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The first meeting of the Redefine Acute Mental Health Hospitalizations Task Force was called to order by 
Representative Michael Diedrich (Chair), at 9:04 a.m. CDT, on October 7, 2019, in Room 413 at the State 
Capitol, Pierre, South Dakota. 
 
A quorum was determined with the following members answering the roll call: Representatives Michael 
Diedrich (Chair) and Timothy Johns; Senators Kris Langer (Vice Chair) and Craig Kennedy; and public 
members Mr. Greg Barnier, Mr. Terrance Dosch, Ms. Amy Iversen-Pollreisz, Mr. Jeremy Johnson, Ms. Kari 
Johnston, Mr. Gary Marx, Ms. Amber Reints, and Ms. Katherine Sullivan. Staff members present were 
Anita Thomas, Principal Legislative Attorney, and Kelly Thompson, Senior Legislative Secretary. 
 
All material distributed at the meeting is attached to the original minutes on file at the Legislative Research 
Council (LRC). For continuity, these minutes are not necessarily in chronological order. This meeting was 
recorded by South Dakota Public Broadcasting. The archived recording is available at the LRC website at 
http://sdlegislature.gov under "Interim." 
 

Opening Remarks by Chair 
 
Representative Michael Diedrich, Chair, thanked the members for their willingness to serve on the 
committee and said their diverse backgrounds will foster good discussion.   
 
The Redefine Acute Mental Health Hospitalizations Task Force (Task Force 1) is one of five task forces 
created by the passage of Senate Concurrent Resolution 2 by the 2019 Legislature. That legislation was 
proposed by the Access to Mental Health Services Interim Study Committee, which met in 2018, to review 
the differences in mental health services throughout the state, the demographics of and costs for those 
needing services, and how the use of or lack of such resources affects counties, the state, and medical 
groups.  
 
Among the other task forces is the Reduce the Overall Use of Acute Mental Health Hospitalizations Task 
Force (Task Force 2), chaired by Senator Alan Solano. Representative Diedrich reminded members that 
while the two groups are studying the same issue, their goals differ. The scope of Task Force 1 is to define 
acute mental health hospitalizations in the areas of short, intermediate, and longterm placement, with 
emphasis on keeping individuals needing placement in their community whenever possible. It is the 
mission of Task Force 2 to develop and support existing alternatives to such hospitalizations where 
appropriate, create community-based short-stay alternatives, and develop day treatment options. Task 
Force 1 was advised to review the audio and documents of its companion committee’s meetings to get a 
feel for what options are being considered. 

http://sdlegislature.gov/
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Representative Diedrich introduced two resources from the 2018 Interim Study Committee that will be of 
benefit to the group: the Mental Health Services Pyramid (Document 1) and a map of accredited 
behavioral health providers in the state (Document 2).  
   
He noted the tone of today’s meeting would be relaxed, that members could ask questions or provide 
comment throughout the testimony, and votes would be conducted formally by roll call.  
 

Introduction of Committee 
 

Each member was asked to provide a brief introduction and explain how their experience or expertise 
relates to the task force’s mission. Among its membership are attorneys, individuals having degrees in 
psychology and sociology, current or former board members for mental health organizations, social 
workers, medical staff, administrators for behavioral health service programs, and representatives of state 
agencies that oversee mental health services. 
 

Mental Health Services in South Dakota 
 

Ms. Amy Iversen-Pollreisz, Deputy Secretary, Department of Social Services (DSS), and Mr. Jeremy 
Johnson, Director of Clinical Services, South Dakota Human Services Center (HSC), reviewed the state’s 
existing mental health services (Document 3). 
 
There are 11 Community Mental Health Centers (CMHCs) that provide services to over 17,000 people 
annually. Among the services offered are screenings and assessments, case and medication management, 
psychiatric services, individual and group therapy, and crisis intervention. Each center is required to 
provide assessment services, outpatient services, specialized outpatient services for youth, adults and 
families, and emergency services.  
 
In Fiscal Year 2019, 5,055 people with a diagnosed mental health disorder received outpatient services; 
5,670 youth and adults who met the Serious Emotional Disturbance (SED) criteria received specialized 
outpatient Children, Youth or Family (CYF) Services; 6,923 adults who met the criteria for Serious Mental 
Illness (SMI) received specialized services through Comprehensive Assistance with Recovery and 
Empowerment (CARE); and 273 adults who could not be served through less restrictive means received 
the highest level of outpatient treatment through Individualized Mobile Programs of Assertive Community 
Treatment (IMPACT). 
 
