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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 Healthôs Subcommittee on Rural 

Issues which found that what differs in rural America is the experience of individuals 

with mental illnesses and their families.
1
  The primary differences in these geographic 

areas rests in the following areas: availability of services, access to services and 

acceptability of services. 

 

In Illinois, 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 Illinois at Rockford.
2
 

 

During the fall of 2005, the Illinois Rural Health Association held a series of regional 

forums to hear from local leaders regarding access to rural mental health services.  

Several groups were represented in the meetings including: local mental health providers, 

emergency room personnel, school representatives, Illinois Farm Bureau members, 

hospital administrators, parents, legislators and 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 of their rural 

communities. 

 

The Mental Health Work Group of the Illinois Rural Health Association created a 

qualitative and quantitative method for data collection at each of the forums.  The group 

developed a set of four questions to spur conversation among the participants and collect 

anecdotal information from participants.  The Group also developed a survey to collect 

numerical analysis regarding access to mental health care in rural Illinois. 

 

Key findings from IRHA Mental Health Access Forums: 
 

ü Lack of psychiatrists (particularly child/adolescent) 

ü Lack of mental health and substance abuse counselors and workers 

ü Long waiting list to receive care 

ü Ratio of staff to patient in inpatient treatment units is dangerously low 

ü Need for more workers to provide aftercare support 

ü Lack of local treatment facilities  

ü Fragmentation of the system regarding management of care for dually diagnosed 

individuals - Mental Ill ness/Substance Abuse (MISA) 

                                                           
1
 Wagenfeld, M.O., Murray, J.D., Mohatt, D.F., & DeBruyn, J.C. (Eds.), 1994, Mental health and rural 

America, 1980-1993, NIH Publication No. 94-3500, Washington, D.C. 
2
 Dankwa, Christine & Minor, Kyle; National Center for Rural Health Professions; University of Illinois at 

Rockford. 
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ü Need for reimbursement for transportation costs 

ü Lack of mental health access for working poor 

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

ü Lack of community awareness of treatment resources available 

ü Lack of cross-training for mental health and substance professionals 

ü Lack of beds/facilities available to provide appropriate care 

ü Legal and financial barriers to physician extenders for care 

ü Unfunded mandates may add unnecessarily to cost of care 

 

IRHA Mental Health Access Forums: 
 

Summary of recommendations 

 
Á Expand programs and implement strategies to recruit, retain & train psychiatrists, 

counselors and other mental health professionals in rural and other underserved 

areas of Illinois. 

 

Á Fund transportation services to improve access to service providers. 

 

Á Create a statewide Mental Health plan to address identified gaps in mental health 

and substance abuse treatment and better coordinate and streamline public health, 

mental health and substance abuse programs and services in rural and other 

underserved areas of Illinois. 

 

Á Increase use of telemedicine and technology to improve access to care, increase 

training opportunities and evaluate quality of care. 

 

Á Increase outreach programs to educate and counsel rural residents in need about 

the availability and acceptability of care. 

 

Á Coordinate outreach counseling programs with school-based clinics and other 

neutral community sites to improve access to care for rural children and adults. 

 

Á Expand Medicaid program to include working poor and funding to expand 

psychotropic medications covered. 

 

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

all dimensions of ñaccess to care,ò and that it is a complex and thorny issue with all of 

them interrelated.  The multitude of policy recommendations we make will, if taken 

individually and incrementally, lead to incremental changes.  For change to be fully 

effective and not just ñtinkered around the edgesò it must take into account all of these 

dimensions.  It 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.  
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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 and 5-9% of children are impacted by mental 

illness.  According to U.S. nondiscrimination 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 disability is generally 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 the World Health Organization, mental illnesses rank first 

among illnesses that cause disability in the United States, Canada and Western Europe.
3
  

 

Nationally, suicide is the leading cause of death for adolescents and young adults; over 

90 % of youth committing suicide have experienced a mental disorder.  Rural teens and 

rural older adults have a much higher rate of suicide than do their urban peers.
4
 Many of 

these suicides could be prevented through early detection and treatment. 

 

In addition to the loss of life, mental illness costs the United States an annual economic, 

indirect cost of $79 billion which reflects the loss of productivity due to illness, 

premature death, incarcerated individuals, and those providing family care.
5
   In 1997, the 

direct costs for mental health illness in the United States were approximately $71 billion.  

 

Although rural Americaôs prevalence and incidence of mental disorders is comparable to 

their urban counterparts, they are much less likely to have access to services or 

providers.
6
    In addition, 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.
7
 

 

Mental Illness is a devastating illness that can affect any member of your family, any 

student in the classroom and any co-worker 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 in the rural and underserved areas of Illinois. 

