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Mission
To provide leadership to ensure the prevention and treatment of mental
illness, developmental disabilities and chemical abuse by planning,
coordinating, developing, and contracting for quality services
for all citizens of McHenry County, Illinois.

Vision
All McHenry County residents experience optimal mental wellness through
access to an integrated system of behavioral healthcare services of
excellent quality representing a recovery and resiliency focused, consumer
driven, and culturally inclusive community-based continuum of care.

Values
We lead the way in transforming lives and systems
through partnership and planning.
We empower individuals and families toward
mental wellness and resiliency.
We are accountable for quality, cost-effective services.
We value diversity in services, staff, and community.
We provide education in order to aid recovery and prevention.

Recovery is variously
called a process, an
outlook, a vision, a
guiding principle…
the overarching
message is that hope
and restoration of a
meaningful life are
possible, despite
serious mental
illness… Instead of
focusing primarily on
symptom relief, as the
medical model
dictates, recovery
casts a much wider
spotlight on restoration
of self-esteem and
identity and on
attaining meaningful
roles in society.
Mental Health:
A Report of the Surgeon General,
Chapter 2, 1999

Empowering Minds

Transforming Lives

Executive Summary

Recovery Oriented

Person Centered

Culturally Sensitive

Evidence Based

Family Focused

Value Dedicated

Outcome Validated

The purpose of the Three-Year Plan is to provide a road map for prioritizing and
guiding the Mental Health Board’s direction in facilitating the delivery of
behavioral health services to residents of McHenry County. Methodology for
developing the plan is complex and time intensive. The 2012-13-14 Three Year
Plan utilizes information gathered through the 2010 McHenry County Healthy
Community Study, continual community input, and annual public hearings
designed to engage individuals and families affected by behavioral health issues.
It also takes into account the data gathered from sources such as the National
Institute of Mental Health and the U.S. Department of Health and Human
Services Healthy People Study 2010. Additionally, the federal, state, and local
climate needs careful consideration.
Results of the 2010 McHenry County Healthy Community Study prioritized four
areas of need. In addition to identifying a need for an information and referral
system, access to dental care for our low-income population, and taking
measures to control obesity, the study found that the County needs better
access to mental health and substance abuse services. The stigma commonly
attached to many behavioral health issues was commonly listed as one of the
reasons that people are reluctant to seek services. The study also noted that
federal and state funding shortfalls have affected deep cuts in many services.
Through many study sessions, Mental Health Board members analyzed available
data, and within the focus of the mission, vision, and values of the MHB,
targeted several goals for the coming three years. These include continued open
mindedness to new strategies that encourage best practice and expanded
capacity for service provision, promotion of family and consumer based
organizations and community collaborations, supporting prevention and
recovery services, and working to eliminate the stigma that so often blocks the
way to getting services that lead to recovery.
As we look to the future, our plan includes continued focus on developing the
best service delivery system possible for our community. We strive to lead the
way to a system of care that provides the best integration of mental and physical
care possible. Additionally, we seek to respond to the needs of those currently
unserved and underserved. In these tough economic times, collaboration is
critical, and the MHB will persist in leading collaborative efforts that eliminate
duplication of services and focus on the use of evidence-based practices.

Consumer Driven
Please visit the MHB Web site at www.mc708.org and
www.MchenryCountyNetworkofCare.org for further information.

Alexandria “Sandy” Lewis, MPA
Executive Director, Mental Health Board

Don Larson
Mental Health Board President

620 Dakota Street - Crystal Lake, Illinois 60012 - 815.455.2828 - Fax: 815.455.2925 - www.mc708.org

Meaningful change
is not possible
if we don’t
work across systems.
Cherryl Ramirez,
former director,
Association of Community
Mental Health Authorities of Illinois
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Part I - Introduction
History & Mandates of the 708 Board
In 1967 voters in McHenry County established a community mental health board and chose to levy an
annual tax for the purpose “...of planning and funding mental health, developmental disability and
substance abuse services” (ACMHAI, 2007, p. 2).
This special purpose unit of the county government is regulated through the Community Mental Health
Act—Illinois House Bill 708. The Bill mandates the McHenry County Mental Health Board (MHB) to
administer the mental health fund through the direction of a nine-member board of community
representatives appointed by the county government. Under the mandates of the Illinois Community
Mental Health Act, the board is required to:





Review and evaluate community mental health services and facilities.
Plan programs for community mental health services and facilities.
Consult with others regarding the most efficient delivery of services.
Appropriate funds to maintain mental health services and facilities.
(ACMHAI 2007)

To carry out these responsibilities Board members are committed to learning, implementing, and
promoting the best practices of leadership throughout our McHenry County system of services to
ensure high quality and cost effectiveness. They continuously assess the behavioral health needs of
county residents and evaluate available services and resources. They also continuously engage in policy
development concerning governance of all access, quality and cost concerns related to community
behavioral healthcare needs. Additionally, the MHB consults with local, state, and national agencies to
promote, enhance, and create needed mental health services and to develop innovative strategies for
funding them.
The MHB has developed a comprehensive community-based network of services, programs and
agencies that represent its vision for a continuum of care. (See Appendix H: Funded Agencies). This
vision recognizes the diversity of strengths, disabilities, motivations, goals, backgrounds, and needs of
adults, children, and adolescents who have mental health, substance abuse and developmental
disability concerns.
The MHB considers the special needs of adults, children, and adolescents in planning for an effective
countywide service delivery system. For children with severe emotional disturbances, the goal is to
provide family-focused services that consider the needs of the child and family. Special emphasis is
placed on provision of services that are sensitive to the needs of adolescents transitioning to adulthood. In planning services for adults with behavioral health issues, the goal is to focus on individual
recovery through person-centered care. For developmental disabilities, the MHB and the development
disabilities community back a person focused and centered system of supports that allow for full
integration in community life.
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The Community Mental Health Act, House Bill 708, mandates the MHB to maintain overall planning for
the delivery and operation of mental health services within the county and to arrange for the provision
of services and operations of facilities by provider agencies in the area. It also requires the MHB to
review and evaluate community-based services, and to prepare a written three-year plan for a program of community mental health services and facilities (Illinois Community Mental Health Act).
The three-year plan summarizes information gathered through an ongoing strategic planning process
based on the Community Oriented Needs Assessment Model (Neuber 1980). As shown in Figure 1, the
plan outlines the process that begins with the assessment of the behavioral health and related needs
of consumers as well as the threats and opportunities associated with planning to meet those needs. It
further highlights the iterative process of establishing measurable goals and strategies prior to plan
implementation and outcomes evaluation as strategies to goal achievement. This model promotes two
-way communication between providers of human services and members of the community in the development of social services. It recommends a multifaceted approach in collecting data, including
analysis of demographics, a survey of needs using randomly selected members of the community, and
input from stakeholders through focus groups and key informant interviews.
System transformation, as shown in Figure 2, is a major consideration in the McHenry County MHB
planning process, and increasing consumer voice in the planning process is an important factor. For too
long, development of services and priority of services evolved through a dialogue between funders and
providers of services. With recovery as the ultimate goal, consumers need to be involved in decisionmaking about treatment servcies, both traditional and non-traditional. We see the transformation of
the system of care occurring through embracing and promoting consumers’ self-help efforts, recovery
principles, and use of non-traditional services. This means supporting consumers as they develop their
own organizations and groups, and helping them to use technology to reach and to learn from each
other. Transforming the system of care also entails working with providers in offering the best
treatments available.
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Information Gathering Methodology
Tools for gathering information for the 2012-13-14 Plan included the 2010 McHenry County Healthy
Community Study, which used the multifaceted approach recommended by the Community Oriented
Needs Assessment Model. The study was led by Health Systems Research of the University of Illinois
College of Medicine at Rockford, an applied research unit that specializes in community needs assessments for health and human services organizations. The MHB participated in the research, working
with representatives from 19 organizations to examine our county’s most pressing needs.
In addition to participating in the Healthy Community Study, the MHB regularly collects data through
annual public hearings, and it continually receives information from individuals and families affected by
the challenges of living with behavioral health issues. Furthermore, the plan takes into consideration
data gathered from sources such as the National Institute of Mental Health (NIMH) and the U.S.
Department of Health and Human Services Healthy People Study 2010.
2010 McHenry County Healthy Community Study
The MHB represented one of the 19 organizations exploring our community’s most pressing needs.
Under the direction of Health Systems Research of the University Of Illinois College Of Medicine at
Rockford, the steering committee used four data collection methods to gain a thorough understanding
of the health of county residents. The four assessments include: 1) Community Analysis , 2) Household
Survey, 3) Key Informant Interviews, and 4) Focus Groups.
The Community Analysis used secondary sources of information from the U.S. Census Bureau’s
American Community Survey 2005-2009, decennial censuses, and annual estimates. It also included
statistics and information on behavioral risk factors from the Illinois Department of Public Health.
Other data came from sources such as the Illinois Department of Employment Security and the Illinois
State
Uniform Crime Reporting Program.
The Household Survey, mailed randomly proportional to the population of zip codes within the county,
included a section on mental health issues. The survey sought to access residents’ perceptions of
mental health, substance abuse, and developmental disability problems and needs that call for priority
attention. One in ten respondents (9.6 percent) selected mental health care as a needed community
improvement (2010 Healthy Community).
Key Informant Interviews were conducted with 34 community leaders, agency directors, and other
persons identified as experts in their field based on professional expertise, knowledge of the local
human services system, or position of influence (2010 Healthy Community). Face-to-face interviews
led by Leadership Greater McHenry County class members and alumni followed a pre determined set
of questions to identify populations and service systems needing greater attention.
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Focus Groups discussions were carried out with small groups of persons to discuss a topic of common
interest. These groups provided an opportunity for target populations to express their views and
concerns regarding needed services or service gaps and barriers, and experiences with local agencies.
The 2010 Healthy Community Study included results of 11 focus group discussions: 1) at risk youth,

2) homeless persons, 3) Latino adults, 4) low-income adults, 5) parents of children/youth with mental
illness, 6) persons with a developmental disability, 7) persons with mental illness, 8) seniors, 9) unemployed and dislocated workers, 10) veterans, and 11) young adults ages 18-24. A total of 102 individuals
took part in the focus groups.

Annul Public Hearings and monthly Board meetings
The MHB makes a special yearly effort to invite community members to voice their opinions about
services in the community and gaps in services. On the third Monday of each May, the MHB organizes a
special program to explore community perceptions about behavioral health priorities.
These annual public hearings are well publicized and arranged to give individuals several opportunities to
express their opinions before, during, and following scheduled meetings. The MHB has always encouraged consumer and expert testimony during the meeting, and at the 2011 meeting, the Board tried a
new tabletop discussion method to encourage conversations around specific disability groups and age
categories. Additionally, the MHB staff distributed special forms to those in attendance to provide another opportunity for adding input to the planning process.
The MHB Board meets on the third Monday of every month. Public comment is also included in each
agenda, and individuals are encouraged to express comments and concerns during these meetings.

Other sources of information
Consumer and family voices are a fundamental component of identifying priorities and strategies for delivery of mental health services. The Developmental Disabilities Task Force and Options and Advocacy
provide input into the developmental disability vision of the plan. Information is also gathered from the
National Institute of Mental Health (NIMH) and the 2010 U.S. Department of Health and Human Services
Healthy People Study.

C o mmu n i t y s t a keh o l d er f eed ba c k
Annual Public Hearings
Network Council meetings (Service provider agencies)
County Task Force on Developmental Disabilities
County Task Force on Traumatic Brain Injury
Substance Abuse Mental Health Service Administration (SAMHSA)
Family CARE Governing Council
SAMHSA Veterans Advisory Group
Transitional Age Youth Group
Fast Break participants
Community Partners for Mental Health Awareness
Mental Health Court
22nd

Judicial Circuit Family Violence Coordinating Council
NAMI—McHenry County
McHenry County Underage Drinking Task Force
U.S. Census Bureau
Mental Health Board Staff
Letters from the community
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Implementation of the Three-Year Plan
The MHB uses the following service categories to implement the Three-Year Plan:
Prevention/Early Intervention – These services focus
on preventing and reducing incidences of mental illness, developmental disabilities, and chemical dependency through raising awareness, providing consultation, education, and therapeutic intervention prior to
the onset of a debilitating mental
disability.
Comprehensive Screening and Assessment – These
services focus on a comprehensive evaluation of a client prior to or in conjunction with service provision.
This requires significant cooperation and
coordination with agencies currently and previously involved
with a client to gather an extensive social and psychological history. In addition, current relevant assessments must be acquired to adequately provide quality
evaluation and diagnosis to appropriately determine
the course of treatment and/or service provision.
Emergent and Crisis Management – These services include 24-hour telephone and on-site immediate response to mental health emergencies and initial stabilization and determination of the presence of an acute
psychiatric disability. The results of crisis screening and
evaluation form the basis for referrals for further assessment, services, and treatments, and when appropriate, access to private and state hospitalization. This
includes suicide prevention and training for first responders.
Case Coordination, Case Management, and Community Support – These services are essential to the appropriate and continuing engagement of clients who
require a variety of mental health services. The case
coordinator or case manager, in varying degrees, assesses client needs and desires, advocates for appropriate services, monitors quality of services, and assists
the client and significant others with the many requirements of negotiating the service system.
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Family Support – These services recognize that supportive families significantly enhance a mentally
disabled person’s capability to reside successfully in the community and to sustain a high level of
functioning. These services emphasize the value, commitment and needs of families, and they offer
assistance and supportive interventions to strengthen them.
Treatment, Habilitation, and Rehabilitation – These services cover a wide range of outpatient counseling/psychiatric services, and in-home and day treatment services that provide therapeutic activities.
These efforts focus on an individual’s ability to function at their highest level with the least physical and
mental distress and disability and in the most feasible and least restrictive environment. This also
includes specialized services such as mental health court diversion and family therapy.
Life Skills and Vocational Training – These services focus on providing life skills, work, and workrelated activities to promote a client’s ability to function successfully in society and a work
environment, and to optimize related benefits of positive self-esteem and economic independence.
Transition Services – These services provide interventions to maximize an individual’s successful
transition from one level of system involvement to another, such as a return from psychiatric
hospitalization to a residential living situation in the community. Specialized services focus on the
needs of young people with developmental disabilities or severe emotional disturbances who are in
the process of transitioning from the adolescent service system to the adult service system.
Residential Options – These “home-options” for persons with disabilities provide a wide range of
residential services at varying degrees of intensity and configurations designed to meet the most basic
needs of individuals with mental disabilities—a home. Incorporated in these services are activities that
promote the client’s independence by strengthening daily living skills, budget management, and selfreliance through individualized assessment and treatment planning. Fundamental to this service
component is the necessity for flexibility in the degree of service intensity required to accommodate
fluctuations in functioning levels.
Client/Family Education and Advocacy – Education and advocacy supports promote consumer choice,
rights, empowerment, and independence, and they complement services provided across the system
of care.

RECOVERY refers to the process in which persons are able to live, work,
learn, and participate fully in their communities. For some individuals, recovery is the ability to live a fulfilling and productive life despite a disability. For others, recovery implies the reduction or complete remission of
symptoms. Science has shown that having hope plays an integral role in
an individual’s recovery.
The President’s
New Freedom Commission on Mental Health
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Part II - Needs—Issues—Trends
While tools such as the Community Study and consumer input are essential pieces of the strategic
planning process, social, political, and economic trends are also important considerations because they
influence needs, demand for services, and funding capabilities. Looking at current realities and
projections for the future directs decision making about setting realistic goals with available resources.

County Demographics
McHenry County is located approximately 35 miles northwest of downtown Chicago and 20 miles east
of the city of Rockford. The County shares a border with Wisconsin to the north, Boone County to the
west, DeKalb County and Kane County to the south, and Lake County to the east.
Within the borders of the County lie municipalities, suburban areas, exurban communities, and rural
regions (McHenry County 2030 Comprehensive Plan). The 30 municipalities within its boundaries include established town centers with dense development. Most of these town centers lie within the
southeastern portion of the County; however, several communities in the central and western areas
also fall into this category, including Harvard, Marengo, and Woodstock. Suburban neighborhoods are
generally isolated and auto dependent. Exurban describes suburban patterns of development integrated within rural settings. The rural regions include agricultural fields and minimal residential and
commercial development.

Population
U.S. Census Bureau figures for 2010 show that McHenry County’s total population count numbers
308,760. According to the Department of Commerce and Economic Opportunity, projections estimate
that the population of McHenry County will reach 345,662 by the year 2015.
McHenry County Population: 1900-2010
Year

Population

2010
2000
1990
1980
1970
1960
1950
1940
1930
1920
1910
1900

308,760
260,077
183,241
147,897
111,555
84,210
50,656
37,311
35,079
33,164
32,509
29,759

Percent
Change
+18.4%
+41.9%
+23.9%
+32.6%
+32.5%
+66.2%
+35.8%
+6.4%
+5.8%
+2.0%
+9.2%
–

Source: U.S. Census Bureau, (Population Division,
2009 Census estimate (July 1) and decennial Census
counts for other years (April 1).
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In the past nine years, the population of
McHenry County grew by 23 percent. The
largest percent increase in the population
occurred from 1950 to 1960.



Median age – 36.6



Average Household size – 2.58 people



Housing – 67.5 percent owned; 32.5 percent
rented

Sources: 2010 Census statistics for Illinois
2005-2009 American Community Survey

Race, Ethnicity, and Age of McHenry County Residents
(2010 McHenry County Healthy Community Study)
 In 2009, 94.8 percent (304,423) of the population of McHenry County was White, followed by 2.7
percent (8,789) Asian, and 1.3 percent (4,071) Black. Compared to 2000, all racial groups increased.
 In 2009, 83.9 percent (269,333) of the McHenry County population was non-Hispanic Whites.
Hispanics (of any race) comprised the second largest racial/ethnic group at 11.3 percent (36,205),
followed by non-Hispanic Asians at 2.7 percent and non-Hispanic Blacks at 1.1 percent.
 From 2000 to 2009, all race/ethnic groups grew in McHenry County. The largest increases were seen
among the non-Hispanic Black and non-Hispanic Asian population, which grew by 162.2 percent and
132.4 percent, respectively. The Hispanic population grew by 84.7 percent from 19,602 in 2000 to
36,205 people in 2009.
 One out of four (26.8 percent) residents in McHenry County was under the age of 18 years, while
one out of ten (10.8 percent) were 65 years or older.
 One out of ten (10.8 percent) County residents was 65 years or older. For 2005-2009, 14.4 percent of
people 5 years and older spoke a language other than English at home. Among the most commonly
spoken languages were Spanish (8.6 percent), German (0.9 percent), and Polish (1.2 percent).

