The CDC estimates 46% of daily adult smokers in 
Minnesota quit smoking for one or more days in 
2017. 

In 2014, the Affordable Care Act required that 
Medicaid programs cover all tobacco cessation 
medications. 

Minnesota’s state quit line invests $13.18 per 
smoker, compared to the national average of $2.21. 

Minnesota does not have private insurance 
mandate provision for cessation. 
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In addition, products like cigarettes and smokeless tobacco continue to have a stronger hold in rural areas 
due to decades of targeted marketing by the tobacco industry, which integrated tobacco use into rural 
culture. A large part of CMMHC service areas include rural areas. St. Cloud and their suburbs were 
classified by the MN DH as a small metropolitan and are referred to as small metro. Schools located 
elsewhere in Greater Minnesota were classified as nonmetropolitan and are referred to as rural. Nearly 
three times as many rural students use smokeless tobacco than those from large or small metro areas. 
Rural public health practitioners face a dual challenge–they must combat the emerging threat of e-
cigarettes while finding new ways to drive down use of smokeless tobacco. Community-based mental 
health centers are a primary treatment access point for patients with SMI. These centers can provide an 
infrastructure for supporting comprehensive tobacco cessation interventions, including case management, 
proactive outreach, and medication management. However, community-based mental health providers 
are reluctant to treat smoking. Comprehensive, feasible implementation strategies are needed.  

 

Solutions to Address Nicotine Use 

CMMHC is fortunate to participate in a POST study through the Hennepin Healthcare Research Institute. 
Through this study two CMMHC staff will be trained as Tobacco Specialists with a plan to monitor and 
educate a sample of 50 clients who are currently smoking. 

Two staff were trained in February 2021, with the launch of the trial in June of 2021. CMMHC has a 
pharmacy on site that is very supportive of this project. Clients have access to tobacco/nicotine 
cessation and medication products through the pharmacy. 

Chronic Care Models (CCM) suggest chronic disease management requires a multidisciplinary team to 
assess tobacco use, administer treatment, support self-management, and monitor progress. Treatment 
should include counseling and medication. To implement the CCM for tobacco dependence for patients 
with SMI, comprehensive implementation strategies are needed that address provider and organizational 
barriers. 

Consistent with CCM, proactive tobacco cessation outreach (calling patients to offer telephone counseling 
and to facilitate receipt of medications) increases treatment utilization and promotes cessation in smokers 
with and without psychiatric diagnoses. There is a significant evidence base supporting mental health-
tailored telephone counseling as an effective and cost-effective adjuvant to cessation medication.  
 

Appendix A: CLAS Standards 
Health inequities directly affect the quality of life for everyone. The Culturally and Linguistically Appropriate 
Services (CLAS) standards are a blueprint for improving the quality of health services for all and achieving 
health equity. The standards are respectful and responsive to the diverse beliefs, practices, and needs of 
clients.  We most effectively close the health equity gap by addressing the needs of racial, ethnic, and 
linguistic populations that may experience access barriers. 
 
Standards (The US Dept of Health and Human Services Office of Minority Health) 
 
Principal Foundation Standard: 

1. To provide effective, equitable, understandable, respectful quality care and services that are 
responsive to the diverse cultural beliefs and practices, preferred languages, health literacy and other 
communication needs.  

         
         Governance, Leadership and Workforce: 
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2. Advance and sustain organizational governance and leadership that promotes CLAS and health equity 
through policy, practices, and allocated resources. 

3. Recruit, promote and support a culturally and linguistically diverse governance, leadership and 
workforce that are responsive to the population in the service area. 

4. Educate and train governance, leadership, and workforce in culturally and linguistically appropriate 
policies and practices on an ongoing basis. 

 
  Communication and Language Assistance: 

5. Offer language assistance to individuals who have limited English proficiency and/or other 
communication needs, at no cost to them, to facilitate timely access to all health care and services. 

6. Inform all individuals of the availability of language assistance services clearly and in their preferred 
language, verbally and in writing. 

7. Ensure the competence of individuals providing language assistance, recognizing that the use of 
untrained individuals and/or minors as interpreters should be avoided. 

8. Provide easy-to-understand print and multimedia materials and signage in the languages commonly 
used by the populations in the service area. 

 
  Engagement, Continuous Improvement & Accountability: 

9. Establish culturally and linguistically appropriate goals, policies, and management accountability, and 
infuse them throughout the organizations’ planning and operations. 

10. Conduct ongoing assessments of the organization’s CLAS-related activities and integrate CLAS-related 
measures into assessment measurement and continuous quality improvement activities. 

11. Collect and maintain accurate and reliable demographic data to monitor and evaluate the impact of 
CLAS on health equity and outcomes and to inform service delivery. 

12. Conduct regular assessments of community health assets and needs and use the results to plan and 
implement services that respond to the cultural and linguistic diversity of populations in the service 
area. 

13. Partner with the community to design, implement and evaluate policies, practices and services to 
ensure cultural and linguistic appropriateness. 

14. Create conflict- and grievance-resolution processes that are culturally and linguistically appropriate to 
identify, prevent and resolve conflicts or complaints. 

15. Communicate the organization’s progress in implementing and sustaining CLAS to all stakeholders, 
constituents, and the public. 
 

