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North Dakota Children’s Cabinet – HB1556 Subcommittee
Friday, September 5, 2025
9 – 3:30 pm, Central Time
Peace Garden Room at the North Dakota Capitol 
and Microsoft Teams

Members in Attendance:
· Senator Kathy Hogan
· Ms. Veronica Zietz, Protection and Advocacy Project
· Ms. Kristi Fredricks, Human Service Zone (substituting for Ms. Rhonda Allery) 
· Mr. Shawn Huss, Wilmac Special Education Unit
· Dr. Dan Cramer, NDHHS Behavioral Health Direct Services 
· Ms. Pamela Sagness, NDHHS Behavioral Health
· Ms. Mary McCarvel-O'Connor, NDDPI
· Director Colby Braun, ND DOCR
· Ms. Kari Davis, ND DOCR, Juvenile Services Program Manager
· Ms. Nicole Leitner, Director of Juvenile Court Service, Unit 2
· Ms. Cathy Federer, Director of Juvenile and Family Services, ND Court System 
· Ms. Lynn Flieth, Director, RSR Human Service Zone
 
Members Absent:
· Ms. Janell Regimbal, Insight to Solutions

Other Attendees:
· Mr. Jason Callahan, Forum for Youth Investment
· Ms. Michelle Woodcock, NDDPI Special Education Coordinator
· Supreme Court Justice Lisa McEver
· Ms. Maria Neset, Governor's Office 
· Ms. Mary Christy, Governor's Office 

Senator Kathy Hogan, Subcommittee Chair called the meeting to order and thanked the participants and guests for their participation. Senator Hogan explained that this is a subgroup of the newly restructured Children's Cabinet.   The other two subgroups are on early childhood services and on overall implementation of the Children's Cabinet strategic plan.  When we complete our work next spring and the report will be shared with the Children's Cabinet with specific recommendations and steps for the Children’s Cabinet can formally or informally address needs, improve services and reduce confusion/conflict.   This subgroup is the result of HB 1556. 

Mr. Mark Openshaw, Assistant Attorney General with the North Dakota Attorney General’s Office provided training on the ND open meetings and opens records requirements as required by NDCC 44.04. Mr. Openshaw is the designated assistant to the Children’s Cabinet and is available for questions regarding open meetings and open records issues.  All committee and subcommittee meetings do qualify for open meetings and all information; emails related to the committee are open records.   He shared information and will provide additional training to the full Cabinet on Sept 16th.   On October 21st the AG’s office will have a 90-minute presentation on open records and open meetings and encourages subcommittee to attend virtually if interested; it will be more in-depth.

Open Meetings Guide

Mr. Jason Callahan, Forum for Youth Investment, will be helping to facilitate this group and also supports the Children’s Cabinet at large.   He described the many federal changes in child welfare, juvenile justice, behavioral health, and education that have happened over the last 10 to 12 years resulting in any cross-system challenges often are around definitions and expectation from other groups.  Each of us has done things in our little silos, and the hope is that we can begin to cross some of those silo barriers and become child centered family focused.

Mr Callahan also shared the Children's Cabinet Community agreements to establish a foundation of how we want to operate - children-centered and family-focused.  Assuming positive intent is important.  Creating safety; we need to be able to talk about hard things, difficult things and so we need to know that we're all working under that common vision or we want that common good to come out of this.

Behavioral Health Policy Presentation – Ms. Pamela Sagness
Ms. Sagness provided an overview of Behavioral Health Public Private Partnership related to children with serious psychiatric needs.  A copy of the presentation is linked here: NDHHS - Children's Behavioral Health in ND - slide deck

Behavioral Health Direct Services Presentation – Dr. Dan Cramer 
Dr. Cramer described how Department of Health and Human Services (DHHS) links the definitions of serious emotional disturbance to align with Medicaid definitions. 

Challenge/gaps: crisis services, partial hospitalization, equitable distribution of resources such as outpatient therapy, workforce issues, early access to services, appropriate, and seamless access to care. Getting rid of regular barriers and more access to services close to home.  Services that promote long term health and stability, and rehabilitation.

Child Welfare Presentation - Ms. Kristi Fredricks, Ward Human Service Zone Director   
Challenges listed were limited placement options, discharge options after custody when returned home because of insurance.  A copy of the presentation is linked here: ND Human Service Zone Director Association - Cross Systems Solutions - slide deck

Ms. Fredricks also shared a cross systems model of practice from the American Public Human Service Association (APHSA) on the challenges and approaches to this work.  The APHSA document is linked here: Addressing the Complex Needs of Youth: A Call to Action

Juvenile Courts / Services Presentation – Ms. Nicole Leitner 
Challenges include assisting parents with private placements, abandonment issues and competency evaluations, Chemical dependency evaluations and treatment.   Inconsistent access to, and misuse of, detention, shelter or attendant care were determined as barriers.  A copy of the presentation is linked here: Juvenile Court - slide deck

Division of Juvenile Services / NDDOCR – Mr. Colby Braun  
Challenges: Relationship between Detention and DJS.  A copy of the presentation is linked here: ND Department of Corrections and Rehabilitation - Cross Systems Solutions - slide deck 

