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Minutes of the Behavioral Health Coordinating Council
The Behavioral Health Coordinating Council Committee met on Friday, June 17, 2022, at
7:30 a.m. in Room 400 of the Government Center, 115 East Washington Street,
Bloomington, IL.
Members Present: Elizabeth Robb; Ms. Sonja Reece, McLean County Board of Health;
Ms. Joan Hartman, Center for Human Services Executive
Director; Judge Rebecca Foley; Ms. Schafer, McLean County
Board; Colleen O’Connor, NAMI Executive Director (Livingston,
McLean County); Ms. Lisa Thompson, Project Oz Executive
Director; Mr. David Taylor, Executive Director of United Way,
Diane Schultz, The Baby Fold; Donna Boelen, City of
Bloomington; Mr. Eric Thome, State Farm Trisha Malott attended
in place of Mark Jontry Regional Office of Education
Theresa Prosser attended in place of Colleen Kannaday, Carle
BroMenn
Pam Reece attended in place of Mr. Kevin McCarthy, Town of
Normal
Matt Mollenhauer attended in place of Mr. David Sharar Chestnut
Health Systems CEO
Members Absent: Chairman John McIntyre; Colleen Kannaday, Carle BroMenn; Ms.
Lynn Fulton, OSF St. Joseph Medical Center; Mr. Jeremy Hayes
Bloomington Housing Authority Executive Director; Mr. Chris
Workman PATH Executive Director, Brian Wipperman, Marcfirst; Ms.
Lynn Fulton, OSF St. Joseph Medical Center; Kristin Adams, Country
Financial, Mr. David Sharar Chestnut Health Systems CEO, Ms.
Stephanie Barisch, Center for Youth and Family Solutions, Mr. Mark
Jontry, Regional Office of Education; Mr. Kevin McCarthy, Town of
Normal
Staff Present:
Ms. Granger-Belcher, Behavioral Health Coordinating Council
Supervisor; Ms. Ms. Cassy Taylor, County Administrator; Taylore Davis Behavioral Health
Project Coordinator Amanda Hartley; Recording Secretary,
Others Present:

Phylis VerSteegh, Catherine Metsker, Judy Buchanan, Shannon
Garlock, Amy Hancock, Natasha Caudee, Cathleen Hays