Examples of CLAS Standards Implementation: 
• Continually developing strategies to recruit, hire, and retain diverse staff to be reflective of the 

populations CMMHC serves.  
• Ensuring all staff are aware of and trained in policies and procedures regarding interpreter services.   
• Having signage and brochures available in Spanish and Somali languages.  
• Utilizing web-based training system, Relias, for cultural competency trainings for all staff.   
• Consistent engagement of underserved populations through outreach efforts and strengthening 

community partnerships.  
• Creating an inclusive overall environment, which includes lobbies, meeting rooms, and other open 

areas.  
• Evaluating assessment tools such as the PHQ-9 to be more culturally responsive. 
• Creating a Citizens Advisory Board to provide guidance and feedback on services.    
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Requirements of Title IV 
Title VI no person in the US shall, on the ground of race, color, or national origin, be excluded from 
participation in, be denied the benefits of, or be subject to discrimination under any program or activity 
receiving Federal financial assistance. 
• Provide written and oral language assistance at no cost to patients who have limited English 

proficiency (LEP) or other special communication needs.  
• Provide patients oral or written notice (in their preferred language or other communication format) 

about their right to receive free language assistance services. 
• Post and offer easy-to-read signage and materials in the languages of the cultural groups that are 

common among patients in a healthcare organization’s service area. This includes making available 
vital documents, such as patient-information and treatment-consent forms. 

 

     Appendix B: IDDT Readiness Index 
   I. Organizational items 
      1.  Identification of Patients 

Definition:  All new and existing clients are screened for substance use (both drug(s) and alcohol) using a 
standardized protocol and/or instrument (e.g., CAGE-AID, GAIN-SS). New clients are screened within 24 
hours of admission; existing clients are screened at the time of integrated dual disorder services 
implementation. The screening, including both the process and the measure, is included in the client’s 
record.  Protocols that do not require use of a formal screening tool are acceptable when both of the 
following conditions are met:   

a. The client is familiar or well known to the clinic from prior or recent treatment as having a co-
occurring substance use disorder (COD) and  

b. The protocol includes next steps in updating the assessment and guidance on addressing the COD. 
   

Programs may choose to administer a time-sensitive standardized screening measure like the GAIN-SS even 
to well-known patients to measure progression in individuals re-admitted over time.  Standardization is 
defined as use of the same process or instrumentation with all patients to collect data on the items 
specified above. 
 
Rationale:  Substance use disorders are common in persons with SMI but have frequently been undetected 
in treatment settings. Accurate identification of SUDs requires routine screening with a standardized 
process and instrument on all clients. This may include screening at intake as well as ongoing systematic 
screening of substance use history throughout the treatment. 
 
Every newly admitted client is screened for dual disorder within 24 hours AND > 75% of existing patients 
have been screened for dual disorder using a standardized screening protocol. 
 
Questions: 

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a. CMMHC currently uses the GAIN-SS in both our SUD services and outpatient services. 
What would be the next steps towards achieving this standard? 
a. CMMHC will need to create a workflow for our Access Team to screen for SUD and to ensure brief 

counseling is available when needed. For consistency, the plan is to implement the GAIN-SS for new 
clients within 24 hours.  
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           2.  Assessment 
Definition:   Client needs are assessed comprehensively and updated upon re-admission and/or 
whenever clinical course dictates. Assessment should include impact of psychiatric illness and substance 
use in multiple life areas, as well as interaction between psychiatric symptoms and substance use. 
Numerous data sources are important; there is an expectation that family members will be contacted. 
Substance use should be assessed using a standardized protocol.   
 
Standardization is defined as use of the same process or instrumentation with all patients to collect 
data on all the items specified above.  
 
Baseline Assessment should include:  psychosocial history; psychiatric history, including past treatments; 
substance use history, including any past treatments; and interaction of the two disorders. 
 
Impact of Dual Disorder on Areas of Life should include:  self care; family relationships and support; peer 
relationships and support; work and meaningful activity; housing; safety; medical needs; and access to 
resources. 
 
Salient Facilitators of Recovery should include: patient strengths and Social Support Network (SSN). 
 
Perceived Barriers to Recovery should include: inadequate housing and lack of social supports. 
 
The expectation is that assessments are updated for all re-admissions and that assessments for long-
term clients are updated annually. 
 
Annual re-assessments for long-term clients only and should include the following essential elements: 
changes in client’s level of insight and indicators for changes in treatment modality. 
 
A modified re-assessment for clients re-admitted within 30 days of discharge should include: Availability 
and connections to supports, Adherence with community treatment plan, Changes in needs based on 
information from brief community experience. 
 
>90% of clients receive standardized assessment that is updated as clinically and administratively 
indicated. 
 
Questions: 

To what degree does your service approximate this standard? (please provide a brief response to 
address this question) 
a. The above standard is met within our SUD and outpatient programs. 
What would be the next steps towards achieving this standard? 
a. N/A 
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    3.  Client Staging  
Definition:  Clients are in various stages of readiness to address one or both of their disorders which should 
inform the type of treatment approaches utilized. The expectation is that newly admitted clients are staged 
for both disorders, using a standardized instrument/protocol (e.g., SATS-R or MN SATS-R adaptation) by 
the treatment team prior to development of the first comprehensive treatment plan, within five days of 
admission; and that existing clients are staged, using the same protocol, within five days of identification. 
All clients should be re-staged as needed and appropriate. The results of the staging process should inform 
the selection of treatment goals and interventions (see item #14). 
 
Client characteristics of the treatment stages include: 
 

Engagement (stage1): “This is not me!” 
   Early Persuasion (stage2): “Yes, but…” “I might have a problem.” 
   Late Persuasion (stage2): “I probably do have these problems and should…” 
   Active treatment (stage 3): “I have these problems and am ready to change…” 
   Relapse Prevention (stage 4): “It’s going well.  What next?” 

 
Rationale:  Research suggests that modifications in maladaptive behavior occur most effectively when 
clients’ readiness to change is considered.  Early assessment of clients’ stage(s) of treatment should guide 
the treatment team’s development of an individualized and stage-appropriate treatment plan. Practice 
experience in inpatient and involuntary treatment settings suggests that alcohol/other drugs are available 
for consumption during treatment.  Similarly, home/community visits provide opportunity for continued 
substance use, providing for some observation of behavioral and cognitive changes indicated in stages of 
treatment and stages of change conceptualizations. 
 
