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Opening
1. Welcome and Call to Order






Ben Delgado
In Dr. Lakey’s absence, Ben Delgado, DSHS Associate Commissioner, called the meeting to order at 1:40 pm.  Dr. Lakey is in Washington, DC.
Action Item

2. Review and Approval of Minutes





Ben Delgado

There were no comments or corrections regarding the Minutes from the TWG meeting on December 1, 2009. The Minutes were approved as written.
Information and Discussion Items
3. Impact of Proposed Budget Reductions on Mental Health Services for  TWG agencies

Participation by all TWG Members

One of the most important current issues before all state agencies is the request to reduce budgets by 5%. Each TWG agency took a few minutes to explain how the reductions might impede or impair their contribution to, and participation in, mental health services.
DSHS – Mike Maples:  DSHS budget is large and submitted a total reduction of approximately $150 million. Of that reduction, a $1.2 million reduction related to administrative costs in state hospitals services area. In addition, approximately $27 million would be saved by the elimination of up to 200 beds in the state hospital system, which would equate to 207 fewer patients served in FY2010, and approximately 1,240 fewer patients served in FY2011. Rusk, North Texas-Wichita Falls campus, San Antonio and Terrell State Hospitals were targeted, based on factors of selection such as size, location, efficiency issues, capacity below 200 beds, and specialization in some hospitals. The north Texas maximum security hospital was exempted from this process. The proposed reductions also equate to a loss of 360 FTEs in total. The other impact will come from HHSC identified rate reductions in Medicaid programs:  rehabilitation services program, case management and the North STAR pilot program in the Dallas area. 
HHSC – Ricky Garcia:  Provider rate cuts for Medicaid are the primary impact to mental health.

DADS – Jon Weizenbaum:  The reduction was proposed primarily in the areas of lapsed salary, administrative expenses, increased utilization review of community waiver services and other services. The mental health impact would be the result of having to limit the scope or amount of a particular service, but not denying eligibility to anyone or taking away services. The main amount for DADS is through HHSC provider rate cuts (services and support providers).

TEA – Sam Shore for Margaret Christen: Budget proposals submitted had no direct cuts on programs that would affect mental health.
DARS – Debra Wanser:  For DARS, the reduction target was only $7 million since the agency receives mostly federal funds. The DARS proposal identified salary lapse and other administrative savings as the primary areas of reduction. In this biennium the agency is in a unique position to do a method of finance swaps with some stimulus funding. As a result, DARS does not anticipate any direct impact on client services, including mental health services.
DFPS – Jim Rogers: DFPS does not anticipate a decrease in mental health services. The agency proposal for budget reductions included flat funding, savings in travel, salary lapse and a hiring freeze from last summer, and administrative reductions. Children in foster care receive their mental health services through Star Health, and that is not affected by the reductions. 
TYC – Tracey Levins:  The TYC reduction proposal includes early closure of West Texas State School and Victory Field Correctional Academy. TYC has been directed to close those facilities by the end of August, but closure on an earlier timeline will result in greater savings. Also closing some dorms and consolidating the students will reduce costs. Finally there is a potential layoff of about 100 staff, salary lapse and a hiring freeze proposed to meet the reduction demands.

TDHCA – Kate Moore:  The reduction proposal cut a housing trust fund program called Rental Housing for Unique Needs; this would have been a new program for TDHCA. The agency has a very small amount of General Revenue funds - mostly federally funded, so there would be a minimal impact to mental health. The reason this particular program was chosen is because TDHCA has other rental programs that are federally funded, thus reducing the impact of the reduction on clients.
TJPC- Vonzo Tolbert:  TJPC suffered significant cuts in services for 2010-2011 biennium, $7.5 million was severed from the budget of which a million would have started up a 25-bed facility, in collaboration with the East Texas Burke Center, for serving juvenile offenders with behavioral health disorders or co-occurring emotional disturbance. The program would have cycled up to 75 children per year through inpatient residential services. The rest of the cuts come from the Commitment Reduction line item, which was designed to empower local jurisdictions to provide evidence-based practices through programs and services, including mental health services, thus allowing children to remain in the community. The potential loss of these two programs is a major impact on the agency’s mental health services for youth.
Tex Vet / Texas A&M Health Sciences Center - Dr. Kathryn Kotrla:  Texas A&M Health Services Center, represented by Dr. Kotrla, represents the home base of Tex Vet Partners Across Texas. Even though the agency is suffering budget cuts, those cuts will not affect either the educational program or Tex Vet.

In conclusion, the cuts presented are proposals and options that have been presented to the Texas Legislature. At this time, the cuts are not being implemented, only reviewed and considered by the Legislative Budget Board (LBB).
AGENDA CHANGE:  Collaborative panel presentation moved from #8 to #4 position. The Chair moved the presentations to item #4 because some Collaborative members needed to catch flights home.

4. Community Collaborative Presentations




CC Representatives

TWG member, Dr. Maurice Dutton, will facilitate panel presentation. Panelists were introduced:  
Gilbert Gonzales, Bexar County Safety Net Community Collaborative;
Kay Brotherton & Ron Trusler, LEAF – Llano Estacado Alliance for Families;
Susan Garnett, Tarrant County Transformation Project;
Ann Bondeson, Nacogdoches County Mental Health Collaborative;
Barbara Giovannone, Coastal Bend Rural Health Partnership; 
Annie Burwell, Williamson County Mental Health Task Force.

The panel will discuss some of the issues they have encountered while coordinating and participating in Transformation activities and the TWG meetings. 
The first question put before the panelists was, “What difference did the MHT monies and activities make to you? What is happening that would not have happened otherwise?”

Panel Responses:

Ron Trusler, LEAF:  Central Plains Center for MHMR and SA in Plainview, one of the smaller MHMR centers, has a small profit margin, with 74% of funding going to salaries & benefits. All program buildings are paid in full,  but require maintenance. Cash flow can get sluggish, so it is difficult to float multiple projects until they get reimbursed. Could not have done everything they have done without the MHT funds, which allowed them to leverage other collaborative-type work and funds.