In addition to the services offered through DSS and CMHCs, treatment is also available through private 
facilities, Medicaid, residential treatment centers, primary care physicians, psychiatrists, psychologists, 
and other publicly funded programs. 
 
Of those individuals seeking services through CMHCs in Fiscal Year 2019, 97 percent of adults reported 
satisfaction with mental health services and 96 percent reported satisfaction with access to treatment 
services. For youth and parent/family services, 91 percent of youth and 97 percent of parents were 
satisfied with mental health services, with 92 percent of youth and 98 percent of parents reporting 
satisfaction with access to treatment services. The national satisfaction rates for the same categories vary 
from 85 percent to 90 percent. 

http://sdlegislature.gov/docs/interim/2018/documents/DAMH10172018-G.pdf
http://sdlegislature.gov/docs/interim/2018/documents/DAMH08072018-C.pdf
https://sdlegislature.gov/docs/interim/2019/documents/DTF110072019-A.pdf
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Senator Kennedy asked how the programs are funded. Ms. Iversen-Pollreisz reported the main source of 
funding is block grants with additional funds coming from other sources. 
 
Representative Johns asked how many people in need of mental health services are not being served. 
Ms. Iversen-Pollreisz replied that was difficult to answer. Need is constantly being monitored and services 
are being expanded in areas that are cost-effective and have a client population sufficient to justify the 
cost. 
 
Regarding the South Dakota Human Services Center, which is South Dakota’s only public psychiatric 
hospital, Mr. Johnson told committee members there were 1,377 admissions in Fiscal Year 2019. HSC 
serves those individuals age 12 and older, who are unable to be served by other providers or for whom a 
less restrictive environment is not a care option. The majority of admissions are involuntary. 
 
HSC provides treatment in five program areas: Adult Acute Psychiatric Program, Adult Psychiatric 
Rehabilitation Program, Geriatric Nursing Home Program, Adolescent Psychiatric Program, and Adult 
Substance Use Disorder Program. Each program is individualized to best meet the specific needs of the 
patient and focus on assessment, care, treatment, and stabilization.  
 
Representative Johns asked how it is determined, after initial treatment, whether to discharge the patient 
or transfer the patient to another program. Mr. Johnson said the patient’s care team assesses whether 
the mental health crisis has passed and whether supports are in place for the individual. If that criteria is 
met, the patient can be discharged. If more care is needed, the patient is transferred to an appropriate 
program. Representative Johns said it may be beneficial to keep individuals with recurring mental health 
issues for longer periods of time. Mr. Johnson clarified that to do so, the person must represent a danger 
to themselves or others. Some clients relapse multiple times. 
 
Senator Kennedy asked about the percentage of involuntary commitments and whether persons must 
suffer from a severe mental illness or be a clear danger to themselves or others to be admitted to HSC. 
Mr. Johnson said 87 percent of admissions are involuntary while the remaining are either voluntary 
commitments or come to HSC through some other means. 
 
Representative Diedrich asked for the breakdown of commitment percentages for acute, intermediate, 
and longterm care. Ms. Iversen-Pollreisz and Mr. Johnson said it depends on how the terms are defined. 
Acute cases are hopefully handled within the person’s community so they are not admitted to HSC. 
Twenty percent of the population in acute treatment are there for five days or less. The average stay for 
someone in Adult Inpatient Services is 10 days. Psychiatric residential facilities would be considered 
longterm. 
 
Representative Diedrich asked how much a patient’s condition can change in a short period of time. 
Mr. Johnson responded it depends on the individual and whether the crisis can be reasoned out or 
stabilized. An inebriated person threatening suicide can change their mind once they sober up and 
someone who has gone off their medication can be stabilized when they go back on their medication. 
Assessment continues throughout the patient’s stay so they can be moved from inpatient to outpatient if 
their condition improves. 
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Senator Kennedy asked how many of the 1,377 admissions in Fiscal Year 2019 were unique and how 
readmissions figure into that number. Mr. Johnson noted some may be repeat admissions.  He said 
about 10 percent of patients readmit within 30 days of discharge. 
 
Ms. Johnston said that many of the commitments she sees in Codington County are people who do not 
have the coping skills needed to address the stresses of life and they are admitted due to a lack of other 
options. 
 

Behavioral Health Community Care Options as Alternatives to Hospitalization 
 

Dr. Matthew Stanley, Vice President, Avera Behavioral Health Services, spoke about mental health care 
options that can be utilized instead of hospitalizing the patient (Document 4). 
 