Income & Poverty
Employment in the County ranges from white collar to blue collar/light industrial to agricultural. In 20052009, the median household income in McHenry County was $77,314, which was an increase of 19.3 percent
from 1999 and 49.1 percent from 1989. The median household income in McHenry County in 2005-2009 was
substantially higher than Illinois and the U.S. at $55,222 and $51,425, respectively.
In 2005-2009, 17,334 (5.6 percent) people and 5,180 (7.3 percent) of children lived in poverty in McHenry
County. Compared to 1999 and 1989, there were more people and a higher poverty rate for all people and
for children in 2005-2009 in McHenry County.
Among female-headed families 2005-2009, 21.2 percent lived in poverty. Among female-headed families
with children under 5 years old, 55.3 percent lived in poverty.
In 2009, 25,623 people in McHenry County, or eight percent, received Medicaid. The percentage of the
population receiving Medicaid has increased every year since 1998.
Medicaid Recipients: 1990 – 2009

More than
5-fold
increase
in number
of recipients
of Medicaid
from 1990
to 2009.
Source: Illinois Department
of Human Services, Bureau
of Research and Analysis
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The Affordable Care Act, passed by Congress and signed into law in March 2010, provides for significant
changes in eligibility for Medicaid and Children’s Health Insurance Program (CHIP) benefits. According
to an analysis conducted by the McHenry County Coordinated Care Focus Group, the total enrollment in
Medicaid/CHIP is expected to increase nationally at an average of 20 percent. The largest increase is
expected to come from non-parent adults, and the smallest from children because the majority of
children are already enrolled in CHIP.

Illinois
McHenry
County

Total current
Medicaid/CHIP
Enrollees

Newly Enrolled Current Eligibles (% of
Enrollees)

New Eligibles
Enrolled
(% of Enrollees)

2,504,000

7.7%

18.6%

37,410*

(7.7%) 4029

(18.6%) 6958

Total Enrollees
After Reform

48,397

Estimates based on Urban Institute Analysis, 2011; 2010 McHenry County Healthy Community Study; extrapolation done by the
Family Health Partnership Clinic.
*Numbers from 2010 Healthy Community Study are expected to be somewhat higher as of 12/2011.

The McHenry County Coordinated Care Focus Group estimates that before healthcare reform, approximately 15.9 percent, or 11,434,000, non elderly individuals in Illinois were uninsured. In McHenry
County that represents 11.2 percent of the population or 34,496 individuals. After reform, the number
of uninsured individuals is estimated to be approximately 9.1 percent of the population of Illinois,
including McHenry County, which numbers 31,357 individuals.

Housing (Source: McHenry County Five-Year Consolidated Plan 2009).







Housing in McHenry County comprises primarily of single-family residences, both owneroccupied and rental units. Most residences (84 percent) are owned; 16 percent are rental
properties.
Home prices in the County are among the highest in Illinois, with the median value of a home
being approximately $253,000.
Monthly rents in the County are higher than in all neighboring counties, with 45 percent of
rental units cost more than $1,000 a month.
Few rental properties with three or four bedrooms are available.
The recent economic downturn has increased foreclosure by 138 percent between 2005 and
2007. These former homeowners now need rental housing.

Homelessness (Source: McHenry County Five-Year Consolidated Plan 2009).
The number of homeless persons identified in Point-in-Time (PIT) counts by the McHenry County
Continuum of Care Committee in January 2005 and January 2009 increased by 62 percent, growing
from 193 to 313. The 2009 PIT Count found 24 homeless families with children, and 122 single
individuals or persons in families without children. Officially, only 88 emergency beds and 166
transitional housing beds exist in the county. McHenry County has 32 permanent supportive housing
beds serving chronically homeless persons who may always need support services. Transitional housing
beds offer a place for homeless people moving from emergency shelter so they can get basic needs met
and receive supportive services while they seek permanent housing and stable employment, and
resolve other problems.
9

Sheltered

Unsheltered
4

Total

Chronically Homeless (Federal definition)

87

91

Severely Mentally Ill

76

76

Chronic Substance Abuse

51

51

Veterans

26

26

Victims of Domestic Violence

32

32

Major causes of homelessness are domestic violence, loss of job or inability to find a job, recent release
from jail or prison, and conditions of health, mental health, substance abuse, disability or a combination
of these. According to the U.S. Department of Housing and Urban Development (HUD), “...a chronically
homeless person is an unaccompanied disabled individuals who has been continuously homeless for over
one year.” The 2009 PIT Count found 76 seriously mentally ill persons, 51 chronic substance abusers, 26
veterans, and 32 victims of domestic violence.
Homeless individuals and families with extremely low-and very low-incomes, especially the most vulnerable populations such as veterans, the mentally ill, the disabled, single parents with children and survivors
of domestic violence have the highest priority needs, including:


Fixed year-round emergency shelters: During the winter months, up to 300 homeless persons
compete for the 88 emergency shelter beds available in the County. These beds are provided
mostly through hotel vouchers and seasonal accommodations at volunteering churches.



Transitional and permanent housing with supportive services: Individuals and families need transitional housing to stabilize their lives. Providers of shelters and services to people who are homeless estimate that 769 individuals are on wait lists for permanent housing. However, only 166
transitional housing beds, and 32 permanent supportive housing beds exist in the County.



More coordination of support services: Case management is needed for people who are chronically homeless and bounce from shelter to shelter, agency to agency, and jail to detoxification
facilities and the street.

McHenry County developed a 10-year Plan to End Homelessness. The objectives include funding for:
 Development or rehabilitation of at least 10 emergency or transitional housing facilities or units,
 Creation of at least two year-round emergency shelter facilities,
 Work with the Continuum of Care on development of the plan, and
 Increase in case management capacity and/or supportive services for at least an additional 100
homeless families or individuals over five years.

Special Needs Populations (Source: McHenry County Five-Year Consolidated Plan 2009).
Special Housing Needs
McHenry County residents include an estimated 2,837 disabled persons—including physically and
developmentally disabled, severely mentally ill, and elderly, particularly the frail elderly—who live at
poverty level incomes. In 2008, providers of housing and services for this population estimated that at
least 208 individuals could live independently if more affordable housing options with supportive services
were available. Approximately 81 additional individuals with a severe disability were expected to require
residential services over the next five years. In addition, 66 individuals were in institutional care outside
10
McHenry County due to lack of beds in the County.

An estimated 5,742 persons over the age of 20 who suffer from severe and persistent mental illness
live in the County. Of these, 1,104 receive disability benefits. In 2008, mental health providers
estimated that 122 persons were on waiting lists for permanent housing and 168 persons utilize
homeless shelters. The 2000 Census counted 2,777 persons over age 65 with disabilities. These frail
elderly are more likely to need institutional care. However, only 477 beds are open to low-income
seniors with Medicaid and Medicare coverage.
Housing is a high priority area for this population. McHenry County sees a need for:
 Continuity of supportive services with permanent housing, such as group homes.
 Transitional housing with supportive services for persons working through stages of recovery
alcohol/drug abuse,
 Services that allow the elderly or physically disabled to remain in their own homes.
County objectives for the special needs populations include funding, over the next five years, of:
 Development of at least 25 housing units for persons with special needs,
 Adding at least five medical and/or non-medical facilities, or support service agencies, to
increase capacity or efficiency in serving at least an additional 200 persons with special needs,
 Increasing case management services to serve at least an additional 50 victims of domestic
violence each year.
 Assisting agencies offering transportation to increase capacity to provide at least an additional
1,000 trips each year for low-income persons, persons with special needs, and the elderly.

Mental Health
The national mental health agenda has been guided by an awareness of the growing need for mental
health services. According to the National Institute of Mental Health (NIMH), 26.2 percent of the U.S.
adult population suffers from a mental health disorder in a given year; 22.3 percent of these cases,
representing 5.8 percent of the U.S. adult population, are severe. Additionally, the U.S. Department of
Health and Human Services estimates that 13 million American adults experience a seriously
debilitating mental illness each year, and that
“Mental health disorders are the leading cause of disability in the United States
and Canada, accounting for 25 percent of all years of life lost to disability and
premature mortality. Moreover, suicide is the 11th leading cause of death
in the United States and Canada, accounting for the deaths of approximately
30,000 Americans each year.”
U.S. Department of Health and Human Services, Mental Health Disorders, p. 1.
The NIMH also reports that in any given year, approximately one quarter of adults are diagnosable for
one or more mental health disorders. Furthermore, about one in 17 adults suffer from a serious mental
illness such as major depression, schizophrenia, bipolar disorder, obsessive-compulsive disorder, panic
disorder, posttraumatic stress disorder, and borderline personality disorder (National Institute of
Mental Health 2010).
Recognizing the growth of County's senior population, access to mental health services and supports to
families remain a priority.
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World Health Organization
recommendations on
Mental Health Care
♦ Provide integrated mental and physical
treatment and care through primary
care.
♦ Incorporate mental health issues into
broader health policies, programs, and
partnerships.
♦ Integrate mental health into services
during and after emergencies for
people with pre-existing mental and
psychosocial disabilities, as well as
those who develop chronic mental
health problems as a result of the
emergency, with a medium and longterm focus on developing community
based services.
♦ Include mental health issues within
social services development by
establishing strong linkages between
social services such as housing, health
and mental health services.
♦ Mainstream mental health issues into
education.
♦ Include people with mental health
conditions in income generating
programs.
♦ Strengthen human rights protections.
♦ Build the capacity to participate in
public affairs. Promote and support the
development of civil society groups for
people with mental and psychosocial
disabilities and facilitate their participation in decision-making processes,
including policy, planning, legislation
and service development.
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Mental Illness
According to the National Alliance on Mental Illness (NAMI) and the NIMH, mental illnesses are serious
medical conditions that disrupt thinking, feeling, mood, ability to relate to others, and daily
functioning. Studies in the fields of genetics, neuroscience, and behavioral science over the past two
decades illuminate the complexities in the origins of brain disorders. Research shows that a
combination of genetics, environmental, and experiential influences at sensitive stages of development
compound risk for development of mental illness.
Recovery from mental illness is possible. Treatment for serious mental illnesses, such as major
depression, schizophrenia, bipolar disorder, obsessive compulsive disorder (OCD), panic disorder, post
traumatic stress disorder (PTSD), and borderline personality disorder, is highly effective. Treatment
includes a combination of medication, cognitive behavioral therapy, interpersonal therapy,
participation in peer support groups and other community involvements. Important in treatment is
availability of transportation, a good diet, exercise, adequate sleep, friendships, and meaningful paid or
volunteer activities.
The consequences of untreated mental illness are high for both the individual and for society. In
addition to the economic costs of disability and unemployment, the personal costs include
homelessness, suicide, and wasted lives.

Lifetime
Prevalence

12 month
Prevalence

12 month
Prevalence
Classified
Severe

18 - 29

30 - 44

45 - 59

Source: National Institute of Mental Health 2010
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McHenry County Prevalence Rates
Mentally Ill Adults (age 20+ years)
2010

2015

Total Population

308,760*

345,662**

Number of adults

235,900

269,427**

Number diagnosable each year
(estimated 20% of adult
population)
Number affected by
serious mental illness
(estimated 2.6 % of all adults)

47,180

53,885

6,133

7,005

* 2010 Census
**Source: Estimate from Department of Commerce and Economic Opportunity,
www.commerce.state.il.us/dceo/Bureaus/Facts_Figures/Population_Projections

McHenry County Prevalence Rates
Mentally Ill Children and Adolescents
(Ages 5 - 20 years )
2010
Total Population
Number of children &
adolescents
Number diagnosable each
year (estimated 20% of adult
population)
Number affected by
serious mental illness
(estimated 5 to 9 % of all
children and adolescents)

308,760*

2015
345,662**

77,383

81,491

15,477

16,298

3,869
(Based on 5%)

4,075
(Based on 5%)

* 2010 Census
**Source: Estimate from Department of Commerce and Economic Opportunity,
www.commerce.state.il.us/dceo/Bureaus/Facts_Figures/Population_Projections

According to the Office of the
Surgeon General, few families
are untouched by mental
illness.
Current prevalence estimates
indicate that about 20 percent
of U.S. adults are affected by
mental disorders in any given
year, and 2.6 percent of adults
have a “severe and persistent”
mental illness such as
schizophrenia, bipolar disorder,
severe depression, panic disorder, and obsessive-compulsive
disorder.
The Office of the Surgeon General estimates that about 20
percent of children and
adolescents have some form of
mental disorders, and that
approximately five to nine
percent of children and
adolescents have a serious
emotional disability. Mental
disorders of childhood and
adolescence include anxiety
disorders, attention-deficit and
disruptive behavior disorders,
autism and other pervasive
developmental disorders,
eating disorders, elimination
disorders, mood disorders,
schizophrenia, and tic disorders.
Source: www.surgeongeneral.gov/
library/mentalhealth/chapter2/
sec2_1.html

Projections are modified based on the 2010 Census and Illinois Department
of Commerce and Economic Opportunity age groupings.
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Substance Abuse
According to the Center for Disease Control (2010), excessive alcohol use is the third leading lifestyle-related
cause of death in the nation (Tobacco use is number one, and poor diet and inactivity is number two) (National
Institute of Health 2004). It is one of the most widely used drugs in the world, and it is a factor in approximately
41 percent of all deaths from all motor vehicle crashes. Alcohol use and binge drinking is a major public health
problem among our nation’s youth. Additionally, among youth, the use of alcohol and other drugs is linked to
unintentional injuries, physical fights, academic and occupational problems, and illegal behaviors.
Results of a 2010 National Survey on Drug Use (Substance Abuse and Mental Health Service Administration
2011) indicate that 22.6 million Americans ages 12 and older use illicit drugs. This represents an estimated 8.9
percent of the population. Illicit drugs include marijuana/hashish, cocaine/crack, heroin, hallucinogens,
inhalants, or nonmedical use of prescription-type psychotherapeutics. The Survey shows that in 2010, an
estimated 22.1 million persons, or 8.7 percent of the population ages 12 or older, were classified with substance
dependence or abuse and a need for treatment. Of these, 20.5 million persons who needed treatment did not
receive it. One million of these individuals (5 percent) reported that they felt they needed treatment; of these
one million persons, 341,000 (33.3 percent) reported that they made an effort to get treatment, and 683,000
(66.7 percent) reported making no effort to get treatment.
Co-occurring mental health and substance abuse disorders are not uncommon (National Alliance on Mental
Illness 2011). Mental health problems often occur before substance abuse problems and alcohol or other drugs
may be used as a form of self-medication to alleviate the symptoms of the mental disorder. In some cases,
substance abuse precedes the development of mental health problems. Anxiety and depression, for example,
might result from a response to stressors from broken relationships, lost employment, and other situations
directly related to a drug-using lifestyle.

Mental Health / Substance Abuse
Understanding that many mental illnesses have a biochemical base that can be effectively treated through
medication and cognitive therapy interventions, and that recovery from mental illness is an achievable goal, the
MHB works to coordinate a system of care to meet the mental health needs of county residents.
Data on mentally ill and substance abuse - types of mental illness and substance use.
 2008
→ Client services accounted for 91 percent or $13.42 million of the MHB’s total expenses, which were
$14.75 million.
→ Fee for Service dollars purchased approximately 192,000 units of service.
→ Crisis Line received 12,833 calls, resulting in 3,210 face-to-face crisis interventions.
 2009
→ Client services accounted for 89 percent, or $12.93 million of the MHB’s total expenses, which were
$14.54 million.
→ Fee for Service dollars purchased 246,000 units of services.
→ Crisis Line received 18,000 calls; resulting in 2,558 face-to-face crisis interventions.
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 2010
→ Client services accounted for 90 percent, or $13.04 million of the MHB’s total expenses, which were
$14.6 million.
→ Fee for Service dollars purchased 240,000 units of service.
→ Crisis Line received 17,250 phone calls, resulting in 3,200 face-to-face crisis interventions.
→ Additionally, the MHB funded $300,000 of 530 nights of inpatient care.
2008, 2009, 2010 MHB Annual Reports

During the past three years, the MHB shifted the majority of their funding from fee for service to
grants and purchase of positions (See Appendix B: MHB Financial Support to Agencies). This was due to
the State’s shift from supporting programs through grants toward prioritizing Medicaid funded services. Therefore, this trend did not allow us to accurately report on total numbers of persons served
through our support as we had reported in previous three-year plans.
As a result of funding being diversified and transferred into capacity, access, and purchase of position
grants, individuals were able to access services on an ongoing basis with continuity of care, and critical
services were kept open. Due to the change in funding, the actual number of clients served is difficult
to determine, but wait lists for services improved notably, as did the time for access to psychiatric
services. Additionally, the funding provided permitted the acquisition of advanced practice nurses who
facilitate and support crucial psychiatric core services under the direction of a psychiatrist, thus
providing greater availability at a lower cost per unit of service.

