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Agenda Item 1:  Welcome
The Behavioral Health Advisory Committee (BHAC) meeting commenced at 9:00 a.m. with Sonja Gaines, Associate Commissioner of Mental Health, Health and Human Services Commission (HHSC) presiding as chair.  Ms. Gaines welcomed everyone to the meeting.


Agenda Item 2 [Webcast Item 1]:  Welcome and opening remarks
HHSC Executive Commissioner Chris Traylor provided a brief overview of the impact mental health has on the programs and services across the Health and Human Services (HHS) system.

Highlights of the Executive Commissioner's Remarks:
· There are over 4 million people served in the Medicaid program alone, and an additional 300,000 in CHIP.  Within the mental health system are untold hundreds of thousands of people served across the state.  
· The Legislature has made commitments and investments to improving mental health, but more importantly than that, they have given HHSC the opportunity to look at our mental health system and reshape it in ways that benefit people.
· Mental health is intertwined in every HHS program delivered.  Looking at the cost of the Medicaid program and readmissions into acute care hospitals, depending on the area of the state, 60-70 percent of high-utilizers of inpatient hospital services have co-occurring mental health diagnoses.  
· The HHS system went through the Sunset process, and a number of deficiencies in operations were identified.  Twelve years ago, long-term care was provided at a number of agencies across the state in a number of settings.  The Department of Aging and Disability Services (DADS) has created linkages between acute and long-term care services and supports.  
· Mental health needs to be integrated into the HHS systems.  There are extraordinary opportunities, locally and statewide, to develop a system that recognizes the linkages in the programs that are delivered.  Peer supports were noted as a very important piece of what is being done in Bexar County that can be integrated more completely throughout the HHS system.  
· Executive Commissioner Traylor stated that it is important to have a dialogue with Committee members, and not just a report. 
· Executive Commissioner Traylor noted that "mental health" and "substance abuse" are often used together or interchangeably, but stated that both terms should be used.

Mrs. Cassandra Marx, Facilitator, announced that the meeting was being conducted in accordance with the Texas Open Meetings Act.  Mrs. Marx noted that a quorum was present for the meeting.  Table 1 notes committee member attendance.  

Table 1:  The Behavioral Health Advisory Committee member attendance at the Friday, January 15, 2016 meeting.
	MEMBER NAME
	YES
	NO
	MEMBER NAME
	YES
	NO

	Afejuku, Ayo MD
	X
	
	Johnson, Windy
	
	X

	Aylor, Candace
	X
	
	Kliewer, John MD
	X
	

	Barrones-Soto, Jr. Leroy 
	X
	
	Leon, Carlos
	X
	

	Castaneda, Elizabeth
	X
	
	Osadchey, Lidya
	X
	

	Feehery, Matthew
	X
	
	Richardson, Andrea
	X
	

	Horton, Colleen
	X
	
	Scott, Nakia MD
	X
	

	Howell, Jason
	X
	
	Wolff, Matthew
	X
	

	Humphrey, Cynthia
	X
	
	Young, Wayne
	X
	

	Johnson, Celeste
	X
	
	Zaragoza, Evelyn
	X
	


Yes: Indicates attended the meeting			No: Indicates did not attend the meeting


Agenda Item 3 [Webcast Item 4]: Charge and roles committee overview, structure, and deliverables
Ms. Gaines referenced the handout entitled Health and Human Services Commission Organizational Chart November 1, 2015.

Ms. Gaines noted that her office, in conjunction with the Department of State Health Services (DSHS), will be coordinating the BHAC jointly.  Highlights of the discussion included:
· Senate Bill (S.B.) 200 and S. B. 277, 84th Legislature, Regular Session, 2015, required the HHSC Executive Commissioner to establish and maintain advisory committees to consider issues and solicit public input across major areas of the HHS system, including behavioral health.  HHSC was directed to establish a behavioral health advisory committee to provide regular input and make recommendations regarding mental health and substance abuse programs across the health and human services system.  
· The vision is to have a unified approach to mental health in Texas where all individuals have access to care at the right time and the right place.  
· Ms. Gaines announced that Mr. Wayne Young, Vice President of Behavioral Health Services at John Peter Smith Hospital in Tarrant County, has graciously accepted the interim chair position until a chair has been elected by the Committee.  
· Two subcommittees of the BHAC include the Council for Advising and Planning (CAP) and the Texas System of Care Consortium which focuses on children's issues for at-risk children who need additional support.
· The Forensic Workgroup (S.B. 1507) is another behavioral health committee.
· The Behavioral Health Coordinating Council, which includes 14 state agencies, is coordinating a statewide behavioral health strategic plan due May 1, 2016.  The Council continue to monitor the implementation of that plan.  
· The Behavioral Health Integration Advisory Committee that looked at ways for better integration of physical with behavioral health in managed care.  S.B. 58 required HHSC to carve in case management and mental health Medicaid rehabilitation.  They provided Phase I and Phase II recommendations to be implemented.  
· The purpose of the BHAC is to consider issues and solicit public input across all mental health and substance abuse disorder issues. 

Action Item: 
· Ms. Vicki Magee will provide members with an updated handout of the diagram showing the behavioral health committees.


Agenda Item 4 [Webcast Item 3]: Introduction of committee members
Ms. Gaines asked members to introduce themselves.