The continuum of services in behavioral health includes screening, outpatient services, and inpatient care. 
Dr. Stanley said pulling the appropriate resources together can be challenging for rural communities 
lacking ready access to such services. He stressed the importance of treating mental illness as a chronic 
medical disease with longterm needs. He said treating the patient as close to home as possible is always 
the best option. 
 
Mental health screenings are as important to a person’s health as regular health screenings (those that 
check blood pressure, blood sugar, etc.) and enable providers to identify issues earlier. Some medical 
personnel are uncomfortable treating mental illness. Making providers more knowledgeable through 
continuing education and specific mental health training modules in medical school and providing training 
to residents could assist in improving their comfort level. 
 
Representative Diedrich asked how such training could be included in the medical school curriculum. 
Dr. Stanley said while he was not a curriculum expert, the training should emphasize that each patient 
must be viewed as a whole person needing treatment and not just as an illness needing to be cured or a 
medical event to be diagnosed. Senator Langer said that getting new medical students to recognize 
mental illness as a chronic medical disease could help remove the stigma attached to it. Dr. Stanley 
agreed that changing the perspective will change outcomes. 
 
Representative Diedrich asked for statistics and study information on the honesty of patients completing 
mental health screenings. Dr. Stanley acknowledged the possibility of false information in screenings that 
use self-reporting but noted that interview screenings may also be used. In smaller communities, the 
individual is likely already known by the medical provider and may not fully disclose any mental health 
issues because they do not want others to know of their problems. 
 
Better screenings at the community level could assist in filtering care and reducing overutilization of 
hospitalization as a treatment option. In some areas of the state, qualified mental health professionals 
may see only a small number of mental health patients annually. As a result, their assessment for 
appropriate treatment may be different than that of someone who works with a larger number of cases. 
Finding ways for all parties involved – law enforcement, social workers, doctors – to become better 
informed and work together more efficiently could ensure more accurate assessments for care and 
treatment. 

http://sdlegislature.gov/docs/interim/2019/documents/DTF110072019-B.pdf
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Ms. Johnston said that in some rural areas, mental health professionals conduct assessments on a daily 
basis. Dr. Stanley countered there may still be differences between the questions they ask and how they 
interpret the information, as compared to their counterparts in highly populated areas. 
 
Representative Diedrich asked if assessments can be done accurately through telehealth, instead of face 
to face with the patient. Dr. Stanley said that telemedicine is being studied extensively for telepsychiatry 
and it could be a successful and appropriate intervention. It is less clear if there are certain demographics 
that would respond to it less successfully, for example, geriatric patients versus youth who tend to be less 
intimidated by technology. 
 
Dr. Stanley said improvements are needed in mental health services for youth, supervised housing, day 
programs, levels of care between outpatient and inpatient services, and replacement of physicians with 
other psychiatrically trained medical personnel in areas with physician shortages. 
 
The following recommendations were offered: implement a system for recurrent users that encourages 
outpatient commitments; incentivize early screening and detection in primary care; strengthen the 
treatment spectrum between traditional outpatient appointments and inpatient care; utilize Emergency 
Psychiatry Assessment, Treatment and Healing Units (emPATH); and support Mobile Crisis and eMobile 
Crisis to direct patients to services in their community. 
 
Senator Kennedy asked why Avera only offers emPATH in Sioux Falls and if lack of funding is a barrier. 
Dr. Stanley said, while monetary concerns may be part of it, factors that also need to be considered are 
the number of patients in an area and whether space exists to house the services. 
 
Senator Langer asked about the amount of court involvement in youth mental health treatment. 
Dr. Stanley said there is occasional involvement by the courts. He said parents have the right to sign in 
their child for treatment so the number of court-ordered commitments or holds for children is low. 
Senator Langer said that courts likely get involved when 18 to 21 year olds are concerned because the 
individual is legally beyond the reach of their parents. She said it may be helpful to implement a navigation 
mechanism to assist those who know of someone in need of help but who do not know where to go or 
how to get that person involved in treatment. Ms. Sullivan noted apps similar to what the senator is talking 
about already exist for veterans through the Veterans Administration. 
 
Ms. Iversen-Pollreisz said many people do not know what kind of care they need and believe they should 
identify the type of help that is necessary. It is important to educate people that an assessment could 
assist in those situations. 
 
Mr. Dosch said that 24 hour crisis service models have been developed. He said they are working 
effectively and options need to be added for the 24 to 72 hour timeframe to keep patients in treatment 
locally, as opposed to hospitalizing them. 
 
