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Executive Summary 

 

 Following a the politically contentious Legislative Session of 2003, a broad group of stakeholders 

in mental health policy created a loosely-organized forum for developing a reform agenda that sought to 

address the complex, multi-jurisdictional problems apparent in the public mental health system.  This 

forum, known as the Minnesota Mental Health Action Group (MMHAG), grew from informal meetings 

in 2003 into a comprehensive policy proposal, culminating in the passage of a historic Mental Health 

Initiative in 2007.    

 The evolution of MMHAG into a powerful force in the policy arena did not happen by accident.  

From its conception, MMGAG defined itself as a potential solution to problems which transcended the 

traditional agendas of constituent MMHAG members.  MMHAG fostered a culture of inclusion and 

actively sought and incorporated input from all relevant stakeholders.  MMHAG created its own 

momentum, and through perseverance the participants took advantage of the window that opened up and 

led to an opportunity for major reform.  MMHAG also benefited from timely leadership, which stepped in 

at key moments to keep the project moving towards its goal.   

 Using the groundbreaking analysis of John W. Kingdon’s Agendas, Alternatives, and Public 

Policies, this paper dissects MMHAG with Kingdon’s concepts of how three “streams” of the public 

agenda – Problem, Policy, and Political -- coalesced into a powerful proposal which rose to a top priority 

in the Health and Human Services budgeting process for two years.   

Two other concepts are introduced into this paper, namely how External Credibility and Internal 

Gravity kept the MMHAG process moving forward.  In the former case, because MMHAG defined itself 

as the “biggest game in town,” participating organizations and individuals used the banner of broad 

consensus to achieve prominence beyond their individual capabilities.  In the case of the latter, because 
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MMHAG’s process encouraged and sought participation, opposition was absorbed through internal 

discussions and was largely dissipated.  Further, because participants recognized that the potential for 

meaningful reform was much broader than what they could achieve individually, no one group wanted to 

break the consensus and be the downfall of the External Credibility, with one major exception in 2006.  In 

a real sense, External Credibility of the project and Internal Gravity magnified the power of each other, 

leading to robust, meaningful internal discussions and the presentation of a unified front to outsiders.   

MMHAG resulted in almost $40 million in new investments and a set of comprehensive reforms 

in the public mental health system, which is being implemented today.  MMHAG was successful in part 

because it sought to reform a significant problem that impacted multiple jurisdictions and systems.  

Further, at the beginning the project was a voluntary effort without a specific agenda.  Input was sought 

from all relevant stakeholders – and ownership of the project was given to those very stakeholders.  As 

the reform progressed, leadership stepped in to formalize the proposal and keep it moving forward.   

MMHAG is a shining example of broad-based consensus building forged around a problem that was 

previously thought to be too complex to solve.       
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Introduction 

 

From the perspective of the client, mental health care in Minnesota can be a dizzying maze of 

overlapping jurisdictions and unbridged gaps between providers, payers, and programs.  The job of 

navigating the complex mental health system is frequently left to the individual suffering from a mental 

health condition at a time when he or she is most in need of assistance.   It is true that the needs of 

Minnesotans with mental illness are met more often than not, but too often the source of care is a jail, a 

prison, or a locked residential facility.  The system itself is geared towards reacting to crisis – stepping in 

when it must – rather than acting “upstream,” when crisis can be diverted with more effective, less 

expensive interventions.   

 “Jane” is an example.  At only 19 years old and with surprising confidence, she testified at a 

Minnesota House of Representatives committee meeting on mental health reform in February of 20071.  

Jane’s personal story highlighted more gaps and cracks in the system than many thought possible.  At 15, 

she told the committee, she was diagnosed with bipolar disorder, a physical condition in the brain that 

causes uncontrollable mood swings from manic to depressive, and which causes a lack of impulse control 

leading to risky behavior and/or suicidal thoughts.  Jane’s parents were divorced at the time and neither 

had adequate private coverage for her severe symptoms, especially when her depressive phases required 

either hospitalization or monitoring2.  Her diagnosis would be considered a preexisting condition for any 

new coverage.   

                                                            
1 Minnesota House hearing archive, February 9, 2007, at 
http://www.house.leg.state.mn.us/audio/archivescomm.asp?comm=11001&ls_year=85 
 
2 CHOICE MATTERS: The Association backs voluntary participation in any new plans for Minnesota’s mental 
health system under the Mental Health Initiative, at http://www.mentalhealthmn.org/vertical/Sites/%7B738BB479-
5A71-4CE2-A875-7D1C1A7F2C5E%7D/uploads/%7BC9D22793-063A-44C3-9C55-2E0D42B7CB19%7D.PDF 
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The state is responsible for medical insurance for people without means to pay for it themselves.  

Jane applied for Medical Assistance (MA), Minnesota’s Medicaid program. She was denied because her 

parents did not meet the income guidelines.  She applied for MinnesotaCare, another state program with 

different mental health benefits, but she was denied because she was told she could be eligible for MA 

with a disability determination.  She applied for disability, which would classify her as unfit to function in 

society without assistance.  After over a year of filling out forms and waiting for a determination, she was 

denied because, she was told, her condition was not severe enough and could be managed with care 

covered by most insurance plans.   

The county is primarily responsible for delivering social services for people with mental illness.  

Many people coping with serious mental illness need employment assistance, housing assistance, and 

case management to help them navigate the system.  Each county has its own guidelines for case 

management, with different eligibility requirements, services offered, and oversight regimes.  One case 

manager told Jane that she was only “bilking” the system, and that she should just deal with her problems 

better.  Not all case managers take their job seriously or have the appropriate background to manage their 

clients’ needs.  Jane also sought help from her school counselor, who was ill-prepared to advise her on 

coping with her condition.   

During a particularly acute depressive phase, Jane became a threat to herself and required 

hospitalization under a civil commitment order.  Courts oversee this process, layering another set of legal 

and bureaucratic rules that generally do not correspond to the social service system.  When Jane turned 18 

and legally became an adult, she had to seek assistance under new programs and policies because in most 

aspects, the juvenile social service and legal systems are distinct from the adult systems.    

Jane’s ordeal is regrettably not rare for people with serious mental illness and their families.  Her 

struggle to get appropriate care demonstrated the way social, health care, and legal services exist in 

“silos,” each representing distinct systems trying to deliver services.  In most cases, the professionals 
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responsible for delivering services try their best to do the right thing, but there are gaps built into the 

system and sometimes, incentives to push the person into another silo.  Far too often, the courts end up 

being the access point for care.   

It is important to highlight that every interaction which Jane and people in her situation encounter 

with the network of public assistance costs large sums of taxpayer money.  In one analysis by the 

Department of Human Services, mental illness accounted for $533 million per year in the budget of that 

department alone3.  Many other public departments and spheres are impacted either directly or indirectly 

by mental illness.  Public safety, corrections, the judicial system, private health care, even education are 

all working to manage the effects of mental illness, often in isolated, uncoordinated ways.       

With coordination across public sectors and budgets, with integration of mental and physical 

health care services, and – crucially – with the appropriate alignment of financial incentives among 

stakeholders, care for people struggling with severe mental illness can be steered towards prevention and 

maintenance on a systematic  level.  Crisis intervention and costly hospitalization can be averted or 

avoided.  This, in turn, can help bring down the skyrocketing costs associated with treating severe mental 

illnesses, primarily paid via the state budget.  In the hearing where Jane testified, one legislator used a 

metaphor.  She said we seem to be spending much of our time pulling people out of a river and that it 

would be much more effective to head upstream and stop people from falling into the river in the first 

place.   

This was the ambitious goal of the Minnesota Mental Health Action Group [MMHAG, 

colloquially referred to as “Em-hag”].  Conceived in 2003 as an informal, public-private forum to develop 

reform initiatives, MMHAG grew into a powerful force behind a comprehensive reform proposal.  

MMHAG also became an instructive model for how broad initiatives can be built and enacted.  

 
                                                            
3 Kooistra, Wes, “Mental Health Transformation in Minnesota,” powerpoint Presentation by DHS Assistant 
Commissioner, at http://www.hhs.state.ne.us/Behavioral_Health/SSPS/Kooistra-Presentation.pdf 
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Methodology 

 This analysis followed common methodologies used in case studies.  The design of the study 

sprung from one basic assumption: MMHAG was a success.  From its inception in 2003 through to the 

passage of sweeping legislation in 2007, MMHAG achieved its goal of enacting broad-based reform of 

the mental health system.  With that assumption in mind, four questions formed the basis of the case 

study: 

1. What was the policy and political context in which MMHAG maneuvered? 

2.  Understanding this context, how did MMHAG’s problem definition and scope contribute to its 

success? 

3. What challenges did MMHAG encounter, and how did it maintain momentum through adversity? 

4. What role did individual leadership play in the outcome?    

The unit of analysis for the case study is MMHAG itself.  MMHAG consisted of numerous 

participating stakeholders who worked on issues outside the scope of MMHAG, but the analysis will 

focus on the collective, voluntary contribution of stakeholders that made up MMHAG.  The timeframe of 

the study is from the inception of MMHAG as a loose discussion among stakeholders during the Session 

of 2003 to the passage of the Mental Health Initiative in June of 2007.     

Sources of evidence commonly available in case studies include: documentation; archival 

records; interviews; direct observation; participant observation; and physical artifacts.4  Each source of 

evidence has benefits and drawbacks.  The benefits of using documentation, archival materials and 

artifacts are that the source is stable, exact, and directly relevant to the context.  Drawbacks of using this 

kind of evidence are that the information may be incomplete or not representative of the breadth of 

opinion.  With more individualized sources of evidence such as interviews or observation, the benefits of 

                                                            
4Case study research: Design and methods (2nd ed.), Yin, R., Thousand Oaks, CA: Sage Publishing 
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personal, first-hand interpretation and context should be balanced with the acknowledgement of potential 

bias or selective memory.   

This analysis used examples of all the sources of evidence mentioned above, with the goal of 

directly informing the study questions. 

In order to gauge the policy and political context in which MMHAG maneuvered, it was 

necessary to research the recent history of mental health reform in Minnesota and nationally, the political 

makeup of the administrative and legislative branches, and trends in how mental health public spending 

has grown.  Evidence used to understand this context included:  

• A literature review of mental health reform initiatives.  Some internet search terms were 
“mental health reform,” “integrated mental health,” “comprehensive mental health 
reform,” and “mental health initiative.” 