· Mr. Wayne Young, Senior Vice President of John Peter Smith (JPS) Health Network, and the administrator for JPS' two inpatient psychiatric facilities, serves as Chair for the American Hospital Association's Governing Council on Psychiatric and Substance Abuse, and as Treasurer for Mental Health America of Texas, and the board President of the Mental Health Connections of Tarrant County.
· Mr. Matthew Wolff, is an LPC that has worked with state Legislature, worked for the National Alliance on Mental Illness (NAMI), and is currently running the NorthSTAR program that is in its last year of operation.
· Dr. Nakia Scott, Child and Adolescent Psychiatrist, is the owner and director of Holistic Mental Health in Austin, Texas, serves as the Secretary and Treasurer of the Texas Society of Child and Adolescent Psychiatry, serves on the Behavioral Health Integration Advisory Committee, and is a Diplomat of the American Board of Integrative and Holistic Medicine.  
· Mr. Leroy Barrones-Soto Jr. is a consumer of mental health services and a student at the University of Texas Rio Grande Valley.
· Ms. Andrea Richardson is the Executive Director of Bluebonnet Trails Community Services, which serves an eight county service area and for substance abuse, serves over 30 counties with the OSAR Program. 
· Ms. Lidya Osadchey, CEO of ESCAPE Family Resource Center, a child abuse prevention organization dedicated to helping parents and children prevent domestic violence by addressing brain health, behavioral health, and mental health.  
· Mr. Carlos Leon, County of El Paso Texas, is one of two representatives of local government and is also a retired Chief of Police of thirty years for El Paso, Texas. 
· Dr. John Kliewer is a person with a psychiatric diagnosis and lived experience that serves as a consultant to Texas Tech University Health Sciences Center (TTUHSC) El Paso, Neuroscience department, as one of six recipients to receive grants from the Hogg Foundation, assists with training psychiatry residents at LMHAs and state hospitals about the recovery model.  Dr. Kliewer serves on the Protection and Advocacy for Individuals with Mental Illness Advisory Council with Disability Rights Texas, and is also a member of the San Antonio Clubhouse.
· Ms. Celeste Johnson, Director of Nursing for Psychiatric Services at Parkland Hospital in Dallas, serves on the board of the American Psychiatric Nurses Association (APNA), the APNA Texas, which also has a Hogg Foundation grant for training nurses but that effort is being done as an inter-professional team, and she also serves to chair an international research group out of the Joanna Briggs Institute in Australia.
· Ms. Cynthia Humphrey is the Executive Director of the Association of Substance Abuse Programs, she is a person in long-term recovery from an alcohol disorder and a mental illness, and has served with the State Associations of Addiction Services which recently merged into the National Council for Behavioral Health.
· Mr. Jason Howell is a person with long-term recovery with mental illness and substance use issues.  Nationally, he helped found the National Alliance for Recovery Residences and as former board president, helped set the standard for recovery housing and bring certification programs to over 20 states in the US.  At the state level, the organization has won a few Federal grants and the first, Recovery People, mobilized 2 million Texans in long-term recovery and there is an additional 2 million still suffering in disease.  He is pursuing a second Federal grant to bring together addiction recovery peers and family mental health peers to support and learn from each other and that program is called Texans for Recovery and Resiliency.  Mr. Howell is also a PIR Recovery Coach trainer. 
· Ms. Candace Aylor, an RN that worked at Kerrville state hospital and San Gabriel and Bluebonnet but is participating as a mom of two daughters that have struggled to maintain their mental wellness.  She served as former Vice-Chair of the Texas System of Care Consortium that is now one of the subcommittees that was merged with another subcommittee to become the Texas Children Recovering from Trauma Initiative where she was the family representative.  Now she trains on trauma-informed care, family engagement and partnership and stated that it is very important for stakeholders that have accessed the system to take the opportunity to truly inform on how policy is developed.
· Dr. Ayo Afejuku, Board Certified Child and Adolescent as well as Adult Psychiatrist, is the Behavioral Health Medical Director at Molina Healthcare of Texas, a managed care organization (MCO) that delivers government programs to insured through CHIP, Medicaid, Marketplace, and Medicare.  She is the former Medical Director of Detention Services at Parkland Hospital and continues on as a psychiatrist for youth that are incarcerated in the Dallas area.
· Ms. Elizabeth Castaneda is a Certified Peer Specialist, LMSW, and an Adult Consumer representative.  She is the Peer Projects Coordinator at Via Hope and one of her primary projects, the Peer Run Organization Project, consists of 13 consumer-operated service-providers and mental health clubhouses with others in the community, and she also coordinated the People in Recovery (PIR) Voice Project, a Leadership training program for Texans in recovery.
· Mr. Matt Feehery, Senior Vice President and CEO of Memorial Hermann Health System Behavioral Health Services Division or Substance Abuse Prevention and Recovery Center (PARC), with a Psychiatric Response team which serves 14 hospitals to provide emergency psychiatric assessment, referral and transfer services.  He also oversees the Mental Health Crisis Clinics, the case management program serving underserved populations coordinating with local government agencies and currently serving Harris County Jail for outreach services.  He is an LCDC, President of the Texas Association of Addiction Professionals and currently serves as the Chair of the Behavioral Health Services Committee for the Texas Hospital Association.
· Ms. Evelyn Zaragoza, an advocate for behavioral health for a family member, is a representative for a behavioral health advocacy organization, a youth advocate for Youth Across Texas that are Cross System, and also the Chair for Allies Cultivating Change by Empowering Positive Transformation (ACCEPT).
· Ms. Colleen Horton, Policy Program Officer at the Hogg Foundation for Mental Health, part of the Division of Diversity and Community Engagement at the University of Texas, where the focus is on recovery, and expanding peer-support has been a huge effort of the foundation by supporting programmatic changes and on the policy front.
· Ms. Lauren Lacefield Lewis is the Assistant Commissioner of Mental Health and Substance Abuse Division at DSHS.


Agenda Item 5 [Webcast Item 3]: Logistics for future meetings, officer elections, subcommittee structures
Ms. Carissa Dougherty, DSHS, and Ms. Magee, HHSC, will be the state staff supporting the Committee. 

The BHAC has two standing subcommittees.  The first subcommittee was a main function of the previous Council for Advising and Planning (CAP) and will be called the Block Grant subcommittee.  In order to meet federal requirements for Mental Health Block Grant funds, the criteria for this subcommittee is being met by membership in this room.  The Block Grant subcommittee includes nine state agency representatives and volunteers from the previous CAP.  

The other standing subcommittee is a consolidation of the Texas System of Care Consortium and the Texas Children Recovering from Trauma Initiative and membership of those two federal grants will be combined to inform program policy and system change.  The state agency strategic plan will be supported by both Ms. Gaines and Ms. Lacefield Lewis in a non-voting role to advise the committee about the plan and ongoing implementation.

Ms. Dougherty referenced the handout Behavioral Health Advisory Committee Travel Reimbursement provided to members.  There is travel reimbursement for adult, youth consumer and peer provider positions. It is a legacy from the previous council in terms of who is authorized to receive travel reimbursement and is limited by funds available from the block grant.  Questions can be directed to Ms. Dougherty.

Ms. Magee stated that meetings will be conducted using Robert's Rules of Order as a guide.  Bylaws are being developed.  Ms. Magee referenced the handout Terms of Office and the handout Block Grant Subcommittee Presiding Officer provided to members which lists a description of job responsibilities for the chair and vice chair.  

