McLEAN COUNTY BEHAVIORAL HEALTH COORDINATING COUNCIL
AGENDA
RM 400 Government Center
115 E. Washington ST.
Bloomington, IL 61701
7:30 AM
September 9, 2016
1. Roll Call
2. Approval of Minutes June 16, 2016

1-5

3. Appearance by Members of the Public
4. Current Business
A. Adult Crisis Stabilization Unit 6-12
1) Discussion on current utilization
a. diversion from Hospital Emergency Departments
b. diversion by EMS
c. diversion Crisis Mobile Team
d. diversion by Law Enforcement
B. Data Driven Justice and Health Information Initiative Update 13-21
1) RTI Call for Service Software program
a. EMS response
b. Mobile Crisis Response
c. Co-Responder response
2) Appriss – Super Utilizers Analysis
22-42
3) Heath Information Exchanges
C. Medicaid Waiver 115
43-46
D. BJA Grant Application _Crisis Intervention Training(CIT)
Update
5. Future Business
A. Provider Expansion
B. Assertive Community Treatment(ACT) or Intensive Case
Management
C. Housing

D. Eligibility for Medicaid
E. Childhood/ Adolescent Services
F. Court Diversion programs

Minutes of the Behavioral Health Coordinating Council
The Behavioral Health Coordinating Council Committee met on Thursday, June 16, 2016,
at 7:30 AM in Room 400 of the Government Center, 115 East Washington Street,
Bloomington, IL.
Members Present:

Chairperson John McIntyre; Mr. Chad Boore, OSF St.
Joseph’s Hospital; Mr. Kevin McCarthy, Town of Normal;
Honorable Elizabeth Robb, retired Chief Circuit Judge; Mr.
Steve Denault, Country Financial; Ms. Stephanie Barisch,
Center of Youth and Family Service; Ms. Diane Schultz, The
Baby Fold; Mr. Joni Painter, City of Bloomington; Mr. Mark
Jontry, Regional Office of Education; Ms. Sonja Reece,
McLean County Board of Health; Ms. Laurette Stiles, State
Farm; Ms. Karen Zangerle, PATH; Mr. Tom Barr, Center for
Human Services; Ms. Laura Furlong, MARC First

Members Absent:

Ms. Colleen Kannaday, Advocate BroMenn Medical Center;
Mr. Russ Hagen, Chestnut Health Systems

Staff Present:

Mr. Bill Wasson, County Administrator; Ms. Hannah Eisner,
Assistant County Administrator; Ms. Amy Brooke, Recording
Secretary, County Administrator’s Office; Mr. Don Knapp,
Assistant Civil State’s Attorney

Department Heads/
Elected Officials
Present:
Others Present:

None
Ms. Judy Buchanan, Board of Health; Ms. Laura Beavers,
Mental Health Program Manager; Ms. Susan Shafer, McLean
County Board

