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November 15, 2021  
  
Submitted via mentalhealthcare@finance.senate.gov  
  
The Honorable Ron Wyden 
Chairman 
Committee on Finance 
United States Senate 
219 Dirksen Senate Office Building 
Washington, D.C. 20510 
 
The Honorable Mike Crapo 
Ranking Member 
Committee on Finance 
Dirksen Senate Office Building 
Washington, D.C. 20510 
  
Re: September 2021 Mental/Behavioral Health Request for Information 
  
Dear Chairman Wyden, Ranking Member Crapo, and the Honorable members of the Senate Committee on Finance:  
  
The Illinois Association for Infant Mental Health appreciates the opportunity to offer information to the United States Senate Committee on Finance. 

Established in 1982, the ILAIMH is a membership organization of diverse professionals and is structured to facilitate collaboration and the exchange of information among members and others concerned with the health and well-being of infants, toddlers, and their families. With over 300 members from the fields of education, social work, psychology, medicine, academia, public policy, child development, physical and occupational therapy, and other allied disciplines, the diverse and multidisciplinary scope of our
members reflects the nature of infant mental health practice. 

Infant/Early Childhood Mental Health (I/ECMH) services encompass promotion, prevention, intervention, and treatment, and therefore take many forms, including but not limited to home visiting programs[footnoteRef:1] (promotion and prevention), consultation services[footnoteRef:2] (promotion and prevention), Early Intervention[footnoteRef:3] and Early Childhood Special Education[footnoteRef:4], and mental health treatment services (intervention and treatment). "I/ECMH is the developing capacity of the child from birth to 5 years old to form close and secure adult and peer relationships; experience, manage, and express a full range of emotions; and explore the environment and learn—all in the context of family, community, and culture. I/ECMH is also a term used to describe the full continuum of services and supports… necessary to promote healthy development, prevent mental health problems, and treat mental health disorders.”[footnoteRef:5]   [1:  https://igrowillinois.org ]  [2:  https://www2.illinois.gov/sites/OECD/Pages/Illinois-Infant-Early-Childhood-Mental-Health-Consultation.aspx ]  [3:  https://www.dhs.state.il.us/page.aspx?item=31183 ]  [4:  https://www.isbe.net/Pages/early-childhood-special-education-services.aspx ]  [5:  https://www.zerotothree.org/resources/1951-the-basics-of-infant-and-early-childhood-mental-health-a-briefing-paper ] 


We applaud the Committee on its examination of behavioral health needs across the U.S., and offer information below related to the mental and behavioral health needs of children and families prenatal to age 0-5, and the care and learning providers who serve them.

Strengthening the workforce:

Home visiting, Early Intervention, and I/ECMH each have a very specialized, highly-trained workforce that is often left out of conversations about supports for ongoing professional development and increased compensation for the early care and learning workforce or clinical behavioral health workforce. Despite the need for highly specialized and rigorous credentials for those providing each type of service, compensation is typically low, which creates little incentive for those entering or seeking to remain in these high-demand fields. Medicaid rates and lack of parity in public and private insurance also contribute to the under-compensation of the workforce and therefore workforce retention. 
 
Furthermore, the experts providing these services build trusting relationships with families and connect them with additional resources (including other mental and behavioral health resources) in their communities. Low salaries increase turnover in these roles, which negatively impacts the relationship with the children and families being served, disrupting or damaging connections to other programs and services. 
 
Additionally, the lack of a culturally and linguistically responsive workforce and services makes these services inaccessible for diverse families across the country, further exacerbating barriers created by long waitlists and geographic inaccessibility of services.  

The early childhood mental health workforce also does not reflect the diversity in racial/ethnic, socioeconomic, or lived experience of the families it serves, nor is it equitably diverse at all levels and positions. In order to support a workforce that is more diverse – racially/ethnically, in socioeconomic status, and in lived experience -- grant opportunities for development of the workforce should be focused in areas that have historically been under resourced with the least access/greatest shortages in access.

