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Yesterday is gone.
Tomorrow has not yet come.
We have only today.

Let us begin.
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Mental Health in Rural Il linois: Recovery is the Goal

Executive Summary

In June 2004, the New Freedom Commission on Mental HealtifocBmmittee on Rural
Issueswvhich found thatwhat differs in rural America is the experience of individuals
with mental illnesses and their faied! The primary differences in these geographic
areas rests in the following areasailability of services, access to services and
acceptability of services.

In lllinois, 84 counties are considered rural and medically underserved. Of the 84
counties 59 do not have a psychiatrist according to a report from Project Export and the
National Center for Rural Health Professions at the University of lllinois at Rockford.

During thefall of 2005, the lllinois Rural Health Association held a series obrei
forums to hear from local leaders regardagess toural mental health services.
Several groups were represented in the meetings inctudoal mental health providers,
emergency room personnel, school representatives, lllinois Farm Bureau nsiembe
hospital administrators, parentsgislatorsand local residents. Community forums were
held in Effingham, Onarga, Toulon, Rockford, Ullin, Mt. Vernon, and Carlinville. Over
150 participants came together to discuss the mental health needs aifrdieir
communities

The Mental Health Work Group of the lllinois Rural Health Association created a
gualitative and quantitative method for data collection at each of the fofLimegyroup
developed a set of four questions to spur conversation amongrtfeggants and collect
anecdotal information from participant¥he Group also developed a survey to collect
numerical analysis regarding access to mental health care in rural lllinois.

Key findings from IRHA Mental Health AccessForums:

Lack of psychatrists (particularly child/adolescent)

Lack of mental health and substance abuse counselors and workers

Long waiting list to receive care

Ratio of staff to patient impatienttreatment units is dangerously low

Needfor more workers to provide aftercasepport

Lack of local treatment facilities

Fragmentation of the system regarding managemiecare for dually diagnosed
individuals- Mentallll nessbubstance Abuse (MISA)

et en i enti ent B et et S et

! Wagenfeld, M.O., Murray, J.D., Mohatt, D.F., & DeBruyn, J.C. (Eds.), 1994, Mental health and rural
America, 19861993, NIH PublicatioiNo. 943500, Washington, D.C.

2 Dankwa, Christine & Minor, Kyle; National Center for Rural Health Professions; University of lllinois at
Rockford.



Need for reimbursement for transportation costs

Lack of mental health access foorking poor

Lack of willingness to accept care (stigma, denial, barriers)

Lack of community awareness of treatment resources available
Lack of crosdraining for mental health and substance professionals
Lack of beds/facilities available provide appropate care

Legal and financial barriers to physician extenders for care
Unfunded mandates may add unnecessarily to cost of care

[ oA ent-A en-EN ent- A eI e en-E et

IRHA Mental Health AccessForums:

Summary of recommendations

A Expand programand implement strategiés recruit, retain & tren psychiatriss,
counselorand other mental health professionalsuraland other underserved
areas ofllinois.

A Fund transportation services to improve accesgiaice providers

A Createa statewide Mental Health plamaddress identified gaps mental health
and substance abuse treatment and begtedinateand streamlin@ublic health,
mental health and substance abuse programs and services anducaher
underserved areas Hiinois.

A Increase use of telemediciaad technologyo improwe access to caracrease
training opportunities and evaluate quality of care

A Increase outreach programs to educate and comnmaktesidents in need about
the availability and acceptability of care

A Coordinate outreach counseling programs with skehasedtlinics and other
neutral community sitet® improve access to care for ruchlildrenand adults

A Expand Medicaid program to include working poor and funding to expand
psychotropic medications covered.

The purpose of this report is to frame natiealth issues in terms of the full breadth of

al |l di mensions of faccess to care, 0 and that
them interrelated. The multitude of policy recommendations we make will, if taken

individually and incrementally, &l to incremental changes. For change to be fully
effective and not just Atinkered around the
dimensions. Itis important to note that any kind of progress within rural Illinois must

build upon the strategiés place at the national and state level.



Rural Mental Health in Illinois: Recovery is the Goal

Introduction

Millions of adults and children are disabled by mental illness every year. Approximately
5-7% of adults have a serious mental illness a@&d®of children arempactedby mental
illness. According to U.S. andiscrimination laws (e.g. the Americans with Disabilities
Act, Section 503 of the Rehabilitation Act of 1973 and Section 188 of the Workforce
Investment Act), a person with a disabilisygenerally defined as someone who (1) has a
physical or mental impairment that substantially limits one or more "major life

activities," (2) has a record of such an impairment, or (3) is regarded as having such an
impairment.According to théNorld HealthOrganization, mental illnesses rank first

among illnesses that cause disability in the United States, Canada and Westerri Europe.

Nationally, suicide is the leading cause of death for adolescents and young adults; over
90 %of youthcommitting suicidehave experienced a mental disorder. Rural teens and
rural older adults have a much higher rate of suicide than do their urbart pteerg of

these suicidesould be prevented through early detection and treatment.

In addition to the loss of life, menti#lhess costs the United Staten annual economic,
indirect cost of $79 billion which reflects the loss of productivity due to illness,

premature death, incarcerated individuals, and those providing family daré997, the
directcosts for mental hdta illness in the United States weapproximately $71 billion.

Al't hough rural Americabés prevalence and inci
their urban counterparts, they are much less likely to have access to services or

providers® In adlition, rural residents are less likely to have health insurance with a

mental health benefit, and financial resources available to support mental health systems

are less robust.

Mental lliness isa devastating illness that caffiect any member of yodamily, any
student in the classroom and anyworker at your place of business. It is not defined by
age, race, geography, or income. All communities struggle to meet the needs of the
mentally ill, especially intherural and underserved areas of g

3 World Health Organization (2002), World Report on Violence and Health. Geneva: World Health
Organization.

* Eberhardt, Ingram, & Makuc, 2001; Institute of Medicine, 2002; Stack, 1982; Wagenfeld, Murray,
Mohatt, & DuBruyn, 1994.

®Rice, D.P. & Miller, L. S. (1996), the Economic Burden of Schizophrenia: Conceptual and
Methodological Issues and Cost EstimatesMIMoscarelli, A. Rupp, & N. Sartorius (Eds),
Schizophrenia (pp. 32334).

® Kanbert & Agger, 1995

" Mueller, Kashinath, & Ullrich, 1997.



For the purposes of this report, mental illnsss e f i ned according to the
Freedom Commission on Mental Hea#tbhieving the Promise: Transforming Mental
Health Care in America Reponthich defines the illness as such:

Adults with aserious mental illnes{SMI) are persons ade8 and overwho currently

or at any time during the past year, have had a diagnosable mental, behavioral, or
emotional disorder of sufficiemurationto meet diagnostic criteria specified within
DSM-11I-R (Diagnostic and Statistical Manual for Mental Disorders), that has resulted in
functional impairment which substantially interferes with or limits one or more major life
activities.

A serious emotional disturbancgSED) is defined as a mental, behavioralganotional
disorder of sufficient duration to meet diagnostic criteria specified in the-DISRI that
results in functional impairmetitatsubstantially interferes with or limits one or more

major lifeactivitiesin an individualup to 18 years of ageexamples ofunctional

impairment that adversely affect educatigpatformancenclude an inability to learn

that cannot be explained by intellectual, sensory, or health factors; an inability to build or
maintainsatisfactoryinterpersonal relationshipsity peers and teacheisappropriate

types of behavior or feelings under normal circumstances; a general pervasive mood of
unhappiness or depression; or a tendency to develop physical symptoms or fears
associated with personal or school problems.

National Studies

Studies ommissioned by both the Eisenhow&®50) and Carter (1978) Administrations

found that approximately 60% of rural areas had shortages of mental health professionals
indicating that a shortage in the mental health workforce is not nemrah America In

July 2003, President Bush released the Final
Commi ssion on Ment al Heath entitled, AAchiev
Health Care in America. In June 2004, the New Freedom Commission dal Mealth

released a background paper from the Subcommittee on Rural Issues. This study found

that the prevalence and incidence of adults with a serious mental illness and children with

a serious emotional disturbance are not different in rural and arbas. Whatliffersin

rural America is the experience of individuals with mental illnesses and their fahnilies.

The different experiences that rural persons with mental illnesses face are influenced by
three factors that may prevent them from receivinggmental health care they need:
Accessibility, Availability, and Acceptability. These variables lead rural residents with
mental health needs to: enter care later in the course of their disease than do their urban
peers; enter care with more seriopsysistent, and disabling symptoms; and require more
expensive and intensive treatment respofises.

8 Wagenfeld, M.O., Murray, J.D., Mohatt, D.F., & DeBruyn, J.C. (Eds.), 1994, Mental health and rural
America, 19801993, NIH Publication No. 98500, Washington, D.C.
°® Wagenfeld, M.O., Murray, J.D., Mohatt, D.F., & DeBruyn, J.C. (Eds.), 1994, Mental health and rural
America, 198601993, NIH Publication No. 98500, Washington, D.C.



Statewide Efforts

In lllinois, 84 counties are considered ruaad medically underserved. Of the 84
counties 59 do not have a psychiatretcording taa report from Project Export and the
National Center for Rural Health Professions at the University of lllinois at Rockford.