Substance Abuse – McHenry County Youth

Illinois Youth Survey 2010 – Past Year of Substances by McHenry County’s 6 th, 8th, 10th, & 12th graders
Substance
Alcohol

Grade 6
14%

Grade 8
34%

Grade 10
56%

Grade 12
71%

Marijuana

1%

11%

27%

41%

Heroin

1%

1%

2%

Opioids

3%

6%

8%

The numbers indicate a troublingly high use of alcohol among youth in the past year. They suggest that
alcohol is the most common drug used by youth. In addition, the finding that almost 50 percent of 12 th
graders have used marijuana, considered a gateway drug to harder drugs, is alarming. The proportion
of youth using the substances depicted increase with age; the proportion of 12th graders using alcohol
is approximately five times that of sixth graders. Heroin use is also on the increase and the proportion
of youth using Opioids almost triples from eighth to 12th grade. These data suggest that the Coalition’s
efforts to target youth enrolled in grades 6 through 10 is important and has the potential to curb drug
use before youth become addicted.
Marijuana: According to the Illinois Youth Survey 2010, of a population of 5,492 youth enrolled in 8 th,
10th, and 12th grade in schools in McHenry County, two percent began using marijuana at 12 years of
age or younger, and 21 percent began using marijuana between the ages of 13 and 17 years.
Approximately two percent of eighth graders, three percent of 10th graders, and four percent of 12th
graders felt that their parent would not find use of marijuana to be wrong. Among eighth graders, five
percent perceived no risk in smoking marijuana while 14 percent of tenth graders and 24 percent of
12th graders perceived this to be so. Among eighth, graders, eight percent reported use of marijuana at
least once in the past 30 days, and among 10th graders, seven percent did so. Among 12th graders, 24
percent used marijuana in the past 30 days. About a third of the youth reported marijuana to be a drug
that is very easy to get; 30 percent of 10th graders and 39 percent of 12 graders reported that
marijuana is very easy to get.
16

Alcohol: The Illinois Youth Survey also reveals that alcohol use is highest among 10th and 12th graders who
acquire it from friends (32 percent -10th graders, 50 percent 12th graders), from parents with their permission (18 percent - 10th graders, 26 percent - 12th graders), and from parents without their permission
(21 percent - 10th graders,, 26 percent - 12th graders). Most youth reported consuming alcohol at parties
(32 percent - 10th graders, 48 percent - 12th graders). Alcohol is perceived by 10th graders (25 percent)
and 12th graders (40 percent) to be very easy to get. Among the population of eighth graders, two percent felt that their parents would not find use alcohol to be wrong, three percent of 10th graders felt that
their parent would not find use of alcohol to be wrong, while six percent of 12th graders felt that their
parents would not find use of alcohol to be wrong. Perception of risk of harm was higher among younger
youth. While only four percent of eighth graders did not think it was wrong to drink alcohol, double that
proportion of 10th graders did not think it was wrong to drink alcohol; eight percent of 10th graders and
17 percent of 12th graders thought alcohol consumption to be harmful. Only two
percent of eighth
graders, three percent of 10th graders, and six percent of 12th graders felt that their parents would not
think it would be wrong to drink alcohol.
Heroin: According to a ten-year study by Roosevelt University, The Illinois Consortium on Drug Policy,
heroin has become the second most common drug after alcohol and the most common illegal substance,
after alcohol, for which individuals enter treatment in Illinois. In collar counties that include McHenry
County, heroin/opiates use increased by 41 percent from 1998 to 2007(Roosevelt University 2011). Heroin use appears to be most common among White suburban youth. Hospital discharge data indicate that
84 percent of McHenry County 15-19 year olds discharged from Illinois hospitals after treatment for heroin use was White, while seven percent was Latino, and nine percent included all other races. In just three
years, heroin deaths in McHenry County increased by 150 percent, from a total of six heroin overdoses in
2007, to 17 in 2008, and 15 in 2009, representing an increase two and a half times that of 2007 (Roosevelt
University 2011). According to the Northwest Herald (February 14, 2010), the North Central Narcotics
Task Force seized 92,436 grams, or about 203 pounds, of processed marijuana in McHenry County in
2009. In 2009, the Sheriff’s Office seized about 1,561 pounds of marijuana and 65 grams of heroin. According to Sheriff Office staff cited by this news source, users driving to Chicago or Rockford usually acquire heroin. Research indicates that heroin serves in many instances as a gateway drug to prescription
medication use and its prevalence in the State of Illinois is a concern. Additionally, according to the Illinois
Alcoholism and Drug Dependence Association, the State of Illinois has seen a drastic increase in the abuse
of prescription drugs by teenagers. The agency reports a 30 percent increase in the abuse of OxyContin
among 12th graders from 2002-2007. Approximately 10 percent of high school seniors reported using
Vicodin without a doctor’s approval in the past year, a practice that significantly increases the hazard of
dependence, overdose, and death increase.

Response to the mental health and substance abuse needs of
children, adolescents and families
Awareness of the growing need in McHenry County for mental health and substance abuse treatment for
children and adolescents diagnosed with serious emotional disturbances led the MHB to partner with the
State of Illinois and SAMHSA to implement a system of care to transform the way in which services are
delivered to this population. During the past six years, the system of care philosophy of family and youth
involvement, interagency collaboration, individual strengths-based care, cultural competence, communitybased service delivery and accountability was operationalized as Family CARE. System of care funds
financed the implementation and expansion of services as well as the evaluation of youth, family and
systems outcomes.
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Key findings indicate overall modest improvement in youth and family functioning and caregiver strain.
In particular, system of care data indicates improvements from intake to six months as follows:







Improvement in school performance among 30 percent of youth
Reduction in bullying from 38.5 percent to 23.1 percent
Reduction in physical violence by youth from 41.2 percent to 31.4 percent
Reduction in depression from 36.5 percent to 17.3 percent
Reduction in anxiety from 43.8 percent to 31.3 percent
Improvement in caregiver strain among 32 percent of caregivers

Families need support
when a child has
problems. Generally,
when a child has
problems, the
entire family changes.
They often begin to
isolate because
their child’s
behavior
is unpredictable.
Laurie Lezak
Family Service
and Community
Mental Health Center
Wraparound facilitator
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County Data for Death by Drug Overdose, Heroin Specific
Fiscal year

Heroin admissions to
Outpatient Services

Overdoses

% of Overdose
– Heroin Related

2008

N/A

28

61

2009

65

38

39

2010

88

32

38

2011*

66

2

50

* As of February 28, 2011 – McHenry County Coroner

Data from the McHenry County
Coroner’s Office confirm the growing
trend in the use of heroin and the significant proportion of drug overdose deaths
related to heroin use. Data is for deaths
in the 18 – 65 year old population.
Access to mental health and substance
abuse services was one of four areas
targeted for attention in the 2010
McHenry County Healthy Community
Study.

Mortality – Suicide
2008 MCHENRY COUNTY CORONER'S STATISTICAL REPORT
TYPES OF DEATH
NATURAL

TOTAL
1358

SUICIDES
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MOTOR VEHICLE DEATHS
ACCIDENTAL DEATHS (FALLS, DROWNINGS - ETC.)
UNDETERMINED DEATHS

13
19
3

HOMICIDES
DRUG OVERDOSES
AUTOPSIES

2
28
147

2009 MCHENRY COUNTY CORONER'S STATISTICAL REPORT
TYPES OF DEATH
NATURAL
SUICIDES
MOTOR VEHICLE DEATHS
ACCIDENTAL DEATHS (FALLS, DROWNINGS - ETC.)
UNDETERMINED DEATHS
HOMICIDES
DRUG OVERDOSES
AUTOPSIES

TOTAL
1240
29
14
18
4
3
38
146

2010 MCHENRY COUNTY CORONER'S STATISTICAL REPORT

19

TYPES OF DEATH
NATURAL
SUICIDES
MOTOR VEHICLE DEATHS
ACCIDENTAL DEATHS (FALLS, DROWNINGS - ETC.)
UNDETERMINED DEATHS
HOMICIDES
DRUG OVERDOSES
AUTOPSIES

TOTAL
1332
37
14
13
5
2
32
164

While most
cases of death
in McHenry
County remain
constant, the
Coroner’s
statistical
reports show
an increase in
suicide deaths.

Mental Health Court
 The goals of the Mental Health Court

program are to enhance public safety,
reduce recidivism, and
improve
participants’ mental health by offering
cost
effective
alternatives
to
incarceration by connecting the
defendants with community treatment services. McHenry County now
has 25 program graduates. Of those
25, only three have committed a new
offense, resulting in a 12 percent postgraduation recidivism rate.
 The County implemented its first Adult

Drug Court in December of 2011.
Substance abusers are disproportionately represented in the criminal
justice system. Approximately 80
percent of offenders in the U.S. meet a
broad definition of substance involvement and between one-half and twothirds satisfy official diagnostic criteria
for substance abuse or dependence
(Marlowe, 2009).
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Developmental Disabilities
Federal law (114 Stat. 1684 Public Law 106-402-Oct. 30, 2000) defines the term “developmental
disability” as a severe, chronic disability of an individual that is attributable to mental or physical
impairment or a combination of mental and physical impairments. Developmental disabilities
manifested before the age of 22 are likely to continue indefinitely and result in functional limitations in
three or more of the following life areas: self-care, receptive and expressive language, learning,
mobility, self-direction, capacity for independent living and economic self-sufficiency. Persons with
developmental disabilities have a need for a combination of special, interdisciplinary, individualized
supports that are lifelong or for extended time and that are individually planned and coordinated.
As defined in the Illinois Mental Health Code, a “developmental disability” is defined as a disability that
is attributable to (a) mental retardation, cerebral palsy, epilepsy or autism: (b) any other condition that
results in impairment similar to that caused by mental retardation and that requires services similar to
those required by mentally retarded persons. Such disability must originate before the age of 18 years,
be expected to continue indefinitely, and constitute a substantial handicap.
The term “mental retardation” is no longer accepted language. The accepted terms are “intellectual
disability” or “cognitive disability.” An intellectual disability or cognitive disability is determined by an
IQ score of 70 or below and limitations in conceptual skills, social skills, and practical skills. Some
common causes for intellectual disability include cerebral palsy, autism, and Down syndrome. When
reviewing the law, it is understood that these terms are used interchangeably with the term mental
retardation.
The rate of cognitive disability occurrence in the general population is 1.7 percent. For children under
the age of three years, a delay of 30 percent in one or more domains (cognition, adaptive behavior,
fine/gross motor, communication and/or social)
is the accepted eligibility for State of Illinois
funded early intervention services. The rationale
is that the implementation of early therapeutic
interventions can diminish or sometimes eliminate delays, thereby reducing costs to the educational system. An estimated 5,236 people in
McHenry County have a developmental disability. According to data kept by the Department
of Human Services/Division of Disabilities, in
McHenry County 76 people currently (as of
March 2011) need emergency services, meaning
that they need either in home, day, or out of
home supports immediately. Five-hundred-five
people are in critical need for services, meaning
they need supports within one year. Another
644 persons are planning for need, or their
needs are more than one year away but less
than 5 years away, or their primary caregiver is
older than 60 years.
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Developmental Disabilities in McHenry County: A System in Crisis







2010 Census: Population of McHenry County = 308,000
1.7 percent of the general population has a developmental disability . This means that 5,236
individuals in our country have a developmental disability.
Currently, 935 individuals are receiving services.
12 group homes in the County serve 89 people.
110 families receive respite services.
168 people receive home based supports.
McHenry County Disabilities Task Force, 2011

Autism
The rates of occurrence of autism have increased noticeably. According to the Centers for Disease Control
and Prevention (CDC), autism spectrum disorders (ASD) are a group of developmental disabilities that can
cause significant social, communication, and behavioral challenges. As spectrum disorders, they can affect
each person in different ways and can range from very mild to severe. ASDs include autistic disorders also
called classic autism, Asperger Syndrome and Pervasive Developmental Disorder – Not Otherwise Specified.

The Center for Disease Control sites that the accepted rate of occurrence of Autism in the United
States is 1 in 110 children , or an estimated one percent. This means that approximately 2800
children in McHenry County are likely to have an Autism Spectrum Disorder.
Epilepsy
Epilepsy is a medical condition that produces seizures affecting a variety of physical and mental functions. It
is also called a seizure disorder. When a person has two or more seizures, they are considered to suffer
from epilepsy. Epilepsy can lead to developmental disabilities. Approximately one percent of the general
population suffers from epilepsy. The Epilepsy Foundation cites that 25.8 percent of children with an intellectual disability suffer from epilepsy. One third of all persons with autism spectrum disorders also show
signs of epilepsy by adulthood.
Traumatic Brain Injury
According to the Brain Injury Recovery Network, an estimated 1.5 million Americans sustain a Traumatic
Brain Injury (TBI) each year. It is a leading cause of death, and an estimated two percent of the U.S. population lives with a permanent TBI-related disability. The highest risk is for adolescents, young adults, and persons older than 75 years of age. Symptoms of TBI include impairment of cognitive, physical, behavioral or
emotional functioning.
The MHB has coordinated the McHenry County Traumatic Brain Injury Task Force since 1991. This task
force, which includes Family Service and Community Mental Health Center, Pioneer Center and Centegra,
focuses on: 1) Prevention and education, 2) Referral and linkages to services , 3) Case management to coordinated services, 4) Evaluation of state funded services, 5) Vocational services, 6) Community re-integration,
7) Public awareness, and 8) Prevention and Education.
Additionally, in 2009, the MHB launched a local chapter of ThinkFirst, an organization oriented to educating
County residents in injury prevention through evidence-based programs. Programs include a classroom and
summer camp curriculum designed for primary school age children and adolescents. It has also shared the
ThinkFirst message at health fairs, school resource fairs, and inservices for county and MHB staff.
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Veterans
In the autumn of 2010, the MHB, in collaboration
with the Lake County Health Department, received a
SAMHSA (Substance Abuse Mental Health Services
Administration) grant to transform the way services
are delivered for military personnel, veterans, and
their families.
Goals of the grant include
 Linking veterans experiencing Post Traumatic
Stress and symptoms of Traumatic Brain Injury
with informed behavioral health services,
 Educating service providers about the special
circumstances of this population, and
 Reducing the stigma of receiving services.
The MHB is instrumental in maintaining a County
presence on the 21-member group governing this
grant, which is currently almost completely made up
of veterans or military family members. Additionally,
the MHB facilitates a McHenry County advisory
group to lead local development of programming.

Post-Traumatic Stress Disorder (PTSD), once
called shell shock or combat fatigue, can
cause
 Flashbacks, bad dreams, frightening

thoughts, insomnia
 Clinical depression, emotional numbing,
strong guilt, and worry
 Hyper-vigilance, being easily startled,
feeling “on edge.”
Often, symptoms worsen with time, and
victims are at a higher risk for alcohol and
substance abuse, unemployment,
homelessness, and suicide.
American Psychological Association &
National Institute of Mental Health
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Policy Issues
Policy issues that relate to funding, service provision, access, and eligibility for persons with mental
illness, substance abuse and developmental disabilities are important to the Mental Health Board. A
plan for the future goals must include consideration of the political landscape.

On the local level
All 24 members of the McHenry County Board are up for election during this plan period, potentially
requiring additional effort from the MHB to reach out and educate candidates and new board
members after the election. The MHB also needs to take into account the austerity measures
implemented by the County, the resulting pressures to reduce administrative costs of governing
entities, and the considerations of a tax levy reduction. The Mental Health Board has consistently
maintained a low (10-11 percent) administrative/management rate, and currently the levy rate is
slightly below the maximum threshold of .15 percent., and therefore using all resources provided
under the property tax levy. The MHB strives to maintain a fund balance equal to five months of
operations to assure available cash for continued operations, including payments to agencies throughout the fiscal year. From time to time, the MHB maintains a fund balance in excess of five months,
allowing for emergency cash flow loans to agencies waiting for payments from the State. Because of
State payment delays of up to six months or more, agencies report utilizing draws from their lines of
credit with banking institutions, which increase costs and impact the sustainability of programs and
agencies.
The MHB planning process also considers state decision impacts on other areas related to mental
health. In May 2011, Governor Quinn made the decision not to allocate funding to regional offices of
education based on the availability of revenue from other local units of government. This resulted in
the early retirement of the McHenry County Regional Superintendent of Schools and the resignation of
the newly elected Regional Superintendent. The MHB and the Regional Office of education had collaborated on several projects related to strengthening the role of education in addressing the mental
health and substance abuse needs of school-aged children. The resignations resulted in a weakened
partnership with regional schools and now require one-on-one relationship building with each school
district in the county.
The State also required the implementation of drug courts in each district. The MHB had been involved
in the formation of the County’s mental health court, and it funds a social work and nursing position to
assist the treatment team. Likewise, the MHB is one of several partners in the McHenry County Drug
Court Taskforce, with the implementation of this specialty court scheduled for December 1, 2011. The
Mental Health Board will fund a substance abuse assessment position to support this team. These
courts have also identified protocol to respond to veterans issues.
The Lake County Health Department and the MHB collaborated on submission of a SAMHSA
(Substance Abuse and Mental Health Services Administration) grant to strengthen and transform mental health services for all active duty military and all veterans and their families before, during, and after deployment through a five-year transformation initiative. The MHB assists with the governance,
program development and communication strategies for this initiative and provides for rental assistance to the project as well as a drop in center at 5330 W. Elm Street in the City of McHenry.
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To support the continuing efforts of integrating behavioral health and primary healthcare, the MHB
and partners assisted in the development of two new Federally Qualified Health Clinics (FQHC) in the
County. The McHenry Community Health Clinic, a satellite operation of the Greater Elgin Community
Health Clinic, opened in October of 2011. The other FQHC is a satellite of the Illinois Family Health
Partnership Clinic and is scheduled for development in the Harvard community in the spring of 2012.
In December 2011, the MHB and the McHenry County Health Department will review an intergovernmental agreement to strengthen the collaboration of these entities to increase screening and integration of health and behavioral health services to better impact the health status of our communities.
Over the past three years, the MHB has increased partnerships with other governmental entities and
boards. These are examples of local inter-governmental partnerships that will have a long-range effect
and financial commitment of local dollars over the next few years.
For developmental disabilities, there is growing potential for a referendum in support of the development of a 377 Board, similar to the 708 Board. The 377 Board, if approved by referendum of the
populace, would provide for a three-member board appointed by the county to oversee the collection
of a new tax levy to provide funding for services for those with developmental disabilities, including
autism spectrum disorders. This would provide needed resources for the ever-mounting demand for
services and community placement within our county.
For the past six years, the MHB received federal Substance Abuse Mental Health Service Administration (SAMHSA) System of CARE funding to promote efforts to transform care for youth and adolescents
under “Family CARE.” The target populations include ages 0 to 5 years, transitional age youth, youth
with co-occurring mental health and substance abuse issues and their families. Despite the end of the
six-year cooperative agreement, the MHB continues to commit to service delivery based on the
systems of care philosophy.