• Review of Minnesota Statute related to mental health services 
• Review of Federal regulations related to mental health services 
• Review of legal analyses of state and federal mental health reforms 
• Collection of data on health care spending from the Minnesota Department of Health, the 

Minnesota Department of Human Services, the Centers for Medicaid and Medicare 
Services, and health policy journals 

• Email and telephone interviews conducted with stakeholders (see Appendix B) 

 

In order to analyze how MMHAG’s scope contributed to its success, evidence included email and 

telephone interviews of participants, published archival materials stating the positions of stakeholders in 

relation to the initiative, and documents detailing the evolution of the policy proposal through time.  In 

order to analyze the challenges MMHAG faced and how momentum was maintained, evidence included 

email and telephone interviews, legislative hearing audio archives, legislation and conference committee 

reports, and MMHAG documents reiterating support through time.  Finally, in order to analyze the role 

that individual leadership played in the outcome, evidence included email and telephone interviews,   

Finally, direct observation and participant observation were also important sources of evidence in 

this analysis.  In 2006, when the MMHAG-developed Mental Health Initiative was introduced, I was 

Committee Administrator for the Senate Health and Family Security committee, which held hearings on 
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the proposal.  In 2007, when the Initiative passed, I was the lobbyist for the Mental Health Association of 

Minnesota.  The organization I worked for was a founding member of MMHAG and, in large part, 

supported the Mental Health Initiative in the legislature.  As an advocate, I was co-chair of one of 

MMHAG’s action teams, and as such have knowledge of the inner workings of the project.  In this 

analysis, there are descriptions of comments, conversations, and events that derive from my direct 

observation and participant observation.  One such example is the description of “Jane’s” testimony 

detailed above - I was present at that hearing and, along with reviewing the committee archives, I feel 

confident in the veracity of its description.  I have reviewed my schedules and notes from the time to 

attempt as accurate a description of events as possible.      

 

The Framework of Analysis 

 

This analysis will build on the seminal work of John W. Kingdon, Agendas, Alternatives, and 

Public Policies.  The framework for agenda setting and policy development described by Kingdon 

encompasses much of the reason for MMHAG’s success, particularly in the interaction of stakeholders in 

the policy arena.  Many factors led to the passage of MMHAG’s final product, the landmark Mental 

Health Initiative of 2007, and this analysis will describe other factors that exist outside of Kingdon’s 

framework.  That said, Kingdon is an invaluable frame of reference and starting point.   

This analysis will lay out Kingdon’s framework and two more relevant concepts for analysis, then 

it will detail the nature of Minnesota’s mental health system which led to the desire for reform.  Next, this 

analysis will describe the various stakeholders involved in the reform effort and their specific roles in the 

mental health system as well as policymaking – as well as their interest in the MMHAG process and 

outcome.  Then, with the necessary background in place, MMHAG will be dissected and analyzed 
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through the prism of Kingdon’s framework.  The goal is to view MMHAG from all pertinent angles and 

to highlight the components that led to success.  Finally, the analysis will answer the four study questions.     

 

Kingdon’s Agenda    

By the time the Mental Health Initiative came up for a vote in the 2007 Session, there was so 

much momentum behind the idea that even political wrangling in an extremely partisan and budget-weary 

environment could not blunt the force of this reform effort.  How did this happen?  What led to the 

perception that comprehensive mental health reform topped the list of priorities?  How did this perception 

withstand considerable competition from other policy areas in a time of budgetary deficits?  Finally, how 

did the MMHAG structure itself – binding the motivations of almost all related stakeholders – withstand 

efforts to divide and chisel away the coalition it had fused together? 

Kingdon argues that the answer to these questions lies in effective agenda setting:  

 

“The patterns of public policy, after all, are determined not only by such final decisions 
as votes in legislatures, or initiatives and vetoes by presidents, but also by the fact that 
some subjects and proposals emerge in the first place and others are never seriously 
considered.”   

 

Kingdon acknowledges that agendas, which he defines as “subjects or problems to which [the policy 

community] are paying some serious attention at any given time,” are fluid.  Policymakers are inundated 

with perceived problems and proposed solutions all the time.  Prioritization of these initiatives is 

influenced by everything from a legislator’s personal experiences to the effectiveness of lobbying efforts 

to stories in the media.  Kingdon’s analysis of agenda setting identifies three key areas of consideration, 

or “streams” which, when aligned, can open up a “window” through which significant change can flow.  

In the case of MMHAG, all three of these streams -- Problem, Policy, and Political – aligned.  

Comprehensive mental health reform rose to the top of the priority list only after years of coalition-
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building and consistent, coordinated effort to put the issue on the policy agenda.  The result was an open 

window, an environment that accepted and almost expected comprehensive change.  The MMHAG-

developed Mental Health Initiative grew into, in Kingdon’s words, “an idea whose time had come.”  This 

did not happen by accident or through luck.  The goal of this analysis is to use Kingdon’s framework – 

and where appropriate, other concepts – to explain how the MMHAG-developed reform came to 

dominate the agenda in the 2007 Session.   

 

The Problem Stream 

 According to Kingdon, defining a problem can be more art than science: “problems are not 

simply the conditions or external events themselves; there is also a perceptual, interpretive element.”  On 

a policy level, a problem is not just a bad event or a situation that elicits sympathy – it is an issue that not 

only should be changed but can be changed.  In the case of people with mental illness, not having access 

to appropriate care, for example, is a bad thing that could have multiple causes: a lack of qualified 

providers, poor or no insurance coverage, an unwillingness by individuals to seek care for personal 

reasons like stigmatization or an inability to understand the need for help.  It is important to recognize the 

reasons people don’t receive care, but in order to elevate a bad event to the policy level, it is vital to think 

in structural terms.  This takes some interpretation and nuance.  Where does the individual case, or as 

Kingdon calls it, the “indicator” fit in the grand scheme of things, and how grand is the scheme?  How 

prevalent are the indicators, and are one or two really bad examples making change only appear 

necessary?    Is change possible, or will the constituent organizations and bureaucracies reject the change 

because it is too much too soon5?  Perhaps most important, where should the analysis stop?  Should the 

elevation of events into higher levels of policy stop when there is a good enough answer or when the 

entire system of organizations is involved?  As Jane’s story demonstrated, there are so many gaps in the 

                                                            
5 Bureacracy: What Governments Do and Why They Do It, James Q. Wilson, 1989 
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system that trying to focus on one aspect of the problem would be inadequate while attempting to address 

systemic problems could prove far too complex to address at once.   

As will be described below, MMHAG successfully created an environment where defining the 

problem incorporated nearly the entire mental health system, including all of the relevant silos.  MMHAG 

thought very big – problem definition grew beyond simple remedies for individual stakeholders and 

tweaks of existing laws.    For MMHAG, Kingdon’s Problem stream widened into a comprehensive 

reform proposal which broadened the scope of solutions previously available to the various stakeholders 

individually. 

The Policy Stream 

 Kingdon likens the policy community to soup.  Ideas float around, some rise to prominence, 

others sink into obscurity based on capricious criteria.  There are many cooks with spoons and alternative 

recipes but the effective chefs know the right ingredients for a successful idea.  Policy areas tend to 

isolate themselves into individual pots.  Within each pot, according to Kingdon,  

“specialists are scattered both through and outside of government … they have in 
common their concern with one area of policy problems.  They also have in common 
their interactions with each other.  People in the health community know each other’s 
ideas, proposals, and research, and often know each other very well personally.” 

 

This is only partially true in the mental health policy community because the issue crosses into many 

pots, budgets, and programs.  The courts and corrections systems are acutely aware of mental health 

issues – up to one fourth of prisoners have a diagnosed mental illness and are taking psychotropic drugs6 

– but rarely interact with the Department of Human Services, which administers the Medical Assistance 

program for patients in the community.  Organizations which advocate on behalf of people with mental 

illness, or as most prefer to be called “consumers,” help to bridge this gap, but tend to have adversarial 

                                                            
6 “Medications might be scarce for ex-offenders after GAMC elimination,” Rupa Shenoy, Minnesota Public Radio  
December 2, 2009, at http://minnesota.publicradio.org/display/web/2009/12/01/exoffender-medications/ 
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relationships with the associations of mental health providers.  Counties deliver and administer many 

social services, but do not generally coordinate services with the medical world.  And as in any policy 

area, each constituency tends to look out for its own interest primarily. 

 MMHAG sought to merge as many individual interests as possible within the mental health 

policy community.  In large part, as will be detailed later, this was accomplished to a degree that 

withstood most of the pressures of moving a large policy initiative into the political arena.  In fact, the 

merging of interests across much of the community contributed to the likelihood that the reforms would 

succeed.   

The Political Stream 

    In Kingdon’s framework, the political stream consists only of the political process of enacting 

policy change, not in the broader sense that every organization operates with internal or inter-

organizational political dynamics, which often influence the problem and policy streams.  To Kingdon the 

political stream exists primarily outside the problem and policy streams and he identifies two main 

reasons to account for this separation – the immediacy of political reaction to public mood and the 

relatively rapid turnover of political officials and staff.  Other reasons include the more structured method 

and timing for reaching decisions, and the ultimate constraints on the political system from budget 

restrictions and other governmental jurisdictions. 

 For MMHAG, the merging of the three streams made it easier to shepherd change through the 

political stream.  There was political opposition, but not enough to derail the momentum behind the 

Mental Health Initiative. 

 In Kingdon’s thinking, aligning all three streams is not necessary to get an issue at the top of the 

agenda but it is much easier when they are aligned.    
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Beyond Kingdon 

 

 This analysis will also view MMHAG through the lens of two further, related concepts not 

explicitly highlighted by Kingdon, but which influenced the progress of MMHAG’s work: external 

legitimacy and internal gravity.   

MMHAG struggled early on with issues of external legitimacy due to a perception of some 

stakeholders that the real impetus for change came from behind the scenes and was heavily influenced by 

one or two powerful organizations.  Some outsiders -- and some skeptical participants -- believed that 

MMHAG was a tool for Health Plans and the Department of Human Services to advance their agenda 

under the false banner of a unified mental health community.  But in order to be successful with a 

comprehensive reform proposal that reached across sectors, MMHAG needed the external legitimacy that 

can only come from the support of a broad, diverse coalition.  This leads to the other concept, internal 

gravity. 