Initial terms will be staggered with two-year and three-year terms, with three-year terms thereafter.  Members drew for their terms, the results of which are as follows:
	Member
	Term
	Term Expires On

	Afejuku, Ayo MD
	2 year
	August 31, 2018

	Aylor, Candace
	2 year
	August 31, 2018

	Berrones-Soto, Jr. Leroy 
	3 year
	August 31, 2019

	Castaneda, Elizabeth
	3 year
	August 31, 2019

	Feehery, Matthew
	2 year
	August 31, 2018

	Horton, Colleen
	3 year
	August 31, 2019

	Howell, Jason
	3 year
	August 31, 2019

	Humphrey, Cynthia
	3 year
	August 31, 2019

	Johnson, Celeste
	3 year
	August 31, 2019

	Johnson, Windy
	3 year
	August 31, 2019

	Kliewer, John MD
	2 year
	August 31, 2018

	Leon, Carlos
	2 year
	August 31, 2018

	Osadchey, Lidya
	3 year
	August 31, 2019

	Richardson, Andrea
	3 year
	August 31, 2019

	Scott, Nakia MD
	2 year
	August 31, 2018

	Wolff, Matthew
	2 year
	August 31, 2018

	Young, Wayne
	3 year
	August 31, 2019

	Zaragoza, Evelyn
	2 year
	August 31, 2018

	Consumer (Vacant)
	2 year
	August 31, 2018



Ms. Gaines answered questions about term limits and the process for resignation.  If a member needs to resign from the Committee, they need to send in their resignation.  There is nothing to dictate what part term limits will have on election of officers.  The Committee will establish a subcommittee to help elect the chair and the subcommittee can bring term limits for officers back as a recommendation.  
 
Action Item:
· Ms. Magee will send out an email with the terms for each of the members.


Agenda Item 6 [Webcast Item 5 – Part 1 of 2]: Health and Human Services Behavioral Health and Transformation Overview (PowerPoint presentation)
Department of State Health Services
Ms. Lacefield-Lewis presented on the Mental Health and Substance Abuse (MHSA) Division.  Highlights of the presentation and member discussion include:
· In any given year, the MHSA Division manages $1.5 billion through a general revenue fund system with federal dollars coming in through the Mental Health Block Grant.  
· The state facilities are comprised of nine state hospitals, the Waco Center for Youth which is an intensive psychiatric residential treatment center for youth, and a state supported living center located in South Texas.
· For the LMHA waiting list, everyone that asks to be on a waiting list will receive an assessment by the LMHA, and based on the level of care or profile of needs, are officially placed on the waiting list.  This includes the YES waiver interest list served through the LMHA. 
· DSHS has worked through the last fiscal year to get contracts out to every location, and although Centers for Medicaid and Medicare Services (CMS) approval is pending for some communities, people are being enrolled as contracts come in.
· If state hospital bed capacity is expressed as a rate across population, looking at available beds and total state population, there is a notable trend-line.  Feedback received from some advisory committees as well as third-party consultants have agreed that bed capacity needs increased and improved.  
· Crisis services and alternatives to inpatient have also been important investments.
· Substance use disorders represents a large group and many do not have third party coverage.  Whether inpatient or outpatient for substance use, this has to be front and center in the behavioral health system.  This presentation does not represent comorbidity of MH & SUD.
· Texas Resilience and Recovery is a person-centered approach utilizing evidence-based practices.  
Discussion:  (items italicized are responses from HHS staff) 
· A member requested the status of the state promoting self-directed care versus levels of intensity and noted it is more cost effective to pay for services that meet recovery goals of the individual, rather than paying for a standard array of services.  It was also noted that due to transition, self-direction should be built into the new system. Staff acknowledged the system had this in the past, but was eliminated due to budget cuts over the years; therefore, flex funds no longer exist. There is a national trend to have individualized treatment built back in as the driver of treatment and is an area being working towards. 
· System of Care has transitioned from a compliance driven system to a recovery based system.  It is hopeful that the state will begin to invest in self-directed plans, which requires a cultural shift.  DSHS has led pilots on self-direction.
· The State has increased contracting for inpatient beds.  This is a useful trend for getting access to care closer to home and utilized for civil commitments.
· Regarding these contracts, what efforts are being made to ensure the facilities are held to the same quality and safety standards as the state facilities?  Staff are working with LMHAs on contracts for licensed beds and to provide oversight.  Many LMHAs are also accredited by other entities.  The State has not identified any issues; however, BHAC members were encouraged to share any known concerns. 
· When doing contracts for privately-licensed beds, LMHAs provide some oversight and get feedback about providers not meeting contract requirements.  As a contractor, there is a monthly, quarterly, and a semi-annual report that includes different measures such as complaints, grievances, restraints and seclusions, allegations of abuse and neglect – all standard quality measures.  That is reported to the LMHA each month and those get forwarded to DSHS for review and compilation of that data.
· It was noted that there is a need for more transparency in the reporting of hospital licensure compliance information. Staff acknowledged there is a need to see what can be done to provide access to needed information.
· There may be issues with access for individuals with substance abuse disorders or individuals in a nursing facility that have a mental illness or substance abuse diagnosis so it is important to ensure that services can be provided for everyone, wherever they may be in the lifespan.
· Previously, the majority of hospital admissions would be for civil commitments but now more and more have contact with the criminal justice system and these individuals come to the state hospital system for competency restoration.  Others are deemed not guilty by reason of insanity (NGRI).  Texas has a robust outpatient competency restoration program.  By helping to restore individuals, it helps preserve the capacity in the state hospital system.  There are a number of maximum security unit (MSU) beds and it has been a challenge to meet the demand for beds.  Individuals may have committed a serious crime but are suffering with a mental illness or substance abuse disorder. Courts are doing a better job of identifying those individuals so they do not proceed directly to a conviction without treatment.
· The investment in outpatient services and crisis services has kept the state hospital system from being entirely composed of forensic admissions where many other states have 90 percent forensic commitments.
· DSHS has deployed evidence-based practice curriculums for at-risk youth throughout the state, and will be expanding that because many counties around the state do not have access to those prevention services.  DSHS also does a lot of environmental strategies for communities and coalitions and others to come together to change their communities.  DSHS funds a traditional substance abuse treatment system where providers compete every four years for funds.  DSHS finances detoxification services, residential services, and outpatient services including services for special populations such as women who have children; however, gaps do exist.
· It was noted that there is a struggle to tell the full story in terms of the systems because the data is not organized the same as community mental health.  It would be helpful to determine where they are organized according to the 11 HHSC regions, and to translate that in terms of bed capacity.  It is hard to describe for legislators/decision makers without a comparison.  Staff noted that assessment and level of care determination and documentation are what mental health does different, so data would need to be structured to look like mental health data.
· Special projects happening in rural areas include specialized services for individuals with HIV to engage them into treatment and get access to medications they may need.  Other substance abuse prevention services include Prevention Resource Centers, Community Coalitions and various curricula.  A change this fiscal year was to integrate the outreach screening assessment referral communities into the LMHA system.  DSHS, partnering with DFPS for pregnant and post-partum intervention services and Parenting Awareness and Drug Risk Education (PADRE) services had some additional dollars and both of these programs are moving over to DFPS as part of the Sunset transformation.
· It was noted that recovery supports were not mentioned; however, to move to a Recovery Oriented System of Care, those supports are essential. DSHS made an investment in additional recovery support services and a lot of peer-support work in both the mental health and the substance abuse side.  DSHS is looking for future appropriation requests so that as the traditional services grow, recovery support can be increased as part of that system.
· A member noted that group homes and housing issues are a concern and if individuals do not have basic services, peer-support and recovery-oriented services will not matter.
· As part of the strategic plan, Ms. Gaines is working on the suggestion to include the Texas Department of Housing and Community Affairs (TDHCA).  
· The scope, discussions and recommendations from the BHAC will impact HHSC transition, especially as related to development of the behavioral health strategic plan.