 

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

Organization. 
4
 Eberhardt, Ingram, & Makuc, 2001; Institute of Medicine, 2002; Stack, 1982; Wagenfeld, Murray, 

Mohatt, & DuBruyn, 1994. 
5
 Rice, D.P. & Miller, L. S. (1996), the Economic Burden of Schizophrenia: Conceptual and 

Methodological Issues and Cost Estimates.  In M. Moscarelli, A. Rupp, & N. Sartorius (Eds), 

Schizophrenia (pp. 321-334). 
6
 Kanbert & Agger, 1995 

7
 Mueller, Kashinath, & Ullrich, 1997. 
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For the purposes of this report, mental illness is defined according to the Presidentôs New 

Freedom Commission on Mental Health Achieving the Promise: Transforming Mental 

Health Care in America Report which defines the illness as such: 

 

Adults with a serious mental illness (SMI)  are persons age 18 and over, who currently 

or at any time during the past year, have had a diagnosable mental, behavioral, or 

emotional disorder of sufficient duration to meet diagnostic criteria specified within 

DSM-III -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 disturbance (SED) is defined as a mental, behavioral, or emotional 

disorder of sufficient duration to meet diagnostic criteria specified in the DSM-III -R that 

results in functional impairment that substantially interferes with or limits one or more 

major life activities in an individual up to 18 years of age.  Examples of functional 

impairment that adversely affect educational performance include an inability to learn 

that cannot be explained by intellectual, sensory, or health factors; an inability to build or 

maintain satisfactory interpersonal relationships with peers and teachers; inappropriate 

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 commissioned by both the Eisenhower (1950) 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 new in rural America.  In 

July 2003, President Bush released the Final Report of The Presidentôs New Freedom 

Commission on Mental Heath entitled, ñAchieving the Promise: Transforming Mental 

Health Care in America.  In June 2004, the New Freedom Commission on Mental Health 

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 urban areas.  What differs in 

rural America is the experience of individuals with mental illnesses and their families.
8
 

 

The different experiences that rural persons with mental illnesses face are influenced by 

three factors that may prevent them from receiving the mental 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 serious, persistent, and disabling symptoms; and require more 

expensive and intensive treatment responses.
9
 

                                                           
8
 Wagenfeld, M.O., Murray, J.D., Mohatt, D.F., & DeBruyn, J.C. (Eds.), 1994, Mental health and rural 

America, 1980-1993, NIH Publication No. 94-3500, Washington, D.C. 
9
 Wagenfeld, M.O., Murray, J.D., Mohatt, D.F., & DeBruyn, J.C. (Eds.), 1994, Mental health and rural 

America, 1980-1993, NIH Publication No. 94-3500, Washington, D.C. 
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Statewide Efforts 
 

In Illinois, 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 Illinois at Rockford.
10

 

 

Access to mental health services in rural Illinois has diminished over the past few 

decades as a result of fewer providers serving rural communities, fewer health plans 

providing mental health coverage and fewer public institutions providing care. 

 

In June 2003, The Illinois General Assembly passed the Childrenôs Mental Health Act of 

2003 and created the Illinois Childrenôs Mental Health Partnership to develop a 

Childrenôs Mental Health Plan containing short-term and long-term recommendations for 

providing comprehensive, coordinated mental health prevention, early intervention, and 

treatment services for children from birth to age 18. 

 

In June, 2005, the Illinois Childrenôs Mental Health Partnership released its plan and 

recommendations.  The report outlines the following components for the creation of a 

comprehensive and coordinated childrenôs mental health system: 

 

Á Starts early, beginning prenatally and at birth, and continues throughout 

adolescence 

Á Engages families & caregivers 

Á Educates families/caregivers, children, providers, public officials, and the general 

public 

Á Delivers services in and across natural settings 

Á Adopts a child developmental approach 

Á Promotes individualized care for each child and their family 

Á Supports smooth transitions between systems and services 

Á Assures that all professionals who come in contact with children are adequately 

prepared and trained 

Á Builds on and integrates existing systems 

Á Maximizes public and private resources 

Á Ensures that programs and services are provided in accordance with existing 

Illinois and federal confidentiality, consent, reporting, and privacy laws and 

policies 

 

The Illinois Childrenôs Mental Health Task Force and its members continue to advocate 

for the implementation of the above mentioned recommendations. 

 

 

 

 

                                                           
10

 Dankwa, Christine & Minor, Kyle; National Center for Rural Health Professions; University of Illinois at 

Rockford. 
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In October 2003, the Illinois Rural Health Association hosted a Public Policy Forum 

entitled, ñAccess to Mental Health Services in Rural Illinois: Challenges and Future 

Prospects.ò  Six panelists presented their analysis of what the primary issues are in 

accessing mental health services in rural Illinois.  Over 100 participants gathered to learn 

about the issues rural Illinoisans with mental illness face in obtaining needed services and 

to define an agenda for changing public policies and programs to improve access. 

 

Outcomes from the policy forum included a summary of the issues by experts in rural 

Illinois Mental Health Services as well as a list of barriers to mental health services in 

rural Illinois.  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 insurance coverage.  Solutions outlined by the participants included: mental 

health parity with all health care; incentives for new providers to locate in rural Illinois, 

and to capture more federal dollars for mental health services.
11

 

 

In November, 2003, former Senator Paul Simon hosted a summit on access to health care 

for rural and underserved areas.  Charting a Health Care Agenda: Strategies for Rural 

and Underserved Illinois brought together state and local leaders to discuss the need for 

improvements to the rural health care system in Illinois.  The summit was sponsored by 

the SIU Public Policy Institute and the SIU School of Medicine with funding from the 

Illinois Department of Commerce and Economic Opportunity. 

   

One of the final recommendations from this summit was to ñaddress the mental health 

needs of the rural and underserved populations including persons who are incarcerated, 

on parole or probation or otherwise involved in the Illinois Correctional System.ò
12

 

 

During the Fall of 2005, the Illinois Rural Health Association held a series of regional 

forums to hear from local leaders, residents and others as to the status of their mental 

health services and barriers that exist to access of services.  Several groups were 

represented in the meetings including, local mental health providers, emergency room 

personnel, school representatives, Illinois Farm Bureau members, hospital administrators, 

parents and 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 of their rural communities. 