Over the months and years that MMHAG met, discussed, argued, and developed proposals, the 

culture of the organization maintained a sense of openness.  Everyone was invited to all meetings, no one 

was excluded, even those who disagreed, and – crucially – the choice to participate was up to the 

individual stakeholder.  The result was an open culture that could incorporate input from any and all 

stakeholders.  If a group wanted to participate, it was welcomed and encouraged to weigh in on the 

details; if a group didn’t want to participate, their input was sought in other ways.  At various times, 

certain individuals became the center of gravity by exerting leadership to settle disagreements and move 

the project forward.  At other times, certain groups tried to upset the internal gravity of MMHAG by 

circumventing the process.  In the end, MMHAG was very effective in keeping almost all of the 

stakeholders in its orbit – primarily because it was consistently in their interest to do so.   
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The Mental Health System in Minnesota 

 

 For much of the 20th Century, care for people with serious mental illness was barbaric.  Standard 

medical protocol is regrettably not far from the horrifyingly dehumanizing practices of warehousing 

people in state-run mental facilities, involuntary electric shock therapy, and isolation7.  For others, serious 

mental illness was too often viewed as a character defect or criminal disposition, leading to imprisonment 

and isolation.  The medical community now acknowledges the error of isolating people with mental 

illnesses from the rest of society.  Attitudes have gradually grown more understanding and accepting of 

mental illness, leading to improvements in treatment, pharmaceutical therapies, research, and policies to 

help people, including an emphasis on delivering services to people in community.     

Minnesota has a history of major reform initiatives for mental health care.  The Comprehensive 

Adult Mental Health Act of 1987 grew out of the need to reorient services away from the receding state-

run hospital system and towards community-based services.  The Comprehensive Children’s Mental 

Health Act of 1989 was built off the adult act and stressed the coordination of services with community 

organizations more in line with the needs of children and their parents, such as schools.  In statute, the 

legislature made its intentions clear, going so far as to write a mission statements into the Mental Health 

Acts: “the commissioner of human services shall create and ensure a unified, accountable, comprehensive 

… mental health service system that is consistent with the provision of public social services.8”  It was 

thought best to decentralize funding streams to create such a system.  The state, presumably able to offset 

the diminishing costs of state hospitals by the transition of services to community, retained primary 

funding authority.  The 87 counties in Minnesota became primarily responsible for the delivery of mental 

health services, bringing political and bureaucratic accountability closer to where services are delivered. 

                                                            
7 “Historical Roots of Schizophrenia,” Korn, Martin L. M.D., Medscape CME, at 
http://cme.medscape.com/viewarticle/418882_6 
8 Minnesota Statute, 245.487, Subd. 3, at https://www.revisor.leg.state.mn.us/statutes/?id=245.487 
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The result of the two mental health acts was a network of services which formed the basis for 

much of the work MMHAG undertook – in essence, the structures created and codified in the 1980s 

became the tools MMHAG used to reform the system.  In order to understand the depth of MMHAG’s 

toolbox, it is important to understand some of the tools, and how they interact.  Also, it is important to 

understand why the reforms of the 1980s still left gaps and cracks in the system. 

One of the first goals of the Adult Mental Health Act was to define who exactly would be eligible 

for the services created.  Not everyone with a mental illness needs comprehensive social services to avoid 

hospitalization or serious episodes and limited resources are best targeted towards those who really need 

the services.  So the act created a minimum threshold for access to many services, defined as Serious and 

Persistent Mental Illness (SPMI)9.  To qualify as SPMI, and thus become eligible for services, the person 

must have been diagnosed with a serious form of depression, schizophrenia, bipolar disorder, or 

borderline disorder, or have been hospitalized twice in the previous two years because of their mental 

illness, or have been determined by a doctor to qualify, or meet other specific criteria.  The Children’s 

Mental Health Act created a similar minimum standard for minors known as Serious Emotional 

Disturbance (SED)10.  SED is similar to the adult standard of SPMI, but more inclusive because 

diagnoses are often less specific than for adults. 

Those who meet the SPMI/SED criteria are eligible for a list of services defined by the Mental 

Health Acts and delivered primarily by counties.  For crisis services, each county was required maintain a 

24-hour hotline staffed with professionals.  Access to psychiatric care was improved by increasing 

funding to existing services and programs, and by creating new infrastructure within the community.  For 

example, to supplant the services provided by large state-run hospitals, the statute created funding for 

short-term, 16-bed or smaller residential facilities known as Rule 36 facilities.  The goal of Rule 36 

                                                            
9 Minnesota Statute, section 245.462, subdivision 20 
10 Minnesota Statute, section 245.4871, subdivision 6 
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facilities was to build a community-based infrastructure which would be less disruptive to those in need 

by spreading capacity throughout the community, closer to home.   

Not only were traditional mental health services bolstered by the Mental Health Acts, but a 

number of social services related to improved mental health were either created or expanded11.  People 

with severe mental illness often have difficulty finding and keeping jobs, so counties were required to 

deliver specialized employment assistance in conjunction with the state Department of Employment 

Economic Development.  Many studies have demonstrated the effectiveness of supportive employment 

programs for people with mental illnesses.  The outcomes of these programs not only transition clients 

from recipients of public funds into taxpayers, but there is evidence that working in a traditional 

workplace can enhance therapeutic outcomes as well.12  It is also difficult for the SPMI population to 

maintain housing, so counties were required to deliver specialized housing assistance in the form of the 

Bridges program, which expedites or substitutes Section 8 vouchers from the federal government.  The 

benefit of social interaction among peers was deemed so important that the Adult Mental Health Act also 

created funding for Community Support Programs such as drop-in centers with professional staff.  The 

Children’s Mental Health Act created funding for respite care, when parents need some time off from 

caring for a child with a Severe Emotional Disturbance.  For adults, the umbrella service of Adult 

Rehabilitative and Mental Health Services (ARMHS) was designed to coordinate medical, community, 

and social services.  For Children, a similar Children’s Therapeutic Services and Supports was designed.  

Finally, in order to assist the SPMI population navigate the old system and new structures, the Mental 

Health Acts defined Targeted Mental Health Case Management as the primary access point for assistance.  

Targeted Case Management (TCM) funded the hiring and training of staff who interact directly with 

                                                            
11 “The Publicly Funded Adult Mental Health System,” Department of Human Services background document, at 
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_FILE&RevisionSelectionMethod=LatestReleased&Rendi
tion=Primary&allowInterrupt=1&noSaveAs=1&dDocName=dhs_id_005036 
 
12 “Does competitive employment improve nonvocational outcomes for people with severe mental illness?” Bond, 
G.R., Resnick, S.G., Drake, R.E., Xie, H., McHugo, G.J., & Bebout, R.R. (2001). Journal of Consulting and Clinical 
Psychology, 69, 489-501. 
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SPMI/SED clients, disseminate information about available services that may help the client’s mental 

health, and, where appropriate, mediate and facilitate connections between the client and the service 

providers.   

Implementing the new structures of the Mental Health Acts required flexibility on the part of all 

stakeholders.  Different funding streams flowed into the new network of services - from federal, state, 

county, and local budgets, from multiple federal agencies and state departments, and in some cases, from 

groups of counties that decided to pool resources.  Funding for the adult and child systems was not 

identical.  Different counties, as was envisioned and expected by the decentralization of services, braided 

together funding sources in different ways and emphasized some services to the detriment of others.  

Some counties decided to hire case managers directly while others contracted out to private entities for 

TCM services.  In many counties – particularly in rural areas – implementation of the Acts was limited by 

the dearth of specialized providers.  In other counties blessed with existing infrastructure, a patchwork of 

public, nonprofit, and private service providers all delivered similar services under different licensure 

requirements or contractual arrangements.  As the system evolved throughout the 1990s, funding 

reinforced existing structures and gradually expanded new services across the state.           

Not all reform came from the state.  A major change in how care was delivered to people with 

mental illness came from a 1999 court decision known as Olmstead v. L.C..  Olmstead declared that 

under the Americans with Disabilities Act, “unnecessary segregation of individuals with disabilities in 

institutions may constitute discrimination based on disability.”13  While not exclusive to a mental illness 

disability, Olmstead had a significant impact on the delivery of care for people with mental illness.  And 

while Olmstead did not specifically define “community-based services,” the intent of the decision was 

clear: the old state-run hospitals were to be phased out and replaced with a more humane, localized, and 

integrated system.  Minnesota was already ahead of the curve on implementing the community-based 

system, thanks in large part to the Mental Health Acts from a decade earlier. 

                                                            
13 Supreme Court Decision, Olmstead v. L.C., at http://supct.law.cornell.edu/supct/html/98-536.ZS.html 
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Assessing the impact of the Mental Health Acts can be difficult, depending on the measure.  By 

cost alone, the amount of services delivered ballooned.  By 2005, the number of people in Minnesota 

classified as SPMI/SED and receiving publicly funded services grew to over 110,000 adults, accounting 

for over $500 million per year in combined funding sources, and over 43,000 children, accounting for 

over $180 million per year.  Looking at state hospital census data, the average daily number of inmates in 

state facilities has dropped precipitously in the last two decades, from over 1300 people in 1980 to under 

400 people in 2005.  Correspondingly, services delivered in community-based settings have risen 

substantially.  Public funding for community non-residential services rose from $103 million in 1996 to 

$248 million in 2006.  Community residential services also rose over the same time period, though less 

steeply, from $32 million to $44 million14.  In theory, the decrease in state-run facility services and the 

increase in community-based services should have produced better outcomes.   

