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Committee Leadership

Sherry Perlstein joins Kathy Carrier as the new co-chair of the DCF Committee, as Heather Gates transitions to leadership of the new DMHAS Committee.

Committee Purpose and Focus
The original intent of the committee was to engage parents, with providers, in the work of the oversight council, and the important role of DCF grant funded programs in the service delivery system. However, considerable time has been absorbed by the complex work of converting IICAPS from grant funding to fee for service, and then commencing a similar process for Extended Day Treatment.  It was agreed that going forward, the committee would seek to re-engage parents by developing agenda items that bridge the shared interest of parents, providers and DCF, in seeing that within available resources, DCF funded programs deliver effective services that are responsive to the needs of families.
Specific issues identified for further discussion and action include:

· Kathy’s efforts to recruit parents to the committee with recommendations to use FAVOR and Value Options peers as recruitment resources

· Questions raised about whether parents are aware of Enhanced Care Clinics (ECCs)

· The competing demands on providers of DCF grants and ECC requirements, and the challenge of maintaining high standards for all families regardless of payor source, and for uninsured families 

· The need for an orientation not only for parents coming onto the committee or the Council, but for all new members. Specific recommendations were made for an orientation to DMHAS for everyone not currently involved in the adult system, and a “cheat sheet” of acronyms for all participants. 

· Overview provided on Performance Incentive Plans that focused Medicaid incentive funds on providers who helped reduce in-patient discharge delays; avoided or shortened Emergency Department (ED) services; eliminated waiting lists and achieved access for families based on degree of urgency of referrals.  

· Suggestion that parents and providers provide input on new ideas for incentives

· Focus on quality of care and length of stay in residential placement while looking at how children do after they leave placement.

· Develop ways to be more proactive in meeting the discharge needs of kids who enter placement without family involvement, identifying and involving foster parents well in advance of discharge.

Foster Care Studies

Laurie Vander Heide and Lois Berkowitz provided a written and verbal summary of two recent Foster Care Studies conducted by Value Options and DCF (Power point available summarizing both presentations): 

“Improving Access to Behavioral Healthcare Services for Children Newly Placed in Foster Care,” sought to:

· Increase by 25%, the rate that foster children removed from their homes for the first time, and identified by the Multi-Disciplinary Exam (MDE) as having behavioral health needs, receive recommended treatment within 60 days. 

· Decrease by 10% the amount of time between the MDE and the first behavioral health visit. 

The study was conducted in the Waterbury and Bridgeport offices with differences noted between offices in baseline data. With implementation of ECCs during the course of the study, by the second quarter of 2009, both goals were exceeded. It was suggested that additional gains could be achieved if DCF workers were available to transport families to the initial appointment. However, it was noted that DCF workers are often juggling competing priorities in their caseload. 

A retrospective study, using 2007 data, found that foster care disruption was higher in children with a history of behavioral health treatment prior to placement, and drastically higher for children who had received inpatient or intermediate level of care treatment. The “Foster Care Pilot Project,” sought to:

· Prevent disruption by intervening with foster parents to ensure continuity of treatment

· Immediately assess the need for additional services for the child and foster parents

The study was conducted in the Waterbury and Norwich offices. With a very small number of cases meeting the criteria for the study group it is difficult to draw conclusions from the results. However, a decrease in disruptions was noted in the study group when compared with the 2007 baseline data. 

It was also noted that prior to entering the foster care system, kids have a varied payor mix making it difficult to document prior services for those youngsters who were not HUSKY eligible. Once in the foster care system, children who had been on HUSKY go on straight Medicaid for a period of time, those children in the country illegally cannot qualify for HUSKY or Medicaid even when they are in care, and children who previously had private insurance are covered by HUSKY.  It was also noted that it is frequently difficult to get child welfare workers to prioritize behavioral health among the competing demands of their cases.

New Business – Outpatient Report

A summary of the report on the Outpatient Mental Health System for Children was distributed and committee members were asked to review it prior to the next meeting. Bert Plant (DCF), and Jeff Vanderploeg (CHDI), will present an overview of the report findings at the next meeting. Karen Andersson encouraged committee members to join work groups that have been formed to address two key areas of the report:

· Family Engagement

· Data Collection and Reporting

The workgroups will be asked to report back to this committee. It was also noted that there were many other key findings in the report. Though it was recognized that all report findings cannot be simultaneously addressed, committee members may make recommendations regarding additional priorities after reviewing the report and presentation.

Other topics suggested for future meetings include: 

· The potential impact on continuity of services of rebidding and elimination of grant categories; the potential of future state budget cuts

·  The broader mandate of DCF to address behavioral health needs of all children (not only the HUSKY population).

Old Business - Extended Day Treatment Rate Setting Analysis
Karen Andersson indicated that the rate setting analysis for EDT has not taken place because of a loss of key fiscal staff at DCF. She also noted the need to focus on a blended rate for Intensive Outpatient (IOP) and EDT. She highlighted concerns that current practices, allowed by BHP for billing some EDT services under IOP codes, may be problematic under federal Medicaid audit standards, making completion of this work important. 

Sherry thanked Heather Gates for agreeing to take leadership for the committee on EDT rate setting when DCF brings the rates back for review, since neither Sherry nor Kathy have experience in rate setting.   