 

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

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

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

findings of those forums. 

 

 

                                                           
11

 McNamara, Paul, Event Summary IRHA Public Policy Forum, Access to Mental Health Services in 

Rural Illinois: Challenges and Future Prospects, University of Illinois at Champaign Urbana, October 2003. 
12

 Working Group Recommendations, Charting a Health Care Agenda: Strategies for Rural and 

Underserved Illinois, Springfield, Illinois, November 2-3, 2003. 
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Research Methods 
 

The Mental Health Work Group of the Illinois Rural Health Association created a 

qualitative and quantitative method for data collection at each of the forums.  First, the 

group developed a set of four questions to spur conversation among the participants and 

collect anecdotal information from participants.  The four questions were: 

 

1. What are the major barriers to mental health services in rural Illinois? 

 

2. Do you have any examples of problems encountered in your community in trying 

to access the mental health system? 

 

3. If you could have a twenty minutes face-to-face conversation with the Governor 

 about rural mental health, what would be your first topic? 

 

4. What suggestions could be made for improvements? 

 

The comments and suggestions resulting from these four questions were collected on flip 

charts at each of the forums and summarized for inclusion in this report.  See appendix A 

for summary of flip chart information collection. 

 

Secondly, the Work Group developed a survey that was disseminated and collected at 

each of the forums.  (See Appendix B for survey tool)  The first component of the survey 

was a numerical analysis of existing services, trends, and perceptions regarding rural 

mental health care in Illinois.  The second component was an open-ended question 

approach to gather regional information regarding what services exist, what promotion 

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 differences.  However, state and national data continue to 

illustrate that the only main difference between urban and rural mental health services is 

access and availability primarily centered around transportation services and numbers of 

mental health providers.  National statistics show no difference in prevalence and 

incidence of mental health illness between the two groups. 

 

Results 
 

The qualitative results of the forums reflect the comments and recommendations made by 

participants as a group.  The quantitative results are a compilation of 158 surveys 

collected at the forums.  Approximately 44 counties were represented by forum 

participants.  The regional summary of each forum is attached for interpretation of 

specific needs of each region in Illinois.  However, overall analysis indicates very few 

regional differences.  Most issues outlined by participants through group discussion were 

common across all regions included in the forums. 
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For national, state and local analysis, the results of the forums will expand upon the 

outlines of the New Freedom Commission on Mental Heath Subcommittee on Rural 

Issues report and to some extent the recommendations of the Illinois Childrenôs Mental 

Health Partnership. 

 

Dimensions of Access to Care 
 

This report will analyze the status of rural mental health services in Illinois using the 

dimensions of access to health care structure.   This report will review access to care 

utilizing the 7 Aôs of Access to Care which include: 

 

Availability ï Are services available? 

Adequacy ï Are services adequate to meet the needs of residents? 

Accessibility ï Are residents able to access needed services? 

Acceptability ï Are services acceptable to residents? 

Assessibility ï Are services assessed to ensure quality? 

Appropriateness ï Are services delivered appropriately? 

Accountability ï 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 psychiatrists, psychologists, or 

social workers, and all of these counties were rural.
13

  According to a report from Project 

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

at Rockford, 59 of Illinoisô 102 counties do not have a psychiatrist and all of those 

counties are rural. 

 

During the 2003 Public Policy Forum in Springfield, sponsored by the Illinois Rural 

Health Association, approximately 44% listed lack of providers as the number one barrier 

to mental health services in rural Illinois. 

 

The workforce shortages are even worse for specialty areas, such as childrenôs mental 

health, older adult mental health, and minority mental health.  The Illinois Childrenôs 

Mental Health Partnership indicates that over 20% of children have a diagnosable mental 

health problem yet only one in five of these children receive services.
14

  Many 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 Rural Health, Rockville, MD, 

Office of Rural Health Policy, Health Resources and Services Administration, HHS, 1993. 
14

 Strategic Plan for Building a Comprehensive Childrenôs Mental Health System in Illinois, Illinois 

Childrenôs Mental Health Partnership, Executive Summary, p.9, June 2005. 
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The New Freedom Commission on Mental Health Rural Health Sub-Committee indicated 

that education and training are critical missing links for addressing the issue of workforce 

shortages.  As the mental health system increasingly supports evidence-based practices, 

little attention has 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 rural mental health professionals.
15

  While NIMH provided a considerable degree 

of support for professional education in the 1970ôs and early 1980ôs, this support has 

declined.
16

 

 

Lack of mental health providers, especially those able to treat children, was a barrier 

identified at all of the regional forums.  According to the Project Export report, 50% of 

people with mental health concerns get treatment from a primary care doctor in Illinois. 

 

Regional Forum participants recommended the following to address the workforce 

shortage in rural mental health services: 

 

Á Develop plans for recruitment of psychiatrists, psychiatrically trained mid-level 

providers and other psychiatric professionals for rural and other underserved 

populations in Illinois. 

 

Á Develop plans to address system fragmentation and loss of continuity of care for 

dually diagnosed individuals (substance abuse & mental illness). 

 

Á Increase the number of inpatient mental health beds in the State of Illinois for 

rural and other underserved populations in the State of Illinois to address long 

waiting lists. 

 

Á Increase the capacity of inpatient substance treatment for rural and other 

underserved populations in the State of Illinois to address long waiting lists. 