> 90% of newly admitted clients are staged within five days of dual disorder identification AND > 90% of 
existing clients are staged within five days of dual disorder identification. 
 

          Questions: 
To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a. SUD programming includes the stages above and are used during treatment planning. 
What would be the next steps towards achieving this standard? 
a. To have set standards for consistency and reporting requirements. 
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        4. Integration and Currency of the Treatment Plan 
Definition:  Client treatment plans address both mental health and substance use treatment needs, with 
both specificity and integration of treatment recommendations. Specificity refers to treatment 
recommendations that identify both the target of the intervention (e.g., specific symptoms, social 
problems, substance use behaviors) and an intervention designed to address that problem and how it will 
bring about changes. Integration refers to treatment recommendations that address the interactions 
between substance use and mental illness. One example of such integration is helping clients to cope with 
psychiatric symptoms that appear to contribute to their substance use. Another example is providing 
psychoeducation to clients to help them understand how substance use worsens their psychiatric illness. 
 
The treatment plan must reflect the clients’ stages of treatment for both disorders. The community 
(outpatient) provider should be part of the treatment team, with direct (in-person, if feasible) contact and 
participation with the treatment team and activity during the client’s treatment. (see item # 5). 
 
Rationale:  Addressing the areas in which the disorders interact in a way that promotes continuity of care 
has the most promise for improving the outcomes of both disorders. Frequently re-assessing the client’s 
stages of change/treatment ensures the most stage-appropriate treatment choices. 
 
Both disorders are addressed in >90% of plans with good specificity and integration AND stages of 
treatment are updated as clinically indicated. 
 
Questions: 

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a. We have created an Integrated Treatment Plan in our Credible system and are in the process of    

                    testing it with multiple programs, including both mental health and SUD services. 
            What would be the next steps towards achieving this standard? 

 a.   Test the Integrated Treatment Plan with child service programs, including 0-5. 
 b.   Train all providers on person-centered planning. 
 c.   Create workflows for implementation of the Integrated Treatment Plan. 
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        5.  Involvement of Outpatient Providers in Treatment and Discharge Planning 
Definition:  
For clients who are connected to community (outpatient) care prior to admission to inpatient treatment, 
the case manager should be part of the treatment team, with direct (in-person, if feasible) contact and 
participation with the treatment team and activity over the course of the client’s treatment (see item # 4). 
It is essential that outpatient providers be involved in discharge planning from in-patient treatment. When 
it is anticipated that a client’s stay will be brief, it is especially important to begin to collaboratively plan the 
discharge at the time of intake (see item # 6).  
 
Rationale: 
Uninterrupted care requires involvement of the community treatment provider and possibly ancillary 
professionals (e.g., parole officers, etc.) with the inpatient treatment team throughout the client’s stay. To 
ensure the continuation and consistency of an integrated approach for dual disorder clients, efforts to 
engage community providers delivering and/or well-versed in integrated treatment should be made, so 
that linkages to integrated care at discharge can be arranged. 
 
> 90% of clients have their outpatient provider involved in both treatment and discharge planning.  
 
Questions: 

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

             a.   Targeted Case Managers are actively involved in discharge planning of clients receiving inpatient   
   treatment. CMMHC ensures collaboration of providers to ensure a smooth transition for the client  
   to outpatient services. 

What would be the next steps towards achieving this standard? 
a. Pursue Care Coordination agreements with community partners. 
b. Provide a list for providers along with a contact list for easy access to community providers. 
c. Allow time for needed collaboration with treatment programs. 
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        6. Integrated Discharge Plan 
Definition:  Written discharge plans should address continuity of care for both mental and substance use 
disorders following discharge from the inpatient treatment to outpatient care; this includes assuring that 
plans address stage-appropriate recommendations for specific issues as well as basic needs such as 
securing housing prior to discharge. Uninterrupted care requires involvement of the community treatment 
provider and possibly ancillary professionals (e.g., probation officers, etc.) with the treatment team 
throughout the client’s treatment (see item # 5). When it is anticipated that a client’s treatment will brief, 
it is especially important to begin to collaboratively plan the discharge at the time of intake. 
 
> 90% of client discharge plans target both substance use and mental illness. 
 

       Questions: 
To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

             a.  Targeted Case Managers ensure all community providers involved with clients are included in   
  treatment planning and discharge planning. 

           What would be the next steps towards achieving this standard? 
             a.   Increase outpatient providers involvement in transitioning services from inpatient to outpatient   

      treatment. 
 b.  Identify a team lead to coordinate the collaborative effort with all the client’s providers. 
 c.  Allow adequate time to include both mental health and SUD providers in treatment planning and  
        the transition from inpatient to outpatient services. 
 

        7. Clinical Staff Training in the Integrated Dual Disorder Treatment (IDDT) model 
Definition:  Clinical staff members should receive standardized training in the Integrated Dual Disorder 
Treatment model appropriate to their roles and functions at least annually.  Comprehensive training for all 
practitioners and supervisors in core principles as well as basic and advanced skills is essential to providing 
IDDT services. All direct care staff members should receive training relevant to their clinical functions and 
level of client involvement (see levels chart). This should involve an initial intensive overview as well as 
ongoing skill enhancement/development tracked annually. 
 
>90% of clinicians/direct care staff members receive training as per competencies criteria. 
 