Chairman McIntyre was not able to attend the meeting, so Ms. Cassy Taylor called the
called to order at 7:30AM.
Ms. Taylor presented the minutes from the March 11, 2022, regular meeting and for the
April 8, 2022, special meeting for approval
Motion by Reece/Taylor to approve minutes from March 11, 2022, regular meeting and
for the April 8, 2022, special meeting for approval
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Motion carried
Ms. Taylor introduced Cathleen Hays. Cathleen is a Project Coordinator with Illinois
Recovery Court serving Bloomington Normal. Ms. Hays has been working with Mclean
County ROSC on research into different peer recovery support service programs. ROSC
wants to implement a recovery center for the substance use and mental health recovery
communities for Bloomington Normal and McLean County. Ms. Hays is conducting a
community wide survey on community interest and readiness to implement a recovery
center. Ms. Hayes had a handout with a QR code and a link for anyone interested in being
part of the survey.
Ms. Taylor stated that several years ago the county became involved with a national
campaign for data driven justice. We were chosen to be part of a collaborative because
of our efforts here in McLean County. The national DDJ initiative through NACO is now
completing a rebranding and part of that is to highlight a community portrait series. They
are highlighting individuals who have championed cross systems collaboration and data
sharing within our jurisdictions to respond to the needs of frequent utilizers of justice
health and human services systems. On behalf of McLean County Ms. Susan Schafer
was approached to complete one of the community portraits. Ms. Taylor stated that it
was a great testament to the work that she has done on behalf of all of boards that she
serves on and the advisory groups that she has been a part of. Ms. Schafer stated that
it was unexpected because of some of the individuals they have chosen in the past. She
is honored but humbled. She stated that it’s not just a testament to her, but it is a
testament to the individuals around the table because everyone has done a lot moving
forward and improving things in McLean County. Ms. Schafer stated that this is national
recognition not just for her but for the County. She appreciates everyone that has helped
her along the way to become the champion for the county. She hopes to continue the
work with DDJ.
Judge Foley gave an update on the interaction with BHCC and CJCC. She confirmed
that the seat that was reserved for Ms. Malott when she was in Ms. Granger-Belcher’s
role, and it remains open for Ms. Granger-Belcher or her designee to attend the quarterly
CJCC meetings. The next meeting is July 21, 2022, at 12pm and they meet in the
Government Center Board Room. Judge Foley wants to look into the potential for BHCC’s
coordination with the JJC.
Judge Foley gave an update on what the Illinois Supreme Court has been doing relative
to mental health efforts. In late 2019 and early 2020 the Illinois Supreme Court through
the Administrative Office of Illinois Courts and with technical assistance from the National
Center for State Courts formed an interdisciplinary multibranch group of leaders known
as the Illinois Mental Health Task Force. In the last quarter of 2020, the Task Force
sponsored a six-session titled Improving the Court and Community Response to Persons
with Mental Illness and Co-occurring Disorders through Compassion and Hope. The
series identified 9 challenge areas (Access to Care, Awareness and Education,
Continuum of Care, Criminalization of Mental Illness, Crisis Response, Early Intervention,
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Social Determinants, Funding, and a need to revise The Illinois Mental Health Code). In
2021 the AOIC hired Scott Block as Illinois’s first statewide Behavioral Health
Administrator. He is tasked with facilitating the tasks force response to five goals which
are build a community-by-community approach supported by statewide leadership from
all three branches of government, conduct a statewide maps or needs assessment to
identify what is working and what gaps exist, assisting creating a vision for Illinois’s Mental
Health Continuum of Care, develop and implement a statewide strategic plan, and assure
accountability through transparency and accessible reports on task force activities. The
task force has developed the five multidisciplinary regional mapping committees and they
are in line with the DHS regional boundaries. Over the past several months the regional
mapping sessions were held, and they used the SIM or the sequential intercept mapping
framework and discussed each regions resources and gaps as well as what needs to be
accomplished to improve the court and community responses. The task force timeline
indicates that they will complete the mapping report sometime in the month of June.
Judge Foley stated that there is an open application for funding. It is a one-year pilot
project that seeks to improve outcomes for justice involved individuals by embedding a
court liaison. Ms. Taylor stated that the county will be applying for the grant.
Ms. Taylor stated that Ron Lewis is our public defender, and he will be leading the
Juvenile Justice Council. McLean County was noted in many of the task force work
groups that Judge Foley mentioned for being a leader and ahead of the curve. Ms. Taylor
stated that Scott Block has noted that a lot of the things that McLean County is doing are
things that he is championing for the rest of the state. We will be looking to the National
Coalition of Courts and the state efforts to develop partnerships between the justice
system and behavioral health to help guide what we do in the future as far as our mental
health action plan and the metrics that we will be collecting for those efforts.
Ms. Schultz gave an update on The Baby Fold. The Baby Fold is 120 years old this year
providing services in McLean County. Ms. Schultz provided a handout which included
the services that The Baby Fold provides.
Ms. Schultz spoke about their Community Schools’ Program. She stated that there is
outcome information in the handout that she provided. She stated that they have an
embedded social worker at Fairview Elementary and Cedar Ridge (within the Unit 5
School District). It is a wonderful example of prevention work where they are trying to
provide individualized mental health and physical supports to families that are in need
and those needs are impacting the student’s ability to come to school well-regulated
emotionally as well as being able to benefit from academic instruction. They are trying to
pick up the achievement gaps that these high needs kids may have and do it in
collaboration with public school staff.
Ms. Schultz spoke about The Caregiver Connections Program. She stated that it is a
newer program where The Baby Fold provides consultation services through a trauma
informed lens to daycare providers to assist their staff to be able to work more effectively
with kids that are in daycare and help them with kids that have higher needs than they
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might typically see across the general population related to their emotional and behavioral
stability. They operate the consultation services in Sangamon, Mclean, and Champaign
County.
Ms. Schultz spoke about the Healthy Start Program. The Healthy Start Program is a good
example of collaboration in the community benefited McLean County. The program was
created 27 years ago with various stakeholders to bring the abuse and neglect prevention
program to the county. Ms. Schultz stated that prevention funding is very unpredictable
and unstable, but the good news is they have been doing the program for 27 years. 60%
of the families in Healthy Start grew up as children in the homes as children in homes
where they had contact and connection with DCFS. 95% of those families three years
after they stop the service are still abuse and neglect free.
Ms. Schultz stated that from 2017 to 2021 The Baby Fold provided $800,000 of charitable
giving to operate these programs. The Baby Fold used that as part of their mission to be
able to provide services that otherwise wouldn’t exist in McLean County. She stated that
this is not unique to The Baby Fold and that every nonprofit in this community is looking
at charitable donations and other means of funding to keep their existing services in place.
She feels that it is important to continue to invest in prevention.
Ms. Granger-Belcher stated that through collaboration with the county and several child
serving agencies here at the table they submitted a Systems of Care Grant on April 18,
2022. She is hopeful that we are rewarded the grant. We will know if we receive the
grant on August 1, 2022, with services expected to start on September 1, 2022. Ms.
Granger-Belcher stated she would encourage that the next BHCC meeting is focused on
child serving agencies in our community and mental health concerns focused on youth.
If we don’t get the grant, it doesn’t mean that we won’t go for it again. The grants are
offered on a yearly basis. She encouraged everyone to come with ideas on how to move
forward with initiatives that are highlighted in the Mental Health Action Plan and look at
what else is out there to fill the gaps.
Ms. Hartman gave an update on Center for Human Services. They are in partnership
with Heartland Community College around the Recovery Support Training Program and
MCCHS will be the learning lab for that program. They will have a program manager who
will guide the students through their internships no matter where their internships are.
The program manager will help them create their care plans and self-care plans. They
will also help them process things that come up that might be difficult to deal with as new
people in the field especially people with lived experience. The program manager will
also be working with other agencies to provide locations for the students to go to. Ms.
Hartman is an instructor for the program as well. She stated that there are 20 students
enrolled in the program this fall. She will be calling on other organizations to host interns
and they will provide support for the interns and for the supervisors who support the
students as well.
Chairman McIntyre invited the individuals that spoke at the County Board Meeting who
expressed their interests and comments on the Mental Health Action Plan. Chairman
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McIntyre felt that is would be beneficial for a discussion with the BHCC group regarding
their comments on the Mental Health Action Plan.
Ms. Taylor introduced Mr. Zachary Gittrich. He is a member of the Illinois Research
Collective as well as the statewide CESSA coalition. CESSA stands for Community
Emergency Services in Support Act also known as the Stephon Watts Act. It was signed
into law by Governor Pritzker in August 2021. It goes into effect January 2023. The
impetus for CESSA started back in 2012 when a 15-year-old black autistic child named
Stephon Watts was killed by police when he was having a mental health crisis. Mr.
Gittrich stated that in Illinois ten percent of 911 calls are for mental behavior
developmental crisis. Typically, 911 can only dispatch police officers which often times
makes the situations worse. He stated that law enforcement skills are rarely needed as
people with mental illness are less likely to be violent then people without such a
diagnosis. In McLean County from 2018 to August 2021 10,733 emergency calls for
service were made for mental health emergencies. CESSA creates emergency
responders for nonviolent non-criminal mental behavior and developmental crisis.
CESSA is based on the CAHOOTS model that operates in Eugene Oregon and
dispatches teams of medics and Crisis workers. The mobile crisis teams respond without
police and attempt to resolve the crisis and or transport the person to an appropriate
medical provider. Mr. Gittrich stated that it will save states and local dollars by supporting
people in the community rather than emergency rooms and jails. Mr. Gittrich talked about
the difference between a Co responder model and an Alt responder model. A Co
responder model is a crisis team responds with police and an Alt responder model is a
crisis team responds without police. The philosophy of why CESSA supports Alt
Responders is that mental behavior developmental crisis is still stigmatized and
criminalized, and these crises require a public health response not a police a response.
Alt responders remove the police apparatus from these crisis’s and enters the healthcare
apparatus. The first person that is on the scene is a healthcare professional and they
have authority over the scene. CESSA is going to be run by Emergency Response Equity
Committees and each EMS region is going to get its own equity committee. They are
going to provide the guidance to prioritize calls for assistance and setting the standards
for appropriate response times. They are also going to set appropriate training
requirements and staffing minimums as well as how long the Alt Responders have to
respond and if they can’t make it in the set time period then police will be sent to the
scene. Mr. Gittrich stated that Mclean County is already really well set up because we
have a mobile response team.
Mr. Gittrich also spoke about CESSA and the Deflection Act. The Deflection Act is a
community law enforcement partnership for deflection and substance use disorder
treatment act. The Safety Act updated it and it allows for collaborative deflection programs
for substance use treatments and other services as an alternative to judicial criminal
justice involvement. CESSA pertains explicitly to non-criminal emergencies in which law
enforce involvement is prohibited. The Deflection Act explicitly pertains to law
enforcement involvement in criminal situations. If it is a violent situation or if there is some
type of crime being committed a Co Responder will be sent to the scene. If it is nonviolent
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or noncriminal then it is considered a CESSA call. The Deflection Act and CESSA do not
conflict. They complement each other. Mr. Gittrich stated that what will likely happen is
that the mobile crisis that we have will respond to both and they will co respond for the
Deflection Act and they will alt respond for the CESSA related calls. He stated that he is
part of the Statewide Coalition, and they did work to get the bill passed and now they are
working to get it implemented.
Ms. Schafer asked Mr. Gittrich who is in the research collaborative, how it came about
and what expertise do the individuals have.
Mr. Gittrich stated that the Central Illinois Collective is a group of people in central Illinois,
and they got started in August. They mainly focus on transparency and accountability.
They help people fill out FOIA’s, help people get police records, file police complaints.
They also lobby for bills for legislation that they think is in the interest of the working.
CESSA is one of the things that they directly lobbied on. He stated that they are part of
the statewide CESSA coalition, and their experience is based on their relationship with
the statewide coalition. The statewide coalition is led by Access Living which is a disability
rights organization and Advance Your Leadership Power which is a group of disabled
activists that have been advocating for themselves and policies that benefit them.
Ms. Taylor introduced Ms. Elizabeth Johnston. Ms. Johnston is a McLean County
Board Member, and she is also a Clinical Social Worker in the community. She also
teaches an advanced practice class at ISU. She has spent a good amount of time
reading through the Mental Health Action Plan. She doesn’t feel like it adequately
describing what is actually accomplished. Ms. Johnston stated as elected officials, our
role in this Action plan is to be accountable to taxpayers with how we are utilizing funds
entrusted to us much the same way you are accountable to your own board of directors
and stakeholders. I know each and every one of you sitting at this table works within an
organization that operates based on goals, metrics, service delivery and outcome
measures. The Mental Health Action Plan is something that the taxpayers would find
and try to read to see what we are doing, and she wants the Mental Health Action Plan
to be accountable to the taxpayers. Ms. Johnston stated that what she has heard the
last couple of months and one of the biggest concerns that she has heard when she has
talked with people in the community is that there aren’t smart goals in the plan. She
stated it doesn’t mean that they don’t exist, but that they aren’t documented, and this is
a big concern because we want to be able to show the community that understand the
shortfalls and we are creating a plan for how to address them. This is something she
feels should be worked on for the next update of the Mental Health Action Plan.
Ms. Johnston stated Triage continues to be the most underutilized service in our area
and what is concerning to her is that there are no plans to expand utilization in the
Mental Health Action Plan. In the meantime, boots-on-the-ground providers are
struggling because their caseloads are full, organizations cannot find providers to offer
relief, and people are struggling because they cannot find services. Ms. Johnston
stated that she very much appreciated Ms. Reece’s request in a previous meeting to
include private practitioners in the discussion as they are often feeling the pinch with
resource limitations. She stated that in her busiest days at work, she will see 15 patients
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in a day with an average of 50-60 patients a week. She provides short term counselinga targeted behavioral management protocol and will see 650-700 patients a year.
Ms. Johnston stated that as an embedded Behavior Health Provider she is meant to
have same day/next day openings but since the pandemic that is not the case most of
the time. She stated as of today, she is scheduling patients almost 3 weeks between
visits for follow-ups, and when she makes referrals for long term counseling- patients
are lucky to find someone taking patients and often have 2-4 month waits. Psychiatry is
even harder, often with 6-9 month wait for specialty care.
Ms. Johnston stated that she is concerned about disjointed oversight of services The
outlined organizational structure on page 12 of the plan reflects a persistent,
institutionalized, siloed approach between the BHCC, MHAB, 377, CHIP, Jail MH, even
as this very group is designed to reduce the impediments of siloes. One of the specific
action steps for Jail MH is to “retain local control” leading her to ask where is the
oversight now. As far as she has seen, the overview of mental health services in the
jail goes no further than the doors of the jail complex itself. In Appendix J- it cites a
challenge area as criminalizing mental illness where court/jails/prisons have
become de facto re-institutionalization and speaks to it again on p. 12- the
potential we could have in bringing systemic changes to behavioral health in our
community but we cannot do that without collaboration or care behind those
walls. She stated from a behavioralist standpoint, she is uncomfortable with
the language in the Sequential Intercept Model that talks about what can or
should be done, instead of what is being done. This model is a perfect place to
write smart goals around because the intentions are laid out here in behavioral terms.
Ms. Johnston stated that as a county, we are experienced in writing grants, very aware
that when applying for grant funds, we must incorporate goals, metrics, service delivery
and outcome achievements to be awarded money. She believes that we shouldn’t
expect any less for our residents as their financial investment is fundamental to making
this Action Plan a success. Earlier this year, Mr. McCarthy requested a budget outline
that he could take back to our funding partner to demonstrate financial accountability.
She stated that she is here to request that the vision for re-writing this living document
begin now and include the information we receive from Tri-West to include specific
details and action steps to achieve:
• a pipeline for attracting/retaining psychiatric providers to our community
(ISU scholarships, placement partnerships, loan forgiveness, subsidies)
• an adolescent inpatient care unit (either building a program or attracting a
provider)
• better utilization of Triage center (expand our footprint in the community
and work toward population health)
• a trauma informed program that advocates for policy changes that will act
as trauma-prevention (ACEs are more than just abuse, multiple ACEs stem from
the instability and stress that comes with poverty).
Ms. Johnston stated that McLean County, with the help of this committee, has taken
powerful steps to initiate a response for a growing need not just locally but
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around the country. Over the last seven years we have established many of the
pieces necessary (including a funding source) to implement a successful plan and
truly address many pressing needs in our community. She is eternally grateful to
our municipal partners for their investment.
Ms. Johnston stated that ultimately, she does not see the county’s, or this group’s,
fundamental role in this process as a service provider but as an “architect” of sorts for
the future development of Mental Health services. She hopes that the final report from
Tri-West will live up to Mr. Sieger-Walls’ expectations that the recommendations will
paint a clearer path forward, because with better information we can make better
choices. Ms. Johnston stated she values the role of the BHCC for incorporating
information from each agency and facilitating partnerships to enhance and expand
services.
Ms. Boelen stated that she is also an elected official and both the city, and the town are
the funders. She stated that she appreciated Ms. Johnston comments through her
expertise as a provider, but she believes that it is elected representatives on this board
responsibility to go out and share the information. She stated that is why they are there.
She stated that we shouldn’t expect all the providers to share their transparency.
Ms. Schultz stated Ms. Schaefer, herself, and other providers have talked about how we
have struggled on the children and youth side and how we can get better data. She
stated that we don’t have a good way set up for children and youth yet to determine
whether data is unduplicated clients in different services at different agencies or
family’s/ clients that are getting multiple services. She stated that if we can get better
data for children and youth it can determine how we invest resources knowing that we
have to prioritize we will make better decisions.
Ms. Granger-Belcher stated that in the Mental Health Action Plan the attempts at
collecting data and metrics may seem very general and broad. This first step and we
have to start somewhere. She stated that this is not meant to suggest that what is in
the plan now is the ultimate goal, but it is the starting point. The idea of what we are
looking at is yearly updates. She stated that creating a system wide template that can
begin to collect data is the beginning steps to begin to understand how we get more
meaningful or deeper level metrics.
Ms. Malott stated that over the years as we looked at other jurisdictions and what they
were doing in regard to data collection and data sharing with regard to mental health
and at times the intersection with the justice system the biggest challenge for Illinois
jurisdictions is the Illinois Mental Health statute which is much more restrictive than
HIPAA. There are a number of states and jurisdictions that have been able to share
mental health data and be able to look at whether individuals are duplicated or
unduplicated across agencies and systems much more easily than we can in Illinois.
She stated that there are challenges that are unique to our state that makes some data
sharing a challenge.
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Ms. Reece wanted to follow up on Ms. Boelen’s comment regarding the role of elected
officials. She feels it may be useful at a future meeting to have a topic on how are we
communicating the data right now and what are better practices.
Ms. Taylor stated that we have an intergovernmental agreement with the city and the
town. Prior to Ms. Taylor’s time in her role the city and the town were very forward
thinking and innovative in understanding the needs of this community and appreciating
the fact that we needed extra effort in the realm of mental health. She also stated that
the efforts of this group and the Mental Health Action Plan if you look at a venn diagram
there is an intersection between Behavioral Health Coordinating Council efforts in the
Mental Health Action Plan and the funding sources through our shared sales tax, but
they are not synonymous. There are a lot of things that the intergovernmental
agreement supports that do not touch the efforts of this group and also this group
understands that taxpayer dollars are the funding last resort. We do look at grants and
fund-raising efforts as well.
Ms. Schafer stated that one of the things that she has been working on with DDJ
members is the data driven part of this. She stated that she has been very active and is
part of the aegis groups. She stated that Covid has slowed down some of the efforts
that would have doing for the last couple of years. Ms. Schafer stated that during the
Board meeting last month she made a comment that not one board member contacted
her in the last 18 months of the Mental Health Action Plan update and to date not one
board member has contacted her for any information to learn about anything in the
action plan. Ms. Boelen is the only one that has contacted her to ask questions.
Ms. Taylor introduced Ms. Sally Pancrazio. Ms. Pancrazio worked for 18 years for the
State Board of Education as the chief of research examining the condition of Illinois
Education. She also worked at the University in the area of teacher education and retired
as the Dean there. Ms. Pancrazio stated that that she appreciated the opportunity to
review the Mental Health Action Plan. It is very important that we have an overall index
of mental wellbeing here in McLean County. She believes that we need to assess the
current status of the mental wellbeing of the 172,000 residents in McLean County. The
website of the National Institutes of Mental Health identifies a plethora of various needs
assessments that could offer or suggest reliable assessments for ascertaining the overall
condition of mental health within the county. She stated that the assessment would also
include the incidence of problems and disorders.
Ms. Pancrazio stated that she is impressed with the range of work that is already going
on in the school-based programs. She feels there should be more emphasis on
articulating the outcomes related to the school-based programs. Ms. Pancrazio is
concerned that only 100,000 was allocated to the Embedded School program. She
strongly urges that amount be raised and stated that it is money well spent.
Ms. Pancrazio stated that after the Mental Health Action Plan was approved, the
Pantagraph published an article announcing that the Regional Office of Education was
establishing a school, Bridge Academy, to serve 40 youth transitioning into or out of
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hospitalization for mental health issues. Since the Bridge Academy is a new initiative to
serve special-needs youth, it merits being treated as an experiment. The educational
input and the therapeutic inputs should be well articulated. She stated that the outcomes
for the program should also be articulated before the program begins that way it can be
better evaluated and replicated so that it can be a model elsewhere.
Ms. Pancrazio stated that the Mental Health Action Plan recommended that school staff
and teachers be trained in the program Mental Health First Aid as a training module.
She stated that more information about the training should be out there for everyone.
She feels that the outcomes associated with the program need to be examined. She
recalls hearing at the McLean County board meeting that more than 2,000 teachers
have been trained thus far. How is it working, who has the responsibility to oversee the
results of such training, how are they taking the training and linking it to the social
emotional standards in curriculum and instruction. Ms. Pancrazio stated that since ISU
is the largest producer of teachers in Illinois, she feels linkages should be made with
ISU’s Teacher and Education Program and faculty regarding the training being a part of
the Teacher and Education Program.
Ms. Malott commented on the Embedded Schools and the funding that comes through
the Board of Health. She stated that there are mechanisms in place that allow for the
contracted agency to bill for a lot of the service. The funding allows for what is not
covered in billable by insurance. There are also schools that are funding their own so
the schools can bill for a number of the services. There is a push and right now it is
pending with CMS at a federal level to be able to change what schools can bill to
Medicaid for services that are provided within the school for clinicians which would
expand the type of recovery and what services can be offered. Part of the transition
from Board of Health Funding directly to The Center for Human Services to the
Regional Office is to begin to look at bigger data and across all systems. There are
identified outcomes and objectives in partnership with CHS and what they are looking
at. Ms. Malott stated that they just took over as the contract holder in January and part
of what they will begin to do is look at that the bigger data and across all systems.
There are identified outcomes and objectives in partnership with CHS and what they are
looking at. They will begin looking at if there are differences in outcomes when it’s
contracted with CHS or when the district hires themselves.
Ms. Malott stated that the Bridge Academy has identified outcomes and objectives with
specific goals, and they have been identified in each of their applications for funding.
She stated that those are things that they will be reporting on after the school opens.
Ms. Reece stated that as a representative for the Board of Health that she just wanted
to remind everyone that we have property tax money that comes to the Department of
Public Health and 1.4 million is being spent directly on services in this area. She stated
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that it doesn’t necessarily come before this group, but it does come before the Board of
Health, and we fund counselors in some public schools across the county. She said
that Amy Hancock sometimes comes to the meetings and Amy should be involved in a
report to the BHCC group next time or at another future meeting. Ms. Granger-Belcher
stated that Septembers meeting will be following up on our systems of care outcome
and will be focused on youth and child serving services and should it be recommended
that Amy have an invitation to sit and discuss the Board of Health efforts to support
some of those that it would be welcomed.
Ms. Schafer stated that she is on the Board of Health, and they had a policy and funding
meeting and they discussed funding for things like the Embedded Schools. Ms. Schafer
stated that the Mental Health First Aid is a collaborative with many others, and she isn’t
sure what metrics they measures that they track.
Ms. Taylor introduced Doug Lamb. Mr. Lamb stated that he is a Clinical Psychologist,
and he has been for 35 years. He works in the Psychology Department at Illinois State
University and was the Director of Counseling Services. Mr. Lamb feels that a group or
committee should be established to deal with mental health outcome measures. The
group would require mental health agencies to develop meaningful outcome measures
that address agency goals, provide consultation to agencies as to developing and
implementing appropriate measures that are specific to their agency. He also talked
about tying funding to reward agency efforts to develop, implement, and report agency
outcomes.
Mr. Lamb stated that the Mental Health Action Plan should include a description of the
five categories of mental health services provided in McLean County. He feels that
including descriptions would orient and inform the reader as well as make the plan more
understandable and meaningful. Having mental health agencies describe categories of
mental health services that they are providing would assist the Board and the
Behavioral Health Coordinating Council the opportunity to prioritize the delivery of
mental health services as the mental health needs of the community change.
Ms. Taylor introduced Xavier Jackson. Mr. Jackson is an RN and is currently working at
the Fox Center in Dwight. He previously worked in the acute psychosis ward at
Behavior Hospital of Bellaire in Houston as a charge nurse for three years. He also has
three years of experience as a 911 operator and police dispatcher in Peoria.
Mr. Jackson stated that the virus of March 2020 changed everything. It changed
everyone’s routine, schedule, and lives and people don’t do well with that kind of
change. He stated that after working in Psychiatry for a long period of time that most
people that are in an emotional crisis are totally unaware of the fact that they are in an
emotional crisis. Mr. Jackson stated that since March 2020 he has seen a lot more
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people in an emotional crisis. He sees it in his workplace and especially in his
profession. There are a lot are in the midst of some type of crisis that melt down
randomly and everyone that is within 10 years from retirement age are walking away
from their jobs. He sees that people are checked out not only in this community but
other communities as well. Mr. Jackson stated that it would be beneficial to have some
type of large promotional campaign for people come out and say what they need
instead trying to speculate as to what they need. It should be some type of big outreach
promotion that doesn’t sound like mental health because people don’t want to be
stigmatized by that and doesn’t sound like government because nobody trusts the
government. He feels it would be a good way to get more input.
Mr. Jackson spoke about House Bill 5319 (HB5319) that authorized and funded four
test cities to deploy behavioral health personnel in the field with law enforcement. He
stated that this is needed and that it is time to move towards integrating behavioral
health services with law enforcement and 911 is now.
Mr. Gittrich stated that the CESSA coalition worked with Jehan Gordon-Booth on House
Bill 5319. He clarified that it is not a first responder bill it is a follow up responder bill. It
is only for survivors or witnesses of crimes that may have mental or behavioral health.
He stated that they got it moved from a co responder model to an alt responder model.
Ms. Granger- Belcher thanked everyone for taking the time to come are share their
recommendations, concerns, and considerations regarding the Mental Health Action
Plan. She stated that every year they will be looking at the recommendation sections of
the Mental Health Action Plan and moving them forward. She encouraged them to
come back in December to hear how what they shared today might be influencing what
will be done next year.
Ms. Granger- Belcher stated that member Hartman proposed having a discussion on
staff recruitment. Ms. Hartman stated that Chris Workman started her thinking on the
lines of when they were recruiting for the 988 line and the number of applicants that
they tried to get from outside our area. She proposed putting together a subcommittee
of this group to start looking at how to get together and recruit people to our community
to fill the positions that we have because otherwise all we are doing is shuffling our
deck.
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Ms. Schafer thinks that it is a great idea, and it falls in line with some of the goals in the
Mental Health Action Plan.
Ms. Prosser also feels that it is a good idea. She stated that she was happy to be at the
meeting today. She stated that we have to figure out a way to draw more providers
(physicians, nurses, therapists of any level) and not just pilfer from each other.
Ms. Granger-Belcher stated that she is going to start working on a work group that is
focused on staff recruitment and retention. She stated that she will also identify additional
partners that may not be at the table that would be important members to join the group
for the discussion.
Ms. Granger stated everyone should have received a packet. She highlighted some
things from the packet. She stated that the overall statistics of FUSE continues to indicate
reduction in shelter utilization, ED utilization, and decreased justice contacts. She stated
that one of the new things she wanted to point out is how we are identifying and
differentiating our potential participants. We are now looking at active and outreach
potentials and getting a better idea of where they stand in the process of getting into our
program and what the numbers really look like. This will help us look at what the barriers
are in getting into the FUSE program. We are going to look at what we may modify or
expand withing FUSE to be able to reach a wider number of individuals.
Ms. Granger-Belcher gave an update on Triage. April marks the highest number of
contacts that Triage has seen since opening day. The numbers have continued to
increase over the last three months. Ms. Granger-Belcher stated that Kevin McCall and
his staff have been very involved in outreach to different agencies, businesses, and
providers. She stated that they have been looking at ways to directly collaborate with the
law and justice side of McLean County Government.
Ms. Granger-Belcher stated that as far as credentialing Molina is our one partner and we
are in the process of credentialed with Blue Cross Blue Shield and close with Meridian as
well. FUSE and Triage are very near in the process of being able to bill for services that
they are already providing which will help in the expansion of the programs.
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Ms. Granger-Belcher spoke about the Behavioral Health Forum. This year’s forum will
be held in person at the Marriot Hotel and Conference Center on October 4, 2022.
Planning has already begun and many of the agencies at the table are represented at the
planning committee. Right now, we are beginning to focus on the resource fair and getting
agencies to sign up for it and sponsorship as well. If your organization or your
connections to other organizations would like to support these efforts, it would be much
appreciated.
Ms. Davis gave an update on RISE McLean County. RISE McLean County still has a lot
of momentum and making a lot of progress this year. By the end of the month, they will
have their first PowerPoint training on ACES trauma and resilience. The trauma and
resilience infographic will be done by the end of this month. She stated that RISE McLean
County was highlighted in the Peace for Tarpon in Florida. Ms. Davis spoke at their forum
meeting and share the good things that McLean County is doing. Ms. Davis also spoke
at the Prevent Child Abuse Illinois conference.
Ms. Granger-Belcher gave an update on the TriWest crisis evaluation. She stated that
they are in data collection so if you are one of the agencies that they still need data please
work with them on getting them the information that they need so they can move forward.
Ms. Granger-Belcher stated that the SOC grant was submitted on Monday April 18 , 2022.
The reward date is August 1st with an expected start date of September 30th. She stated
that at the September meeting there will be a detailed conversation focused on the SOC
grant and if we have been rewarded the grant and if not, what are our next plans in
attempting it second time. There will be a special topic on youth and child serving services
in McLean County.
Ms. Taylor announced that Ms. Granger-Belchers last day is July 15, 2022, so this will be
her last BHCC meeting. Ms. Taylor thanked Ms. Granger-Belcher for everything she has
done in her short time.
Ms. Taylor indicated the next meeting is scheduled for Friday, September 9, 2022. He
asked if there was any other business, hearing nothing he thanked everyone and
adjourned the meeting at 9:40am
Respectfully submitted,