 

Á Increase the capacity of medical detoxification facilities in rural areas to address 

substances including methamphetamine. 

 

Á Examine the gatekeeper mechanisms for mental illness crisis intervention in rural 

areas following the elimination of crisis services and increased pressure upon 

small emergency rooms and law enforcement to manage mental health crises for 

long periods of time prior to assessment and transport for hospitalization. 

 

                                                           
15

 Wagenfeld, M.O., Murray, J.D., Mohatt, D.F., & DeBruyn, J.C. (Eds.), 1994, Mental health and rural 

America, 1980-1993, NIH Publication No. 94-3500, Washington, D.C.  
16

 Bird, D.C., Dempsey, P., & Hartley, D., Addressing mental health workforce needs in underserved rural 

areas: Accomplishments and challenges, Maine Rural Health Research Center, Muskie Institute, University 

of Southern Maine, 2001. 
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Á Expand the number of slots targeted to psychiatric students willing to serve rural 

communities through the medical student loan repayment program at the Illinois 

Department of Public Health.  This program has been successful in filling gaps. 

 

Á Better educate family practice physicians and emergency room personnel in 

identifying and treating mental health conditions in rural communities. 

 

Á Create a database and/or listings of mental health services by county to inform 

patients and caregivers in the treatment and counseling system and gatekeepers of 

services available. 

 

Á Provide early childhood screenings, counseling services, and treatment strategies 

to children through school-based health clinics. 

 

Á 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. 

 

Á Expand recruitment strategies for Advanced Practice Nurses (APN), service 

capacities and payment mechanisms for mid-level providers including APN 

abilities to provide expanded care and prescriptions for ADHD as has been 

implemented in other states. 

 

Á Expand access to tele-psychiatric services for assessment, treatment and 

medication monitoring.  

 

Á Market and promote rural mental health practice to rural students attending 

psychiatry schools. 

 

Adequacy 
 

An adequate mental health system must be able to provide the level of services needed 

within a rural community.  With the growing aging population in rural Illinois and a 

declining population base, it is important that the mental health services being provided 

within a community be matched closely with the 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 12:3,500.
17

   

 

Due to lower population density and fewer providers in rural areas, patients may wait 

longer to get appointments, travel further to providers and wait longer in doctor offices.
18

 

 

                                                           
17

 Dankwa, Christine & Minor, Kyle; National Center for Rural Health Professions; University of Illinois at 

Rockford. 
18

 Reschovsky, J.D., 2005 
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Forum survey results indicated overwhelmingly that participants wanted disparities in 

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

ñvery muchò wanted disparities to be eliminated in mental health services.  Across the 

forum regions, participants wanted the mental health system to be upgraded to focus on 

prevention, early diagnosis, treatment options, and development of an integrated system 

with other state and federal health provider networks throughout rural Illinois like the 

Federally Qualified Health Centers, the Critical Access Hospitals, and substance abuse 

service providers. 

 

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

common practice, 27.2% of survey respondents indicated it did not at all occur, 46.8% 

indicated that it does not occur very much, 20.3% 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 moderately available, 

19.6% said it was somewhat available, and 5.7 said it was 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 is important to the long-term 

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 replicated in other counties in Illinois. 

 

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

to: 

 

Á Provide more psychiatric and counseling services (especially for youth) through 

funding mechanisms to recruit psychiatric providers and counselors for rural and 

other underserved areas of Illinois. 

Á Provide more inpatient facilities and increases in staff for mental health and 

substance abuse in rural and other underserved areas to reduce the long waiting 

time for substance abuse treatment 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. 

Á Provide more community-based services targeted at the needs of the residents to 

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

Á Provide follow-up services to help patients manage their illnesses and eliminate 

repeated trips to the emergency room 

Á Focus treatment upon the patient as a whole, by better facilitating care through 

mental health and substance abuse programs with the large numbers of dually 

diagnosed individuals. 
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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 rural areas is so low that even minimal 

barriers in other areas can prevent a person from seeking assistance.
19

 

 

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

exist about the need for mental health care.  When asked whether ñAmericans understand 

that mental health is essential to overall healthò, 5% indicated that they do not at all  

understand, 44.9% indicated that they do not much understand, 34.2% indicated that they 

moderately understand, 11.4 indicated that they somewhat understand 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 following recommendations: 

 

Á Public Awareness Campaign should be implemented in rural Illinois to define 

mental health needs and promote services in every region of Illinois. 

Á Education programs with continuing education units for health providers in 

mental health treatment. 

Á 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. 

Á Provide more bilingual counselors for growing numbers 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 

Illinois, 27 counties do not currently have a public transportation system to carry patients 

to providers. (See appendix C for Rural Transportation Map)  The lack of public and 

personal transportation makes it even more difficult for children, persons with disabilities 

and the elderly to reach needed services. 