· To address these challenges as they pertain to the home visiting workforce, we encourage the Senate to use 2022 Maternal, Infant, and Early Childhood Home Visiting (MIECHV) reauthorization to increase compensation and professional development opportunities for home visitors and doulas from a wide array of program types (community-based, healthcare-based, etc.).   
· To address these challenges as they pertain to the Early Intervention workforce, we encourage the Senate to increase funding for Part C of the Individuals with Disabilities in Education Act (IDEA) and to ensure that the rates of reimbursement for social emotional and behavior health services are adequate and achieve parity across public and private insurance. We also encourage the Senate to ensure that the needs of infants and toddlers with or at substantial risk for developmental delays and disabilities are included in COVID-19 recovery funding and the final budget reconciliation package, and that implementation of those funds include a high degree of coordination between the U.S. Department of Health and Human Services and the U.S. Department of Education. 
· To address these challenges as they pertain to the I/ECMH workforce, we encourage the Senate to establish the I/ECMH clinical workforce development program introduced in the RISE from Trauma Act, which would increase supports for members of the specialized workforce – including healthcare, education, social service, and community-based organizations – providing trauma-informed services to children and families. 
· To embed this critical category of mental health supports into an array of early childhood services, we also encourage the Senate to increase funding and incentives for individuals across the early childhood workforce to receive I/ECMH training and for state systems to manage and implement this training. For example, in Illinois, the Illinois Children’s Mental Health Partnership, the Illinois Association for Infant Mental Health (ILAIMH), and Start Early have developed materials and workshops to introduce people to I/ECMH. The ILAIMH also holds the Infant-Early Childhood Mental Health Credential System.[footnoteRef:6]  With federal investment, states could ensure that these types of materials could reach new audiences and become more integrated into state early childhood systems.  [6:  https//:www.ilaimh.org/what-we-do/infant-and-early-childhood-mental-health-credential-project/ ] 

· We encourage targeted use of supplemental federal funding earmarked for behavioral health through the Community Mental Health Block Grant to provide an infusion of dollars into the behavioral health workforce. 
· We encourage the Committee to incentivize health care providers to partner with those providing home visiting, doula, EI, and I/ECMH services, who are typically viewed as operating outside of the health care system, but actually play a key connecting role to health and behavioral health services. Additionally, we encourage the Committee to set aside federal funding for incentives for other types of providers (e.g. community-based organizations) to train and practice in rural and other underserved areas. We recommend leveraging federal funding streams like the Community Mental Health Services Block Grant and the Substance Abuse Prevention and Treatment Block Grant to accomplish this.  In the interim, expanding telehealth accessibility and reimbursement for these services will increase support for rural and other underserved populations. 
· Additionally, training in developmentally appropriate diagnostic tools are needed. In Illinois, there have been statewide efforts and funding secured to train professionals in the Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood (the DC: 0-5)[footnoteRef:7].   [7:  https://www.zerotothree.org/our-work/dc-0-5 ] 


Increasing integration, coordination and access to care:

Reimbursement rates for these types of services are typically very low (or non-existant), which creates financial disincentive for providers (e.g. schools, hospitals, community-based organizations) to offer these services at all or a need to rely on private funding, which can be somewhat unsustainable and unpredictable. Case coordination and consultation for home visiting, EI, and I/ECMH services are often not considered billable to Medicaid. Per Medicaid rules, billable services must be attached to a specific child, which does not cover more broad, preventive strategies (such as I/ECMH consultation) or programs that benefit both maternal and infant/child health (such as home visiting). 

In addition, overly burdensome administrative requirements, such as documentation, data reporting, outcome measurement, and billing procedures, serve as a barrier that disincentives providers from providing services and/or creates delays in providing services. Elimination of these overburdensome requirements would allow for a stronger focus on the delivery of services to those in need. 