Action Item: 
· Ms. Lacefield Lewis will provide the breakdown of dollar amounts for the funding sources for fiscal year 2016 in general revenue and federal funds for mental health and substance abuse.
· Ms. Dougherty will provide the number of clients on an interest list for services statewide, to include YES Waiver.
· DSHS will provide a solid description of capacity and gaps for substance use disorder services as well as an opportunity for broader description of recovery supports.

Agenda Item 6 (cont’d) [Webcast Item 5 – Part 1 of 2]: Health and Human Services – Medicaid
Ms. Michelle Erwin, Medicaid/CHIP Program, HHSC, presented about the state Medicaid and Children's Health Insurance Program (CHIP).  Highlights of the presentation and member discussion include:
· The Medicaid office has devoted staff specifically for mental health and substance abuse benefits and programs.  There is a policy area for policy development, policy staff that work on approvals from the federal government for state plan amendments with CMS, behavioral health specialists, and a managed care area.
· Within the managed care area, there is a behavioral health specialist dedicated to the managed care area, and there are specialists devoted to the STAR program for low-income pregnant women and children, STAR+PLUS for aged and physically disabled individuals, STAR Health for foster children, dual demonstration for adults in certain counties enrolled in Medicare and Medicaid, the CHIP program, and soon a STAR Kids program for children with physical disabilities.  There are behavioral health benefits in all of those programs.  They are considered entitlement services so MCOs must provide the Medicaid benefit in the same amount, duration and scope as outlined by policy staff that includes that MCOs understand benefits in order to provide them.  There is also a health plan management area, which is the contract compliance area for MCOs.  Operations and Systems groups assist with making sure communication of data across systems is meaningful. There is a pharmacy area specific to behavioral health pharmacy benefits, and a Behavioral Health Medical Director, Dr. Emilie Becker.  Staff work to coordinate with multiple departments across the system.
· Senate Bill 58 added mental health rehabilitation and targeted case management services to the managed care programs.  HHSC and 19 MCOs worked closely with DSHS, medical benefits experts, the Texas Council, and the LMHAs for that objective, and continue to meet regularly to ensure that policy related to those services is effective for the medical benefit, resulting in TRR UM guidelines.  
· A new medical and dental benefits process was just implemented, to include stakeholders in a big way with more engagement and soliciting feedback from stakeholders.  As Medicaid goes through clarifying the medical benefit policy process, this committee can utilize the opportunity to provide feedback.
· There are some barriers to the implementation of person-centered recovery planning versus being able to be compliant with Medicaid requirements and claims requirements.  
Discussion:  (items italicized are responses from HHS staff)
· Will the BHAC have an opportunity to provide feedback on the Behavioral health medical policy review? Staff noted that the policy development process is still in the draft phase and not at a point for stakeholder or BHAC feedback.  Updates on the process will be provided to the BHAC periodically.  
· A member noted that policy that is patient-centered and recovery-oriented is needed to aid individuals in transitioning off Medicaid or Social Security Income (SSI). 
· Regarding Mental Health Parity and Addiction Equity Act, and other concerns citizens may have, where should complaints be filed?  HHSC has a complaints division for providers when issues cannot be resolved with an MCO.  HHSC will work with an MCO and provider to resolve issues.  The email for complaints is: complaints@hhsc.state.tx.us.  HHSC set up the email primarily for providers.  Although the system is designed for consumers to send complaints either through the MCO or their provider, consumers may also use this email.
· The Behavioral Health Integration Advisory Committee analyzed individuals with mental illness that have Medicaid and then are incarcerated.  Upon release from jail, there are issues with having Medicaid reinstated or not. 
· For systemic concerns of MCOs not following parity requirements, HHSC appreciates specific data or instances that an MCO is or is not doing something so it can be handled from a compliance standpoint.

Action Item: 
· Ms. Erwin will look into the process that happens when an incarcerated person is released and needs Medicaid benefits reinstated.
· Ms. Erwin will check with policy staff on the process for BHAC to provide input on the Behavioral Health Medicaid Medical Policy, once in review. 

