Family Psychoeducation Learning Collaborative

Minutes

10/27/05

Facilitators: Jeff Capobianco and Lucy Olson

Location: MACMHB
Scribe: Erin McRobert




Time: 1:00-4:00
Scott Dzurka from MACMHB welcomed all participants and began introductions.  Each person indicated the reason they were attending and /or identified what they hoped to get from their participation.  A list was generated.  
Reasons for attending the LC
To meet and communicate with colleagues involved in FPE across the state

To share and support

Provide help to providers

Meet people

Identify pitfalls and strategies 

“Stay on top and connected”

Represent DCH ( John Jokish)
Open to obtaining new information

Learn information to share

Learn from those before us

Learn what is going on in other counties and what we can do to support
Clinical questions, direction requested

1. How do we help parents learn to make changes also?

2. How do we get consumer/stakeholder buy-in?

3. How do we get the family buy-in?

4. In the case of a consumer coming without a traditional family member-Do you join the second consumer as a family/support member or as someone identified to receive service themselves?

5. Diagnoses issues and group makeup-Emphasis on same diagnosis vs. different
Administrative questions, direction requested

1. Would like to receive assistance in practical planning, structural changes, and how to adjust workloads

2. How to begin groups

3. How does this fit?

4. How do you provide support for implementation?

5. How do you plan for training?

Interested in starting a local Collaborative 6 county area

6. What issues are particular to rural settings?  

7. Barriers to gaining families? 

8. Transportation issues?

9. How do you role this into a psychosocial rehab. program?

10. Who should attend LC?

11. Clarify role of PIHP in LC.

Jeff Capobianco gave some history outlining how the state chose FPE as one of the evidenced based practices to be implemented.  He shared information regarding the FPE sub-committee and their charge for the Learning Collaborative as well as sharing the description of the Learning Collaborative.  The LC exists to support implementation of FPE @ sites. Different staff and consumers can attend and it will be a place where all should bring questions. Clinical needs can be discussed, support given, and actual clinical supervision.
Training was also discussed.  10-12 supervisors from around the country will be present at this November training and they will be assigned to teams to assist with supervision.  There will be use of video conferences, tapes etc; during the ongoing supervision process.  

Participants were asked to find out about technology capabilities at their location for the purposes of supervision and communication.  
Information was given on how to access the LISTSERV for FPE.  Communication, sharing of LC minutes, and other forms will be posted through this site.

Jeff shared information regarding evaluation.  He stated Mary Ruffolo from the University of Michigan will be present at the next LC and will share more specific information regarding evaluation at the next meeting.

Lucy and Jeff then facilitated the group discussion addressing issues, concerns, or questions generated by the group, during the introduction part of the meeting.
Clinical Concerns were discussed first.
1. How do we help parents learn to make changes also?

· Pick it up early on/what the issues are or might be

2. How to get stakeholder/consumer buy-in

· Give information about the research (good to use with families also)

· Outreach immediately after dealing w/ crises

· More education about FPE the better

· Help get the ambivalence levels “teased out” before group during joining.  Motivational Interviewing techniques very useful

· Keep in touch with families

· Best joining strategy-HOPE, show excitement, refer to the research, “This works so why not now?”

· Give consistent messages

· No more than 3 weeks between joining sessions and workshop

· Look @ data information in identifying who to approach

· Be persistent @ team meetings etc;

· Really look at how case management is delivered, positive reasons for team based case management in general 
3. How to get family buy-in?

· Can sometimes meet with family and/or consumer separately –must respect consent issues but can work with this.

· Sometimes the joining process slows down

· Look at how case management is done in your agency/ may need to pair bachelors level person w/ a masters level person

· Could spin off into another group  Not clear on what this means
4. In the case of a consumer coming without a traditional family member

· Clarify roles/ family or consumer

· This is perfectly okay, if the consumer identifies the person as a support then it is appropriate.

· Review group home chapter in book

· Ref. fidelity—Erin –not sure what this is about?
5.  Diagnoses issues-Research shows persons with schizophrenia in group with 
others who have the same diagnosis respond well to the group.

· “shoot for it” Same diagnoses

· Mixes of diagnoses do occur-rule of thumb similar experiences important

· Nice to cluster group around similar family dynamics

· Groups move differently depending on diagnosis-some evidence that Bipolar move more rapidly and may benefit from one yr in group as opposed to longer duration
Administrative questions, concerns
1. Encouraged all agencies to complete barriers assessment checklists
· Build in timelines for joining and workshops

· Figure out food/etc; ahead of time

· Figure out costs /factor it in/ to use drug company dollars or not?

· Babysitting needs to be figured out ahead of time; look into using foster grand parent association
· Transportation sometimes can begin with a group of “1”

Group members help each other out

Clinicians

Clubhouse vans and drivers

2. Barriers Assessment Solutions

· Get Administration involved

· Conduct a time study

· May need to increase staffing in the beginning
· Encourage staff to read the books and toolkit

· Read a chapter together as a group or with staff during supervision /use it as a resource

· Give staff time to read

3. How do you get staff excited/interested?

· Decrease number of intakes expected to be completed for a period of time

· Decrease caseloads

· More flexible scheduling options-flex time

· Give office space 
· Discontinue or decrease assessment duties

· Tap into people who like to go to conferences/present/ participate in evaluations and let them shine etc;

4. Structures

· Get psychiatrists involved and on board

· Partnerships get medical buy-in  unclear on what this means
· Make visible groups etc;

· Get the word out to the organization

· Use supervisors to spread the word

· Team meetings

· Identify what structures may need to change

5. Figure out how to educate psychiatric staff including nurses

· Utilize community contacts

· Update psychiatrists
6. Prior to training

· Make sure you have participated in consensus building with community, staff, NAMI, consumers etc; 

· Get the word out through newsletters, Board presentations, media

· Involve others in participating in identifying barriers

7. How do you role this into a psychosocial clubhouse rehab. model?

· Interesting to try

· Focus on “getting good” with the model/ fidelity to the model prior to making major adaptations
· Use fidelity scales

· Need to be clear about when to deviate from the model and how this would occur

· Monitoring, documentation, and evaluation
· Discuss all issues with MFG assigned supervisor and/or Dr Mc Farlane
8. Rural issues

· Identify issues 

· Make contacts with people early like the day before

· Meetings could occur at various sites and various times as long as this was established up front for periods of time.

· Use alternative methods ie; phones, rotate houses

· Dr. Mc Farlane reports it is rare that small rural community members are reluctant to meet together b/c they’re worried about what neighbors will think;  in small communities everyone knows what everyone else is doing and this model can actually reduce stigma 
9. PIHP role was discussed

· Participation of PIHP is important

· Communication important

· Participate in the problem solving in the  barriers area

· Consider various solutions

· Help by maintaining work plans and ensuring plans get carried out

· May need different work plans for each agency that rolls up into one PIHP level work  plan

Additional questions

10. Questions about new admissions to the groups

· Idea of rolling admissions/ new members after 6 months

· Adding families entering 2-3 at a time

Don’t want anyone to feel like the “lone family”

11. How much lead time do you give the existing group to new membership? 
· 1 month

12. How do you bring people in?

Give them up front information 

Prepare families and staff up front on changes to the group
Review stories every time? Usually the New members are asked taken care of by the existing group members.  If adding 2 or more families it may be necessary to revisit the first 2 session format but condensed. 
General rules: Stick with Dr. McFarlane’s model and get the psychiatrists on board.

Participants were asked to complete evaluations and these were collected.

Training: 



11/8-11/10

Grand Rapids
Next Learning Collaborative:
 12/6/05    

9:00-4:00 