Amanda Hartley
Amanda Hartley
BHCC OSSII, Recording Secretary
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Introduction and Methods
Introduction
McLean County is a community that has considerable strengths, including strong leadership

by county leaders, decision-makers, and key stakeholders in addressing the behavioral
health needs of residents through cross-sector planning and collaboration The McLean
County Behavioral Health Coordinating Council (BHCC) establishes the priority areas as outlined
in the County’s Mental Health Action Plan (MHAP). The coordinated efforts of BHCC and the
County have expanded the behavioral health crisis continuum and increased community
capacity to address the complex mental health needs of children, youth, and adults through the
Frequent User System Engagement (FUSE) program, Triage Center, and the Bridge Academy
program. These demonstrations of collaboration, leadership, and committed funding provide a
foundation for making significant system enhancements that require ongoing, routine
cooperation by providers and stakeholders.
In this report, the TriWest Group consultation team (TriWest) presents findings and action-step
recommendations for improving McLean County’s behavioral health crisis system for review by
the county administrator and BHCC.

Background of the Behavioral Health Crisis System Project
Over the past several years, the McLean County community has become increasingly concerned
about the unmet needs of individuals and families experiencing behavioral health (mental
health and substance use) crises and the challenges facing the human services system.
Significant system concerns include excessive utilization of medical emergency rooms for
people with behavioral health needs; excessive demands on law enforcement to respond to
individuals experiencing behavioral health crises, resulting in a high volume of avoidable arrests
and incarcerations; and observed challenges in meeting the needs of people with a wide variety
of behavioral health conditions.
In response to these concerns, McLean County’s 2015 MHAP identified the need for a robust
crisis system that aligned with best practices in the field. To address this need, the County has
identified and addressed existing service gaps. For example, the county did not have a 24-hour
secure facility (other than medical emergency rooms) that law enforcement or others could
bring people experiencing serious behavioral health crises to for assessment, intervention,
extended observation (which can often result in diversion from both hospitalization and jail),
and/or disposition.
McLean County and community behavioral health providers have taken steps to improve the
system. Their actions have resulted in:
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Crisis Intervention Training (CIT) for almost all law enforcement officers
Expansion of inpatient mental health beds at the Carle BroMenn Medical Center
Two crisis receiving and stabilization facilities to provide short-term observation and
crisis stabilization services to adults in non-hospital-based settings
- Chestnut Health Systems opened a Crisis Stabilization/Residential Unit (CRU) to
provide voluntary detox or mental health support to individuals in crisis for up to 14
days.
- McLean County established the Triage Center, a 23-hour walk-in center that uses
peer support in a living room model.

In addition to strengthening the community’s crisis services continuum by providing individuals
with somewhere to go, McLean County also established the Frequent User System Engagement
(FUSE) program. FUSE is designed to reduce the “revolving door” aspect of mental health crisis
services by providing community-based mental health treatment and supports to individuals
whose unmet behavioral health needs result in multiple emergency department (ED) visits,
stays in jail, and/or visits to the homeless shelter. Nevertheless, emergency rooms have
remained the primary receiving centers for county residents experiencing a mental health crisis.
Under the direction of the McLean County behavioral health coordinator, TriWest conducted a
review and analysis of the behavioral health crisis system to better understand how people
move through the current crisis system and to assess the potential impact of implementing
feasible and substantial improvements.

An Ideal Behavioral Health Crisis System
TriWest’s view of a comprehensive behavioral health crisis system involves interconnected
elements, not just a single program (such as a “crisis center”), service location, or set of
services. Optimum performance depends on all elements working together effectively to meet
community needs. This coordination does not happen without intentionality and effort by all
community partners. Our orientation is consistent with the Roadmap to the Ideal Crisis System
(Roadmap) developed by the Group for the Advancement of Psychiatry’s Committee on
Psychiatry and the Community.1 The Roadmap describes the core components and values of a
successfully implemented comprehensive behavioral health crisis system. It includes three
pillars: system oversight and governance (i.e., accountability and finance), a sufficient service
continuum, and clinical best practice.

1

Committee on Psychiatry and the Community for the Group for the Advancement of Psychiatry. (2021). Roadmap
to the ideal crisis system: Essential elements, measurable standards and best practices for behavioral health crisis
response. National Council for Behavioral Health. https://www.thenationalcouncil.org/resources/roadmap-to-theideal-crisis-system.
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The Roadmap contains a comprehensive review of core components and values of a modern
comprehensive behavioral health crisis system. Here, we (TriWest) spotlight key attributes that
appear most relevant based on the information we gathered from the McLean County
community while specifically examining crisis system flow and costs. Our findings and
recommendations align with Roadmap characteristics that can help McLean County implement
a high-performing crisis system that may serve as a national exemplar.
Oversight and Governance
Establishing a comprehensive behavioral health crisis system requires an accountable entity
that can facilitate a step-by-step, multi-year implementation. Such an entity can be a
governmental agency, a nonprofit, or a managed care organization. Regardless of the entity
type, it must be able to facilitate interagency collaboration and, in some instances, help finance
aspects of the system. The entity must serve as the system’s backbone for implementing
coordination protocols, best practices, and system monitoring. It also should promote
implementation and accountability strategies that involve communicating with the broader
community so that residents understand how and when to access crisis services. The
recommendations in this report will help McLean County consider future strategic planning,
implementation, and evaluation activities that enable the accountable entity to take
manageable steps in building partnerships and consensus.
Given the complexity of serving all populations within a given geographic region, behavioral
health crisis system oversight and accountability require population health data. An effective
system needs reliable and timely indicators to help stakeholders assess the system’s
accessibility, quality, and capacity to provide services that prevent excessive ED utilization or
incarceration whenever possible.
A successful crisis system relies on a culture and practice of collaboration among stakeholders
at multiple levels, particularly system leaders who must simultaneously represent the interests
of their organizations and the community and set the collaborative tone. The system requires
participation from county leaders, health system leadership, funders (such as managed care
organizations, foundations, county/city, and others), and all organizations that directly
encounter or serve behavioral health clients. Partners in an effective behavioral health crisis
system are engaged contributors committed to the success of the overall effort. Although the
McLean County stakeholders understand the importance of collaboration, many commented
that there have been some historical challenges in establishing shared commitments and
partnerships at various levels. It is a significant sign of strength, therefore, that the culture of
collaboration is seen to be improving. For example, multiple agencies have worked together on
federal grant opportunities in the last 6 months. Beyond the prospect of funding, the grant
preparation process can often serve as an exercise that fosters future collaboration.
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Crisis Continuum
SAMHSA’s National Guidelines for Behavioral Health Crisis Care describes a crisis continuum of
care with three core service elements:2
• regional crisis call center (“someone to call/talk to”)
• crisis mobile team response (“someone to respond”)
• crisis receiving and stabilization facilities (“a place to go”)
These elements already served as BHCC’s organizing framework for strengthening McLean
County’s crisis system. For continuity, this report has also used them as an organizing
framework to describe key aspects of the continuum. There are other characteristics of a
comprehensive continuum, such as behavioral health first responders and ED staff who are
crisis trained, medical triage and screening, transportation resources, and intensive communitybased continuing crisis intervention.
Additionally, a key feature of a comprehensive behavioral health crisis system is a centralized
crisis hub or crisis response center that includes (or coordinates in real time with) the other
system components (e.g., call center, first responders, mobile crisis team, bed-based
units/services). The crisis hub/center is a 24/7 secured physical facility where first responders
can go and drop off clients. The crisis hub/center should be able to provide medical triage in
addition to mental health and substance abuse evaluation, assessment, intervention, and
referral.
Historically, behavioral health crisis systems were created to respond only when an affected
person is already at risk for ED admission or meets the criteria for involuntary commitment
based on risk to self and others. Their primary goals were hospital diversion and prescreening.
Even though this approach appears to prioritize access to limited resources, it often results in
the unintended consequence that people either do not get served in a timely fashion or only
get served when the situation has escalated such that hospitalization is hard to avoid. A
behavioral health crisis system that welcomes early requests for help and encourages early
engagement promotes a reduction of “crisis tone” in the community and allows more people to
get help sooner, with less investment of resource. This is consistent with best practices in
population health management. For example, a crisis response center that can provide
behavioral health urgent care can prevent emerging behavioral health crises and provide stepdown support from ED and inpatient episodes.

2

Substance Abuse and Mental Health Services Administration. (2020). National guidelines for behavioral health
crisis care: A best practice toolkit. https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioralhealth-crisis-care-02242020.pdf.
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Basic Clinical Practice
A crucial goal of the McLean County behavioral health crisis system is that all users (clients and
their caregivers/families) experience a helpful and hopeful response—the right service in the
right place for the right length of time—on every occasion. Basic clinical practice refers to the
accountable entity’s assurance that core practices, values, and guidelines are reliably
implemented throughout the system, including staff competencies and skills (i.e., training and
supervision), effective policies and procedures, and evaluation criteria. This standard of basic
practice includes monitoring the appropriate application of behavioral health crisis protocols
and eligibility criteria. For example, if there were a rise in first responder secondary transports
back to the ED or jail, the accountable entity would conduct a root-cause analysis to inform
program or system improvement strategies.
Another key aspect of the basic clinical practice domain is an emphasis on establishing a crisis
system that can effectively serve all subpopulations. Subpopulations include all age groups (i.e.,
children to older adults), regardless of their ability to pay, their clinical conditions (i.e., people
with mental health or substance use disorder presentations as well as those with comorbid
cognitive disabilities and medical issues), or their non-clinical dispositions (i.e., people who face
a variety of issues including educational challenges, homelessness, justice system involvement,
and child and elder protective issues; or people with unique service needs such as individuals in
the LGBTQ community and individuals/families with a wide range of cultural and linguistic
needs, including the diverse and growing immigrant population).
Additionally, federal, state, and local policies often have differing impacts on the delivery of
behavioral health services for children, youth, and adults, including the delivery of crisis
services. Given the importance of considering services for people of all ages, this report will
explicate and stratify the strengths, challenges, and performance of McLean County’s crisis
system by two age groups: children/youth aged 17 years and younger and adults aged 18 and
older.

Methods
TriWest’s formative behavioral health crisis system assessment used a combination of
qualitative and quantitative data analysis to examine local service delivery efforts and consider
potential cost savings for the system while improving care quality and the experience of clients,
providers, and first responders. Assessment activities included an on-site visit, key informant
interviews with community stakeholders (including medical and behavioral health providers,
county-level leaders, children and youth service providers, and first responders), and
quantitative data collection and analysis.
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TriWest completed more than 40 hours of stakeholder interviews with more than 30
organizations, private practice clinicians, and clients in the community (see

23

6

McLean County Behavioral Health Crisis System—Findings and Recommendations
DRAFT, 09/10//22

7

Appendix A: Key Informant Interviews for the list of key informants). We also conducted a 90minute virtual focus group with 28 community residents.
TriWest worked with key community organizations involved in the crisis continuum to obtain
utilization data to analyze how people (children, youth, and adults) move through the crisis
continuum.