On the state level
According the Budget & Tax Policy Initiative Voices for Illinois Children (Draft 8/7/2011), state revenue
support for human services was drastically reduced from FY11 to FY12. Specifically, the Department of
Human Services saw a 17.8 percent reduction. Developmental disabilities grants were reduced by 22
percent; community mental health services were reduced by 36 percent; and treatment for addiction
was reduced by 38 percent. Reductions that are more significant were realized in addiction prevention
services (64 percent) and in Teen Reach after school youth support programs (54 percent), and teen
parent programs (79 percent). These reductions compromise safety net and prevention/intervention
capabilities to respond to an increasing demand for services. At this same time, the Division of Mental
Health prioritized services for the population covered by Medicaid and limited access to mental health
services to crisis and brief support for the non-Medicaid, indigent population. These funding cuts led
the MHB to reprioritize local funds to support services for the non-Medicaid population and emphasize
core and essential services, such as crisis, inpatient, and psychiatric/nursing services. Prevention and
educational services were also prioritized by local mental health dollars as state dollars for these
services dwindled.
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In preparation for Medicaid and health care reform, the State initiated task groups and pilot
projects to coordinate care and integrate services for the Medicaid population. An integrated
care pilot for several counties and township areas in and around Cook County was implemented in 2011. Although this pilot excluded McHenry County, it is clear that within the next
few years, and mandated by federal healthcare reform, 50 percent of Medicaid recipients will
be enrolled in coordinated care initiatives to improve health status and effective treatment.
This will require our agencies to ensure that they are providers within these new delivery systems and may necessitate modifications to programs and infrastructure.
The governor signed into law several pieces of legislation that will have far-reaching effects on
mental health and substance abuse provisions:
Public Act 97-0166 (HB1152) - the “Essential CBHC Provider Designation.” It requires
the Department of Human Services to designate essential community behavioral
health care provider organizations to promote the co-location of primary and behavioral health care services and works toward improving access in underserved and
health professional shortage areas. It outlines steps to ensure continuity and quality of
care through the State’s Health Insurance Exchange policies for persons moving
between Medicaid, Subsidized Children’s Health Insurance Program (SCHIP) and other
programs administered by the department that provide behavioral health care services, such as ALL KIDS Health Insurance Programs.
Public Act 097-0437 (BH 1530) - the “Mental Health Parity Act.” This act requires group
insurance plans for 50 or more, in which mental health and substance abuse services
were covered benefits of the plan, to provide such coverage without differential
co-pays, limits, or access different from those benefits covering other medical conditions. This legislation is similar to the federal mental health parity legislation.
HB 2982 creates Regional Integrated Behavioral Health Networks across Illinois to ensure and improve access to appropriate mental health and substance abuse services
throughout the state, especially in rural communities. The networks will attempt to
bring together relevant health, mental health, substance abuse entities, and other
community partners to coordinate services and ensure that each community’s behavioral health needs are being met. This aligns with the goals of the State Health Improvement Plan (SHIP), calling for improvement in access to comprehensive health related services, enhanced data and information technology, and reduction of health
disparities.
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SB 1584 revisions to the Mental Health Act
require county and township boards that do
not have a mental health authority (708 or 553
Board), or townships in Cook County that do
not provide mental health services, to appoint
a volunteer mental health committee. This
committee is to provide a report to the
governing board on the status of mental health
and substance abuse services in their
respective areas. These types of committees,
in the past, have been instrumental in moving
those communities toward the development of
708 Boards.
PA 097-0438 (HB2084) is another revision to
the Mental Health and Developmental
Disabilities Administrative Act. It requires the
development of a Mental Health Services
Strategic Planning Task Force to develop a
comprehensive five-year strategic plan for the
state’s mental health services, including
providing sufficient home-and-communitybased services and ensuring effective, efficient
and appropriate treatment via the use of
appropriate clinical outcomes.
Additionally, as of late September 2011, Illinois faces a
Federal Class Action Lawsuit for failure to comply with
Federal Laws mandating that Medicaid eligible children,
up to the age of 21, who have behavioral or emotional
disorders, receive intensive mental and behavioral
services in order to correct or ameliorate their
conditions.
These improvements to planning infrastructures and
insurance requirements open the door for more
consumer and community input and thoughtful
planning for the delivery of services in the future. However, without appropriate resources planned, there will
continue to be disparities in access and incomplete
action toward whole healthcare.
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On the federal level
The Affordable Care Act (ACA) - Healthcare reform
spans the period of 2010 – 2014 and beyond. It is one
of the most far-reaching pieces of legislation in history
and provides for significant changes in healthcare benefits, delivery systems, payment mechanisms, outcome

criteria, and enrollment processes along with
technology and data reforms. Over the next three
years, the MHB must take an active role, with partners,
in communicating and educating consumers and providers of mental health, substance abuse, and developmental disability services in the developing policies and
procedures, delivery system models, and emerging
new partnerships. Based on the previous plan and
funding actions, the MHB may also be expected to assist providers in financing the infrastructure demands
of technology and training of the workforce.
Special attention must be paid to the SAMHSA’s
continuing interest in the expansion of system of care
transformation models to reduce the disparity in
access to services for underserved populations ranging
from transitional age youth, veterans, homeless, early
childhood, and Latino populations. In October of 2011
the State was awarded a one year planning grant to
bring system of care philosophy and practice “to scale”
in Illinois through a interdisciplinary process that includes partnerships between education, welfare,
justice, mental health and Medicaid. In October 2011,
the State of Illinois was approved for a statewide
transformation grant for children with serious
emotional disturbance.
These federal changes signify opportunities for
consumers and family and consumer organizations,
including youth organizations, to be involved in the
implementation of SAMHSA funded models as well as
the roll out of federal healthcare reform. The MHB has
and will continue to play a part in mobilizing these
efforts and acting as a fiscal manager for federal
projects and initiatives. This may point to opportunities for expanded public-private partnerships for
housing, information/referral, education and training.
While these opportunities will increase, so will the federal expectations of compliance related to project
management and Medicaid/Medicare administration.
The MHB must remain abreast of new guidelines and
expectations for audit and compliance, and it must
assist the providers in understanding and complying
with the expectations.
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Part III - The Plan for 2012 - 2013 - 2014
The Mental Health Board organized strategic goals based on
the frameworks of resource development and deployment,
service continuum enhancement, access and coordination,
and accountability and quality. The Board’s mission statement prompts service through principled leadership

Mental Health Board
Mission Statement
To provide leadership to ensure
the prevention and treatment of
mental illness, developmental
disabilities and chemical abuse by
planning, coordinating, developing, and contracting for quality
services for all citizens of
McHenry County, Illinois.

The basis of Principled Leadership requires clearly defined goals framed by the mission, vision, and values of an organization. Allowing the mission, vision, and values to lead decision-making ensures consistency of focus regardless of environmental pressures. We demonstrate this through transforming a system that focuses on
 Recovery and resiliency,
 Transparent governance,
 Encouragement of cultural competency,
 Focusing on outcomes, s
 Supporting evidence based and trauma informed practices, and
 Partnering with family, youth, and individuals in recovery.
Accountability and quality encompasses providing efficient stewardship of county services and dollars,
enhancing workforce development, establishing standard outcomes, and using data to measure performance, expanding e-governance, and earning national accreditation and state certification.
Access and coordination of services requires coordination of information and referral services,
interagency and intergovernmental collaboration, task group coordination, and access for disparate
groups, including youth, seniors, veterans, and the county’s Latino population.
Service continuum enhancement includes focus on mental illness, substance abuse, the behavioral
health issues that accompany traumatic brain injury, developmental disabilities, which include the autism spectrum, and co-occurring disorders.
Resource development and deployment involves development and maintenance of a safety net for core
services that are at risk, community education to reduce stigma, raising awareness of available resources,
providing training and technical assistance, providing facility space for training and resources, and working
with collaborative initiatives.
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Strategies for the next three years

Community Impact Goals

Implementation
FY12

FY13

Ignite important discussions throughout the community that encourage
hope and wellness.

x

x

x

Encourage, provide resources, and support evidence based and trauma informed practice to achieve better clinical outcomes in the community and
ensure implementation.

x

Be open minded to new strategies that encourage the best service and expand capacity (non-traditional providers, innovative approaches, different
business paradigms).

x

x

x

Provide leadership in promoting transformation and recovery through the
recognized value and support of family based and consumer organizations.

x

x

x

Maintain and continue to foster coalitions and task groups.

x

x

x

Create and maintain a culturally proficient system of care.

x

Provide and reinforce education and training to ensure that Recovery and
Resiliency values apply to other disabilities.

x

Sponsor consumer training on leadership skills and encourage youth, consumers, persons in recovery and a more culturally diverse representation on
Boards and in leadership roles and positions.

x

Principled Leadership

FY14

Accountability and Quality
Focus resources on agency costs to ensure availability and delivery of clinical
services. Promote continuous quality measures and activities.
Develop standardized outcomes for clinical service types that are funded.
Require and provide support for national accreditation and state certification
of funded programs as applicable as an alternative to providing support for
direct services.
Support the development of State/National certification to build credibility
for peer and parents programs; prioritize the availability of trainings to
increase Continuing Education Units that focus on requirements of
professional licensure / certification.
Prioritize the availability of trainings to increase Continuing Education Units
that focus on requirements of professional licensure.
Increase training on organizational competencies such as corporate
compliance and billing, data collection, logic models, and comparative
analysis, through online and traditional course work.
Model and expect the use of technology to expedite the exchange of
information and services and outcomes in real time.
Assist providers in recruiting and retaining staff (bilingual/bicultural),
especially for entry level. Increase the level of scholarship designated for
providers/consumers.
Develop processes to ease access for users and consumers for external and
internal access and standardize paperwork / forms across the agencies
( e-governance).
Help providers to develop internship programs with local universities in order to retain appropriate work force, especially bilingual/bicultural staff.

x
x
x

x

x
x
x
x

x

x

x

x
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Access and Coordination
Measure access and coordination through monitoring of real time data of
capacity and waiting times for services at funded agencies.
Use opportunities to engage with state and federal agencies to increase
access and coordination.
Identify and encourage partners to assist in reaching the Latino community.
Encourage discussions and collaboration to prepare for access/coordination
issues when state funding reductions impact.
Increase access to services for the population in the county jail (for county
residents).
Encourage providers to provide access in different settings and hours of the
week to be accessible.
Identify and support the core services that increase community safety,
reduce reliance on imminent need of hospitalization. Identify core prevention and early intervention services that significantly promote access and
coordination.
Monitor the impact of managed care and health care homes on our delivery
system in order to ensure appropriate access and coordination.
Increase intergovernmental integration with education and public health.
Recognize that providers cannot meet all needs, which then will require
changes to the provider contract (example: cannot serve everyone who
walks in the door) and leverage all resources effectively.

x
x

x

x

x

x

x

x
x
x

x

x

x

x
x

x

x

Service Continuum Enhancement
Explore the development of Crisis respite beds for Substance Abuse and
Mental Health in our own community.
Analyze the capacity, viability and sustainability for inpatient services within
the county.
Encourage the development of services that address the physical,
emotional, intellectual, and social needs of a person within a “whole
person” framework.
Analyze the cost effectiveness and quality enhanced within each of the
disability groups to align resources.
Support prevention services, remaining alert to trends and providing
support for prevention education.
Develop a coordinated response to meet the needs of the non-Medicaid
population in a standardized and systemic approach and explore how to
support the cost of working with individuals who might be eligible for
Medicaid or Medicare during the application process (i.e. funding a benefits
application position for the system).
Through community collaborations, support interventions to reduce this
trend related to behavioral health thereby addressing the environmental
issues that are driving the suicide rate increase.
Use trauma informed care, evidence-based practices.
Continue to expand services for the behavioral health impact of those with
TBI, especially acquired TBI.
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x

x

x

x

x

x

x
x

x

x

x

x

x

x

x

x

x

x

x

Explore options for training youth through collaborative efforts.
Explore collaborations and evidence-based practices that have been
developing with schools for expansion of Transitional Youth, as well as Care
Trak, and other services.
Increase experiential and non-traditional ways of engaging and serving all
populations.
Continue to expand awareness of public health / mental health integration
and find means of obtaining additional funding to expand this integration.
Continue efforts to explore the enhancement of services for the growing
senior population.

x

x

x
x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

Resource Development and Deployment
Concentrate resources on services that are urgent and emergent for at risk
populations.
Continue to identify and develop resources that support families and
community, including speakers, services, and resources.
Provide training for awareness and expertise in all aspects of behavioral
healthcare.
Encourage the use of the expanded facility and measure/continually assess
the for community benefit.
Use all media outlets within the community to create awareness and
understanding of MHB activities, including social media.
Continually explore grant opportunities, as well as governmental readiness
(i.e. 377 Board) to support local programs.
Explore and invest in research opportunities weighing the opportunities for
research while not diminishing funding for services.
Use outreach efforts and engage faith based organizations and schools to
empower them to better serve their populations and increase access to
services through this effort.
Allocate resources to implement more specific training for schools in
recovery principles and the WRAP process for transitional youth.
Encourage agencies by providing incentives for proposals that include
collaboration in their programs.
Develop core competency in e-governance; identify new technology and
resources for education and trainings (i.e. webinars, e-learning, MOODLE,
“Goto” meetings, SKYPE).

x

x

x
x
x
x

x
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Organizational Impact Goals

Implementation

Principled Leadership

FY12

FY13

x

x

x

x

x

Model and expect transparent governance with our community and
constituents.
Standardize our internal outcomes as models for provider outcome
standardization.

FY14

x

Accountability and Quality
Model efficient stewardship by ensuring that programs are cost effective; measure staff/client ratio and overall cost per client by service
while maintaining low administrative costs and adequate reserves.
Improve communication and integration between processes,
procedures and technology, particularly with Synthesis and accounting
software and provide training in grant and financial requirements for
improved compliance.
Provide IS support/data systems to meet the data outcomes requirements (single way/method) and design dashboard information to track
strategic outcomes.
Increase MHB’s paperless environment.

x

x

x

x

x

x

x

Access and Coordination
Continue to expand Network of Care as a primary resource for information and referral by ensuring access and adding information regarding
services to the public regardless of funding restrictions. Improve
Network of Care by adding links to other services, updating information
frequently and explaining services in a family friendly manner. Develop
live chat capabilities. Explore social networking.
Analyze and assess which task groups demand our staff time and
resources relative to positive impact for our community.
Meet and work with boards of other organizations and governmental
entities to improve communication and coordination.
Create a more consumer friendly Web site (mc708.org).
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x

x
x

x

x

x

x

Part IV - Appendixes
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The MHB
Supports
Family CARE
Values
Service systems
that are driven
by the needs and
preferences of
consumers
Services that are
made available
through
multi-agency
collaboration
Service providers
who are
responsive to
cultural
characteristics of
consumers
Consumers are
partners in
planning,
implementing,
and evaluating
the System of
Care that serves
them
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- Appendix A Looking Back: 2009 - 2011 Achievements
 Despite the challenging economic times, the MHB increased funding to agencies for
services in crisis intervention, psychiatric care and therapy, and case management
in areas of mental illness, substance abuse, developmental disabilities, and
traumatic brain injury.

 Increased support of client transportation needs, scholarships for consumers, and a
position to assist with achieving affordable housing in partnership with the Corporation for Affordable Homes of McHenry County (CAHMCO), and increased
partnership opportunities with the educational system.



Provided cash flow relief advances to local agencies experiencing a slowdown of
state payments so they could cover payroll expenses.



Established a new partnership with the Lake County Health / Behavioral Health
Department through a five-year grant from the Federal Substance Abuse and
Mental Health Services Administration (SAMHSA) to transform delivery of services
for military personnel and their families. The goal is to provide trauma-informed,
evidence-based treatment, and to train professionals from both communities in
innovative treatments and strategies.



Participated as one of 19 partners in the 2010 McHenry County Health Community
Study to analyze local areas of greatest need for services.

 Assisted in the development of the Greater Elgin Community Health Center, a
Federally Qualified Health Clinic (FQHC) site in McHenry, which opened in October
2011.



Launched and maintained the Network of Care Web site as a Web portal for
information, referrals, and related links to promote behavioral health services and
literacy: (www.mchenrycountynetworkofcare.org).



Increased support for Autism services by providing an Autism Services Coordinator.



Launched Synthesis, a database that allows efficient management of data
collection and monitoring of services provided for children and families.



Supported agencies in completion of cultural competence self-assessment and
work toward implementation of plans to increase effectiveness in working with
different cultures within our community.

 Implemented evidence based treatment models, including the Incredible Years, TIP
(Transition to Independence), ICT (Integrated Co-occurring Treatment), TraumaFocused Cognitive Behavioral Therapy, and Transition to Independence models to
enhance services for children and adolescents.



Received national recognition for Implementing and enhancing the Integrated
Co-occurring Treatment Youth Mental Health and Substance Abuse Treatment
model.



Initiated a plan to merge the parent-led Governance Council with the
professionally led Child and Adolescent Local Area Network (C&A LAN #34).

Essentials for
Recovery from
Mental Illness

Looking Back: 2009 - 2011 Achievements
 Supported Families ETC in their launch as a 501(c)3, providing peer-topeer supports for families and youth.

SAMSHA

Self-Directed path
toward Recovery
Individualized and
Person-Centered
journey
Empowerment to
choose from a
range of options
A Holistic approach
that includes
mind, body,
spirit, and
community
Non-Linear process
focused on
continual growth
that might
include
occasional
setbacks



Supported Youth Council in collaborating with other youth organizations
statewide and in their efforts to develop a National Youth MOVE
chapter—Youth Motivating Others through Voices of Empowerment.



In collaboration with Dr. Mary Spooner of Northwestern University
Feinberg School of Medicine, guided Family CARE partners by developing
a Plan for Continuous Quality Improvement.



Assisted in Family CARE Governance Council efforts to refine its role, and
supported local initiatives, which significantly increased parent
participation, and developed a strategic planning process.



In partnership with Dr. Mary Spooner of Northwestern University
Feinberg School of Medicine, revised funding application process and
provided training focused on program outcomes.



McHenry County Chapter of ThinkFirst won outstanding newcomer award
for commitment and contributions to injury prevention.



Supported the Recovery process through funding the work of three
Recovery Engagement Specialists, who received recognition of their work
through the NAMI-McHenry award of Excellences in Education.



Increased awareness of the Recovery Process through development of a
Mental Health Wellness and Recovery Conference featuring nationally
recognized speakers such as Nanette Larson and Dr. Ronald Diamond.



Received three-year continuation of AmeriCorps grant, expanding the
program, and received AmeriCorps recovery grant to fund ten new
members.



Received the National Association of Counties Achievement Award for
supporting the development of the Community Partners for Mental
Health Awareness, a unique collaboration between service providers,
consumers and members of their families, community leaders and individuals interested in raising consciousness and understanding of mental
illness.



Purchased land and completed construction to expand offices and add a
community resource center at the Dakota Street site.



Supported NAMI-McHenry County through hiring a program director and
in increased education and training opportunities.

Strengths-Based
individualized
approaches
Peer Support
Respect
Personal
Responsibility
for self-care
Hope for
overcoming
barriers and
obstacles

 Through the Behavioral Health Foundation and community support,
hosted Theater Events and Visions of Hope Awards program to raise
awareness of mental health issues.