Susan Garnett, Tarrant County:  Look at the Systems of Care brochures from Tarrant County. When the Tarrant Collaborative thinks of transformation, they think of it in two ways:  a systems way and an individual way. The Tarrant Systems of Care timeline encompasses a 10 year timeline by the Mental Health Connection (a pre-existing collaborative before MHT), documenting a journey toward becoming an improved community. MHT funds provided a catalyst to do more than was possible before MHT. For example, before involvement with MHT activities, they never imagined that their community would be involved with an evaluation study on trauma-focused CBT (Cognitive Behavioral Therapy). The Systems of Care brochure illustrates how a community comes together in a unique expression of collaboration. The hope is for outcomes and systems that ultimately benefit to serve more communities and people. This is illustrated by the Wraparound Outcomes brochure, the result of a six year SAMHSA-funded system of care initiative that was focused on children in the city of Fort Worth. A wraparound approach to service delivery brought together a number of different agencies to deliver those services over the course of time, and evaluates the effectiveness of those services and how those dollars worked and made a difference in the community. Transformation at the community level was needed, created value, and was possible. No one knows where the journey will take the community, but it was a valuable journey and inclusive of the entire community.

Gilbert Gonzales, Bexar County:  After a four year planning in 2003, the community collaborative in Bexar County came up with a plan called simply a “Jail Diversion Plan”, which included 46 distinctive items to be addressed. The dollars from MHT grant accelerated the ability to address each of those items, particularly the three areas of  1) technology, 2) consumer and family support, and 3) the children’s diversion initiative . Technology:  The Collaborative now has a server to compile data from 46 different stakeholders representing multiple agencies to address high recidivism rates. The dollars have also been used to disseminate information among stakeholders, and MHT dollars were used to purchase televideo equipment to link the Crisis Care Center with the Substance Abuse Center and the Palo Alto Jail Diversion Center.  In the area of Consumer and Family Support, the dollars were used for the annual Consumer and Family Support Conference, which is attended by over 800 individuals. The funding has also provided Crisis Intervention Training (CIT), which has led to San Antonio being selected as the site for the 2010 International CIT Conference. Lastly, the Bexar Collaborative used MHT dollars to improve the community’s ability to address issues around children and the Children’s Diversion Initiatives, specifically for the development and collaborative efforts of the Bexar County judges’ child diversion initiatives. MHT funding has also been used to initiate a Children’s Consensus Project, which uses a social media approach in which interested parties could log in and participate using Facebook, Twitter, My Space, or the Network of Care. 

Anne Bondeson, Nacogdoches:  Not just Nacogdoches, but all of East Texas, has been greatly impacted by MHT funds. The community had just begun building the infrastructure through a collaborative effort when the funds ran out. If not for the MHT funds, the community would not have been able to continue that work. As a result of MHT support, the collaborative effort was able to position itself to apply for funds for a psychiatric emergency service center, which just celebrated its one-year anniversary and has served over 1,000 people in the first year. MHT funds also supported a new peer provider program which is the first of its kind in the area.

Barbara Giovannone, Coastal Bend:  The original applicant for MHT funds was a collaborative of health care providers. As a result of receiving MHT funds, Coastal Plains MHMR and local FQHCs (Federally Qualified Health Centers) were able to partner together to integrate primary care into the behavioral healthcare system, using a medical Navigator. To this date, the system has navigated about 110 individuals into primary care services who otherwise might not have received care. Referral in this system is done hand to hand rather than by recommendation; staff take clients to the referral agency, get medications and provide healthcare training with the clients. Other MHT funds have allowed development of an active consumer advocacy group within the organization that did not exist previously. This Consumer Advocacy Group held a two-day fall conference (Together We Stand Conference) in Alice, Texas, which was an educational and informational program designed to inform consumers, their families and community members about mental health needs and stigma-reducing activities. The conference will be repeated again in 2010. Prior to the receipt of MHT funds, the relationship between Coastal Plains MHMR and Community Action was as distinct and individual providers of services, but Transformation as allowed all providers to be unified through the Collaborative effort. The community now seeks out the Collaborative for information, services and education.

Annie Burwell, Williamson County:  The Williamson County Collaborative used MHT funds for several projects, the first of which is the Technology Project which created a live, secure database to track mental health consumers within the community so they don’t have to repeat their history, medications and story every time they interact with the Collaborative partners. The database also allows CIT (Crisis Intervention Team) officers to arrive on scene ready to help and assist, and provides safety for both officers and consumers. The next stage for the data sharing project is to take all the paper records and move them into electronic format. The result of these projects doesn’t just impact clients when they are in crisis, but now the community sees the value in the database and is using it as a repository of information to determine how providers are doing with mental health issues in the county. For example, the database can track how many people are being diverted from entering the Emergency Room, how long they wait in the ER for a state hospital bed, and how more appropriate resources are being used to address mental health needs. Also, MHT funds have been used to provide professional training to paramedics, officers and EMTs in emergency health response,. The MHT funds not only allowed training to be brought to Collaborative partners, but provided for professionals to go to trainings in other locations – something which could not have been done without MHT funding. The next stage is more active participation from local consumers. The Collaborative is preparing to hire a consumer coordinator/advocate from the community - something that has been wanted for years but could not be done without the financial support.  Williamson County had a collaborative before MHT funds, but the Transformation funds allowed them to keep the collaborative alive and healthy. Multiple providers and collaboratives are now linked into each other (including all the MHT collaboratives statewide). All the MHT Collaboratives are doing different projects, are in different stages of development, and are inspiring to other communities through their activities.

Maurice Dutton (Moderator):   The MHT grant is focused on infrastructure, not services, so building a base from which the community can move and provide these services is key to what each community is doing. Each collaborative had to have some activities already in place in order to apply for this grant; all had a vision, focus and some determination of outcomes when they began with MHT.  
Keep in mind that each site already had a collaborative in existence and already knew the importance of working together. Relationships do make a difference, and we learn through, and from, those relationships.     Next question:  “What new relationships were built?”