Summary of Key Priority Considerations for Crisis System
Improvement
In addition to examining system flow and monetizing the volume of encounters across the
system, we identified some considerations for system improvement that we believe would
strengthen the behavioral health crisis system in McLean County. We use the term
“considerations” instead of “recommendations” because the local governing bodies and key
stakeholders will need to continue this planning work to assess whether these actions are
feasible given the political, social, economic, practical, legal, and quality care factors in McLean
County. Our proposed actions align with best practices in the field and are informed by the
areas of need we observed while analyzing the flow of people through the current system.
Furthermore, we have classified our considerations into three types of change: developmental,
transitional, and transformational. These classifications are not definitive but are an initial
attempt to help convey how difficult or resource-intensive some changes may be. BHCC
members may determine after appraisal that some considerations are more or less complex or
burdensome than we initially thought based on our limited knowledge of the stated factors
above. These categories are associated with different levels of complexity and resource
intensity.
• Developmental changes are easier to manage, can be generally accomplished more
quickly, are incremental improvements, and are often less threatening to most
stakeholders. They often include activities such as rapport and team building, quality
improvement activities, or training.
• Transitional changes generally take more time to complete (relative to developmental
changes) and involve goals that do not have an established action plan. These changes
can potentially threaten one or more stakeholders and involve establishing new
precedents and ways of operating (e.g., new services, reorganization, or new
procedures/workflows).
• Transformational changes are substantial, involve restructuring efforts and joint
endeavors, and can be the most threatening to stakeholders. These changes can require
major shifts in roles and responsibilities, organizational strategy, and vision. These
changes can sometimes be difficult to control, and the full impact is not always known.
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Consideration

Developmental Transitional Transformational

Governance and Oversight
Establish a governance structure (including
an accountable entity, administrative roles,
and workgroups) for behavioral health crisis
system oversight and monitoring.

X

Conduct a comprehensive self-assessment
and develop a system enhancement plan.

X

Conduct crisis system enhancement
evaluation and monitoring based on the
enhancement plan.

X

Establish formal coordination partnerships
throughout the system, moving toward a
real-time, “air-traffic-control” level of crisis
event coordination between system
components.

X

Establish formal referral partnerships and
protocols with the non-ED receiving centers.

X

Reconcile service regions and jurisdictions to
improve coordination.

X

Crisis Continuum
Transition toward a central call center that
can respond to behavioral health crisis
events regardless of age or insurance status.

X

Strengthen non-ED receiving centers.

X

Co-locate the Triage Center with ongoing
behavioral health services.

X

X

X

Expand Triage Center services to
children/youth and families and sobering
services for adults.

X

Re-establish the CRU, including
community referral protocols.

X

Conduct implementation evaluations of all
non-ED receiving centers.

X

Examine clinical workflows to transition to
fewer ED-based mobile crisis response
encounters.

X

Best Practice
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Consideration
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Developmental Transitional Transformational

Conduct a systematic review of all best
practices deployed by the system
components to establish funding priorities
and to ensure that services are aligned with
best practice principles.

X

Establish a crisis training initiative for all
health professionals across the system.

X

Finance standard CIT training with periodic
booster trainings for all new law
enforcement officers.

X

Revise non-ED receiving centers’ eligibility to
allow visits/admissions for people who have
a history of violence but are not displaying
high-risk signs that indicate a current threat
to staff or other clients.

X

26

McLean County Behavioral Health Crisis System—Findings and Recommendations
DRAFT, 09/10//22

10

McLean County Behavioral Health Crisis System: Needs and
Capacities
In this section, we present the data we gathered to describe the crisis needs and capacities
within McLean County. Most of the quantitative data reported herein were collected or shared
directly from organizations that responded to our request for information. Where we could not
obtain precise quantitative utilization summaries, we made estimates based on information
from the organization and regional and national trends.

Characteristics of the McLean County Population
The following table summarizes McLean County demographics. There are 171,256 residents, of
whom 5% have no health insurance, fewer than 1% (about 216 people) are experiencing
homelessness, and 6.5% (nearly 9,000) are veterans.
Table 1: Demographics of Service Area

Subgroups

Number of
People

%

171,256

100%

Children (Ages 6 to 11)

12,189

7%

Youth (Ages 12 to 17)

14,890

9%

Adults (Ages 18 and older)

132,510

77%

Young Adults (18 to 24)

27,270

16%

Other Adults (25 to 64)

80,876

47%

Geriatric Adults (65 and older)

24,364

14%

With Public Insurance Coverage3

44,775

26%

No Health Insurance Coverage4

8,230

5%

216

< 1%

8,620

7%

Total
Age Groups

Other Special Population

Experiencing Homelessness5
Veterans

3

U.S. Census. (2019). Explore census data online dashboard.

https://data.census.gov/cedsci/table?q=s2704&g=0500000US17113&tid=ACSST5Y2019.S2704
4

U.S. Census. (2019). Explore census data online dashboard.
https://data.census.gov/cedsci/table?q=insurance&g=0500000US17113&tid=ACSST1Y2019.S2701

5

Homelessness data reported by PATH via the McLean County Regional Planning Commission. McLean County, IL
Housing Dashboard. https://mcplan.org/projects-and-programs/bn-home-/mclean-county-housing-dashboard
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Prevalence of Serious Mental Illness, Serious Emotional Disturbance, and
Substance Use Disorder
The following table summarizes the estimated prevalence of children/youth with serious
emotional disturbance (SED), adults with serious mental illness (SMI), and substance use
disorders (SUD) among the McLean County population in a given year; these conditions are
often associated with a behavioral health crisis. Based on estimates from the National Survey
on Drug Use and Health and the National Comorbidity Survey Replication, nearly 9,000 people
in the service region have either SED or SMI. About 2,500 are estimated to have co-occurring
mental health and SUD, most of whom (90%) are adults with co-occurring SMI and SUD (2,300).
More than 11,000 people in the service region are estimated to have SUD, and most are
receiving insufficient or no treatment.
Table 3: Behavioral Health Prevalence Estimates in McLean County

Number of People with Behavioral Health Needs in the Past 12 Months
Mental Health Conditions6

Adults

SMI or SED
Bipolar Disorder7
First Episode Psychosis8
All Substance Use Disorders (SUD)
Alcohol Use Disorder

Children/Youth

Total

6,145

2,708

8,853

1,887

342

2,230

16

3

21

10,773

695

11,468

8,798

336

9,134

6

Unless otherwise specified, prevalence estimates are based on national, state, and substate rates reported from
Substance Abuse and Mental Health Services Administration (SAMHSA) (2019):
National estimates of serious mental illness from the 2018 National Surveys on Drug Use and Health. National
Survey on Drug Use and Health Report. https://www.samhsa.gov/data/release/2019-national-survey-drug-useand-health-nsduh-releases.
State estimates of serious mental illness from the 2018 National Surveys on Drug Use and Health. National Survey
on Drug Use and Health Report. https://www.samhsa.gov/data/nsduh/state-reports-NSDUH-2018.
Substate estimates of substance use and mental illness from the 2016-2018 NSDUH: Results and Detailed Tables.
National Survey on Drug Use and Health Report. https://www.samhsa.gov/data/nsduh/2016-2018-substatereports.
7

Kessler, R. C., Petukhova, M., Sampson, N. A., Zaslavsky, A. M., & Wittchen, H.-U. (2012). Twelve-month and
lifetime prevalence and lifetime morbid risk of anxiety and mood disorders in the United States. International
Journal of Methods in Psychiatric Research, 21(3), 169–184.
https://onlinelibrary.wiley.com/doi/abs/10.1002/mpr.1359.
8

Kirkbride, J. B., Hameed, Y., Ankireddypalli, G., Ioannidis, K., Crane, C. M., Nasir, M., Kabacs, N., Metastasio, A.,
Jenkins, O., Espandian, A., Spyridi, S., Ralevic, D., Siddabattuni, S., Walden, B., Adeoye, A., Perez, J., & Jones, P. B.
(2017). The epidemiology of first-episode psychosis in early intervention in psychosis services: Findings from the
social epidemiology of psychoses in East Anglia [SEPEA} Study. American Journal of Psychiatry, 174(2), 143–153.
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Number of People with Behavioral Health Needs in the Past 12 Months
Mental Health Conditions6

Adults

Illicit Drug Use Disorder

Children/Youth

Total

3,429

448

3,877

Needing but Not Receiving Any or Sufficient
Substance Use Treatment

9,681

610

10,291

Co-Occurring Mental Health Condition and SUD9

2,304

255

2,560

73

Not Applicable

73

Need Assertive Community Treatment (ACT)10

Behavioral Health Crisis Needs in McLean County
Expected Volume of Behavioral Health Crisis Need
The number of people with serious behavioral health conditions is important, yet these
estimates do not translate directly into an estimate of the number of crisis events. There is no
one right way to measure behavioral health crisis needs for a community. Therefore, we will
present data that approximate needs in various ways.
There is strikingly little national benchmarking data on behavioral health crisis needs and
response; this issue is only now rising to the level of attention it deserves. Crisis Now, a
program developed by the Crisis Services Task Force of the National Action Alliance for Suicide
Prevention (NAASP), has published a benchmark based on data from several systems, indicating
that communities should expect 230 “behavioral health crisis episodes” per 100,000 people per
month. Note that this estimate does not clearly define “crisis,” including whether it includes
both mental health and SUD crises; nor is there clear benchmarking for the percentage of crises
that involve adults versus children and youth. There is also an implication that individuals show
up in emergency rooms unless diverted, but this captures only a subset of total behavioral
health crisis needs. Based on the NAASP benchmark, McLean County would experience
approximately 391 behavioral health crisis episodes (all ages) per month, or 4,700 episodes per
year.
The following table summarizes the estimated annual number of behavioral health encounters
for local emergency room admissions and inpatient stays.11 Although adults experience more

9

For adults, the number of people with co-occurring SMI and SUD. For youth, the number of people with a cooccurring major depressive episode and SUD.
10

Cuddeback, G. S., Morrissey, J. P., & Meyer, P. S. (2006). How many assertive community treatment teams do we
need? Psychiatric Services 57, 1803–1806.
11

Estimates are based on age-adjusted ER rates and hospitalizations for behavioral health needs in McLean County
from 2018 to 2020, as reported in the Carle Community Report Card. https://carle.org/about-us/communityreport-card
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emergency room (ER) admissions for suicide and intentional self-inflicted injury crisis overall,
the rates are much higher among children and youth (453 per 100,000) compared to adults
(143 per 100,000). To a lesser degree, children and youth also have higher rates of ER utilization
of non-suicide-related mental health needs (258 per 10,000 people) than adults (241 per
10,000 people). In comparison, adults had higher rates of mental health hospitalization (105 per
10,000 people) than children and youth (75 per 10,000 people).
McLean County Emergency Department and Hospitalizations
Adults

Children/Youth

Est. Number of
Episodes Per
Year

Episodes
per 10,000

Est. Number of
Episodes Per
Year

Suicide and Intentional Self-Inflicted
Injury
Other Mental Health

1,896

143

1,227

453

3,195

241

699

258

Alcohol Use

1,896

143

53

20

Opioid Use

232

18

Substance Use

537

41

1,515

114

360

133

1,397
1,397

105

203

75

Alcohol Use

505

38

Opioid Use

60

5

111

8

Utilization

Episodes
per 10,000

Emergency Department

Not Available

Hospitalization
Suicide and Intentional Self-Inflicted
Injury
Other Mental Health

Substance Use

Not Available

We projected monthly and annual estimates of behavioral health crisis events in McLean
County based on data from local providers. There were approximately 11,700 events resulting
in crisis response in a recent 12-month period.12 This estimate is more than double the national
NAASP estimate of annual crisis events/episodes (4,700) for a population the size of McLean

12

Behavioral health crisis service utilization data were submitted by a variety of county stakeholders including
hospitals, PATH, behavioral health providers, and first responders. In some cases, the data were provided as
estimates because of data-reporting limitations. For example, some data were adjusted to represent a full 12month period when the aggregated data were reported for a time period greater or less than 12 full months.
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County.13 The following table summarizes a projection of a typical year of utilization based on
data sets provided by local organizations across the continuum of care. We estimate that
McLean County will have 11,600 behavioral health crisis events in a typical year.
Table 4: Projections for Behavioral Health Crisis Episode

Measure
Events per Month

McLean County (Based
on System Utilization)14

NAASP Estimate
391

970

Adults

Not available

775

Children/Youth

Not available

195

4,700

11,600

Adults

Not available

9,300

Children/Youth

Not available

3,300

Total Events per Year

Examining where individuals in crisis encounter the system is a critical step in understanding
how to enhance the system. Across the adult system, most people enter the system through
911 calls (44%), an initial encounter with PATH (28%), or walk-in (self-referral) to the ED (15%).
Children and youth events are more likely to originate with the CARES line (58%) or walk in to
the ED (19%).
Table 5: Originating Points of Behavioral Health Crises

Adults

Children/Youth

Number of
Originating
Events

Percentage15

Number of
Originating
Events16

Percentage17

9,300

100%

2,300

100%

Path 211 (Adults)
CARES Line (Children/Youth)

2,600

28%

1,350

58%

911

4,000

44%

450

19%

Service Type
Initial Crisis Events

13

NAASP does not clearly define “behavioral health crisis,” including whether mental health and substance use
disorder (SUD) crises are included, nor do they delineate the percentage of crises that involve adults versus those
that involve children and youth.
14

Because of rounding, column totals may not sum to 100%.

15

Percentages do not add to 100% because of standard rounding practices.

16

Because of rounding, column totals may not sum to 100%.

17

Percentages do not add to 100% because of standard rounding practices.
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Adults
Service Type
ED

Number of
Originating
Events

Children/Youth

Percentage

15

Number of
Originating
Events16

Percentage17

1,400

15%

400

17%

Mobile Crisis

650

7%

130

6%

Triage

250

3%

CRU

150

2%

Other18

150

2%

Not Applicable

Current Behavioral Health Crisis System Map
The following diagram illustrates the flow of clients through the adult behavioral health crisis
system and the percentage of people whose crisis episodes were resolved without further
penetration into the system. Notably, the nature of flow through the system is variable and
non-linear. For instance, many adults moved “backward” through the system in that they first
went to the ED before connecting with mobile crisis response. Similarly, very few people flowed
into the Triage Center or Crisis Residential Unit (CRU) (when it was in operation) from another
point in the system. Among adult crisis episodes, most were resolved through services from the
Triage Center (which resolved 89% of its cases), PATH/211 (which resolved 85% of their cases),
inpatient hospitalization (which resolved 98% of cases), and mobile crisis response (which
resolved 54% of their cases). In contrast, further system penetration often resulted when
services were received through 911, first responders, or EDs.

18

Includes people who first entered the McLean crisis system through detox, inpatient facility, or unknown source.
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*According to the EDs, as many as 52% of admissions were resolved without further penetration into the
crisis system; however, this does not account for the connection with mobile crisis after an admission.