Chairperson McIntyre called the meeting to order at 7:35 AM and declared a quorum.
Chairperson McIntyre welcomed everyone to the inaugural meeting of the Behavioral
Health Coordination Council (BHCC) and had members introduce themselves.
The Mental Health Action Plan recommended that community leaders be brought
together to address the issue of mental health in the community. The BHCC is the result
of that recommendation.
Chairperson McIntyre gave an overview PowerPoint of the Behavioral Health
Coordinating Council (attached). This included an overview of the history of the County’s
involvement in addressing mental health needs beginning in 1990 when the Board of
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Health began providing community health capacity grants in response to closures of state
facilities. The overview included the formation of the Drug Court (2007), establishment
of Criminal Justice Coordinating Council (2009), formation of the Mental Health Court
(2012), the National Institute of Corrections review (2013), the formation of the Mental
Health Needs Assessment and Best Practices working groups (2014), release of the
Mental Health Action Plan (2015), and the contract for Jail Needs Assessment and prearchitectural services delivered to the County Board (2015), approval of a sales tax
increase of ¼ of 1% by the Normal Town Council and the City of Bloomington Council for
mental health and public safety (2015), and the beginning of the Behavioral Health
Coordination Council (2016).
The County has participated in the National Association of Counties (NACCO) “SteppingUp Initiative.” The goal is to maximize scarce local resources and to work collaboratively
and innovatively to provide effective community behavioral health services.
In March 2016 as part of the One Voice Trip to Washington, DC, the Bureau of Justice
Assistance was presented with a copy of the McLean County Mental Health Action Plan.
The County is constantly looking for state and federal grant money. One of these is the
Bureau of Justice Assistance Crisis Intervention Project. McLean County’s program has
been endorsed by the White House Rules Council.
Chairperson McIntyre spoke about the necessity of addressing the needs of superutilizers across different systems that cannot sufficiently meet the needs within that one
system. People working in the field need to be better equipped to identify what can be
done. The need is to train first responders and others to divert people from the ER or
criminal justice systems as early as possible to the appropriate resources.
McLean County has applied for a federal grant. The Justice and Mental Health
Collaboration Program Grant for $215,000 would be provided through the Bureau of
Justice Assistance. This grant would help in providing CIT training designed for first
responders, staff for adult and juvenile detention facilities, officers across the County,
dispatchers, firefighters, crisis support, EMT, hospital personnel, PATH, court services,
and State’s Attorneys. The cost is close to $500 per person plus overtime pay in some
cases. There would also be funds for a project coordinator and for analysis of the data.
The overarching goal is to decrease criminal justice involvement of those with mental
disorders.
Mr. Wasson shared that the County has a background of establishing relationships and
obtaining grants from this agency. However, this is a competitive grant process. It would
be helpful if participants see private or public grants available that they believe are related
to the Mental Health Action plan that those leads be provided to the group.
Chairman McIntyre shared that the County has been using data and data exchange for a
number of years with the criminal justice system. He asked how the organizations present
share data. He stressed the importance of the early identification of super utilizers.
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Ms. Zangerle stated that the amount spent over the life time of a super utilizer exceeds
$300,000.
Mr. Wasson asked if there are data exchanges in place for bother internal functions and
collaboration with other entities on the health services side. The County initiated an
integrative justice system eighteen years ago. This includes all of the local government
law enforcement units. It allows for the sharing of data. Officers begin the process by
entering a report in the system. From that point on, everything is shared through the
criminal justice process and all the way through to probation if necessary. The records
are maintained. There is no need to re-enter the information. The information is shared
through the EJIS system. It is sensitive information, so it is only accessed on a need to
know basis. Each entity has their own specific restrictions and availability to that data.
The goal is to economize the entry of data and to share as much data as is legally
possible.
Ms. Reece raised concerns about the feasibility of sharing the information due to HIPPA
regulations. At the Advocate Bromenn Regional Medical Center, the sharing of
information is a one-way street. Physicians can sign in and get test results, surgery
results etc. A similar return path from all of the physician offices is not available. In terms
of pharmacies, physicians can access a state resource which deals with controlled
substances that have been ordered for a patient. They cannot get information on other
medications a patient is taking. There is not an immediate flow of information from the
EMT world. Different types of software systems that are used and limited resources for
some locations make data sharing difficult.
Mr. Barr addressed the ability of the Crisis Team, hospital, and other social service
agencies to share information. The Crisis Team is able to share some limited information
with other agencies if they are going out on a call and it relates to an individual in a crisis
situation. For example, if the Crisis Team sees an individual at Advocate Bromenn, they
will electronically leave information as to the disposition of the situation. Typically, this
information is available at the point of service. The ER cannot pull up information to see
if an individual is a client of the Center for Human Services. Information shared is typically
tied to a certain event and specific individual. More information can only be shared if a
release is signed.
Mr. Wasson clarified that this sharing of communication is not accessed through an
electronic records system but is something that is shared verbally or in writing.
Mr. Barr stated that the limits of confidentiality are wider in a crisis situation than with
someone who has been hospitalized for on-going treatment.
Ms. Zangerle shared that the Crisis Committee has established the use of the same form
across the Crisis Team and the hospitals to gather information. This aids data collection.
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Mr. Boore shared that throughout OSF there is a common electronic health record. This
is available for those employed at OSF. There is the ability to provide read only access
of that record to others. Within Central Illinois, there had previously been some work
around hospitals participating in an electronic health record, but this has not been fully
developed.
Mr. Boore shared about a flag within the OSF system to notify an ER nurse or doctor that
a particular person has an ambulatory case manager. Ambulatory case managers work
with those who are super utilizers. This triggers better follow up with those patients.
Mr. Boore shared that the biggest deterrent to interfacing with other entities is data
integrity. There is not currently a feasible way to provide two way access.
Ms. Barisch shared that several years ago there was work to develop a secure email
system. This was not to be a full data exchange but a way to send records and information
securely. Funding for this project was cut in 2014.
Chairperson McIntyre shared the desire to see a co-responder system in place. The
County is investigating ways to see provide information safely and efficiently within the
realm of HIPPA regulations.
Mr. Wasson asked if the standards side of data sharing can be addressed if there is a
willingness on the behalf of entities to work to develop that type of data exchange. There
would need to be funding and technical assistance.
Mr. Barr stated that within the confines of the law, super utilizers are often those with the
greatest needs and fewest resources. This type of data exchanged within the confines
of the law could aid in individuals getting the services they need.
Mr. Boore stated that OSF would be on board as well and is supportive of being part of
the solution.
Ms. Barisch stated that some type of common communication device or record would be
a wonderful thing. However, it needs to be as simple and concise as necessary to avoid
being over burdensome to those doing the work.
Ms. Stiles stated that she is supportive of attempting to work through these issues.
Informed consent is very important to try to work through.
Chairperson McIntyre explained the idea of a resource website and that there will be
community working groups. These working groups will be considered as advisory to the
BHCC.
Chairperson McIntyre shared that the Chairman’s Roundtable will meet on a monthly
basis in the two months in between the BHCC meetings. Information from the roundtables
will be part of the resources available to BHCC members. The roundtables will be made
up of people on the continuum from providers to providers of funding.

