 Smoky Mountain Provider Advisory Council 

11/18/15 Annual DRAFT Meeting Minutes
Doubletree Hotel, Asheville NC, 10:00am to 12:30pm

Present:

	                    PNC Voting Members
	PNC Attendees
	Smoky Mountain Center Staff 

	Carson Ojamaa
Dave Piper

David McGrady

Roger Giles

Amy Sills Jones

Don Buckner

Teagan Brown

Cindy Fisher

Duncan Sumpter
	Joe Ferrara
Greta Metcalf

Gina Hager

Sarah Duncan

Anthony Devore

Michael Maybee

Dawn Kelley

Eric Christian

Dominique Huneycutt
	Joel Misler
Tara Payne

Billy West

Willow Burgess-Johnson

Victoria Reichard

Yyvonne French

Price Story

Gina Tipton

Sandy Feutz

Chad Husted
	Brad Owen
Donald Reuss

Danny Fulmer

Steve Timmons
	


1. Approval of Oct 2015 Retreat Meeting Minutes

2. Retreat Recap 

3. Prep for My Committee (confirming PAC and RPC Emails)
a. Carson will ask each RPC to confirm emails for their members and participants.
b. Carson will compile list for upload into my committee and send to Tommy.
c. Carson will ask Tommy Duncan to pull executive level staff email addresses from Alpha. 

d. Carson will confirm that My Committee registration link becomes a standing link on provider communication bulletin.

4. Vote was unanimous to Finalize Draft By-Laws (Duncan). Duncan Sumpter to sign and send to SMC for Brian to sign.
5. Discussion of Proposed Amendments to By-Laws (Duncan)

a. Duncan/Carson: Allow PAC secretary to directly accept submissions for proposed amendments by Regional Provider Councils (without having to be motioned and seconded for vote by the Provider Advisory Council) and put forth for 15 day notice prior to vote.

i. Discussion: may not be a good idea to speed up the process for amending by-laws and it may be better to have more time to discuss. Another viewpoint is a need for flexibility to adapt in a speedier environment. One suggestion is to keep by-laws more general and vague. Much time has been wasted on the bylaws, and we should not adjust every month, should do it once a year. Making it a simpler process makes sense so we don’t have to spend a lot of time on the process. Not approved. 
b. Duncan/Carson: Allow voting process to occur through email and/or software application, if recommended by the executive committee, excluding by-law changes or additions. 
i. Discussion: Does it matter if it’s an open vote or a secret vote within My Committee? According to by-laws there is not secret voting. This could be useful when we have an urgent action item. Not for by-law amendments. We would need to define the scope/type of votes (e.g. expedient non-by-law-related). Could say it must be recommended by the executive committee. Approved.
c. Highlands RPC: Expansion of the number of voting members for Highlands RPC to 9 (adding 2 additional at-large members with a focus on LIPs and IDD providers)

i. Discussion: Having more reps is not necessarily going to change much. There may be a misconception of what voting members can do. We mainly just vote on by-laws. Highlands already has 1 more than other collaboratives. Highlands wants to encourage ongoing participation of providers to invest in the PAC, to step up and have a voice. Having a voice is not contingent on voting. Not approved. 
d. Highlands RPC: Have the PAC Vice Chair roll over to the Chair position to ensure continuity of PAC leadership – and that each office not change all at once.
i. Discussion:  Much agreement about wanting to have consistency. Concern about tracking terms. Not approved.
e. Highland RPC: Create a procedure for absentee nomination and voting for an officer. Absent person would have to send consent and notice of absence to PAC secretary. No discussion. Was approved. 
6. Highland RPC Proposed Action Item: For PAC to meet every other month. Could have subcommittees every other month. 

a. Discussion: SMC would need advanced notice for room reservation. Brian noted we need to become more active as a council with upcoming reform, so would this be going against that thought? Historically, having regular meetings in regular places helps with continuous engagement. We could just be flexible, and decide as we go if we don’t want to have a meeting. By-laws say we just need to meet once a quarter. If we want to have a real purpose, then maybe we want to keep it the same. No motion was made. 
7. Highland RPC Proposed Action Item: For PAC to have a “provider-only” time for the PAC meeting.
a. Discussion: Hope would be that this would create opportunity for more open communication. Non-SMC time at the retreat was fruitful for many. Brian and Christina had charged us a few months ago to take charge of our council. Would give us time to collaborate. Since Brian is a voting member, we’d have to have a quorum if there was a vote. Would this by voting member only or all participants? Provider-only time should be open to all – all should feel free to come and talk or present when SMC is not present. What about members who are not providers? What would be the agenda? How could we ensure this would be meaningful. Could say agenda would be set by executive committee. We could have first 15 minutes as Open Provider Comment Time (with a sign in sheet, 5 minutes allowed for presentation). Motion for a permanent agenda item for each meeting for non-SMC participants for 15 minutes open to non-SMC participants, requiring sign and a cap to time of presentation. Motion passed.
8. Integrated Subcommittee (Eric Christian)

a. Has been on hold for several months, as there has been a desire to figure out how this subcommittee relates to the whole person care initiative of SMC/MAHEC.