Access to mental health services in rural lllineés diminished over the past few
decades as a result of fewer providers sgruimal communities, fewer health plans
providing mental health coverage and fewer puipistitutions providing care.

I n June 2003, The Il linois General Assembly
2003 and created t heealthPhrinershipte de@lopd dr ends Men
Chil drends Ment al H deant andhlondgermarecomomenddtiens fari ng s h o
providing comprehensive, coordinated mental health prevention, early intervention, and

treatment services for children from birth to age 18

Il n June, 2005, the I1Illinois Childrends Ment a
recommendations. The report outlines the following components for the creation of a
comprehensive and coordinated childrenés men
A Starts early, bégning prenatally and at birth, and continues throughout
adolescence
A Engages families & caregivers
A Educates families/caregivers, children, providers, public officials, and the general

public

Delivers services in and across natural settings

Adopts a child dvelopmental approach

Promotes individualized care for each child and their family

Supports smooth transitions between systems and services

Assures that all professionals who come in contact with children are adequately
prepared and trained

Builds on andntegrates existing systems

Maximizes public and private resources

Ensures that programs and services are provided in accordance witigexi
lllinois and federal confientiality, consent, reporting, and privacy laws and
policies

I I I >

> >

The 11 1 i no iestal Hehlth TadkrFerce @rgl its\hembers continue to advocate
for the implementation of the above mentioned recommendations.

1 Dankwa, Christine & Minor, Kyle; Natinal Center for Rural Health Professions; University of lllinois at
Rockford.



In October 2003, the lllinois Rural Health Association hosted a Public Policy Forum
entitled, fAAccess ihRuraMinoig @hbllenges and FutureSer vi ces
Prospects. o0 Six panelists presented their a
accessing mental health services in rural lllinois. Over 100 participants gathered to learn

about the issues rural lllinoisangthvmental iliness face in obtaining needed services and

to define an agenda for changing public policies and progi@msproveaccess

Outcomes from the policy forum included a summary of the issues by experts in rural
lllinois Mental Health Servicessawell as a list of barriers to mental health services in
rural lllinois. The top five major barriers outlined by participants of the event were: lack
of providers, reimbursement rates, stigma and rural culture, integration of services, and
lack of insurace coverage. Solutions outlined by the participants included: mental
health parity with all health care; incentives for new providers to locate in rural lllinois,
and to capturenore federal dollars for mental health servitles.

In November, 2003, forme&enator Paul Simon hosted a summit on access to health care
for rural and underserved aredSharting a Health Care Agenda: Strategies for Rural

and Underserved lllinoibrought together state and local leaders to discuss the need for
improvements to theural health care system in lllinois. The summit was sponsored by
the SIU Public Policy Institute and the SIU School of Medicine with funding from the
lllinois Department of Commerce and Economic Opportunity.

One of the final recommendations fromthiss mmi t was to fiaddress the
needs of the rural and underserved populations including persons who are incarcerated,
on parole or probation or otherwi'e involved

During the Fall of 2005, the lllinois Rurelealth Association held a seriesrefjional

forums to hear from local leaderesidents and otheas tothe status of their mental

health services and barriers that exist to acokssrvices.Several groups were

represented in the meetings incluglitocalmental healtlproviders, emergency room
personnel, school representatives, lllinois Farm Bureau members, hospital administrators,
parents and local residentSommunity forums were held in Effingham, Onarga, Toulon,
Rockford, Ullin, Mt. Vernon, ad Carlinville. Over B0 participants came together to

discuss thenental healtineeds of their rural communities.

Those groups invited to participate in the forums included: lllinois Farm Bureau

members, rural health care providers, mental health giofesds, school administrators,

area agencies on aging, residents, and consumers of services. This report summarizes the
findings of those forums.

" McNamara, Paul, Event Summary IRHA Public Policy Forum, Access to Mental Health Services in
Rural lllinois: Challenges and Future Prospects, University of lllinois at Champaligima, October 2003.
2\Working Group Recommendations, Charting a Health Care Agenda: Strategies for Rural and
Underserved lllinois, Springfield, lllinois, Novembei322003.



Research Methods

The Mental Health Work Group of the lllinois Rural Health Association created a
gualitatve and quantitative method for data collection at each of the forums. First, the
group developed a set fafur questions to spur conversation among the participants and
collect anecdotal inforation from participants. The foguestions were:

1. What ae the major barriers to mental health services in rural lllinois?

2. Do you have any examples of problems encountered in your community in trying
to acces the mental health system?

3. If you could have a twenty minutes fatmeface conversation with ¢hGovernor
about rural mental health, what woudd your first topi@

4. What suggestions could be made for improvements?

The comments and sgestions resulting from these faguestions were collected on flip
charts at each of the forums and summarizethfdusion in this report. See appendix A
for summary of flip chart information collection.

Secondly, the Work Group developed a survey tlestdisseminated and collected at
each of the forums. (See Appendix B for survey tool) The first compondérd stirvey
was a numerical analysis of existing services, trends, and perceptions regarding rural
mental health care in lllinois. The second component was arenukd question
approach to gather regional information regarding what services exist, mwhaitpn
efforts are underway or should be developed, what policy options are important to
improve mental health access, and others.

The work group was not able to provide these survey tools to urban counterparts for
analysis of urban and rural differesceHowever, state and national data continue to
illustrate that the only main difference between urban and rural mental health services is
access and availability primarily centem@undtransportation services and numbers of
mental health providerd\National statistics show no difference in prevalence and
incidence of mental health iliness between the two groups.

Results

The qualitative results of the forums reflect the comments and recommendations made by
participants as a grouphe quantitativeesults are a compilation @68 surveys

collected at the forumsApproximately 44 counties were represented by forum
participants.The regional summary of each forum is attached for interpretation of

specific needs of each region in lllinois. Howeverrall analysis indicates very few

regional differences. Most issues outlined by participants through group discussion were
common across all regions included in the forums.



For national, state and Idanalysis, the results of the forumdl expand upnthe

outlinesof the New Freedom Commission on Mental Heath Subcommittee on Rural
Issuesrepoand t o some extent the recommendati ons
Health Partnership

Dimensions of Access to Care

This report will analyze the stawf rural mental health services in lllinois using the
dimensions of access to health care structure. This report will review access to care
utilizing the 7 Ab6s of Access to Care which

Avalilability i Are services available?

Adequacyi Are servces adequate to meet the needs of residents?
Accessibilityi Are residents able to access needed services?
Acceptabilityi Are services acceptable to residents?

Assessibilityi Are services assessed to ensure quality?

Appropriateness Are services delived appropriately?

Accountabilityi Are service providers accountable for quality of services?

Availability

The National Advisory Committee on Rural Health (1993) noted that across the 3,075

counties in the United States, 55% had no practicing psystsagpsychologists, or

social workers, and all of these counties were riréiccording to a report from Project

Export and the National Center for Rural Health Professions at the University of lllinois

at Rockford, 59 of | hdaipsychiatssbandl &¢fthose ount i es do
counties are rural.

During the 2003 Public Policy Forum in Springfield, sponsored by the lllinois Rural
Health Association, approximately 44% listed lack of providers as the number one barrier
to mental health services fural lllinois.

The workforce shortages are even worse for s
health, older adult mental health, and minority mentalhealth The 1 I I i noi s Chi |
Mental Health Partnership indicates that over 20% of childase l diagnosable mental

health problem yet only one in five of these children receive serfiddany of these

mental health problems are largely preventable or can be minimized with prevention and

early intervention programs.

13 National Advisory Committee on Rural Health, Sixth Annual Report on RurdttH&ockville, MD,

Office of Rural Health Policy, Health Resources and Services Administration, HHS, 1993.

“Strategic Plan for Building a Comprehensive Children
Childrends Ment al H e &ummdry, ;PaJute 2093. s hi p, Executi ve



The New Freedom Commissi on Mental Health Rural Health S@ommittee indicated

that education and training are critical missing links for addressing the issue of workforce
shortages. As the mental health system increasingly supports evitbsszepractices,

little attention las been shown for supporting workforce development activities to enable
rural mental health providers and systems to adopt these new methods. The past two
decades have seen a steady elimination or reduction of programs that specifically support
training ural mental health professionafsWhile NIMH provided a considerable degree

of support for professional education in
declined®

Lack of mental health providemsspecially those able to treat childrems abarrier
identified at all of the regional forum#\ccording to the Project Export report, 50% of
people with mental health concerns get treatment from a primary care doctor in lllinois.

Regional Forum participants recommended the following to addresgdikforce
shortage in rural mental health services:
A Develop plans for recruitment of psychiatristsygrsatrically trained midevel
providersand other psychiatric professionals for rural and other underserved
populations in lllinois.

A Develop plansd addressystemfragmentation and loss of continuity of care for
dually diagnosed individuals (substance abuse & mental iliness).

A Increase the number ofpatientmental health beds in the State of lllintos
rural and other underserved populationthie State of lllinois to address long
waiting lists

A Increase the capacity ofpatientsubstance treatmefdr rural and other
underserved populations in tBéate of lllinoisto address long waiting lists.

A Increase the capacity of medical detoxificatiacilitiesin rural areas to address
substances including methamphetamine.

A Examine the gatekeeper mechanisms for mental illness crisis intervention in rural
areas following the elimination of crisis services and increased pressure upon
small emergencyaoms and law enforcement to manage mental health crises for
long periods of time prior to assessment and transport for hospitalization.