 

 

                                                           
19

 Lambert, D. & Agger, M., Access of Rural Medicaid Beneficiaries to Mental Health Services, Health 

Care Financing Review, 17(7), 133-145, 1995. 
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Group discussion in every region of Illinois indicated that the lack of transportation was a 

barrier to accessing mental health services.  Recommendations included: 

 

Á Reimbursing providers for transportation costs for their patients 

Á Provide more mental health access points in rural communities for those that are 

not able to travel 

Á Provide better transportation systems for students, seniors, low income & working 

poor 

Á Review recent changes in transportation for inpatient hospitalization for safety 

and effectiveness 

Á Provide grants to providers to cover transportation costs 

Á In areas with public transportation, hours need to cover nights and weekends 

Á Need to educate residents and gatekeepers such as DHS on transportation options 

where systems exist 

 

Financing 

 

Rural employment 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 minimum wage as were their urban 

peers.  Compared 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 families.
20

 

 

Employment-based health insurance covers a wide variety of health services for 

Americans, and is the most common form of health insurance coverage in the U.S. 

covering 64.9% of the non-elderly and 34.4% of the elderly population in 1998.  

However, small employers of less than 50 employees are exempt from the Mental Health 

Parity Act of 1996 and are not required to provide mental health benefits.
21

 

 

Retiree health benefits have steadily declined over the past decade, with only 30% of 

employers offering retiree health benefits in 1998, as compared to 40% in 1993.  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 in 1997.
22

 

 

Rural residents also have longer periods of time without insurance than do their urban 

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 reduced-fee clinical care. 

 

 

                                                           
20

 U.S. Congress, Why rural matters, in Fast Facts, Congressional Rural Caucus, U.S. House of 

Representatives, Washington, D.C., 2002. 
21

 McDonnell, K. & Frostin, P., EBRI health benefits data book, Employee Benefit Research Institute, 

Washington, D.C., 1999. 
22

 The Hay Group, Health care plan design and trends, Arlington, VA, 1998. 
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Forum participants indicated in group discussions in all regions 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 costs were 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:  
 

Á Providing funding for outpatient medications for mental health patients and 

review possibilities for expanding the psychotropic medications to be paid for by 

Medicaid. 

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

populations 

Á Provide funding mechanisms to attract psychiatrists, especially child/adolescent 

Á Providing funds for mobile mental health services 

Á Providing mental health services at school-based clinics 

Á Increase Medicaid rates to cover cost of mental health care 

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

 

Acceptability 
 

Rural residents tend to view help-seeking 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 Illinois 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 trust their mental health professional and 

60% expressed concern that their family and others would not approve if they accessed 

the mental health system.
23

 

 

Responding to stigma, people with mental health problems internalize public attitudes 

and become so embarrassed or ashamed that they often conceal symptoms and fail to 

seek treatment.
24

  This is why the Freedom Commission made it a priority for mental 

health service delivery systems to be consumer and family centered.  Every individual 

has different needs and abilities to access services.  The mental health delivery system 

needs to respond to those needs accordingly.  

 

                                                           
23

 Star, S., 2002 
24

 Presidentôs New Freedom Commission on Mental Health, Executive Summary, p.5, Washington, D.C., 

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,  27.8 said moderate, 15.8 said 

somewhat, 8.2 said very much. 

 

Recommendations from the group discussion included:  

 

Á Providing more services locally and in a timely manner to avoid the mental illness 

escalating into a more severe and public problem 

Á Utilizing telemedicine to provide more services at a community level 

Á Creating coordinated patient plans that incorporate mental health provider, 

substance abuse provider, pharmacists, and others to ensure a long-term strategy 

for recovery. 

Á 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. 

Á Provide more in-home counseling services 

 

Appropriateness & Assessability 
 

The mental health system, especially in rural Illinois 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 Access Hospitals 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 critical to providing the appropriate services in rural communities.  

Licensing and reimbursement rates would need to be reviewed to ensure payment and 

qualifications follow changes in the provision of services. 

 

Á Expand recruitment strategies for Advanced Practice Nurses (APN), service 

capacities and payment mechanisms for mid-level providers including APN ability to 

provide expanded care and prescriptions for ADHD, as has been implemented in 

other states. 

Á Expand access to tele-psychiatric services for assessment, treatment and medication 

monitoring.  

Á 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 the systems 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 Division of Substance Abuse and Prevention and others to develop 
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public policy to integrate services.  However, they have yet to be able to coordinate their 

community-based service providers to support the dual-diagnosis of many patients. 

 

Closing facilities in a community has an impact as does expanding community-based 

programs in rural communities.  These actions need assessment opportunities to improve 

the overall system.  The technology and confidential handling of medical records to allow 

for adequate data collection 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 system, 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 research 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: 

 

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

Illinois focusing upon a patient focused continuity of care across multiple 

domains of necessary care. 

Á Examine homelessness/mental illness as an issue and develop improved options 

for the vast number of mentally ill persons who are homeless in Illinois. 

Á 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 health service delivery; and review the financing 

structure for rural mental health services in Illinois. 

Á Expand the use of telemedicine and computer technology to increase information 

to rural providers and allow continuing education credits be delivered at the 

community level. 

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

 

Accountability  
 

Mental health systems must be accountable for the provision of care.  The quality of care 

funded by third-party payers needs to be assessed regularly 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 stateôs mental health point of contact in emergency 

preparedness, statewide mental health service providers should be reimbursed for some 

level of readiness.  The public mental health system will depend on access to mental 

health services in the case of a national tragedy as it did after September 11
th
, 2001.   
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To improve accountability of the mental health care system, participants outlined the 

following recommendations: 

 

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

 

Á Payment for mental health services should more closely cover the cost of care 

provided. 

 

Á Payment needs to occur in a timely manner to allow mental health agencies to 

continue needed services without cash flow problems. 

 

Á A review of unfunded mandates may be in order, such as accreditation 

requirements and other types of accountability which may add unnecessarily to 

costs. 