Still, the 5.8% of the population15 who have a serious mental illness live 25 years less than those 

without a mental illness16.  The number of homeless people in Minnesota has leveled off, but the 

percentage of the homeless with a serious mental illness has more than doubled since 199617.  People 

with mental illnesses were ending up in jail or prison at disproportionate rates.  Over 16% of the adult 

prison population has been diagnosed with a mental illness and 25% take prescription drugs to treat a 

mental illness18 .  An alarming 70% of children in the juvenile justice system have been diagnosed with a 

mental illness19 and 47% of the population at the Red Wing juvenile detention facility is taking 

                                                            
14 “Mental Health Transformation in Minnesota,” Presentation by DHS Assistant Commissioner Wes Kooistra, at 
http://www.hhs.state.ne.us/Behavioral_Health/SSPS/Kooistra-Presentation.pdf 
15The Prevalence and Correlates of Serious Mental Illness (SMI) in the National Comorbidity Survey Replication 
(NCS-R), National Center for Mental Health Information, at 
http://mentalhealth.samhsa.gov/publications/allpubs/sma06-4195/Chapter15.asp  
16 Ibid. 
17“Homelessness in Minnesota 2006: At a Glance,” Wilder Research, at 
http://www.wilder.org/download.0.html?report=1963&summary=1  
18 “Survey of Minnesota Jails: Inmates with Mental Illness, 2006,” NAMI Minnesota, at 
http://nami.beardog.net/AdvHTML_Upload/NAMIMNJailSurveyReport42006.pdf 
19 “Mental Health Transformation in Minnesota,” Presentation by DHS Assistant Commissioner Wes Kooistra, at 
http://www.hhs.state.ne.us/Behavioral_Health/SSPS/Kooistra-Presentation.pdf 
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psychotropic medications20.  In a 2003 report to the legislature, the Department of Corrections admitted 

that it had no internal policy to determining who among the prison population met the SPMI criteria21 – 

the prisons have to care for the SPMI population, but at the time there was virtually no coordination with 

the “outside” world either at intake or at release.    

Over the years, the structures that were created and expanded by the Mental Health Acts had 

formed into silos, each more concerned with their immediate funding or program needs than with the 

system as a whole.  The state had focused on the political issues around decommissioning the stat-run 

hospital system and grown lax in its oversight role, the counties were frustrated by some requirements of 

the Mental Health Acts and tended to view the rest of the system as dumping problems into their lap, case 

managers were overworked and often failed to do more than the minimum, medical providers rarely 

coordinated with social providers, social providers focused too much on funding issues and ignored 

opportunities to collaborate, and consumers suffered from the complexity of the system itself.  The 

ultimate responsibility for the SPMI/SED population was not clear enough, and as the various 

stakeholders pushed the problem around, more people fell into the cracks between them – and into the 

jurisdiction of the one entity that could not back away from its responsibility: the courts.  Though well-

intentioned, the Mental Health Acts did not adequately coordinate services across sectors.  According to 

Ron Brand, Executive Director of the Association of Community Mental Health Programs, the incentives 

in the mental health system were not properly aligned to treat people before a crisis emerged.  “The state 

mental health folks had been downsizing [state hospitals] and shifting people to community programs 

funded by block grants.  Funding got distorted because there weren’t incentives to treat people 

upstream.”22    

                                                            
20“Juvenile Justice and Mental Health Initiative 2007 Data Book,” Minnesota Department of Corrections, at 
www.corr.state.mn.us/juvenileserv/pdf/Databook%20JJ&MH%20Initiative.ppt  

21 “Mental Health Correctional Policies and Practices by Minnesota Counties,” Minnesota Department of 
Corrections, at http://www.corr.state.mn.us/publications/legislativereports/pdf/Mental%20health%20report.pdf 
22 Interview with Ron Brand, November 11, 2008.  
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Nationally, spending on mental health services has risen at an annual rate of near 6% since the 

1980s.23  The trend in care delivery has been away from psychiatric inpatient facilities and towards 

prescription drug therapies, which is largely positive for clients.  That said, prescription therapies are not 

cheap, and with increased diagnosis, earlier interventions, and broader access to drugs, these costs are 

expected to rise dramatically.   

The chart below details all mental health spending in the United States, according to the 

Substance Abuse and Mental Health Services Administration.  The chart illustrates the trend in both 

spending growth for all mental health services, and the distribution of that spending.   

Total Mental Health Spending in the United States, in billions 

 

 

Public budgets shoulder the largest burden in paying for mental health care.  Public programs 

account for 58% of all mental health care delivered, and by 2014, Medicare alone is expected become the 

                                                            
23 “Future Funding for Mental Health and Substance Abuse: Increasing Burdens for the Public Sector,” Levit, 
Katherine, et al., Health Affairs, 27, no. 6 (2008): w513-w522 

21 
 

http://content.healthaffairs.org/


largest payer of all mental health services in the United States, paying out 27% of all mental health care, 

compared to 26% of mental health care paid all private insurance plans combined.24   

The large increases in funding for mental health services also comes at a time when overall public 

health care spending is out of balance as well.  Medicaid, for example, spent much of its early existence 

as a minor program for the poor.  Now, Medical Assistance (Minnesota’s Medicaid program) accounts for 

18.4% of all health care spending in Minnesota – public and private combined – and accounts for over 

one third of Minnesota’s state budget.25  The chart below details total public health care spending in 

Minnesota since 2003: 

 

Total Public Health Care Spending in Minnesota, in billions 

 

 

                                                            
24Ibid. 
 
25 Minnesota Health Care Spending and Cost Drivers, Minnesota Department of Health, Health Economics Program 
Chartbook, Powerpoint presentation at http://www.health.state.mn.us/divs/hpsc/hep/chartbook/index/html 
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Due to the higher-risk nature of enrollees, including those with severe mental illnesses, Medical 

Assistance is also a much more expensive program than private insurance – costing an annual average of 

$11,516 per enrollee compared to $3,759 per enrollee in a private insurance plan.  Further, public 

programs serve only 25.4% of the state’s population, but account for 41.3% of the total of all health care 

spending in Minnesota. 26   

When MMHAG was created in 2003, the state of the mental health system in Minnesota was 

better than in many other states.  Significant infrastructure had been created and funded, the tools to 

coordinate services were in place, and the structures to braid funding sources and collaborative efforts 

were established in statute.  That said, overall spending for mental health services had been growing at an 

unsustainable rate.  The difficult task for MMHAG would be to make the individual stakeholders see 

beyond their interests and support an effort that could link them in new ways.  As Kevin Goodno, then 

Commissioner of Human Services and co-chair of MMHAG described the state of the mental health 

system, 

Everyone involved cites mental health as a top agenda item in their organization, which 
makes this a great opportunity to re-align Minnesota’s mental health system.  We know 
the system has evolved in fragments.  We now need to figure out how all the fragments 
can overcome our histories and move together toward a more sensible, common system.27 

 

 

 

 

  

                                                            
26 Ibid. 
27“Public/Private Coalition Launches Effort to Address Mental Health Issues,” MMHAG Press Release, September 
25, 2003, at http://www.citizensleague.org/mentalhealth/html/library.html 
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The Stakeholders 

 

 In describing the various stakeholders involved in the MMHAG process, this analysis will strive 

to limit the description to only pertinent aspects of the organization’s scope.  For example, the 

Department of Human Services or Health Plans oversee numerous programs impacting the lives of people 

with mental illnesses.  However, rather than detail the entirety of a stakeholder’s mission related to mental 

health, the descriptions will focus on how each stakeholder interacts with the specific aspects of the 

MMHAG process.  Stakeholders will be divided into four main categories: payers, providers, advocates, 

and consultants.  

The Payers   

 The Department of Human Services (DHS).  DHS administers Minnesota’s Medicaid program, 

Medical Assistance (MA).  Half of the funding for MA comes from the state General Fund, the other half 

is federal Medicaid.  DHS also administers MinnesotaCare, the state’s insurance program for the working 

poor, funded through its own dedicated Health Care Access Fund and premium revenue, and DHS 

administers General Assistance Medical Care, the program for adults without children not eligible for 

MA, which is a state-only General Fund program. 

 DHS has close ties to Health Plans, or the nonprofit, managed care HMOs in Minnesota.  Health 

Plans act as third-party administrators processing claims for all services provided in MinnesotaCare, and 

roughly half of the services under MA and GAMC.  The other half of MA and GAMC are administered 

solely by DHS, which pays claims to providers on a fee-for-service basis.  For many reasons, including 

enrollee choice and adverse selection by Health Plans, a large majority of the SPMI/SED population is 

served under the fee-for-service system.   
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 DHS also has close ties to counties through funding.  Whether transferring funding directly to 

counties to pay for social services, or indirectly to Mental Health Initiatives – organizations set up to 

combine funding of multiple mental health services on a county or multi-county level – DHS exerts 

considerable influence over county budgets.      

 As a Department, DHS is subject to the political forces of the Administration.  DHS staff and 

managers testify in legislative committees and work with stakeholders though contracts and public 

forums, but when budgetary negotiations near completion, DHS is represented by the Governor’s office in 

the political process. 

 MMHAG offered DHS the opportunity to focus the delivery of a wide range of services into one 

comprehensive program.  It would also benefit DHS by bringing more accountability to the delivery of 

these services.  The hope was that with better coordination of care, DHS would see cost efficiencies in 

multiple service areas, and that the ballooning costs of public health care could be brought under control, 

at least related to mental health.  

 The Health Plans.  Minnesota is the only state in the country that requires HMOs to be nonprofit.  

As a result, the seven Health Plans in the state can keep administrative cost remains low, generally around 

10%28.  Health Plans do, however, compete for market share, including the administration of state 

programs.  Each Health Plan lobbies individually for its own interests, and they are collectively 

represented by the Minnesota Council of Health Plans, and umbrella organization concerned with 

industry-wide matters.   

 Health Plans operate under the managed care model.  In contracting with the state, the cost of 

claims an individual enrollee will accrue during a year is predicted using modeling software, and the 

estimate is called “capitation.”  The aggregate of enrollee capitation is calculated and negotiated with the 

state.  Once a contract is in place and service begins, it is in the Health Plans’ financial interest to reduce 
                                                            
28 Minnesota Council of Health Plans website, at http://www.mnhealthplans.org/about/health_care_facts.cfm 
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the cost of care actually delivered.  If a Health Plan is successful in managing an enrollee’s conditions and 

avoiding high cost care, the Plan keeps the difference; if an enrollee exceeds the capitation, the plan is 

responsible for the care.  The managed care model is best suited for managing consistent, predictable 

disease states, which mental illness is not. 

 Politically, Health Plans are indiscriminate pollinators, building political capital in all corners.  

They are deeply interconnected throughout the health care system, very influential, and lobby 

aggressively for their positions.  Some take their nonprofit status and charge of improving the health of 

clients seriously, others operate much like for-profit insurance companies. 

 For Health Plans, the creation of a new, managed care model of care delivery for this population, 

funded by public dollars, could benefit their mission considerably.  First, by creating essentially a new 

product and partnering with public entities for these high-risk clients, the plans would have a new, stable 

funding source.  If successful, the new model could become a destination for these enrollees, which 

would mean fewer high-risk enrollees in their other private insurance products, which would lead to 

lower, more competitive premiums for their private insurance customers.     

