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Illinois Mental Health Services Strategic Plan Task Force 
ADULT CLINICAL SUBGROUP MEETING 

November 1, 2012 
 Name Affiliation 

X Beedle, Dennis DMH 

 Binion, Theodora DASA 

X Burson, Katherine DMH 

 Casey, Kevin DDD 

X Hampton, Brenda DMH 

X Irving, Anne AFSCME 

 Kahl, Christine Southside Office of Concern 

 Knaebe, Diana Heritage Behavioral Health 

X Manker, Jackie DMH 

X Mercer, Orville Chestnut Health Systems 

 Miller, Emily IARF 

X Niccolai, Eileen Thresholds 

X Pavick, Debbie Thresholds 

X Reinert, Lee Ann DMH 

X Seitzer, Bruce C4 

X Stellon, Ed Heartland Health Outreach 

 Stover, Janet IARF 

X Summerfield, Jean HFS 

X Zeiger, Laura  Illinicare 

   

X Kurz, Dennis DMH 

   

 
 

Welcome and Introductions 
Co-Chairs:  Debbie Pavick, Thresholds and Jackie Manker, DMH 
 
Purpose and Goals of the Meeting 
Overview of the Mental Health Strategic Planning Process:  5 year strategic plan on Mental 
Health services required by legislation and report due in February.  Legislation also prescribed 
membership to Mental Health Strategic Plan Task Force responsible for development of this 5-
year plan.  The Strategic Plan Task Force has met and identified 4 major committees:  

Children and Adolescents (DMH facilitator Dr. Renee Mehlinger) 
Forensic (DMH facilitator Dr. Anderson Freeman) 
Administration (DMH facilitator Dr. Mary Smith) 
Adults (DMH facilitator Director Dr. Lorrie Jones) 

The Adults subgroup met and identified 4 areas of focus groups: 
 Continuum of Care (DMH facilitator Dr. Lorrie Jones) 
 Rehabilitation & Recovery Supports (DMH facilitator Lee Ann Reinert) 
 Veterans (DMH facilitator Dr. Debra Ferguson) 
 Clinical Services (DMH facilitator Jackie Manker) 
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Review of Adult Clinical Services charter (attached):  The Group reviewed the attached charter 
and accepted our charge to: 

1. Identify current strengths and gaps in the current mental health system. 
2. Develop strategic priorities, vision and action steps necessary to 

create/expand/sustain a comprehensive array of identified clinical treatments 
designed to aid in reducing the risk of psychiatric symptoms and/or to aid  in the 
recovery of adults from mental health disorders, focusing on those that are 
evidence-based or best practices, culturally diverse, accessible, and of good quality. 
 

Timeline for completion of tasks:  The final deliverable will be a written report (expected length 
of 5-10 pages) due December 31, 2012.  Co-chairs will give verbal reports of progress on 
November 15 and 30 and December 15.   
 
Group Discussion 
Strengths of the Current System: 

 Robust network of providers. 

 Longitudinal relationships with vulnerable population. 

 Providers attempt to be inclusive of co-occurring diagnosis. 

 MFP agency resources (other than FFS dollars) committed to population leveraging 
other funds from feds, county, private and supports. 

 Continuum of care exists. In point – community care including new supports for those 
exiting IMDs. 

 Learning of awareness of our gaps from serving Williams’s members. 

 Services grounded in principles of recovery. 
 
GAPS of the current system: 

 Current Rule 132 does not help us serve those with complicated disorders.  Care is not 
reimbursed adequately when attached to specific diagnosis and rule. 

 Care does not consider complicated diagnosis – co morbid not appreciated in planning 
by consumers.  

 Does carve out model allow for services people need.  (both development of, and 
creation of new services). 

 Data not driving services . 

 Lack people and places to deliver right services. 

 Disparity of services across total system.  Full continuum does not exist everywhere. 

 Financing structure does not allow all services available across the state. 

 Lack of technology to meet service gaps. 

 Workforce development – training of staff where a need exists. 

 Money for access to inpatient care is shrinking for those without funding.  Care - Rule 
132 NMR is inflexible. 

 Unfunded individuals have limited access to services. 

 Rate structure does not provide incentive to provide right services. 

 Infrastructure of how services should be delivered is weak.  Trauma informed care. 

 No access to psychiatry after discharge. 

 System not driven by outcomes. 
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 System not efficient or rational. 

 Services siloed across system boundaries.  Providers have limited access to IMDs, private 
hospitals. 

 Lack of coordination for collaboration. 

 Rule 132 does not allow providers flexibility to provide all needed services, e.g. with 
activity daily living skills 

 Rehab professional not designing service plans for complete rehab needs.  Rate 
structure does not pay for this. 