Public Education Presentation – Ms. Mary McCarvel-O’Connor and Mr. Shawn Huss
Major challenges include: the regional differences, rural gaps in services, demand, map out layer continuum of services at a regional level, financial gaps in services specific to Medicaid but clearly defining eligibility, misusing systems to address needs.  Drivers of behaviors might be better to talk about than needs.  Needs of youth whose parental rights have been terminated.  If a child has not yet established permanency somewhere, and so to get their needs met and we as the parents are struggling to get the needs met, be it educationally through behavioral health through extreme behaviors that are impacting the community. And how do we meet those needs? A copy of the presentation is linked here: NDDPI - slide deck, NDDPI - Disrupted Learning - slide deck

Forum for Youth Investment – Mr. Jason Callahan
HB 1556 calls the group to develop and implement a system of care for children; importance of not losing sight of this as we begin moving forward.  A copy of the presentation is linked here: Forum for Youth Initiative - HB 1556 Subcommittee - slide deck

DEFINING THE KEY QUESTIONS

A. What does success look like?
· Children with serious psychiatric/behavioral health needs and their families have access to service.
· MST and FFT programs at Behavioral Health Clinics are available statewide.
· Child centered with a family focus and shared responsibility across all systems.

B. Identify common themes/issues
· Rural/urban inequities in all services
· Many systems just don't know where to go for help and what to expect there is a lot of confusion, i.e. PRTFs, referrals to zones without parental issues.  Confusion.

C. Surface points of conflict/confusion
· Eligibility criteria for various services, particularly PRTF/Group Homes 
· Lack of ability to share specific information on the needs of a child
· Confusion about appeals mechanisms of decisions 
· Children being placed without organization accepting a placement being involved.
· Use real examples of parents who have been frustrated with the system and parents who have worked within it well. 
· Interplay with children with developmental delays
· DHHS Behavioral health definitions align with Medicaid definitions but can be confusing. 
· Extremely high need children (extensive trauma, substance abuse/psychiatric diagnosis, sexual behaviors, demonstrated violence, low IQ, possible disabilities, and overwhelmed families touch all systems, but identification processes differ throughout the state. 
· Various assessment tools used across systems that create confusion, sometimes they are not shared routinely.    
· Role and responsibilities of Detention, Attendant Care, Certified Shelter Care 
· Sometimes kids are labeled disabled to get an IEP for behavioral health needs to access services.  ND has 7.9% labeled as emotionally disturbed as compared to the national average of 4.3.
· Confusion about Medicaid eligibility and role
· Confusion about what to say to parents when no one knows where the front door is 
· Who does case management and how does it differ from care coordination? 
· What does multi-system case management/care coordination look like?
· Process of identifying Children with significant needs (10 - 100?) and possibly tracking the responses and needs
· Clarifying voice and role of families
· Various legal rules on confidentiality and data sharing 
· Professional licensure scope of practices is not consistent across systems
· Understanding of Regions and who various partners are connected to. 

D. Cross-System Collaboration What has worked?

E. Successful practices at the state and local level
· HSC saw 13,190 youths in last biennium 
· DHHS $9.5 million dollars spent on mental health services through the schools
· Expanding inpatient psychiatric services for children/Adolescents in GF and Bismarck
· DPI, behavioral health, maternal/child services, CFS, Juvenile justice, HSC staff, educators and private agencies in some places, i.e. Wahpeton
· Natural local teams
· Merging LSTC behavioral health expertise to expand Applied Behavioral Analysis approaches at Ruth Meier 
· System of Care in Bismarck, Minot and Devils Lake regionals have improved client care. 
· Old Partnership model with case managers in all systems providing the same structure for services

F. Identify Opportunities to build on strengths/remove barriers
· Need Partial Hospitalization options 
· Subspecialty children psychiatric or pediatric services around state
· Movement to Behavioral Health Clinic model 
· Begin to identify drivers of the needs
· All resources need to be mapped regionally with eligibility and funding rules
· Limited integration with or access to substance abuse treatment
· Need a better cross system crisis response structure particularly in rural areas.
· Various silos and people don't know each other
· Expand school-based levels of services, i.e. level D
· Look to out of state options of group care. 
· Mapping resources across all systems
· Create a one-stop shop or no wrong door approach 
· Expand BH Mental Health Resource information  
· When juvenile charges are filed, they are sometimes dropped when child is placed.   This causes confusion about the needs of the child. 
· Some confusion over dual status youth interface with these children
· Can we move funding from a process format to outcome-based funding
· Involve more people with lived experience 
· Clarifying and expanding public/private partnerships
· Establish children/family ombudsman


G. Next steps and Action Planning 

H. Key Takeaways 
· Workforce challenges everywhere

I. Follow up Tasks
· Clarify the number of kids involved possibly use tool shared by Ms. Jessica Thomasson.
· Link to Ms. Thomasson’s Service Map Elements tool
· Review several cross systems situations while protecting confidential information.   Might need to be hypothetical cases based on history.  

Afternoon Parking Lot Issues
· Can PRTF's have back-up support for disruptive youth to reduce the number of police calls and removals.
· Role of educations "surrogate" parents as it relates to custodial parents. 
· Tribal specific challenges
· Homeless youth 

Closing Comments
Chair Hogan will be organizing the Subcommittee’s next meeting for the first or second week in October for two hours.  Will look at emerging themes the group comes up with in-between now and then.
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