 Counties.  In Minnesota, counties are given considerable authority to administer programs, 

compared to other states.  The bulk of funding for mental health services flows from the state, but 

tradition holds that services are delivered on the county level, closer to the individual constituent.  

However, counties are required to pay for some important mental health services, in particular Targeted 

Case Management, which is half federal, half county funded.  A few counties have created their own 

managed care entities to pay for services.  These county-run Health Plans are known as County-Based 

Purchasing Entities.   In 2001, counties paid out over $115 million for mental health services.29 

                                                            
29 “Minnesota’s Mental Health System: Programs, Funding and Regulations,” Michael Scandrett, Deanna Mills 
Prepared for BlueCross and BlueShield of Minnesota, December, 2002, at 
http://www.citizensleague.org/mentalhealth/html/library.html 
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Counties could be considered providers because of the services they offer, but for this analysis 

they are considered payers since the issue of payment for Targeted Case Management became so central 

to the MMHAG reform.  The mixture of roles for counties – between payer and provider – led to a 

mixture of message as well. 

MMHAG offered the opportunity for counties to partner more closely with the medical 

community for care of these clients, without bearing the full financial risk.  MMHAG also posed a 

solution to the looming threat of federal cuts to Targeted Case Management.  Counties were wary of any 

potential reductions in existing grants and funding streams for services they deliver, but eventually the 

benefits outweighed the risks. 

 

The Providers 

 The Hospitals.  Hospitals often see the mental health crisis at its most acute, in the emergency 

room.  When a person is psychotic or suicidal the first place most people go is the emergency room for 

treatment.  This is some of the most expensive care available.  While hospitals usually receive payment, 

there is considerable risk that a patient with a mental illness does not have insurance and therefore 

represents a financial risk for the hospital.  Also, a person experiencing psychosis may need care for days 

or weeks, which takes up bed space in the hospital.  It is in the hospitals’ interest to expand insurance 

coverage to people with mental illnesses, and to use policy to steer them away from the emergency room.  

 The Association of Community Mental Health Programs.  Providers who decide to treat mental 

illness by leveraging services across sectors generally join the ACMHP because the organization lobbies 

for greater funding in community-based services and in collaborative approaches to care.  The ACMPH 

has earned considerable credibility among many stakeholders in the mental health community – 

particularly among the advocacy community – for working across sectors to deliver care in creative ways. 
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 The Minnesota Psychiatric Society and The Minnesota Psychological Society.  The top 

professionals in the community.  They are influential, and usually lobby for higher rates for services.  

There is a growing shortage of psychiatrists in Minnesota.  Minnesota’s rates are lower than other states, 

particularly on the east coast where a psychiatrist can serve more individual private clients. 

 

 For virtually all providers, MMHAG was an intriguing proposition.  The existing system of care 

delivery was geared to react to a crisis, not to prevent one.  Most health care professionals had expressed 

frustration at the lack of coordination of care, and were hoping for a payment system that allowed them to 

participate in an overall framework of care for each client – coordinated by a centralized, competent case 

manager. 

 

The Advocates 

 The Mental Health Legislative Network.  The Network combines the efforts of most of the 

advocacy community into a consensus-based forum, giving credibility to the policies which attain 

agreement.  Interests of the members diverge quickly.   

 The National Alliance for the Mentally Ill (NAMI).  NAMI is a vocal organization that advocates 

on behalf of people with mental illness and their families.  They emphasize children’s programs and 

provide support for parents.   

  The Mental Health Association of Minnesota.  The Mental Health Association advocates mostly 

for adults trying to navigate the system and provides individuals with assistance. 

 The State Advisory Council on Mental Health.  The 60-member Council was created as a part of 

the Mental Health Act of 1987 for consumers, families, legislators, and providers to weigh in on specific 
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proposals.  Each county also has a smaller offshoot – the Hennepin County Advisory Council became a 

vocal opponent to the MMHAG process. 

 

For the advocates, MMHAG became the primary outlet for their internal mission.  There were 

minor tensions when an issue exposed a gap in where advocacy organizations differ on message, but there 

were two powerful incentives for the advocates to remain engaged with the process: first, MMHAG 

actually did incorporate input from advocates; and second, the External Credibility possible via MMHAG 

was exponentially more influential than as a single group – especially one positioned outside the larger 

MMHAG process.   

  

The Consultants 

 The Citizens League.  The Citizens League is a non-partisan think tank which develops broad 

policy initiatives in many policy areas.  The group has no specific interest in mental health issues, but co-

founded MMHAG as a forum to craft solutions.   

 Halleland Consulting.  This is a law firm with multiple health care clients.  Halleland decided to 

provide research, analysis, and staffing for MMHAG, undoubtedly at a large discount from their standard 

rate.  The potential conflicts of Halleland representing clients involved with MMHAG and in the mental 

health community was mentioned in some meetings.   

 The University of Minnesota.  Academics, heads of health care professional schools, and 

consultants contributed to MMHAG with research and representation on the steering committee. 
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For consultants, MMHAG was more of an intellectually abstract policy initiative than a chance to 

change the world as we know it.  The benefit of MMHAG to them was an opportunity to leverage their 

objectivity in a real world setting, not particularly to advocate for themselves, or to mediate disputes.  The 

consultants weighed in when asked, but did not push very hard in any direction. 

 

 

 

Stakeholder Analysis 

Going into the MMHAG process, each of the stakeholders brought a certain level of interest and 

influence.  For some groups, such as the Advisory Council on Mental Health or NAMI, the mental health 

system encompassed the entirety of their mission.  For others, such as DHS, mental health was important 

but only one of many concerns on their lists of priorities.  Payers top the list of most influential, since 

they have the most say in funding changes.  Providers and advocacy groups can influence events either in 

group meetings or in the legislature, but not to the extent of payers.  Finally, the consultants – almost by 

definition – have other issues of concern.  Their involvement aids not as much in influence over proposals 

themselves, but more in creating external legitimacy.  And as described under each of the stakeholder 

groups above, MMHAG created more of an opportunity for every stakeholder to further their own agenda 

than a threat to their way of doing things.  The following grid denotes the levels of interest and influence 

of the key stakeholders.  
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So, What is MMHAG? 

 

 In 2003, the Commissioner of the Department of Human Services was Kevin Goodno.  A former 

Republican lawmaker respected for his intellect and honesty, Goodno’s preferred style as Commissioner 

was to be closely involved with budget negotiations with his former colleagues in the legislature.  2003 

was a particularly difficult year for the Department.  Nearly half of a $4.5 billion deficit came out of 

DHS’s budget.  Legislators – particularly the powerful Democrat chair of the Senate Health and Human 

Services Budget Division, Senator Linda Berglin – had sought to mitigate large cuts to the programs DHS 

administers, to no avail.  The Session was very contentious, but a small group of mental health 

stakeholders began discussing the idea of a broad reform initiative.  This group included, among others, 

Ron Brand, Executive Director of the Community Mental Health Programs, Bill Conley, then lobbyist for 

the Mental Health Association of Minnesota, and Michael Scandrett, a consultant at Halleland, a law firm 

with many ties to health care clients.30 

 After the Session, Commissioner Goodno was approached by this group of stakeholders with an 

opportunity to bring people towards a comprehensive reform effort.  To be successful after the 2003 

Session, the initiative would need a non-partisan approach.  Goodno agreed to apply the leverage of his 

office and of the Department towards a comprehensive reform, with the assistance of non-political 

stakeholders. 

 Sean Kershaw is Executive Director of the Citizens League, a non-partisan, decidedly moderate 

think tank responsible for bringing together broad coalitions to craft such reforms as the creation of the 

Metropolitan Council and the charter school concept.  The Citizens League agreed to take on the task of 

building a coalition of mental health stakeholders.   

                                                            
30 Interview with Ron Brand, November 11, 2008  
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During the month of August 2003, a small group of mental health stakeholders, DHS and the 

Citizens League came together as a loosely organized group to discuss what could be done.  The group, 

consisting of “knowledgeable, motivated consumer [advocacy] groups, providers, payers and leaders” 

pored over existing programs and policies, and boiled their reform goals down to six broad categories and 

goals: 

 

 Develop a public/private model for mental health services;  

 Create a rational fiscal framework;  

 Better coordinate care;  

 Standardize assessments, performance measurement and outcomes;  

 Improve early intervention services; and  

 Implement workforce solutions. 31 

The final result of the MMHAG process would look very different from this initial list, but it is important 

to analyze what had already been accomplished at this early point in the project – even before the formal 

steering committee had been invited.   

 In Kingdon’s terms, all three streams were flowing towards success.  And the gravity that became 

essential both in keeping groups involved and in creating external legitimacy was pulling sufficient 

groups into orbit.     

Definition of the Problem was almost intentionally vague.  All involved could agree that care 

needed to be coordinated across public and private sectors more effectively, that funding was not rational 

– tending to follow crisis rather than prevention, and that people with mental illness had better outcomes 

when their care was integrated with other social services such as employment assistance.   

                                                            
31 MMHAG letter of invitation to mental health stakeholders, September 23, 2003, at 
http://www.citizensleague.org/mentalhealth/invitation.pdf 
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The Policy, though broad and somewhat diffuse at this stage, was not defined in a way that would 

immediately raise suspicion or calls of favoritism from any stakeholder.  No one group could say that 

their agenda was primary, and no one group could say they were excluded from the process.     

Politically, except for a potential reaction from either extreme regarding the term 

“public/private,” everyone involved could contribute to a consensus around these categories and goals.  

Perhaps it is a testament to the mental health community that none of the key stakeholders advocate a 

politically extreme position.  In another political sense, the fact that Commissioner Goodno had instigated 

the effort brought a sense of importance, and fact that the Citizens League helped organized it went a long 

way towards diffusing the partisanship displayed only a month earlier in the legislative Session.  Very 

early on, MMHAG was defined by breadth and inclusiveness.  That sense of import attracted stakeholders 

to the project and the inclusiveness kept them involved.  

The chair of the Citizens League board at the time was Gary Cunningham, Executive Director of 

North Point, a mental health program provider in North Minneapolis.  Cunningham agreed to be co-chair 

of the MMHAG steering committee, along with Commissioner Goodno. 