b. SMC/MAHEC are working on the training plan for providers for whole person care.

c. What’s next? As a PAC, this is the forum to talk about how integrated activities would apply to CCCs, niche providers and LIPs. Need to make sure the CCC Collaborative Care Committee and the Integrated Care Subcommittee of PAC are not duplicating efforts, or working at cross-purposes. Eric will resume the Integrated Care Subcommittee.
9. SMC: Consumer Perception of Care Survey (Danny Fulmer)

a. Experience of Care and Health Outcomes (ECHO) Survey. Administered by DHHS Centers for Medical Excellence CCME to assess consumer perception of the 9 LMEs/MCOs. Dec 2014-April 2015. 3001 sent, 411 responded for SMC (13.3%), 329 were complete. 50% of SMC rated 9 to 10/10.
b. Global Rating of Counseling & Treatment: SMC = 2.27, Mean = 2.27
c. Treatment Quickly? SMC = 2.06, Mean = 1.99. 43% of SMC responded with ‘always’

d. Clinicians Communicated Well? SMC = 2.57, Mean 2.51. 70% of SMC responded ‘always’

e. Getting Treatment & Info: SMC = 2.34, Mean 2.26. 60% of SMC reported they did not have a problem.

f. Perceived Improvement. SMC 2.53, Mean 2.48. 62% said “a little to much better”

g. Seen within 15 minutes? Given rights? Got meds needed? 

h. Partners consistently lower. Coastal and SMC showed up statistically positive. ECBH and MSC and good results with the largest number of positive responses.
i. Discussion: as providers, we may want to look at where we scored the lowest and then make action plans/strategies.

10. C3 356 Update (Donald Reuss)

a. RHA is occupying top floor and delivering services from 356 Biltmore. Working to create a warm and inviting environment for consumers. People are encouraged to give any feedback to RHA about how to improve the atmosphere. 

b. Peer Living Room will be downstairs. One of the strategies to get ahead of crisis situations. Will be comfortable, have a kitchen. A place where consumers can come and interact with peer support specialists. Will have group and individual. Also for people who want to start engagement who may have not wanted to historically. 10-6 M-F initially, will expand to weekends and evening over time. Currently recruiting Certified Peers. IDD needs have been a big focal point, there is an IDD advisory committee for C356. Series of trainings for all RHA staff on IDD needs occurring. Yes, supporting folks with IDD is part of this.
c. Donald reviewed a slide showing practices within prevention, early intervention, response, & stabilization.

d. FPS will do the Child FBC when Neil Dobbins is vacated. SMC also working with Balsam and in Caldwell, for development of similar centers. There is also some discussion about IDD respite with NCSTART.
e. ABCCM Community Pharmacy, PAP, Indigent Meds, Rediscovered/Repurposed Meds. Medicaid pharmacy will be up in Spring 2016. 

f. Overall goal is one-stop-shop and with goal of ED diversion.

g. Very important that ALL providers are connected & linked to this crisis facility. It won’t just be RHA consumers in crisis going here, but any consumer with any provider in crisis possibly going here. Reminder consumers should have Crisis Plan, with C356 and Mobile Crisis as resources. Suggesting providers schedule visits of their consumers when not in crisis so they can get acquainted and familiar with the facility.
h. There is a longer term goal for EMS to take consumers to C356. Once opened, it will be drop-off for law enforcement for any of the 23 counties. Is an IVC drop off facility.

11. Early findings of the Transition to Community Living independent reviewer (Brad Owen). Summary of Compliance: 

a. Disability Rights of NC Website has the whole report. 

b. For entire state of NC: Failed to address gaps in community based services and supports. Not enough ACTT or equivalent. Provider and MCO deficits. 

c. 2012-2020 plan to have permanent supported housing (own leases). By this year, supposed to have 708 by now (instead of 418). SMC had 63. By 7/1 NC is to have 1166. MCOs are ramping up staff to help with this. SE supposed to be 708, instead of 288. Currently in SMC we have 2 providers getting 133. When SE IPS Fidelity reviews happened last year, 16/22 did not meet fidelity last year, so the clients they were serving couldn’t count. Re-reviews of these providers are happening. Reviewer put pressure on NC housing regarding stock (housing set aside for SPMI). Difference in agreement about 800 units and whether or not they are usable. Each MCO is to submit a housing plan for each SMC county by December – then this will be compared to what NC Housing says. 
d. Tenancy Supports to help people get into a home, stay in home, and integrate into community. Another mandate of settlement. Quadell model provided a 1/month visit covering 100 counties. 
e. ACTT Fidelity in TCL. We initially hit the number that were supposed to be in ACTT. 77 teams serviing 5054. Reviewers said that ACTT and CST are hard to find in some areas.  Want to see a renewed effort for institutional diversion. Housing and Vocational roles not fully implemented which then ties to institutional diversion issues.
f. SMC results: reviewers said that SMC and one other MCO is top performer.

g. Brad’s synopsis will be sent to PAC.

Next Meeting: 
Wed 1/20/16, 10-12:30, WCU Biltmore Park