Kay Brotherton, LEAF:  The Plainview area collaborative started ten years ago, and one of the original goals – and a primary reason for applying for MHT funds - was to become a system of care site. As the opportunity to participate in MHT activities came about and were partnered with TIFI (Texas Integrated Funding Initiative), the funds supported both system of care activities and a rural children’s initiative. If the collaborative had not been willing to participate in both the TIFI and MHT activities, the community would not have been ready to move forward. Sustainability means not just keeping everything in place, it also means continually moving forward. The diversity and synergy from larger cities gave the “frontier and rural” community momentum to continue working toward improving the lives of children, families and consumers in the community. While it is important to have documented evidence and data that shows what works, transformation is not something you can identify readily (i.e. “when it happens, you know it”) – it’s a constant process. Even the small grant from MHT made a huge difference to the community. Example:  Originally there was a strong collaborative – a community of people intent on changing the way they do business. This original group was made up primarily of mental health and social work professionals. After MHT, the Collaborative partners are not just mental health professionals, but a broad spectrum of partners (schools, recreation/YMCA, faith-based organizations, businesses, and more) One way the Collaborative brought the new partners to the table was to award small amounts of money to them for transformative activities. The community has been commended for having such a broad stakeholder structure and strong local government support. MHT funding has brought new partners to table, allowing a building of resources and support across the Collaborative area. 

Ron Trusler – LEAF:  As an example, the LEAF Collaborative spent $5,000 of MHT money and received $6 million in federal money in the System of Care grant. Any single agency would have had a hard time coming up with $5,000, but MHT funds made a significant impact and meaningful return on investment. Another example would illustrate how a conversation in the grocery store with a jail administrator who was working on a gang taskforce initiated a search by Collaborative partners for communities which already had youth projects in progress which had a mental health component. A small RFP (Request for Proposals) was put out. Six applicants responded, of which 4 were approved. One of the approved applicants was a mentoring program hosted by the school district. After some training on the benefits and structure of the mentoring program, the YMCA offered to host the program.  The YMCA has used $10,000 MHT seed money to develop a mentoring program in partnership with a school campus for 5th and 6th graders for ten mentors and ten mentees, who meet every week. This project is fully under the YMCA and will require no further MHT funds. Within the LEAF community, mental health transformation continues to evolve.

Susan Garnett - Tarrant:  Ron Trusler (LEAF) brings up a very important point about the way relationships are developed at the local level, and the way things actually get done. Those of the TWG in state government should be commended for creating a process that truly is a collaboration of community – a process that takes communities where they are and permits them to work together. Many state government tasks involved partnering with other agencies to complete a task but don’t create a partnership. Partnerships at the local level are created as providers recognize mutual needs and mutual reliance on one another. Local partnerships are created by recognition of mutual needs and what partners are ready and willing to step up and participate. MHT had done a better job in creating a partnership through reliance on similar needs and agencies with similar agendas. This building of partnerships is probably the most uncomfortable process for state agencies to develop and monitor because it is messy and doesn’t fit into neat boxes or columns, and while tough to figure out, it has proved to work effectively at the local level.

Gilbert Gonzales – Bexar County:  In the last three years, the Bexar Collaborative has been able to effectively emphasis the focus on the building of collaboratives in the county – there are several groups which meet regularly. With the advent of MHT funds, a significant impact was made through increasing the original 35 partners to 74 stakeholders. Haven for Hope wanted to model what Bexar County Center for Health Care Services was doing, and now have round table meetings which includes a medical directors group with an emphasis on merging physical and mental health, a transformation group which focuses on substance use, and a judges group focused on jail diversion – all separate collaboratives within the community. The transformation is in the introduction of the culture of collaboration for specific outcomes based on the priority in the community.

Barbara Giovannone - Coastal Bend:  Partnerships can happen in very peculiar and unexpected ways. This Collaborative represents three very rural South Texas counties. When they had the SAMHSA grant review in Austin, eight consumers were invited to attend with other Collaborative representatives. Prior to going to the review, Collaborative partners provided training and preparation to the consumer participants on what was going to happen, what to expect, and how to appropriately ask a question, etc. Ironically, the consumers were prepared, but the Collaborative failed to train the bus driver. The bus driver made the trip with the eight consumers, and then afterward proceeded to tell other bus drivers about how he would never transport mental health patients again. That message went straight through all of the rural bus drivers in the area and then back to some of the Collaborative partners. The experience had created a bad situation that needed remedy, since nearly all mental health consumers in the area required transportation service.  In response, the Coastal Bend Rural Health Partnership (CBRHP) organized one day training for ALL rural bus drivers in the nine county area; all bus drivers were paid overtime to attend. The event was hosted and presented by CBRHP partners and the consumers. The consumers told their stories, and drivers were given information about mental illness, the three primary diagnoses treated by the facilities, behaviors, everything open dialog out on the table. Around 105 bus drivers attended. All but one person had a transformative experience – could not have bought how the drivers were positively impacted by the experience and how they went home and impacted their families. The drivers now treated the mental health consumers with consideration and concern – the bus drivers now became their buddies. In this community, that is how a new partnership is formed and transformation becomes fact.
Annie Burwell, Williamson Co:  The original collaboration in Williamson County had many partners around the table, and that hasn’t changed. In a story similar to that of Coastal Bend, Williamson County recently trained 120 paramedics. The result is that the EMTs have better skills and understanding to assess each situation for whether it presents a mental health crisis or a medical issue, which in turn helps them provide a more compassionate and skilled response to someone who is in crisis. Following the training, the mobile outreach team received a large number of referrals of people who needed crisis intervention instead of ER transport. This outcome represents a much better use of tax dollars, patients/clients/consumers are treated more appropriately, and many paramedics have now asked how they can take better care of the mentally ill in the community.  It’s the smaller seeds that spread out into the community that can make a big difference. Often you don’t know that when you begin the training or activity.
Anne Bondeson, Nacogdoches:  At the start of the collaboration, it was mainly the mental health professionals who would come to the table, but with the addition of the MHT funds partners have grown to include law enforcement, hospitals, schools, probation departments, and community activity groups. The involvement has started from a small group but now spread out into many surrounding communities besides Nacogdoches; there are now partners to the Collaboration in 11 other counties. The transformation that has happened has brought mental health issues to the forefront in all of these communities.
Maurice Dutton (Moderator):   All of these stories illustrate how a small amount of “flexible” money allows communities to focus on their needs – where they are and where they are ready to move. The transformation investment has allowed a much bigger bang in the sense of being able to get other communities involved as they see, hear and participate in what is happening; they become aware and through sharing, add to the transformative momentum.  What the community and Collaborative is able to do goes far beyond what they were funded to do. The relationships not only bring new people in, but the activity models new ways of doing things. Collaboration has worked.