 

Á 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 report is to frame mental health issues in terms of the full breadth of 

all dimensions of ñaccess to care,ò and that it is a complex and thorny issue with all of 

them interrelated.  The multitude of policy recommendations we make will, if taken 

individually and incrementally, lead to incremental changes.  For change to be fully 

effective and not just ñtinkered around the edgesò it must take into account all of these 

dimensions.  It 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 expansion of the federal recommendations 

made by the Presidentôs New Freedom Commission Subcommittee on Rural Issues and 

the Illinois Childrenôs Mental Health Partnership.  For the system to be enhanced and 

expanded, all partners must work together.  Coordination of services and cooperation of 

providers are essential if change is to occur to the system and recovery is to be made by 

rural residents.  
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Mental Health Recommendations for Rural Illinois 
Input/Condition  Possible Solution Recommendation 
   

Availability of Care:  

 
Lack of psychiatrists child/adolescent, 

adults, counselors and other mental 

health professionals.  Lack of local 

inpatient treatment facilities for persons 

with mental illness and/or substance 

abuse  

 

Extensive waiting periods to obtain 

treatment in mental health and substance 

abuse facilities (both inpatient and 

outpatient), inadequate resources for 

crisis management and for persons who 

are violent or homeless 

 

 

 

 

Á Develop plans for recruitment of psychiatrists, 

mid-level providers and other psychiatric 

professionals for rural underserved populations 

Á Develop plans to address State system 

fragmentation and loss of continuity of care for 

dually diagnosed individuals (substance abuse & 

mental illness) (MISA) 

Á Increase the number of inpatient mental health beds 

for rural underserved populations  

Á Increase the capacity of inpatient substance abuse 

treatment facilities for rural populations  

Á Increase the capacity of medical detoxification 

programs to address methamphetamine and other 

substances 

Á Examine the mechanisms for mental illness crisis 

intervention that reduce pressure upon small 

emergency rooms and law enforcement to manage 

mental health crises prior to assessment, transport, 

and hospitalization 

Á Better educate rural physicians and emergency 

room personnel in crisis management, 

identification, and treatment of mental health 

conditions 

Á Train teachers, childcare providers, clergy and 

community leaders to recognize the signs of mental 

illness and use of the referral process  

Á Expand recruitment strategies for Advanced 

Practice Nurses (APN), service capacities and 

payment mechanisms for mid-level providers 

including APN ability to provide expanded care 

and prescriptions for ADHD 

Á Establish a Rural Mental Health Task 

Force to include legislators, mental health 

providers, substance abuse officials, 

consumers and others to assess gaps in 

care, and develop an improvement plan for 

the General Assembly 

Á Increase the number of inpatient mental 

health beds and substance abuse treatment  

options for rural underserved populations 

Á Provide funding to expand mental health 

workers through ñGrow Your Ownò 

initiatives in Illinois. 

Á Promote the use of drug court approaches 

and evidence-based interventions for 

methamphetamine users 

Á Establish a downstate detention treatment 

program for meth users and a dually 

diagnosed (MISA) treatment facility 

demonstration site 

Á Expand the number of slots targeted to 

psychiatric students willing to serve rural 

communities through the medical student 

loan repayment program at IDPH.   

Á Provide early childhood screenings, 

counseling services, and treatment to 

children at school-based health clinics 

Á Expand access to tele-psychiatric services 

for assessment, treatment & medication 

monitoring  

Á Market and promote rural mental health 

practice to students at psychiatry schools 
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Input/Condition  Possible Solution Recommendation 
Adequacy of Care: 

 
Lack of mental health providers and 

support staff available to safely and 

effectively provide care; lack of staff to 

provide follow-up to prevent repeated 

hospitalizations. 

 

 

Á Provide more psychiatric and counseling services 

(especially for youth) through recruitment of 

psychiatric providers and counselors 

Á Provide more community-based services targeted 

to resident needs  

Á Provide follow-up services to help patients manage 

their illnesses and eliminate repeated trips to the 

emergency room 

Á Provide holistic treatment for dually diagnosed 

patients through better coordination of services at 

the state and local levels 

Á Offer continuing education programs to mental 

health professionals as well as law enforcement, 

education, and health care workers 

Á Provide more bilingual counselors for growing 

numbers of Hispanic residents in rural underserved 

areas  

Á Alter fee-for-service payment used by State of 

Illinois to expand the capacity for mental health 

services to those working poor who are not on 

Medicaid 

Á Fund mental health providers to improve readiness 

of services, crisis intervention and community-

based aftercare and support 

Á Creation of coordinated patient plans that 

incorporate mental health provider, substance 

abuse provider, pharmacists, and others to ensure a 

long-term strategy for recovery. 

 

 

 

 

 

 

Á Explore federal funding to develop and 

fund  2-3 cost effective rural demonstration 

sites using evidenced-based best practice 

models to address issues of continuity of 

care between mental health and substance 

abuse, safety issues for staff, and aftercare 

Á Bring together state training resource 

groups to provide more cross training 

opportunities in mental health and 

substance abuse for dually diagnosed 

populations 

Á Recruit Spanish speaking populations to 

work in mental health care 

Á Increase state and federal reimbursement 

rates to cover cost of care and ensure 

timely payments to eliminate cash flow 

problems for providers 
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Input/Condition  Possible Solution Recommendation 

Accessibility of Care: 
 

Lack of local treatment facilities 

 

Hardship and inability of those in need 

to gain transportation, afford gasoline, 

have a car, and travel  long distances to 

treatment 

 

Lack of mental health care for working 

poor.   