Ms. Reints noted that Avera has looked at options for youth in recent years and created outpatient therapy 
that is paid by Medicaid. She said it is crucial to look at levels of care. She said patients are sent to the only 
options that are available to them and they cannot be “stepped down” to other levels because those levels 
do not exist. 
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Representative Diedrich reminded members that the scope of their committee is to come up with the 
definitions. He said it is the scope of Task Force 2 to look at coordinating the actual resources. 
 

Community Mental Health Center System 
 

Mr. Terrance Dosch, Executive Director, South Dakota Council of Community Behavioral Health, 
discussed the role of his organization and the services offered through CMHCs (Document 5). 
 
The South Dakota Council of Community Behavioral Health is comprised of 18 behavioral health provider 
agencies, including the 11 CMHCs in South Dakota. These entities principally provide outpatient behavioral 
health services to people with serious mental illnesses, substance abuse disorders, and addictions, and 
cooperate with each other to provide these services when necessary. 
 
CMHCs are private non-profit agencies that are locally governed and accredited by DSS to serve target 
populations. Their core services include 24/7 emergency services, assessment services, and outpatient 
and specialized outpatient services for youths and adults. Special initiatives receiving additional focus are 
health homes, crisis response services, co-occurring disorders, justice reforms, telehealth, suicide 
prevention, evidence-based practices, and comprehensive outcome measurement. Payment for services 
is made through insurance first and then from state funds, when possible. 
 
Distance and density are the biggest challenges in providing services. CMHC staff travel frequently but can 
be hampered by bad weather, long distances, and timing between the moment of crisis and when they 
can get to the person in need. CMHCs are expanding the use of telehealth for consultation, training, and 
the provision of services to incarcerated clients. The centers partner with local providers whenever 
possible to provide services to the people who need them. Services need to be responsive to the patient, 
their families, and their community. 
 
Representative Diedrich asked what percentage of crisis interventions result in hospitalizations and 
whether staff can assist with follow-up services. Mr. Dosch said that hospitalization is not required in 
about two-thirds of the interventions. He said many times, based on the assessment results, center staff 
will not have the individual as a patient beyond the initial crisis.  
 
Ms. Johnston said that less than five percent of the people who come to her facility’s safe room are 
committed. Their goal is to make sure the person is engaged with some kind of service before they are 
discharged. She said her facility is notified of crisis response calls through their 24 hour crisis line, 
emergency rooms, schools, families, and law enforcement. Mr. Dosch said that is typical for CMHCs. 
 
Mr. Marx said one of the outgrowths of institutionalization is in geriatric care, with efforts to prevent 
unnecessary nursing home placements for the elderly and people with neurocognitive disorders. 
Individuals get to a level of care that can be done in an outpatient setting instead of a nursing home. With 
pre-admission screenings, it can be determined who is referring the patient and why.  
 
Representative Diedrich asked if a triage concept is applicable to the task force’s mission. Representative 
Johns asked who would make the medical decision for triage use. Ms. Iversen-Pollreisz said there is a 

http://sdlegislature.gov/docs/interim/2019/documents/DTF110072019.pdf
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shortage of providers, if the intent is to rely on psychiatrists. However, she said other qualified mental 
health professionals could be used. 
 

Use of a Regionalization Approach to Address Short Term, Intermediate,  
and Longterm Treatment Needs 

 
Mr. Steve Lindquist, self, discussed ways mental health services could be regionalized to provide more 
comprehensive treatment to a broader group of patients. His experience prior to retiring includes being a 
social worker, an administrator for behavioral health programs in both the private and public sector, and 
having various roles at Avera and HSC. 
 
In addition to HSC, there are three inpatient nonprofit acute units in South Dakota located in Aberdeen, 
Rapid City, and Sioux Falls. These units provide voluntary and involuntary treatment. Of the four, only HSC 
is listed as having acute, intermediate, and longterm commitments. Currently, South Dakota relies most 
heavily on HSC because committing a patient there is the quickest way to provide them with care and 
treatment, even if that level of care is more than what the patient needs. Mr. Lindquist said HSC is under 
pressure to take court-ordered referrals, even if the facility does not have the time or room. He said the 
task force should look closely at what HSC’s role should be and who should use it. Hospitals in general are 
seeing a different group of acute patients for admission. Many are first time patients and a system needs 
to be developed to steer them off the path of commitment to HSC and keep them in their local community 
mental health centers, when possible. 
 
Mr. Lindquist suggested the state be divided into three regions – West River, Northeast, and Southeast – 
with treatment tailored to each region based on the identified needs for that area. Input on those needs 
would be gathered from state and county representatives, with assistance from regional committees and 
a regional mental health planning authority. The tools already in state law could be better utilized and 
greater attention could be paid to the creative solutions that facilities have developed for community 
mental health programs. 
 