· Illinois has begun the process of ensuring that home visiting and doula services are eligible for Medicaid reimbursement, and initial resources and lessons learned from the Illinois Department of Human Services’ work in this area could be leveraged for other states/a federal model.
· We recommend incentivizing and supporting relationships between healthcare providers and EI providers and among early childhood providers across the prenatal to five system. For example, in Illinois, successful referral relationships have been built between several hospitals’ Neonatal Intensive Care Units and EI providers.  Establishing strong relationships between childcare and pre-K providers and pre-K/K-12 schools also allows schools to better understand the mental and behavioral health needs of their incoming pre-K and kindergarten classes, allowing them to plan for smooth school transitions and the types of services needed.   
· Since the start of the COVID-19 pandemic, CMS has issued waivers and flexibilities that support the use of telehealth among Medicare beneficiaries. This has benefitted many underserved and priority populations, including children and families in rural areas and those receiving EI services. HHS has the opportunity to ensure that telehealth remains an option for delivery of all Early Intervention services beyond the current public health emergency. We strongly encourage CMS to use this unprecedented moment as an opportunity to learn from states and local communities where continuation of Medicaid-funded telehealth might benefit kids and families.
· Infant/Early Childhood Mental Health Consultation (I/ECMHC)[footnoteRef:8] is a pro-active approach that pairs mental health professionals with early childhood education and care (ECEC) providers to support the staff and adults who care for and educate young children. Consultants partner with early childhood programs to build capacity in strengthening responsive learning and nurturing environments that include home, classroom, and other program settings. Consultation is primarily an indirect service that boosts the work of those directly involved in the support and education of very young children and their families. Consultants work along the promotion, prevention, and intervention continuum with activities across the spectrum. I/ECMHC can also be implemented in Early Intervention, primary care, child welfare, and in integrated behavioral health in pediatrics, obstetrics, and family health settings. IL has a long history of I/ECMHC, which research has shown improves the workforce. Led by the Black Caucus in the Spring of 2021, IL passed the Education and Workforce Equity Act (Public Act 101-0654), which encourages the state to increase the availability of I/ECMHC services to early childhood programs. [8:  https://www2.illinois.gov/sites/OECD/Pages/Illinois-Infant-Early-Childhood-Mental-Health-Consultation.aspx] 

· Also in Illinois, there have been statewide efforts and funding secured to train members of the health and child-serving workforce in the Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood (the DC: 0-5). This guide provides people across settings with the latest research-based information needed to diagnose mental and behavioral health disorders occurring in children from birth through 5 years old. “The DC:0–5 provides a common language that allows individuals across disciplines—mental health clinicians, counselors, physicians, nurses, early interventionists, social workers, and researchers—to communicate accurately and efficiently with each other and to link to knowledge about early childhood disorders.”[footnoteRef:9]  Despite this increased consistency, many public and private insurance plans do not recognize the disorders and treatments listed in the DC:0-5 in their definitions of “medical necessity” and billing codes. States’ efforts to align diagnostic and billing codes with this critical information about infants and young children have yielded inconsistent results, and we recommend federal guidance be issued to “[e]nsure that public and commercial health and behavioral health insurance plans include language to allow billing for promotion and prevention as well as for diagnosis and treatment services under DC:0–5 diagnoses.”[footnoteRef:10] In Illinois, the Education and Workforce Equity Act (Public Act 101-0654), also requires that in instances when a diagnosis is needed for children under 5, behavioral health services providers must use a developmentally appropriate diagnostic assessment and billing system, such as the DC:0-5.   [9:  http://www.nysecac.org/application/files/6515/7011/3506/DC0-5_Diagnostic_Classification_of_Mental_Health_and_Developmental_Disorders_of_Infancy_and_Early_Childhood_Briefing_Paper.pdf ]  [10:  http://www.nysecac.org/application/files/6515/7011/3506/DC0-5_Diagnostic_Classification_of_Mental_Health_and_Developmental_Disorders_of_Infancy_and_Early_Childhood_Briefing_Paper.pdf ] 

· In Illinois, Senate Bill 2314, the Community Mental Health Rule & Regulatory Modernization Act has been proposed to make changes to administrative rule in order to address parity. It aims to prioritize treatment access and eliminates the over-assessment of individuals by requiring mental health assessments at clinically appropriate intervals; eliminate unnecessary processes/documentation with no meaningful clinical value; and remove administrative barriers to growing treatment for serious mental illnesses. It has no fiscal impact on the state.

Ensuring parity between behavioral and physical health care:

As stated previously, insufficient reimbursement rates disincentivize the workforce from providing services. Also, availability of and payment for services greatly differ depending on what type of insurance you have. Medicaid rates are often lower than private insurance which disincentivizes behavioral health providers from providing services to the families who need it the most. Therefore, parity between Medicaid and all types of insurance is needed. Medicaid rates and lack of parity in public and private insurance also contribute to the workforce shortage and why we see the racial disparities in access to social emotional mental health services for parents and young children. 