4

Behavioral Health Coordinating Council Minutes
June 16, 2016
Page 5 of 5

Mr. Jontry shared about the progress of the Behavioral Schools Group. They have been
meeting since November 2015. School representatives and providers have been included
in the group. They have discussed the issues that are faced in the schools and examined
the structural barriers which have blocked consistency in meeting the mental health needs
of children and teens in school. They have identified four tiers of interventions. One area
they have moved forward on is creating a universal release form across entities. They
are also identifying the metrics that can be measured to identify success.
Ms. Barisch shared that the vast majority of those serving students are involved in the
group. They are working to identify services available for each school, those who are
available to provide services in the schools, and what services are available in the
community. They are also looking at the needs of children who are not currently in school.
Ms. Furlong provided information regarding the Housing Group. In August of 2015 the
League of Women Voters supported a group to come together to look at supportive
housing needs in the community. The biggest challenge was getting a good picture of
what the needs for supportive housing in the community were. McLean County Regional
Planning is going to be doing a study of the community. There are three big issues:
permanent housing, supportive housing, and affordable housing.
Ms. Zangerle shared about the Community Crisis Planning Group. Ms. Zangerle shared
that they have worked heavily on protocols. Also, over the year, they have seen reduction
of people being brought to the ER for crisis evaluation. A year ago, only 2.5% of those in
crisis were seen outside of the ER. In the last year, 50% have been seen in their homes
or another neutral place. National research supports seeing people in their own
environment.
Chairperson McIntyre addressed the issue of the timing of the meetings. The committee
decided on meeting on the 2nd Friday of the month on a quarterly basis. The next meeting
will be September 9, 2016.
Respectfully submitted,

Amy L. Brooke
Recording Secretary
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Poor client health outcomes, poor public safety outcomes

Ineffective system response to behavioral health needs are
driving public safety and health care costs

Emergency Hospital beds are at capacity serving people with
behavioral health needs

Disproportionate representation of persons with behavioral
health needs in jails and correctional facilities

The Problem
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Eligibility criteria promotes working the extremes and cycling, instead of promoting a range of
responses

•

Addressing behavioral health needs in controlled, inappropriate settings

Misuse of public safety and health care resources

•

•

State Operated Services- bottleneck (in and out)

Lack of discharge planning from Jail and Workhouse

Hospital discharges to shelters

Rule 20 - efficiencies and limited treatment options

•

•

•

•

Community Supports Insufficient for Complex Populations

Separate funding streams

•

System Fragmentation/Program Silos

Gaps in access to medications, housing, treatment, jobs

•

Ineffective Access Process

The Underlying Reason

Desired Goals & Outcomes:

• Early identification of Behavioral Health needs

• Increased use of community based services

• Reduced use of emergency room

• Increase health care coverage for high need clients

• Increase coordination and communication across county systems

• Decrease recidivism
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Shared goals across sectors: individual
responsibility, collective accountability
Identify and activate partners

Think big, start small, move fast
Leverage system funds, grants,
redeploy FTEs

Resources - ROI model

Tailor criminal justice system with
behavioral health needs in mind
Tailor behavioral health services with
criminal justice issues in mind

Program and Service Development
Use Best Practice Approaches

Service Level Change

Policy Change/Process Change

System Level Change

Two Pronged Approach

System Approach

The Response
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Housing, Forensic ACT
Capacity
Appropriateness
Funding for in-custody services

• health, welfare, public safety data privacy issues
• Multiple source systems

• Data & Information sharing

•
•
•
•

• Community Resource Issues

The Challenges
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Used for decisions around
criminalization of people with
mental illness and provides
interception points for
intervention.
Ideally people will be intercepted
at earlier points with decreasing
numbers at each subsequent point,
preventing deeper penetration into
the criminal justice system.