Agenda Item 6 (cont’d) [Webcast Item 5 – Part 1 of 2]: Department of Family and Protective Services
Ms. Kaysie Reinhardt, Director of Foster Care Redesign and the Public Private Partnership for Child Protective Services (CPS), Department of Family and Protective Services (DFPS), and Ms. Melanie Cleveland, Director of Placement Services for CPS along with the Interstate Compact and the Foster and Adopt Division, DFPS, presented information about the program.  Highlights of the presentation and member discussion include:
· There are behavioral needs and challenges for meeting the needs for children in the foster care program.  The process starts with an intake call to CPS and staff will go to investigate abuse or neglect allegations.  If the child is found at risk, staff primarily will try to work with the family in the home using services called family-based safety services to engage the family and provide services to the family and child while in the home.  If the child cannot remain in the home safely, alternative placement like kinship care with relatives is attempted while working with families to do safety plans and other conditions to reunite.  Unfortunately, at times that is not a resource so children are placed in conservatorship and there are approximately 29,000 children in Texas conservatorship.  Of those, 16,000-17,000 of those children are in paid foster care not placed with a relative and are in foster homes, Residential Treatment Centers (RTCs), or placed in emergency shelters and other placement settings.  
· STAR Health came on board in 2008 and is partnering with them to provide and meet the behavioral health needs of children in foster care.  DFPS and HHSC receive calls from other states about the STAR Health Medicaid foster care model because it is very unique in meeting the needs of foster children.  DFPS has been targeting efforts for mental health of foster children and Ms. Gaines and the Office of Mental Health Coordination have been really helpful to get out into the community joining the foster parents and RTC providers on the medical model and child-welfare model so youth and families are getting the services they need while in foster care.
· Approximately 18 or 19 months ago, DFPS saw a rise in the number of children entering psychiatric facilities.  On average, there are approximately 135 children in psychiatric hospitals of 16,000 in conservatorship.  These children have a high acuity and multiple needs.  Often they also have a juvenile history, are aggressive, and many have intellectual and developmental disabilities (IDD) diagnoses.
· It is difficult for providers to provide a continuum of care for those children.  There are seven programs that serve children coming out of psychiatric hospitals for intensive psychiatric treatment, and this particular program has a time limit of 
60 days and for high acuity up to 120 days as mandated legislatively.
· In collaboration with partners at DADS, DSHS, and Department of Assistive and Rehabilitative Services (DARS), the Starfish program staffs 4-5 children moving from state hospitals every Friday.  Staff have searched for appropriate placement either through kin, the child's parents, or coordination with the juvenile justice system or an LMHA.  This collaborative effort consisting of clinicians, staff, judges, and community partners comes together to identify what can be done to provide for the child and their mental health and other needs.  The relationship between the providers and community partners is successful in coming together in phone calls to come up with systems and ways to address the problems for these children.  Committee members are welcome to participate in this process each Friday from 9 a.m. to noon.
·  Starfish is a program for kids in a psychiatric hospital that need a discharge placement.
· The Starfish program differs from Community Resource Coordination Groups (CRCGs) in that CRCGs are community-based and look at all children whereas Starfish is like a statewide staffing initiative with CEOs of child placement agencies coming together to find a better placement specifically for children in foster care that are in psychiatric facilities awaiting discharge.  Many of these children have been through many failed placements.  When CEOs of these agencies come together with CEOs of RTCs versus front line staff, the wheels begin turning and some great results can happen.
· On average, there are 1,100 in therapeutic RTCs across the state.  Those children are staffed to get them transferred to a therapeutic foster home or into their community.
· Being charged with ensuring that children are in the least restrictive setting available, for children in treatment facilities, a third party contractor reads whether the therapeutic service level has been achieved and therapeutic needs have been met, then there is a therapeutic staffing with the social worker and a case worker in order to find an appropriate placement closer to their home.
· It is set into policy that DFPS has 30 days to find placement.  However, the children do wait beyond the 30 days.
· DFPS will be implementing the Child and Adolescent Needs and Strengths assessment (CANS) in June, which will be required within 45 days.  This will be a uniform way to assess children in foster care, and in the future, this will be a useful tool to also assess children for substance abuse issues.  
Discussion:  (items italicized are responses from HHS staff)
· It was suggested that the Adverse Childhood Experiences Study (ACES) would be useful for DFPS to utilize as a prevention tool.
· DFPS utilizes a psychotropic medication utilization review (PMUR) administered through STAR Health for the use of psychotropic drugs.  The system will alert if medications are overprescribed or contraindicated.  DFPS is a national model for drastically reducing the use of psychotropic medications used in foster care.
 
Action Item: 
· Ms. Cleveland will provide the number of children in RTCs that are looking for placement.
· Ms. Cleveland will provide the length of time children are waiting to leave a psychiatric and a residential treatment facility. 
· Ms. Reinhardt will provide information to the Committee about any plans to use ACES.


Agenda Item 6 (cont’d) [Webcast Item 5 – Part 2 of 2]: Health and Human Services Commission
Ms. Gaines presented an overview of behavioral health coordination.  Highlights of the presentation and member discussion include:
· Of 500,000 individuals enrolled in Medicaid, 10.3 percent had claims for mental health and substance abuse.
· There are numerous projects and initiatives throughout the state that differ from those services at DSHS that have helped transform the system and will help to determine different metrics and milestones (i.e. 211 Call Center, group homes, etc.).
· The goal of the Behavioral Health office was to create a unified approach for behavioral health services in Texas by asking what services exist across state agencies.  Staff identified an inventory of behavioral health programs and services that highlighted collaborative initiatives or were legislatively mandated, for individuals to use to collaborate.  
· A cross-agency workgroup was created to build cohesiveness across agencies that has been instrumental in putting things together.
· Legislation was created for LMHAs to provide Mental Health First Aid training for teachers.  Some communities had challenges with the program being accepted.  After reaching out to the Texas Education Agency (TEA), a workgroup was established that focused on school-aged children to discuss challenges in that population.  TEA pays for a facilitator to assist with that workgroup.
· There is another workgroup for veteran's services to address the specific needs and challenges of the 1.7 million veterans in Texas.
· Mental Health First Aid training is an eight hour in-person training designed for laypeople. That has now been expanded to all staff in HHSC.  Currently, there are 30 trainers within HHS agencies and awareness is being raised.  
· A website, www.mentalhealthtx.org, was developed that is readable and understandable to provide information for individuals without having to call and talk to someone.  Even though it is “mental health,” it has resources for substance abuse as well.  It adapts to smartphones and includes a service locator that can use zip codes to identify available services.  Through negotiation with SAMHSA, they keep the service locator updated.  
· The Texas System of Care program falls under the Office of Mental Health Coordination division and is being evaluated and used to expand that program across systems, particularly at DFPS, for at-risk children.
· Senate Bill 55, 84th Legislature, Regular Session, 2015, awards grants for veterans.  Grant awardees will be identified in the community.  It will be awarded in two phases and the first part, a million dollar grant, is out right now with applications due January 22, 2016.  HHSC will award up to three grants, and is not just for veterans, but also for children that have been impacted by post-traumatic stress disorder (PTSD) or other issues.  The second phase is a $20 million grant, matched with community funds, and this provides the opportunity to spread nearly $40 million for veteran's services throughout Texas.
· At the direction of Executive Commissioner Traylor, Ms. Gaines, in collaboration with Ms. Colleen Horton with the Hogg Foundation was tasked to seek out opportunities for peer-services funded through Medicaid as a standalone service.  Today this is a service that can be billed to Medicaid under rehabilitation services, but there is no clear Medicaid benefit for the peer service.  Workgroups are looking at opportunities to pull that together in Texas.
· The Statewide Behavioral Health Coordinating Council (BHCC) is a group comprised of 13 mandated state agencies and 1 voluntary state agency that receive funding for behavioral health services. The BHCC was charged with creating a statewide.  One result of the BHCC was an inventory of behavioral health services provided across all 14 state agencies, including a report on the number of persons served by each agency, and submitting a coordinated expenditures report to the legislature.  A better level of transparency of this data that is easy to access is a goal of the BHCC.  Historically, each agency would outline requests for funding separately; now requests will go through the BHCC.  
· The full strategic plan will be approved by the HHSC Executive Commissioner and submitted to the Legislative Budget Board June 1, 2016.
· The BHCC sent out a survey to stakeholders to identify gaps, areas of concern, or things that may have been missed.  Areas of concern that were identified included accessible, affordable housing and workforce shortages.  HHSC received over 800 survey responses and members decided to keep it open until the end of February.
· There are numerous strategies for the BHCC Strategic Plan. Four goals identified include ensuring optimal service delivery, financial alignment, opportunities to share statewide data across agencies, and strategies for prevention and early intervention.
· Short-term early deliverables include enhancements and information exchanges for resource sharing, utilizing existing infrastructures such as call centers and crisis centers, expansion of uniform trainings and assessments, like utilizing the CANS assessment instead of inventing a new one for continuity across systems, and increased partnership and collaboration on statewide initiatives such as the Mental Health Awareness Month campaigns, conferences, etc.
· The Office of Mental Health Coordination is involved in a lot of consulting to assist other agencies on ways to do things better and more efficiently.
Discussion:  (items italicized are responses from HHS staff)
· HHSC was not able to use or expand the 1915(c) Youth Empowerment Services (YES) waiver to the rest of Texas due to using general revenue funds instead of waiver funds.  Children with severe mental health challenges and those families in the rural areas are unable to utilize that waiver like the original pilot site. CMS does approval for the YES waiver community by community.  HHSC is anticipating possibly to have CMS approval for the Dallas community expansion by February, and are hopeful for approval for the rest of the state by March.  
· How will outside stakeholders be able to inform the work of the internal workgroups like BHCC? HHSC will utilize BHAC and CAP, surveys, and invitations to present; these are workgroups, not advisory groups.