       Questions: 
To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a.  IDDT training is encouraged but not required. 
What would be the next steps towards achieving this standard? 
a.  Identify IDDT trainings available through Relias, our online learning system. 

          b. Recruit staff with IDDT experience or with dual licenses. 
          c.  Reimburse staff for IDDT trainings. 
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        8.  Clinical Guidance and Monitoring  
Definition:  Clinical staff members should receive guidance and monitoring of clinical practice on a regular 
basis appropriate to their role and functions from a practitioner experienced in the Integrated Dual 
Disorder Treatment model.  The guidance can be provided either in groups or individually and might 
happen in the context of treatment team meetings and other naturally occurring activities. Monitoring and 
guidance should not be primarily peers only but should involve a designated and experienced IDDT 
clinician.  The guidance should be person-focused and explicitly address IDDT principles and their 
application to specific client situations.  
 
It is recommended that client-specific clinical monitoring and guidance should occur: 

• Weekly for core dual disorder treatment staff with client case review the focus;  
• Regularly and be person-focused for all clinical treatment team staff;  
• Provide opportunities for all clinic staff, e.g., via co-facilitation of treatment groups, observation, or 

taped client sessions. 
 
Rationale:  Regular monitoring and clinical guidance is critical not only for individualizing treatment, but 
also for ensuring the standardized provision of integrated treatment true to IDDT principles. The 
professional literature suggests that for staff development and retention, practitioner skill sets should be 
advanced during individual and group supervision and other venues for educating, monitoring, and 
modeling.  
 
Refer to the Types of Monitoring and Guidance below for scoring: 

• Core dual disorder treatment staff receive weekly individual and/or group monitoring and 
guidance where client case review is the focus. 

• All clinical treatment staff (in addition to core dual disorder treatment staff) regularly receive 
monitoring and guidance where client case review is the focus. 

• An experienced IDDT clinician is integrated into all multi-disciplinary treatment team meetings. 
• All clinic staff receive clinical monitoring and guidance in the context of their existing activities, 

i.e., via co-facilitation of treatment groups, activity therapy, occupational therapy. 
• All clinic staff have access to monitoring and guidance to discuss specific client cases from an 

experienced IDDT clinician. 
 
All five types of clinical guidance and monitoring are provided. 
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

              a. We currently have representation of IDDT staff in all our clinical teams. 
What would be the next steps towards achieving this standard? 

 a. Actively incorporate IDDT services into all our programming. 
 b. Recruit more staff trained in IDDT. 

c. Train current mental health outpatient staff in IDDT, identifying SUD, and any applicable training that   
would benefit clients with both a mental health and SUD diagnosis. 
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        9.  Process Monitoring 
Definition:  Supervisors/program leaders monitor the process of implementing the  
IDDT Inpatient/Outpatient Adaptation every 3 months and use process data to improve the program. 
Effective process monitoring involves a standardized approach, e.g., use of a fidelity scale, training records, 
supervision logs, and examination of data on service use or group/session attendance. The expectation is 
that a specific action plan based on data/report recommendations would be developed that would include 
documentation of action steps, time frames, responsible parties, and results.  
 
Rationale:  Systematic and regular collection of process data is imperative in evaluating  
and improving program fidelity to an evidence-based practice (EBP).  
 
Standardized process monitoring occurs at least quarterly. 
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

             a.   We currently do not have a regular and systemic process to collect data to evaluate and improve  
   program fidelity. 

What would be the next steps towards achieving this standard? 
a. Create standards for collecting the needed data at least quarterly. 
b. Identify EBP’s to be measured and follow protocols that are determined. 
c. Ensure the data collected is used to improve program fidelity to an EBP. 

 
 

        10. Client Outcomes Monitoring 
Definition:  Program Leaders/Supervisors monitor client outcomes at least quarterly and discuss the data 
with practitioners to improve individual and program-level services.  Outcome monitoring involves a 
systematic approach to assessing clients on a range of indicators, e.g., movement through stages of 
treatment, client, and family satisfaction survey information, and monitoring other effects (e.g. rapid or 
frequent re-admission rates following discharge). 
Rationale:  Systematic and regular collection of client outcomes data is imperative for evaluating program 
effectiveness to ascertain the impact of inpatient IDDT treatment on clients receiving it.  
 
Standardized outcomes monitoring occurs at least quarterly and results are discussed with practitioners. 
 
Questions: 

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

             a. CMMHC is currently using data minimally in determining treatment for clients. 
What would be the next steps towards achieving this standard? 

 a. Ensure accurate and consistent data is being entered into our electronic health record. 
 b. Organize the data so it can be viewed and understood by service providers. 
 c. Analyze and utilize the data in determining treatment courses and/or change of treatment if indicated. 
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        11.  Quality Improvement 
Definition:  The organization’s Quality Improvement (QI)Committee has an explicit plan to review the IDDT 
Inpatient/Outpatient Adaptation implementation or components of the program every six months.  
 
Rationale:  Research has shown that programs that most successfully implement evidence-based practices 
have better consumer outcomes. Systematic and regular collection of process and outcomes data that are 
then shared with direct service staff is imperative for evaluating program effectiveness. 
 
Routine QI review that includes specific IDDT elements occurs every six months. 
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a. We are at the beginning stages of the collection process and using outcome data to drive services. 
What would be the next steps towards achieving this standard? 

 a. Determine a specific timeline for collection and review of data. 
 b. Share with direct care staff so they understand what the data indicates. 
 c. Have direct care staff participate in implementing programming that meets the needs of clients.  
       indicated by the data outcomes received. 
 

        12.  Patient Choice 
Definition:  Consistent with the principles of person-centeredness, all patients receiving IDDT services 
during their hospital stay are offered choices. All staff members consider and abide by client preferences 
when offering and providing services. 
 
Rationale:  A major premise of IDDT is that clients in a recovery environment can play a vital role in the 
management of their illnesses and in making progress towards achieving their goals. Providers accept the 
responsibility of getting information to clients so that they can become more effective participants in the 
treatment process, while also appreciating the severity of a client’s initial condition and thinking processes 
upon admission. 
 