5 Wagenfeld, M.O., Murray, J.D., Mohatt, D.F., & DeBruyn, J.C. (Eds.), 1994, Mental health and rural
America, 19801993, NIH Publication No. 98500, Washington, D.C.

®Bird, D.C., Dempsey, P., & Hartley, D., Addressing mentalthemorkforce needs in underserved rural

areas: Accomplishments and challenges, Maine Rural Health Research Center, Muskie Institute, University
of Southern Maine, 2001.
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A Expand the number of slots targeted to psychiatric students willing to serve rural
communities through the medical stud loan repayment program at the lllinois
Department of Public Health. This program has been successful in g#jsg

A Better educate family practiggysicians and emergency room personnel in
identifying and treating mental health conditions in recahmunities.

A Create a databasad/or listingof mental health services by county to inform
patients and caregivers in the treatment and counseling syattgatekeepers of
services available

A Provide early childhood screenings, counseling servioestraatment strategies
to children through schodlased health clinics.

A Train teachers, childcare providers, clergy and community leaders to recognize
the signs of mental illness and make sure they are able to access services to assist
those in need ofesvices.

A Expandrecruitment strategies for Advanced Practice Nurses (APN), service
capacitiesand payment mechanisms faid-level providersncluding APN
abilities to provide expanded care and prescriptions for ADHD as has been
implemented in other state

A Expand access to tepsychiatric servicefor assessment, treatment and
medication monitoring.

A Market and promote rural mental health practice to rural students attending
psychiaty schools.

Adequacy

An adequate mental health system must be aljpeavide the level of services needed
within a rural community. With the growing aging population in rural lllinois and a
declining population base, it is important that the mental health services being provided
within a community be matched closely witle needs of the community. In order to be
identified as a mental health professional shortage area, the ration of psychiatrist to
population must exceed a staggering 1:30,000 versus the primary care physicians to
population ratio of 12:3,508.

Due D lower population density and fewer providers in rural areas, patients may wait
longer to get appointments, trafeitherto providers and wait longer in doctoffices®®

" Dankwa, Christine & Minor, Kyle; National Center for Rural Health Professions; kdiiyef lllinois at
Rockford.
18 Reschovsky, J.D., 2005
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Forum survey results indicated overwhelmintyigit participants wantedisparitiesn

mental health services to be eliminated. 77.8% of forum participants indicated that they

Avery mucho wanted disparities to be
forum regions, participants wanted the mental health system to be upgrddedston

prevention, early diagnosis, treatment options, and dewelnopofan integrated system

el

with other state and federal health provider networks throughout rural lllinois like the
Federally Qualified Health Centers, the Critical Access Hospitatssabstance abuse
serviceproviders.

When asked about early mental health screenings, assessment and referral to services as

common practice, 27.2% of survey respondents indicated rodiat all occur, 46.8%
indicated that it does not occur very mu2@,3% indicated it occurred moderately, 2.5%
somewhat, and 3.2% said it occurred very much.

When asked whether excellent mental health care is available, 18.4% said it was not at all
available, 36.1% said it was not much available, 20.3 said it was atelyeavailable,

19.6% said it was somewhat available, and 5d isavas very much available.

Projects such as those in Stark County, that bring together rural and community leaders to

discuss mental health services and identify gaps in services igamipim the longerm

mental health system in the area. These local leaders are willing to identify their gaps in
service and work with state leaders to develop strategies to meet the needs of their

residents. This is a model that should be replicatedher counties in lllinois.

Forum participants felt strongly that rural mental health services needed to be improved
to:

A

Provide morepsychiatric andounseling services (especially for youtitmough

funding mechanisms to recryosychiatric providerand counselors for rural and

other underserved areas of lllinois.
Provide morenpatientfacilities and increases in stéfir mental health and

substance abuse ruraland other underserved areas to reduce the long waiting

time for substance abuse tmeaint and the large numbers of mental health

patients in care with very small numbers of mental health providers available to

safely and effectively provide treatment.

Provide more communitpased servicemrgetedat theneeds of the residents

reduce tle months of wait time to see a counselor/psychiatrist.

Providefollow-up services thelp patientsnanageheir ilinesse and eliminate

repeated trips to the emergency room

Focus treatment upon the pati@sta wholeby better facilitating care through
mental health and substance abuse prognaitisthe large numbers of dually

diagnosed individuals.

11
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Accessibility

Access to mental health services put rural residents at significant disadvantage through a
lack of knowledge, transportation, and financing.

Knowledge

The perception of need for care is the first step in seeking care, and rural residents seem
to enter care later than do their urban peers due to a lower perception of need. Current
research suggests that perceived need for care in ruraisased®w that even minimal
barriers in other areas can prevent a person from seeking asstStance.

The survey data collected from forum participants indicate that a lack of knowledge does

exi st about the need f or meAnmeacansndestiatdh car e.
that ment al health is essential to overal/l h
understand, 44.9% indicated that they do not much understand, 34.2% indicated that they
moderately understand, 11.4 indicated that they somewidarstand and 4.4% indicated

that they very much understand. Overwhelmingly, participants indicated that most

Americans have little or no understanding that mental health is essential to overall health

care.

The group discussions lead to the followieggmmendations:

A Public Awareness Campaign should be implemented in rural lllinois to define
mental health needs and promote services in every region of lllinois.

A Education programwith continuing education units for health providers in
mental health trement.

A Education programs for community leaders such as law enforcement, school
personnel, health care providers and mental health providers should be established
in rural and other underserved communities.

A Provide more bilinguatounselors for growing nuipers of Hispanic residents in

rural and other underserved areas of the state.

Transportation

The ability to travel to services is a significant barrier to rural mental health services. In
lllinois, 27 counties do not currently have a public transportagiystem to carry patients

to providers. (See appendix C for Rural Transportation Mg lack of public and
personal transportation makes it even more difficult for childrersons with disabilities
and the elderly to reach needed services.

9 ambert, D. & Agger, M., Access of Rural Medicaid Beneficiaries to Mental Health Services, Health
Care Financing Review, 17(7), 1:335, 1995.

12



Group dscussion in every region of lllinois indicated that the lack of transportation was a
barrier to accessing mental health services. Recommendations included:

Reimbursing providers for transportation costs for their patients

Provide more mental health assgoints in rural communities for those that are
not able to travel

Provide better transportation systems for studesatsiors, low income & working
poor

Review recent changes in transportationifipatienthospitalization for safety
and effectiveness

Provide grants to providers to cover transportation costs

In areas with public transportation, hours need to cover nights and weekends
Need to educate residents and gatekeepers such as DHS on transpogotiaten
where systems exist

> > >

> >

Financing

Rural empbyment is dominated by low wages, and rural incomes are less than those in
urban areas. In 1996, 23% of rural workers nationally were employed in the service
sector and were nearly twice as likely to earn the minimunewaagvere their urban

peers. Compad to urban workers, rural workers are more likely to be unemployed and
less likely to move out of low wage jobs, while rural families are more likely to be
employed and still poorer than are urban famfffes.

Employmentbased health insurance covers dewariety of health services for
Americans, and is the most common form of health insurance coverage in the U.S.
covering 64.9% of the neelderly and 34.4% of the elderly population in 1998.
However, small employers of less than 50 employees are exempthe Mental Health
Parity Act of 1996 and are not required to provide mental health beflefits.

Retiree health benefits have steadily declined over the past decade, with only 30% of
employers offering retiree health benefits in 1998, as compared tin40983. A

similar decline happened with mental health benefits, where per employee expenditures
for behavioral health benefits have gone from $151.54 in 1988 to $69.61 i3*1997.

Rural residents also have longer periods of time without insurance thiaeidorban
peers. In addition, they are more likely not to seek physician services when they cannot
pay, both because of pride and limited opportunities for free or redeeadiinical care.

20U.S. Congress, Why rural matters, in Fast Facts, @ssgnal Rural Caucus, U.S. House of
Representatives, Washington, D.C., 2002.

Z McDonnell, K. & Frostin, P., EBRI health benefits data book, Employee Benefit Research Institute,
Washington, D.C., 1999.

% The Hay Group, Health care plan design and trefdisgton, VA, 1998.
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Forum participants indicated in group discussions iregjlons that lack of financing for
mental health services is a barrier to services. Some indicated that providers in their area
were not providing services to public aid recipients due to reimbursement disparities.
Some indicated that pharmaceutical cogtse too high so patients do not take full doses

of medicine or do not take it as often as directed.

Recommendations for needs in financing included:

A Providing funding for outpatient medications for mental health patérts

review possibilities forxgpanding the psychotropic medications to be paid for by
Medicaid.

Provide funds for increases in psychiatric care for rural and other underserved
populations

Provide funding mechanisms to attract psychiatrists, especially child/adolescent
Providing funds ér mobile mental health services

Providing mental health services at schibased clinics

Increase Medicaid rates to cover cost of mental health care

Improve access to telemedicine to provide more access to efficient services

D> D>

Acceptability

Rural residerst tend to view hehseeking for mental health services more negatively than
do their urban peers. In addition, many rural providers do not come from rural
communities and lack the understanding of the stigma attached to rural mental health
services in liinois and across the country.

According to a 2002 national survey, 73% of people taking their child/adolescent to see a
mental health professional indicated they would be concerned if someone found out.
43% of those parents wondered if they could tiusirtmental health professional and

60% expressed concern that their family and others would not approve if they accessed
the mental health systefh.