Action Item:
· HHSC will send a link to the BHCC survey to members, which can be forwarded to others to complete as well.
· HHSC will email the website links for mentalhealthtx.org and the National Traumatic Child Network (NTIC). 

Agenda Item 6 (cont’d) [Webcast Item 5 – Part 2 of 2]: Department of Aging and Disability Services
Mr. Anthony Jalomo, Local Authorities Section IDD, DADS, presented on some of the DADS behavioral health initiatives.  (Reference the PowerPoint slides DADS Local Authorities Section IDD Behavioral Health Initiatives: Piecing Together A Better Future.)  Highlights of the presentation and member discussion include:
· DADS has worked on an initiative to provide behavioral intervention services specific to this population.
· During the last legislative session, additional funds were awarded to expand or enhance crisis respite and behavioral intervention programs.
· For the Money Follows the Person initiative, DADS asked the federal government for dedicated funds to help enhance the network and infrastructure for those individuals transitioning from institutional care, whether from state-supported living centers (SSLCs) or nursing facilities.  As a unique population, a number of clients have complex medical needs as well as behavioral needs.  Increased funding would allow case managers at the local authorities to have lower caseloads, spend more time with clients, and bring about both long and short-term care to provide that integrated care.  DADS also received funding to provide education and technical assistance services for the providers, whether waiver services or private provider services, as well as training for families.
· It is important to have intervention teams in the community.  (Reference the map of service areas listing Behavioral Intervention Teams by County.)  
· The goal was to fill the gap and try to establish and expand services like the Mobile Outreach Teams.
· A Needs Capacity Assessment survey was sent out to the local IDD authorities (LIDDAs) November 20, 2015.  The survey was due January 15, 2016 and will assist DADS in determining how to best distribute funds in the community. 
· Funding for transitional services was distributed to LIDDAs and they established HUBs which provide medical, behavioral and psychiatric consultative teams to provide support to individuals with complex needs.  
· One LIDDA is the administrator of these funds.  The goal is to collaborate with other LIDDAs and strengthen the infrastructure to be able to cover the state.  Many of these HUBs have 1115 waiver projects.
· DADS' staff have received 30 proposals to-date.  
Discussion:  (items italicized are responses from HHS staff)
· The goal should be to work toward mental health and wellness and support toward recovery, rather than a sole focus on behavioral issues or behavioral intervention.  This has put the focus on a person being compliant versus  trying to support them.  People in the IDD population deserve to be able to seek recovery support just as anyone would.  In collaboration with the National Child Traumatic Stress Network the Hogg Foundation has created a new toolkit called 'The Road to Recovery' to support children with intellectual and developmental disabilities who have experienced trauma and has information on the mental wellness of these children. Mr. Jalomo noted that DADS recently established a website with the focus on mental wellness called 'Mental Health Wellness for Persons with IDD.'  Another DADS initiative of Money Follows the Person is to utilize the HUBs and LIDDAs to provide specific trainings like 'Trauma Informed Care for Persons with IDD.'  The website has various modules in collaboration with the University Health Science Center in San Antonio.  Other HUB modules are 'Co-occurring Disorders: IDD and Mental Illness,' and 'Functional/Behavioral Assessment and Support.'  DADS expects the HUBs to provide these and anyone can take these trainings.  
· A member stated that Trauma Informed web trainings are great, but they are not going to change the culture of care.
·  Clarification was requested on the DADS definition of “disabled” as it relates to a person with substance use disorder. 

Action Item: 
· Mr. Jalomo will provide the 'Mental Health Wellness for Persons with IDD' weblink to members and include the 'Trauma Informed Care for Persons with IDD' link also.
· Mr. Jalomo will find and provide the federal person-first definition for IDD.
· Staff will look at ways to move language for co-occurring IDD/MH to recovery-focused versus behavior-focused.

