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Meeting Minutes

Agenda Item 1 - Call to order

Call to order by Brain Castrucci at 11:05 am.
Agenda Item 2 - Roll call

Members were asked to introduce themselves and the organizations they were representing.
Agenda Item 3 - Welcome and Introduction
Mr. Castrucci opened the meeting with the announcement that he would be leaving the group and had resigned from Department of State Health Services, and that for his role on the committee he did not have a formal replacement.  He named Kim Wilson as the current MEDCARES contact at DSHS. (NOTE: It has been decided that until a new OPDS director is hired Jamie Clark, OPDS interim director, will be the leadership representative for OPDS.)
Mr. Castrucci reminded the committee of the need to move quickly toward next steps, so that potential awardees have as much of the 24 months time frame as possible to spend the funding. 

Mr. Castrucci reminded the committee that in the interest of competitive fairness it was necessary to maintain an absolute pristine separation between members of the committee participation in the broad shaping of RFP and the actual and grant awarding and contract development processes.

The floor was given to HMA representatives, Kim McPherson and Melissa Rowan to begin their presentation.  (Discussion started with Agenda Item 6/7 followed by Agenda Item 4).
Agenda Item 4 - Discussion of Health and Safety Code, Chapter 1001, Subchapter F

4.a.  Discuss roles and responsibilities
Mr. Castrucci clarified that DSHS is responsible for creating the mechanism to get funding to the recipients and for encouraging collaboration amongst them.  The MEDCARES Advisory Committee is responsible for determining what criteria should be met by all award recipients.  Per legislation, the Advisory Committee is also required to assist DSHS with a report to the governor and legislature regarding grant activities and outcomes.

4.b.  Identify major deliverables and timelines
This topic was discussed in more detail later in the meeting.  (See Agenda Item 8)
4.c.  Answer committee member questions
Questions were responded to throughout the meeting.  The set Q&A period during this agenda item was not utilized.
Agenda Item 5 - Presentation on the Texas Department of State Health Services Contracting process
Jana Richardson presented on the basic contract development process at DSHS.  The group received a hard copy of the slides. (Attached titled_ MEDCARES-DSHS Procurement and Contracting Process)

Jana spoke to the slides and explained work plans, performance measures, Quality Assurance Plan and answered questions about evaluation teams and review processes.

The standard time frame for the RFP process is 9 months to a year (including the RFP development, posting for at least 30days, evaluating/scoring, contract negotiation, and contract development.)

Contract Development timeframe is about 40 days. Contractor can not bill for services until the funds are encumbered and the contract is fully executed.  The RFP Schedule of Events table is the last slide.

Jana gave advice on when the committee can convene for other duties during the awarding process.

Brian indicated that for an RFP to be posted by 2/10/2010, based Jana’s timeline normally the RFP really would already have been done.

A dialogue developed about what the RFP was actually purchasing. Specifically, what did “capacity building” mean to each member - was it more physicians, more training, more sites, etc.?  Several members offered that more of their salaries could be supported while they continued and expanded their services toward more comprehensive and some non-insurance covered services for abused children. Members gave examples of things that insurance doesn’t cover, like expert testimony.
Agenda Item 6 - Presentation on the infrastructure, training, and educational needs pertaining to child abuse and neglect identification and treatment
This topic was discussed in more detail later in the meeting.
Agenda Item 7 - Discussion of grant options and review of information presented
Kim McPherson and Melissa Rowan began by explaining their report on MEDCARES implementation consisted of recommendations for this biennium assuming this will become a multi-year process (with accomplishments at each level of the project that lead to the desired end product of an organized state-wide system) and a base appropriation in the Legislature.  The report contains suggestions; laid out like a grant solicitation. (Report is available upon request)
Ms. McPherson stated the report and its ideas may resonate with some and not with others, but it should help capture the conversations in framework that could be discussed and further refined.  The report was done to help “kick start” the process from a very large task with a very truncated time line to a discussion on the report of ideas, concepts and recommendations of everyone who was interviewed.  The report was built on the existing recommendation of Pediatric Centers of Excellence Advisory Committee, Requirements of Senate bill 2080, and interviews from the colleagues around the table.  Ms. McPherson and Ms. Rowan used standard set of questions for all interviewees and subsequently added ideas that were brought up while interviewing.

The committee began conversation around the distribution of the PCOE sites across the state: mature programs versus program’s “catchment” areas.  Dr. Glomb asked how the grant process would pick the areas of the state that would receive the funding.  Ms. McPherson suggested that the grant applicants could define their own geographic area. It was noted that DSHS regions line up well with the existing centers. 
Dr. Cox and several members agreed that the state would be most successful in growing their own physician/specialist (as opposed to hoping to recruit out-of-state), since for every fellowship trained Board certified graduate, there are at least 6 programs waiting to hire them.  
The Committee discussed distinctions between Levels 1, 2, 3, and 4, as explained by Ms. McPherson and Ms. Rowan, and the natural pairing that could occur between more mature programs and smaller budding programs. Ms. McPherson elaborated more on the idea of a technical assistance partnership and/or a mentorship that could become part of the requirements for the more advanced level sites.