Organized several community partners to promote the well-being of
young children ages 0-8 through the implementation of a systematic
community planning process
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- Appendix B MHB Financial Support for Agencies

37

- Appendix C 2010 McHenry County Healthy Community Study Results
The household survey results reveal that 9.6 percent of respondents feel that the state of their mental
health needs improvement, up from the 6.8 percent identified in the 2006 McHenry County Healthy
Community Study. Alcohol and substance abuse ranks number eight, and mental health ranks number
10 out of the 26 issues identified as needs to be addressed in the most recent study.
The most common problems are depression, affecting 14.4 percent of respondents, followed by anxiety, affecting 12.3 percent or respondents. Of the survey respondents who reported a personal or
emotional problem in the past year, 22.5 percent reported thinking about seeking professional help. Of
these, half actually got help. Thirteen percent of responding households report having a child who has
ADD/ADHD; 7.8 percent report having a child with anxiety; and 5.8 percent report having a child with
aggressive or violent behavior.
A synopsis of household survey respondent results indicates perceptions that McHenry County has less
mental health than medical resources. Additionally, the stigma attached to mental illness complicates
matters. Other concerns addressed inadequate preventive services and delayed identification of problems, as well as the added burden of co-occurring substance abuse. Survey respondents also felt that
most communities within the county are under resourced in the areas of mental health and substance
abuse, and that federal and state funding shortfalls have created deep cuts in services.
The key informant interviews identified persons with mental illness and/or substance abuse as the
fourth named population needing attention. Interviewees noted that calls to the Crisis Line are up, and
that callers often exhibit symptoms that are more acute than in the 2006 McHenry County Healthy
Community Study. They spoke of a need for crisis respite. Key informants also identified a real need for
inpatient detox and substance abuse units and adolescent inpatient units in the county.
Many individuals in a mental health and/or substance abuse crisis are admitted to hospital emergency
rooms or come into contact with the law enforcement system. Unfortunately, for jail inmates needing
mental health or substance abuse services, the waits are extremely long.
Many informants described a lack of respect for Latino residents, and a culture of fear in the community directed toward Latino residents. Informants expressed concern that anti-immigrant sentiment
appears to be widespread. They also noted the need for community education for the non-Latino community regarding Latino culture, beliefs, and ways of living. In particular, language was identified as a
tremendous barrier to services for the Latino community.
As the number of senior citizens in the County continues to rise, key informants stress the need for additional services. Potential cuts to Medicare and state budgets were said by informants to threaten
access to affordable health care, including mental health services. The lack of reliable public transportation in the County was also said to hinder independence.
Other barriers to seeking services were said to include stigma, confusing insurance policies that hamper access to care, and inadequate reliable transportation for low-income working poor.
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Informants also expressed concern that youth with mental health and/or substance abuse problems
need comprehensive care in day care programming and in-patient services. Informants noted that
teenage youth with emotional problems have been failed by the schools and the medical community,
and have nowhere to receive help. Additionally, informants noted the lack of services for eating disorders. The lack of psychiatrists who accept Medicare in McHenry County is another barrier to care
identified by key informants.
Suggested improvements include:
 Development of a simple way to locate services,
 Integration of modern equipment and technology into delivery of services by service providers
to streamline operations. An example is offering trainings and continuing education via electronic media, and
 Offering client on-line access to services.
The focus groups participants identified a serious gap in county services for mental illness. They expressed concern that state funding cuts will lead to further strain upon already reduced services, especially for mental health and recovery specialists, peer support programs, and efforts focused on the
reduction of stigma. Other prominent gaps include lack of dual diagnosis for persons with mental illness and developmental disabilities, limited mental health services through schools, and problems with
reliable transportation to access services. Participants in focus groups also pointed out the length of
wait time, which in some cases could exceed a month, before seeing a mental health professional.
Groups of persons with mental illness and parents of children with mental illness expressed concern
about the sustainability of the comprehensive mental health system for children established through
the Family CARE grant awarded to the McHenry County 708 Board.
Participants in focus groups suggested the following key actions for improving mental health services:
 Increase effectiveness of information and referral services in McHenry County
 Provide local inpatient psychiatric and rehabilitation facilities to meet the needs of mentally ill
and substance abusing individuals
 Develop and implement a plan to reduce the language and cultural barriers that prevent immigrants in the County from getting health and human services.
The Community Analysis presents a comprehensive overview of the health status and factors that influence health in the county. It reveals that:
 Almost 14 percent of county residents report having extended poor Mental Health days, up
from previous years
 The leading reasons for hospitalization in 2009 (excluding birth-related reasons) were psychoses, joint replacement, digestive disorders, alcohol/drug abuse and dependence, and chest
pain.
 Suicide rate in McHenry County exceeds the rest of Illinois. Rates are three times higher among
males.
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The Community Analysis overview of substance abuse in the county shows that:


One in five, or 20.7 percent, of adults were at risk of acute/binge drinking in 2007, slightly
higher than the Illinois average



Prevalence of illicit drug use is highest among 18 to25 year olds



When applying national estimates to the McHenry County 2009 population, an estimated
135,432 residents age 12 and older drank alcohol during the past month. Among alcohol
drinkers, 45.1 percent are considered binge drinkers and 12.9 percent are considered heavy
drinkers.



When applying national estimates to the 2009 population of McHenry County, 14,366 males
aged 12 and older used illicit drugs in the past month, compared to 8,735 women.



In 2008, more than half of high school seniors in the county drank alcohol, and one in five
smoked cigarettes and used marijuana.



For 2008, 9 percent of high school seniors used over-the-counter performance enhancing
drugs and uppers, such as Ritalin, and 8 percent reported using cocaine, psychedelics such as
LSD, and other prescription narcotics in the past year.



During 2008, 8 percent of the county’s eighth graders reported using inhalants during the past
month, higher than any other grade and higher than the Illinois rate for eighth graders.



Among McHenry County’s 12th graders in 2008, 11 percent reported selling illegal drugs, 16
percent reported being drunk or high at school, 20 percent reported drinking and driving, and
21 percent drove while high.



In 2008, driving under the influence (DUI) arrests numbered 1,259 in the county, which is a rate
of 520.9 arrests per 100,000 people age 16 and older, topping the Illinois rate of 479.9.



Top three death causes for ages 25-44 involve MH/SA: #1 motor vehicle accidents (estimated
half involve alcohol), #2 accidental poisoning (overdose), and #3 suicide (2003-2007 data).
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- Appendix D 2010 McHenry County Healthy Community Study Partners

 Advocate Good Shepherd
Julie Mayer

 McHenry County Department of Health
Joseph Gugle & Debra Quackenbush

 Centegra Health System
Hadley Streng & Rowena Wermes

 McHenry County Mental Health Board
Barbara Iehl

 Crystal Lake Chamber of Commerce
Maria Ortega

 Pioneer Center
Kemberly Dailey Johnson

 Environmental Defenders
Suzanne Johnson

 Sherman Hospital
Tina Link

 1st Congregational Church of Crystal Lake  Senior Services Associates Inc.
Kathryn Gooding
Meg LaMonica
 Leadership Greater McHenry County
Marcy Piekos & Frances Glosson

 United Way of Greater McHenry County
David Barber

 League of United Latin Amer. Citizens
Maggie Rivera

 Woodstock Christian Life (Hearthstone)
Rick Curtis

 McHenry County College
Lena Kalemba

 Woodstock Com. Unit School Dist. 200
Laura Crain

 McHenry County Community Foundation
John Small

 Village of Prairie Grove
Jeannine Smith

 McHenry County Conservation District
Pete Merkel
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- Appendix E Developmental Disabilities in McHenry County
A System in Crisis
Illinois has several taxing bodies that support specific populations
 708 Boards support persons with mental illness, substance abuse, and developmental disabilities.
 553 Boards support persons with mental illness.
 377 Boards sup ort persons with developmental disabilities.

What we know
 15 percent of funding from 708 Board goes to persons with developmental disabilities.
 The needs of this population have continued to increase.
 State funding has been flat for years and does not meet the cost of doing business and is coupled with
significant delays in payments.
 The economic climate in the State of Illinois continues to worsen.
 Funding for persons with developmental disabilities is available only in crisis situations.
 Discussion of creating a 377 Board began in 2007.

Facts
 2010 Census indicates that the population of McHenry County is 308,000.
 1.7 percent of the general population has a developmental disability. This means that 5,236
individuals in our County have a developmental disability.
 Currently, 935 people receive services.
 12 group homes in the County serve 89 people.
 110 families receive respite services.
 168 people receive home based supports.

DHS Facts from October 2011








799 County residents are in the PUNS state data base.
243 people or their caregivers need increased supports.
55 of these caregivers are aged 60 or over.
66 of these people will need support for their family to continue to live at home.
73 need 24 hour CILA funding.
471 need intermittent respite services.
126 have graduated in the last 10 years.

377 Board in McHenry County will
 Require the passage of a county referendum—hopefully in April 2013.
 Be supported by a tax increase of approximately $33.33 per $100,000 home value (less than $3 per
month.
 Will generate more than $10 million annually.
 Require significant planning and collaboration.
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- Appendix F McHenry County Mental Health Board FY 12, 13, 14 Plan
Overview of Funded Services with Commentary from the Public

Supporting recovery and resiliency within a system of care model that is community based
requires that a full continuum of services is available to community members. This provides
the opportunity to access care at the right level of service for the right amount of time. This
continuum model describes the services funded through the MHB in our community from the
most restrictive care to the least restrictive care.
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Public Comment









No detox facilities exist in county or residential substance abuse programs.
Crisis/OnSite is a CORE Service
Family Services uses evidence-based model, Integrated Co-occurring treatment (CIT –
for youth and young adults).
Need halfway houses
Promote awareness and education to reduce stigma.
Need longer-term services.
Better collaboration among service providers, resources and support groups.
Better integration with primary healthcare.
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Public Comment






Services for non-Medicaid are severely impacted due to State funding.
Psychiatry is a Core Service.
Crisis/ Onsite is a Core Service – serves all disability groups.
Inpatient services limited to indigent population.
Need to reduce high volumes at emergency room and crisis response. – need better outreach and
engagement strategies and a post care place to go.
 Ready access to psychiatry/nurse services
 Need to integrate primary healthcare/mental healthcare.
 Need to de-stigmatize care and care seeking.
 Consider drop in center, peer support.
 Need better community education.
 Address transportation barriers.
 Consider better follow up for crisis response, next day.
NOTE: The MHB also provides funding for services at Horizons, Mathers Clinic, and Professional consultations for “warrant of need” clients when waitlist times prohibit ready access into programs on a critical
basis.
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Services for non-Medicaid are severely impacted due to State funding.
Psychiatry is a Core Service.
No in-county Inpatient services for children and adolescents.
Coordination of services needed to help prioritization.
Successful interventions are demonstrated when substance abuse and mental illness disorders are treated
concurrently, integrated (ICT Model).
 Transitional youth slips through the cracks when they transition to adult services.
 Technology should be used to broaden outreach and interventions to youth.
 Need more peer-support roles and programs for youth.
 Need more access to education and recreation for this age group.
 Very young children need specific interventions and programs integrated with primary healthcare.
 Services should be available at the school.
NOTE: The MHB also provides funding for services at Horizons, Mathers Clinic, and Professional consultations
for “warrant of need” clients when waitlist times prohibit ready access into programs on a critical basis.
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Services for non-Medicaid are severely impacted due to State funding.
C&A Hispanic population is the fastest growing group in the County. Limited bi-lingual counseling
staff available.
 Restorative justice programs limited in the county.
 Family Nights hosted by Family Services has been extremely effective with reaching out to the Latino
Families and as an alternative to counseling services.
 WRAPAROUND services are an evidence-based service for prevention and intervention.
 Screening for very young children is a critical need and service.
 Transitional youth need drop in services and opportunities for education and employment.
 AmeriCorps is seen as leadership building opportunity for Latino and Transitional Youth.
 Garden Quarter provides after school programming to at risk youth.
 Services in rural communities are critically needed due to lack of transportation available.
Consider more partnerships with education, faith based partners.
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Services for non-Medicaid are severely impacted due to State funding.
Psychiatry is a Core Service.
Need more peer-to-peer support, especially veterans.
Homelessness is a big issue for these populations. Shelter for DV is critical.
Need more education.
Place for drop-in for these groups is important (Veterans and Traumatic Brain Injury).
MHB is one of the only 708 Boards to provide support for those with TBI**.
MHB provides support for facility needs of the Lake-McHenry Veterans Project.
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Services for non-Medicaid are severely impacted due to State funding.
Waiting list for State provided services (Housing, home-based care, employment) is long (twenty years
or more).
Transitional youth have very few opportunities to engage in employment and education.
Senior care consumers are increasing.
Autism services are in great need and demand.
Trained respite workers are needed.
Need to create a drop-in center.
Psychiatry is a Core Service.
No in-county Inpatient services for children and adolescents.
Transportation needs are high.
MHB funding is limited for this population; County may need to consider a 377 Board for additional
resources.

- Appendix G Mental Health Board Staff / Board Members
(As of December 2011)
Mental Health Board Members
Don Larson……………...President
Connee Meschini……….Vice President
Kari Stinespring………...Secretary
Terrance Lee Ellis...…….Treasurer
Mary L. Donner…………Board Liaison
Caren Gardner…………..Member
Sam Tenuto……………..Member
Jim Swarthout…………..Member
Brett Wisnauski………...Member
Mental Health Board Staff - Administrative
Alexandria (Sandy) Lewis…..Executive Director
Robert Lesser………………..Deputy Director
Cathy Garrey………………...Compliance &
Quality Assurance
Duane Lahti………………….Data & Information
Systems Manager
Jane Wacker………………….Fiscal Operations
Manager
Dodi Vainisi………………….Accountant I
Pete Gott……………………...Accounting
Assistant
Pam Marrs……………………Accounting
Assistant
Maureen Gates……………….Administrative
Specialist II
Vickie Johansen……………...Administrative
Specialist II
Susan Stumpner……………...Administrative
Specialist III
Laura Maras………………….Billing & Data
Coordinator
Barbara Iehl…………………..Community
Relations Specialist
Sonya Jimenez………………..Database
Administrator/
Medicaid
Coordinator
Patrician Peterson…………….Executive Assistant
Ibukun Macaulay……………..PC & Network
Technician
Wendy Neuman……………... Program & Training
Assistant

Family CARE and Service Coordination
Todd Schroll……………………...Family CARE
Project Director
Elizabeth Doyle…………………..Clinical Director
Adrienne Burman………………..Administrative
Specialist II
Beatriz Flores……………………. Administrative
Specialist II
Susan Gru………………………... Administrative
Specialist II
Marihelen Prideaux ………… Administrative
Specialist II
Cheryl Darling …………………. Billing & Data
Specialist
Jane Montgomery…………….Family CARE / SASS
Intake & Referral
Coordinator
Nicole Summers……………... ICG Coordinator
Chris Foley …………………….. ICG Coordinator
Nicole Allseitz…………………. Project Success
Coordinator
Linda Baumert ……… Project Success Coordinator
Adrienne Chura-McGann...Project Success
Coordinator
Janine Heidtke……………. Project Success
Coordinator
Fatima Perez……………………. Project Success
Coordinator
Candice Yeargin…………….. Prevention & ICG
Clinical Supervisor
Donna Buss …………………... Recovery &
Engagement
Specialist
Londa Mattick………………... Recovery &
Engagement
Specialist
Tammy Stroud……………….. TBI Coordinator
Amy Easton…………………... SASS Family
Resource Developer
Carolyn Frasor ………………...SASS Intake
Coordinator
Sue Charles ………………….. SASS Supervisor
Anne-Marie Duhame …...Wraparound/System
of CARE Supervisor
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- Appendix I Mental Health Board Funded Agencies
Adult & Child Therapy Services (ACT) – 708 Washington Street, Woodstock, IL 60098, 815 -338-1707 (Fax: 815-338-1786)
Kim Larson, Executive Director, klarson@adultchildrehabcenter.org
Allendale Association – P.O. Box 1088, Lake Villa, IL 60046, 847-245-6218 (Fax : 847-356-2393)
Mary Shahbazian, President, mshahbazian@allendale4kids.org
Chris Schrantz, VP of Finance, 847-245-6214, CSchrantz@allendale4kids.org
Patrick Kealey, Director, 1055 Lake Ave. Woodstock, IL 60098,
Phone : 815-206-5725 (Fax : 815-206-5724), PKealey@allendale4kids.org
CASA of McHenry County – 518 S. Route 31, Suite 205, McHenry, IL 60050, 815.363.5920 (Fax: 815.363.5930)
Kelly Pokharel, Executive Director, kelly@casamchenrycounty.org
Centegra Specialty Hospital-Woodstock, South Street – 527 West South St., Woodstock, IL 60098, 815-338-2500
Sue Murphy, Chief Nursing Officer, 815-334-3969 (Fax: 815-334-5545), smurphy@centegra.com
Astrid Larsen, Interim Crisis Program Manager, 815-338-2910 (Fax: 815-338-2912), alarsen@centegra.com
Sheila Senn, Director, B.H. Inpatient, 815-334-5517 (Fax: 815-334-5002) ssenn@centegra.com
Consumer Credit Counseling – P.O. Box 885, Woodstock, IL 60098 (400 Russell Ct., Suite 1, Woodstock, IL 60098)
Virginia Peschke, Executive Director, 815-338-5757 (Fax: 815-338-9646) vpeschke@illinoiscccs.org
Families ETC. – 620 Dakota Street, Crystal Lake, Illinois 60012, 815-307-5451 (Fax: 815-455-2925)
Contact: admin@familiesetc.org.
Family Alliance, Inc. – 2028 N. Seminary, Woodstock, IL 60098, 815-338-3590 (Fax: 815-337-4406)
Carol Louise, Executive Director, Clouise@FamilyAllianceInc.org
Family Service & Community Mental Health Ctr. – 4100 Veterans Pkwy., McHenry, IL 60050
Lori Nelson, Chief Executive Officer, 815-669-2500 (Fax: 815-385-8127), lnelson@familyservicemch.org;
Norm Joyce, CFO, (815) 669-2559, fax: (815) 363-1761, njoyce@familyservicemch.org ;
Scott Campbell, Associate Director (scampbell@familyservicemch.org);
Chris Gleason, 815-669-2441 (cgleason@familyservicemch.org)
Family Health Partnership Clinic – 13707 W. Jackson, Woodstock, IL 60098, 815-334-8987 (Fax: 815-334-9013)
Suzanne Hoban, Executive Director, hpclinic@mc.net
Home of the Sparrow – 5342 W. Elm Street, McHenry, IL 60050, 815-271-5444 (Fax: 815-271-5406)
Nancy Hiatt, Executive Director, executive.director@h-o-s.org
Horizons Behavioral Health, LLC – 500 Coventry Lane, Suite 205, Crystal Lake, IL 60014, 815-455-7100, (Fax: 815-455-3951)
Melinda Struthers, Office Manager, 815-455-7100 xt.5427, mstruthers@horizonsbh.com
Mathers Clinic – 666 Russell Court, Woodstock, IL 60098, 815-397-7654, (Fax: 815-397-2712)
Dr. Ramesh Vemuri, rvemuri@themathersclinic.com
McHenry County Dept. of Health – 2200 N. Seminary-Annex A, Woodstock, IL 60098
Patrick McNulty, Director, 815-334-4510 (Fax: 815-338-7661), PJMcnult@co.mchenry.il.us
Debbie Currey, 815-334-4848 (Fax: 815-206-3649), dacurrey@co.mchenry.il.us
Fran Stanwood, fmstanwo@co.mchenry.il.us
NAMI–MC (National Alliance on Mental Illness) – P. O. Box 1391, Crystal Lake, IL 60039, 815-344-8300 (Fax: 815-344-8335)
Dr. Rick Kirchhoff, President, 815-245-1885; r.m.k.kirchhoff@sbcglobal.net
Northern Illinois Special Recreation Assoc. – 285 Memorial Drive, Crystal Lake, IL 60014
Brian P. Shahinian, Executive Director, 815-459-0737, (Fax: 815-459-0388), bshahinian@nisra.org
OMNI Youth Services – 1111 West Lake-Cook Road, Buffalo Grove, IL 60089, 847-353-1500 (Fax: 847-465-1964)
Jay Meyer, Executive Director, jmeyer@omniyouth.org
Options and Advocacy – 365 Millenium Drive, Suite A, Crystal Lake, IL 60012, 815-477-4720 (Fax: 815-477-4700)
Cindy Sullivan, Executive Director, Cindy.Sullivan@opad.org
Continued on next page
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Mental Health Board Funded Agencies
Continued