Responding to stigma, people with mental health problems internalize public attitudes
and become so embassed or ashamed that they often conceal symptoms and fail to
seek treatmerft: This is why the Freedom Commission made it a priority for mental
health service delivery systentsbe consumer and family centerdgvery individual

has different needs andibties to access services. The mental health delivery system
needs to respond to those needs accordingly.

B gtar, S., 2002
“presidentds New Freedom Commi ssion on Ment al Heal t h,
2002.
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When asked if mental health care is consumer and family driven, 13.3% of forum survey
respondents said not at all, 34.8% said not much, 2d8rsaderate, 15.8 i
somewhat, 8.2 said very much.

Recommendations from the group discussion included:

A Providing more services localgnd in a timely manner to avoid the mental illness
escalating into anoresevereand publicproblem

A Utilizing telemedcine to provide more services at a community level

A Creating coordinated patient plans that incorporate mental health provider,
substance abuse provider, pharmacists, and others to ensuregertostyategy
for recovery.

A Market and promote mental hea#térvices at the state and local level to
familiarize residents with services and providamsl improve the comfort level
for residents.

A Provide more irhome counseling services

Appropriateness & Assessability

The mental health system, especially in rlitedois must provide an appropriate level of
care for rural residents. Defining the appropriate levels of care would include use of
existing professionals at the community level to provide some mental health services.
Just as FQHC and Critical Accessdybitals are funded to provide a safety net of basic
services, mental health delivery systems should have a similar safety net of services.

Educating and training local mental health professionals to meet the specific needs of
their residents is critit¢do providing the appropriate services in rural communities.
Licensing and reimbursement rates would need to be reviewed to ensure payment and
gualifications follow changes in the provision of services.
A Expand recruitment strategies for Advanced Pradtiarses (APN), service
capacities and payment mechanisms for-tewe! providers including APN abilityo
provide expanded care and prescriptions for ADB¥Ohas been implemented in
other states.
A Expand access to tepsychiatric services for assessmémgatment and medication
monitoring.
A Market and promote rural mental health practice to rural students attending psychiatry
schools.

Federal and state agencies responsible for mental health public policy, research, and
services support lack many of thgstems and structures necessary to assess the impact
of changes in the mental health system. At the federal level, agencies lack the systemic
structure to coordinate efforts. At the State level, the Division of Mental Health works
closely with the Divigon of Substance Abuse and Prevenaow otherso develop

15



public policyto integrate servicesHowever, they have yet to be abletwrdinatetheir
communitybased servicprovidersto support the duadiagnosis of many patients.

Closing facilities ina community has an impact dsesexpanding communitpased

programs in rural communities. These actions need assessment opportunities to improve
the overall systemThe technology and confidentiaandling of medical records to allow

for adequate dateollection and information analysis has not yet made the quality
management and assessment of rural mental health services possible.

If the rural mental health system is to be transformed into a consumer & family focused,
coordinated and integrated syist, information is the key to assessing its progress. The

use of technology and standardized data collection models need to be developed to assess
the short and long term implications of public policy changes in the mental health system.

When asked if rgearch exists to improve the delivery of mental health care, 13.9% of
forum participants said not at all, 26.6 said not much, 25.9 said moderate, 22.2 said
somewhat, and 11.4 said very much.

Recommendations to improve assessability include:

A Create a statvide plan for the transformation of rural mental health services in
lllinois focusing upon a patient focused continuity of care across multiple
domains of necessary care.

A Examine homelessnéds®ntal illnesss an issuand develop improved options
for thevast number omentally ill personsvho are homeless lllinois.

A Establish a state center for rural mental health excellence to track information,
data and trends; analyze the impact of public policy changes; establish best
practices in rural mental h¢falservice delivery; and review the financing
structure for rural mental health services in lllinois

A Expand thaise of telemedicine and computer technoltagycrease information
to rural providers and allow continuing education credits be deliverée at t
community level.

A Improve the use of computer software to collect data from providers in the field.

Accountability

Mental health systems must be accountable for the prows$icexe. The quality of care
fundedby third-party payersneeds to be asseskregularly with changes made to the
system when services are not being provided adequately.

Reimbursement of services should follow the provision of quality care and readiness in

rural communities. As the strgehncg0s ment al he
preparedness, statewide mental health seprimédersshould be reimbursed for some

level of readiness. The public mental health systéidepend on access to mental

health services in the case of a national tragedy as it did after Septefi20ai
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To improve accountability of the mental health care system, participants outlined the
following recommendations:

A Mental health providers need to be funded to improve readiness of services

A Payment for mental health services should more lgl@sser the cost of care
provided.

A Payment needs to occur in a timely manner to allow mental health agencies to
continue needed services without cash flow problems.

A A review of unfunded mandates may be in order, such as accreditation
requirements and loer types of accountability which may add unnecessarily to
costs.

A Examine the competitive bidding practice between mental health providers as this
may drive up costs and reduce provider time available to provide care.

Conclusion

The purpose of this repas toframe mental health issues in terms of the full breadth of

all di mensions of fAaccess to care, o0 and that
them interrelated. The multitude of policy recommendations we make will, if taken

individually ard incrementally, lead to incremental changes. For change to e full
effective and not just Atinkered around the
dimensions.lt is important to note that any kind of progress within rural Illinois must

build upon the strategies in place at the national and state level.

These recommendations are presented as an expangherieaferal recommendations

made by the Presi dent &ubcoMmittee dhiRerad Idsoamd Co mmi s s i
the 111 inoi slHé&hiPartdarsbim ¢ar thé/systetn o be enhanced and

expanded, all partners must work together. Coordination of services and cooperation of
providers are essential if change is to odolthe system and recovery is to be made by

rural residents



Mental Health Recommendations for Rural lllinois

Input/Condition

Possible Solution

Recommendation

Availability of Care:

Lack of psychiatristchild/adolescent,
adults,counselorandother mental
health professionals. Lack laical
inpatienttreatment facilitiefor persons
with mental iliness and/or substance
abuse

Extensivewaiting periods to obtain
treatmenin mental health and substan
abuse facilities (botmpatientand
outpatient)inadequate resources for
crisis managemerand forpersons who
areviolentor homeless

A Develop plans for recruitment of psychiatrists,

A Establish &RuralMental Health Task

A

mid-level providersand other psychiatric
professionals for rural underserved populations
Develop plans to addreSgatesystem
fragmentation and loss of continuity of edor
dually diagnosed individuals (sstance abuse &
mental illness) (MISA)

Increase the number bfpatientmental health bed
for rural underserved populations

Increase the capacity ofpatientsubstancabuse
treatmenfacilities for rural populatios

Increase the capacity of medical detoxification
programgo addressnethamphetaminand other
substances

Examine the mechanisms for mental iliness cris
interventionthat reduceressure upon small
emergency rooms and law enforcement to mana
mental kealth crises prior to assessmeransport
andhospitalization

Better educateural physicians and emergency
room personnel in crisis management,
identification, and treatment of mental health
conditions

Train teachers, childcare providers, clergy and
community leaders to recognize the signs of me
illness anduse of the referral process

Expand recruitment strategies for Advanced
Practice Nurses (APN), service capacities and
payment mechanisms for rielvel providers
including APN abiliy to provide &panded care

and prescriptions for ADHD

Forceto include legislabrs, mental health
providers substance abuse officials,
consumersnd othergo assess gaps in
care,anddevelop a improvemenplanfor
the General Assably

Increase the number ofpatientmental
health bedandsubstancabusereatment
options for ruraunderservegopulations
Provide funding to expand mental health
workers through AG
initiatives in lllinois.

Promote the use of drug coagiproaches
and evidencdased interventiagTor
methamphetamine users

Establish a downstate detention treatme
program for meth useand a dually
diagnosed (MISA) treatment facility
demonstration site

Expand the number of slots targeted to
psychiatric tudents willing to serve rural
communities through the medical studen
loan repayment program &PH.

Provide early childhood screenings,
counseling services, and treatment to
childrenat schootbased health clinics
Expand access to tefesychiatric sarices
for assessment, trement& medication
monitoring

Market and promote rural mental health
practice to students psychiatry schools




Input/Condition Possible Solution Recommendation
Adequacy of Care: A Provide more psychiatric and counseling servicf A Explore federal foding to develop and
(especially for youth) througtecruitment of fund 2-3 cost effective rural demonstratig
Lack of mental healttproviders and ~ psychiatric providers and counses sitesusingevidenceebased best practice
support sti available to safely and A Provide more communitiased services targeted models to address issues of continuity of
effectively providecare;lack of staffto | toresidentneeds care between mental health and substan
provide followup to prevent repeated | A Provide followup services to help patients mana ~ abuse, safety issues for stafhdaftercare
hospitalizations. their illnesses and eliminate repeated trips to the Bring together stattraining resource
emergency room groups to provide more cross training
A Provide holistic treatment for dually diagnosed opportunities in mental health and
patients through bitr coordination of services at substance abuse fdually diagnosed
the state and local levels populations
A Offer continuing education programs to mental Recruit Spanish speaking populatidns
health professionals as well as law enforcement work in mental health care
education, and healttare workers A Increase state and federal reimbursemet
A Provide more bilingual counselors for growing ratesto cover cost of care and ensure
numbers of Hispaniasidents in ruralinderserved timely payments to eliminate cash flow
areas problems for providers
A Alter feefor-service payment used by State of
lllinois to expand the capacity for mental health
services to those working poor who are not on
Medicaid
A Fund nental health providers to improve readine
of servicescrigds intervention and community
based aftercare and support
A Creatbn of coordinated patient plans that

incorporate mental health provider, substance
abuse provider, pharmacists, and others to enst
long-term strategy for recovery.