Among child and youth crisis episodes, most were resolved after receiving services from mobile
crisis response (which resolved 67% of their cases) or inpatient care (which resolved 98% of
cases). About half (48%) of calls to the CARES line were resolved without further need for crisis
intervention. Child/youth-related 911 calls are not currently tracked in the system. Therefore,
in the absence of validated call data, we assumed that the ratio of children/youth to adult calls
to mobile crisis services was comparable to the ratio of children/youth to adult 911 calls. Crisis
episodes often result in further system penetration after receiving services through 911, first
responders, or EDs. Notably, no non-ED receiving centers are available for children, youth, and
families experiencing behavioral health crises.
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*According to the EDs, as many as 52% of admissions were resolved without further penetration into the
crisis system; however, this does not account for connection with mobile crisis after an admission.

Crisis System Encounter Volume Models
The two models (i.e., the current system and an alternative system) below will show the
general trends in flow through the crisis system based on quantitative volume data received
from organizations across the crisis continuum in McLean County (see Appendix B: Encounter
Volume Across the Crisis Continuum). These analyses are intended to be used for planning
purposes. Both models include estimations where quantitative data were not available. In some
cases, we asked key informants whether our approximations were reasonable in the absence
precises, validated data. Part of a strong behavioral health crisis system is an
organizational/governing structure that can collect data routinely to conduct analyses like these
more frequently and produce more accurate depictions of where the system is currently and
how potential changes could affect the system.
The figures are read from left to right. Crisis encounters transitioning from another point in the
system are depicted by lines entering the crisis component from the left of each setting and
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exiting from the right. The bar length of each system component is proportional to the number
of encounters occurring at that station in the system.
Each behavioral health crisis event that involves interaction with crisis care has one of three
outcomes (exit flows):
1. The person flows/transitions to another crisis setting or agency (i.e., further penetration
into the crisis system).
2. The crisis is resolved (the person is no longer in crisis or needs crisis services).
3. The crisis is unresolved (i.e., no further interaction occurs in the crisis system, including
referral to ongoing services); this may occur when a person refuses care.
Current System Model
The following figure depicts the current adult crisis system, beginning with PATH and 911, the
most common point of entry into the crisis system. Whereas most crisis events that result in an
interaction with PATH are ultimately resolved, interactions with 911 typically result in a call to
first responders (police, fire, or EMS). In turn, a significant portion of these interactions result in
further crisis system penetration. In the current model, mobile crisis response services most
often occur when someone has an ED admission. The Triage Center and the CRU serve a
relatively small number of walk-ins, with very little connection before or after with other crisis
system components. The current system experiences more out-of-county inpatient admissions
as local inpatient admissions for adults.
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Figure A: Current Adult BH Crisis System Flow

Alternate System Model
The following figure models a proposed alternate crisis system. This model assumes that
effective 988 implementation will lead to a reduction in 911 calls as they would be fielded
instead by other crisis lines (i.e., PATH). The alternative model emphasizes mobile crisis
response in the field—as opposed to the ED—and establishes a robust workflow/coordination
protocol with ED diversion to non-ED receiving centers (i.e., the Triage Center and CRU). In this
model, PATH and 911 dispatch refer mainly to mobile crisis response; they also respond to their
direct calls from the community. Utilization of the Triage Center is strengthened through
enhanced relationships with PATH, ED, and first responders, as well as through a public
marketing campaign to increase awareness of Triage Center services. Similarly, this model
assumes that CRU will be re-established and that it will have effective referral and coordination
relationships with PATH, ED, and first responders. With more crisis events redirected into PATH,
Triage Center, and CRU (each with high-resolution rates), more crisis events are resolved
without higher intensive levels of care. Additionally, this model results in fewer inpatient stays
at the local psychiatric inpatient unit (Carle BroMenn).

36

McLean County Behavioral Health Crisis System—Findings and Recommendations
DRAFT, 09/10//22

20

Figure B. Alternative Adult BH Crisis System Flow

Crisis System Continuum Cost Considerations
Based on local system costs (e.g., ED, Triage Center, CRU, inpatient care) and national estimates
of first responder costs and utilization, we estimate that the current McLean County behavioral
health crisis system costs approximately $32.5 million per year.19 The following are some key
considerations when examining current costs:
• Local ED costs appear to be relatively low compared to available benchmark data (the
local cost per episode was $214;20 this figure does not include indirect costs). The
NAAPS national benchmark is $805, which is used with their Crisis NOW calculator, and
the Healthcare Cost and Utilization Project estimates that the average behavioral health
ED cost is $560 per visit among Midwest EDs.21
• In the initial years of operation, the cost for each Triage Center encounter was more
than $1,900. This high encounter expense was principally associated with low daily
service volume. Comparatively, the unit cost of this level of services is expected to be
19

This estimate excludes transportation costs to out-of-county facilities and jail-related costs.

20

Reported by Carle BroMenn; excludes indirect costs.

21

Agency for Healthcare Research & Quality. Substance use disorders in the United States, 2017 #257 (STATISTICAL
BRIEF #257). https://www.hcup-us.ahrq.gov/reports/statbriefs/sb257-ED-Costs-Mental-Substance-Use-Disorders2017.jsp
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between $100 to $200 per unit.22 At the current funding level, the Triage Center would
need to serve seven to eight people per day.
The average length of stay at Chestnut’s CRU was 5 days, with an average cost of more
than $2,600 per day and more than $13,000 per event. These high-cost encounters are
largely the result of very low client volume. Chestnut projects that if they operated at
80% capacity, they would reduce the per diem rate to $400.

Table 7: Estimated Number of Annual Crisis Events, System Encounters and Total Costs

System

Initial Crisis
Events

Total Crisis Encounters
Across the System

Total Costs

Adult System

9,300

18,700

$25.2 Million

Child System

2,300

4,700

$7.3 Million

11,600

23,400

$32.5 Million

Total

This section presents our simulation of the change in the number of service encounters across
the adult system, which illustrates the potential impact of enhancing the behavioral health
crisis system. This simulation is offered for system planning purposes only. It provides an
example of the kind of simulation that the accountable entity and sustainability workgroup
would further refine; it is not intended for immediate fiscal budgeting. The following table
summarizes one calendar year of current adult crisis system events, including annual utilization
events based on CRU's utilization rate. The alternative projection is an example of utilization
across the system, assuming each component is effectively implemented, including system
oversight and governance. The alternative projection includes the following assumptions:
• Effective 988 implementation leads to a 20% reduction in 911 calls, which will be fielded
instead by crisis lines, including PATH and 988.
• Effective referral and coordination relationships with PATH, EDs, and first responders
are established for the Triage Center and a public marketing campaign is created to
improve client utilization. This does not include additional client volume if the Triage
Center were to adopt sobering services.
• CRU is re-established in the community with effective referral and coordination
relationships with PATH, EDs, and first responders. This does not include additional
client volume if CRU were to adopt sobering services.
• Among 911 calls, 32% are referred to mobile crisis response, and the remaining involve
first responder dispatch.
22

Committee on Psychiatry and the Community for the Group for the Advancement of Psychiatry. (2021).
Roadmap to the ideal crisis system: Essential elements, measurable standards and best practices for behavioral
health crisis response. National Council for Behavioral Health.
https://www.thenationalcouncil.org/resources/roadmap-to-the-ideal-crisis-system.
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Among unresolved PATH/988 calls, 54% are referred to Triage, 32% to mobile crisis
response, and the remaining to first responders.
Among first responder encounters, 25% will be resolved in the community; 75% of the
remaining encounters will connect with the Triage Center and 25% with the ED.
The Triage Center will resolve 65% of its calls; among the unresolved encounters, 90%
will flow to CRU and 10% to an ED.
Among mobile crisis responses, 70% will be resolved without further penetration into
the crisis system; among the remaining encounters, 60% will be connected to the Triage
Center, 30% will be connected to CRU, and 10% to an ED.
CRU will resolve at least 90% of its encounters, and the remaining encounters will be
directly admitted to an inpatient facility.
The local EDs will resolve 10% of visits without encountering another system
component. Instead of involving mobile response, 35% of unresolved ED visits will be
redirected to the Triage Center and 35% to CRU. The remaining 30% of unresolved visits
are expected to be admitted to an inpatient unit.

Table 8: Crisis System Utilization

Crisis System Utilization (Adults Only)
System

Current

Alternative Projection

911

4,000

3,250

PATH/988

3,100

4,300

Mobile Crisis

2,750

1,900

Triage Center

300

2,700

CRU

200

1,500

2,450

1,150

Inpatient (non-local)

750

0

Inpatient (local)

700

600

$25.2 Million

$13.5 Million

ED

Estimated Cost

39

McLean County Behavioral Health Crisis System—Findings and Recommendations
DRAFT, 09/10//22

23

Considerations for Enhancing the McLean County
Behavioral Health Crisis System
Oversight and Governance
Establish a Formal Governance Structure for the Crisis System
The McLean County behavioral health crisis system needs a clearly defined accountable entity.
McLean County has no governing body overseeing the behavioral health crisis system.
BHCC appears to be the entity best positioned to serve as a multi-sector, collaborative leader
for the crisis system. BHCC is an advisory body intended to serve as a “forum to discuss
differences, facilitate communication, align strategic plans, and assist with the pursuit of
external funding and technical assistance.”23 However, this charter does not include some key
activities associated with overseeing the crisis system, such as maintaining interagency
collaboration, monitoring system access, ensuring that best practices are implemented with
fidelity, establishing effective communication channels, and monitoring system performance.
Open meeting policies may limit BHCC’s ability to serve as an accountable entity. Such policies
can hinder workgroup sessions and interagency rapport building among management-level
staff. If BHCC functions as the Community Crisis Planning Committee, they should be able to
conduct non-public-facing workgroup sessions.
Table 9: Accountable Entity Roles

Governance Roles
Executive Leadership
BHCC could potentially serve as the executive leadership (or governing board) that makes high-level
decisions. However, if BHCC were to take on this additional role, the County would need to establish
smaller governing groups (e.g., subcommittees and workgroups) that would be responsible for
facilitating the progress of key aspects of the system, such as clinical and administrative practices
across the system, community awareness/marketing, evaluation/performance monitoring, and
coordination of system partnerships (including with first responders and call center leaders). Notably,
BHCC has already established a goal to reconvene the Community Crisis Planning Committee, which
may be a body that could fulfill one or more of these roles. Together, these groups could provide an
accountable operational structure for the crisis system as a whole.
Administration
The accountable entity will need a basic level of administrative support. BHCC already has a full-time
coordinating director and assistant director. These positions could assume formal roles responsible
23

McLean County Board. (2015). Mental Health Action Plan.
https://www.mcleancountyil.gov/DocumentCenter/View/6167/FINAL-Mental-Health-Action-Plan-full-document
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Governance Roles
for overseeing all crisis system operations, or a specialized coordinator role could be established,
which should be distinct, at least in part, from any individual provider or service element and should
be accountable to the system’s executive leadership. Administration role(s) would be responsible for
ensuring that the operational management functions identified below are carried out, such as
overseeing indicators of the individual and collective performance of system components, including
responsiveness to the needs of primary and secondary customers in the community.
Workgroups
A clinical workgroup would include individuals responsible for clinical operations in their organizations
(hospitals, crisis programs, ERs, and others). The task of this group would be to meet regularly (weekly
or biweekly at the beginning) and function as a team to ensure that individuals do not get stuck in
one part of the system because of barriers to access and flow between settings. This group should
also involve medical directors as it would work to facilitate smooth transitions for individuals who
may have medical needs. One aspect of this work is already underway, as McLean County Center for
Human Services (MCCHS) and Carle BroMenn are revising their medical clearance protocol when
mobile crisis is dispatched to the ED.
Other workgroups that could be established to support system implementation include:
• Marketing/public awareness workgroup, which would include training of first responders and other
system components (Many stakeholders and community residents have indicated that they were
unfamiliar with behavioral health crisis services.)
• Evaluation and metrics workgroup responsible for examining key system measures including system
access, adequacy, and performance
• Sustainability workgroup with an emphasis on considering financing needs and opportunities

Suggested Accountable Entity Activities
•

•

Systematically review all best practices deployed by the system components. This
would help establish funding priorities that align with best practice principles for
modern behavioral health crisis systems, such as addressing recovery needs, including a
significant role for recovery support specialists; providing trauma-informed services;
emphasizing suicide prevention; ensuring safety for staff and people in crisis; and
establishing formal partnerships across the system.24 This review would also inventory
where and when screening, brief interventions, coordination/referrals, and intensive
treatment should be implemented. This information would help community partners
select and implement clinical and coordination best practices across the system.
Monitor program implementation across the system, particularly for newer
components. For instance, in 2020, no formal implementation evaluations tracked the

24

Substance Abuse and Mental Health Services Administration. (2020). National guidelines for behavioral health
crisis care: A best practice toolkit. https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioralhealth-crisis-care-02242020.pdf.
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delivery of stakeholder training in new services; assessed the service awareness
campaign;25 analyzed volume/utilization with rapid cycle referral monitoring; or tracked
post-service disposition and follow-up. The system would further benefit from selecting
and monitoring key performance indicators to determine whether the crisis system is
performing as designed and producing the intended coordination and outcomes. Some
essential coordination and periodic data monitoring would also help the system with
strategic implementation. For example, the 211 program only tracks the caller's
demographics (e.g., parent, teacher, concerned adult); it cannot reliably report the age
of the person who is principally in need of support/services. System leadership would do
well to consider funding and/or seek funding to evaluate and monitor crisis system
performance.
Reconcile service regions and jurisdictions. Given the unique mix of service jurisdictions
in McLean County, BHCC could collaborate with other service providers to reconcile
service regions and jurisdictions that affect behavioral health crisis care coordination,
this is a typical challenge of most crisis systems (e.g., Pathways to Success for Youth, the
judicial system’s Illinois Mental Health Task Force/circuit regions, emergency medical
services, and other local behavioral health/crisis-related agencies).

Other Oversight and Governance Considerations
Coordination and Collaboration

Although excellent services exist, the county’s crisis system components operate separately
rather than in an interconnected, comprehensive behavioral health crisis system. MCCHS has
established formal crisis response protocols with the EDs, and staff routinely complete crisis
coordination notes for the EDs. Additionally, the Triage Center, EDs, and MCCHS have created a
standard intake form that is consistent across settings and intended to minimize the data
collection burden for staff and clients. Several agencies have also collaborated on a shared
intake form to expedite transition plans. Overall, however, there are basic to minimal levels of
interagency collaboration/coordination in McLean County’s behavioral health crisis system
when compared to the high levels that characterize formal partnerships, such as routine or
(even better) “real-time” data sharing.
At the time of this report, the county’s 988 program implementation planning is still in process,
and there has been no apparent coordination among first responders. BHCC has the explicit
goal of being an engaged stakeholder during the planning process.
Mobile crisis services and the Center for Youth & Family Solutions’ (CYFS) Screening Assessment
and Support Services (SASS) provide short-term crisis stabilization and care coordination, and

25

BHCC established a goal to conduct a Triage Center marketing campaign in the MHAP 2022 update.
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they are working to align with mobile response stabilization service best practices. The
community values youth mental health and has collaborated to support children and youth
with complex mental health needs and their families in the least restrictive settings possible.
For example, child and youth mental health care providers have collaborated to submit a
SAMHSA grant application for System of Care Expansion funding.
Mental health inpatient planning and coordination are nonexistent with state-run facilities and
are characterized as “poor” by clients participating in this assessment. For example, hospitals
do not communicate any details regarding inpatient visits to outpatient clinicians overseeing
care for those discharged from Carle BroMenn and other inpatient facilities.
System Assessment and Enhancement Plan.