Pioneer Center – 4001 Dayton St., McHenry, IL 60050, 815-344-1230 (Fax: 815-344-3815)
Lorraine Kopczynski, President/CEO, lkopczyn@pioneercenter.org
Jeff Kurth, jkurth@pioneercenter.org;
Dan Haligas, dhaligas@pioneercenter.org
Youth Services: Susan Krause, 101 S. Jefferson Street, Woodstock, IL 60098, 815-338-7360 (Fax 815-337-5510)
skrause@ysb4kids.org
PADS: Matt Kostecki, 14411 Kishwaukee Valley Rd., Woodstock, IL 60098, 815-338-5231, (Fax 815-206-5909)
mkostecki@pioneercenter.org
Professional Consultations, Inc. – 745 South Eighth St, West Dundee, IL 60118; Crystal Point Office Park, 610-2 Crystal
Point Drive, Crystal Lake, IL 60014; 800-428-7260 (Fax: 847-428-7269)
Carole Milliman, Executive Director cs.pci@hotmail.com
The Advantage Group – 422 TAG Way, Crystal Lake, IL 60014, 815-444-6400, (Fax: 815-444-6816)
Patrice Owens, Executive Director, powens@advantage.org; Michelle Kalemba, CEO mkalemba@advantage.org
Thresholds – 4101 N. Ravenswood, Chicago, IL 60613, 773-572-5300 (Fax: 773-572-5290)
Jay Forman, VP Strategic Developments, 773-572-5350, (Fax: 773-537-3450) jay@thresholds.org
Julie Gibson, Program Director, 109 S. Jefferson Street, Woodstock, IL 60098, 815-338-8324 (Fax: 815-206-0146), jgibson@thresholds.org
Transitional Living Services, Inc. – 10513 IL Rt. 47, Hebron, IL 60034, 815-648-2203 (Fax: 815-337-4769)
Tammy Tope, Program Manager, Tammy_TOPE@yahoo.com; Alan Belcher, Executive Director, abelcher@tlsveterans.org
Turning Point, Inc. – P.O. Box 723, Woodstock, IL 60098, 815-338-8081/334-2020 (Fax: 815-338-8110)
Jane Farmer, Executive Director, jfarmer@mchenrycountyturningpoint.org
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- Appendix J Inservices and Training Events
January 7, 2009

Synthesis Training

January 15, 2009

Family and Youth Council

January 15, 2009

TRAC Webinar

January 15, 2009

Traumatic Brain Injury Task Force

January 21,2009

Collaborative Reporting Webinar

January 21, 2009

TRAC Training

January 23, 2009

Transition to Independence Training

January 26, 2009

Transition to Independence Process IV

February 5, 2009

Transition to Independence Process IV

February 15, 2009

Family and Youth Council

February 19, 2009

Traumatic Brain Injury Task Force

February 17, 2009
February 17, 2009

Care Trak Training
Emotional, Behavioral & Personality Changes after Brain Injury: Implications for Recovery

February 23, 2009

Traumatic Brain Injury Panel

February 25, 2009
February 27, 2009

Synthesis Training
Individual Care Grant Collaborative

February 28, 2009

Parent University

March 5, 2009

MHB Board Study Session

March 9, 2009

TRAC Training

March 9, 2009

Engaging Families in Treatment

March 10, 2009

ICT Therapist Training

March 11, 2009
March 12, 2009

Engaging Families in Treatment: Challenges & Treatment
Integrated Co-occurring Treatment for Youth w/Mental Health & Substance Use Disorders (ICT)

March 12, 2009

Pre-Service AmeriCorps Training

March 13, 2009
March 13, 2009
March 13, 2009

Traumatic Brain Injury Panel
Care Trak
MHB Board Study Session

March 16, 2009

Pre-Service AmeriCorps Training

March 16, 2009

The Incredible Years (part 1)

March 17, 2009

Individual Care Grant Webinar

March 18, 2009

The Incredible Years (part 2)

March 19, 2009

The Incredible Years (part 3)

March 23, 2009

Traumatic Brain Injury Panel

March 24, 2009

Individual Care Grant Webinar
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Inservices and Training Events
Continued
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March 25, 2009

Webinar-Overcoming Language Issues Working with Refugees and Immigrants

March 25, 2009

Individual Care Grant Webinar

March 31, 2009

Homeless Families & Youth Modeling

April 2, 2009

Rule 32 Training

April 9, 2009

Network of Care Kick-off – for community

April 16, 2009

Traumatic Brain Injury Panel

April 16, 2009

Quit Smoking Class

April 17, 2009

Introduction to the ASQ and ASQ-SE System (for Early Childhood Mental Health)

April 22, 2009

Synthesis Training

April 23, 2009

Quit Smoking Class

April 30, 2009

Provider Connect Upgrade Training

April 30, 2009

Policy Tech Instruction

April 30, 2009

Quite Smoking Class

May 7, 2009

Facing the Challenges & Learning Helpful Strategies when Working with Individuals Who Are
Dually Diagnosed (MI/DD)

May 7, 2009

Transition to Independence Process (I, II, III)

May 7, 2009

Quite Smoking Class

May 14, 2009

Quit Smoking Class

May 14, 2009

Applied Behavior Analysis (ABA)

May 14, 2009

Transition to Independence

May 15,2009

NAMI Teacher Training

May 16, 2009

NAMI Teacher Training

May 17, 2009

NAMI Teacher Training

May 20, 2009

CPI Training

May 21, 2009

Quit Smoking Class

May 26, 2009

CPI Training

May 28, 2009

Quit Smoking

June 5, 2009

Transition to Independence

June 5, 2009

AmeriCorps Pre-service Training

June 6, 2009

AmeriCorps Pre-service Training

June 8, 2009

Training on Application Process

June 10, 2009

Transition to Independence Process - V

June 10, 2009

ICT Presentation

June 15, 2009

MHB Study Session

June 18, 2009

Integrated Co-occurring Treatment for Youth w/Mental Health & Substance Use Disorders (ICT)

Inservices and Training Events
Continued
June 18, 2009
June 24, 2009
June 29, 2009
July 9, 2009
July 10, 2009
July 10, 2009
July 14, 2009
July 20, 20009
July 22, 2009
July 22, 2009
July 28, 2009
August 5-7, 2009
August 10-14, 2009
August 25, 2009
August 26, 2009
September 2, 2009
September 4, 2009
September 17, 2009
September 21, 2009
September 28-29,2009
September 24, 2009
September 24, 2009
September 28, 2009
September 29, 2009
October 1, 2009
October 1, 2009
October 3, 2009
October 6, 2009
October 6, 2009
October 7, 2009
October 7, 2009
October 9, 2009
October 9, 2009
October 9, 2009
October 13, 2009
October 15, 2009
October 19, 2009
October 27, 2009
October 28, 2009

Mental Illness Lunch and Learn
Transition to Independence Process - V
Multi-agency Discharge Planning Conference
AmeriCorps Recovery Grant Information Session
Total Clinical Outcomes Management in Systems of Care for Children's Mental Health
PTSD and Complex Trauma Training
WRAP Lunch and Learn
WRAP Refresher
Logic Model Training
Health Department Training on MRSA
Lunch and Learn on Stigma
Cognitive/Behavioral Interventions w/Children & Adolescents w/PTSD & Complex
Trauma Experiences
The Incredible Years - Teacher Training Program
Lunch and Learn on Stigma
Mental Health First Aid Training
Life Space Crisis Intervention (LSCI)
Mental Health First Aid Training
Mental Health First Aid Training
Mental Health First Aid Training
Confidentiality and Legal Issues
Mental Health First Aid
Transition to Independence Training
Mental Health First Aid Training
Mental Health First Aid Training
Transition to Independence Process - Session VI
AmeriCorps Pre-service Training
AmeriCorps Pre=service Training
Positive Outcomes Through Experiential Interventions
The Families We Get to Work With
Digging Deeper into Crisis & Safety Planning
Transition: Completing the Wraparound Process
Effective Team Meeting Facilitation
Transition to Independence Process - Session VI
CPI Refresher
Presentation of “No Kidding Me Too”
System of Change: Panel of Expert Speakers
CPI Class
FQHC Webinar
Motivational Interviewing: Building on the Basics

November 12, 2009
November 13, 2009

How to Work with Interpreters
Metabolic Syndrome

November 16, 2009

Mental Health First Aid Training

November 17, 2009

DHS Lunch and Learn – Rescue and Restore

November 18, 2009

Children & Adolescent Needs and Strengths Assessment (CANS)

Nov. 30, Dec. 1-2, 2009
December 1, 2009

The Ever Changing World of Epilepsy
Mental Health First Aid
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Inservices and Training Events
Continued
December 2, 2009
December 8, 2009
December 11, 2009
January 12, 2010
January 13, 2010
January 13, 2010
January 22, 2010
January 25, 2011
January 26, 2010
January 26, 2010
February 5, 2011
February 9, 2010
February 10, 2010
February 16, 2010
February 22, 2010
February 23, 2010
February 23, 2010
February 23, 2010
February 25, 2010
March 2, 2020
March 9, 2010
March 11, 2010
March 16, 2010
March 23, 2010
March 23, 2010
March 26, 2020
March 26, 2010
March 29, 2010
March 30, 2010
April 2, 2010
April 3, 2010
April 10, 2010
April 14, 2010
April 17, 2010
April 26, 2010
April 29-30, 2010
May 1, 2010
May 6, 2010
May 4, 2010
May 8, 2010
May 11, 2010
May 13, 2010
May 13, 2010
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Mental Health First Aid
Health Department Nurses Training
CPI Training
Health Department RN Training
Applied Strengths, Crisis Planning and Goal Setting
CPI
Building Strong Child and Family Teams
CPR/First AID
WRAP Class
Health Department RN Training
Transition to Independence Training
WRAP Class
CPI Training
WRAP Class
MHB Study Session
TIP training-VII
WRAP Class
Health Department RN Training
Self-Injury in Adolescents
WRAP Class
WRAP Class
TIP training-VII
WRAP Class
WRAP Class
The Premature Infant Discharged from the NICU
CPI Training
Psychopharmacology for adolescents
A Chiropractic Approach to Working with Children with Special Needs
WRAP Class
AmeriCorps Pre-service training
NAMI Basics
NAMI Basics
Intake Coordinator Presentation
NAMI Basics
Genetics in Developmental Behavioral Pediatrics
Autism and Mental Health Disorders
NAMI Basics
TRAC Webinar
May is Mental Health Month Lunch and Learn
NAMI Basics
May is Mental Health Month Lunch and Learn
Group Crisis Intervention Stress Management - CISM
AmeriCorps Training

May 15, 2010

NAMI Basics

May 18, 2010

May is Mental Health Month Lunch and Learn

May 21, 2010

TRAC Training

May 25, 2010

May is Mental Health Month Lunch and Learn

May 27, 2010

Typical Development Birth to Three

Inservices and Training Events
Continued
June 2, 2010
June 7, 2010
June 9, 2010
June 10, 2010
June 15, 2010
June 16, 2010
June 21, 2010
June 22, 2010
June 23, 2010
June 23, 2010
June 23, 2010
June 24, 2010
June 30, 2010
July 14, 2010
July 21, 2010
July 22, 2010
July 27, 2010
July 30, 2010
August 4, 2010
August 17, 2010
August 25, 2010
August 25, 2010
August 27, 2010
August 31, 2010
August 31, 2010
September 8, 2010
September 10, 2010
September 11, 2010
September 14, 2010
September 29, 2010
September 24, 2010
September 29, 2010
September 30, 2010
October 1, 2010
October 4, 2010
October 4, 2010
October 5, 2010
October 5, 2010
October 6, 2010
October 13, 2010
October 20, 2010
November 10, 2010
November 30, 2010
December 8, 2010
December 10, 2010
December 17, 2010
December 28, 2010
January 18, 2011
January 21, 2011
January 24, 2011

ICT Training
TRAC Training
SASS & Trauma Focus Training
Stress Management
Postpartum Depression
ICT Development Presentation
Mental Health First Aid
Mental Health First Aid
Group Dynamics
SASS & Trauma Focus Training
Webinar: Current and Future Medicaid issues
CPI Refresher
Home of the Sparrow Cultural & Linguistic Competence Training
ICT SASS & Trauma Focus Training
Trauma Focused CBT
TIP Train the Trainer
Training for Consenting Research Subjects
CPI Training
Training on Consenting Research Subjects
Trauma Focused CBT
OCD and Anxiety Disorders
ICT SASS & Trauma Focus Training
TIP Train the Trainer with Marc Fagan
Trauma Focused CBT
SASS CGAS Training
CGAS
AmeriCorps Pre-service training
AmeriCorps Pre-service training
Trauma Focused CBT
Grief and Trauma
TIP Train the Trainer
Treating Youth with co-occurring disorders
Mental Health First Aid
Mental Health First Aid
Barbara Weiner training for Network—legal issues
Treating Youth w/Co-occurring Disorders
Legal Issues Update
WRAP Lunch and Learn
DD/MI
Sports and Concussions
Youth Development Symposium
Trauma Focused CBT
Medicaid 132 Training
Trauma Focused CBT
TIP Train the Trainer
AmeriCorps Pre-service training
CPI Refresher
Trauma Focused CBT
CPI Refresher
CPI Class
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Inservices and Training Events
Continued
February 8, 2011
February 9, 2011
February 16, 2011
February 16, 2011
February 19, 2011
February 26, 2011
March 3, 2011
March 5, 2011
March 9, 2011
March 12, 2011
March 14, 2011
March 15, 2011
March 19, 2011
March 19, 2011
March 30, 2011
March 31, 2011
April 1, 2011
April 9, 2011
April 9, 2011
April 13, 2011
April 16, 2011
April 16, 2011
April 19, 2011
April 23, 2011
April 23, 2011
April 30, 2011
April 30, 2011
May 7, 2011
May 7, 2011
May 10, 2011
May 10, 2011
May 11, 2011
May 13, 2011
May 14, 2011
May 14, 2011
May 21, 2011
May 21, 2011
May 23, 2011
May 28, 2011
May 28, 2011
June 11, 2011
June 10, 17 & 24, 2011
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Benefits Training
Boundary Training
Trauma Focused CBT
WRAPAROUND Training
NAMI Basics
NAMI Basics
Using Wraparound Principles to Enhance Clinical Practice
NAMI Basics
Transitional Youth Work Group - Mental Emotional Fitness
NAMI Basics
CPI Refresher
Trauma Focused CBT
NAMI Basics
NAMI Visions
PTSD
Wraparound - Hi-Fidelity Wraparound: Engagement
Wraparound - A Bump in the Road: Overcoming Barriers
NAMI Basics
NAMI Visions
Wraparound - Crisis & Safety Planning
NAMI Basics
NAMI Visions
Trauma Focused CBT
NAMI Basics
NAMI Visions
NAMI Basics
NAMI Visions
NAMI Basics
NAMI Visions
Empowering Leadership
Recovery Lunch and Learn
Recovery & MI - Lunch & Learn
TIP Train the Trainer
NAMI Basics
NAMI Visions
NAMI Basics
NAMI Visions
CPI Refresher
NAMI Basics
NAMI Visions
NAMI Visions
Trauma Focused CBT

June 15, 2011

Mental Health First Aid

June 21, 2011

Trauma Focused CBT

Inservices and Training Events
Continued
July 8, 2011

AmeriCorps Training/Omni

July 12, 2011

QMT Training

July 13, 2011

Ethics

July 15, 2011

TIP Train the Trainer

July 19, 2011

Trauma Focused CBT

July 29, 2011

DHS Contract Budgeting Webinar

July 27, 2011

Bi-Polar Disorder

July 28-29, 2011

Cultural Comp. Lunch & Learn: Exploring India & Gender Differences

August 2-3, 2011

Mental Health First Aid for Vets

August 10, 2011

Mental Health First Aid

August 16, 2011

Lunch & Learn: Research on Stigma & Mental Illness

August 30, 2011

CLC Training

August 31, 2011

CPI refresher

September 14, 2011

Suicide Awareness

September 16, 2011

Trauma Focused CBT

September 20, 2011

MH Wellness/Recovery Conference

October 7, 2011

TIP Train the Trainer

October 12, 2011

Success Over Stress

November 15, 2011

Trauma Focused CBT
Domestic Violence
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- Appendix K Grant Status Report
SAMHSA Grant Partnership Project:
Lake-McHenry Veteran’s and Family Strategic Initiative
Project period: 09/30/2010
Award amount: $745,500 per year for five years
Overarching goal: Transformation of behavioral healthcare systems for veterans and their families in
Lake and McHenry counties.
A 21 member governing council made up of representatives from McHenry and Lake counties is
responsible for planning and implementing the project based on feedback from veterans and their
families. In McHenry County, an advisory group of veterans and their families, and service providers
offer guidance, advice, and leadership on project direction.
Three local McHenry County human service agencies—Transitional Living Services, Pioneer Center for
Human Services, and Family Service and Community Mental Health Center—provide support for the
challenges military personnel and their families face as they return home. Working as a team, the
group provides outreach and early interventions to reduce the need for hospitalizations.
The MHB facilitated opening of a Veterans Drop-In Center at 5330 W. Elm Street in McHenry to
promote awareness of services and provide military personnel and their families with opportunities to
find peer support by sharing stories and connecting with others who have had similar experiences.