Á Reimburse providers for transportation costs for 

their patients 

Á Provide more mental health access points in rural 

communities for those that are not able to travel 

Á Provide better transportation systems for students, 

seniors, low income & working poor 

Á Review violent client safety incidents resulting in 

harm for inpatient and transportation providers 

Á Expand public transportation hours to cover nights 

and weekends 

Á Educate residents and gatekeepers such as DHS on 

transportation options where systems exist 

Á Review practices by those who provide 

transportation to assure barriers to using 

transportation are reduced 

Á Provide funding to allow mental health 

providers to be reimbursed for  

transportation costs  

Á Establish more counseling outreach for 

small communities  

Á Establish video-conferencing medication 

monitoring, counseling and aftercare 

mechanisms through telehealth  

demonstration projects 

Acceptability of Care: 

 
Lack of willingness to accept care due to 

cultural barriers, denial, stigma, and 

effort required to locate care 

 

Lack of awareness of treatment 

resources and how to access 

Á Utilize telemedicine and technology to provide 

more services at the community level 

Á Provide more services locally in a timely manner to 

prevent mental illness from escalating into more 

severe problems 

Á Provide more in-home counseling 

Á Educate local leaders on available community  

counseling and treatment services 

Á Develop public awareness campaign to 

define mental health needs, promote 

awareness of mental illness and acceptance 

of services  

Á Expand funding for in-home counseling 

services 

Á Create a database of mental health services 

by county to inform patients, caregivers, 

and professionals of services available 

Appropriateness of Care: 
 

Lack of trained mental health 

professionals available to provide 

service 

 

Lack of facilities available to provide 

appropriate care 

 

Legal and financial barriers to the 

utilization of some health professionals 

who could provide mental health 

services 

Á Expand recruitment strategies for Advanced 

Practice Nurses (APN).  

Á Market and promote rural mental health practice to 

students attending psychiatry schools. 

Á Provide funding for outpatient medications for 

mental health patients including the expansion of 

psychotropic medications paid for by Medicaid. 

Á Provide funding mechanisms to attract 

psychiatrists, especially child/adolescent 

Á Provide funds for mobile mental health services 

Á Expand mental health services in school-based 

clinics 

 

Á Revise Nurse Practice Act to expand APN 

role in mental health and substance abuse 

treatment 

Á Provide  funding for mental health services 

at school-based clinics 

Á Increase Medicaid rates to cover cost of 

mental health care 

Á Improve access to telemedicine for the 

management of mental health services 

Á Establish methamphetamine intervention 

demonstration and a demonstration to treat 

dually diagnosed person (MISA) 
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Input/Conditions 
 

Group services are not currently funded 

but could provide an inexpensive 

alternative for treatment and follow-up 

care 

Possible Solutions Recommendations 
Á Expand the number of slots targeted to 

psychiatric students willing to serve rural 

communities through the medical student 

loan repayment program  

Á Provide funding for outpatient medications 

for mental health patients including the 

expansion of psychotropic medications 

paid for by Medicaid  

Á Provide funds for increases in psychiatric 

care for rural underserved populations 

Á Provide State funding for group counseling   

Á Provide block grants to expand care to the 

working poor 

Assessability of Care: 
 

Lack of integrated system to assess and 

monitor consistency and quality of care 

across domains including mental health, 

substance abuse treatment, and other 

care providers used by persons with 

mental illness 

 

Lack of consistency and integration of 

care for persons with dual diagnosis 

(MISA) 

Á Create a statewide plan for the transformation of 

rural mental health services in Illinois with a focus 

on  patient continuity of care across multiple 

domains  

Á Examine homelessness and mental illness and 

develop options for the vast number of rural 

homeless persons who are mentally ill 

Á Expand the use of telemedicine and computer 

technology to increase information to rural 

providers and allow continuing education credits to 

be delivered at the community level. 

Á Improve the use of computer software to collect 

data from providers in the field  

Á Establish a State Center for Rural Health 

Excellence 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 underserved 

populations in Illinois 

Á Establish methamphetamine intervention 

demonstration and a demonstration to treat 

dually diagnosed person (MISA) 

Accountability Care: 
 

Lack of coordination at the State level to 

streamline redundant systems which 

require unfunded mandates and require 

multiple accountability mechanisms  

Á Review and change unfunded mandates that may 

add unnecessary costs to care. 

Á Provide funding for currently unfunded mandates 

Á Create forum for agency representatives to meet 

regularly on coordination issues  

Á Examine the competitive bidding process 

for mental health providers as it may 

increase cost and reduce time for care 

Á Create state-level rural mental health 

committee for state agency leaders to 

discuss coordination of services at the state 

and local level.  
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Regional Rural Forums on Access to Mental Health Services 
 

April ï October 2005 
 

Recommendations 

 

Á Public Awareness Campaign should be implemented in rural Illinois to define 

mental health needs and promote services in every region of Illinois. 

 

Á Education programs for community leaders such as law enforcement, school 

personnel, health care providers and mental health providers should be established 

in rural communities. 

 

Á Continuing education for health care professionals, mental health and substance 

providers in evidenced-based best practice mental health and substance abuse 

treatment especially for co-morbid conditions. 

 

Á Reimbursing or providing grants to providers for transportation costs for their 

patients. 