 On September 23, 2003, the Minnesota Mental Health Action Group sent out invitation letters to 

selected stakeholder groups to sit on the MMHAG steering committee, which would act as a coordinating 

hub of policy initiatives developed by smaller groups.  Many of these potential members had already been 

contacted informally throughout August.  The steering committee was to be comprised of all of the 

stakeholders mentioned above, as well as business and consumer representatives.  On September 25, the 

steering committee was formally announced in a letter by Commissioner Goodno, with a broad outline of 

the scope MMHAG would address.   

Along with the steering committee, membership and chairs of six “Action Teams” were 

announced at the Association of Community Mental Health Programs’ annual conference in Brainerd.  

Each Action Team represented policy areas aligned with the six categories and goals outlined previously.  
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In an effort to narrow the focus and facilitate the development of specific solutions, the scope of each 

Action Team was defined, and each team was given a set of tasks, or “Deliverables,” to be completed by a 

specific date.  Chairmanship of each Action Team was given not to a member of DHS or the Citizens 

League, but to a member of a stakeholder organization. 

The Steering Committee met for the first time in October, and Action Teams began meeting to 

discuss solutions in their specific areas.  MMHAG was underway.  At this stage of MMHAG’s 

development many of the organizational structures had been put in place, but many other issues – 

funding, staffing, consensus on the final policy initiatives – were yet to be determined.  That said, it is 

useful to analyze what had been accomplished. 

 It is important to acknowledge that MMHAG was voluntary and funded primarily through in-kind 

donation of time and effort.  To Kris Flaten, a consumer advocate, the lack of clarity in funding posed a 

challenge, and may have led to subsequent delays in achieving the group’s goals.  According to Flaten,  

At first [MMHAG] thought they could do it all in 6 months. Then a year. So there wasn't a 
realistic plan about how long it would take and how much it would cost. This also led to uneven 
staffing support--we might have been able to do more or become more cohesive with more staff 
time dedicated (and paid for) to this project.32 

 

No legislative mandate defined membership, no one stakeholder pulled the strings through withholding or 

extending funding, and no bylaws were in effect to limit or expand the scope or outcome of the work.  

Member organizations did supply intermittent funding during the process, generally at a level that 

corresponded to the relative size of their budgets, but voluntarily.  Meetings took place at participating 

stakeholders’ offices, someone usually brought coffee or snacks, and office work was done by stakeholder 

staff.  Halleland provided considerable background research, in many cases building off work done under 

previous contracts with stakeholders.  Halleland staffed and housed the steering committee and facilitated 

                                                            
32 Interview with Kris Flaten, November 7, 2008 
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communication among committee members.  DHS staff attended almost all meetings, and devoted time 

and effort to help explain current practice or to point out potential snags and roadblocks.    

Culturally speaking, MMHAG was relatively unique among policy development initiatives.  In 

many instances, the legislature passes a proposed reform and a Department is tasked with soliciting 

stakeholder input during implementation.  In other cases, one organization, or a group of organizations 

with similar agendas develops a proposal and brings it to the legislature, where other stakeholders weigh 

in, disagree, lobby, and compromise.  MMHAG was different in two respects: broad consensus would be 

build before any proposal got to the legislature; and – crucially – development of that consensus was the 

direct responsibility of all stakeholders.  Kevin Goodno described the culture of MMHAG saying,   

I never considered MMHAG to be an organization.  It was never formalized.  It was a group of 
people who came together with an interest in making Minnesota's mental health system better.  
Some knew each other and some actually liked each other, but many had never met, and for those 
who had they did not necessarily trust each other.  The organization is characterized now as a 
place where we could be frank in our discussions about what needed to be changed and 
admissions about who owned the problem.  The culture was one of trust and honesty.  The value 
of the group was not the proposals it came up with, but the dialogs (sic) and the relationships that 
it established.33 

   

With a multi-faceted problem such as lack of coordination of mental health services, broad 

consensus was necessary before reaching the high-pressure environment of the legislature because rifts 

and divergent agendas would drive a weakly-built consensus apart very quickly.  The group needed to 

present a unified front.  To create this consensus, MMHAG spread responsibility and authority around.  

While the steering committee was co-chaired by DHS and the Citizens League, each Action Team was 

chaired by a different stakeholder.  For example, this meant that Ron Brand, Executive Director of the 

AMCHP but also chair of the “Coordination of Care and Services” Action Team, became responsible for 

more than just his own association’s interests.  He certainly advocated for his association, but as chair of 

the Action Team he had to incorporate the input of other stakeholders.   

                                                            
33 Interview with Kevin Goodno, November 28, 2008. 
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In Kingdon’s terms, this was a blending of the Policy and Political streams.  The interests of 

policy stakeholders became intertwined in a political process.  If an Action Team chair advocated too 

stridently for one position, the effort to build consensus would not succeed.  Over time, this gravitational 

pull towards consensus grew stronger, to the point where no one group wanted to be responsible for the 

failure of the project as a whole. 

For some stakeholders, MMHAG’s culture of inclusion and consensus was a new way of doing 

things.  Kris Flaten said MMHAG presented an opportunity to give input in way that hadn’t been possible 

before. 

The primary goal was to include consumers in decisions about how services were going 
to change, to have consumer voices heard through-out the planning process, to have 
consumer voices recognized as valuable and credible. To demonstrate that consumers can 
add constructively to the process, and that consumer input is value-added.  This project 
started to accomplish these goals and is a great model to build from.34 

    

Not only was Flaten’s input incorporated into the MMHAG development process, but as was fitting in the 

culture, she went on to chair the MMHAG Consumers’ Forum, designed to explain the policy initiatives 

as they developed and to solicit immediate feedback from consumers and families who would be affected 

by the changes. 

 

Forging Consensus        

 

The original, ambitious goal was to have a set of policy initiatives ready for legislative action 

within a few months.  That did not happen.  In part because MMHAG was a voluntary organization with 

no specific timetable or mandate, Action Group meetings continued well into 2004.  Action Groups 

                                                            
34 Email exchange with Kris Flaten, November 2, 2008. 

37 
 



focused on background work and research, and there was still broad agreement.  According to John Zakelj 

from the Mental Health Division in DHS,  

MMHAG began by doing a thorough, professional review of all the studies and reports 
that had been done during the previous 20 years.  That played a major role in showing 
that consensus already existed regarding the major issues and potential solutions.35 

 

Moving from potential solutions into proposals was difficult for MMHAG.  Some stakeholders felt the 

breadth of the project made it harder to move beyond broad consensus into specific proposals, and that the 

scope should be narrowed.  Others thought priorities were shifting away from important aspects of the 

problem.  As Kris Flaten described it, “we [MMHAG] defined problem after problem after problem. 

Basically, in terms of health care, we did a pretty good job. But employment, jails and prisons, or housing 

were not brought into it, which for some was a real problem.”36  By the end of 2004, the Action Teams 

had fulfilled their goals, problems had been researched and defined, but solutions were as yet vague.  For 

example, the Public Private Partnership Action Team had reported to the steering committee on its 

deliverables, to:  

1. Articulate the vision of a new model for the mental health system in Minnesota. 
2. Describe the interconnections of mental health care and services, and how they interface with other 

major systems.  
3. Chart of course for getting from the system of today to the model vision of tomorrow. 

 

And the Fiscal Framework Action Team had completed its charge to: 

1.    Describe a rational fiscal framework that clearly shows how money follows the consumer, not the 
consumer chasing funding through a web of disconnected services and programs. 
2.    Construct a financial model that provides financial incentives to assure that the right care and services 
are delivered in the in the right setting and at the right time. 
3.    Identify key leverage points in the current system that will allow early transformational events for the 
new model, as well as longer-term financial strategies to complete the reform effort.   

 
                                                            
35 Email exchange with John Zakelj, November 3, 2008 
36 Email exchange with Kris Flaten, November 2, 2008 
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The deliverables met these criteria, but did not reach a level of specificity necessary for translation into 

implementation.  More detail and more leadership were needed to create proposals.  The steering 

committee decided to shake up the Action Groups by giving them more specific scopes and deliverables.  

Phase II of the Action Groups began in 2005, with new chairs, new membership, and new, more 

specific goals.  Also, Halleland began the process of combining the work of the Phase I Action Groups 

into a central document, to be known as the Roadmap to Mental Health Reform in Minnesota.  Finally, as 

an added and necessary impetus to continue the difficult work of moving broad consensus into specifics, 

Governor Tim Pawlenty called upon Commissioner Goodno to deliver a new model for the mental health 

system.  In an April 12, 2005 letter to Goodno, Governor Pawlenty acknowledged the work that had been 

done, but he also changed the leadership of the project: 

I am impressed by the commitment of MMHAG’s members and would like to contribute 
toward moving MMHAG’s work forward.  Accordingly, I hereby direct you, in your 
capacity as Commissioner of the Department of Human Services to develop a proposal 
for a new financing and payment model for mental health services.  The proposal should 
be based on the principles and objectives identified by MMHAG and its workgroups.37       

 

MMHAG would continue under the same principles and structures, but Governor Pawlenty’s order placed 

DHS in charge of making the work real.  Having the stated commitment of DHS to lead MMHAG 

through the process of developing proposals, and then through the legislative process was accepted by 

most involved.  After all, the stakeholders had been participating in MMHAG for nearly two years, with 

little to show as a result.   

In Kingdon’s terms, the Problem stream had been adequately analyzed and defined by the 

background work of MMHAG Action Teams.  The Policy stream was struggling to come up with 

solutions that maintained consensus among such a diverse group, and the Political stream intervened.  

DHS, straddling both the Policy and Political streams, would have to be an honest intermediary between 

                                                            
37 “Roadmap for Mental Health System Reform in Minnesota,” June, 2005. 
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the two, while not ignoring the work already done around the Problem stream.  John Zakelj framed it this 

way: “The group recognized that consensus was only possible on the broad goals and objectives, and they 

accomplished that.  They recognized that they would need to trust DHS to work out the details.”38 

     

The Proposal 

 

 MMHAG continued to meet and develop specific proposals with the knowledge that at a certain 

point, under Governor Pawlenty’s order, DHS would bring the work in-house and staff would write 

legislation.  By the 2006 Session, that legislation was prepared.  There were three main components.   

1. The Comprehensive Benefit Set 

2. The Preferred Integrated Networks 

3. Infrastructure Investment. 39  

 

The Comprehensive Benefit Set was agreed to early on by MMHAG as a way to reduce 

complexity in the system.  Among the various health programs administered by DHS, mental health 

benefits vary considerably.  The proposal would take the “richest” benefit set – Medical Assistance – and 

make it available throughout state programs.  Almost all stakeholders would benefit from this change.  