Each of the Collaboratives has experienced a lot of success. The next question is in regards to the problems encountered: “What were some of the rough spots, or what would you have done differently? What would you do over?”
Barbara Giovannone, Coastal Bend:   When the Coastal Bend Collaborative started to focus attention on consumers, the Collaborative invited Carolyn Nava to do a training with the consumers on empowerment. People came but couldn’t get momentum going – even after several tries, the program just did not work in a way that empowered people as anticipated. Finally, the Collaborative decided that the program offered by Carolyn was too intensive and too much information in a 2 day period, so the Collaborative decided to offer the training again. The second time the training was offered was wonderful - people lit up and became empowered. The community moved forward with the Leadership Group after that event. Required a critical look at what they were doing and how they were doing it in order to determine what was wrong. Most of the consumers couldn’t voice what was not working, but one consumer said she liked Carolyn but didn’t get everything she said. That proved to be the key to what went wrong – the consumers didn’t understand. Advice: Take a critical look at yourself during the activities – see what works and what doesn’t work. Also, slow things down - go at an easier pace, and bring new ideas and information to the community in a way that is understandable.

Anne Bondeson, Nacogdoches:   In response to the question about what the Collaborative would change if they could:  When they look back to the beginning, they wish they had focused more fully on consumer involvement as a key element. From the beginning, the Nacogdoches Collaborative was more concerned with Crisis Intervention and development of the Crisis Center. Of course they wanted to serve the consumer, but to get them involved in the planning and policy development would have been better. There are some consumers on the board, but it would have been preferable to have had more programs earlier in the development, such as the peer support program, which is just getting started. 
Maurice Dutton (Moderator):  There has been some talk about expanding this concept to other communities. “What would you recommend to them if we were to move into these other communities?  What would you say we need to do?”
Ron Trusler, LEAF:   This question was posed by a colleague in the group earlier. A question from the Collaboratives to the TWG is, “What has been transformed at the state level? Or is it all just about us (the Collaboratives)?” If we are to transform mental health, it has to be multiple-sided, not just one-sided.

Maurice Dutton (Moderator):  Have heard some good stories about ways in which the TWG has caused good collaboration to occur. How do we get YOUR agencies (TWG state agencies) on the local levels into these collaborations? What are the efforts on the state level to be involved in the collaboration on the local levels?
Gilbert Gonzales, Bexar County:   One of the good things that came out of collaboration with TCOOMMI (Texas Correctional Office on Offenders with Medical or Mental Impairments) is advice to include probation and parole agencies in the collaborative planning process. Talking to fellow stakeholders is amazing when all the activities are presented. So, what do you say to a community which is just beginning to develop a Collaborative process? Figure out what the priority of your community is, and look at who can help you develop the priorities. Give out phone and contact information – mentor new communities.


Kay Brotherton, LEAF:  Being a rural, frontier TIFI site and later a Transformation site, meant that we needed a lot of help when we first started the collaborative process. LEAF learned a lot from the partners. What worked was someone who visited, answered questions, and had someone who helped as a mentor or guide. To respond to the moderator’s question, the Collaboratives have already modeled it in their work with each other and the other MHT stakeholders. Share the knowledge and skills – pay it forward, pass it on.
Susan Garnett, Tarrant:   The question that Ron Trusler asked is really important – what has been transformed at the state level? We need flexibility at the local level and recognition at the grass roots about how you bring change up, but ultimately change won’t take place if it starts to collide with policies that don’t honor those community perspectives and changes.  In Tarrant County, there has been a lot of satisfaction about participation in the change process, but there has been frustration too. That frustration is around the change process, and feelings of empowerment or lack of - the ability to sit around table to make a difference. Many partners have funding streams which represent nearly all the TWG agencies, but it seems each stream has different requirements. Sometimes the funding stream just says no, so there is still work to be done to provide integration of funds in a collaborative environment. 
Maurice Dutton (Moderator):   That speaks to two of our objectives:  Doing away with silos, and no wrong door. Those are issues we said we would speak to from the beginning but they are still with us. We need to pay more attention to these issues.
One more question:  “What can the TWG do to help facilitate this work?” Are there any other comments you would like to make on this before the panel presentation is finished?  