 Dependency vs. recovery is ideology getting in the way.  We may need custodial care. 

 Recovery supports vs. rehab supports. 

 Outcomes not defined for current system.  Rule 132 does not consider outcomes. 

 Outcomes not tied to population and individual level. 

 Inconsistent range of services available based on consent decree. 
Williams     Others  Non-Medicaid 
Drop in employment housing subsidy         ?            ? 

 No incentive to provide EBPs/or Innovative services. 

 Rule does not address need for prevention services e.g. young adults (illness & 
disability). 

 Need more crisis services. 

 May not have right providers in system. 
 
Strategic Priorities: 

 How do we braid resources of funding to overcome regulatory bodies, etc. to serve 
entire needs of person. 

 What does data (e.g. ICP) tell to inform us. 

 Technology to meet service gaps across the state of telepsychiatry. 

 Linkage of transitional coordination across jail, hospital systems where those with SMIs  
are. 

 Rate structures of taxonomy need to support outcomes. 

 Develop outcomes. Must be specific to population and individual. 

 Advocates for appropriately funded system. 

 Open up the State Rule 132. 

 Align outcomes with incentives which help provider deliver services needed to assist 
client to be successful. 

 Risk adjusted rates tied to person’s assessment of diagnosis data of rate structures. 

 Incentivize  value driven work. 

 MH providers should not have to take a back seat to integrated care. 

 What services need to be integrated? What need to be facility specific? What is best for 
patient care? 

 Does integration decrease stigma?  

 Other diagnosis – TBI , Parkinson 

 Should services be diagnosed specific – who’s responsive? 
 

Next Meeting: Friday, November 16th, 10-12pm  
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Illinois Mental Health Services Strategic Plan Task Force 
Committee on Adults 

Charter for Clinical Treatment Work Group 

Authority/Context   Public Act 097-0438 - Sec. 18.6.  
Mental Health Services Strategic Planning Task Force 

Charge to the Task 
Force Pursuant to 
the Enabling 
Legislation  

“….[T]o develop a 5-year comprehensive strategic plan for the  State's mental 
health services. The plan shall address the  following topics:  
(1) Provide sufficient home and community-based services to give consumers real 
options in care settings. (2) Improve access to care. (3) Reduce regulatory 
redundancy. (4) Maintain financial viability for providers in a cost-effective 
manner to the State. (5) Ensure care is effective, efficient, and appropriate 
regardless of the setting in which it is provided.  
(6) Ensure quality of care in all care settings via the use of appropriate clinical 
outcomes. (7) Ensure hospitalizations and institutional care, when necessary, is 
available to meet demand now and in the future.” 

Work Group: 
Clinical Treatment  

Effective approaches to care include screening, assessment, diagnosis, and clinical 
treatments/service interventions. Clinical services are required to achieve 
remediation or recovery of a health problem, particularly a mental health 
problem, to alleviate or to prevent a worsening of the disorder or one or more of 
its symptoms or manifestations.  A holistic approach to treatment is optimal and 
will maximize positive health outcomes as a myriad of co-morbidities can be 
addressed. A range of clinical treatment and interventions exist that are evidence-
based or represent promising practices.  In addition, services can be preventive in 
nature and may reduce the likelihood of the manifestations of disorders.   

Charge to the 
Work Group  

The Work Group shall develop a set of strategic priorities, goals and beginning 
action steps necessary create and/or expand and sustain a comprehensive array 
of identified clinical treatments designed to aid in reducing the risk of psychiatric 
symptoms and/or to aid  in the recovery of adults from mental health disorders 
focusing on those that are evidence-based or best practices.  The Work Group 
shall consider the adequacy of the service taxonomy to address the needs of the 
population, including specific needs based on culture, ethnicity, disability, and 
history (including criminal justice involvement) of the individual.   The Work 
Group shall also consider and address the relevant mandates in the enabling 
legislation (see list above). The Work Group shall also identify strengths of the 
current system vis-à-vis clinical treatments as well as gaps and opportunities. The 
final deliverable will be a written report (expected length of 5-10 pages).  

Timeline Work Group Report due by December 31, 2012 delivered via email to Lorrie 
Rickman Jones, Ph.D. at LorrieRickman.Jones@Illinois.gov    

Co-Chairs Jackie Manker and Debbie Pavick 

Reporting and 
Communications 

The Work Group’s Co-Chairs are to provide a brief written status report on the 
15th and 30th of the months up to the conclusion of the Work Group’s activities. 
The progress reports will be shared with the full Adult Committee and, in turn, will 
be reported to the full Task Force.  
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