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September 21, 2016 DRAFT Annual Retreat Meeting Minutes
Crowne Plaza Resort, Asheville
Present ( total)
	                    PAC Attendees
	PAC Voting Members
	Smoky Mountain Center Staff

	Jane Rollins
Mary Ann Widenhouse

Carla Doran

Patra Loowe

Michael Crooks

JoAnn Proffitt

Erin Bauman


	Darren Boile
Price Story

Sherry Douglas

Greta Byrd

Maia Collier

Nathan Johnson
	Carson Ojamaa
Jeanne Duncan

Anthony Devore

Victoria Reichard
David McGrady

Sherry Douglas

Willow Burgess

Celeste Dominguez


	Duncan Reid

David Piper

Steve Brown

Sarah Dunagan

Cindy Fisher

Dawn Kelly
Michael Maybe
Carl Spake
	Danny Fulmer
Christina Carter

Donald Reuss

Tommy Duncan




1. Welcome & Introductions 
2. Mtg Minutes Review & Approval. Agenda approved Michael Maybee and 2nd by Dawn Kelly.
3. Vaya Video – occurred after lunch due to technical difficulties
4. Review PAC Goals/Accomplishments from 2016

a. Increase participation and awareness of the PAC.

       b.    Review of Brian’s comments from last year’s retreat:  Last year, (minutes) – provider surveys were reviewed &        spoke to a lack of awareness of PAC at that time.  PAC discussed the need to adopt My Committee.  Now everyone should be aware of my committee and should have signed up.  Attendance has greatly improved from average of 15 to 30 – 45.  

We also reviewed bylaws to correlate with SMC’s.  Afterwards, Regional groups updated theirs, voting membership refreshed, and increased attendance resulted.  

Last year’s unfinished business was redefining purpose and expectations of this council.  

Brian spoke to SMC’s expectations – PAC to think about 3 buckets 

Value – SMC positioning themselves in future of the healthcare world.  How can we be part of that positioning?  Each specific provider brings value to this.

             Workforce development  - SMC staff and Provider staff need to evolve their understanding and education on     

               how healthcare is rapidly changing and evolving.   Improving population management….
Council leadership – Drive what the PAC vision is and accomplish this.

Future – balance collaboration and competition; skilled in pop mgt, risk sharing, integrated care; best practices; advice to SMC & telling clear story of our value.  Outcomes data remains a critical piece. 
5. Subcommittee Discussion, Goals & Vision for 2017
a. Identify all meetings in the community that are not associated with the PACs and ask for representatives from PAC to bring info back to this meeting.

b. PAC meet less frequently (once a month, once a quarter). Allow the subcommittees and regional collaboratives to do their work.
c. All populations are not getting equal play (e.g. SA services).

d. Regional Collaboratives – need to have more meat.

e. PAC has been info download, but that’s not the only thing we should be. Providers need to educate themselves and not expect the PAC or SMC to provide information.

f. Subcommittee agenda should be standard: old business, new business. This would help with report-out to PAC.

g. New paradigm: we don’t pick up the phone and call Blue Cross Blue Shield to find out how to do our business or find resources. We have to stay informed, and inform each other. 
h. Create an IDD Collaborative across all regions to meet. Create population specific collaboratives. Providers keep asking for this.

i. Need to spend less time on complaints and being problem-focused, and more focus on solutions.

j. Not finding Regional Collaborative Meetings/entities useful.

k. How to serve as a lobbying group? Health Plans have lobbyists not provider councils.

l. It’s a good idea, but not happening in all counties: a meeting with leaders from provider and non-providers to the tables (hospital, DSS, DJJ, etc.).

m. Are you able to tell your story and explain your value? Outcomes, cost and share risk, population health management, remain relevant with age of new health plans via partnering with other providers, EHRs, HEDIS measures, national trends in health care?

n. We need to be a well-orchestrated and competent provider network. Decrease frequency of meetings and increase impact. For info-download, do quick round robins on main topics and where current info is.

o. Get info from SMC; synthesize broader health plans trend; drive the evolution of the system.

p. CFAC rep notes the need for CFAC to bring perspective/concerns to PAC. Could be a standing agenda item at the PAC meeting.