 

Á Provide more mental health access points in rural communities to reduce long 

wait times for mental health treatment and for those that are not able to travel. 

 

Á Provide better transportation for students. 

 

Á In areas with public transportation, hours need to cover nights and weekends. 

 

Á Need to educate residents on transportation options where systems exist. 

 

Á Provide funding for outpatient medications for mental health patients and expand 

psychotropic medications covered by Medicaid. 

 

Á Provide funds for mobile mental health services. 

 

Á Provide mental health services at school-based clinics. 

 

Á Increase Medicaid rates to cover cost of care. 

 

Á Improve access to telemedicine to provide more access to efficient services. 

 

Á Expand the number of slots targeted to psychiatric students willing to serve rural 

communities through the medical student loan repayment program at the Illinois 

Department of Public Health. 
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Á Better educate family practice physicians and emergency room personnel in 

identifying and treating mental health conditions in rural communities. 

 

Á Create a database of mental health services by county to inform patients and 

caregivers in the treatment and counseling system. 

 

Á Provide early childhood screenings, counseling services, and treatment strategies 

to children through school-based health clinics. 

 

Á 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. 

 

Á Expand services of mid-level providers. 

 

Á Expand access to telepsychiatric services. 

 

Á Market and promote rural mental health practice to rural students attending 

psychiatry schools. 

 

Á Provide funding to attract psychiatrists and more counseling services (especially 

for youth). 

 

Á Provide more inpatient facilities and improved staff patient ratios for rural and 

other underserved populations. 

 

Á Provide more community-based services to address the needs of rural residents 

and provide follow-up services to manage patient diseases and eliminate multiple 

incidences of care for patients. 

 

Á Provide more services locally. 

 

Á Utilize telemedicine to provide more services at a community level. 

 

Á Creating coordinated patient plans that incorporate mental health provider, 

substance abuse provider, pharmacists, and others to ensure a long-term strategy 

for recovery. 

 

Á 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. 
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Á Provide more in-home counseling services. 

 

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

Illinois. 

 

Á Expand the use of telemedicine and computer technology to increase information 

to rural providers and allow continuing education credits be delivered at the 

community level. 

 

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

 

Á Mental health providers need to be funded to improve readiness of services. 

 

Á Establish a Mental Health Task force including legislative representation, 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. 

 

Á Establish a State Center for Rural Health Excellence 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 other underserved populations in 

the State of Illinois. 

 

Á Develop plans to address State system fragmentation and loss of continuity of 

care for dually diagnosed individuals (substance abuse & mental illness) (MISA). 

 

Á Increase the number of inpatient mental health beds for rural and other 

underserved populations in the State of Illinois to address long waiting lists. 

 

Á Increase the capacity of inpatient substance abuse treatment for rural and other 

underserved populations in the State of Illinois to address long waiting lists. 

 

Á Provide loan repayment assistance for mental health professionals who locate in 

rural communities. 

 

Á Provide funding to expand availability of mental health workers through ñGrow 

Your Ownò initiatives in Illinois. 

 

Á Promote the use of drug court approaches and other evidence-based intervention 

for methamphetamine users. 
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Á Establish a downstate detention treatment program for methamphetamine users 

and a dually diagnosed (MISA) treatment facility as a demonstration site. 

 

Á Explore federal funding to develop and fund two-three cost effective rural 

demonstration sites based upon evidenced-based best practice models to address 

issues of continuity of care between mental health and substance abuse, safety 

issues for staff in inpatient facilities and for follow-up in aftercare. 

 

Á 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 professionals, 

emergency room personnel, law enforcement, senior services and others who 

provide services with dually diagnosed populations. 

 

Á Develop printed materials for high schools to recruit Spanish speaking 

populations to work in mental health care or provide Spanish language programs 

for mental health and substance abuse workers. 

 

Á Develop mechanism to assure more timely payment from Medicaid to mental 

health agencies providing service. 

 

Á Review practices by those who provide transportation to assure barriers to using 

transportation are reduced. 

 

Á Provide small amounts of grant funding to allow mental health providers to 

reimburse transportation costs where local transportation is imperative. 

 

Á Establish more counseling outreach for small communities in neutral local 

settings (ie. schools, health centers, hospitals, school based health centers, senior 

centers, etc.). 

 

Á Establish video-conferencing for medication monitoring, counseling and aftercare 

mechanisms and fund a demonstration project. 

 

Á Review and Revise the role of nurses in the provision of mental health services 

according to best practice models to expand care in Illinois. 

 

Á Increase Medicaid rates to cover cost of mental health care. 

 

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

 

Á Establish methamphetamine intervention demonstration and a demonstration to 

treat dually diagnosed person (MISA). 
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Á Expand the number of slots targeted to psychiatric students willing to serve rural 

communities through the medical student loan repayment program at the Illinois 

Department of Public Health.  This program has been successful in filling gaps. 

 

Á Provide funding for outpatient medications for mental health patients and review 

possibilities for expanding the psychotropic medications to be paid for by 

Medicaid. 

 

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

population. 

 

Á A review and changes wherever possible of unfunded mandates may be in order, 

such as accreditation requirements and other types of duplicative accountability 

which may add unnecessarily to costs of mental health care. 

 

Á Examine the competitive bidding practice between mental health providers, as 

this may drive up costs and reduce provider time available to provide care. 

 

Á Examine the current practice of 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. 
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Survey Results 
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