All clients are fully informed of the range of services and are offered choices based on their preferences. 
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a. Current services CMMHC provides are pre-determined and presented to clients without much 
consideration to their preferences. CMMHC does offer choices, but they are limited to what we currently 
offer and not necessarily considering what is truly needed by clients. 

       What would be the next steps towards achieving this standard? 
 a. Expand the options of programming we have. 
 b. Gather regular feedback from clients experiencing the programming. 
 c. Review and assess programming in a timely manner and adjust as indicated. 
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         II.  TREATMENT ITEMS 
         13.  Multi-disciplinary approach to integrated services 

Definition:  Services to clients with co-occurring disorders are provided by clinicians/direct care staff 
representing the range of professional disciplines, including psychiatrists/APNs, psychologists, nurses, social 
workers, recreational and occupational therapists, and other ancillary specialists, who have excellent 
communication and work collaboratively.  

. 
Rationale:  Receiving treatment for both disorders from a multi-disciplinary team trained in both substance 
use and mental illness leads to better client outcomes (Mueser, Noordsy, Drake, & Fox, 2003). With a multi-
disciplinary approach and integrated treatment, information and interventions are woven together for a 
stronger clinical approach. It can help clients avoid “falling between the cracks” because they fail to receive 
integrated treatment for both disorders, avoid philosophical conflicts between substance use and mental 
health clinicians, and improve communication among clinicians. 
  
Evidence shows excellent communication and collaboration across disciplines and shifts leads to better 
outcomes. 
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a.   CMMHC does promote a multi-disciplinary approach as much as possible. Time restraints and remote  

meetings have hindered that somewhat. 
             What would be the next steps towards achieving this standard? 

 a.  Continue to employ a multi-disciplinary team trained in both mental health and SUD.  
 b.  Encourage regular collaboration and avoid any silos that may arise. 
 c.   Include clients in multi-disciplinary meetings and assist them in identifying each provider’s role. 
 
  



CENTRAL MN MENTAL HEALTH CENTER COMMUNITY NEEDS ASSESSMENT 2019-2021 PAGE 39 
 

     14.  Stage-Wise Treatment  
Definition:  Use of specific interventions based on an evaluation of the client’s motivation to address and 
work on substance use and mental illness. Stages of treatment reflect the understanding that a clinical 
relationship must be established before attempting to address either disorder. Following the establishment 
of such a relationship, attention is paid to helping clients understand the effects of substance use and mental 
illness on their lives and helping them to make informed choices to address their behaviors. Then, attention 
may turn to resolving ambivalence about recovery and making a commitment to abstinence from substance 
use and finally to planning for relapse prevention. 
 
There is an expectation that a standardized instrument/protocol (e.g., SATS-R or MN SATS-R adaptation) is 
used at admission and throughout the hospital stay to establish the client’s stages of treatment about 
both disorders. 
 
Clinical intervention goals corresponding to each treatment stage include: 

Engagement (stage 1):       Develop trust/rapport 
Early Persuasion (stage 2):       Increase patient’s curiosity/interest/concern 
Late Persuasion (stage 3):       Tip ambivalence toward healthy change 
Active treatment (stage 4):       Help develop insight and develop coping skills 
Relapse Prevention (stage 5):     Help support lifestyle changes 

 
Rationale:  There is a strong research base (see Mueser, 2001 for a review) suggesting that modification in 
maladaptive behavior occur most effectively when interventions correspond closely to the appropriate 
treatment stage. 
 
>90% of interventions are consistent with clients’ treatment stage.  
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to 
 address this question 
a. CMMHC does a good job of identifying where a client is at in the treatment process and responding 

accordingly. 
What would be the next steps towards achieving this standard? 

       a.  Review treatment stages regularly within clinical teams and any time a client’s case is reviewed. 
       b.  Provide staff trainings to assist them in identifying the treatment stages of clients. 
       c.  Provide guidance for all staff on the importance of engagement and creating a trusting relationship    
           with clients to increase participation and growth throughout treatment. This includes meeting clients  
           where they are at in treatment with acceptance and understanding so they receive the needed  
           support throughout the treatment processes. 
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     15. Comprehensiveness of Services 
Definition:  To address a range of client needs, multiple ancillary rehabilitation services are available. For a 
service to be considered “available” it must both exist and be accessible by clients and their Social Support 
Network members within a reasonable period following screening and should be available throughout the 
treatment process.  
 

a. Psychoeducation for Social Support Network members 
b. Wellness Self-Management 
c. Vocational Support  
d. Inpatient/Outpatient Self-Help  
e. Spiritual Support  
f. Leisure Activities   

Rationale:  Clients have a wide range of needs, such as obtaining employment or some other meaningful 
activity, improving the quality of their family and/or social relationships, and managing anxiety and other 
negative moods. Fully implemented IDDT programs must be comprehensive because the recovery process 
occurs over time in the context of making many life changes. 
 
     Questions: 

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

a. Although we provide needed assistance, CMMHC can do a better job of providing supports for clients   
in establishing quality in their employment endeavors, social-emotional relationships, and leisure 
activities. 

      What would be the next steps towards achieving this standard? 
       a.   Provide more planful support for transitions within the communities our clients belong to. 
       b.   Create a timeline of different possibilities for the recovery process including possible barriers and  
              successes a client may experience. Continue to refer to services that provide long-term support in the 
              community. 
 

  16. Timeliness of Services 
Definition: Services (including those listed in item # 14) should begin in a timely fashion after admission to 
treatment and continue until the client is discharged, with no time limits set on treatment. Timeliness is 
defined as two-three days post-screening. Access to appropriate services should not be delayed until all 
assessments are completed. 
 
Rationale: The evidence suggests that both disorders tend to be chronic and severe. A time-unlimited service 
that meets individual clients’ needs is believed to be the most effective strategy for this population. 
  
