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Implementation Team

Meeting Minutes 

January 6, 2010

Attendees:  Cliff Moers, Chair; Mary Sterrit, Daylight Coordinator; Ric Durity; Daylight Project Director, Anita Coen, Daylight Evaluator; Janet DeGeorges; Pat Doyle; Ami Garry; Jewlya Lynn; Quinn Lung; Rebecca Herr.
ACTION ITEMS
· Action Item: Follow up with contacts to see who is willing to pilot the training and technology assessment survey.
· Responsible party: All implementation team members
· Action Item: Prepare email blurb requesting participation in survey pilot
· Responsible party: Jewlya Lynn
CONTINUED DISCUSSION ITEMS

· Completing work plans for each workgroup and disseminating to entire implementation team.
· How can data collection and outreach be performed while maintaining confidentiality
· Review organization chart
MEETING NOTES
Agenda Item: Welcome and Introductions

Discussion: Cliff introduced project coordinator Mary Sterritt for people who were not able to attend last month’s meeting.
Agenda Item:  Assessment Update (Handout: Daylight Assessment Survey: Components, Audience, and Timeline)
Background: Jewlya and Anita used the feedback from last month’s implementation team meeting to outline what questions to include in a survey.  Questions were drafted by the assessment group with the intention of collecting data that will inform the consumer process and that will be used as part of the evaluation. Sections of the survey are: Cultural competence, service delivery, communication access through technology, communication access through interpreters, telemedicine capacity, accessibility of the organization, and demographics of the respondent.  Half of survey questions have been reviewed by assessment team; other half will be reviewed soon. The survey will be online by the 18th for review by implementation team.  The next assessment workgroup meeting will review cultural competence questions.
Background: Each section has been fleshed out since the last meeting, including:

· Communication through technology- includes captioning, video phone, assisted listening devices, telemedicine, and ways to connect to assisted listening devices.  A tech person in South Carolina provided information on the type of questions to ask.  

· Communication through interpreters- includes questions on the awareness of, experience, and training with interpreters, as well how qualified providers are found.  

· Telemedicine- Still learning about how Colorado is doing with their telemedicine planning. 

· Accessibility- includes front desk component.

· Demographics- understanding the capacity of providers and where they are located.
Discussion:
· Is there any redundancy with prior assessment that was sent out?   The previous one was more focused on the problem whereas this one is meant to see where technical assistance is needed. The previous survey also hadn’t talked with the Medicaid providers, and there is the consumer component that we will address later. The audience for this survey is broad and includes managed service organizations, contractors for schools and juvenile justice organizations, clinical service providers, case workers, peer service providers, etc. The new survey covers a range of questions and has a N/A response option for questions related to clinical setting. Janet Wood wanted relevancy to mental health system. 
· In addition to implementation team members, who should we ask to pilot the survey? 
·  Cliff- Out of state contacts Steve Hammerdeyer in Alabama and South Carolina director for mental health services; Cass Sturgess, mental health coordinator at Ft. Logan; contact at Craig Hospital on the West Slope; Bill Wendt, who expressed interest at an MSO meeting

· Pat- Julie Holtz or someone else from BHI; Dr. Liza Tupa and Dr. Neil Soroking, who are in charge of the adult teams; ; Dr. Laurie Risley, psychologist from Ft. Logan on Team 2; Sharon Raggio, CEO of Colorado West Mental Health Center.
· Jewlya- People from the task force, including a clinician named Natalie (per Pat’s suggestion); contacts in Cortez

· Ric- Art from Arapahoe House; Sonia and others from Pikes Peak Mental Health; Wayne Maxwell with North Range Mental Health