For payers, the list of covered benefits could be standardized across programs, simplifying administration.  

For providers, they would not have to worry if a public program enrollee was eligible to receive a service 

or not, based on the program.  Providers could also comfortably invest in necessary staff and resources to 

                                                            
38 Interview with John Zakelj, November 3, 2008. 
39“Fast Facts: 2007 Legislative Session, The Governor’s Mental Health Initiative,” DHS document, at 
http://edocs.dhs.state.mn.us/lfserver/Legacy/DHS-5154-ENG 
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deliver services knowing that the benefit set would be more stable in the future.  And for consumers, it 

meant that if they started out on MA due to the complexity of their illness, they would not be disincented 

from seeking work, thus risking eligibility based on income guidelines.  A consumer could find work, 

transfer to MinnesotaCare, and maintain the same level of mental health benefits and services.  Beyond 

the public programs, it was hoped that the standard benefit set would create a benchmark for the private 

insurance market.  Often, benefits and pricing in public programs form a basis for private coverage due to 

their impact in the marketplace.  The cost of this part of the proposal would be roughly $5 million per 

year, into the foreseeable future.  

 The Preferred Integrated Network (PIN) concept proved the most controversial among the three 

main components.  Essentially, the idea was to forge a binding relationship between counties, Health 

Plans, and DHS which would clarify responsibilities, funding, and incentives.  First, all services required 

for a PIN to deliver would be compiled by DHS – including social services, mental health services, and 

traditional medical services.  In order to participate, at least one county and at least one health plan would 

have to contract with each other to provide all of the required services.  Then each county-Health Plan 

contract would be approved by DHS on a county-by-county basis.  Payment would flow from the state to 

the PIN, and based on the contract, divided between each county and Health Plan.   

 This significantly altered the incentives for both counties and Health Plans by binding them 

together financially.  Going into the PIN contract negotiations, the county would be incented to clarify 

and specify the Health Plan’s role, and vice versa.  Services not delivered by either the county or Health 

Plan would cause DHS to not approve the contract.  Once services begin, it was envisioned that the 

incentives would shift significantly from crisis reaction to preventative care.  There would be a limited 

amount of funding to administer the contract, and it would quickly be in the interests of both counties and 

Health Plans to treat mental illnesses early rather than delay care and risk the increased financial 

responsibility of hospitalization or residential treatment.  Further, in order to best meet their mutual goal 
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of avoiding costly care, it would be in the interests of counties and Health Plans to coordinate the social, 

mental health, and health care services provided to the same enrollee.   

 The benefits of the PIN concept to counties, Health Plans, and DHS are readily apparent.  To 

providers, reimbursement complexity would decrease with one primary source for public clients.  Also, 

the bridges between social, mental health, and medical services could open new connections between 

providers, leading to better coordination of care and opportunities for collaboration and revenue from new 

services.  For consumers, the centralization of services at a local level would meet the desire for 

community-based services while reducing fragmentation.  Some consumers expressed concern that PINs 

would be managed care – which could eventually allow rationing of services.  The cost of the PIN 

proposal would be small, since it would primarily be a new framework to pay for existing services, 

around $500,000 per year.    

 Finally, the Infrastructure Investments in the MMHAG proposal would significantly expand and 

bolster the community-based delivery system, finally addressing the loss of capacity from the 

decommissioned state-run hospital system.  Over $40 million was initially proposed, to be spent across 

multiple sectors, to: 

• Shore up school-based mental health services infrastructure for uninsured and under-insured 
children and provide respite care services for families of children with severe emotional 
disturbance. ($12.7 million for the first biennium;$6.8 million per year thereafter)  

• Expand the mental health crisis intervention and stabilization infrastructure as a first-line safety 
net for children and adults. ($11.2 million for the first biennium; $6.1 million per year thereafter)  

• Monitor and track availability of mental health services and create a system for measuring mental 
health service outcomes. ($121,000 for the first biennium; $121,000 per year thereafter)  

• Develop and support evidence-based practices and best practices. ($2.25 million for the first 
biennium; $1.5 million per year thereafter)  

• Address workforce shortages by extending mental health rate increases approved by the 2006 
Legislature to include Children’s Therapeutic Services and Support providers and Adult 
Rehabilitative Mental Health Service medication education. ($2.6 million for the first biennium; 
$3.2 million per year thereafter)  
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• Develop intensive outpatient treatment coverage for certain disorders that require time-intensive 
approaches. ($528,000 for the first biennium; $1.1 million per year thereafter)  

• Develop capacity to address the mental health needs of other specialty populations. These include 
people with such illnesses as attachment disorders, childhood trauma and eating disorders. Also 
included are people from racial and ethnic minorities or those who are deaf or hard of hearing or 
deafblind and who are most effectively treated by people with specialized skills and knowledge 
necessary to communicate with them and draw on the context and strengths of their culture. A 
portion of the funding is dedicated to development of mental health professionals and 
practitioners from minority communities. ($1.25 million for the first biennium; $1 million per 
year thereafter)  

• Expand access to a range of housing options. ($3.25 million for the first biennium; $1.5 million 
per year thereafter)40 

 

The benefits to consumers and payers from these investments are obvious.  To payers like DHS and 

counties, the benefits were envisioned to be a decrease in the most expensive services like hospitalization 

or inpatient residential treatment.     

 Reaction among the MMHAG stakeholders to the DHS proposal was primarily positive.  There 

had been longstanding agreement on the Comprehensive Benefit Set and on many of the Infrastructure 

Investments.  Two of the six original MMHAG categories and goals were incorporated in the 

Infrastructure Investments: “Standardize assessments, performance measurement and outcomes” is met 

by the funding of evidence-based guidelines; and “Implement workforce solutions” is met by the various 

provider rate increases.  The PIN proposal incorporated most of the spirit of MMHAG.  Four of the six 

original categories and goals were met by the PIN framework (Develop a public/private model for mental 

health services, Create a rational fiscal framework, Better coordinate care, Improve early intervention 

services).  The Governor’s Mental Health Initiative was ready for the Legislature. 

 

 

 

                                                            
40 Ibid 
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2006 Session 

 

 In 2006, for the first time in four years, the state budget was not in deficit.  While Medicaid 

funding continued to increase at an unsustainable level – nationally, state spending jumped as much as 

12.5% per year41 – and many analyses predicted a looming structural imbalance, the Legislature had $181 

million to spend above current levels.42  It was a good year to introduce a comprehensive proposal with 

wide stakeholder buy-in.  Unfortunately, other priorities overshadowed mental health. Also, for the first 

time, small but vocal opposition from outside the MMHAG process surfaced.   

 Included in the statute that created the State Mental Health Advisory Council, each county is 

encouraged to create its own Local Advisory Council (LAC).  Hennepin County had a very active LAC at 

the time mental health reform was under development, and the Hennepin County LAC did not like the 

MMHAG process, or the Governor’s Mental Health Initiative that resulted.  Their concerns were with the 

managed care portion of the PIN proposal, and the mandatory enrollment in counties where PINS would 

exist.  To the LAC, managed care opened up the possibility of rationing or limiting services to enrollees.  

They preferred the fee-for-service payment system, since it is virtually unrestricted in how many or what 

kinds of services a patient can access.  Also, some on the LAC objected to state funds going into 

administrative budgets of the Health Plans.  They preferred to have administration performed by state 

employees in the Department of Human Services.   

 In the Legislature, Senator Linda Berglin authored the bill.  She chaired the Health and Human 

Services Budget Division.  On its way to Sen. Berglin’s committee, in the Health policy committee, 

representatives from the Hennepin County LAC testified against the PIN proposal in the Initiative.  This 

detracted significantly from the perception that the MMHAG process had built a strong consensus around 
                                                            
41Fiscal Year 2007 State Spending Report, NASBO, at 
http://www.nasbo.org/Publications/PDFs/FY07%20State%20Expenditure%20Report.pdf 
42February 2006 Budget Forecast, at  http://www.house.leg.state.mn.us/fiscal/files/ib206fc.pdf 
 

44 
 

http://www.house.leg.state.mn.us/fiscal/files/ib206fc.pdf


its proposal.  Regardless, the bill passed and the Initiative made it into the Senate Omnibus bill.  The 

House was less conducive.  Rep. Fran Bradley chaired the Health and Human Services committee there.  

Rep. Bradley objected to the bill because, under the Comprehensive Benefit Set proposal, it expanded 

benefits to recipients of some government programs.  Rep. Bradley had long been an advocate of fewer 

benefits and smaller government programs.  Despite pressure from the Pawlenty Administration, the 

Initiative was not included in the House Omnibus bill and the proposal failed to get out of conference 

committee.   

 Despite the culture of inclusiveness, MMHAG had not succeeded in bringing in every key 

stakeholder.  The Hennepin County LAC’s objection dented MMHAG’s image, and it was clear that 

some political figures did not see the Initiative as worthy of support.  While the Hennepin County LAC 

represented only a small minority of stakeholders – in fact every other county LAC in the state had 

supported the Initiative – their opposition impacted the external credibility of the MMHAG process.  For 

a group that touted its inclusiveness and consensus, any public opposition – regardless of its perceived 

weight or credibility – could remove a crucial underpinning of the Initiative’s support. 

Some smaller provisions related to the Initiative passed in the Session, but the bulk was left 

undone.  It was unclear whether MMHAG would push for the proposal again.  It seemed as though the 

window of opportunity for MMHAG had closed, with only minimal success.  

 During the legislative discussions of 2006, another issue arose which deserves mention.  The 

budgeting process in Minnesota, unlike the federal government, is limited in that the fiscal impact of a 

proposal to one department’s budget can not be accounted for in another department’s budget.  This was 

important for the Mental Health Initiative because it was not possible to demonstrate that changes to the 

DHS budget through better coordination of care would have a positive impact on, say, the Department of 

Corrections budget.  This made it difficult for advocates to assure that budget savings would cascade 
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throughout the system with appropriate care.  In the end however, the ideology of the House chair and of 

one vocal minority stakeholder defeated the proposal, not budget concerns. 