Susan Garnett, Tarrant:    We think about sustainability at the local level - from the beginning no one thought that this would be done and over. Everyone looked at the project as an investment which builds infrastructure, builds credibility and builds collaboration. In the same way that we want to sustain the local community and sustain the transformative effort, we hope that the TWG will sustain this process in some way. Everyone expected a foundation to be built that would continue to expand across the community. We hope that the local problems, and challenges, are reflected in solutions at the state level. In particular, the regional offices of some of the state agencies must show support and action. It can’t happen at the local level without strong support and action at the state level.
Maurice Dutton (Moderator):   Do any of the TWG members have questions or comments for the Collaboratives?
Mike Maples, DSHS:  The tangibles and non-tangibles are both beneficial. An important point made by several Collaboratives was the leveraging additional resources.  Collaborative leveraging of resources is something to brag about and articulate more often. It may be helpful for the State to get some of that information, even when there isn’t a dollar amount to associate with the activity, and be able to make a strong argument about the foundation that these funds leverage. The return on investment in real dollars is a benefit and investment strategy that is paid back in multiples, so the TWG can use it to seed other projects. The TWG needs to get the information in some format that can be used to communicate with the legislature and other funding sources. The way state agencies will articulate their needs in the future is, “Investment that leverages bigger investment.”
Stephany Bryan, TWG Consumer Youth & Family Representative:   Each Collaborative has identified different strengths through this dialog. As an affinity group established here, there is hope that each collaborative will take the area of expertise to the next level, as well as each TWG agency. All around the meeting table and in the communities, we need to think about what can be learned and connected between TWG agencies and each local Collaborative on the next level.  For example, in the Coastal Bend, they have chosen to build on the strength of the consumer conference and take it to the next level. That means that the Collaborative will get the consumers to identify a leader, create a group with consumers involved to talk to, and create a support conference to serve those in the other communities. This doesn’t necessarily take money, but it does take a phone call.
Maurice Dutton (Moderator):  In closing, as a TWG member, he is proud of the TWG’s support to the Collaboratives, but he is also proud of all that the Collaboratives have achieved and the direction in which each Collaborative has moved.

Ben Delgado, TWG Acting Chair:   The TWG will take all the comments to heart and continue to work on the state-side of those issues as we continue to think about how to be successful in bringing these issues forward to the Legislature and  making sure that these initiatives continue over time.
5. Children’s Financing Workgroup Progress Report


    

Sherri Hammack

Ms. Hammack works with HHSC (Health and Human Services Commission) and is the co-action team lead under the Child and Adolescent Workgroup of the Mental Health Transformation Grant. She co-leads the evidence-based and promising practice action team with Molly Lopez, UT Center for Social Work Research. 
History of the project:   A project laid out quite a while back by the Children’s Coordinated Funding Committee is now active.  Jim Wotring of Georgetown University has offered his expertise in setting up the project. 

The Children’s Coordinated Funding Committee action team asked each child-serving agency on the TWG to appoint a program/content person and a fiscal person with working knowledge on children with serious emotional disturbance (SED) to provide input to the workgroup. The group also includes 2 family representatives and several interested persons representing the Legislature. The purpose of the group is to seek services for the SED population and families through a coordinated effort across the TWG agencies in order to get better outcomes. The intent is to finds ways for TWG agencies to help each other, in spite of the current state budget restrictions, and discover fiscal and programmatic methods, incentives and opportunities to better serve this population. The Committee has now had two meetings, laid out the scope of work and signed off on a workplan. This is a time-limited project; the end product will be offering recommendations to the TWG with best options for action. In the workplan, there are feedback loops from the communities which incorporate local input from all the child-serving agencies. There are also steps during the plan to pull in family and provider voice and turn out recommendations that are both reasonable and feasible. 

After the action group talked about the scope and time frame, they decided to bring in a national consultant, Jim Wotring, from Georgetown University. Jim Wotring is the Director of the National Technical Assistance Center for Children’s Mental Health at Georgetown University Center for Child and Human Development in Washington, D.C. Wotring has extensive experience in working with children with SED and can offer direction on best practices and promising practices proven effective with SED children. 

· Presentation on Promising Practices for Children with Serious Emotional Disturbance  
· Jim Wotring, Director of the National Technical Assistance Center for Children’s Mental Health, Georgetown University, Washington, DC. 
· Jrw59@georgetown.edu or phone: 202-687-5052

This committee actually had program and finance people in the same room, working together to achieve priorities. It is very important to have the State involved in any kind of transformation. Dr. Wotring was very impressed by the coordination and transformative activities he saw, and by the System of Care sites – activities which show that a little money can go a long way and provide some impressive work. It’s always a challenge to get communities to partner with the State and the State to partner with the communities, especially around finance.
The presentation will cover three things in the System of Care (SOC) – values and principles of SOC, what it is (definition) and isn’t. The SOC is not just a system for children’s mental health – it can be applied to many populations and communities. The System of Care was originally created as a framework of services which is consistent and lasting, at a time when federal models seemed to change every few years. We all have a system of care in our states and communities, but it is how functional it is that makes a difference. 

The TWG agencies and community partners in the room are all a part of the Texas System of Care. Texas is a huge state – 25 million people – and that creates a huge challenge for creating a system of care that is functional. The state can’t do it all alone – state agencies must partner with communities to deliver services and create the system.
Dr. Wotring’s power point presentation conveys the basics of the System of Care framework:  Definition; Core Values; Guiding Principles; System Reform Initiative; System Level Outcomes; Child and Family Outcomes; Collaboration; Evidence-Based Practice (EBP); EPB Models; Promising Practices; Financing Strategies; and Examples of Models and Financing. The power point can be accessed in full at the MHT web link:  http://www.mhtransformation.org/twg_meeting-history.asp .

Prior to the Systems of Care framework, services were offered in “silos”, agencies and services independent of each other. Silos allow kids to fall through the cracks in services. The Systems of Care framework is about systems coming together around the needs of the child and family. The silos are no longer independent, but intersect and interact to create a new, broader system of services to help the child and family.
Core values have evolved and changed over the years:  Systems of Care are now family driven and child-guided, community based, and culturally competent. Guiding principles are employed by the community, including a comprehensive array of services organized around the needs of that child and family:   Are children in the least restrictive environment within their community; and are the children and their families full participants in the system? Can services be integrated and/or coordinated? There is a case management function, sometimes referred as “wraparound”, but it is a linkage of services through a person to the different systems and services. Early identification and intervention are promoted in a system of care in order to enhance positive outcomes. Other guiding principles cover the provision of smooth transitions between child and adult services; the rights of children should be protected; and children should receive services without regard to race, religion, national origin, sexual preference, or physical disability, etc.

The core values of systems of care should be achieved, although it will never be perfect. There should be tension between achieving the ideal and where a community or state is today. The system should always be working toward complete fulfillment of the core values.