Mr. Barnier noted the necessity to create regional mental health facilities. He asked how it would be 
possible to distinguish between one that serves a community such as Madison from HSC. Mr. Lindquist 
replied that a regional planning entity could meet periodically to see what is happening in a specific 
geographic area and determine what services are needed and who should provide them. 
 
Ms. Johnston asked why so many cases that could have been handled through outpatient services become 
involuntary commitments at HSC. Mr. Lindquist responded that, in some locations such as rural areas, 
either the necessary resources do not exist or, if they do, people are not aware of them. 
 
Senator Kennedy asked who would determine capacity if the goal is to provide inpatient treatment in a 
specific region, instead of sending the person to HSC. Mr. Lindquist said the planning group could identify 
how many people are actually being moved out of the community for treatment, so the capacity would 
grow from its current level to address the actual need. 
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Ms. Reints said that short term facilities should be considered to provide a place where people could go 
when they have moved beyond the level of services in their region but are waiting for an opening at HSC 
to obtain further treatment. 
 
Senator Kennedy asked about a county's incentive to pay for a short term hold facility, if that charge is 
potentially more than HSC. Mr. Lindquist responded that 60 percent of patients have Medicare, Medicaid, 
or private insurance. He said the remaining 40 percent are paid for by the county. As counties are making 
the initial decision on facilities, they will be concerned about the impact on their budgets and they will be 
looking for ways to keep those expenses in line. 
 
Representative Johns asked whether different levels of commitment could be identified based on length 
of stay, inpatient versus outpatient, and assessment results. Ms. Iversen-Pollreisz said Task Force 2 is 
already looking at possible statute changes to develop such a system. Senator Kennedy said that in 
redefining the involuntary commitment process, the role of the local mental health boards should not be 
forgotten.  
 
 Senator Kennedy said that counties do not always have easy access to the treatment services that are 
needed. He said many people are placed at HSC before their due process hearing and the hearing never 
takes place because while they are at HSC, the situation is resolved or an issue arises with the hearing. 
The patient is subsequently released and sent home. 
 
Representative Diedrich asked if other states have the ability to detain a person for longer than 24 hours. 
Mr. Lindquist noted Minnesota uses 72 hours and Iowa 48 hours, both not including weekends or holidays.  
 
Senator Kennedy asked if CMHCs could provide a place for patients to be held for 24 to 72 hours. Mr. Dosch 
and Ms. Johnston said more infrastructure and staff may be needed. Not all centers have 24 hour 
capabilities. Ms. Iversen-Pollreisz added it would take a public-private partnership to make it work. 
 
Representative Johns and Ms. Iversen-Pollreisz said whatever decisions are ultimately made, the task 
force should keep in mind the needs of the patients themselves and the goal to serve them in the least 
restrictive environment possible. 
 

Committee Discussion 
 
Representative Diedrich thanked the presenters for the information they provided and the committee 
members for their good questions and discussion. He is optimistic the task force can complete its work in 
two meetings, with the second meeting date to be determined. A subcommittee will be appointed to look 
at definitional drafts and make recommendations to the full committee at its next meeting.  
 
The Chair will also communicate with the Chairs of the other task forces to ensure Task Force 1 is fulfilling 
its mission without overstepping its scope and that they are doing the same.  
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Staff Directives 
 

Representative Johns requested legal research on how long a person can be held constitutionally before 
the due process hearing and how that situation is handled by other states.  
 
Mr. Barnier said it would be helpful to look further into how long other states are holding people and what 
they constitute as an acute or short term treatment period. 
 
Senator Kennedy asked for statistics on how many people fall into the category of having to go to private 
psychiatric hospitals and the bed capacity, by region. 
 
Senator Langer asked about statutes that could affect insurance companies and their willingness or ability 
to pay for day treatment or other similar alternatives. 
 

Adjournment 
 
Senator Langer moved, seconded by Representative Johns, that the meeting be adjourned. Motion 
prevailed on a unanimous voice vote.  
 
Chair Diedrich adjourned the meeting at 3:12 p.m. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
All committee agendas, minutes, and audio are available on the LRC website: http://www.sdlegislature.gov/. Live committee audio is provided by South Dakota Public 
Broadcasting and is also available at http://www.sd.net. You may subscribe to electronic delivery of agendas and minutes at My LRC on the LRC website.  

http://www.sdlegislature.gov/
http://www.sd.net/