 

2007 

 

 2007 was a very different year politically.  Rep. Fran Bradley had retired and the House was 

under Democrat control.  Kevin Goodno was no longer Commissioner of Human Services after he 

stepped down to seek a private sector career.  The task of pushing for the Initiative was passed to 

Assistant Commissioner for Chemical and Mental Health, Wes Kooistra, who had also been a frequent 

MMHAG participant from 2003.  It was also the first year of the biennium, when the budget for the 

following two fiscal years is set.  There was a deficit of just over $1 billion.43  Given the significant 

changes to the political landscape, and the fact that stakeholders continued to meet around the issues 

raised in the MMHAG process, it was agreed that the proposal deserved another shot at passage. 

Once again, Sen. Linda Berglin shepherded the Mental Health Initiative bill she authored through 

the process.  In response to previous opposition, Assistant Commissioner Kooistra had changed the 

language of the PIN proposal to make enrollment voluntary.  DHS had also limited the number of 

counties who would be approved for PINs in the first year, giving adequate time to study and analyze the 

concept before going state-wide.  This time the bill passed through the Senate without serious opposition.   

In the House, once again the situation was more complicated.  Rep. Mindy Greiling, who sat on 

the national board of NAMI, objected to the proposal in large part because of the managed care 

component of the PIN proposal.  As she described it – echoing the objection of the Hennepin County 

LAC from 2006 – the PIN proposal would “privatize” mental health care:  

                                                            
43 February 2007 Budget Forecast, at http://www.house.leg.state.mn.us/fiscal/files/ib207fc.pdf 
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County administrators don't earn the kind of salaries that even our Minnesota HMO 
people do, and I think our public dollars should not be for highly paid administrators, 
they should go into the frontline services for people with mental illness.44 

 

Rep. Greiling asked the Mental Health Legislative Network to develop an alternative proposal, which 

included each organization’s pet project.  The Greiling bill was drafted and introduced.  It stood in 

opposition to the MMHAG proposal, which Rep. Greiling viewed primarily as the “Governor’s” 

proposal.  Wes Kooistra defended the Governor’s Initiative vigorously, saying,  

The problem that we're facing politically with this is people equate managed care with 
limited care, and that's not the case anymore.  But, I would also suggest that we have to 
be better purchasers of care. We're the ones that are putting money on the table, we're the 
ones issuing the contracts and signing the contracts, and we have to be clear as purchasers 
what we expect in terms of care delivery.45   

 

Greiling’s efforts to build support for an alternate proposal to the Mental Health Initiative ultimately 

failed because the stakeholders from the Mental Health Legislative Network were the same people who 

had sat in MMHAG meetings for four years.  Testimony in committee was in favor of both the Greiling 

bill and the Initiative – including “Jane’s” testimony, described above.  Comprehensive mental health 

reform became almost inevitable, with two major competing proposals.  The Governor’s Mental Health 

Initiative passed the House, and pieces of Rep. Greiling’s bill also passed the House. 

 The conference committee agreed to all of the Mental Health Initiative, and included $35 million 

for the three components of the proposal. 

 Currently, all state programs offer the same mental health benefit set, unprecedented mental 

health infrastructure investment is being disbursed throughout the state to shore up the community-based 

delivery system, and two counties – Hennepin and Dakota – are developing PINs with Health Plans.     

                                                            
44 “Legislature poised to enact landmark mental health bill,” by Marisa Helms, Minnesota Public Radio 
April 20, 2007, at http://minnesota.publicradio.org/display/web/2007/04/19/mentalhealth/ 
45 Ibid 
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Conclusions 

  

 MMHAG was an extraordinarily successful effort.  Sean Kershaw, Executive Director of the 

Citizens League still considers MMHAG one of the most significant examples of coalition building he 

has seen in his career.46  It took four years, but the result was a significant shift in policy which will 

hopefully improve the lives of Minnesotans with serious mental illnesses.  MMHAG is not a universal 

model, for a few key reasons.  First, the nature of the problem was so vast and complex that it was in the 

interest of many stakeholders across multiple sectors to work towards a comprehensive solution.  Not all 

policy problems could attract such a diverse group of organizations.  Second, not every Policy stream has 

the willingness to commit four years of effort to a reform proposal.  MMHAG was blessed with many 

organizations who took on the reform as a part of their own agenda.  Third, the mental health community 

in Minnesota was not heavily politicized.  It is doubtful that such an effort could produce comprehensive 

reform around controversial issues such as abortion or stem cell research. 

 This case study sought to analyze the MMHAG process from its beginnings in 2003 until the 

passage of the Mental Health Initiative in 2007 using four study questions.  These questions and some 

conclusions follow.     

1. What was the policy and political context in which MMHAG maneuvered? 

MMHAG existed in a quickly-changing policy and political landscape in which the delivery of mental 

health services is increasingly dependent on public funding.  Public funding was also under considerable 

strain from political disagreement over the appropriate level of taxation and spending on health care.  

Minnesota, in comparison to many other states, did have more of a foundation in place for an integrated 

model of mental health care delivery, based on previous reform efforts.  That said, the headwinds were 

against MMHAG from the beginning, given the contentious political climate, and the budget restrictions.   
                                                            
46 Interview with Sean Kershaw, November 11, 2008. 
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2.  Understanding this context, how did MMHAG’s problem definition and scope contribute to its 

success? 

MMHAG, from its inception, sought to incorporate as broad a swath of the stakeholder community as 

possible.  This was due in part to the way mental health care was delivered by silos, but also because the 

problem was beyond the capability of any one stakeholder to address.  MMHAG defined the problem it 

sought to address as a result of those stakeholders who participated.  It would be possible to broaden the 

problem beyond what the Mental Health Initiative addressed, but in order for that to happen, other 

stakeholders would need to participate.  Other stakeholders such as more representatives from the judicial 

system were included in the process and encouraged to participate throughout, but the proposal took its 

own scope based on those who consistently participated.  In the end, even though the universe MMHAG 

defined perhaps could have been broader, MMHAG thought very big and kept a broad group of 

stakeholders in its orbit, right through to passage of the Mental Health Initiative. 

3. What challenges did MMHAG encounter, and how did it maintain momentum through adversity? 

At two key moments, MMHAG ran into significant adversity.  The first moment was after the Action 

Teams had finished their work in 2005, with only an understanding of the complexity of the problem and 

vague ideas of how to address it.  The second and more serious moment was during the 2006 Session 

when one vocal minority undercut the MMHAG consensus and when one legislator temporarily scuttled 

the initiative for ideological reasons.  But as Kevin Goodno put it, the real value in the group was in the 

relationships it established.  The majority who participated to the end formed a formidable group of 

stakeholders, and while windows of opportunity can be fickle – and universal consensus cannot be 

achieved – persistence paid off for those who stayed together.   

4. What role did individual leadership play in the outcome?  

At very specific moments it is possible to see where appropriately timed leadership made MMHAG 

successful.  Commissioner Goodno’s initial recognition of the potential of MMHAG to bridge sectors 
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after a contentious Session, the Governor’s letter to Kevin Goodno formalizing the process, Senator 

Berglin’s shepherding the bill through two Sessions in a row, Wes Kooistra’s changes to the 2007 bill all 

nudged the project forward.  When leadership was not needed, MMHAG operated very effectively on its 

own timetable.  But when it was needed, the right person exerted their influence on the process and kept 

MMHAG moving towards its goal. 

 Finally, while a case study has limitations in how lessons apply to a broader policy context, two 

points emerge from the MMHAG example which may instruct future efforts.  First, MMHAG participants 

originally believed it would take less than a year to develop a proposal and introduce it to the legislature.  

In fact, it took almost two years to fully define the problem, and almost five years to pass the reform.  The 

lesson MMHAG provides is that large-scale reform can take much longer than expected.  The breadth of 

scope MMHAG occupied helped transcend the missions and capabilities of individual organizations, but 

participants of future, broad-based reforms should be cognizant of the time it will take to achieve major 

reform.  Second, it is true that leadership stepped forward at crucial moments, but it is also true that 

participants followed the direction of these leaders at those crucial moments.  Some stakeholders could 

have objected when one person or one organization picked up the banner of MMHAG and carried it 

across a contentious period, but in the end very few did object.  Recognition of leadership in real time is 

important to recognize and support.    
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Appendix A: 

MMHAG Timeline 

 2003 

 During 2003 Session, Informal Stakeholder meetings 
 July, Commissioner Goodno agrees to lead MMHAG 
 August, Scope definition, Steering Committee Recruitment 
 September 25, MMHAG Announcement Letter. Commissioner Goodno, 

Gary Cunningham  
 Fall/Winter, Phase I Action Groups begin meeting  

 
 Ongoing meetings of Phase I Action Groups 2004  Problem definition, Policy research 

 

 March Steering Committee agrees to Phase II 2005
2006

 April 12, Governor’s letter to Commissioner Goodno 
 June, Release of “Road Map to Mental Health Reform” 
 Fall, DHS drafts legislation 

 
 January, Session begins, Legislation introduced 
 February, House and Senate committee hearings, public opposition heard  
 April, House and Senate HHS Omnibus Bills drafted, heard, and passed 
 May 21, HHS conference committee report passed without MMHAG provisions 

 

2007
 January, Reintroduction of Legislation 
 February, House and Senate Committee hearings 
 April, House and Senate HHS Omnibus Bills drafted, heard, and passed 
 May 14, HHS conference committee agrees to accept MMHAG provisions 
 May 21, Passage of HHS Omnibus Bill, including MMHAG provisions 
 May 25, Governor Pawlenty signs HHS Omnibus Bill 
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Appendix B 

Methodology of interviews.   

In the month of November 2008, emails were sent to ten key MMHAG stakeholders, two from 
each of five categories: 

1. Payers 
2. Providers 
3. Advocates 
4. Consultants 
5. MMHAG steering committee 

Follow- up emails were sent to non-respondents a week later.  In the end, five MMHAG 
participants replied, representing one from each category.  Each respondent submitted answers to 
the following standard questions: 

1) Describe the culture of MMHAG as an organization 
2) Going into MMHAG, what were the primary goals of your 

organization?  Did the project accomplish those goals? 
3) What are your thoughts on how the MMHAG process defined the 

problem to be solved?  Did MMHAG get the right scope? 
4) What was the biggest shortcoming of the project? 
5) The biggest success? 
6) Other thoughts? 

 
Answers were analyzed in how they contributed to understanding the four study questions, and 
are included throughout the analysis. 
 
Following the email interviews, a handful of telephone interviews were conducted to seek clarity 
on specific questions, such as the very initial stages of MMHAG, the topics discussed during 
Action Team meetings, and how MMHAG was lobbied.  
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