EVIDENCE-BASED PRACTICE STEERING COMMITTEE

Summary of May 9, 2005 Meeting

I. Judy Webb convened the meeting and the committee members introduced themselves.

II. The group approved the agenda after a request was made to include a discussion on HCPCS codes under XI. Other.

III. The group approved the April 12th Meeting Summary after Heather Visingardi asked that the reference to “support group” be changed to “round table;” Jim Wotring indicated that Oregon Social Learning Center (OSLC) did not develop the logic model; and Marty Raaymakers asked that the minutes be sent prior to the meetings earlier, and that the location of the meetings be noted in the reminder e-mail.

IV. Sub-committee Reports

a. Family Psycho-Education: Steve Sheldon reported that the sub-committee has been discussing outcomes measures.  Washtenaw has committed to using a portion of the Mental Health Block Grant funds it will receive for Evidence-based Practice (EBP) to the purchase of statewide evaluation of FPE by the University of Michigan.  The university will collect, analyze and report the data.  Washtenaw is encouraging other PIHPs that are implementing FPE to also commit block grant funds.
b. Integrated Treatment for Co-occurring Disorders: Patty Degnan indicated that in phase I of the PIHP implementation, there needs to be a lot of development work to get to integrated treatment (PIHPs will be using COMPAS and COFIT). In phase II, the PIHPs will use fidelity tools. The focus will be on administration and measurement. Some training will be provided at the state level. Other training will be at the local level.
c. Parent Management Training: Jim Wotring reported that the logic model will be used statewide in phase I of the implementation. In addition, during the first year the project will focus on fidelity, statewide data collection (hospitalizations, housing, etc), and voluntary evaluation with the universities (families/consumers’ satisfaction with process, quality of life). The last step will be to integrate with the outcomes project.  There was discussion about the word “management” in the title of this model. Jim indicated that the Association for Children’s Mental Health was involved in the naming of the program, believing that parents need to teach children to manage themselves.
d. Measurement Sub-committee: Judy indicated that MDCH wants to consolidate measurement discussions and activities that are occurring in each EBP sub-committee into one measurement sub-committee so that activities are complementary and not redundant.  It was suggested that the issue of “funding for evaluation” be added to the measurement group.
V. Update on Mental Health Block Grant
a. Irene Kazieczko reported that there were 106 applications submitted by CMHSPs for the routine Block Grant RFP. This year the RFP focused on recovery.
b. The second round of block grants to be issued in late May focus on system transformation through improved practices.  The RFP will describe what is “system transformation;” the direction that MDCH is taking (system development rather than compliance); and how this fits with MDCH’s plan for implementation of the Mental Health Commission recommendations.  The funding is to be used to support local system transformation that is demonstrated by the implementation of one of the adult EBPs.  Each PIHP proposal will be required to identify key leaders in system transformation issues, including: consumers, child/family, clinical, finance, and measurement. 
c. Discussion: It was noted that CMHs and consumers are unaware of EBPs. A concern was raised that the integrated treatment for co-occurring disorders is focusing on PIHPs but does not include substance abuse coordinating agencies.  There was also concern that implementing EBPs will become another contract requirement. MDCH responded that these activities are about practice improvement: improving existing EBPs like ACT and supported employment, as well as improving treatment that MDCH is already purchasing by implementing practices that have more likelihood of positive outcomes for consumers.  We need to work on preventing drift from fidelity, such as has happened with ACT; or if positive outcomes have been achieved despite drift or from using emerging best practices, we need help from the universities in evaluating what contributed to the outcomes (not just a decrease in hospitalizations but improved quality of life).  In addition, universities need to look at pre-service and train their students in these practices.
VI. Mission, vision, and values of the Mental Health and Substance Abuse Administration Irene reported that after many years of re-organizations and consolidations within MDCH, the Administration management team has recently gone through an examination of what it believes. This is the first time within the Administration that mission, vision, and values have been identified and will be integrated with the work that is being done by staff.
VII. Conference Final
Scott Dzurka reported that this conference may prove to be one of MACMHB’s largest, with an estimate of 650 attendees, 100 of whom have not attended in the past. There was discussion about the two gaps in the conference sessions, especially the closing plenary when the message of where do we go from here, and explicating the broader practice improvement needed to be conveyed.
VIII. Future Training
There was lengthy discussion about coordinating the training that needs to occur to implement EBPs.  The MACMHB coordinated the McFarlane three-day training that included year-long follow-up with him for each PIHP involved. In addition, the Association worked with the Minkoff training.  Scott suggested that a track at the Association’s fall conference could be used for follow-up.  The Mental Health Block Grant funds are currently supporting a number of state level practice improvement activities, including: the initial request that went into the COD Center for Excellence for on-going training in conjunction with the policy academy; ACT improvement; training on Clubhouses; evaluation of drop-in center model; and training of peer-support specialists.  At the local level, PIHPs will need to identify money for training that includes not just lectures, but coaching and consultation. In addition, not only clinicians, but also supervisors of clinicians need to be trained.  Organizations are going to be at different levels of need for training, and will have needs for different types of “training,” so the same entity – the MACMHB or a training sub-committee – needs to coordinate.  It was suggested that MACMHB host a series of round tables – one for each EBP, every few months, where participants can discuss what is working with coaches as well as each other.  It was noted that the intensive training that will be provided by McFarlane, OSLC, and others is typically limited to a small number of people so PIHPs and participants will need to be assigned to the trainings that are made available.
a. For FPR, the plan is to have the three-day training with McFarlane in October with as many as possible, possibly 150.  Following that, the PIHPs will need to get their groups assembled, then coaching from Washtenaw, Pathways and Oakland will occur in November through January. Another round of trainings will take place in February, to be followed by coaching.  Learning collaboratives (round tables) will occur from late summer 2005 and extend throughout the two- year period.
b. For PMT, the goal is to have 20 staff trained during the first year. Coaching by the OSLC will occur by phone and video-taping once every other week.
c. The plan for COD is to schedule a round table in July.
d. It was suggested that round tables be added in the summer and fall for ACT, Peer-delivered, and Supported Employment, in order to initiate practice improvement.  There are barriers to improvement, such as lack of state and local infrastructure (for supported employment) and lack of outcomes measurement for adults.  A number of groups at the state and local level could be started, e.g., implementation groups and CQI groups, but what is really needed is a plan for building learning organizations.  In response to the resistance to “evidence-based practice,” and to open up the discussion to include children and developmental disabilities, as well as emerging best practices, it was recommended that the Steering Committee be renamed the “Best Practice Steering Committee.”
IX. Future Steering Committee Meetings
The group agreed to reconvene in September, hear a report on the summer activities and begin planning the May 2006 MACMHB conference.
X. HCPCS codes
Procedure codes for each of the EBPs will be shared at the conference session on training.