•

•

• A conceptual framework
developed by Mark R. Munetz,
M.D. and Patricia A. Griffin, Ph.D..

Sequential Intercept Model
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RTI International collaborated with the Durham Police Department to
build on previous research that we conducted using call for service data
including partnerships with the Washington D.C. Metropolitan Police
Department and the Tampa Police Department. The result of these
collaborations is CFS Analytics (https://www.rti.org/impact/cfsanalytics).

RTI International is one of the world’s leading research institutes. RTI’s
Policing Program conducts research that directly impacts the policing,
security, and forensic fields.

Who is RTI International?
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-

Call volume (both citizen and self-initiated)
Response times
Officer allocation
Super Utilizers

The purpose of CFS Analytics is to make CFS data more analytically
accessible so an agency can gain greater insight into operational and
strategic issues. The tool is designed to be easy-to-use and is organized
around four main domains:

What is CFS Analytics?

What can I do with CFS Analytics?

CFS Analytics: An Overview
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Drill into CFS data for call volume by
shift, day of week, district, beat, squad,
priority, nature, and call source.

What can I do with CFS Analytics?

CFS Analytics: An Overview
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Review response times with custom date
ranges by geographic area, nature of call
(domestic violence, mental health,
disturbance), and more.

What can I do with CFS Analytics?

CFS Analytics: An Overview
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Review demand for police resources
compared to proactive activity by hour of
the day. Identify operational chokepoints
when resources are in greatest demand.

What can I do with CFS Analytics?

CFS Analytics: An Overview

19

Identify super utilizers of police resources.
Demonstrated here (red arrow) are repeat
calls locations for three months at a macro
level. Calls for service hot spots are also
symbolized on a map (citywide view).

What can I do with CFS Analytics?

CFS Analytics: An Overview
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As users drill down from city-level to the individual
block-level the high call volume table automatically
updates to allow agencies to identify micro-level
super utilizers of police resources.

CFS Analytics empowers agencies to engage in
proactive police responses after identifying
super utilizers of resources. Provided here is a
closer view of the high call volume table.

What can I do with CFS Analytics?

CFS Analytics: An Overview

21

Data-Driven Justice
Incarceration Report

Identifying Super Utilizers with Incarceration and
Prescription Monitoring Data

David Speights, PhD
Chief Data Scientist, Appriss
dspeights@appriss.com

Presented by:

22

July 2016
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Overview and Objectives

2
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Arrests which indicate
high likelihood of being
homeless

High Abuse Risk

Overuse of
Prescription
Narcotics

Excessive ER Visits
Mental Health Facilities

Homeless

Excessive substance
related arrests

Overuse of Health
Resources

Excessive Alcohol/
Drug Arrests

Other data sources which would help in identifying super utilizers

Appriss has some or all of the information in this category. Appriss monitors arrest records
for 48 states and prescription monitoring data for 24 states

Excessive Arrests

Overuse of Jails

Excessive Calls for
Service

Overuse of Law
Enforcement

̶ Identify individuals on the top end of the spectrum in key areas

Defining Super Utilizers

̶ Identify super utilizers using analytical methods applied to key data
sources

Objectives

Key Objective: Data-driven approach to Identifying Super Utilizers
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Appriss Offender Data Overview

4

26

* Appriss has limited rights to offender data from some states

Appriss collects more than 9 million incarceration records annually (48 states)
̶ Collects data from over 2,000 facilities

Appriss Offender Data Coverage
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9,812,804 bookings from 2015 were used to analyze arrest patterns,
repeated bookings and target offenses (described later) from 48
states.
Appriss’ proprietary consolidation logic was used to identify arrest
records made on the same individual, but with only some or partially
matching characteristics:
̶ Key identifiers: Name and address, Driver’s license, SSN, phone
number, FBI Number, Offender ID number, date of birth
̶ Represents 6,881,072 unique consolidated individuals

Analysis of 2015 Incarcerations

6

28





Data adjustments
̶ If an individual is booked to serve out a scheduled term over many
bookings which are identifiable (e.g. every weekend for two months
they serve out the time), we consolidate those records into a single
record.
̶ If an individual is booked into two agencies at the same time (which
can happen when one agency uses another agency to help
accommodate some inmates), we only count that as a single
incarceration.