Input/Condition Possible Solution Recommendation
Accessibility of Care: A Reimburse providers for transportation costs forl A Review practices by those who provide
their patients transportation to assure barriers to using
Lack of local treatment facilities A Provide more mental health access points in rur transportation are reduced
communitiesor those that are not able to travel | A Provide funding to aflw mental health
Hardship and inability of those in need A Provide better transportation systems for studen providers tadbereimburse for
to gain tansportation, afford gasoline,| ~ seniors, low income & working poor _ transportation costs
have a carand travellong distanceto | A Review violent client safety incidents resulting i A Establish more counseling outreach for
treatment harm for inpatient and transportation providers small communities
A Expandpublic transportationdurs to cover nights| A Establish videaconferencing medication
Lack of mental health care for working =~ and weekends monitoring, counseling and aftercare
poor. A Educate residents and gatekeepers such as DH mechanisms through telehealth
transportation options where systems exist demonstration projgs
Acceptability of Care: A Utilize telemedicineand technologyo provide A Develop mblic avarenesgampaign to
more sevices at the community level define mental health neegeomote
Lack of willingness to accept care due A Provide more services locally in a timely manner awareness of mental illness and acceptg
cultural barriers, denial, stigma, and preventmental illnesgrom escalating intanore ~ of services
effort required to locate care _ severe problem A Expand funding for irhome counseling
A Provide more irhome counseling services
Lack of awareness of treatment A Educate local leaders on available community | A Create a database of mental health serv
resources and how to access counseling and treatment sendce by county to inform patientgareagivers
and professionalsf services available
Appropriateness of Care: A Expand recruitment strategies for Advanced A Revise Nurse Practice Act to expand AP
PracticeNurses (APNL role in mental he#th and substance abuse
Lack oftrainedmental health A Market and promote rural mental health practice treatment
professionals available to provide ~ students attending psychiatry schools. A Provice funding formental health service
service A Provide funding for outpatient medications for at schoolbased clinics
mental health patientacluding the expansion of | A Increase Medicaid rates to cover cost of
Lack of facilities available to provide |  psychotropic medications paidr by Medicaid. ~ mental health care
appropriate care A Provide funding mechanisms to attract A Improve access to telemedicifug the
psychiatrists, especially child/adolescent management of mental heattérvices
Legal and financidbarriers to the A Provide funds for mobile mental health services | A Establish methampkamine intervention
utilization d somehealth professionals| A Expand metal health services schootbased demonstration and a demonstration to tr

who couldprovidemental health

services

clinics

dually diagnosed person (MISA)




Input/Conditions

Group services are notirrently funded
but could preide a inexpensive
alternative for treatment and folleup

Possible Solutions

Recommendations

A

Expand the number of slots targeted to
psychiatric students willing to serve rural
communities through the medical studen
loan repayment program

care A Provice funding for outpatient medication
for mental health patientscluding the
expansion of psychotropic medications
paidfor by Medicaid
A Provide funds for increases in psychiatri
care for rural underserved populations
A Provide State funding for gup counseling
A Provide block grants to expand care to tf
working poor
Assessability of Care: A Create a statewide plan for the transformation o] A Establish a State Center for Rural HealtH
rural mental health services in lllinoigth afocus Excellence to track information data and
Lack of integrated system to assess a on patient continity of care across miiple trends; analyze the impact of public polic
monitor consistency and quality of carf ~ domains changes; establish best practices in rura
across domains including mental heall A Examine homelessneaadmental illness and mental health service delivery and reviey
substancebusereatmentand other develop options for the vast numberrofal financing and service delivery structure f
care providers used by persons with | homelespersonsvho are mentally ill mental health service for rural underserv
mental illness A Expand the use of telemedicine and computer populations in lllinois
technology to increase information to rural A Establish methampkamine intervention
Lack of consistency and integration of providers and allow continuing education credits demonstration and a demonstration to tr
care for persons with dual diagnosis |  be delivered at the community level. dually diagnosed person (MISA)
(MISA) A Improve the use of computer software to collect
data from providers in the field
Accountability Care: A Reviewand changenfunded mandatebatmay | A Examine the competitive biddingquress
add unnecessary costscare for mental health providers @&smay
Lack of coordination at thetate level to| A Provide funding for currently unfunded mandate increasecost and reduce tinfer care
streamline redundant systems which A Create forum for agency representatives to meel A Create statéevel rural mental health

require unfunded mandatasdrequire
multiple accountabilitynechanisms

regularly on coordination issues

committeefor state agency leaders to
discuss coordination of services at the si
and local level.




Appendix A

List of Forum Recommendations



Regional Rural Forums on Access to Mental Health Services

April T October 2005

Recommendations

A Public Awareness Campaign should be implemented in rural lllinois to define
mental health needs and promatevices in every region of lllinois.

A Education programs for community leaders such as law enforcement, school
personnel, health care providers and mental health providers should be established
in rural communities.

A Continuing education for health carefassionals, mental health and substance
providers in evidencellased best practice mental health and substance abuse
treatment especially for emorbid conditions

A Reimbursingr providing grants tproviders for transportation costs for their
patients

A Provide more mental health access points in rural commutdtiesluce long
wait times for mental health treatment dadthose that are not able to travel

A Provide better transportation for students

A In areas with public transportation, hours needotger nights and weekends

A Need to educate residents on transportation options where systems exist

A Provide funding for outpatient medications for mental health patiantsexpand
psychotropic medications covered by Medicaid

A Provice funds for mobilemental health services

A Provice mental health services at schdaalsed clinics

A Increase Medicaid rates to cover cost of care

A Improve access to telemedicine to provide more access to efficient services

A Expand the number of slots targeted to psydiiatudents willing to serve rural

communitiesthrough the medical student loan repayment program at the lllinois
Department of Public Health.



Better educate family practice physicians and emergency room personnel in
identifying and treating mental Hdaconditions in rural communities.

Create a database of mental health services by county to inform patients and
caregivers in the treatment and counseling system.

Provide early childhood screenings, counseling services, and treatment strategies
to children through schoddased health clinics.

Train teachers, childcare providers, clergy and community leaders to recognize

the signs of mental illness and make sure they are able to access services to assist
those in need of services.

Expand services of mklevel providers

Expand access to telepsychiatric services

Market and promote rural mental health practice to rural students attending
psychiatry schools.

Providefunding to attract psychiatrists antbre counseling services (especially
for youth)

Provide moreanpatientfacilities and improved staff patient ratiésr ruraland
other underserved populations

Provide more communitpased services to address tteeds of rural residents
and povide followup services to manage patient diseases améheke multiple
incidences of care for patients.

Providemore services locally

Utilizetelemedicine to provide more services at a community.level
Creating coordinated patient plans that incorporate mental health provider,
substance abuse provider gpmacists, and others to ensure a {targ strategy
for recovery.

Market and promote mental health services at the state and local level to

familiarize residents with services and providers and improve the comfort level
for residents.



Provide more irhome counseling services

Create a statewide plan for the transformation of rural mental health services in
lllinois.

Expand the use of telemedicine and computer technology to increase information
to rural providers and allow continuing education creaigtslelivered at the
community level.

Improve the use of computer software to collect data from providers in the field.
Mental health providers need to be funded to improve readiness of services

Establish a Mental Health Task force including legistatepresentation, mental
health and substance treatment officials, service providers, and consumers to
assess specific gaps in continuity of care, to develop a plan for remedy and
present to legislative officials

Establish a State Center for Rural Hed#tellence to track information data and
trends; analyze the impact of public policy changes; establish best practices in
rural mental health service delivery and review financing and service delivery
structure for mental health service for rural and otimelerserved populations in
the State of Illinois

Develop plans to address State system fragmentation and loss of continuity of
care for dually diagnosed individuals (substance abuse & mental iliness) (MISA)

Increase the number oifpatientmental helih beds for rural and other
underserved populations in the State of lllinois to address long waiting lists

Increase the capacity ofpatientsubstance abuse treatment for rural and other
underserved populations in the State of lllinois to addresswaiting lists

Provide loan repayment assistance for mental health professidmalscate in
rural communities.

Provide funding to expand availability of mental health workers thréu@ow
Y our Owno initiatives in lllinois

Promote the use of drugu approaches and other evideased intervention
for methamphetamine users



Establish a downstate detention treatment program for methamphetamine users
and a dually diagnosed (MISA) treatment facility as a demonstration site

Explore federal fundingp develop and fund twthree cost effective rural
demonstration sites based upon eviderzasbd best practice models to address
issues of continuity of care between mental health and substance abuse, safety
issues for staff impatientfacilities and fo follow-up in aftercare

Bring together state training resource groups to provide more cross training
opportunities in mental health and substance abuse professionals for health
providers, mental health professionals, substance abuse treatment pnafessio
emergency room personnel, law enforcement, senior services and others who
provide services with dually diagnosed populations

Develop printed materials for high schools to recruit Spanish speaking
populations to work in mental health care or pro\geanish language programs
for mental health and substaratause workers.