Other relevant recommendations included offering a 25% percent match (in kind or cash), ensuring coordination among grantees for information sharing/dissemination, and efforts to avoid duplication of services in a region by having grantees define their areas of expertise (i.e. one entity per area can do CPS training).
The importance of inclusion at all “expertise” levels was discussed when determining how to construct the contract for MEDCARES funding.  Ultimately, the goal (as expressed by the HMA report) is to get the services to the communities that need it most, however those communities are defined, but for awhile the grant should heavily favor the regions/communities/entities that already have a good program. The design of the contract should encourage technical assistance partnerships that, over time, help the other less represented communities get on the fast track to becoming a Level 1 or 2 program. Using this strategy when determining how awards will be distributed will help ensure the long-term goal of having state-wide coverage by a network of organized professional highly trained with the specialized skills to assess, diagnose and treat child abuse.

Consideration was given during the interviews to allow communities with less-structured programs to provide feedback.  While several showed interest in having these types of resources, they admitted that even with proper funding they were not in a position yet to use the money.

The Committee agreed on a need to be flexible at each biennium cycle.
The existing Level 1 and 2 centers (as proposed by the SB758 Advisory Committee based on PCOE designations) were identified as approximately 7-8 locations throughout the state.  Dr. Edwards stated that whatever level a program gets designated, the goal would then be that the institution would gain some credibility with this official designation to then secure additional funding - perhaps federal funding and other community resources. Others agreed that this would be optimum.
Discussion moved to the question of whether or not the legislations intention was to include sexual abuse in the definition of abuse and neglect (as sexual abuse funding can come from multiple/more available sources).  General consensus was that the funding could still be used for improvements in sexual abuse assessment, diagnosis, and treatment. Limited resources greatly dictate the amount/type of care provided in certain areas - areas with higher level expertise and resources are not only assessing, diagnosing, treating but have moved to prevention through risk assessment. Consideration must also be given to serving children placed in foster care or other out-of-home placements because of abuse allegations.  The group agreed that the legislation is rather vague about this area but that it would allow them to add these considerations in the development of the program.  

The recommendations from HMA encouraged the award amount to be open and potential grantees would just submit their budget for review. In addition, the solicitation document (later determined to be an enrollment) include a very broad list of activities that would be funded (i.e. research, training, prevention, and outreach) along with a list of ineligible activities. It was proposed that the some activities be REQUIRED of all proposals. Additional recommendation was that in the budget narrative the proposer be ask to prioritize their activities. 

Discussion turned to an enrollment versus an RFP since the criteria was becoming more specific than an RFP would customarily allow.  An enrollment is a non-competitive contract that would allow those entities/programs meeting the initial selection criteria (i.e. Level 1 and 2) to obtain an equal amount of funding to grow their own programs within the confines of the criteria spelled out in the enrollment.  It’s estimated that 7-8 sites qualify as a level 1 or 2 facility.  The primary criteria for funding would include any activities related to the assessment, diagnosis, and treatment of child abuse and neglect.  The group agreed that another aspect of the enrollment should include a requirement that each applicant partner with a basic program (level 3) and outline a mentoring plan for that basic program to ensure that it would be capable of expansion in the future.  For the second year, a suggestion was made that the primary programs (level 1 & 2) resubmit their proposal and a new competitive RFP would be created in hopes that the “spokes”, or level 3 programs, would apply for some funding to grow their programs.  This arrangement would allow for less funding for the primary 7-8 programs, but could potentially provide “start up funds” for those lower level programs that have been mentored previously by the higher level programs.
Contractors (i.e. awarded programs) would participate in cost reimbursement system - they send in monthly request for reimbursements and monthly reports detailing the progress they are making on the work plan portion of their contract.  As the year progresses, contractors will be monitored to assure they are spending the money appropriately.  Reallocation can occur at mid-year if needed.

The group decided on an enrollment for this biennium.

Agenda Item 8 - Set meeting schedule and deliverables timelines

Subsequent meetings will primarily be held by conference call with face-to-face meetings scheduled on an as needed basis.

Timeline
· Mr. Castrucci and Mrs. Wilson will schedule a meeting with DSHS Contracts to determine the feasibility of a first year enrollment with subsequent RPF.

· Mr. Castrucci will begin work on the enrollment application/requirements.  A draft procurement document will be complete by mid-December.

· Tentative deadlines for completion are as follows:  Enrollment and procurement docs – Feb. 1, 2010; contract submission/approval – Feb.-June 2010; start date – June 1, 2010.
Agenda Item 9 – Adjournment






Next Meeting Date:  TBD 