· In Illinois, the legislature passed House Bill 2595 (Illinois Public Act 102-0579) to expand access to quality and reliable insurance for mental healthcare. This law requires every insurer to provide coverage to all medically necessary mental healthcare across the state, including the treatment of mental, emotional, nervous or substance use disorders. It establishes a clear definition and standards for when services and treatment qualify as medically necessary; requires insurers to rely on the transparent, publicly available guidelines published by nonprofit clinical societies for mental health disorder medical necessity determinations; requires insurers to cover all medically necessary mental health and substance use disorder care and explicitly prohibits insurers from limiting benefits to short-term, acute care or from excluding certain levels of care (e.g., residential treatment); and encourages compliance with Illinois’ parity law by making sure illegal practices are appropriately penalized.
 
Furthering the use of telehealth:

As mentioned in our response to question 2, telehealth expansion policies are likely to decrease disparities in access to behavioral health care by making it easier for those who are isolated from these services (for geographic, transportation, work schedule, or other reasons) to access them. Any increased reliance on telehealth must be coupled with increased investment in internet infrastructure across the country and increased guidance to service and insurance providers about how to bill for a variety of mental and behavioral health services that are delivered via telehealth.  

· Illinois passed House Bill 3308 (Illinois Public Act 102-0104), requiring insurance reimbursement parity for virtual mental health and substance use disorder services, as well as authorizing all other telehealth to be covered through 2027. It prevents insurance plans from requiring a patient to attend an in-person visit before a telehealth service; expands the early intervention services that can be provided through telehealth; and bars insurers from requiring patients to provide a reason for choosing a telehealth visit over an in-person consult.
· As noted in our response to question 2, the telehealth flexibilities extended during the COVID-19 pandemic should be extended and expanded.  

Improving access to behavioral health care for children and young people:

Infants’ and children’s mental health is highly dependent on attachments and relationships to their caregivers and community. Practically anything that impacts society impacts the child. Any mental and behavioral health needs or conditions that affect their caregivers affects them, starting prenatally. Thus, accessible, high-quality care for infants and young children must be highly integrated with accessible, high-quality care for their parents, extended family, and early care and learning providers. 
 
Additionally, the systems of care that children and their families rely on is often highly fragmented across state and federal agencies and funding streams. The result is that for agencies and programs, care coordination is confusing and riddled with gaps; for families, accessing services can be incredibly confusing and come with unpredictable costs. The design, implementation, and coordination of learning and care programs and initiatives across the nation should result in families experiencing services that are comprehensive; equitable; and culturally-, linguistically-, and ability-responsive. Until this occurs, children and their caregivers will continue experiencing barriers to mental and behavioral health care integration and access. 

In order to support vulnerable populations, such as individuals involved in the child welfare system and the juvenile justice system, and other high-priority populations, establishing and funding strong navigator and referral relationships is key to ensure that families are supported in navigating the complex and often confusing web of services that are available to them (and to what extent insurance covers them). 

Federal programs also must be responsive – in both program content and delivery method -- to the unique needs and experiences of children and families who have experienced trauma. 

Access to critical mental and behavioral health services for children and families who have been underserved would be further supported by increased coordination between the Administration for Children and Families and the Office of Medicaid Services to make infant and early childhood mental health services billable through Medicaid. 