Develop mechanism to assure more timely payment from Medicaid to mental
health agencies providing service

Review practices by those who provide transportation to assure barnesiagd
transportation are reduced

Provide small amounts of grant funding to allow mental health providers to
reimburse transportation costs where local transportation is imperative

Establish more counseling outreach for small communities in neutedl lo
settings (ie. schools, health centers, hospitals, school based health centers, senior
centers, etc.)

Establish videaconferencing for medication monitoring, counseling and aftercare
mechanisms and fund a demonstration project

Review and Revistherole of nurses in the provision of mental health services
according to best pcéice models to expand care in lllinois

Increase Medicaid rates to cover cost of mental health care
Improve access to telemedicine to provide more access to efficieneservic

Establish methamphetamine intervention demonstration and a demonstration to
treat dually diagnosed person (MISA)
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Expand the number of slots targeted to psychiatric students willing to serve rural
communities through the medical student loan repaypreggram at the lllinois
Department of Public Health. This program has been successful in filling gaps.

Providefunding for outpatient medications for mental health patients and review
possibilities for expanding the psychotropic medications to be palalyf
Medicaid

Provide funds for increases in psychiatric care for rural and other underserved
population

A review and changes wherever possible of unfunded mandates may be in order,
such as accreditation requirements and other types of duplicatvengaiility
which may add unnecessarily to costs of mental health care

Examine the competitive bidding practice between mental health prowaders
this may drive up costs and reduce provider time available to provide care.

Examine the current practicé community mental health services seeing patients

that can be reimbursed for services, and provide block grants to accommodate
consumers and families who may not have access to care otherwise.

11



Appendix B
Survey Results

12



Table 1

Mental Health access in rural communities (Quantitative Survey)

Item Mean SD n (sample)

1. Americans understand that mental health
is essential to overall health. 1.65 .909 158

2. Mental health care is consumer and
family driven. 1.71 k.13 158

3. Disparities in mental health services
need to be eliminated. 3.67 135 158

4. Early mental health screening,
assessment and referral to services are a
common practice. 1.08 928 158

5. Excellent mental health care is
available in rural settings. 1.58 1.163 158

6. Research exists to improve the
delivery of mental health care. 1.91 1.225 158

7. Technology is used to access mental
health care and information.* 1.49* 1.05 158

8. Services are culturally competent in our
mental health service delivery system. 1.42 .966 158

Note that these are rated on a four point scale. Zero (0) = not at all, Four (4) =Most of th
time.
* The only statistically significant difference between counties. df=6, F=3.584, p=.002
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Frequencies

Statistics
Early mental
heaith
Americans screening,
understand Disparities in assessment
that mental Mental health mental health and referral to Excellent
health is care is services need services are a mental health
essential to consumer and common
overall heaith family driven iminated
N Vahd 58 15 158 158 158
Missing o o o o o
Mean 1.65 171 3.67 1.08 1.58
Median 1.50 2.00 4.00 1.00 1.00
Mode 1 1 4 2 3 1
Std. Deviation 909 1.136 738 .e28 1.163
Variance 827 1.290 541 860 1.353
Statistics
Services are
Research culturally
exists to Technology is competent in
improve the used to access our mental
delivery of mental health health service What counties
men care a delivery do you What is your
health care. information. system 2 gender?
N alid 158 158 58 158 158
Missing o o o o o
Mean 1.91 1.49 1.42
Median 2.00 1.00 1.00
Mode 1 1 1
Std. Deviation 1.228 1.045 966
Variance 1.500 1.092 934
Statistics
What is the
highest level
What is your of education Location of
occupation? completed? Forum
N Valid 158 158 158
Missing o] o o
Mean
Median
Mode
Std. Deviation
Variance

Frequency Table

Americans understand that mental health is essential to overall health.

Cumuiative
Freguency Percent Valid Percent Percent
Valid not at all 8 5.1 5.1 5.1
not much 71 44.9 44.9 50.0
moderate 54 34.2 34.2 84.2
somewhat 18 11.4 11.4 95.6
very much P 4.4 4.4 100.0
Total 158 100.0 100.0
Mental health care is consumer and family driven.
Cumulative
Frequency Percent Valid Percent Percent
Valid not at all 21 13.3 13.3 13.3
not much 55 34.8 34.8 48.1
moderate ER 27.8 27.8 75.9
somewhat 25 156.8 15.8 91.8
very much 13 8.2 8.2 100.0
Total 158 100.0 100.0
Disparities in mental health services need to be eliminated.
Cumulative
Frequency Percent Valid Percent Percent
Valid not at all 2 1.3 1.3 1.3
not much 2 1.3 1.3 25
moderate 7 4.4 4.4 7.0
somewhat 24 16.2 16.2 22.2
very much 123 77.8 77.8 100.0
Total 158 100.0 100.0
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Early mental health screening, assessment and referral to services are a common practice.

Cumulative
Freguency Percent Valid Percent Percent
Valid not at all 43 272 27.2 27.2
not much 74 46.8 46.8 74.1
moderate 32 20.3 20.3 94.3
somewhat 4 2.5 25 96.8
very much 5 3.2 3.2 100.0
Total 158 100.0 100.0
Excellent mental health care is available.
Cumulative
Frequency Percent Valid Percent Percent
Valid not at all 29 18.4 18.4 18.4
not much 57 36.1 36.1 54.4
moderate 32 20.3 20.3 747
somewhat 31 19.6 19.6 94.3
very much 9 57 87 100.0
Total 158 100.0 100.0
Research exists to improve the delivery of mental health care.
Cumulative
Freguency Percent Valid Percent Percent
Valid not at all 22 13.9 13.9 13.9
not much 42 26.6 26.6 40.5
moderate 41 259 25.9 66.5
somewhat 35 222 222 88.6
very much 18 11.4 11.4 100.0
Total 158 100.0 100.0

Technology is used to access mental health care and information.

Cumulative
Frequency Percent Valid Percent Percent

Valid not at all 29 18.4 18.4 18.4
not much 55 34.8 34.8 53.2
moderate 47 29.7 29.7 82.9
somewhat 22 13.9 13.9 96.8
very much 5 3.2 32 100.0
Total 158 100.0 100.0
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Services are culturally competent in our mental health service delivery system.

Cumulative
Frequency Percent Valid Percent Percent
Valid not at all 28 17.7 17.7 17.7
not much 60 38.0 38.0 §5.7
moderate 46 29.1 29.1 84.8
somewhat 23 146 14.6 994
very much 1 6 .6 100.0
Total 158 100.0 100.0
What counties do you represent?
Cumulative
Freguency Percent Valid Percent Percent
Valid Adams 3 1.9 1.9 1.9
Alexande 2 1:3 1.3 3.2
Boone 1 6 6 3.8
Carrol 1 .6 -6 4.4
Carroll 1 6 6 51
cham_dou 1 6 .6 57
Champaig 4 25 25 8.2
Co_CIi_Ed 1 6 6 8.9
Effingha 8 1.9 1.9 10.8
Fran_Wil 1 6 6 11.4
Han_Hend 1 6 6 12.0
Hancock 1 6 6 12.7
Henderso 1 6 6 13.3
Henry 8 51 5.1 18.4
Iroquois B 1.9 1.9 20.3
Jackson 3 1.9 1.9 22.2
Jasper 1 6 6 228
Jefferso 1 6 6 234
JoDavies 2 1.3 1.3 247
Kankakee 1 6 .6 253
Kno_Warr 2 1.3 1.3 26.6
Knox 3 1.9 1.9 285
Lake_cou 1 6 .6 29.1
Laweranc 1 6 6 29.7
Lea 1 B 6 304
Lee 1 B 6 31.0
Macoupin 4 25 285 33.5
Madison 1 6 6 34.2
Mari_Jef 1 6 6 348
Marion 1 6 6 354
Massac 4 2.5 25 38.0
McHenry 3 1.9 1.9 39.9
Mclean 1 6 6 40.5
n/a 54 34.2 34.2 747
Ogle 1 6 6 75.3
Perry 1 6 6 75.9
Piatt 1 6 .6 76.6
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vvhat counties do you represent?

Cumulative
Freguency Percent Valid Percent Percent

Valid Pike 1 6 6 77.2
Rockford 1 .6 6 77.8
Saganmon 1 .6 .6 78.5
Shelby 1 6 6 79.1
Sierra 1 .6 .6 79.7
Sngamon 1 86 .6 80.4
Sta_henr 3 1.9 1.9 82.3
Stark 15 9.5 95 91.8
Union 2 1.3 1.3 93.0
Vermilin 1 .6 6 937
Wabash 1 6 6 94.3
Warren 1 6 6 94.9
Washingt 1 .6 .6 95.6
Wayne 1 6 6 96.2
Whitesid 1 6 6 96.8
Winbago 1 6 .6 97.5
Winnebag 4 2.5 25 100.0
Total 158 100.0 100.0

What is your gender?
Cumulative
Frequency Percent Valid Percent Percent

Valid female 108 68.4 68.4 68.4
male 37 234 234 91.8
n/a 12 76 7.6 99.4
student 1 6 .6 100.0
Total 158 100.0 100.0

What is your occupation?
Cumulative
Frequency Percent Valid Percent Percent

Valid 1 .6 6 6
708 boar 1 6 .6 1.3
admin 1 .6 6 1:9
adminins 2 13 13 3.2
administ 12 7.6 7.6 10.8
aging 1 6 6 11.4
as_mange 1 6 6 12.0
attorney 1 <) 6 1237
CEO 1 6 6 13.3
chd_heal 1 6 6 139
chid_spe 1 6 6 14.6
clergy 2 1.3 1.3 15.8
clinic 1 6 6 16.5
consulta 1 6 6 171
coordina 3 1.9 1.8 19.0
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What Is your occupation?