Agenda Item 6 (cont’d) [Webcast Item 5 – Part 2 of 2]: Department of Assistive of Rehabilitative Services 
Mr. Davin Davis, Program Specialist for Behavioral Health, Veterans Affairs, and Substance Abuse, DARS, provided a brief overview.  Highlights of the presentation and member discussion include:
· The primary focus of DARS is employment.
· There are eligibility criteria that an individual must have a formal diagnosis of a mental or physical disability, must qualify for vocational rehabilitation services, and be capable of achieving an employment goal from a reality-based approach.  
· DARS provides training, job coaching, counselling and guidance, career exploration, and equipment.
· DARS created a memorandum of understanding (MOU) with the Department of Veterans Affairs to work together.  The VA has greater funding and DARS is available in rural communities and has relationships with the business community to help with job placement.
· Wellness Recovery Action Plan (WRAP) is a standalone service for consumers where a person can call when their behavior starts to decompensate.   WRAP is positive-centered to help individuals identify what they can do to help themselves stay well and who to call when things go bad.
· Clubhouse is based on a model in New York City that DARS is piloting in the Austin area.
· Motivational interviewing is a program where DARS is training counsellors statewide in reality-based approaches for the counsellor to use the individuals own motivation to help them get employed.  
Discussion:  (items italicized are responses from HHS staff)
· DARS works with high schools to help students attain skills for transition, then the counsellors continue to work with them for a period after graduation.  
· DARS does not have any special programs specifically for behavioral health for incarcerated individuals, but does have enhanced programs for that population.  DARS is one of the state agencies that has been successful in getting these individuals employed.
· Individuals with a substance use diagnosis qualify for DARS services.

Action Item: 
· Ms. Magee will provide Mr. Davis' contact information to members if they would like to contact him regarding questions about eligibility for individuals with a substance use diagnosis.

Agenda Item 6 (cont’d) [Webcast Item 5 – Part 2 of 2]: Overview of Transformation 
Mr. Joey Reed, Office of Transformation, Policy and Performance, HHSC, referenced the PowerPoint titled Status Update on Transformation of the Health and Human Services System and presented on transformation activities.  Highlights of the presentation and member discussion include:
· HHSC transformation is a result of Sunset Commission recommendations, and resulting legislation, providing direction to the state agencies.
· By September 1, 2016, all client services at DSHS, DADS, DFPS, and DARS will be consolidated and moved over to HHSC.  
· By September 1, 2017, regulatory functions and facility operations including the SSLCs and state hospitals will also be moved over to HHSC.  
· Remaining tasks at DSHS will focus on public health, and at DFPS will focus on protective services, and prevention and early intervention services.
· SB 208 transfers vocational rehabilitation programs from DARS to the Texas Workforce Commission.
· Senate Bill 200 also creates a Transition Legislative Oversight Committee (TLOC) to oversee the transition of the HHS system and provide guidance.  
· The Transition Plan will be published on the HHSC website March 1, 2015, and the TLOC will take public testimony on March 31, 2015.  (Note:  Corrected dates are March 1, 2016 and March 31, 2016 respectively.)
· Another step in the process was the creation of cross-functional teams to develop the new structure.  There are 13 cross-functional teams and they are composed of individuals from each of the different HHS agencies, including subject matter experts from different areas.  They have developed draft proposals which were sent to leadership for review and after review and comments that structure will be included in the Transition Plan for public comment to be taken.
· There were eight different public hearings across the state to receive input on problems with the HHS system and structure.  That feedback was taken and given to the workgroups for consideration.
· The Transition Plan should be approved in April 2016.
· All existing HHS Advisory Councils for each of the agencies will be abolished on September 1, 2016, and a new HHS Advisory Council will be created.  That Council will be comprised of membership from the HHSC agency and the leadership from HHSC will sit on that Advisory Council and hear public testimony.
· Feedback will be compiled and incorporated into the Transition Plan and given to Executive Commissioner Traylor for consideration.  The stakeholder survey is provided on the HHSC website on the tab for the Transformation Office. 
· A Sunset directive established the BHAC.  Senate Bill 200 removed 38 advisory committees from statute.  There are 133 advisory committees in the HHS System.
· A group of HHS staff that sit on the advisory committees, sat on a workgroup and reviewed the advisory committees and whether they should continue or not.  A survey was also sent out for stakeholder input.  That input was combined with the workgroup analysis and was presented to Executive Commissioner Traylor.  Of those 133 advisory committees, approximately 80 were established in rule or were combined with other committees, or no longer met and had a role in the HHSC.
· The rules process for developing these new advisory committees is ongoing.  Draft rules for all advisory committees will be posted by April 1, 2016 and there will be a 30 day comment period.  Rules will then be effective July 1, 2016.
· If you miss the January 22, 2016 deadline, you can still send public comments to the Transformation Website.

Discussion:  (items italicized are responses from HHS staff)
· Members were unaware and expressed concerns that the move of substance use disorder prevention programs from HHSC to DFPS may dissuade women from seeking treatment for fear of having their children taken away.  Part of the reason for creating this program was to get women into treatment.
· There are a number of forums to provide public comment on the transformation through public hearings, surveys, and questionnaires that are on the website.  
· One of the first actions was to create an employee steering committee made up of executive leadership to comment and provide input on the transformation process to report to the Executive Commissioner.  Another steering committee made up of state employees to provide input on the new structure of the HHS system as well as the DARS to TWC transition.  
· A member expressed concern that on at least two advisory committees, despite the unanimous recommendations of stakeholders, the Executive Commissioner’s recommendations were to do the direct opposite.  There is considerable concern regarding the fate of the recommendations stakeholders provide to HHSC.

Action Item: 
· Mr. Reed noted member concerns and comments to pass along regarding the prevention programs for substance use disorder being moved to DFPS.
· Ms. Magee will email members with the link to the transformation webpage.

