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Chair:  Sherry Perlstein
Meeting Summary: June 7, 2011

Next meeting: July 5, 2011 from 9:30 – 11:30 at CCPA, Rocky Hill

A. Strategies to enhance Supports for parents with serious mental illness (click icon below for parent testimony to the BHP OC April consumer forum)
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Parent presentations (see above) delivered a resounding message of the need for creating inter-agency integrated “family care plans” for families with one or more members participating in the behavioral health systems. Family assessment and treatment planning should involve the three CTBHP State agencies’ (DSS, DCF & DMHAS) policy, program planning and implementation at the community level. DMHAS participation in CTBHP provides the opportunity for continuing interagency collaboration in this area associated with the shift to the Recovery system of care model.  Highlights of Committee discussion included the following:
· Families recommended the family assessment include identification of parental support needs and connection to local parenting resources in order to maximize parenting skills. 

· Assumptions that DCF’s primary role is “taking the child away’ from the family creates a perception at the community level of risk of losing one’s child. This serves as a barrier for pregnant/post partum women and parents with mental health problems to seek/accept behavioral health services.  DCF emphasized this decision is case specific. 
· Sherry Perlstein commented that the role of provider “mandated reporting’ has a low reporting threshold for the requirement to report placing providers in the position of possibly alienating parents who want help for themselves or their children. To try and maintain the relationship with parents while fulfilling their obligation as mandated reporters, when appropriate, her clinic asks the family to join in the reporting process, emphasizing in the report the parent’s motivation to get help and continue to care for their children. 
· DCF is providing “Partners in Change” training for all staff that includes family engagement skill building. 

· DCF discussed the “differential response services (DRS) process that places reported cases to DCF in either an investigated track (child safety risks) or family assessment / track. The latter involves a holistic family needs assessment, then mutually developed family service plan. DCF will be releasing an RFP for community based providers to oversee DRS services in each region. 
· Heather Gates asked what areas of improvement can be identified within the context of CTBHP; the point of contact and screening for family needs and determining what issues belong in this CTBHP Committee.
· There was strong support for the DCF Committee to continue exploration of these issues based on:
1. Barriers to parents seeking services for themselves or their children created by the fear of losing custody. Nationally, custody loss rates for parents with serious mental illness are 70-80%. What is the rate in CT?
2. The need to enhancing mental health services for parents and children; strategies to integrate services between adult and child mental health providers to 
· support referrals and collaboration between parent and child mental health systems 

· develop integrated family care plans that address both the child and parent behavioral health needs  
3.  The need for further exploration of strategies to integrate services between adult and child mental health providers to support referrals and collaboration between parent and child mental health systems and the development of integrated family care plans that address both the child and parent behavioral health needs.
4. Importance of addressing the service needs of youngsters with SED who are aging out of the DCF system. We need to identify existing activities and groups addressing this issue and assuring that there is appropriate representation of consumers,  and determine whether another committee of the BHOC is looking at this issue or the DCF committee should include it in our work
5. The gap in services for adolescents and young adults who are parents (example there are no residential facilities that admit teenagers with their children) 
6. Given the broad DCF mandates, consider how best to integrate the Person Centered Recovery model.  The Juvenile Justice is a good model that could be replicated within a DMHAS /DCF collaborative initiative. 
· Identify resources that include alternative services such as faith-based services as well as DCF regional resources. 
B. Service needs of youth completing a prescribed course of treatment at the Intermediated Level of Care (Intensive Home-based Services)
 Upon discharge from IICAPS, and other intensive, in-home, intermediate level of care programs, such as MDFT and MST, the next level of care need will vary by client/family: some may be referred to outpatient services, some to other intermediate level services. There was consensus that the “outliers,” those who overstay the model for these services, need to be described and issues identified, including family issues that impede successful discharge within the model framework 

The approach should be similar to the successful approach taken by BHP in trying to better understand the service needs of youngsters who were outliers in hospital stays.  
Some points raised in the discussion of this issue included: 

· While evidenced based intensive home based services need to demonstrate fidelity to that specific model, there also needs to be flexible in how family needs are met.  
· Most of these intensive home –based services were developed ~ 15 years ago.  The current need of children/youth are more serious now and suggests the models may need to be reviewed and revised to met the population’s changing intensity of need.  
· Higher acuity of clients referred to outpatient services affects the capacity of that program. It is important to identify available data that addresses
· Many of these children and families respond well to the ability of these programs to provide in-home and off-site services, and need services multiple times a week. Medicaid regulations bar outpatient clinics from providing in-home services and capacity issues make it difficult to provide services multiple times a week on an outpatient basis
· When are outliers evidence of model ‘drift,’ and when are they not?

The next meeting will be July 5, 2011 Agenda items will include: 

1. Brainstorming ideas to address better integration between child and adult systems (Section A, 7th bullet, #2 above)
2. Continued discussion of the need to develop a better understanding of youngsters who require further services after completing a prescribed course of time-limited treatment in IICAPS, MDFT, MST, including a review of any available data
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