q. TBI population needs to be addressed.

r. Agreements – We want to have these in place by first of the year:
i. PAC meet once a quarter. 
ii. Get rid of current subcommittees and make new ones by discipline/population (IDD, MH/SA, and Integrated Care). 
iii. Get rid of regional collaboratives.
iv. Design a standing agenda for all subcommittees to utilize. Have a standing format for “products”; have a central index of products on My Committee; have actual products available on My Committee.
v. Executive committee reviews by-laws against this discussion and brings back to council. Motion made and approved. 
vi. We invite SMC on a PRN basis
6. Subcommittee Discussion

a. By-Laws don’t dictate a list of subcommittees required and instead provide suggestions.

b. Current PAC active subcommittees: Clinical, Integrated Care, Alpha, IDD.

c. Other suggestions: Bylaws, Training, Network Development, Provider Manual, Ethics, Credentialing, Cultural Competency, Finance.

7. Review By-Laws for 2017 and Tasks/Deadlines

8. Routine PAC Business

a. EMR Meaningful Use

b. College of Direct Support

c. Request for IDD Expert Practitioners and Videotaped Demonstration

d. Innovations Waiver

9. Updates & Questions from Morning Session 

10. Update on Rebranding Plans (Allison Inman)

a. More than just a new name – story of who the agency is in the changing landscape.  

b. Announced to state agencies and communication in Provider Communication Bulletin

c. Letters to members going out this week.  Need to reassure that change is name only.

d. New website coming out – in testing mode currently.  Taking volunteers to help with the testing process.  

e. preparing customer service to take calls regarding this.  

11. Update on MCO Merger (Donald Reuss)

a. Secretary cam e out wth proposal for 4 MCOs.  SMC and Partners identified to merge.

    -  Conversations ongoing – critical to maintain the local presence in the communities.

    -  Timelines have not been set.

    -  With 1115 waiver development, things may pick up but currently not moving fast.

    -  State has not put a hard deadline.  (was Sept 1st, but this has changed.)  Elections may be key in how this      

        moves forward.

                   -  The 2 CEOs having good conversations.  Waiting until elections are over and Long Session starts.  No

                       pressure to move forward at this time.  

                   -   Partners aware of the name change & re-branding.

b. Vision for re-branding – Establish a brand better representing who we are as an organization and what we do.  Not limited to SMC region.  A brand was needed that was more inclusive in representing only one area of the state.  Color – blue – subtle nod to BR Mts;  Peaks of triangles, nod to the mtns;  Tremendous amount of thought and research went into this.  Taking to place of healing and hope and inspire this philosophy to our members.
12. Smoky’s Vision for Provider Network (Donald Reuss)

a. Have services of all type – moving target with systems.

b. Need to ensure network is strong and healthy and survives.

c. Many providers are behind the curve regarding where we need to be.

d. BH lagging behind the other health care systems.  Need to catch up.

e. Improve Crisis Services for all disabilities – still lots of people going through EDs

     -  Continued development of C3@356

     -  Opening Caldwell C3

     -  Expansion of Balsam Services – now have 16 beds & after hours medical evals & weekends
     -  Child FBC – Old Neil Dobbins Center renovated for this – will be a 16 bed facility
      -  Childhood respite services – looking for partners and stakeholders
     -  I/DD crisis respite services – Want to grow family involvement care – AFLs & need crisis availability. 
     -  Expansion of NCSTART – last year added child services and want this to grow and expand. 
     -  Improved crisis response from treating providers – Working ith providers on their crisis responses and   

        prevention.

f. Improve Safety System

     -  Improve safety net – continued financial stability for safety net providers (CCCs)

     -  CCBHC – Daymark submitting application

     -  Improve connectivity to community stakeholders and partners.  Being sure people/agencies know how to
        access our services (DV agencies; AA; NA;)  Can not hold on to silos, need to improve.

     -  Veterans System – hired Brandon Wilson to work to improve Veteran’s services across region.

g. Implementing WPC Strategies

     -  Add Primary care to existing BH Providers.  Need to be closely tied to PCP.  IDD providers need to be better
        connected with PCP offices.