· During MIECHV reauthorization in 2022, re-write home visiting funding requirements to support the development and scaling of models and approaches that address the needs of specific high-priority populations. Re-write the HomVEE standards to be more inclusive of precision home visiting, which “differentiates what works, for whom, and in what contexts to achieve specific outcomes.”9  Currently, it is extremely challenging for emerging programs to become eligible for funding and funding mechanisms rely largely on model implementation rather than adaption or flexibility that might yield results for specific populations. This includes allowing federal programs and federally-funded programs the ability to conduct and evaluate pilot programs that target the unique needs of a particular population, disseminate their findings, and potentially scale their model or approach. This should be supported by federal funding data benchmarks and required research methods that account for the needs of populations that have historically been underserved, such as methods that do not require randomized controlled trials (e.g. single-case design), which are often considered unethical to implement with populations that have been underserved or marginalized.   
· We encourage the Committee to support and fund the creation of an interagency collaboration table focused on removing barriers to services for children with or at risk for developmental delays and disabilities. This table should include the Department of Health and Human Services (HHS) (e.g. the Office of Medicaid Services) and the Department of Education (ED) to address implementation of the Individuals with Disabilities in Education Act as it pertains to young children and to address the many barriers to access that result from a lack of clear guidance and on-the-ground coordination by local education authorities, schools, and early care and learning centers.  Children with disabilities must be served by local education agencies (LEAs), but ED guidance is often not strong or specific enough in its requirements to support LEAs in executing on these important services.  An interagency collaboration table could help surface how to strengthen this much-needed guidance.  
· We also encourage the Committee to support and fund collaboration between HHS and ED to ensure that the childcare and pre-K systems are aligned and coordinated both across delivery models (e.g. center-based and school-based services) and with the K-12 system. Coordinate federal interagency efforts and target resources aimed at improving child academic and social emotional outcomes through increasing access to high-quality early care and learning experiences and coordinating across early childhood systems and delivery settings/models.
· As telehealth services are expanded, we encourage this committee and implementing agencies to include the needs of infants, toddlers, and young children and their caregivers in the populations that need to be served and fund the expansion accordingly. These populations have a right to developmentally appropriate, high-quality services that meet their unique needs. For infants and young children, this includes services that address social-emotional learning, positive relationships, emotion regulation and encourage attachment; regular developmental and social-emotional screenings; developmentally and culturally appropriate diagnosing; and if needed, dyadic and family interventions. For caregivers, this includes services delivered with cultural humility and attention to perinatal mental health. In order to promote healthy attachments and relationships and prevent later mental and behavioral health challenges for children, we encourage the committee and implementing agencies to expand services in a way that is inclusive of all members of an infant or young child’s family, including fathers and other caregivers.  In Illinois, women are eligible for Medicaid for 12 months postpartum to ensure they receive important mental health screenings. Expansion of this type of policy should include ensuring that screenings for all caregivers (including fathers) are conducted on a regular basis, start prenatally, and address the range of perinatal mood and anxiety disorders (PMAD). 
· Increase funding for the National Child Traumatic Stress Network (NCTSN) to support efforts to bring much-needed trauma-informed supports to more communities.
· Increase funding for Project AWARE to assist schools to implement trauma-informed initiatives and mental health supports for students.
· Fund additional grants to local education agencies and Head Start providers with P.L. 115-271 (The SUPPORT for Patients and Communities Act), which created new grants to expand evidence-based trauma support services in schools. The law authorizes the Secretary of Education to make grants to link educational agencies with mental health systems to increase student access to services to help mitigate the impact of trauma that many of our students are enduring as a result of the pandemic.
· P.L. 115-271 also created an Interagency Task Force on Trauma-Informed Care that was directed to identify, evaluate, and make recommendations around the most effective programs and ways in which Federal agencies can better coordinate to improve the Federal response to families impacted by substance use disorders and other forms of trauma. With additional federal resources, including many flexible funding streams, flowing into states and communities, the work of the Task Force is more important than ever.

Conclusion

Though we describe specific early childhood programs above, we would also offer that general support and increased funding for early childhood programs, such as childcare and Early Head Start/Head Start, are also in line with the Committee’s goals around mental and behavioral health. This is even more true for two-generation programs, which produce outcomes for both children and their caregivers.   

Thank you for consideration of the above information. The ILAIMH stands ready to partner with you as you work to develop a bipartisan legislative package. For additional information, please contact Alli Lowe-Fotos, Chair Policy and Advocacy Committee of the ILAIMH at alowefotos@startearly.org.

Sincerely,



Michelle Lee, MEd, LCPC, I/ECMH-C
President, ILAIMH
c/o Erikson Institute
451 N. LaSalle Street
Chicago, Illinois 60654
312-893-7175
infant@ilaimh.org
www.ilaimh.org
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