The populations included in this discussion are:  Children who are eligible for Medicaid, CHIP (Children’s Health Insurance Program), some uninsured children who won’t qualify for Medicaid or CHIP, those who are in the public system, and children and families with tribal authority. 
A system of care moves from fragmented service to coordinated service, from categorical programs to joint purchasing services. The system should fill in the gaps between outpatient and inpatient mental health care in order to keep kids in the community. The system of care focus shifts by moving from a crisis oriented system to prevention, early identification and intervention in the system; from restrictive inpatient settings to integrated home care, always keeping kids in the family if possible.  

System level outcomes include increased access to care for intensive, mental health services. Far more children need mental health services than will get the services. Care is limited in two ways:  limited in qualification or eligibility criteria, and limited by the amount of money funding the system. The mental health system has NEVER been adequately funded across the country, so all of these other services had to develop their own mental health services, which leads to some of the confusion. There is also a need for evidence-based and promising practices. Systems of care should be doing what works based on outcome data. 

These systems are always looking for ways to leverage Medicaid, because it’s really the only resource left to work with; it is the one fund source we have to manipulate and use to access more resources for children. Medicaid can be used to keep all children in their community. Medicaid is a wonderful source of revenue for communities and states. Remember that it is an insurance program, not a block grant program or general fund program. 

Improved collaboration is another system of care resource. If communities and the state are not collaborating, then they are avoiding the hard issues and not addressing the responsibility. The idea is to achieve some common goals and share responsibility.  In the case of the action group, everyone coming around the table to share their budgets to reach a desired outcome is an impressive step. Sharing resources is a long term goal, but it can be done. Systems of care ultimately is not any one system, but multiple systems coming together.

Question:  Why isn’t housing a part of systems of care?

Answer: It should be a part of it, especially as it relates to adults.

Question:  Systems of care has been around for many years now. Has SOC gone statewide anywhere?

Answer:  TACCMH has been working with SAMHSA to develop a model which will encourage statewide SOC implementation. So far, SOC has not gone statewide anywhere, despite the SOC model having been around for some time now. Most states are still struggling with the principles and values in SOC. In order to expand statewide, a partnership has to occur between the state and the community – a joining that is hard work to do. The Collaboratives could serve as a laboratory to the State of Texas in implementing SOC in Texas…has to eventually include all counties, all children remain in their community, and the core values are embraced by all cities, communities, counties and state agencies. That is the difficulty in going statewide. 

Question:  Are some of the states more successful in developing statewide systems of care?

Answer:  There are a number of states that have been more successful in approaching this goal, but they are generally smaller than Texas:  Vermont, Oklahoma, Michigan, and New Jersey. (The presentation includes a finance model from New Jersey.)
Change is hard. Systems of Care implementation changes things at a systems level for the state, for the local agencies, at a supervisory level, at the worker level in order to ultimately change the level of services to the child and family. That’s a lot of change to do it right.

Question:  Did you say that it is really critical for the State to be involved?

Answer:  Absolutely!

System of Care Evidence-Based Practices  

Several random control studies have been done on Evidence Based Practices in Systems of Care.  Out of these studies, a manual has been written for replication, and research includes best clinical expertise as well as positive outcomes.  This definition incorporates the definition used by the Institute of Medicine (IOM). 

Six of the most well-known EBP types, with the most evidence, include: Multi-Systemic Therapy; Functional Family Therapy; Parent Management Training – Oregon; Multi-Dimensional Treatment Foster Care; Cognitive Behavioral Therapy – Depression; and Cognitive Behavioral Therapy – Trauma.  There are 151 practices listed on SAMHSA’s National Registry of Evidence-based Programs and Practices (web link: http://www.nrepp.samhsa.gov/ ).  The researchers are developing these models but also have to develop the capacity to disseminate the information. The studies are done by researchers who may not live in the world of state or communities, or even in the System of Care. As you roll out these EBP therapies in your environment, there is going to be tension between SOC values and EBP application. 

There are important practices in SOC with less evidence:  Crisis services, Respite, Mentoring, and Family Education and Support. Of note, models that show no EBP (i.e. have the least evidence) can do harm, and include inpatient treatment, residential treatment, and group homes…resulting in the kids getting worse instead of better. They tend to learn from each other. 
A System of Care Promising Practice is defined as clinical or administrative practices with considerable evidence or expert consensus, which show promise for improving child/youth outcomes but are not yet proven with the strongest scientific evidence.  The Wraparound model is a promising practice – there are good studies going on around the country and the outcomes look very good, but it is the importance of a measured outcome that can be replicated. However, very few states have a statewide system of performance measures to verify whether or not the kids in the system are improving. In order to do a promising practice, we must be able to measure the outcomes.
When thinking about EBP implementation, the most important target for change is the staff. For the staff member to impact the child, he or she must be able to impact the family and the family must impact the child. The staff have to work through others for behavioral health disorders in order to achieve the outcomes. In order for the staff to change, there have to be incentives within the organization for them to change; the supervisor has to believe that what they are doing is important. Also, staff will go back to their old ways if they aren’t given time to learn a new practice. If the supervisor is inside an organization that doesn’t believe in change and won’t support change, then that will cause the new practice to fail. If the State doesn’t support the center or organization to make the change, then the change will fail. Change has to happen at ALL levels in order to occur and sustain – the reality is that change is very complicated. It is the same with the System of Care and its attendant expectations for staff, supervisors, employers and agencies, communities and state to all work together.
Financing Strategies for Systems of Care:    The first step is to find the population of focus and define who the SOC is going to be working with. In this case, the work will be with children with serious emotional disturbance. Look at underlying values and what the intended outcomes are. Cost out your system of care:  look at the data, the fund sources for that data, and seek general revenue that could be matched with Medicaid. Identify services and supports you want to do based on your population. How will those services and supports be organized and structured? Most of the time, the structure is at the county level with support from the state. The politics and process of bringing large sums of money together at the state level is very complicated. New Jersey is the only state to develop the county/state partnership for systems of care. There are ways to match Medicaid by putting the money together in “braided funding” or blended funding. Expect that the use of different strategies will bring about different results. 