Cumulative
Frequency Percent Valid Percent Percent
Valid counsel 1 6 6 19.6
counselo 8 5.1 5.1 247
dean 1 6 6 253
director 14 8.9 8.9 34.2
disabled 1 6 6 348
dr_nurse 1 6 6 354
educatio 1 6 6 36.1
EMS 1 6 6 36.7
EMS_adm 1 6 6 373
EMT 1 6 6 38.0
facilito 1 6 6 38.6
farmer 4 25 2.5 411
FNP 1 6 6 418
hith_car 1 6 6 424
hith_man 1 6 6 43.0
homemake 2 1.3 1.3 443
hos_CEO 1 6 6 449
Inf_spec 1 6 6 4586
insur_ag 1 6 6 46.2
manager 2 1.3 1.3 475
men_hith 5 32 3.2 50.6
n/a 17 10.8 10.8 614
nurse 19 12.0 12.0 734
nurse_pr 2 1.3 1.3 747
pastor 1 6 6 75.3
physicia 1 6 6 75.9
professo 2 1.3 1:3 772
promotor 1 .6 6 778
psyc_nur 1 6 6 78.5
psychiar 1 6 6 79.1
pub_serv 1 6 6 79.7
sc_nurse 1 6 6 80.4
soc_work 14 8.9 8.9 89.2
speciali 2 13 1.3 90.5
state_pr 1 .6 6 91.1
student 10 6.3 6.3 97.5
teacher 1 6 6 98.1
therapis 1 6 6 98.7
therpist 2 1.3 1.3 100.0
Total 158 100.0 100.0
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vvnat is tne highest level of eaucation completed?

Frequency Percent Valid Percent Percent

Valid 1 6 6 6
ADN 5 3.2 3.2 3.8
associat 1 6 .6 4.4
bachelor 43 27.2 27.2 31.6
doctorat 16 10.1 10.1 41.8
high_sch 4 25 25 44.3
law 1 6 6 44.9
master 5 3.2 3.2 48.1
masters 64 40.5 40.5 88.6
MD 1 6 6 89.2
n/a 16 10.1 10.1 98.4
RN 1 6 6 100.0
Total 158 100.0 100.0

Location of Forum

Cumuiative

Freguency Percent Valid Percent Percent

Valid Blooming 38 241 241 24.1
Car_vill 5 3.2 3.2 27.2
MtVernon 14 8.9 8.9 36.1
Onarga 22 13.8 13.9 50.0
Rockford 27 17.1 17.1 67.1
Toulon 34 21.5 21.5 88.6
Ullin 18 11.4 11.4 100.0
Total 158 100.0 100.0

Oneway
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Descriptives

N Mean Std. Deviation Std. Error
Americans understand Teulon 34 1.74 .931 .160
that mental health is Bloomington 38 1.53 830 135
gssential to:overal Oonagrga 22 1.59 908 194
Champaign 18 1.67 1.085 .256
Mt Vernon 14 b 7 05 | 1.204 322
Carlinville 5 1.00 707 .316
Rockford 27 1.85 718 -138
Total 158 1.65 .809 .072
Model Fixed Effects 912 073
Random Effects .0732
Mental health care is Teulon 34 1.82 1.086 .186
consumer and family Bloomington 38 1.68 1.141 185
St Oonagrga 22 1.45 1.299 iy
Champaign 18 1.61 979 231
Mt Vernon 14 2.29 1.326 .354
Carlinville 5 1.40 1.140 510
Rockford 27 1.63 1.043 .201
Total 158 1.71 1.136 .090
Model Fixed Effects 1.137 .090
Random Effects .0902
Disparities in mental Teulon 34 3.47 .961 .165
health services need to Bloomington 38 3.76 590 .096
be eliminated.
Oonagrga 22 3.68 894 191
Champaign 18 3.56 616 .145
Mt Vernon 14 3.79 579 155
Carlinville 5 3.20 1.095 490
Rockford 27 3.89 424 .082
Total 158 3.67 735 .058
Model Fixed Effects 730 .058
Random Effects 072
Early mental heailth Teulon 34 1.00 921 .158
scrdeenfing. Ia‘ssess")ent Bloomington 38 .84 916 149
e ﬁ;‘gﬁg; Oonagrga 22 1.18 1.097 234
Champaign 18 1.11 758 179
Mt Vernon 14 1.29 .825 .221
Carlinville 5 1.20 1.643 735
Rockford 27 1.26 813 .156
Total 158 1.08 .928 .074
Model Fixed Effects .931 .074
Random Effects .0742
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Descriptives

N Mean Std. Deviation Std. Error
Excellent mental health Teulon 34 1.50 1.212 .208
care is available. Bloomington 38 1.29 1.183 192
Oonagrga 22 1.68 1.323 .282
Champaign 18 1.61 979 231
Mt Vernon 14 1.86 1.231 .329
Carlinville 5 1.20 447 .200
Rockford 27 1.93 1.072 .206
Total 158 1.58 1.163 .083
Model Fixed Effects 1.162 .092
Random Effects .097
Research exists to Teulon 34 1.82 1.314 .225
improve the delivery of Bloomington 38 1.68 1.165 189
memalhealth care; Oonagrga 22 2.14 1.125 240
Champaign 18 2.22 1.060 250
Mt Vernon 14 1.50 1.286 .344
Carlinville 5 2.60 .894 400
Rockford 27 2.00 1.359 .261
Total 158 1.91 1.225 .097
Model Fixed Effects 1.222 .097
Random Effects .104
Technology is used to Teulon 34 1.97 1.141 .196
access mental health Bloomington 38 1.05 928 151
SAESahd HIoHIELG0] Oonagrga 22 1.27 703 150
Champaign 18 1.78 1.166 275
Mt Vernon 14 1.07 .829 221
Carlinville 5 1.40 .894 400
Rockford 27 1.70 1.068 .205
Total 158 1.48 1.045 .083
Model Fixed Effects 997 .0789
Random Effects .164
Services are culturally Teulon 34 1.50 1.080 .185
competent in our mental  Bjgomington 38 1.42 .948 154
;‘f:t'g’nse“’ ics:aelivery Oonagrga 22 1.27 935 199
Champaign 18 1.39 1.092 .257
Mt Vernon 14 1.50 .941 251
Carlinville 5 1.40 1.140 .510
Rockford 27 1.44 .847 163
Total 158 1.42 966 .077
Model Fixed Effects 983 .078
Random Effects .078°
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Descriptives

95% Confidence Interval for

Mean
Lower Bound | Upper Bound Minimum
Americans understand Teulon 1.41 2.06 0
that mental health is Bloomington 1.25 1.80 0
Tl in vormt Oonagrga 1.19 1.99 0
Champaign 1.13 2.21 0
Mt Vernon 1.02 2.41 0
Carlinville A2 1.88 0
Rockford 1.57 2.14 1
Total 1.61 1.79 0
Model Fixed Effects 1.51 1.80
Random Effects 1.472 1.832
Mental health care is Teulon 1.44 2.20 0
consumer and family Bloomington 1.31 2.06 0
- Oonagrga .88 2.03 0
Champaign 1.12 2.10 0
Mt Vernon 1.52 3.05 0
Carlinville -.02 2.82 0
Rockford 1.22 2.04 0
Total 1.53 1.88 0
Model Fixed Effects 1.53 1.89
Random Effects 1.492 1.93%
Disparities in mental Teulon 3.14 3.81 0
health services need to Bloomington 3.57 3.96 1
beieikminimed. Oonagrga 3.29 4.08 0
Champaign 3.25 3.88 2
Mt Vernon 3.45 4.12 2
Carlinville 1.84 4.56 2
Rockford 3.72 4.06 2
Total 3.56 3.79 0
Model Fixed Effects 3.56 3.79
Random Effects 3.50 3.85
Early mental health Teulon .68 1.32 0
Scfdeegfiggé f;szzfc::;st Bloomington 54 1.14 0
:pe z: common practice. ~ O°nagrga 70 1.67 0
Champaign 3 1.49 0
Mt Vernon .81 1.76 0
Carlinville -84 3.24 0
Rockford .94 1.58 0
Total .93 1.22 0
Model Fixed Effects 93 1.22
Random Effects 892 1.26°
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Descriptives

95% Confidence Interval for

Mean
Lower Bound Upper Bound Minimum
Excellent mental health Teulon 1.08 1.92 0
care is available. Bloomington .90 1.68 0
Oonagrga 1.10 2.27 0
Champaign 1.12 2.10 0
Mt Vernon 1.15 2.57 0
Carlinville 64 1.76 1
Rockford 1.50 2.35 0
Total 1.40 1.77 0
Model Fixed Effects 1.40 1.76
Random Effects 1.35 1.82
Research exists to Teulon 1.37 2.28 0
improve the delivery of Bloomington 1.30 2.07 0
mental health care. Oonagrga 164 264 0
Champaign 1.69 2.75 0
Mt Vernon 76 2.24 0
Carlinville 1.49 371 2
Rockford 1.46 2.54 0
Total 1.71 2.10 0
Model Fixed Effects 1.71 2.10
Random Effects 1.65 2.16
Technology is used to Teulon 1.57 2.37 0
access mental health Bloomington 75 1.36 0
care and information. Oonagrga 96 158 0
Champaign 1.20 2.36 0
Mt Vernon .59 1.55 0
Carlinville 29 2.51 1
Rockford 1.28 2.13 0
Total 1.32 1.65 0
Model Fixed Effects 133 1.64
Random Effects 1.09 1.89
Services are culturally Teulon 1.42 1.88 0
competent in our mental  Bjoomington 1.11 1.73 0
gealth service delivery Oonagrga 86 169 0
ystem.
Champaign .85 1.93 0
Mt Vernon .96 2.04 0
Carlinville -.02 2.82 0
Rockford 1.1 1.78 0
Total 1.27 1.58 0
Model Fixed Effects 1.27 1.58
Random Effects 1.232 1.622
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Descriptives

Maximum

Between-
Component
Variance

Americans understand
that mental health is
essential to overall
health.