For >90% of clients, services begin within two-three days of screening and continue through discharge. 
 
     Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

a. Clients are currently able to gain quick access to services once they are discharged from the hospital or    
           treatment program. 
      What would be the next steps towards achieving this standard? 
    a.    Set specific guidelines outlining the time frames from intake to treatment programming. 

           b.    Ensure the process is followed by all staff involved with the client.  
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        17.  Outreach Capability 
Definition:  The provision of services where the client lives as opposed to the expectation that the client 
will gravitate to a central location. Outreach includes both engagement of new patients and re-
engagement of clients previously engaged who are not participating in treatment services. For example, if 
an inpatient client will not leave his/her room to attend a group meeting, the staff member or clinician 
would go to the client’s room, attempt to encourage group attendance, or alternatively, spend time with 
the client individually. Outreach to clients is done for emergency purposes (e.g., behavioral crises, 
medication/symptom monitoring, to attend to basic needs, to engage the clients and encourage 
attendance at programmed activities, and to maintain the therapeutic alliance). 
 
Rationale:  Because dual disorder clients tend to have higher levels of cognitive impairment and lower 
levels of motivation, engaging them in treatment is difficult. Therefore, interventions that reach out to 
assist dual disorder clients can be helpful for developing engagement as well as other important 
therapeutic outcomes. 

 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a. We currently have limited outreach to dual diagnosis clients.  Our outreach programs, ARMHS, ACT, 

and TCM all provide this service. 
What would be the next steps towards achieving this standard? 

 a.   Assess what else is needed to engage clients and meet them where they are comfortable. 
 b.   Expand outreach efforts to include a focus on engaging dual diagnosis clients and their families. 
 c.   Identify which positions can best perform the outreach and have a variety of staff to address    
         emergency issues, such as medication compliance. 

 
 

  



CENTRAL MN MENTAL HEALTH CENTER COMMUNITY NEEDS ASSESSMENT 2019-2021 PAGE 42 
 

     18.  Motivational Interviewing 
Definition:  Motivational Interviewing (MI) is a conversational technique shown to be effective for enhancing 
client movement through the stages of change that are necessary to adequately address the many issues 
related to recovery.  It is a style that can and should be utilized by all clinic staff. Elements of MI include 
expressing empathy, identifying personal goals, developing discrepancy, rolling with resistance, and 
supporting self-efficacy. Although the ideal would involve all behavioral health staff achieving fluency with 
MI, the expectation is that staff members who have demonstrated proficiency with MI skills are dispersed 
throughout the units in a way that ensures that all patients can benefit from this approach. To achieve high 
fidelity, the clinic must have a written plan that outlines the way staff members proficient in MI are made 
accessible to all clients.  
 
Proficiency in MI can be assessed using a variety of observational rating instruments and processes. 
 
Rationale:  The premise of Motivational Interviewing is that persons with any conditions and problem 
behaviors (e.g., substance use) can be motivated to work on them when helped to first identify personal 
goals and develop discrepancy between a continued behavior pattern such as substance use and achieving 
these personal goals. 
 
≥ 90% of clients have access to staff members proficient in MI techniques. 
 
  Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a. Many of our mental health professionals and practitioners are trained in Motivational Interviewing 

and the Stages of Change. Clinical teams use the stages of change when teaming clients. TCM also 
uses the Stages of Change in both individual notes and during group clinical supervision. 

What would be the next steps towards achieving this standard? 
a.   Assign MI training to all new providers through Relias. 
b.   Ensure all programs are utilizing the Stages of Change when determining treatment for individuals 
and families and support clients in understanding and noticing what stage-of-change they may be in          

      through graphs and Motivational Interviewing. 
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  19.  Cognitive Behavioral Therapy (CBT) 
Definition:  Cognitive Behavioral Therapy (CBT) is one of the most effective forms of psychotherapy. It is a 
general approach to helping people overcome problems and make progress toward personal goals. CBT is an 
active, structured, time-limited, directive form of therapy that is based on the belief that the way a person 
perceives and structures the world determines his/her feelings and behaviors.  Depression treatment, for 
example, is aimed at discovering negative views that clients have about themselves or a given situation and 
helping them gather evidence against distorted aspects of this self-perception or situation.  The goal of this 
therapy is to identify and correct the client’s distorted negative cognitions, to clarify and challenge underlying 
beliefs, and to increase the patient’s adaptive problem-solving capacity.  Counseling may take several forms, 
including developing relapse prevention plans, teaching strategies for dealing with cravings, training in 
problem-solving to address high-risk situations, or teaching specific strategies for coping with symptoms or 
mood states that lead to substance use.  
 
The expectation is that practitioners who have demonstrated proficiency in CBT are purposefully connected to 
clients who can benefit from this approach. To achieve high fidelity, the clinic must have a written plan that 
outlines the way practitioners skilled in CBT are made accessible to all appropriate clients. Competence in CBT 
involves both adherence to the model as well as skillful application of treatment methods in caring for clients. 
 
Rationale:  CBT has been shown to be effective in treating substance use and other addictive disorders as well 
as mood disorders such as depression. 
 
≥ 90% of stage-appropriate clients have access to a practitioner skilled in CBT. 
 
      Questions:  
        To what degree does your service approximate this standard? (please provide a brief response to     

              a.    Most of our MH Professionals use CBT to some degree with their clients, determined by the need  
and ability to respond to the treatment. Practitioners collaborate with the mental health 
professionals to continue supporting clients in practicing learned CBT skills. 

