STATE SCREENING COLLABORATIVE
MEETING MINUTES

DECEMBER 5, 2007

Present: 

Dr. Karen Ramstrom, Dr. Penny Knapp, Dr. Samuel Yang, Cheryl Treadwell, Erin Dubey, Janet Hill, Laurel Cima, Maggie Petersen, Ruth Jacobs, Sarah Swaney, Suzanne Del Sarto

Absent:

Mike Zito, Dr. Richard Sun

The purpose of the meeting was to:

1) Learn about MRMIB’s screening activities/ projects within Health Families

2) Share program information 
3) Determine the collaborative’s purpose, and 
4) identify next steps

Here are highlights of each section of the meeting:
1. New member: Managed Risk Medical Insurance Board (MRMIB)
      Ruth Jacobs, Assistant Deputy Director of the Benefits and Quality Monitoring   Division reported on two main projects.    
 
A. Contract:   MRMIB has let a 2 year contract to evaluate and make recommendations to improve mental health and substance abuse services provided by HFP contracted health plans.   During the course of the next 2 years, MRMIB's contractor will meet with all 24 contracted health plans. The contractor will identify how plans screen for mental health and substance abuse (SA), what screening tools they use, and how they provide treatment for children and adolescents between 0-19 years old.   

 
The objectives of the evaluation are:

1.      Assess the utilization of services and the extent to which this level of service utilization is consistent with subscriber diagnosis. 

2.      Assess the adequacy of coordination of services with primary health care.

3.     Make recommendations and propose strategies to decrease barriers to services.

4.      Assess plan use of quality and outcome measures.

5.      Make recommendations to improve the delivery system to ensure appropriate, timely, and quality care.
6.  Identify standardized mental health and substance abuse screening tools or other methods that could be implemented in the HFP to ensure identification of all children needing mental health and/or substance abuse services. 

 

The data collected by the contractor will help MRMIB identify how mental health and substance abuse screening and treatment are being accomplished. The data will also help identify where there are breakdowns in communication between plan and county mental health services.
 

 [For reference, HFP regulations are found in Title 10 CCR, Chapter 5.8.; Scope of Health Benefits is found in Article 3, §2699.6700].
B. MHSA and Substance Abuse project: MRMIB will be interfacing with DMH regarding Prevention/Early Intervention (PEI) via a work group.  The focus will be around screening for substance abuse.  Since most of the clients within Health Families are Latino, there will Spanish speaking representation. 

  
C. Co-Occurring Joint Action Council (COJAC):  MRMIB will be interfacing with the ADP regarding co-occurring disorders via a sub-committee.  The COJAC works to broaden input and to facilitate movement of the Substance Abuse and Mental Health Service Administration (SAMHSA) COD State Action Plan forward. 
How Healthy Families Program children access MH services in Healthy Families:

Basic Mental Health Benefits 
HFP health plans are responsible for providing twenty (20) outpatient visits per year for evaluation, crisis, treatment, medications, and laboratory services. HFP health plans are also responsible for providing up to thirty (30) days of psychiatric inpatient services per fiscal year for enrollees with non-serious conditions that can be successfully managed with short-term interventions by the enrollee’s primary care provider. 
Some MRMIB/health plan contracts allow inpatient and outpatient days to be traded for more days of intensive community support services, such as day treatment, at the discretion of the HFP health plan. 

SED Benefit   (This is the carve-out)
When an HFP plan provider believes the HFP enrollee may meet SED criteria as defined in the W&I Code Section 5600.3, the enrollee is referred to the local county mental health department for a SED assessment. Referrals may also originate from community services, such as a school or a child welfare agency; or from families and/or enrollees themselves. In addition, counties may determine that HFP enrollees currently receiving services in their systems meet the SED criteria without a referral. If the mental health department determines that the child meets the SED criteria, it assumes responsibility for the provision and payment of the treatment of the SED condition(s), with the exception of the first thirty days of psychiatric inpatient services per fiscal year, which remain the responsibility of the HFP health plan. 
HFP SED enrollees served by county mental health departments are eligible to receive the full range of medically-necessary services available through the Medi-Cal Specialty Mental Health Program, with the exception of therapeutic behavioral services (TBS) which are Medi-Cal only services. Medically-necessary services include: mental health services, medication support services, day treatment intensive, day rehabilitation, crisis intervention, crisis stabilization, crisis residential services, psychiatric health facility services, psychiatric inpatient hospital services, targeted case management, psychiatric services, psychological services, and psychiatric nursing facility services. Service requirements, lockouts, provider selection criteria, services to dually-diagnosed persons under 21 years of age, and the quality management requirements for Medi-Cal specialty mental health services apply to the HFP SED benefit.
HFP health plans are required by their contracts with MRMIB to have in effect a signed memorandum of understanding (MOU) with the county mental health departments in the counties in which they serve HFP enrollees. The MOU describes how the HFP health plans and the county mental health departments coordinate care for HFP for enrollees served by both parties.