6. Returning Veteran’s and their Families




Workgroup Leads
2:24:11

Updates on the activities for veterans and their families will be given by the different workgroup leads. Key workgroup members were introduced to the TWG by Sam Shore:  Steve Holliday, VISN-17; Col. Mark Beto with Texas Military Forces; and Col. Salinas, head of the Family Support Unit at Camp Mabry that has statewide responsibility. Col. Orlando Salinas introduced the Director of the Yellow Ribbon Campaign, Ms. Lynn Tucker; the Director of State Family Programs, Ms. Deborah Evans; and Lt. Leanne Walker in Texas Military Forces Behavioral Health Team Lead. 

Dr. Kotrla has introduced Tim Stroud, former combat medic, Operation Iraqi Freedom veteran and new Texan. Sam Shore introduced Stephanie Moles, who has recently come to Texas to work with Grace After Fire, which has a focus on women veterans and wives of military members; and Ted Hughes, formerly working in veterans’ issues with HHSC (Health and Human Services Commission) and now with MHT/DSHS to help with the new resources received by Legislative funding.

a. Veteran’s Peer to Peer Training – Hillary Jenson, DSHS, has pulled together the people needed and kept the workgroup organized. The workgroup went through all models of peer to peer training and selected an approach that was developed in Texas by an organization in the Killeen area with assistance by Dr. Wayne Gregory of the Waco VA:  Bring Everyone in the Zone (usually referred to as In the Zone). As of last week, the first training had 20 veterans trained to be peer to peer facilitators. This was the first wave of trainings across the state.

b. Operation Resilient Families (ORF) – Maurice Dutton prepared a handout in the meeting materials folder and offered a slide presentation. Operation Resilient Families was developed from a program called Operation Enduring Families, a curriculum designed to be taught by mental health professionals,  but with several key changes from the original curriculum. Chris Woods, of Christine Woods Consulting in Hampton, Virginia, was selected to be the primary writer and developer of the curriculum. 

In the description of this program, the following acronyms are used:  ORF = Operation Resilient Families; OEF = Operation Enduring Freedom; OIF = Operation Iraqi Freedom.

The following major changes were made:  1) ORF is to be facilitated by OEF/OIF veterans (peers) and their families rather than mental health professionals; 2) the curriculum focuses on the strengths of the family members and veterans in coping with the issues/problems of reentry to “civilian” life after deployment, rather than a primary focus on the problems; 3) there is a heavy emphasis on facilitating participant sharing/involvement rather than imparting information; and 4) re-entry and resilience are emphasized and the terms “mental illness” and “therapy” are avoided; and 5) the meetings are to be located in convenient and friendly facilities rather than local mental health or VA institutional settings.

Dr. Wayne Gregory is currently conducting pilot testing of ORF in the Killeen area. Chris Woods is preparing to present ORF (slide show) at a meeting of the Yellow Ribbon Campaign meeting on March 6, 2010, in hopes of recruiting interested participants for an ORF pilot test program in Austin with the Texas National Guard OEF/OIF veterans.

Summary of key changes in the ORF curriculum include:  Focused and delivered by peers rather than by professionals;   a focus on family strengths rather than on problems and weaknesses; and a heavy emphasis on facilitator and participant involvement in active discussion instead of just giving information. ORF focus is NOT on mental illness and therapy, but on re-entry and relationships. An ORF facilitator training is scheduled for April and a preliminary, pilot training is going on in Killeen.

c. Cognitive Processing Therapy (CPT) training – Joe Lovelace reported for this workgroup. CPT training has something to do with the incentive and competitive funding later on the agenda, which will introduce the community mental health centers as part of this rollout. The community centers came into this through an invitation from Texas Military Forces in 2008. Col. Connie McNabb contacted the Texas Council of Community MHMR Centers about a regional training package for rollout of CPT, but an effort at federal funding fell through. The Texas Council then started meeting with Steve Holliday and Dr. Kotrla and in time identified the common needs and barriers that could be addressed through a partnership. After extensive visits with the VA, it became clear that there were opportunities to work together. 

One of the first steps was to identify a service in order to address post traumatic stress disorder (PTSD). CPT was identified as the best evidence-based practice to help those with PTSD. During the last legislative session, the Texas Council worked with DSHS to get an appropriation funded by the Legislature. Once funded, the VA trainers were identified and two training classes of 50 participants each were recruited from the LMHAs. Those participants completed their coursework in February 2010 and are now out in the field. However, at this point there are no contracts in place with the VA, but that is in process so the centers can work with veterans who might come in for services. In the past, the community mental health centers have not had the kind of tools needed to work with trauma, but are now working on a tool and assessment to recognize and treat those with PTSD. The agency is working with a management utilization process which will allow centers to screen, recognize, treat and gather reimbursement for CPT services. 

After the Ft. Hood incident on November 11, 2010, Gov. Perry announced an additional $5 million of funding for behavioral health services in the community, to come through the local mental health authorities (LMHAs) to provide extended services to complement the efforts and services of other providers and to meet the needs of veteran members and families. This sudden funding led to the development of the incentive and developmental contract RFA (Request for Applications).  A DSHS conference call on New Year’s Eve with LMHA centers had 100% participation. All thirty-eight of the community centers are recipients of the incentive projects. Currently, there are ten competitive projects waiting for the award of the contracts. Because of the efforts of the State, the TWG, MHT and communities, funding and programs came about very quickly to make a significant difference for warriors and their families.

d. Technology Enhancements – Dr. Kathryn Kotrla and Tim Stroud, Texas A&M Health Sciences Center, are working with TX A&M around the TexVet website created for Texas veterans and their families. The intent is to direct people to one place to get what they need, rather than create multiple sites to access resources that they need. They are currently working on a contract in preparation of launching an integrated website to get veterans and their family members to the help, resources and information they need.