     What would be the next steps towards achieving this standard? 
 a.   Create a more deliberate plan for practitioners to learn and model CBT skills to enhance education 

 provided by mental health professionals and support clients in applying them in everyday life.  
  b.   Provide CBT training for practitioners through our Relias system or community opportunities. 
  c.    Review CBT skills with practitioners and provide any new information that will assist them is  
                 supporting clients. 
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        20.  Integrated Group Treatment for Dual Disorder Clients 
Definition:  All clients are offered group interventions specifically designed to address both mental health 
and substance use problems at the same time.    
 
Rationale:  Research indicates that better outcomes are achieved when group treatment is utilized and 
when it is integrated to address both disorders.  
 
Integrated groups are offered where both mental health and substance use disorders are the focus of the 
treatment. 
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

             a. We have limited groups offering both mental health and SUD treatment. 
What would be the next steps towards achieving this standard? 

 a. Increase the number of IDDT groups offered. 
 b. Survey clients to be informed when implementing integrated groups. 
 c. Engage staff in focusing on providing integrated treatment in group settings. 
 

        21.  Types of Group Treatment 
Definition:  The provision of different stage-appropriate group interventions led by professionals 
specifically targeting co-occurring disorders. Five different types of groups are identified: education, 
persuasion, active treatment, skills training, and relapse prevention. 
Rationale:  Groups have powerful effects on individuals, both positive and negative.  
Substance use frequently occurs in group settings as does treatment of substance use.  
Group treatment for co-occurring disorders has several advantages: it is a cost-effective approach to 
working with individuals; it provides opportunities for social modeling; and it provides social support and 
additional sources of feedback to clients. A variety of group interventions for co-occurring disorders have 
been included in effective treatment programs for this population. 
 
Program’s Protocols for Types of Groups: Education Groups, Persuasion Groups, Active Treatment, Social 
Skills Training Groups, Relapse Prevention Groups  
 
Five or more group types are offered. 
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a.  Current groups are limited due to COVID-19 but we are starting to invite clients back to in-person 
settings with limited numbers. 
What would be the next steps towards achieving this standard? 

             a.  Gather information from clients and their families to determine what types of groups are the most 
                   beneficial. 

 b.  Offer a variety of choices that include all the above-mentioned group programming. 
 c.   Engage clients and their supports in the group treatment process and emphasize the benefits of the   
         group process. 
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      22. Client to Clinician Ratio in Group Treatment 

 
Definition:  The number of clients relative to the number of clinicians in a group intervention.  Research and 
professional literature suggest that process-oriented groups are less effective if group size exceeds 12 clients 
with co-facilitators. Psychosocial groups may be larger in size. 
 
Rationale: To adequately attend to individual client issues, styles of learning, etc., in a group setting, it is 
necessary that the ratio of clients to clinicians be low. 
 
Twelve or fewer clients with co-facilitators. 
 
   Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a. As mentioned above, our groups have been meeting virtually and we are just starting to bring clients 

back In-person with limited numbers. 
What would be the next steps towards achieving this standard? 
a. Set guidelines for the different groups and indicate the ratio of client to facilitators depending on the  

             type of group being provided. 
             b.    Ensure limits are followed without exceptions to guarantee the attention each client needs. 
             c.    Allow for adequate staffing of groups and the time needed to plan and provide quality services. 
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        23. Interventions for Clients and Members of their Social Support Networks  
 

Definition:  A Social Support Network (SSN) may include parents, siblings, partners, extended family, 
friends, and/or others who comprise a client’s significant social support system. SSN intervention by 
professionals is intended to educate SSN members about co-occurring disorders, reduce stress, and to 
promote collaboration with the treatment team.  
 
Services for Social Support Network members should include, but not be limited to, the following:  

• Participation in client’s treatment team meetings. 
• Attendance at on-site “open” self-help meetings.  
• Participation in on-site peer-led psychoeducation/support group (e.g., NAMI Family-to-Family);  
• Participation in psychoeducation/support group led by practitioners, e.g., Social Worker.  
• Receipt of individual or group counseling provided by staff.  
• Referral for peer-led psychoeducation/support.  
• Referral for practitioner-led psychoeducation/support.   
• Referral for professional individual or group counseling. 

 
Rationale:  Research has shown that social support plays a critical role in reducing relapse and inpatient 
treatment or hospitalization of persons with SMI. Social Support Network members provide valuable and 
extensive supports to clients and the loss of such supports, often due to SSN members own stress levels, 
can contribute to client housing instability and homelessness. Providing information about a client’s SMI 
and substance use and involving SSN members in client treatment have been shown to reduce stress and 
its negative consequences among SSN members. Interventions such as psychoeducation can be especially 
powerful treatment for clients with SMI and addictive disorders and their SSN members. However, the 
decision to involve any significant others is the client’s choice. Clinicians should discuss with clients the 
benefits of education and counseling for individuals in their support networks and must respect clients’ 
decisions about whether and in what way to involve them. 
   
Mechanisms in place and > 5 services available that include a client’s SSN. 
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

             a.  We try to include the client’s SSN when referring to community services and also involve them in the  
                   overall treatment process.          

What would be the next steps towards achieving this standard? 
 a.  Increase the number of group activities that encourage the client’s SSN to participate. 
 b.  Ensure community referrals include SSN members when transitioning from treatment back into the  
        client’s personal experiences. 

             c.   Provide education for a client SSN during the treatment process so they can support the client in re- 
        entering their day-to-day lives with successful outcomes. 
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        24.  Pharmacological Treatment Approach  
 

Definition:  Treatment approaches are tailored to the needs of patients with co-occurring disorders and 
incorporate the following practices:  

a. Clients receive medication for detoxification, when needed.  
b. Psychotropic medications are not withheld from clients based on current or past use of substances.  
c. Psychotropic medications prescribed reflect consideration of abuse liability and potential for 

interaction with drugs of abuse. 
d. Drug screens are utilized. 
e. Pharmacological approaches to decrease relapse risk are considered. 