The system would benefit from an assessment and enhancement plan to effectively share and
track the status and disposition of a person in crisis, including where they are, how long they
have been waiting for services, and their need to advance through the system. BHCC is already
planning the development of their crisis-related information exchange; this process ought also
to determine the data points that should be shared among agencies involved in the crisis
continuum in order to facilitate effective “real-time” coordination and promote more post-crisis
follow-up care.
Developing an effective behavioral health crisis system requires attention to the collection and
management of the system- and client-level data necessary for system functioning. This is
already a priority for BHCC (i.e., develop and implement a method for real-time communication
between providers of crisis services). Responsibility for managing the data and the data system
ideally falls to the behavioral health crisis system administrator. One crucial element of this
process is an EHR portal that can give crisis and outpatient providers access to shared clientlevel information such as primary service providers, medications, allergies, crisis plan/advanced
directives, and care plans. Important elements also include quality monitoring of system-,
provider-, and client-level performance indicators such as client flow and continuity (sometimes
referred to as “air traffic control”) through the entire service continuum (from initial phone
contact to ongoing engagement in community crisis services), and service or “bed” registries
that identify real-time available capacity across service providers and levels of care. There may
be future opportunities for state funding to develop some components of this capacity. For
instance, some industry professionals speculate that the community mental health block grant
funding crisis set aside percentage may increase from 5% to 10% soon.

Crisis Continuum
Emergency room overload and backup is the most pressing issue to address when imagining a
comprehensive behavioral health crisis system in McLean County. There is little psychiatric
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treatment or consultation capacity in medical emergency rooms. In addition, most individuals
who present at emergency rooms are voluntary admissions or have highly acute needs related
to mental health or substance use conditions. Although all behavioral health ED visits are
appropriately treated as “security risks” regardless of whether they walk in or are brought
involuntarily, most of the county’s 2,500 emergency room presentations can likely be served in
a crisis stabilization/residential unit.
McLean County’s continuum of crisis services and supports provides a solid foundation for
designing a comprehensive crisis system. The Mental Health Action Plan (MHAP) describes the
county as having a robust continuum of crisis services from least to most restrictive.26 The
MHAP also specifically considers the behavioral health needs of children, youth, and families, as
distinct from adult needs. The MHAP outlines the crisis system across SAMHSA’s three core
elements: someone to call, someone to respond, and somewhere to go.
The following table summarizes the key crisis continuum components for children/youth and
adults in McLean County. Some components are in place, some need to be enhanced, and a few
need to be developed. The McLean County crisis continuum includes most of the core crisis
components to some degree, and some (e.g., mobile crisis) are generally considered high
quality by those familiar with their services. However, it is essential to reiterate that an ideal
behavioral health crisis system is more than just a list of separate components; rather, a team
of components working together.
Table 10: McLean County Continuum of Care

Behavioral Health Crisis Continuum of Care
System Component

Adults

Children/Youth

Regional Crisis Call
Center (“Someone
To Call/Talk to”)

PATH/211/988
911
MCCHS

PATH/211
CARES Line
MCCHS
Project OZ Crisis Intervention

Crisis Mobile Team
Response
(“Someone To
Respond”)

MCCHS

MCCHS
CYFS – Screening Assessment and Support
Services (SASS)

26

McLean County Board. (2022). McLean County Mental Health Action
Plan. https://www.mcleancountyil.gov/DocumentCenter/View/21891/Mental-Health-Action-Plan-2022-Update
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Behavioral Health Crisis Continuum of Care
System Component

Adults

Children/Youth

Crisis Receiving and
Stabilization
Facilities (“A Place
To Go”)

Triage Center
Crisis Residential (Offline)
ED
Inpatient

Project Oz Emergency Shelter
Crisis Nursery
ED
Inpatient (Outside of McLean County)

Connection to
Ongoing Services

MCCHS
Chestnut Health Systems
Private Providers
Higher Education Providers
(Younger Adults)
FUSE

Bridge Academy (School-Based Intensive
Outpatient Program)
MCCHS (Community-Based
Outreach/Embedded Schools Program)
CYFS Youth/Family Intensive Stabilization
Program
Baby Folds (Respite Care and Therapeutic
Day School)
Project OZ Youth Empowered Schools
Program

Regional Crisis Call Center (“Someone To Call/Talk to”)

Several challenges are associated with phone call access for behavioral health services in
McLean County. Having “someone to call’ is particularly complicated for children, youth, and
families experiencing a behavioral health crisis because there is no single crisis service to call.
Youth, families, school personnel, community members, and stakeholders are left to discern
whether they should call 211 or 988, the CARES line, or Mobile Crisis. Chestnut Health Systems
and CYFS have educated many community providers on the age ranges and funding
requirements for access to Mobile Crisis and SASS for children and youth. This uncertainty over
whom to call during a mental health crisis increases the likelihood that a child or youth will
present at an ED for crisis care.
The CARES line is the only entry point to the SASS system for children, youth, and young adults
under the age of 21 who are covered by Medicaid in Illinois. The CARES line staff conducts an
acuity assessment and determine the need for SASS services. The volume of calls to the CARES
line affects the wait time for assessment and, if appropriate, referral to SASS services. McLean
County mental health professionals reported wait times of 1–2 hours (or more) for assessment.
Additionally, some community members perceive a conflict between the CARES line and 988, as
they are two separate call line contractors with apparent redundancies in their scopes of work.
Notably, McLean County stakeholders do not have direct oversight of the CARES line.
Additionally, for children/youth in behavioral health crises, insurance status and age
requirements determine when, where, how, and who provides services, which delays access to
services. In other words, youth and families and service providers must consider insurance
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status before children, youth, and families are routed to the appropriate crisis provider(s), and
they may have to call more than one number to access crisis support. This places an excessive
burden on community members to determine the right place to call, which in turn delays access
to crisis services for children and families.
Crisis Continuum Consideration
The system would benefit from a gradual transition toward establishing a central call center that can
respond to behavioral health crisis events for the whole community regardless of age or insurance
status. It is acknowledged, however, that SASS does not receive reimbursement for cases assessed
and dispatched by the CARES line; this is a legacy policy that makes it difficult to develop potential
workarounds.
Mobile x Crisis Team Response (‘Someone To Respond’)

Most interviewees indicated that MCCHS provides quality mobile crisis services. However, most
mobile crisis calls occur at the ED and MCCHS. The EDs have more than 1,400 walk-ins per year,
and most MCCHS mobile crisis calls (60%) occur at the ED, another indicator that alternative
non-ED receiving centers are underutilized. Individuals and families are often told to go to
emergency rooms; this reduces the potential of diversion to non-ED receiving. Reliance on an
ED visit for a behavioral health crisis encounter causes a significant delay in access compared to
a mobile response in the community.
Additionally, MCCHS requires medical clearance before deploying teams to the ED. (MCCHS and
Carle BroMenn were revising this criterion at the time of this assessment). This type of criterion
often delays rapid response to behavioral health events. (Notably, this is not a limitation of
SASS for children/youth.) Additionally, there are peak periods when a mobile crisis response is
delayed for hours. Establishing a routinely used Triage Center could decrease the frequency of
instances when a mobile crisis response team cannot respond to crises within 30–60 minutes.
Moreover, it could reduce the response time, permitting mobile crisis to occasionally corespond with law enforcement or EMS (see below). According to national data on crisis system
performance, systems can reduce the utilization of high-end services by developing crisis
services that respond early in a crisis and are not in the emergency room.
The capacity of first responders to respond to behavioral health crises could be strengthened in
the community. BHCC has established a goal to consider funding additional CIT training, and we
expect additional CIT investment to be good for the community. When CIT training was initially
provided, nearly all the officers were trained; because of turnover, the percentage of trained
officers is now unknown.
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Further, mobile response coordination with law enforcement, EMS, and other first responders
could create opportunities for deployment of mobile crisis response in the field with the first
responder deployed encounters. This would require enhanced call center coordination
consistent with a “air-traffic-control” level of coordination and event tracking across agencies.
McLean County does not currently have a co-responder program. A co-responder model was
evaluated in 2017, and at that time the program was deemed unsustainable. Still, a component
of modern crisis systems is the ability for mobile crisis response to “co-respond” with law
enforcement when relevant. In some communities, co-response may involve partnerships with
EMS instead of law enforcement. The State of Illinois is currently examining the potential of a
co-responder program. There may be applicable lessons in their investigations that could be
useful in reconsidering a county-level model.
Crisis Continuum Consideration
• Finance standard CIT training for all new law enforcement officers with periodic booster training.
• Examine 988 call center criteria for determining whether calls are appropriate for law enforcement
or mobile crisis; PATH indicated that they follow National Suicide Prevention Line guidelines.
Examining these criteria could lead to the development of co-response protocols that are initiated at
the call center. Los Angeles County, CA; Harris County, TX; and Travis County, TX are examples of
counties that have implemented “co-response” determinations at the call center.
• Explore clinical workflows with the local mobile crisis response teams to assess how to perform
more encounters in the community or at a non-ED receiving center.
Crisis Receiving and Stabilization Facilities (‘A Place To Go’)

Two non-ED receiving centers (i.e., Triage Center and CRU) were established in 2020 to serve
the needs of adults with mental health crises. However, no similar receiving/stabilization center
is available for children, youth, and families. Despite the absence of non-ED behavioral health
receiving center for children/youth and families—and despite a bifurcated crisis call line and
mobile response services—community providers collaborate to prevent or respond to crisis
needs of children and youth. Without such facilities, providers have maintained a strong array
of home and community-based intensive crisis stabilization services and supports in McLean
County. These services have been developed in response to the community’s lack of psychiatric
inpatient and residential care based on the understanding that children, youth, and families
who are experiencing a mental health crisis may need intensive short-term support. Available
crisis stabilization services and supports include the Comprehensive Assessment Team, the
Youth Intervention Program, CYFS’s Family Support Program and Youth/Family Intensive
Stabilization Program, Pathways to Success, and Chestnut’s Juvenile Justice Program. McLean
County children’s providers recognize the need to increase the county’s capacity to provide
intensive home and community-based services and intensive care coordination/High-Fidelity
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Wraparound to uninsured or underinsured children and youth.27 Still, we expect that children,
youth, and families would be well served to have access to a crisis stabilization unit and a shortterm crisis unit.
During FY 2020 and 2021, the Triage Center and CRU were established but considerably
underutilized.28 Both centers reduced or discontinued service due to not being financially viable
or low client volume.29 In 12 months of operation, the Triage Center and CRU were associated
with 7% of crisis events (about 500 encounters); in comparison, data from national exemplars
predict that these centers should be involved with about half (54%, 6,250) of crisis encounters.
Notably, the Triage Center has not been able to fulfill its role as a 23/7 crisis center in McLean
County. Initially designed as a 23/7 center, it now operates 19.5 hours per day (7:30 am to 3:00
am) and is available for walk-in or police/EMS drop-off.
The Triage Center and CRU experienced similar difficulties that limited client volume in 2020
and 2021. The following table summarizes the factors that led to underutilization as identified
by community stakeholders. The precise contribution of any one factor cannot be
independently quantified; however, the combination of factors described below likely accounts
for the most significant challenges. The most frequently mentioned challenge among
stakeholders was a lack of awareness of service availability, criteria, and accessibility for these
centers. For instance, during our review, most key informants, including first responders and
clients, were unaware of the availability of or eligibility criteria for the Triage Center or CRU.
Although the Triage Center has underperformed per its client volume expectations, we believe
that the center has an important role and needs to be expanded to be able to handle more
crisis events, including for individuals with complicated conditions and higher acuity.
Factors for Underutilization of Non-ED Receiving Centers
Factors

Triage Center

CRU

Lack of Community Awareness

X

X

No Transport From ED

X

X

Eligibility Criteria

X

X

27

Title IV-E Prevention Services Clearing House. (n.d.). Intensive Care Coordination Using High Fidelity
Wraparound/High Fidelity Wraparound. https://preventionservices.acf.hhs.gov/programs/330/show
28

Benchmark data from other systems indicate that the Triage Center and CRU utilization should be much higher
relative to psychiatric and ED inpatient utilization.
29

In 2021, a Carle BroMenn ED visit direct cost $214 per admission (the average total cost of ED visits for
behavioral health needs in the Midwest is $560), compared to $1,917 per Triage Center visit or $2,664 per person
per day in the CRU. Note that at 80% capacity, the CRU would cost $399 per person per day.
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Factors for Underutilization of Non-ED Receiving Centers
Factors

Triage Center

CRU

No Implementation Evaluation and System
Integration Oversight

X

X

Workforce Challenges

X

X

Service Disruption Due to COVID-19

X

x

Location Accessibility

X

Secondary Transport

X

Community Perceptions of Care

X

Some stakeholders indicated that transportation to the facilities was not feasible and a referral
barrier. Some cities and programs establish outreach vans, transport coordination, or rideshare
arrangements to facilitate transportation to non-ED receiving centers. McLean County first
responders indicated that the eligibility criteria were too stringent (e.g., excluding people
with any history of violence instead of admitting people with a low violence risk level at the
time of the referral). Some difficulties in establishing strong referral lines and regular client
volume are attributable to the coincidence of the initial COVID-19 pandemic and in-person
meeting restrictions. Moreover, the Triage Center had temporally closed services to the
community to deliver telehealth support to first responders exclusively.
Some delays by the County in responding to emerging challenges in the crisis system can be
attributed to not having a dedicated accountable entity. New county-level leadership (i.e., the
appointment of a new McLean County Administrator) and a long extensive MHAP update
process that focused on all aspects of the mental health system may have delayed response to
emerging needs and challenges supporting the establishment of the non-ED receiving centers.
Additionally, neither the Triage Center nor CRU conducted implementation evaluations or
rapid-cycle data-based quality improvement processes that included on referral management
and outreach approaches. These types of assessments often include several components (e.g.,
daily/monthly volume monitoring, demographic analyses, referral tracking, referral source
tracking, and client satisfaction monitoring) and can yield actionable volume management
strategies (e.g., community training, referral source protocol management, ongoing referral
source feedback sessions).
Still, these receiving centers experienced unique challenges that limited service volume in 2020
and 2021. Some stakeholders indicated that the Triage Center’s location made client access
difficult. CRU/Chestnut leadership found referral performance of community providers to be
considerably lacking and a major factor for their inability to maintain operations. This was in
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addition to dealing with a nationwide behavioral health workforce shortage. Key informants
indicated that CRU experienced multiple ‘secondary transports’ (e.g., law enforcement
returning to transport to ED after dropping off clients) after admission. We believe that early
(even if infrequent) instances of secondary transports from non-ED receiving centers can create
an immediate negative reputation among first responders and considerably limit the likelihood
that they will use the center.
Moreover, some stakeholders (including those with close knowledge of program operations)
indicated that CRU operations, training, and staffing were inconsistent with the crisis
stabilization model (e.g., that it was predominantly operated by medical nurses who were not
sufficiently trained to work with clients who had acute mental health needs). The validity of
these opinions was not substantiated with any empirical support. Nevertheless, they are shared
here because community perceptions like these considerably affect the likelihood that
community providers or EDs will choose to make referrals. The Triage Center also experienced
staffing shortages and high turnover, including leadership turnover. The Triage Center should
be staffed to accommodate 4–5 adult daily visits. Based on their low volume over the first 2
years, the Triage Center would likely be of greater service to the community co-located with
existing health or behavioral health providers, where it would be more likely to receive clients
and connect them with ongoing services. Regardless, medical screening and intervention
capacity should be integrated on site, directly, or through telehealth. Further, the Triage Center
should work collaboratively with PATH (the 211 call center) and the mobile crisis providers to
provide a single coordinated behavioral health response.
This report emphasizes strengthening the non-ED receiving centers because a) behavioral
health crisis estimates and the current pattern of ED utilization make apparent the need for
alternative settings specifically equipped to address behavioral health needs, and b)
implementation of the 2021 Illinois Safety, Accountability, Fairness and Equity-Today (SAFE-T)
Act30 is likely to result in an additional 25–50 jailed residents per day who will be best served in
these alternative settings such as behavioral health crisis receiving centers including sobering
services.