Teulon
Bloomington
Oonagrga
Champaign
Mt Vernon
Carlinville
Rockford
Total

Model

Fixed Effects
Random Effects

BB ND A WSED

-.006

Mental health care is
consumer and family
driven.

Teulon
Bloomington
Oonagrga
Champaign
Mt Vernon
Carlinville
Rockford
Total

Model

Fixed Effects
Random Effects

A WA WHADAD

-.003

Disparities in mental
health services need to
be eliminated.

Teulon
Bloomington
Oonagrga
Champaign
Mt Vernon
Carlinville
Rockford
Total

Model

Fixed Effects
Random Effects

H b BB DS DS

.010

Early mental health
screening, assessment
and referral to services

are a common practice.

Teulon
Bloomington
Oonagrga
Champaign
Mt Vernon
Carlinville
Rockford
Total

Model

Fixed Effects
Random Effects

H A D WLWHLHED

-.008
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Descriptives

Maximum

Between-
Component
Variance

Excellent mental health Teulon

care is available. Bloomington
Oonagrga
Champaign
Mt Vernon
Carlinville
Rockford
Total
Model

Fixed Effects
Random Effects

B BNBWDHDLHDN

.005

Research exists to Teulon
improve the delivery of Bloomington

mental health care.
Oonagrga

Champaign
Mt Vernon
Carlinville
Rockford
Total
Model

Fixed Effects
Random Effects

A B A DA BN

.008

Technology is used to Teulon
access mental health Bloomington

care and information. Oonagrga

Champaign
Mt Vernon
Carlinville
Rockford
Total
Model

Fixed Effects
Random Effects

A BONON WL

118

Services are culturally Teulon
competent in our mental Bloomington
health service delivery

system. Oonagrga

Champaign
Mt Vernon
Carlinville
Rockford
Total

Model

Fixed Effects
Random Effects

BOWWW W WA W

-.038

a. Warning: Between-component variance is negative. It was replaced by 0.0 in computing this random effects measure.
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ANOVA

Sum of
Squares df Mean Square E _Sig.
Americans unders{and Between Groups 4.180 6 697 837 543
skl Within Groups 125.674 151 832
health. Total 129.854 157
Mental health care is Between Groups 7.370 6 1.228 .950 461
T k. Within Groups 195.237 151 1.293
Total 202.608 157
Dispn:rities in mentaé Between Groups 4.506 6 751 1411 214
health services need to ithi
be eliminatad Within Groups 80.380 151 .532
Total
84.886 157
Early mental health Between Groups 4143 6 691 .796 574
screening, assessment  ithin Groups 130.945 151 867
| S IPANI DO o 135.089 157
Excellent mental health Between Groups 8.698 6 1.450 1.074 .380
care is available. Within Groups 203.732 151 1.349
Total 212.430 157
Research exists to Between Groups 10.022 6 1.670 1.118 .354
improve the delivery of  within Groups 225.554 151 1.494
mental haalt cace. Total 235.576 157
Technology is used to Between Groups 21.376 6 3.563 3.584 .002
access mental health Within Groups 150.098 151 994
care and information. Total 171.475 157
Services are culturally Between Groups .817 6 136 141 .991
competent in our mental  \within Groups 145.771 151 965
health service delivery Total 146,589 157
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Appendix C

Summary of Open Ended Survey Questions
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What strategies exist in your community/county to promote:

1.
01-

02-

03-
04-
05-
06-
07-
08-
09-

10-
11-
12-
13-
14-

15-

16-

17-

18-
19-
20-
21-

22-
23-
24-
25-
26-
27-
28-
29-
30-
31-
32-
33-

34-

Accessibility of services:

Bridgeway, Inc. located in Kewanee Royal Oaks Center in Kewanee for
[P services.

Toll free #’s to Community MH Center- but takes 2 months to get in to
see someone else unless

A local task force is working on access

There are no availability to mental health services in Stark County
NCBH system

Stark Co. Mental Health Task Force was established to make officials
aware of problems in rural-small counties.

Stark County Mental Health Task Force

Not adverstised at all. Little __ of services available

None that I’'m aware of.

Few service sites available. Many elderly unable to drive long distances
for services.

There are few choices in local services. Transportation is a large problem
getting individuals to treatment.

We have one local clinical social worker in private practice. We have
limited access to Bridgeway services.

The mental health meeting we are having at bistro. Very exciting! Other
programs, I don’t know about.

Media

Little done — It is always the user having to travel to a central office.
than the provider,

public dialogue. free public transportation to appointment.
None

None
Stark County — The rural health task force has been

Referrals from Social Services, Bridgeway, Hospitals

Doctors recommend Bridgeway. No residential services. No
transportation available.

A van is available county wide for $3.00. but not even close to adeauate.
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35- n/a
36- n
37- collaborative crisis response and app. available out pt. center
38-
73- New Free Clinic
74- Longer hours of services
Agencies open in the evenings/weekends.
75- Home-based services, evening hours, assistance with transportation, cab
bus tokens (not available outside county seat)
76-
77-
78-
79-
80-
81-Trying to set up a support group for Hispanic women in need.
82- Referral those public health dept. to primarily private providers.
83- Free evaluation/ assessment to services
Crisis line access
In home service providers
84-Bringing services to different sectors of the community, outreach,
community forums.
85- Location of mental health center in the bus line
Outreach team for chronically mentally ill served by mental health
center.
86-
87-
88- 24 hr assessments per psych hospitals.
89- as discussed in the focus group
90-
91-
92-
93- Developing updated database of mental health providers (categorized
by specializations)
94-

2. Availability of services:

01- See #1

02- Good services but limited access
03-

04-

05-

06- To get services covered by our insurance we must drive to Peoria

07- Very little availablilty of services in rural areas.
ne_
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uz=

10-
11-

12-
13-
14-

15-
16-
17-
18-
19-
20-
21-
22-
23-
24-
25-
26-
27-
18-
29-
30-
31-
§2-
§3-

14~

i5-
i6-

1 Process
Totally inadequate. Must travel outside the county and those services
are inadequate.

Poor. Takes long time to get in sometime a___ far too long  for
mental crisis need to be

Certain services serve more than one community.

Many providers do not accept public aid; limits availability of services.
Distances to providers also limit availability/accessibility of services.
See #1

We now have a substance abuse program in Stark County
?

There needs to be better coordination
Same as #1

Not line #’s. First call for help — information & referral services
None

None

Available if you have transportation. Insurance helps.
Outpatient

Bridgeway
No M.D. Psychiatrist No residential treatment, Nothing for children,
scanty diagnosis in schools
Minimal to non-existent. People need choices, not just one mental health
provider 1-2 days a week or month.

n/a

\7-morning and evenings appt.

73-

74-

75- Opening more evening hours, hiring more part-time staff to spread ow
non-traditional hours.

76-

77-

78-In patient care difficult to access, especially for uninsured.

79-

80-

81- None in rural community, we need bilingual for the Spanish speaking

nonulation.
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3
01-

02-
03-
04-
05-
06-
07-
08-
09-
10-

11-
12-
13-
14-
15-

16-
17-
18-
19-
20-

21-
22s
23-
24-

82- Good, in insured.

83- Community outreach programs, funding sources
84- There is a lack of availability

85-

86-

87-

88- Crisis Line

89- As discussed

90-

91-

92-

93- working agreements being forged with providers to build referral
structure

94-

Acceptability of services:

Grass roots “storytelling” from mental health patients who have
overcome the hurdles to decrease the stigma of mental health problems.
Not great

I feel that people would be able to accept services.
We don’t have the services accessibility is not an issue.

Time will tell if what services are offered work out.

Cannot answer this since the chosing of iellar facility in Peoria there are
none readily available.

Poor. has had a bad reputation

Still a stigma regarding mental illness

The stigma of mental health concerns prevents many from getting help.
Small communities have the problem of knowing everyone’s business —
people choose not to get help.

We have a mental health task force that is attempting to address this a bii

There needs to be a way to reward effectiveness and punish those who
fail.
Some media presentations

None
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