e. Incentive and Competitive Projects – Ted Hughes reporting. DSHS has received proposals from thirty-eight mental health authorities and all were funded as incentive projects. The proposals for competitive projects have been received and scored. Of all those submitted, ten have been selected for award, but those ten awards will cover roughly 20 of the LMHAs, since some combined together to submit a single proposal. Ted is currently working on details with the award contracts before rolling out. For both the incentive and competitive projects, most sites have decided to have at least a part time person (hired or assigned) to coordinate the project and get things moving. State and LMHAs must work together to find creative ways of reaching the target populations and help them understand how their community resources can be leveraged to both sustain this effort and help the program participants direct their own support efforts toward resiliency.  Although LMHAs are involved, the approach is to take off the mental health hat and become a part of the community’s health and safety initiatives. The work will be with every organization that touches the lives of veterans and their families. Community partnerships are required as part of the funding. The communities need to take care of folks where they are. The intention is to create “no wrong door” in order to provide easy access to community services. Through these projects, the organizations involved have committed to work closely with Texas Military Forces and the VA around crisis situations in order to better coordinate services to get those who are in crisis to appropriate help. Those on the non-military side have a lot to learn about how to be responsive to those veterans who are returning and to understand the military culture they are coming from.

This is a leading edge project which is based on intervention rather than disease. The project moves away from the concept of disease and toward strength, and away from intervention models toward prevention.
7. Consumer Voice Update






Stephany Bryan
The Consumer Voice Workgroup is going to make a formal recommendation to the TWG to put support in place so that Via Hope can obtain a 501( c )3 non-profit status. This will help to assure sustainability for the organization. 
History and Purpose of Via Hope:   Via Hope came about because the mental health consumers in Texas identified that they wanted, needed and deserved to have an organization to provide support for:   Consumer-based training; representation on and accessibility to the workforce; and creation of a network for consumers, youth and family members across the state. With the MH Transformation dollars, the Consumer Voice group made several recommendations, and Via Hope was born as a fulfillment of those recommendations. It is a contract of MHT dollars awarded through an open bid process to two organizations:  Mental Health America of Texas (MHAT) and National Alliance on Mental Illness - Texas (NAMI-TX). Via Hope was created to provide a mental health consumer and family member driven system.

i.   Peer Specialist Learning Community
Via Hope is focusing on development of a Peer Specialist Learning Community through a nine month process. Teams were selected in December 2009 after a process in which individuals had to apply and make a commitment to the terms of the Peer Specialist Learning Community. There were ten community mental health centers chosen. The kick-off of a specialized track for the Peer Specialist Learning Community was during the USPRA conference in January 2010. As a result of that conference, decisions were made that there will be a monthly follow-up among the Learning Community participants, primarily through a monthly conference call focused on different topics of interest. The teams are developing written implementation plans. At the completion of the nine month process, there will be a closing conference in October 2010 to give all the Learning Community participants an opportunity to share individual experiences with the other participants and to motivate other centers to get involved in future Learning Community opportunities. The Learning Community is focusing on hiring peers.
ii.  Peer Specialist Training

The Peer Specialist Training Class held the first week of training from March 1-5, 2010. For thirty training participant slots, over seventy-five applications were received. Everyone who participated in the class is already employed and working as a peer specialist, but working without a certification. Half of this first class comes from the Learning Community participants. The curriculum that was chosen for the training was originally developed by Ike Powell and Larry Fricks, who are also the two instructors for the training class. This curriculum has been used in twenty other states. The plan is to eventually develop capacity in Texas and establish a training system with Texas-based trainers.  The next training is up in June.
The first Peer Certification classes are on developing a “whole health goal” for mental health consumers to address the entire health of consumers to maintain the self, not just from the neck up but from the top down. This curriculum teaches and promotes self-directed care and resiliency around mental health needs. The Whole Health Curriculum was developed with MH Transformation dollars, and Texas is the first recipient of this TSIG SAMHSA curriculum. SAMHSA has just announced twenty-five TSIG grants to help states develop a whole health curriculum.

A MHT Youth Summit is being coordinated by the Via Hope Youth Coordinator and will be held at Texas Tech University in Lubbock over approximately three days in June 2010. Applications are currently being accepted from interested youth and the application will be online soon. 

8. HB 2196 Integrated Care Update






Ricky Garcia
During the 81st Legislative session, HB 2196, authored by Rep. Vicki Truitt and sponsored by Sen. Bob Deuell, established the integration of a health and behavioral health services workgroup, which is charged with studying best practices for the promotion of integrated health care in the state, particularly to look at policy, training, and delivery of services. The workgroup was established in October 2009, had one large meeting in November 2009 and has since broken into three subcommittees to study specific areas of policy, service delivery, and training and public education, and to look at barrier issues to integration of health care in each of the three areas. On March 10, 2010, there will be a large meeting of this workgroup at the Hogg Foundation for Mental Health, from 8 am – 5 pm. This meeting included a call for presentations, which received twenty-two submissions on integrated health care initiatives. The meeting is open to the public. Workgroup members include representatives from the Hogg Foundation for Mental Health, representatives from the Health and Human Services enterprise (HHSC, DADS, DARS, DFPS and DSHS), the Texas Dept. of Insurance, and eighteen members representing the public, community mental health centers, substance abuse providers, advocates, consumer groups, family members and insurance providers. More information on the Integration of Health and Behavioral Health Workgroup and the three subcommittees can be found at the following link: http://www.hhsc.state.tx.us/about_hhsc/AdvisoryCommittees/BehavioralHlth/BehavioralHealth.shtml 

9. Public Comments
There were no public comments or comments from audience participants. 

10. Adjourn – the meeting was adjourned at 4:43 PM.



The next meeting of the TWG will be held on Friday, June 4, 2010, from 1:30 pm to 5:00 pm in the DSHS Robert D. Moreton Building Board Room, M-739, 1100 W. 49th Street, Austin, Texas.
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