Barriers to provision of mental health services:  Families sometimes choose not to receive mental health services due to social stigmas, cultural traditions/customs, etc.  In addition, lack of county capacity to serve SED clients is also a barrier in some counties.   
.2.  Program sharing:
DDS:  Suzanne passed out a list of the screening and assessment tools used by the Regional Centers for cognitive, communication and physical development.   She also shared a packet that included the guideline standards for the 5 domains, developed as part of a training curriculum to anyone working in early childhood settings, including Regional Centers.  Designed to build capacity for personnel, this early intervention training focuses on key critical areas to deliver high quality developmental intervention services for infants and toddlers with or at risk for developmental delay or disability and their families.  To learn more about this training, go to: http://www.wested.org/cs/we/view/serv/99
Suzanne also recommended that the Infant Development Association (IDA) of California be invited to join the collaborative.  IDA is a multidisciplinary organization of parents and professionals committed to optimal developmental, social and emotional outcomes for infants, birth to three, with a broad range of special needs, and their families.  IDA advocates for improved, effective prevention and early intervention services, and provides information, education, and training to parents, professional, decision makers and others.
Action item: 
· Janet will forward these resources to members.  (done)

· Janet will also look into IDA and report back at the next meeting.
DSS:  Cheryl discussed the CAPTA Summit, which will be held at the Mid-Peninsula Crowne Plaza Hotel on January 23, 2007 in Foster City. This Summit will provide an overview of the Child Welfare and Early Start systems; the specific federal CAPTA and Part C referral requirements; and will share best practices and local collaborative models  The training is open to administrative staff from county agencies, regional centers, education centers and family resource centers. During this first training event, administrative teams will identify key issues, challenges, and training needs, which will be addressed in two subsequent, cross-systems working sessions.

If you have questions regarding registration please contact Monica Caprio or Debbie Yip at (530) 757-8643. Questions or comments regarding this conference can be directed to Cheryl Treadwell, at (916) 651-6600 or by e-mail at Cheryl.treadwell@dss.ca.gov or Rick Ingraham, Manager, Children and Family Services Branch, Part C Coordinator at (916) 654-2773, or by e-mail at Ringraha@dds.ca.gov.


Action items: 
· Janet will send out conference registration information to everyone (done)

· Cheryl will send out hotel information. (done)

First 5 California: 
· Erin announced that the Annual Report, due out in January 2008, will contain screening data, including the number of children screened. 
· Janet also asked about the next 5 year Strategic Plan and  Erin reported that it can be found on F5’s website she http://www.ccfc.ca.gov/PDF/strategic%20plan/F5C_StrategicPlan08.pdf.  Everyone wanted a copy so Erin will send to Janet to be disseminated. 
· Erin clarified that she will most likely take Silvia’s place on the ABCD Screening Academy Project and on the Screening Collaborative.

Action items:  
· Janet will send out the F5 Strategic Plan to everyone.  (done)
· Erin will clarify if she is the F5 representative on ABCD SA and the Screening Collaborative.

· Jane will add Erin to the email list serve for both of these screening efforts.

Child Health and Disability Prevention Program (CHDP):  Maggie clarified that CHDP does surveillance, not screening.  (As excerpted from the Francis Glascoe’s website, Developmental Behavioral Pediatriacs Online, http://www.dbpeds.org/articles/detail.cfm?TextID=139, “ developmental surveillance is defined as "a flexible, continuous process whereby knowledgeable professionals perform skilled observations of children during the provision of health care. The components of developmental surveillance include eliciting and attending to parental concerns, obtaining a relevant developmental history, making accurate and informative observations of children, and sharing opinions and concerns with other relevant professionals

Screening is a brief test designed to “sort those who probably have problems from those who probably do not”, in order to marshal any needed resources and ideally eliminate or ameliorate difficulties. Screening refers to the use of measures with proven reliability and validity that are administered in a standardized, i.e., uniform, way. )
3. Purpose of the Collaborative:

The decision was made to not be part of the State Interagency Team (SIT) for Children and Youth at this time.  SIT was established in 2003 to coordinate policy, services, and strategies for children, youth, and families in California.  Comprised of deputy directors from 10 state agencies, this group provides leadership and guidance to facilitate local system improvements.  State agencies represented on the SIT include the Departments of Social Services, Education, Health Services, Mental Health, Alcohol and Drug Programs, Development Services, and Employment Development, as well as the Attorney General’s Office, the California Children and Families Commission, and the Workforce Investment Board. 

The group did, however, agree at this point in time, to accept SIT’s goals to provide a framework for the collaborative.  The goals are to:
· Build community capacity to promote positive outcomes for vulnerable families and children.

· Maximize funds for our shared populations, programs and services

· Remove systemic and regulatory barriers

· Ensure policies, accountability systems and planning area outcome based

· Promote practice that engages and builds on the strengths of families, youth and children

· Share information and data.

Plans are to move towards collaborative efforts built around members’ activities and/or needs in regards to developmental and socio-emotional screening.  
Some recommended projects include: 
· Social marketing campaign on the importance of screening.  As background, some work has been done by a previous ECCS contractor, Te Guerra.  She worked with several work groups in 2006 to develop public messages on screening for different domains- general health, hearing & vision, mental health/ behavioral and oral health.
· CAPTA Summit implications for the collaborative programs.  
· Development of a parent referral “map’ that guides them the system.  Envision a pyramid, with the general population making up the base, children and families with identified delays on the middle tier, and children with higher needs, e.g. children with special health care needs, foster care, etc. on the top.
Action item:  Janet will send out the SIT report that summarizes the findings and recommendations to identify various data systems and opportunities for data integration and utilization around children indicators.  (done)
4. Identify next steps

Recruit new members: 

· Peggy Bean from Alcohol and Drugs Program (ADP)

· Meredith Cathcart from Special Education (CDE) Low Incidence, IDEA Part C.
Next meeting dates:  March 27, 1-3 pm

Same location:
 1615 Capitol Avenue 

Room:
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