Key areas were analyzed
̶ Repeated bookings
̶ Repeated bookings of target offenses
̶ Multiple addresses (or homeless listed as address)
̶ Hospital releases

Additional Details of the Data Used in this Analysis
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Number of
Records in 2015
1,326,610
643,318
196,807
179,096
141,705
133,246
31,505
30,721
28,888
22,910
8,220
5,871
5,861
1,050
2,755,808

* Target offenses were chosen which are associated with substance abuse or
homelessness

POSSESSION OF CONTROLLED SUBSTANCE
DRIVING UNDER INFLUENCE
PUBLIC INTOXICATION
DISTRIBUTION OF CONTROLLED SUBSTANCE
TRESPASSING
DISORDERLY CONDUCT
MINOR IN POSSESSION
OPEN CONTAINER
CITY ORDINANCE
DISTURBING THE PEACE
REFUSAL TO SUBMIT BREATHALYZER
LOITERING
INDECENT EXPOSURE
VAGRANCY
Total

Target Charge

Appriss found 2.8 Million arrests for super-utilizer-type
offenses in 2015. Super utilizers will have arrests across
multiple target categories in a short period of time.

Target Charges of Interest (2015)
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Types of
Offenses
Drug/Mental
Health
indicators
Incarceration
Expense
Risk of
Overdose
Death

Number of Prior
Incarcerations/
Concentration

Acceleration in
Incarceration
Activity

Address
Instability

Prescription
Narcotic Abuse
Indicators

Examples of Past Activity

Predict
Future
Activity

Drug
Overdose

Future Activity
Expected
Expense

Target those individuals
with the highest risk for
key outcomes.

Jail in the
Next 90
Days?

Timeline of Incarceration Activity

Super Utilizers of jail facilities are identified by their probability of future
incarceration for key offenses at any point in time.

Probability-based Identification
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0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

3.00%

1

2

96% of
all
People
(84%
with 1,
12%
with 2)

3

4

5

6

7

8

Likely super utilizers
are in this population.

9

96% of those incarcerated in 2015
had only one or two bookings.
0.5% of individuals had 5+
bookings in 2015.

Number of Incarcerations in 2015
for Target Offenses

Example Variable – Number of Target Incarcerations

10+
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**All Offenses included
1

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

2

3

4

Possibly homeless or
transient population.

5+

95% of those incarcerated in 2015 had
only one or two addresses provided.
0.8% of individuals had 3+ addresses
provided in 2015.

Number of Addresses Recorded During Incarcerations in 2015

Example Variable – Number of Addresses
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6+ Bookings
69,035 (1.0%)

8+ Bookings
22,884
(0.33%)

4+ Bookings
276,559 (4.0%)

10+ Bookings
9,733 (0.14%)

* Booking data analyzed from 2015

A significant number of
individuals have multiple
bookings in jails annually and
may be considered super
utilizers.

How many people over-utilize jail facilities?
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Identifying Outliers

Super Utilizers
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People incarcerated 8
times in 2014 had a
15.2% probability of
being incarcerated 4+
times in 2015

Predicting Future Incarceration Activity
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Using Narcotic Prescriptions Combined with Arrest Records

Identifying Super Utilizers
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* Appriss has no rights to PMP data and very limited rights to
offender data from some states
16

Offender & PMP Data

Offender Data Only

PMP Data Only

No Coverage

Appriss tracks prescriptions (PMP) for 24 states and Washington D.C.

Appriss Data Overview
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The distribution of the scores are such that in any given population, about
75% of scores will fall below 200, about 5% will be above 500, and only 1%
will be above 650.

Narx Scores have been computed for 3 different drug types,
̶ Narcotics
̶ Sedatives
̶ Stimulants

NARxCHECK quantifies risk with a 3-digit score, termed a “Narx Score”,
which ranges from 000-999.

NARxCHECK is a patented algorithm that analyzes controlled substance
data from PDMPs and provides easy-to-use insights into a patient’s
controlled substance use creating a predictive analysis of the likelihood of
drug overdose death.