30

Reichert, J., Zivic, A. & Shelley, K. (2021). The 2021 SAFE-T Act: ICJIA Roles and Responsibilities. Illinois Criminal
Justice Information Authority. Pertaining to Public Act 101-0652, HB 3653.
https://icjia.illinois.gov/researchhub/articles/the-2021-safe-t-act-icjia-roles-and-responsibilities
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Crisis Continuum Considerations
• Revise non-ED receiving centers’ eligibility criteria to allow visits/admissions for people who have a
history of violence but are not currently displaying high-risk indicators that they would be a threat
to staff or other clients.
• Finance non-ED receiving center implementation evaluations, which include client volume
monitoring, high-utilizer monitoring, and client and stakeholder satisfaction (i.e., first responders,
ED staff, and other referring agencies.)
• Move the Triage Center to co-locate with other ongoing behavioral health services in the
community.
• Expand Triage Center services to include sobering services as well as services for children, youth,
and families.
• Implement a community-wide crisis continuum awareness campaign that highlights new key
components including 988, the Triage Center, and CRU (if it is re-established).
Special Consideration: Expand the Triage Center To Serve Children/Youth and Families

Non-ED receiving services are high-value components of a comprehensive crisis system that
should be maintained, strengthened, and expanded. Expansion efforts should include an
equivalent non-ED crisis stabilization center for youth and families. Children’s providers work
hard to stabilize children and youth in their homes, schools, and communities. However, there
is a complete absence of psychiatric inpatient and residential treatment for children and youth
in the community. Intensive home and community-based services are not enough for the small
number of children and youth who require short-term placement in an inpatient or residential
facility to keep them safe, stabilize their mental health issues, or return their family to a state of
equilibrium.
Special Consideration: Expand Triage Center to Sobering

In McLean County, more than 200 people per month present in emergency rooms with active
substance use needs/requests, the vast majority of whom are not requesting specific SUD
services such as detox. These individuals often spend many hours in the emergency room.
Frequent service users, such as those addressed in the FUSE project, are also likely to have SUD.
Many individuals with severe alcohol or opioid use disorders benefit from having immediate
access to both safe sobering sites as well as the immediate initiation of Medication-Assisted
Treatment interventions such as buprenorphine for opioid use disorder and injectable
naltrexone for alcohol use disorder. Currently, there is no place where this initiation occurs nor
is there a site that facilities connection to ongoing recovery coaching, care coordination, and
treatment.
Ideally, the Triage Center would expand its population served and array of services to include
any level of behavioral health crisis response that does not require involuntary intervention or
the capabilities of a medical emergency room, such as intoxication sobering and medical
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screening. Specifically, if someone who is intoxicated and suicidal walks in voluntarily to the
Triage Center, that person should receive a welcoming engagement, medical (and detox) risk
screening, suicide risk screening, crisis evaluation, and crisis intervention, including continuing
observation for a period of a few hours if needed. Access to laboratory services and common
pharmacological agents is essential as well. The Triage Center currently can respond to mental
health risks only and would need to be enhanced to respond to individuals with active
substance use and to provide non-ER-level medical screening/intervention (on site or through
telehealth). This would likely involve expanding the Triage Center staffing plan to include EMS
or medically trained personnel. In this vision, an expanded Triage Center could function
independently with the FQHC or be part of the hospital system. It could be funded with a SUD
block grant, but it also could be supported by both Medicaid and other insurance when
available and by health systems interested in reducing unnecessary emergency room visits and
repeat admissions.
Special Consideration: Intensive Short-Term Crisis Intervention Teams

A crisis is not usually a “one-and-done” situation. Although some individuals in crisis can
recover simply through referrals to routine outpatient care, this is not often the case. Children,
youth, and adults in McLean County have limited access to intensive community crisis follow-up
services. These services are an important bridge between higher levels of acute care (inpatient,
crisis residential) and more routine continuing care. These services include office- and homebased options and are provided by a multidisciplinary team that includes prescribers, clinicians,
case managers, and peers. Further, McLean County has no such services to engage frequent
users with persistent, active SUD. There are providers in the community who have experience
with the development of these types of services.
McLean County needs greater capacity for these services for adults and youth who are not
already engaged in FUSE, Assertive Community Treatment teams, or other high-intensity
community services or for those who are too unstable to engage in more routine outpatient
care. In addition, it is difficult to transition all Medicaid populations to regular outpatient care
because of limitations in access as a result of low payment rates. Therefore, we recommend
that McLean County develop intensive short-term (30 days, with some potential for up to 90
days) crisis intervention services for individuals who require that level of intervention—
including daily care coordination, medication support, and home visits—to successfully stabilize
until they can connect to routine outpatient services. Such services can be for youth or families,
adults with SMI or COD needs, and adults with SUD or less severe mental health/co-occurring
disorder needs who continue to use and may benefit from intensive care coordination and
Medication-Assisted Treatment. Peer support specialists are valuable and often essential
members of these teams. These services can be initiated immediately following a crisis
intervention (including mobile crisis) or transitioning from a higher level of care such as a crisis
residential unit or inpatient. Funding may include a blend of health plan and BHCC funding. In
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addition, it is possible to develop such services in collaboration with Child Protective Services
and Juvenile Justice as a mechanism for diverting selected high-risk youth with behavioral
health needs from the juvenile justice or foster care systems.
Special Consideration: Inpatient Mental Health Units

Strategies for expanding access to inpatient psychiatric beds for the most acute and complex
individuals (adults and children/youth) must be developed. This may involve the development
of more beds or more acute beds, but much can be accomplished through better utilization of
existing bed capacity within the community, funding incentives, and improved collaboration.

Basic Clinical Practice
Although this section focuses on non-ED services, the quality of ED services for behavioral
health crises is very important. During client interviews and the community-wide focus groups,
many people indicated that they were disappointed in the inability of ED staff and physicians to
handle a behavioral health crisis. For instance, ED staff and law enforcement officers reported
that some ED visits resulted in secondary transfers to jail as a result of physical encounters
between patients and staff.
We highlight these findings to note that some stakeholders believe that the EDs are not fully
prepared to manage behavioral health crisis episodes. However, Carle BroMenn Medical Center
has one full-time crisis counselor in the ED and is hiring a second, which indicates that they
recognize the need to increase ED staff’s skills and competencies for helping people in
behavioral health crisis. They have also sought approval to embed a behavioral health nurse in
the emergency room. Still, all community crisis care providers (including ED staff) need to
adequately provide behavioral health services; one or two highly trained personnel are helpful
but not sufficient. For instance, the same level of care quality is expected even when specialty
trained staff are on vacation or sick leave. For clients in crisis, their experience in the ED should
be the same as it would be in the behavioral health unit. An effective and comprehensive
behavioral health crisis system has a culture of best practice skills and aptitudes.
Basic Clinical Practice Consideration
• Assess the prevalence and delivery of behavioral health crisis evidence-based practices (e.g.,
trauma-informed care, Safe Clinch) across the behavioral health system.
• Establish a training initiative for all health professionals in the system.
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Appendix A: Key Informant Interviews
Key Informant Interviews
Organization

Interviewee

ABC Counseling

Melissa Box, Clinical Director

Behavioral Health Coordinating Council

John McIntyre, Chairman
Susan Schafer, County Board Member

Bloomington Fire Department

Eric West, Fire Chief

Boys and Girls Club

Tony Morstatter, CEO
Jennifer Hall, Director of Operations

The Baby Fold

Dianne Schultz, CEO

Carle BroMenn Medical Center

Alicia Allen, Director of Emergency and Trauma Services
Theresa Prosser, Director of Medical Surgical Services
and Inpatient Services

Center for Youth & Family Solutions

Stephanie Barisch, Director of Therapeutic Services
Mychele Kenney, Director of Youth Services

Chestnut Health Systems

Dave Sharar, CEO
Matt Mollenhauer, CCO
Tammy Rodgers, Director of Behavioral Health Services

Children's Home & Aid

Mendy Smith, Regional VP
Tiffany Powell, Program Director

City of Bloomington Police

Kenneth Bays, Assistance Chief of Administration

Heartland Community College

Faye Freeman-Smith, Director of Student Counseling
Services

Illinois State University Student
Counseling Services

Dr. Carrie Haubner, Interim Director
David Adams, PhD, Interim Associate Director

Illinois State University Police Department

Aaron Woodruff, Police Officer

MarcFirst

Brian Wipperman, CEO

McLean County Administration

Cassy Taylor, County Administrator

McLean County Center for Human
Services

Joan Hartman, CEO
Meghan Moser, Crisis Program Manager
Kim Freymann, CCO

McLean County Court Services

Mike Donovan, Director
Dennis McGuire, Deputy Director
Suzanne Montoya, Director of Juvenile Services

McLean County Sheriff’s Department

Jon Sandage, Sheriff
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Key Informant Interviews
Organization

Interviewee

McLean County Triage Center

Vanessa Granger-Belcher, Director of Behavioral Health
Coordination
Kevin McCall, Triage Center Supervisor

McLean EMS System

Kris Newcomb, EMS System Manager

NAMI Champaign

Colleen O’Connor, President

NAMI – Heartland Community College

Amy Jeck, Program Assistant

Normal Police Department

Rick Bleichner, Police Chief

OSF St. Joseph Medical Center

Dr. Julie Lewis, MD
Gwendolyn Oyer, Case Manager
Anthony Repplinger, RN

PATH

Chris Workman, CEO
Kevin Richardson, Director of Call Center Operations
Liam Wheeler, Director of Homeless Services

Project Oz

Lisa Thompson, CEO

Regional Office of Education #17

Mark Jontry, Regional Superintendent

Regional Office of Education #18

Trisha Malott, Behavioral Health Coordinator

Normal Fire Department

Mick Humer, Fire Chief
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Appendix B: Encounter Volume Across the Crisis Continuum
Regional Crisis Call Center (“Someone To Call/Talk to”)
PATH operates a call center to assist those in crisis. Based on 2021 data, PATH answers nearly
3,100 adult and 50 child/youth behavioral health crisis calls in a year. Most adult crisis calls
(72%) are resolved without needing other behavioral health care, and about 14% require
referral to outpatient treatment and the McLean County Center for Human Services (MCCHS)
mobile crisis team. A small number of remaining adult calls are connected to an inpatient
hospital, law enforcement, 911, or the Triage Center.
Many children, youth, and their family members call the Crisis and Referral Entry System
(CARES) line during crisis episodes. There are approximately 1,400 calls to crisis centers for
children and youth (including PATH and the CARES line) in a year. Among these, about 48% are
resolved without further need for behavioral health services, an additional 48% are connected
to mobile crisis, and < 1% receive care at an emergency shelter or are connected to an inpatient
hospital.
Based on 911 data from Bloomington and our correspondence with METCOM, we estimate that
McLean County has 4,500 behavioral-health-related 911 calls per year. If 911 reflects trends in
mobile crisis calls across age groups, we would expect that about 4,000 of these calls are
associated with adults and 450 are associated with children or youth. Typically, each 911 call
involves one or more first responders, including EMS, fire, or police.