Project Launch
The MHB lead a team of parents, representatives of faith-based communities, service providers,
personnel from the medical and mental health community, along with local schools to apply for a
SAMHSA Grant to promote wellness of young children ages 0 through 8. Work began on Project
Launch early in 2011, however SAMHSA withdrew availability for this grant.
The McHenry County Council on Young Child Wellness (requirement of Project Launch) has continued
to develop a plan to promote wellness of young children through three guiding principles: 1) a public
health approach centered on prevention and promotion activities and treatment after problems occur,
2) a holistic perspective that centers on optimal functioning across all developmental domains
(cognitive, social, emotional, behavioral and physical health), and that works across all disciplines, 3)
and an ecological framework that centers on direct services and activities to address strengths and
challenges of child, family, community and culture.
The team has been working on acquiring small grants for family night and classes on education and
wellness for families at rural schools.

SAMHSA Family CARE Project
The MHB’s FY 2012 includes a 7th year extension of the Family CARE project without additional federal
funding.

Other projects
The above listings identify new initiatives. Additionally, ongoing grant management and submission
activities during the past three years include the Family CARE SAMHSA cooperative agreement, DCFS
System of Care (Client Centered Services), Project Success, AmeriCorps, Illinois Department of
Education to support WrapAround, and Department of Human Services, Mental Health Division’s
funding of the Crisis Program Grant.
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- Appendix L Overview of services & planning commentary from the public
Mental Illness – Adult
 Help with addressing federal and state budget cuts
 Advocacy
 Development of a drop-in center with experienced staff
 Staff dedicated to hospitalization post-care
 More availability of professionals and doctors
 Transportation from rural areas to services
 Space/services for assessing client needs, linking them to services, assisting with transportation
to services
 Assistance with addressing lost health-care insurances when people lose jobs
 Education about health care
 Help with costs of mental health care
 Additional education about Traumatic Brain Injuries and services
 Work for de-stigmatization regarding mental illness
 Assistance with costs of medication
 Inpatient respite beds
Mental Illness – Youth
 Focus on those who slip through the cracks
 Coordination of services to help with prioritization of addressing needs
 Education about what is “normal,” doctor visits, illnesses, resources
 Concern about loss of Family CARE grant funds and for services for those without Medicaid
 More services located west of Harvard because travel is a barrier to services
 Early intervention/prevention services
 Work in stopping of “self-medication”
 Concerns that there is a need for more staff to meet demands, but funding is being cut, and the
waiting lists are long
 Increased TBI services, especially for those with dual diagnosis
Substance Abuse – Adult
 Need more resources for AA/SA support groups
 Funding and space for sober living houses; regulations for same housing
 Need for continued funding for non-Medicaid, inpatient, detox, extended system of care
 Need collaboration between service providers, resources and support groups
 Need for halfway houses
 Need for long-term programs for client and for families
 Abuse in halfway houses
 Build supports and relationships to increase effectiveness of treatment
 Increase community support
 Use faith based organizations
 Promote awareness, education, services
 More funding for SA and MI
 Substance Abuse – Youth
 Substance use has steadily increased among youth residing in McHenry County. According to the
Illinois Division of Alcoholism and Substance Abuse (DASA) 365 youth received 1,102 services in 2007.
Most youth received outpatient services; 39 percent of the services were for toxicology or assessments; 25 percent were outpatient; 16 percent were for case management or coordination; eight
percent were for intensive outpatient; and the remainder of the services was for residential
rehab (four percent) or home recovery (.4 percent).
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Developmental Disabilities – General
 As the state continues to struggle financially, the needs for services for children and adults who
have a DD continue to increase.
 Need the MHB’s continued support of the Task Force on Developmental Disabilities.
 Need community based housing in McHenry County, with supports
- Apartments
- Housing with available medical supports
- Senior housing for persons with disabilities
- Group Homes
- Family Homes
- Assisted living with needed supports
 Need employment Opportunities
- Job coaches
- Training
- Job development/recruitment
- Vocational assessments
- Reliable transportation
 Need Dollars that follow the person
- Individualized/customized
- Person and family centered
- Quality options available for choice in all areas of support, i.e., personal support,
vocational supports, residential, etc.
 Needs are particularly acute for persons with severe and profound disabilities, new graduates
from SEDOM and the other special education programs in the county, for persons who have
Autism Spectrum Disorder diagnoses, for persons with epilepsy, and for persons who have
traumatic brain issues and other diagnoses that impact frontal lobe functions.
 Need help with creation of 377 Board
Adults with developmental disabilities
 Anxiety about impact of economy on Pioneer industries that provide work
 Concern about unavailability of group homes in the future
 A wait list of approximately 100 individuals for residential placement
 Concerns for children of aging parents
 A need for drop-in centers
 Transportation concerns
 Help with development of a 377 Board to support developmental disability services
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Youth with developmental disabilities
 Concerns about housing as children get older
 Need for an epilepsy support program that includes continued support from Options and
Advocacy, and also education about epilepsy
 Transportation for children going to college
 Transitional services that fall between life skills and academic programs
 Support for creation of a 377 board

Overview of services & planning commentary from the public
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General Needs and Trends
 More resources for TBI, MI, and substance abuse; and more resources for family support
 Suggestion that TBI staff go out to clients to help with transportation issues
 Transportation is biggest barrier to getting services/ would funding allow for transportation?
 New PACE service might help
 Collaboration among agencies must happen for effective transportation to occur
 Network Council is going to focus their next meetings to transportation
 Need more: peer-to-peer support and education regarding mental illness/services (schools?
personal stories beneficial to reducing stigma)
 How can MHB help Centegra provide services without taking from someone else? Need to
figure how to get outside funding to help Centegra
 Drop-in center ideas: Volunteers greet people as they come in, information wall, Life skills and
nutrition classes taught by trained peers
 Consumers helping consumers
 Given funding picture& unfunded consumers, what does it mean for us as a county to be without a safety net? MHB would never have enough to cover safety net
 Hold ongoing discussions help to determine priority needs
 The biggest problems are: Lack of funding by the state
- Agencies may have to form consolidations to provide services; collaborate on software and
transportation
Other requests/recommendations
 Education/prevention continues to be the key for any success
 Funding will continue to be a major issue; we cannot educate without funds
We know so much more about alcohol and drug use and the brain development
Peer support groups do work; getting youth to participate and share is an important factor; engaging clients with others farther along in the recovery process; connecting the true story
The role of technology; figure out a creative way to use the technology available-cell phones, texting, Facebook, etc.
Risk taking behavior-youth that use substances are risk takers; need to know how to replace inappropriate risk with appropriate risk
Letters from the Community
General information
 Agencies are being asked to do more with less
 As residential and addiction treatment programs have closed recently, there was an increase in
number of court involved youth referred for services. The Day Reporting Program seems to be
the local alternative, however the state grant that funds this program will cease June 30.
 Need for a continuum of services for children with Asperger’s Spectrum.
 See record numbers of young children in services at YSB. Project Launch/Soar to Success initiative would make a huge difference in lives of children and families. Encourage development of
programs support integrated care principles.
 Continued support of Theraplay and Incredible Years
 Continued support of mental health needs of vulnerable population of homeless women and
children at Home of the Sparrow
 Continued support of System-of-care values
 Continued support of family and youth driven approaches, including Family Resource
Developers and parent support positions
 Increase availability of culturally competent supports and services
 Concentrate on evaluations and outcomes
 Focus on supported housing
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More involvement with schools in programs that teach students, teachers, and parents about
mental/emotional fitness
More work in planning with teachers for future of students

Behavioral Health
 Continued support of bipolar and addiction services
 Continued support of evidence-based and evidence informed practices such as Individual Care
Treatment plans, Wraparound, Transition to Independence Program, and Incredible Years.
 Increased prevention / education services
 Continued work with the Transitional Age Youth group
Developmental Disabilities
 Support for development of a 377 Board
 Support of Developmental Disabilities Task Force pursuit of Community-based housing with
supports, employment opportunities, dollars following the person
 Support of NISRA
 Help with care of children as parents age out of care giving roles
Traumatic Brain Injury
 Services for the TBI are good and addressed physical problems, but also needed help to adjust
to permanent changes in life brought about by traumatic brain injury
 It is important to be connected with others who had experienced a similar TBI. Headwinds Support group made a big difference. Then Centegra help me connect with another support group,
which meets weekly and has caring, well-educated leaders that help with setbacks and celebrate our successes. Please continue funding this program, which makes a difference in the
lives of individuals who have a TBI. “We need to continue improving our program and educating people so re-entry into our community can be successful and people can live more productive and fulfilling lives.”
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- Appendix M Illinois Compiled Statues
(405 IL CS 20/) Illinois Community Mental Health Act
708: 405 ILCS 20/ Section 0.1 et. Seq.
Published by ACMHAI / May 2006
A ”708 Board” or Community Mental Health Board is established by a community, municipality, or township for
the purposes of planning and funding mental health, developmental disability and substance abuse services.
(405 ILCS 20/0.1) (from Ch. 91 1/2, par. 300.1) Short Title
Sec. 0.1. This Act shall be known and may be cited as the "Community Mental Health Act". (Source: Laws 1967,
p. 3457.)
(405 ILCS 20/1) (from Ch. 91 1/2, par. 301) Definitions Sec. 1. As used in this Act:
(a) "governmental unit" means any county, city, village, incorporated town, or township;
(b) "person with a developmental disability" means any person or persons so diagnosed and as defined in the
Mental Health and Developmental Disabilities Code;
(c) "substance abuse" means the excessive use of alcohol, addiction to a controlled substance, or the habitual
use of cannabis. (Source: P.A. 88-380.)
(405 ILCS 20/2) (from Ch. 91 1/2, par. 302) Establishment and Maintenance – Authorization Sec. 2. Any county,
city, village, incorporated town, township, public health district, county health department, multiple-county
health department, school district or any combination thereof, in consultation with and being advised by the Department of Human Services, shall have the power to construct, repair, operate, maintain and regulate community mental health facilities to provide mental health services as defined by the local community mental health
board, including services for, persons with a developmental disability and for the substance abuser, for residents
thereof and/or to contract therefore with any private or public entity which provides such facilities and services,
either in or without such county, city, village, incorporated town, township, public health district, county health
department, multiple-county health department, school district or any combination thereof.
(Source: P.A. 88-380; 89-507, eff. 7-1-97.)
(405 ILCS 20/3) (from Ch. 91 1/2, par. 303) Donations
Sec. 3. Any such county, city, village, incorporated town, township, public health district, county health department, multiple-county health department, school district, community mental health board or any combination
thereof, may accept donations of property and funds for the purposes specified in this Act. (Source: P.A. 81898.)
(405 ILCS 20/3a) (from Ch. 91 1/2, par. 303a) Community Mental Health Board –
Establishment – Appointments – Memberships
Sec. 3a. Every governmental unit authorized to levy an annual tax under any of the provisions of this Act shall,
before it may levy such tax, establish a seven (7) member community mental health board who shall administer
this Act. Such board shall be appointed by the chairman of the governing body of a county, the mayor of a city,
the president of a village, the president of an incorporated town, or the supervisor of a township, as the case may
be, with the advice and consent of the governing body of such county, city, village, incorporated town or the
town board of trustees of any township. Members of the community mental health board shall be residents of
the government unit and, as nearly as possible, be representative of interested groups of the community
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such as local health departments, medical societies, local comprehensive health planning agencies, hospital
boards, lay associations concerned with mental health, developmental disabilities and substance abuse, as
well as the general public. Only one member shall be a member of the governing body. The chairman of the
governing body may, upon the request of the community mental health board, appoint two (2) additional
members to the community mental health board. No member of the community mental health board may be
a full-time or part-time employee of the Department of Human Services or a board member, employee or any
other individual receiving compensation from any facility or service operating under contract to the board;
except that unpaid members of the board of directors of any not-for- profit corporation operating under contract to community mental health boards of two (2) adjacent counties established prior to 1979 may also be
members of such community mental health boards. If a successful referendum is held under Section 5 of this
Act, all members of such board shall be appointed within 60 days of the referendum.
Home rule units are exempt from this Act. However, they may, by ordinance, adopt the provisions of this Act,
or any portion thereof, that they may deem advisable.
The tax rate set forth in Section 4 may be levied by any non-home rule unit only pursuant to the approval by
the voters at a referendum. Such referendum may have been held at any time subsequent to the effective
date of the Community Mental Health Act. (Source: P.A. 89-507, eff. 7-1-97.)
(405 ILCS 20/3b) (from Ch. 91 1/2, par. 303b) Tenure of Board Members -- Vacancies Sec. 3b. The term of
office of each member of the community mental health board shall be for 4 years, provided, however, that of
the members first appointed, 2 shall be appointed for a term of 2 years, 2 for a term of 3 years and 3 for a
term of 4 years. All terms shall be measured from the first day of the year of appointment. Vacancies shall be
filled for the unexpired term in the same manner as original appointments. (Source: Laws 1965, p. 1037.)
(405 ILCS 20/3c) (from Ch. 91 1/2, par. 303c) Removal of Board Members Sec. 3c. Any member of the community mental health board may be removed by the appointing officer for absenteeism, neglect of duty, misconduct or malfeasance in office, after being given a written statement of the charges and an opportunity to
be heard thereon. (Source: P. A. 77-1500.)
(405 ILCS 20/3d) (from Ch. 91 1/2, par. 303d) Expenses of Board Members – Payment Sec. 3d. The expenses
incurred by any community mental health board in the performance of duties imposed upon it or its members
shall be a charge on the board and shall be paid out of the "Community Mental Health Fund" hereinafter established. No member shall receive payment, except expenses, for service on the board. (Source: P. A. 78574.)
(405 ILCS 20/3de) (from Ch. 91 1/2, par. 303e) Sec. 3e. Board's powers and duties.
(1) Every community mental health board shall, immediately after appointment, meet and organize, by the
election of one of its number as president and one as secretary and such other officers as it may deem necessary. It shall make rules and regulations concerning the rendition or operation of services and facilities which it
directs, supervises or funds, not inconsistent with the provisions of this Act or with the rules and regulations
of the Department of Human Services. It shall:
(a) Hold a meeting prior to July 1 of each year at which officers shall be elected for the ensuing year
beginning July 1;
(b) Hold meetings at least quarterly;
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(c) Hold special meetings upon a written request signed by at least 2 members and filed with the
secretary;
(d) Review and evaluate community mental health services and facilities, including services and
facilities for the treatment of alcoholism, drug addiction, developmental disabilities and mental retardation;
(e) Submit to the appointing officer, the members of the governing body, the Department of
Human Services, and the Health Systems Agency a written plan for a program of community mental
health services and facilities including programs for persons adjudicated delinquent minors under the Juvenile Court Act or the Juvenile Court Act of 1987 who are found to be persons with mental illness, for
persons with a developmental disability and for the substance abuser. Such plan shall be for the ensuing
12 month period. In addition, a plan shall be developed for the ensuing 3 year period and such plan shall
be reviewed at the end of every 12 month period and shall be modified as deemed advisable. The basic
components of such plans shall be consistent with the regulations of the Department of Human Services.
(f) Within amounts appropriated therefore, execute such programs and maintain such services
and facilities as may be authorized under such appropriations, including amounts appropriated under
bond issues, if any;
(g) The board shall cause the publication of its annual budget and report within 60 days after the
end of the fiscal year in a newspaper published within the jurisdiction of the board, or, if no newspaper is
published within the jurisdiction of the board, then one published in the county, or, if no newspaper is
published in the county, then in a newspaper having general circulation within the jurisdiction of the
board. The report shall show the condition of its trust of that year, the sums of money received from all
sources, giving the name of any donor, how all monies have been expended and for what purpose, and
such other statistics and program information in regard to the work of the board as it may deem of general interest. A copy of the budget and the annual report shall also be sent to the Department of Human
Services and to the regional Health Systems Agency and to members of the General Assembly whose districts include any part of the jurisdiction of such board. The names of all employees, consultants, and
other personnel shall be set forth along with the amounts of money received;
(h) Consult with other appropriate local private and public agencies and the Department of Human Services in the development of local plans for the most efficient delivery of mental health, alcoholism
and substance abuse services. The Board is authorized to join and to participate in the activities of associations organized for the purpose of promoting more efficient and effective services and programs;
(i) Review and comment on all applications for grants by any person, corporation, or governmental unit providing services within the geographical area of the board which provides mental health facilities and services, when such facilities and services are included in the board's one-year and three-year
plans, including services for the person with a developmental disability and the substance abuser. Grant
applicants shall send a copy of their grant application to the board at the time such application is submitted to the Department of Human Services or to any other local, State or federal funding source or governmental agency. Within 60 days of the receipt of any application, the board shall submit its review and
comments to the Department of Human Services or to any other appropriate local, State or federal funding source or governmental agency. A copy of the review and comments shall be submitted both to the
grant applicant and to the regional Health Systems Agency. Within 60 days thereafter, the Department of
Human Services or any other appropriate local or State governmental agency shall issue a written response to the board, to the grant applicant and to the federal Health Systems Agency. The Department of
Human Services shall supply any community mental health board such information about purchase-ofcare funds, State facility utilization, and costs in its geographical area as the board may request provided
that the information requested is for the purpose of the Community Mental Health Board complying with
the requirements of Section 3e, subsection (e) of this Act;
(j) Perform such other acts as may be necessary or proper to carry out the purposes of this Act, if 68
not inconsistent with the regulations of the Department of Human Services.
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(2) The community mental health board has the following powers:
(a) The board may enter into multiple-year contracts for rendition or operation of services, facilities and educational programs.
(b) The board may arrange for the rendition of services and operation of facilities by other agencies of the governmental unit or county in which the governmental unit is located with the approval of the
governing body.
(c) The board may employ such personnel, including legal counsel, as may be necessary to carry
out the purposes of this Act and prescribe the duties of and establish salaries and provide other compensation for such personnel. The board may enter into multiple-year employment contracts as may be necessary for the recruitment and retention of personnel and the proper functioning of the board.
(d) The board may enter into multiple-year joint agreements, which shall be written, with other
contiguous mental health boards and boards of health to provide jointly agreed upon community mental
health facilities and services and to pool such funds as may be deemed necessary and available for this
purpose.
(e) The board may organize a not-for-profit corporation for the purpose of providing direct recipient services. Such corporations shall have, in addition to all other lawful powers, the power to contract
with persons to furnish services for recipients of the corporation's facilities, including psychiatrists and
other physicians licensed in this State to practice medicine in all of its branches. Such physicians shall be
considered independent contractors, and liability for any malpractice shall not extend to such corporation, nor to the community mental health board, except for gross negligence in entering into such a contract.
(f) The board shall not operate any direct recipient services for more than a 2-year period when
such services are being provided in the governmental unit, but shall encourage, by financial support, the
development of private agencies to deliver such needed services, pursuant to regulations of the board.
(g) Where there are multiple boards within the same planning area, as established by the Department of Human Services, services may be purchased through a single delivery system. In such areas, a
coordinating body with representation from each board shall be established to carry out the service functions of this Act. In the event any such coordinating body purchases or improves real property, such body
shall first obtain the approval of the governing bodies of the governmental units in which the coordinating
body is located.
(h) The board may enter into multiple-year joint agreements with other governmental units located within the geographical area of the board. Such agreements shall be written and shall provide for
the rendition of services by the board to the residents of such governmental units.
(i) The board may enter into multiple-year joint agreements with the Department of Human Services whereby the board will provide certain services, the costs of which shall be negotiated between the
Department and the board. This provision shall not be construed to limit the authority of the board to
contract with other federal, State and local agencies. All such joint agreements must provide for the exchange of relevant data. However, nothing in this Act shall be construed to permit the abridgement of the
confidentiality of patient records.
(j) The board may receive gifts from private sources for purposes not inconsistent with the provisions of this Act.
(k) The board may receive Federal, State and local funds for purposes not inconsistent with the
provisions of this Act.
(l) The board may establish scholarship programs. Such programs shall require equivalent service
or reimbursement pursuant to regulations of the board.
(m) The board may sell, rent, or lease real property for purposes consistent with this Act.
(n) The board may: (i) own real property, lease real property as lessee, or acquire real property by
purchase, construction, lease-purchase agreement, or otherwise; (ii) take title to the property in the
board's name; (iii) borrow money and issue debt instruments, mortgages, purchase-money mortgages,
and other security instruments with respect to the property; and (iv) maintain,
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repair, remodel, or improve the property. All of these activities must be for purposes consistent with this Act
as may be reasonably necessary for the housing and proper functioning of the board. The board may use moneys in the Community Mental Health Fund for these purposes.
(o) The board may organize a notfor-profit corporation (i) for the purpose of raising money to be distributed by the board for providing community mental health services and facilities for the treatment of alcoholism, drug addiction, developmental disabilities, and mental retardation or (ii) for other purposes not inconsistent with this Act.
(Source: P.A. 92-552, eff. 6-24-02.)
(405 ILCS 20/3f) (from Ch. 91 1/2, par. 303f) Annual Budget and Report Sec. 3f. Annually, each community
mental health board shall prepare and submit to the appointing officer and governing body referred to in Section 3a: (a) an annual budget showing the estimated receipts and intended disbursements pursuant to this Act
for the fiscal year immediately following the date the budget is submitted, which date must be at least 30 days
prior to the start of the fiscal year, and (b) an annual report detailing the income received and disbursements
made pursuant to this Act during the fiscal year just preceding the date the annual report is submitted, which
date must be within 60 days of the close of that fiscal year. Such report shall also include those matters set
forth in Section 8 of this Act. (Source: P.A. 81-898.)
(405 ILCS 20/3g) (from Ch. 91 1/2, par. 303g) Prompt Payment Sec. 3g. Purchases made pursuant to this Act
shall be made in compliance with the "Local Government Prompt Payment Act", approved by the Eighty-fourth
General Assembly. (Source: P.A. 84-731.)
(405 ILCS 20/4) (from Ch. 91 1/2, par. 304) Tax Levy – Community Mental Health Fund – Use of Funds Sec. 4.
In order to provide the necessary funds or to supplement existing funds for such community mental health
facilities and services, including facilities and services for the person with a developmental disability and the
substance abuser, the governing body of any governmental unit, subject to the provisions of Section 5, may
levy an annual tax of not to exceed .15% upon all of the taxable property in such governmental unit at the
value thereof, as equalized or assessed by the Department of Revenue. Such tax shall be levied and collected in
the same manner as other governmental unit taxes, but shall not be included in any limitation otherwise prescribed as to the rate or amount of governmental unit taxes, but shall be in addition thereto and in excess
thereof.
When collected, such tax shall be paid into a special fund to be designated as the "Community Mental Health
Fund" which shall, upon authorization by the appropriate governmental unit, be administered by the community mental health board and used only for the purposes specified in this Act. Nothing contained herein shall in
any way preclude the use of other funds available for such purposes under any existing Federal, State or local
statute. Interest earned from moneys deposited in this Fund shall only be used for purposes which are authorized by this Act.
In any city, village, incorporated town, or township which levies a tax for the purpose of providing community
mental health facilities and services and part or all of such city, village, incorporated town, or township is in a
county or township, as the case may be, which levies a tax to provide community mental health facilities and
services under the provisions of this Act, such county or township, as the case may be, shall pay to such city,
village, incorporated town, or township, as the case may be, the entire amount collected from taxes under this
Section on property subject to a tax which any city, village, incorporated town, or township thereof levies to
provide community mental health facilities and services.
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Whenever any city, village, incorporated town, or township receives any payments from a county or
township as provided above, such city, village, incorporated town, or township shall reduce and abate from
the tax levied by the authority of this Section a rate which would produce an amount equal to the amount
received from such county or township. (Source: P.A. 88-380.)
(405 ILCS 20/5) (from Ch. 91 1/2, par. 305) Tax Levy – Elections Sec. 5. When the governing body of a governmental unit passes a resolution as provided in Section 4 asking that an annual tax may be levied for the
purpose of providing such mental health facilities and services, including facilities and services for the person
with a developmental disability and the substance abuser, in the community and so instructs the clerk of the
governmental unit such clerk shall certify the proposition to the proper election officials for submission at a
regular election in accordance with the general election law. The proposition shall be in the following form:

Shall............ (governmental
unit) levy an annual tax of not to
exceed .15% for the purpose of providing
community mental health facilities and
services including facilities and services
for the person with a developmental
disability and the substance abuser?

YES

NO

If a majority of all the votes cast upon the proposition are for the levy of such tax, the governmental body of
such governmental unit shall thereafter annually levy a tax not to exceed the rate set forth in Section 4.
Thereafter, the governing body shall in the annual appropriation bill appropriate from such funds such sum
or sums of money as may be deemed necessary, based upon the community mental health board's budget,
the board's annual mental health report, and the local mental health plan to defray necessary expenses and
liabilities in providing for such community mental health facilities and services. (Source: P.A. 88-380.)
(405 ILCS 20/6) (from Ch. 91 1/2, par. 306) Establishment and Maintenance – Petition – Tax Levy – Disposition of Funds Sec. 6.
Whenever the governing body of any governmental unit has not provided the community mental health facilities and services provided in Section 2 and levied the tax provided in Section 4 and a petition signed by
electors of the governmental unit equal in number to at least 10% of the total votes cast for the office which
received the greatest total number of votes at the last preceding general governmental unit election is presented to the clerk of the governmental unit requesting the establishment and maintenance of such community mental health facilities and services, including facilities and services for the person with a developmental
disability and the substance abuser, for residents thereof and the levy of such an annual tax therefor, the
governing body of the governmental unit, subject to the provisions of Section 7, shall establish and maintain
such community mental health facilities and services and shall levy such an annual tax of not to exceed .15%
upon all of the taxable property in such governmental unit at the value thereof, as equalized or assessed by
the Department of Revenue. Such tax shall be levied and collected in the same manner as other governmental unit taxes, but shall not be included in any limitation otherwise prescribed as to the rate or amount of
governmental unit taxes, but shall be in addition thereto and in excess thereof.
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When collected, such tax shall be paid into a special fund to be designated as the "Community Mental Health
Fund" which shall, upon authorization by the appropriate governmental unit, be administered by the community
mental health board and used only for the purposes specified in this Act. Nothing contained herein shall in any
way preclude the use of other funds available for such purposes under any existing Federal, State or local statute. Interest earned from moneys deposited in this Fund shall only be used for purposes which are authorized
by this Act.
In any city, village, incorporated town, or township which levies a tax for the purpose of providing community
mental health facilities and services and part or all of such city, village, incorporated town, or township is in a
county or township, as the case may be, which levies a tax to provide community mental health facilities and
services under the provisions of this Act, such county or township, as the case may be, shall pay to such city,
village, incorporated town, or township, as the case may be, the entire amount collected from taxes under this
Section on property subject to a tax which any city, village, incorporated town, or township thereof levies to
provide community mental health facilities and services.
Whenever any city, village, incorporated town, or township receives any payments from a county or township as
provided above, such city, village, incorporated town, or township shall reduce and abate from the tax levied by
the authority of this Section a rate which would produce an amount equal to the amount received from such
county or township.
(Source: P.A. 88-380.)
(405 ILCS 20/7) (from Ch. 91 1/2, par. 307) Establishment and Maintenance – Election Sec. 7. When the petition provided for in Section 6 is presented to the clerk of the governmental unit requesting the establishment
and maintenance of such mental health facilities and services for residents of the community and the levy of
such an annual tax therefore, the clerk of the governmental unit shall certify to the proper election officials the
proposition for the levy of such tax which shall be submitted at a regular election in accordance with the general
election law. The proposition shall be in substantially the following form:

Shall……………………………………….
(governmental unit) establish and maintain
Yes
community mental health facilities and services including facilities and services for the
person with a developmental disability or
___________________________
substance use disorder and levy therefore an
annual tax of not to exceed .15 %
No
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If a majority of all the votes cast upon the proposition are in favor thereof, the governmental body of such governmental unit shall establish and maintain such community mental health facilities and services and shall annually levy such tax. Thereafter, the governing body shall in the annual appropriation bill appropriate from such
funds such sum or sums of money as may be deemed necessary, based upon the community mental health
board's budget, the board's annual mental health report, and the board's plan to defray necessary expenses and
liabilities in providing for such community mental health facilities and services. (Source: P.A. 88-380)
(405 IL CS 20/8) (from Ch. 91 1/2, par. 308) Grants-in-Aid by the Department of Human Services Sec. 8. The Secretary of Human Services may make grants-in-aid to such county, city, village, incorporated town, township, public health district, county health department, multiple-county health department, school district or any combination thereof in accordance with the provisions of Section 34 of the Mental Health and Developmental Disabilities
Administrative Act. However, no such grants shall be made without first considering the review and comments
made by the board as set forth in Section 3e and responding thereto. The Department shall make all rules necessary for carrying out the provisions of this Section, including the setting of standards of eligibility for state assistance. (Source: P.A. 91-357, eff. 7-29-99.)
(405 ILCS 20/8.1) (from Ch. 91 1/2, par. 308.1) Administrative Procedure Sec. 8.1. The provisions of the Illinois
Administrative Procedure Act are hereby expressly adopted and shall apply to all administrative rules and procedures of the Department under this Act, except that in case of conflict between the Illinois Administrative Procedure Act and this Act the provisions of this Act shall control, and except that Section 5-35 of the Illinois Administrative Procedure Act relating to procedures for rule-making does not apply to the adoption of any rule required
by federal law in connection with which the Department is precluded by law from exercising any discretion.
(Source: P.A. 88-45.)
(405 ILCS 20/8.5) Pilot Programs
Sec. 8.5. Pilot programs. From funds appropriated by the General Assembly to the Department of Human Services for that purpose, the Secretary of Human Services shall establish 3 pilot programs, one in a municipality of
over 2,000,000 inhabitants, one in a county of fewer than 3,000,000 inhabitants that is contiguous to a county of
3,000,000 or more inhabitants, and one in a county of fewer than 3,000,000 inhabitants that is not contiguous to
a county of 3,000,000 or more inhabitants, to provide persons who have been released from jails and pretrial
detention facilities with access to providers of mental health services. (Source: P.A. 92-159, eff. 1-1-02.)
(405 ILCS 20/9) (from Ch. 91 1/2, par. 309) Tax Levy – Facilities and Services – Procedure for Discontinuance Sec.
9. Whenever electors, equal in number to at least 10% of the total votes cast for the office on which the greatest
total number of votes were cast at the last preceding general governmental unit election, of a governmental unit
which has adopted the taxing provisions of this Act, present a petition to the clerk of the governmental unit, requesting that the levying of a tax annually in such governmental unit for the purpose of providing community
mental health facilities and services be discontinued, the clerk shall certify the proposition to the proper election
officials for submission at a regular election in accordance with the general election law. The proposition shall be
substantially in the following form:

Shall……………………………………….
(governmental unit) discontinue the levying of Yes
an annual tax for the purpose of providing in
——————————
community mental health facilities and
services including facilities and services for the No
person with a developmental disability or
substance use disorder?
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If a majority of all the votes cast upon the proposition are for the discontinuance of the levying of such
tax, the governing body of the governmental unit shall not thereafter levy such a tax unless a proposition
authorizing such levy again receives a majority of all the votes cast upon the proposition as provided in
Sections 5 and 7 of this Act. (Source: P.A. 88-380.)
(405 ILCS 20/10) (from Ch. 91 1/2, par. 310) Issuance of Bonds – Report Sec. 10. Whenever the board and
the governing body of a governmental unit by resolution determines that it is necessary to issue bonds of
the governmental unit to enable it to provide buildings for or to make permanent improvements in the
community mental health facilities, including facilities for the person with a developmental disability and
the substance abuser, the governing body shall so instruct the clerk of the governmental unit. Thereupon,
such clerk shall certify the proposition to the proper election officials who shall submit the proposition at
a regular election in accordance with the general election law. However, before such resolution is
adopted, a report must be filed with the board and the governing body by the Department of Human Services and the regional Health Systems Agency as to the advisability of any proposed building or of any proposed permanent improvements in existing facilities. (Source: P.A. 88-380; 89-507, eff. 7-1-97.)
(405 ILCS 20/11) (from Ch. 91 1/2, par. 311) Form of Proposition Sec. 11. The proposition pursuant to
Section 10 shall be in the following form:

Shall the ….. (governmental unit) issue bonds to
Yes
the amount of ….dollars for the purpose of enabling the governmental unit to ….(purpose to be
stated, which shall be either to provide buildings
for or to make permanent improvements in the
_________________________________
community mental health facilities including facilities for the person with a developmental disability No
or a substance use disorder.

In case a majority of the votes cast upon the propositions shall be in favor of the issuance of such bonds;
the governing body of the governmental unit shall issue the bonds of the governmental unit not exceeding the amount authorized at the referendum. Such bonds shall become due not more than 40 years after
their date, shall be in denominations of $100 or any multiple thereof, and shall bear interest, evidenced
by coupons, payable semi-annually, as shall be determined by the governing body. (Source: P.A. 88-380.)
(405 ILCS 20/12) (from Ch. 91 1/2, par. 312) Sale of Bonds – Use of Proceeds – Tax Levy Sec. 12. The
bonds authorized by this Act shall be sold and the proceeds thereof used solely for the specified purpose.
At or before the time of delivery of any bond, the governing body of the governmental unit shall file with
the clerk of the governmental unit its certificates, stating the amount of bonds to be issued, or denominations, rate of interest, where payable, and shall include a form of bond to be issued. The governing body
of the governmental unit shall levy a direct tax upon all of the taxable property within the governmental
unit sufficient to pay the principal and interest on the bonds as and when the same respectively ma-

ture. Such tax shall be in addition to all other taxes and shall not be within any rate limitation otherwise prescribed by law.
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(The proceeds received from the sale of the bonds shall be placed in a special fund in the governmental unit
treasury to be designated as the "Bond Community Mental Health Fund" and thereafter the governing body
shall in the annual appropriation bill appropriate from such funds such sum or sums as may be necessary to
carry out the provisions of this section. Interest earned from moneys deposited in this Fund shall only be used
for purposes which are authorized by this Act.
(Source: P.A. 78-574.)
(405 ILCS 20/13) (from Ch. 91 1/2, par. 313) Levy of Tax and Issuance of Bonds – Referendum Sec. 13. Both
the proposition for the levy of an annual tax pursuant to Section 5 of this Act and the proposition for issuance
of bonds pursuant to Section 10 of this Act may be submitted to the electors at the same election. (Source:
Laws 1967, p. 1171.)
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- Appendix N Website Links to Mental Health Resources
The Association of Community Mental Health Authorities of Illinois (ACMHAI)
http://www.acmhai.org
Families ETC
http://familiesetc.com
Family CARE (Child and Adolescent Recovery Experience)
http://mchenrycountyfamilycare.org
Family Service & Community Mental Health Center
http://www.familyserviceonline.org
Health and Human Services
http://www.hhs.gov/diseases/index.shtml#mental
The Housing and Urban Development
http://www.hud.gov/homeless/index.cfm
Judge David L. Bazelon Center for Mental Health Law
http://www.bazelon.org
McHenry County Crisis Program
http://www.mchenry-crisis.org
McHenry County Mental Health Board
http://www.mc708.org
McHenry County Network of Care
http://www.mchenrycountynetworkofcare.org
National Institute on Drug Abuse
http://www.nida.nih.gov
National Alliance on Mental Illness of McHenry County
http://www.namimchenrycounty.org
The National Institute of Mental Health
http://www.nimh.nih.gov
US Psychiatric Rehabilitation Association
http://www.uspra.org
Substance Abuse and Mental Health Services Administration,
http://www.samhsa.gov
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