What is NARxCHECK?
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000-099
100-199
200-299
300-399
400-499
500-599
600-699
700-799
800-899
900-999

Narx Score

Relative
Odds of
Overdose
Death
1
8.4
10.8
10.6
17.5
33.8
59.7
80.7
106.6
185.9




Target those
individuals with the
highest risk for
overdose

As score increases, the risk of overdose increases
dramatically

Appriss’ proprietary narcotics abuse score is a
good indicator of individuals with prescription
abuse problems.

The study found that as the score increased, the risk of overdose death increased
markedly.

A study was conducted which overlaid the Ohio Prescription Drug Monitoring Program
Data (PDMP) with a database from the State of Ohio on known unintentional overdose
deaths to assess the predictive power of the NARxCHECK score.

NARxCHECK as a Predictor of Risk of Opioid Related Death
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Example Cases
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City

5 N ON HWY 81 1 W
ANADARKO
HOMELESS
OKLA CITY
N/A
OKLAHOMA CTY
TRANSIANT
OKC
TRANSIENT
OKLAHOMA CITY
W 800 CALIFORNIA OKLAHOMA CITY

Address

OK
OK
OK
OK
OK
OK
OK

State

12
79
4
5
39
39
1
24
1
222
1
54

Not Provided
ASSAULT AND BATTERY
DISORDERLY CONDUCT
FTA OR FAILURE TO APPEAR
INJURING A HOUSE OF WORSHIP
INDECENT EXPOSURE
LITTERING
OBSTRUCTING ROADWAY
PAROLE VIOLATION
PUBLIC INTOXICATION
THEFT
TRESPASSING

Information Provided at Booking

Number of Times Charged

Charge

185 bookings total between 2007 and
2016
68 bookings in 2015 alone

Number of
Bookings
48
1
36
1
83
11
5

Example 1 – Homeless in Oklahoma

This is the address of a rescue mission

Address was not found in Google maps

Notes
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Charge

CEDAR RAPIDS
CEDAR RAPIDS
CEDAR RAPIDS
CEDAR RAPIDS
CEDAR RAPIDS
CEDAR RAPIDS
CEDAR RAPIDS
CEDAR RAPIDS
CEDAR RAPIDS

1236 13 ST SE#1
1236 13 ST SE#2
1236 13TH ST SE
1236 13TH ST SE #1
1236 13TH ST SE#1
1236 3RD AVE SE
1236 3RD AVE SE#4
1326 13 ST SW#1
13TH ST SE
AT LARGE
AT LARGE
AT LARGE 13TH ST SE
CEDAR RAPIDS
CEDAR RAPIDS

City

Address

Information Provided at Booking

Number of Times
Charged
18
ASSAULT AND BATTERY
2
INDECENT EXPOSURE
4
MALICIOUS MISCHIEF
1
PROBATION VIOLATION OR
1
REVOCATION
PUBLIC INTOXICATION
62
THEFT
2
TRESPASSING
9

85 bookings total between 2010 and
2016
36 bookings in 2015
Repeatedly used address that is not
on google maps

IA
IA
IA
IA
IA
IA
IA
IA
IA
IA
IA
IA

State

Example 2 – Homeless in Iowa

1
1
1
1
5
23
4
1
1
22
7
1

Number of
Bookings
17

Address was not found in Google maps
Address was not found in Google maps
Address was not found in Google maps
Address was not found in Google maps
Address was not found in Google maps
Address was not found in Google maps
Address was not found in Google maps
Address was not found in Google maps
Address was not found in Google maps