     -  Develop EHR capabilities – support data exchange and sharing of information.  It is crucial to have the ability     to share electronic data in a meaningful way.  No paper! Also show data re what you do and how, how services are managed.  Can be more effective and efficient.              
- MAHEC has developed a training about EHRs on Nov 7th for providers to assist with information and training.  Be prepared to discuss what you need.  Training in Pinehurst on 12/6 – session around NC HIE and closing the gap to getting this going.   Need to work with SMC to keep this moving.

           - Develop behavioral health resources in primary care setting for brief interventions.

              Partner with pediatricians, nursing homes (for example)to incorporate BH into their practices.  

h.   Move toward value based contracting methods

     -  Use data analytics to measure value of interventions and services.  Fee for services to outcome based
        services.

     -  Encourage growth in areas that demonstrate positive outcomes

     -   Reward providers for achieving targeted outcomes
     -   Higher rates for good outcomes.  Current unit based tells us nothing about outcomes.  More global way of 
         doing this across the system.

i. Improve SU Treatment Continuum – are providers involved in the Health Dept 3 year assessments. Be a part of this process.    Of 23 counties, 17 counties have SU as a top priority.  SMC receives a lot of requests regarding our involvement.  Community Health Assessments need to be requested and read.  
     -   Expansion of PPS/Recovery Coach models

     -   Pregnant SU continuum across providers - loosing some efficiency in the system.  

     -   Expansion of MAT – 

     -   Recovery beds - need longer term treatment

      -  Integration of unpaid support systems – how people in recovery can help others in recovery – paid system can only do so much.

· Network Development Plan will be out in nest couple of weeks.  Look at this and be sure you have systems in place.

· Pilot with jail programs – Meridian will work with Vaya on this in a pilot project.  Hopefully will show counties that there can be cost savings in diversion.  (Transylvania County)

13. Integrated Care & Network Providers (Christina Carter) – Vaya requests our help to make the cultural shift with the new name.  
a. Moving the system forward and continuing to work on the MAHEC contract for next year are plans. Workforce development project went well last Spring.  Now have to keep moving this forward.  Looking to do more Webinars, improve communication, 1-2 times a year will reinforce these trainings.   
b. Workforce development efforts continuing.   What is the role of the MCO, healthcare, CCNC, and providers.  These are continued questions and some duplication of efforts at times.  
c. How do we plan for the future and minimize duplication, understand the language that is confusing, better define roles.    Vaya trying to find their way with us and looking at parallels and what is needed and by who.   
d. Best management of the available resources will need to be better defined.  Identify roles and responsibilities moving forward.  Moving to the 1115 Waiver will need a more fluid system with WPC.  

e. Vaya is trying to bring training to providers in a manner respectful of staff time and resources.  
     14.  Health Information Exchange (Donald Reuss) - The Health Information Exchange (HIE) is a way providers can have 

             access to crucial information when working with clients.  By 2-1-18, all M’caid providers must be connected to  

             the HIE to continue to receive payment for Medicaid consumers.  Could not contract with SMC at that time if not 

             able to do this.  LIPs also must have this as they are providing a service others need to know about.  In the 1115 

            waiver, the state has to have this working as well.  

15  DSS (Christina Carter) – Assumptions are that we have good relationships with DSS groups.  At the state level, there is real angst with DSS Directors and MCOs and providers.
This tension and reputation of MCO/Providers is growing.  There is much turnover with DSS heads and often they do not know who providers or Vaya/SMC are.  Recommend providers focus on relationship with the leaders of DSS.  Their concern re: how we are providing services, spending money & our response times are growing.  

They are as good as the information their staff give them.  Only takes one incident to throw off a perception and reputation.  There are very serious conversations going on and response time and responsiveness to DSS. 

We need to reach out to the DSS leaders in our counties.  This impacts what other stakeholders are hearing about us.  They do not see the leadership of providers in the county meetings.  Need system county conversations to occur.  Some major issue with other DSS and MCO providers are happening across the state and  do not want it to get worse here.  

Vaya will send a list of the county meetings to Jeanne.  

Next Meeting:  Wednesday, October 19, 2016 10-3
Crowne Plaza Resort Ballroom in Asheville, open to both voting and non-voting members