 
Rationale:  Research indicates that psychotropic medications are effective in the treatment of persons with 
SMI, including clients who have active substance use problems.  Access to such medications, including anti-
psychotics, mood stabilizers, and antidepressants are critical to effective treatment of dual disorder 
patients. Historically, the treatment approaches of mental health and substance use clinicians have been 
under-communicated and often in conflict. A pharmacological approach that is integrated benefits from a 
cross-trained perspective and takes the interactive effect of both disorders into account. 
 
All five of the practices listed above are evident.         
 
Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 

             a.   While most of the treatment approaches are in place, CMMHC is in the process of developing MAT  
   services that will meet all the above criteria. 

             What would be the next steps towards achieving this standard? 
 a.   Contract with our remote psychiatry, Innovatel, to provide services we do not currently have. 

b.   Train mental health professionals and practitioners in the signs of withdrawal and what referrals can                   
be made to receive the needed medications to assist with both mental health and SUD symptoms.  

             Include clients and their families in the decision making of taking psychotropic medications by   
             providing education, including benefits and possible side effects. 
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     25.  Community Self-Help Linkages 
Definition: Connecting patients with community consumer-run self-help groups for addiction problems, such 
as Alcoholics Anonymous (AA), Narcotics Anonymous (NA), Cocaine Anonymous (CA), Dual Recovery 
Anonymous (DRA) or Double Trouble, is shown to result in increased rates of abstinence when living in the 
community. The expectation is that all stage-appropriate clients are offered on-site self-help groups to 
introduce them to these fellowships, their principles, and steps during treatment (see item #15). For 
inpatient clients with off-site privileges, the expectation is that the clinic facilitates attendance at community 
meetings to ease a client’s transition to the community at discharge. “Active linkage” is defined as clinic staff 
or outpatient provider accompanying clients to the first community meeting(s) followed by client attendance 
on their own. This provides an opportunity to process the experience in individual counseling sessions prior 
to discharge.  
 
Rationale:  Self-help groups are a widely used resource in the treatment of addiction and enjoy moderate 
popularity with dually disordered clients. Participation in self-help groups is associated with greater 
improvements in abstinence rates. 
 
Peer-led self-help groups are offered and accessible on-site with active linkage to community 12-step 
groups. 
 
  Questions:  

To what degree does your service approximate this standard? (please provide a brief response to address 
this question) 
a. A list of area meetings is always offered to clients and attendance encouraged. 
What would be the next steps towards achieving this standard? 
a.   Recruit peers interested in becoming a Peer Recovery Specialist. 

             b.   Hire peers within our SUD program. 
             c.  Include peer-run recovery groups with SUD programming.   
 
 
 

 
Conclusion 
The process of gathering information and reviewing data, for this Community Needs Assessment, has been 
extremely beneficial towards CMMHC becoming a Certified Community Behavioral Health Clinic. 
While both barriers and successes are identified within this assessment, CMMHC will focus on areas of need 
found within the communities we serve. We will continue to solicit feedback from families and individuals  
as we implement all the required services under a CCBHC, keeping in mind that meeting their needs is our key 
purpose. 
 
This Community Needs Assessment is a living document that will be updated annually at a minimum. 
CMMHC will refer to the information within this assessment as we continue to strategize service delivery  
as a CCBHC.  
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Resources/Links 
Obesity Prevention and Support: 
• Compare Counties in Minnesota - Stearns (SA) vs. Wright (WR) vs. Benton (BN) vs. Sherburne (SH) _ County 

Health Rankings &Roadmaps.pdf 
• MN student surveys by counties 
• National Institute of Diabetes and Digestive and Kidney Disease (NIDDK) 

 

Nicotine use: 
• https://www.cdc.gov/tobacco/disparities/mental-illness-substance-use/index.htm#health-effects 
• School Survey Tobacco Use.pdf 
• Rural Teen Tobacco Use.pdf 
• https://truthinitiative.org 
• www.hhs.gov/ash/oah/adolescent-development/substance-use/drugs/tobacco/strategies-and-approaches 
• www.cancer.org/cancer/cancer-causes/tobacco-and-cancer 
• e-cigarettes.surgeongeneral.gov 

 

Homelessness: 
• https://www.hcs.harvard.edu/~hcht/ 
• housingfirstmnfoundation.org 
• https://resources.hud.gov/# 
• https://www.ccstcloud.org/services/housing 
• https://www.pathways4youthmn.org/ 
• Compare Counties in Minnesota - Stearns (SA) vs. Wright (WR) vs. Benton (BN) vs. Sherburne (SH) County 

Health Rankings &Roadmaps.pdf 
 

Underserved Populations: 
• CentraCare Health 
• https://suburbanstats.org › race › minnesota 
• Minnesota Center for Health Statistics 

PO Box 64882 St. Paul, MN 55164-64882 
healthstats@state.mn.us www.health.state.mn.us/divs/chsadmaps.pdf 

 
General Resources: 
• Wright County Community Needs Assessment Plan 2020-2022 
• Stearns County Community Health Improvement Plan (CHIP) 2015-2019 
• Community Health Improvement Plan-CentraCare, Stearns, Benton, and Sherburne       

counties July 1, 2019-June 30, 2022 
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2019 CMMHC Strategic Plan participants: 
CMMHC Leadership Team 
Representative staff from each program area within CMMHC 
Dave Bentrud - Waite Park Chief of Police 
Melissa Huberty - Stearns County Human Services Administrator 
Jinny Palen - MACMHP 

 

CMMHC Community Needs Assessment participants:  
CMMHC Leadership Team 
Stephanie Barnes 
Will Johnson  
Bethany Gangestad-Birk 
Hannah LaDuke 

  Jamie Lynn 
  Christine Morris 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