Notes
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Lev
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M
Heallth and Addiction Tre
eatment Se
ectors to P
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___________
__________
__________
___________
__________
_______
EXECUTIVE
E SUMMAR
RY
The Illinois State
S
Comm
mission on Criminal Justiice and Senttencing Refo
orm is taske
ed with makin
ng
recommend
dations for ho
ow to reduce
e Illinois’ pris
son populatiion by 25% b
by 2025. In the Commisssion’s
Initial Reporrt, it acknowledged that an estimated
d 55% of ma
ale inmates and 73% of female inma
ates
have a mental health co
ondition, and
d 80% have substance u
use condition
ns.1 This po
opulation, an
nd
particularly the
t segmentt with seriou
us conditions
s, not only ne
eeds treatment while inccarcerated, b
but also
will need tre
eatment upon release if they
t
are to remain
r
out o
of the correcttional system
m. Yet, as th
he
Commission
n pointed ou
ut, the service capacity in
n the treatme
ent sector in
n Illinois does not curren
ntly exist
despite the Affordable Care
C
Act (AC
CA) and Med
dicaid expan
nsion becausse the state has simply n
never
made this in
nvestment.2 Without a significant
s
investmentt in commun
nity-based treatment ffor this
population,, Illinois willl continue to
t see high rates of inc
carceration
n and recidiv
vism becau
use this
population does not have
h
access
s to treatme
ent.
The Medica
aid expansion
n presents a tremendous opportunitty to significa
antly reduce
e Illinois’
correctional population for
f individua
als with serio
ous mental illlnesses (SM
MI), such as schizophren
nia or bipolar disorder, and for those with significant sub
bstance use
e conditions, including he
eroin addiction, by
addressing this populatiion’s treatme
ent needs (thereby, prevventing crim
minal justice involvement). With
Medicaid ex
xpansion mo
ost of Illinois’’ criminal jus
stice populattion will now
w be eligible ffor health co
overage
upon releas
se. This will enable thos
se with SMI and
a significa
ant substancce use conditions accesss to
treatment (a
as long as th
he treatment capacity ac
cross the sta
ate is develop
ped), and will reduce reccidivism
and high rattes of preven
ntable hospitalizations fo
or this popullation.
Medicaid, which
w
is finan
nced by both
h the federal governmen t and the sta
ates, leverag
ges significa
ant
federal dolla
ars and will free
f
up state
e General Re
evenue Fund
ds (GRF) cu
urrently being
g spent by th
he
Illinois Depa
artment of Corrections (IIDOC). This
s is not mere
ely a cost shift between state agencies. It is
an infusion of new federral money in
nto the state budget. Fo
or traditional Medicaid en
nrollees, Illin
nois
receives a fe
ederal match rate of 50%
%, and for th
he ACA/Med
dicaid expan
nsion population – which
h
includes a significant
s
pe
ercentage off the justice population
p
– the match rrate is much
h higher, at 1
100%
between 2014-2016, an
nd phasing down
d
to 90%
% between 20
017 and 202
20, and rema
aining at 90%
% for all
s). For these
e reasons, in
nvesting in trreatment nott only is the right thing to
o do, but alsso is a
future years
fiscally smart investmen
nt because the costs are
e shared with
h the federal governmen
nt.
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Further, treatment is far more cost effective than incarceration and a significant percentage of the cost
is covered by the federal government through Medicaid. A full year of the most intensive level of
community treatment for a serious mental illness costs approximately $10,0003 a year and treatment
plus case management for a substance use condition costs an estimated $4,2004 per year, and at
least half of the cost is paid for by the federal government under Medicaid (90% for the ACA
population). This is compared to $37,0005 a year to house a person in prison in Illinois, all of which is
paid for from state General Revenue Funds (GRF).
The full report, accompanied by 12 recommendations, is intended to summarize why Medicaid will be
instrumental in reducing Illinois’ prison population and the trajectory into the correctional system for
those living with serious mental health and addiction conditions. Below are the recommendations we
hope the Commission will include it its recommendations to the Governor and the General Assembly
in its final report on how to achieve a sustainable reduction in the prison population for those with
significant mental health and substance use conditions.