· Mary- Aurora Mental Health

· Anita- Genevieve 

Action Item: Implementation team will follow up with their contacts as listed above.  Jewlya will email a blurb to implementation team members that can be forwarded to their contacts asking for help piloting the survey.
· The survey will be administered online, and pilot participants will have additional fields where they can enter comments. It is important that we provide results of the assessment to pilot participants once the assessment has been completed.  
Agenda Item:  Evaluation Update (Handout: Daylight Project: Evaluation of Project Implementation and Outcomes)
Background: The purpose of an evaluation is to lay out what work needs to be done, why it is being done, and what we hope to happen. The attachment is a draft evaluation plan that outlines the different components of the Daylight project and the questions and goals that the implementation team has discussed so far. The evaluation plan provides a starting point, but it can be changed if needed. The first few pages represent the stage of the Daylight Project right now. Some areas of the evaluation plan don’t have much in them because the workgroups haven’t decided yet on what should be in there.
Discussion:
· It is important to remember that a number of stakeholders are interested in what happens.  One group of stakeholders is the implementation team; the evaluation process helps to keep the implementation team on track. A second audience is the funder, and another is the community.  The evaluation provides accountability to all these groups. Evaluation is also crucial to sustainability. What is learned from the project will be defined by the evaluation, and this information will be provided to more funders. The evaluation will also help to decide which aspects of the project should be continued and which ones will end once the project has been completed.
· It is also important that members of the implementation team are engaged in the project. In addition to attending team meetings, this includes providing feedback on the project, participating in workgroups, contacting stakeholders on behalf of the project, etc.
· Who makes the workplan, and when should it be done? The workplans are made by each workgroup, list the members, and detail the activities that the workgroup wants to have done. Three have been done, but they may not have been sent out to the whole implementation team yet.  The workplans are relatively specific.  At the retreat, a project plan was developed, and the work plans flow from that and are more specific.
· It is important to have information about how the lives of consumers have changed, even if anecdotally. Those types of things will naturally come out in the evaluation, but it may be useful to have a small section that specifically focuses on that. It is hard to keep going for 22 months without seeing some of those things. The Deaf Education Reform Act is an example of what we want to avoid; a great plan was made, but nothing happened with it. One of the problems with systemic change is that people change- jobs, politicians, etc. With the Deaf Education Reform Act, people with the energy to do the work either changed or hit a wall. Part of the evaluation is whether we are changing people’s lives. There is not a simple answer to that, but one part of the assessment would be how consumers see the project and how it affects them. We haven’t gotten there yet, but we will address that question when we do.
· The evaluation plan asks whether or not we are supporting providers and consumers, and data collection is an important part of this. One of the ways this can be done is to collect info from the health centers on the number of people they serve. However, these numbers are not currently tracked, which is an important issue. At least with the deaf community, there is an interpreter bill that can be tracked, but there is no way to track whether the hard of hearing community is being served. Also, some people don’t identify as hard of hearing. So, there needs to be a push for data collection so that providers can quantify how many deaf and hard of hearing consumers have been served since the project started.
· What kind of outreach to consumers and families will be performed once training via the Daylight Project has taken place? Who is going to do the outreach to tell people that changes have been made so that they will try to access the mental health system more? The centers have some, but in terms of educating the larger DHoH community as a whole, there is not a plan. The consumer and family workgroup would need to contact those advocates.
· There is an issue of confidentiality; we can’t collect the names of consumers, so we can’t perform outreach. One thing we could do is to ask early adopters to work with us in data collection. They would likely be cooperative with this since they will be getting training for free and possibly some free technology. Maybe we can have a survey that consumers can fill out and that providers can facilitate. The core team has talked about this some, it may come down to having someone sit down with the consumers and talk with them. This is something that we will need to continue to work on.
Agenda Item: Overview of Mental Health/Substance Abuse System (Handout: PowerPoint Presentation)
Background:   The system is divided among several state entities. Two main ones are Colorado Department of Human Services (DHS) and the Department of Health Care Policy and Financing (HCPF). There are two mental health institutes- Ft Logan (CMHIFL) and CMHIP in Pueblo. There are also 17 Community Mental Health Centers, which receive funds from both DHS and HCPF.

Mental Health Centers must have advisory councils since they receive federal block grants, and the Mental Health Planning and Advisory Council oversees them all. DHS and HCPF both are represented, and federal law says at least 50% of the advisory council must be consumers, family members, or advocacy organization representatives.  There are also state agencies represented, such as the Department of Youth Corrections (DYC). There are parents and a requirement that there are parents of young children. Other organizations represented are Behavioral Health Organizations (BHOs), advocacy organizations such as Colorado Legal Services, Mental Health of America, and We Can.  The council is federally mandated, so it would not be affected by recent Colorado legislation that mandated the consideration of board members with disabilities.  
The Alcohol and Drug Abuse Division of the Division of Behavioral Health works in the substance abuse area. The state is divided into 7 planning areas and 6 prevention areas, but the planning areas and prevention areas are not the same. Currently, not much is done on the prevention side, but the Daylight Project will allow some work in that area.
There are 4 Managed Services Organizations (MSOs) which function similarly to BHOs in terms of contracting. Since they receive public dollars, they are required to follow ADA, which means providing for auxiliary expenses such as interpreter and CART, but the quality of the service is variable.

Discussion: 
· Why don’t we have a specialized DHoH clinic? We may come up with a recommendation to create or designate one.  Some of the Mental Health Specialty Clinics are designated for a certain demographic- The Children’s Hospital, Asian/Pacific Center for Human Development, Servicios de La Raza, etc.  From a previous assessment, we did see that the number of deaf consumers receiving services was as high as the number of Asian consumers, and there is an Asian specialty clinic.
·  This overview provides information on part of the public mental health system. The private sector is regulated by the Department of Regulatory Agencies. The public system also includes some programs not discussed here. One of the things that Governor Ritter’s administration has explored is how systems can work together, but a lot of work can be done on looking at funding streams. For example, the Department of Public Health and Environment (CDPHE) has tobacco cessation and HIV funding.  There is a link with mental health and ability to change behaviors, but the funding is not always linked; health problems are compartmentalized.

· Going forward, we may want to use the names of people who head or work in the organizations we are talking about since not everyone may realize they know someone who works with an organization.

· Currently, Medicare only covers about 50% of a person’s care. A bill was passed a year and a half ago to begin making a richer benefit/parity for behavioral health. There may be some money from Medicare Advantage, but whether services are provided from the public system or the private system is the decision of the contractor.

Due to time limitations, the following agenda items were not discussed: Organizational Chart and Wrap-Up






PAGE  
1

