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1. Brainstorming ideas to address better integration between child and adult systems: Sherry Perlstein reviewed the previous June meeting discussion related to parents with serious mental health disorders, the extent of DCF involvement with these families and opportunities and challenges for interagency collaboration of family treatment plans.  
· One question raised in the June meeting was if there is available state data that allows a comparison of CT‘s custody loss percentage with national percentages (range 70-80%) for adult parents with serious mental health diagnoses. Discussion of current/future data:
· DCF has and can review program service data (DSDSRS) that provides some information.  
· CTBHP child BH service registration data includes a field for parent involvement in MH/SA treatment. 
· DMHAS Recovery planning approach focuses on the family. The local mental health authorities (LMHAs) work with adults with serious/chronic MH problems and will be invited to the next meeting to discuss and/or present any data they collect on families. 
· There are state pilots that perform a parent support, care coordination function connecting families with resources (Coordinating Council for Child in Crisis), DMHAS recovery program in Region 3, DMHAS Project Safe that could be expanded to include the DCF change processes.
·  DPH licensing of child vs. adult vs. life span clinics/programs determines service provision for whom and billable services.  The intensive in-home models work with the family in the naturalistic setting and as such can identify adult MH disorders, refer and support adult in connecting with adult treatment.  These programs are child licensed programs and treatment of adult parents for other than family treatment to benefit the child would not be reimbursed.
· The ideal first step is for adult and the child providers to ask about whom else in the family is receiving MH/SA treatment and then with permission, coordinate care with the other treating provider/clinic as an approach to family treatment planning.  While reimbursable treatment silos exist, it may be possible to share data in the aggregate (no individual identifying features) across agencies. 
· Another aspect of parental custody/MH disorders is the adolescent parent transitioning form youth to the adult system.  Identify how/where this is being addressed outside the Committee.
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.

The Committee agreed it is important to obtain descriptive information about those families that require intensive home-based services beyond what most families in these programs experience.  There is a small percentage of ‘outliers’ beyond a model’s expected treatment duration that the program deems necessary to continue services  in order to maintain treatment gains from the past 6-7 months and/or refer to an available appropriate service.  Anecdotal stories illustrate the unexpected changing world of families that can prompt further in-home work during a crisis versus the assumption that in-home family treatment provides family skills to cope with future crises.  Given the budget climate as well as the importance of ensuring services are evidence-based, it is important to use limited resources carefully and identify other models that may include home-based and office-based treatment that may have promising results.
Next Steps:  DCF will ask the various intensive-home based service providers to identify two cases in their programs with successful treatment end, transition and two cases where there was concern about transition from home-based services to outpatient services.  This approach can provide a ‘snap-shot’ view of family issues and any common factors that prevent the safe transition to another less intense level of care outside the home. 
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