RECOMMENDATIONS
1. To build service capacity in the community mental health and substance use treatment
sectors, Medicaid reimbursement rates must be increased to cover actual costs and allow
for growth, and the rules governing Medicaid service delivery need to be modernized.
Below-cost reimbursement rates and antiquated rules are structural problems that prohibit the
growth of treatment providers to meet the state’s needs. Without rates that cover costs and allow
for service expansion, there is no way to expand service capacity and high rates of incarceration
and recidivism will continue.
2. Rental subsidies and transitional housing targeted to the release population with SMI who
are Medicaid super-utilizers due to homelessness/unstable housing will reduce recidivism
and Medicaid costs. Without a solution to transitional and affordable housing for highexpenditure Medicaid enrollees with SMI who are homeless/unstably housed, and who are often
also chronic reoffenders because they cannot manage their illness on the streets, the state will
continue to see high incarceration rates and high Medicaid costs for this population. The cost of a
rental subsidy plus treatment is far below the cost of incarceration as the report lays out.
3. Using Medicaid administrative claiming, Medicaid waivers and/or Medicaid state plan
amendments to connect the correctional population with serious mental health and
substance use conditions to Medicaid prior to release to ensure connection to a treatment
provider, the establishment of Social Security Income (SSI) for those disabled by their SMI
and location of affordable housing before re-entry will prevent recidivism. IDOC must set
this population up for successful re-entry by maintaining continuity of care and can do this by
maximizing Medicaid funding prior to release.
4. Illinois should create mental health parole for those re-entering who have serious mental
illnesses, modeled after Cook County’s mental health probation, to help this population
remain in treatment post-incarceration and access affordable housing. Inmates living with
serious mental illnesses who are disabled by their illness have unique challenges the rest of the
correctional population does not have (such as extreme poverty due to disability and frequent
2
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homelessness), and for these reasons are more likely to have their probation/parole revoked
because they cannot access and maintain treatment and affordable housing.6
5. IDOC should expand existing case management re-entry models; specifically, the Sheridan
and Southwestern re-entry program model elements – including pre-release re-entry
planning, community-based treatment, and case management – for every releasee with
substance use and mental health treatment needs. These proven programs should be scaled
up to meet the needs of all releasees with behavioral health disorders, thus increasing the
potential for improved recidivism rates and cost outcomes.
6. To implement parity and maximize federal matching dollars, Illinois should include the full
continuum of substance use treatment services in the Medicaid state plan. Providing
individuals with substance use disorders coverage for fewer services compared to those with
mental health disorders runs counter to parity, prevents access to life-saving overdose prevention
services, and prevents the state from maximizing federal dollars to build community capacity and
provide substance use services that will prevent recidivism and incarceration.
7. Medicaid should cover Forensic Assertive Community Treatment and Community Support
Treatment teams targeted specifically for the release population with serious mental health
conditions to prevent recidivism.7 Individuals with significant criminal justice backgrounds have
a different set of challenges in addition to their mental illness that need to be addressed to prevent
recidivism.
8. Expand Crisis Intervention Training for public safety personnel to divert those
experiencing a mental health crisis from the justice system and into treatment. Law
enforcement officers with Crisis Intervention Training (CIT) are better equipped to de-escalate a
situation with someone experiencing a mental health crisis and can divert these individuals from
the criminal justice system and into the appropriate treatment.
9. Illinois should seek a narrow Medicaid waiver for exemption of residential substance use
treatment centers from the “IMD exclusion” to allow for federal Medicaid matching funds
for services provided and allow Medicaid reimbursement for cutting-edge substance use
treatment models, including providing services outside the four walls of a clinic similar to
Assertive Community Treatment for SMI. Residential substance use treatment centers that
have more than 16 beds have been tangled up in the IMD exclusion, which prohibits federal
matching dollars for Institutions for Mental Disease, meaning no federal Medicaid match is
received on services provided in these treatment centers. In addition, the state should look to
evidence-based models of care that are highly successful in stabilizing the population with SMIs
and allow similar interventions for substance use treatment (e.g., allowing substance use
providers to deliver services beyond the four walls of a certified cite (i.e., out in the community and
in a person’s home) using the same principles as Assertive Community Treatment (ACT) and
Community Support Treatment (CST)).
10. Enhanced Medicaid rates for specific mental health professionals would grow the mental
health workforce and encourage participation in Illinois’ Medicaid program. Illinois’ mental
health workforce shortage, particularly in certain areas of the state, means long treatment lags,
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high rates of preventable disability, homelessness and incarceration. Illinois must pursue
strategies to grow its mental health workforce if it is to expand treatment capacity statewide.
11. The state should make strategic investments to expand community mental health and
substance use treatment service capacity in communities where it is necessary to meet the
treatment needs of returning citizens. In order to build treatment capacity, investments are
needed to facilitate the development of service provision in the geographic areas to which large
numbers of releasees are returning.
12. Strong coordination between IDOC, the Department of Healthcare and Family Services
(HFS) and the Department of Human Services Division of Mental Health (DHS-DMH) and
Alcoholism and Substance Abuse (DHS-DASA) is needed to sustain a reduction in the
state’s correctional system of individuals with SMI and substance use conditions. Strong
partnerships across state agencies is necessary to achieve the full potential of the ACA in helping
to reduce the state’s prison population.
CONCLUSION
Medicaid expansion under the ACA provides a way out of over-incarceration and the justice
system revolving door for the population with serious mental illnesses and addictions if the state
makes the right investments in treatment and IDOC works in close partnership with the HFS, the
state’s Medicaid agency, other state agencies and service providers. The evidence is clear –
treatment works and can prevent disability, poverty, criminal justice involvement and recidivism.
In addition, treatment makes fiscal sense. However, without increased investment in treatment
and many of the recommendations made in the report, Illinois will continue to see high rates of
incarceration for thousands of Illinoisans living with significant mental health and substance use
conditions.
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