Agenda Item 7 [Webcast Item 6]:  Group exercise - Designing objectives
Mrs. Marx asked each member to provide one expectation or area for the Committee to focus on.  Round table discussion from members included:
· Mr. Young stated an expectation to provide HHSC with feedback necessary to be able to develop a model behavioral health system that will not drag behind but rather lead the nation.
· Mr. Wolff echoed Mr. Young's sentiments and added while also using available resources.
· Dr. Scott stated advocating for changing the paradigm in the philosophy for how children are cared for in the state to a more holistically-driven way, with emphasis on wellness, family and patient-centered care, and using a more integrative and holistic approach.  Instead of medications and therapy alone, using peer-support, the education system, nutrition, and exercise, and incorporating those in a comprehensive way for the best treatment for children.
· Mr. Barrones-Soto stated a desire to use simpler words that everyone can understand.
· Ms. Richardson stated a desire for new recommendations for behavioral health with value-based language for how to improve the system of care and using respectful language for families.
· Ms. Osadchey stated that two-thirds of abused children have serious mental health and emotional issues, and from what we have learned from the ACE study, those issues follow the individual into adulthood as a public health issue.  The desire is to shine a light and create an emphasis and a serious, authentic, robust focus on prevention of child abuse to succeed in healthier outcomes for children.
· Mr. Leon stated that with a background in law enforcement, so much money is being poured into reactive types of activities instead of preventive activities.  For those in jail, that is the mental health those individuals are receiving.  As a politician, if there is an understanding of available funding, the committee can brainstorm, but if funding is not there, that may be irrelevant.
· Dr. Kliewer stated a desire to contribute to the cultural transformations that need to take place in the agencies.  Work is being done to educate caregivers on recovery, but concern is that the administrative side of care is not also informed.  He does not want the recovery model of care to be something that is done “to” or “for” clients, but that instead encourage consumer/client to take the steering wheel or in the driver's seat, with a truly collaborative approach, in a client-driven way by the person seeking services. 
· Ms. Celeste Johnson stated agreement with Dr. Kliewer to have shared decision-making for clients.  Working in emergency room (ER) services, most mental health clients come in through an ER so housing issues and accessible substance abuse services, peer services, need to be timely to prevent clients from being readmitted.  Making it easier to navigate the system, even for providers, especially for people in crisis, needs to be addressed.
· Ms. Humphrey stated a desire to see the committee elevate the understanding of substance use disorders as a brain disease and not a criminal justice issue, but as a mental health issue, as well as to get a better picture of substance use disorder and its impact across the HHS system.
· Mr. Howell stated a desire to have recovery scorecard, recovery metrics as a need to guide what we are measuring.  If recovery is a benchmark, then that is a way to facilitate this transformation.
· Ms. Aylor stated the goal that services are safe through ensuring that our system transformations are trauma-informed, using a shared power approach.  It is imperative that individuals are making their own decisions in their care.  Understanding an individual's ACES and returning power back to the individual seeking help.
· Dr. Afejuku stated that as a provider and an MCO, it is difficult to be on both sides, and help everybody, but then there is the funding.  Her goal is to provide quality, outcome-driven, evidence-based care, and the right services at the right cost.
· Ms. Castaneda stated excitement that peer-supported services and PIRs have been part of the conversation.
· Mr. Feehery stated the desire to simplify access to services, to achieve service integration, shared coordination, and simplifying access so rubber can meet the road and services may be delivered in a more efficient and coordinated way.
· Ms. Zaragoza stated a desire on this transformation movement to incorporate these systems to have youth-friendly lingo, and a cultural transformation to have authentic youth engagement as well as cultural engagement.
· Ms. Horton expressed a desire to see the state build a system of mental health, behavioral health, and substance use services that is not only cross-agency coordinated, but where the agencies have joint responsibility and joint accountability for reaching recovery-focused goals, whether IDD, criminal justice, or even for our children in the school system, where recovery is the goal.

Agenda Item 8 [Webcast Item 7 & 8]:	Public Comment
Mr. Greg Hansch, Public Policy Director for the Texas Affiliate of the National Alliance on Mental Illness (NAMI) and is a family member of a person with a mental illness.  The top three areas he addressed are criminal justice system involvement for persons with mental health and substance use disorders, the coverage gap in Texas, and the state hospitals.  Suggestions included:  increasing access to quality health and behavioral healthcare; increasing use of jail diversion strategies; training for law enforcement; alternatives to incarceration; partnerships among community mental health providers, law enforcement, and the local judiciary.  Medicaid benefits being suspended rather than terminated, and then reinstated upon a person's release from county jail; access to housing, employment, and medical and mental healthcare; strengthened oversight of jails; and coordination between jails and local mental health providers; address solitary confinement's harmful impact to a person's mental health; and expand Medicaid coverage.  Additionally, more capacity is needed in our state hospitals, better accessibility, person-centered care, recovery-oriented care, and trauma-informed care, as well as other best practices.  (Mr. Hansch provided additional written comments.)

· Ms. Gyl Switzer, Public Policy Director for Mental Health America of Texas challenged the committee to become a beacon of transparency and open government and share all meeting documentation on the website.  She expressed interest in seeing the members on the committee as well as the other organizations they work with that would be helpful for advocates.  She concluded by saying that housing and substance use disorders are the two most important issues for people with mental illness.

Agenda Item 9 [Webcast Item 7 & 8]:  Next steps and closing remarks
Ms. Dougherty referenced the handouts Terms of Office, Block Grant Subcommittee Presiding Officer, and Travel Reimbursement and stated the need to have three volunteers sit on the Nomination Committee.  Ms. Aylor, Ms. Osadchey, and Dr. Kliewer volunteered to serve on the Nomination Committee.

Ms. Gaines thanked members for their commitment and honesty throughout the meeting.  She stated a desire to receive input about the behavioral health strategic plan from the committee, as well as feedback on a planning grant from Substance Abuse and Mental Health Services Administration (SAMHSA) for a Certified Community Behavioral Health Center (CCBHC) in Texas that would allow a perspective payment process.

Mr. Young stated his gratitude to members and desire to work together.

Ms. Magee stated that for the draft rules process, HHSC is working with the Legal department and a committee to review them, and the rules and bylaws will be sent out before the next meeting where they will be voted on.  The rules will go out for formal public comment and the advisory committee will be informed in order to provide comment on the specific rules.

Meetings are scheduled for the following dates in 2016:  April 22, August 12, and 
October 21.

Action Item: 
· Ms. Magee will send out a link for the Committee website listing contact information and affiliations for each of the members.
· Ms. Magee will send a list of contact information for each of the presenters to members.
· Ms. Magee will encourage all future BHAC presenters to share accompanying PowerPoints or materials.
· Ms. Magee will send CCBHC SAMHSA grant information to members for feedback as needed.
· Ms. Dougherty will send an evaluation about the meeting to all members to complete and return. 

PARKING LOT:
1. Self-directed service 
2. # Interest list w/ YES (DSHS) (fully Medicaid funded for whole state?) March?
3. Group homes & housing issues 
4. MH Parity (with MCOs)
5. Policy (Medicaid)
6. Available / readable cross-data on website.
7. Peer-supports for transition services (DARS) in high school (?) <question about possibility
8. Peers in motivational interviewing < ? idea to use
9. Concern w/ moving pregnant women / SA info DFPS (fear of having children removed)


Agenda Item 10:	Adjourn
The Committee adjourned at 3:00 p.m.
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