Crisis Mobile Team Response (“Someone To Respond”)
MCCHS operates 24/7 mobile crisis services. In 2021, there were 3,171 calls for mobile crisis
services from 1,608 callers. Using the demographics of unduplicated callers, we can estimate
the following data about crisis calls by age group in any given year.
Mobile Crisis Service Utilization
Adults

Children/Youth

Among approximately 2,750 adult calls for mobile
crisis:
• About 60% are connected through EDs
• 24% come from community settings (e.g.,
doctor’s offices, workplaces, homes)
• About 16% are connected through PATH
• Less than 1% are connected through law
enforcement or CRU
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Based on data from 2021, approximately 320
youth receive mobile crisis service through
MCCHS and 660 receive mobile crisis services
through the Center for Youth & Family
Solutions (CYFS) CARES line.
Among MCCHS mobile crisis calls, 58% are
served in EDs and 42% in community-based
settings.
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Mobile Crisis Service Utilization
Adults

Children/Youth

More than half of these calls are resolved, including
44% of which are connected to outpatient services.
Among the 48% of mobile crisis responses that are
unresolved, we estimate that approximately:
• 13% are connected to 211
• 19% require connection to inpatient care
• 14% are unresolved without additional services
(such as refusing services)
• 3% result in law enforcement outreach, referral to
Triage, or admission to CRU or an ED

Among all calls to MCCHS and CYFS mobile
crisis services, approximately:
• 61% are diverted back to the community with
outpatient care
• 5% are resolved without further need for
outpatient services
• 4% refuse care
• 30% require additional care, including:
§ 24% who are hospitalized
§ 4% who are connected to the CARES line
§ 2% who are connected to the police,
juvenile justice, or the ED

Crisis Receiving and Stabilization Facilities (“A Place To Go”)
Table 7: Crisis Receiving and Stabilization Facilities (“A Place To Go”)

Non-ED/Inpatient Receiving Centers
Triage Center
In a year’s time the Triage Center receives an estimated 300 encounters31 for adults in crisis per year.
Most calls (83%) contact the Triage Center through self-referral/walk-in or community referrals such
as primary care physicians, homeless shelters, friends, or family members. About 8% are connected
through law enforcement, and 5% are connected through an ED. The rest connect to the Triage
Center through mobile crisis (3%) and 211 (1%).
The vast majority (89%) of calls to the Triage Center result in resolution either by connection to
outpatient care (68%) or with no need for outpatient care (21%). Among the 11% that are not
resolved, 9% need additional services through an ED and a small proportion either refuse further care
(1%), are connected to crisis residential (1%), or (even more rarely, < 1%) are connected to law
enforcement.
Crisis Residential Unit (CRU)
CRU provided data for adult admissions to CRU and detox beds in aggregate. When CRU was in
operation, there were approximately 200 adult admissions per year. Most (78%) entered CRU as walkins or through community referrals, 15% entered through mobile crisis, 6% were admitted through a
law enforcement referral, and 1% through a connection from the Triage Center. Upon leaving the
CRU, 98% of crises were resolved, including 86% with a referral to outpatient services, and 2%
received connection to residential services.
31

Referral and disposition data were provided in 2020–2021 aggregate. Therefore, the following breakouts are
estimates for 2021 calendar months based on data submitted by the Triage Center.
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Emergency Departments
Carle BroMenn Medical Center
Carle BroMenn identified nearly 2,400 behavioral health visits in 2021, about 25% of whom were
children or youth and 75% of whom were adults. Among all visits, 60% entered via walk-in, 35%
entered through EMS, 4% entered through detox, and 1% entered through the mobile crisis team.
Nearly half were resolved in the ED and then connected to outpatient care (47%), and 35% were
admitted to an inpatient facility. Five percent resulted in either a disposition to law enforcement,
resolution without further need for a referral, or refusal of care, and 3% resulted in detox admission.
OSF HealthCare
In 2021, OSF had 745 behavioral-health-related admissions at the time of the data request. Breakouts
by age group, disposition prior to admission, and discharge outcomes were not available. To simulate
flows in this project, referral source and discharge outcomes were estimated based on data from
Carle BroMenn.

Inpatient Admissions
Mental health crises in McLean County result in inpatient admissions for about 1,450 adult and
470 children/youth in local and non-local hospitals each year, including nearly 160 inpatient
admissions among adults at Carle BroMenn. Based on data received from Carle BroMenn and
other providers, we estimate that in any given year nearly half (42%) of local adult inpatient
visits are admitted from EDs and slightly more than one third (36%) come from mobile crisis
response services. In addition, 16% come from another inpatient hospital, and 5% from
PATH/211. The vast majority of adult inpatient admissions are resolved (98%). Unresolved
inpatient hospitalizations include those sent to another inpatient facility or those involved with
law enforcement. The PATH/211 line also indicated that a small portion of their calls (4% of
PATH calls, 18% of local inpatient visits) originate from inpatient hospitals; this suggests that
upon leaving inpatient facilities, many people are connected to additional resources through
PATH. Among child and youth inpatient visits, about half (48%) come by means of EDs and half
(52%) come from mobile crisis response services.
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OFFICE OF THE ADMINISTRATOR
(309) 888-5110
FAX 888-5111
115 E. Washington St., Room 401 P.O. Box 2400

TO:

Bloomington, IL 61702-2400

Honorable Chairman and Members, McLean County Behavioral Health Coordinating Council
Ms. Cassy Taylor, County Administrator

From: Kevin McCall, Director of Behavioral Health Coordination
Date: September 9th, 2022
Re:

McLean County Behavioral Health Coordination Updates

Please allow this memo to serve as an informative document and update on items relative to the
Behavioral Health Coordinating Council and the programs operated under the direction of McLean
County.
1. McLean County FUSE Program
a. Attached are charts that provide details about FUSE participants for the month of July
2022. It should be noted that given the nature of FUSE, including the approach to
outreach to new participants (rather than a referral system like other programs), data
may not significantly change on a month-to-month basis. To provide a more
comprehensive overview of the program and its impact, an additional infographic
illustrates an impression of the program’s treatment outcomes from inception to July
2022.
i. Overall, the average statistics for FUSE participants continues to indicate
reductions in shelter usage, ED utilization for mental health reasons, and
decreased justice contacts.
b. As of September 1st, 2022, there were 12 participants.
i. 8 of 12 participants are currently housed and not utilizing shelters.
ii. 2 of 12 participants are currently employed and/or utilizing employment support
services through our collaborative relationship with Bridgeway, Inc
c. Potential Participants
i. There are currently 10 potential active participants. Active potentials are
individuals we have contacted but are waiting for releases of information or
records from the hospitals to confirm eligibility for the FUSE program.
ii. There are currently 7 outreach potential participants. Outreach potentials are
individuals who are listed on the intersection list from our data matching tool or
referred to FUSE by another community agency, but we have not yet been able
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to contact them because of lack of contact information and/or they are in jail or
the hospital.
d. Outreach continues to be done by FUSE staff to individuals who intersect the homeless
system and justice system, as identified by the data matching tool previously created in
partnership with the University of Chicago and the Corporation for Supportive Housing.
Referrals also occur from numerous sources within the community, such as hospitals,
other providers, and the justice system. Additional tracking will begin to assess the
effectiveness of these direct outreach efforts. Updates will be provided at future
meetings.
2. McLean County Triage Center
a. The Triage Center serves as an in-person option for individuals experiencing a
behavioral health crisis, offering an alternative to emergency departments and/or the
justice system.
b. To date, individuals who have been served by the Triage Center have arrived both
independently by self-referral/walk-in and by law enforcement diversion efforts.
c. Attached are charts documenting additional data. The additional data shows client data
specific to the months of May 2022, June 2022, and July 2022.
i. July 2022 marks the second-highest number of encounters since the opening of
the Triage Center in March 2020. June 2022 is the most with 125 total
interactions. Number of encounters has continued to increase over the past three
months.
ii. Walk-ins continue to remain the primary referral source. Direct outreach to reengage with community partners has begun with hopes of increasing referral
numbers across the board. Additional tracking will begin to assess the
effectiveness of these direct outreach efforts. Updates will be provided in the
following months.

3. CureMD EMR implementation
a. Cure MD implementation is underway. We are hopeful to have a go-live date before
Nov 1st 2022.
4. McLean County Behavioral Health Community Forum (2022)
a. This year’s forum will be held in-person on Tuesday, October 4, 2022, at the
Bloomington-Normal Marriott Hotel & Conference Center.
b. Registration has started. Links can be found on our Events Page(
https://www.mcleancountyil.gov/1498/Events), Facebook, and the handout provided.
c. BHC is still looking for volunteers to assist with Forum.
5. RISE McLean County (Resilience Inspires and Spreads to Everyone in McLean County)
a. The core team and two subcommittees for 2022 (Data and Training Development)
continue to meet.
i. Subcommittees’ initial products are completed. These products are attached to
this month’s report.
1. The Data Subcommittee developed a “Trauma vs.
Resilience” Infographic.

www.mcleancountyil.gov
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2. The Training Development Subcommittee developed a “Trauma, ACEs,
and Resilience” PPT Training with pre-tests/post-tests.
b. The initiative voted on a logo, between two options, during the August core team
meeting.
i. The initiative logo is:

1.
ii. The logo was designed by Kyle Mueller, McLean County Administration, and
she put a lot of creativity and thought into this design. We thank her for her
efforts.
iii. The chosen logo will be utilized going forward to help brand the initiative and
allow for recognition of the initiative’s work throughout the community. An
updated overview infographic is attached to this month’s report.
c. The creation of the webpage continues to progress. Updates will be provided in the
following months.
d. Peace4Tarpon plans to highlight their work during the September core team meeting
(Originally scheduled for August, it was postponed due to technical issues). Sharing
each other’s’ work allows for learning and showing support to move this work forward.
e. RISE McLean County will also be represented at the 2022 Behavioral Health
Community Forum in the “Build Your Resilience Toolbox” track by Keith Brotheridge
from The Baby Fold. He will be utilizing the “Trauma, ACEs, and Resilience” training in
his presentation.

www.mcleancountyil.gov
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FUSE
July 2022 Data
For Executive Committee Meeting- September 2022
Total

FUSE Participant Data
18
16
14
12
10
8
6
4
2
0

2 Unknown Status

7

15.93

6
6
5
4
3
3

1
Duration in FUSE (Months)
Average

2

Receiving Employment
Supports
Total

1
0

1 Unknown for
Employment Supports

Housed Before FUSE

Housed Currently

Average
250

225.5

200
150
100
50.14
50
0
Prior HMIS (Days)

HMIS Days Since FUSE
(Days)

Average

Average

6

3

2.79

5.07
5

2.5

4

2

3

1.5

2

1

1
0.64

1

0.5
0

0
Prior Jail Contacts

Prior ED Contacts

Jail Contacts Since FUSE
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ED Contacts Since FUSE

MCLEAN COUNTY FUSE PROGRAM
Jail Contacts

19
Total clients served by
the FUSE Program from
July 2019 to July 2022

4.34

.53

average per person
before
FUSE Involvement

average per person
after
FUSE involvement

Total contacts across all systems are almost

4x

higher on average before FUSE involvement vs total
contacts on average after FUSE involvement

3.47 to 1.05

6

average ED visits
for mental health
reasons were
reduced from
before FUSE
involvement to
after FUSE
involvement

active clients are
currently housed

180.1 to 39.95

shelter bed days on average before FUSE
vs
shelter bed days on average after FUSE

521.56

average number of days a client
is active in the FUSE Program
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Data for July 2019-July 2022.
Data shown is when client
was active in the program.

Triage Center
May-July 2022 Data
For BHCC Meeting – September 2022

Encounters by Month

Clients Served

57
May

97

Unduplicated

26%

Two visits

June

62%

12%

July

125

Referral Source
Law Enforcement
Mobile Crisis
Self
Friend/Family
Chestnut
Bus Ads (inside)
Bus Ads (back)
Facebook or Twitter
PATH
Carle BroMenn
OSF
Other
Total

Number of Individuals
13
1
171
14
2
0
0
0
53
5
0
20
279

More than two
visits

Law Enforcement
Referrals
Bloomington Police

3

Normal Police

7
3

McLean County
Sheriff
ISU Police

Time Spent in Triage Center
4%
6%

1 Hour or less

Average Time Spent in Triage (minutes)
180

1-2 Hours

16%

37%

2-4 Hours

6-8 Hours

11%

8-10 Hours

26%

More Than 10 Hours
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Previous Mental Health
DX
6%

Yes
No

Unknown

94%

Suicidal Ideation
3%

Assessment Performed
6%

15%
Past
Present

7%

Assessment

Recurring

No Assessment

None

75%

Unkown

94%

Age Range
.007%

Ethnicity

.004%
6%

18-21

.004%

White

22-30

20%

10%

31-40

11%

7%

51-60

22%
29%

Asian

15%

41-50

8%

61-70

71%

71-80

Black or African
American
Hispanic or Latino

80+
Note: One age is unknown.
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Zip Codes
6%

Discharge Location

3%

1%
61701

Home

61704

Shelter

57%

61761

90%

Hospital

38%

61705

CRU

Other

Other

Unknown

2%
3%
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RISE McLean County
Resilience Inspires and Spreads to Everyone
Resilient Together

Mission
Statement

Purpose
Statement

To support McLean County in

Individuals and Communities can experience trauma.
Traumatic experiences can create a sense of fear and

creating a trauma-informed and

helplessness and bring up a variety of challenges that can
overwhelm resources for responding and coping. Trauma is

resilience-oriented county through

unpredictable and whether it is prolonged or temporary, it
can have lasting adverse impacts on individuals and

helping individuals and communities

communities. With positive supports in every aspect of life
(home, school, work, etc.), resilience can be built and

build resilience and organizations

strengthened to help individuals and communities heal from
trauma.

become trauma-informed.

Vision
Statement

Values

McLean County will strive to be a place
where all individuals in the community

1. Safety, 2. Trust and Transparency,

can feel safe, healthy, and supported

3. Peer Support, 4. Collaboration,

through relationships and environments

5. Empowerment, Voice, and Choice,

that are trauma-informed and

6. Cultural Humility

resilience-oriented.

Slogan

Logo

Resilient Together

Webpage
Coming Soon
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RISE McLean County
Resilience Inspires and Spreads to Everyone
Resilient Together

Vs.

a
m
u
Tra

Resilien
ce

What Is It?

Resilience is the ability to rise above or bounce back from
adversity, using available resources to address the hardship or
consequences of an adverse event.
Protective Experiences are positive experiences and
supports that can buffer the adverse effects of
trauma/ACEs

Trauma refers to one or more events or circumstances, that
are experienced by individuals or communities and that have
lasting adverse effects.
Adverse Childhood Experiences are traumatic events that
occur before age 18

Examples
Supports: Family, caregivers, friends, supports
within the community

Household: Domestic violence, abuse, or
neglect, homelessness, parental mental illness,
divorce
Community: Discrimination, violence, food
scarcity, poor housing quality, lack of jobs

Environment: Safe and stable home, adequate
access to food, academic resources, employment
stability

Environment: Natural disaster, pandemic,
tornado, record heat, wildfires

Experiences/Skills: Engaging in hobbies, selfregulation skills, social skills, self-esteem
*Not all possible types of resilience are listed above.

*Not all possible types of trauma are listed above.

Prevalence and Impact

Resilience Buffers
the Effects of Trauma

CDC study suggests

67%
People have at least 1 ACE

Resilience Can Be Built In Many Ways
Hobbies

Relationships

More than 1 in 5 people have 3 or more ACEs

Unplug from
electronics

ACEs can affect
Behaviors

Health
Scan QR
Code for
References

Good sleep

Life
experiences
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Supportive & inclusive
environments

Laughing

& More
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70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

89

90

91

92
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5TH ANNUAL

MCLEAN COUNTY
BEHAVIORAL HEALTH
COMMUNITY FORUM
mcleancountyil.gov

Joint Keynote Presentation

FREE PARKING,
compliments of the
Town of Normal
Attendance is FREE!

Mary Campbell
&
Feli Sebastian

Lunch is only $10 for those
that register in advance!

"We Are All In This Together
and Together We Are Stronger"

CEUs for several professions
provided for $10 for those
that register in advance

Keynote Presentation Sponsored by

WE ARE ALL IN THIS

TOGETHER

Tuesday, October 4, 2022
7:30 AM - 4:30 PM

Bloomington-Normal
Marriott Hotel & Conference Center

24 breakout sessions on behavioral health topics among 6 tracks: Adult Behavioral Health, Child and Adolescent
Behavioral Health, Informed Topics: Substance Use, Law & Justice, Build Your Resilience Toolbox, and Emerging
Trends and Community Behavioral Health Updates. A Resource Fair will be available as well.

Presented in partnership by

Additional Presenting Partners
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Circuit Court

Scan QR Code for information
on how to register

