This meeting was not recorded. Five members are needed for a quorum.
2/10/2025
Adult Mental Health State Program Standing Committee Minutes
FINAL
[bookmark: _Hlk171344890]Attendance
Members Present: Dan Towle, Lynne Cardozo, Christopher Rotsettis (he/him), Zack Hughes (he/him), Thelma Stoudt, Ann Cooper (she/her)
Members Absent: Michael McAdoo (excused), Bruce Wilson, Marla Simpson (she/they) (excused)
DMH/State Staff Present: Lauren Welch (she/her), Trish Singer (she/her), Emily Hawes (she/her)
Public: Aaron Kelly, Neilah Rovinsky (Mad Freedom Advocates), Rev. Mark Hughes (VT Racial Justice Alliance), Laurie Mulhern
Agenda
· 12:30	Standing Committee Business: Introductions, Review Agenda, Statement on Public Comment, Announcements, Vote on minutes, Debrief Mental Health Advocacy Day, Assign questions for CMC visit
· 1:00	Leadership Update: Commissioner’s Plan for Legislative Session
· 1:30	Break (as needed)
· 1:45	CCBHC Certification Visit: Clara Martin Center
· 2:30 	Draft Recommendation to the Commissioner
· 2:50	Public Comment, Closing meeting business, Plan next meeting agenda

Minutes
Follow-up items highlighted
Meeting Chair: Zack Hughes
Opening Committee Business
Meeting convened at 12:38PM. Quorum was not met. Reviewed agenda. Introductions.
Announcements
· Vermont Psychiatric Survivors in developing a new website here: http://www.vpsvt.org 
Previous Meeting Minutes
· No quorum, so voting to accept minutes was postponed. No edits to the minutes were requested
Topics from the Public
· Topic from the chat: looking forward to understanding plans for outreach and community engagement and plans to address racially disparate outcomes in the Mental Health System.
Leadership Update: Commissioner’s Plan for the 2025 Legislative Session
Emily Hawes, DMH Commissioner (Emily.Hawes@vermont.gov) 
· We are about 3-4 weeks into the legislative session.
· Testimony for budget adjustment. There wasn’t a major ask from DMH for budget adjustment so testimony was minimal.
· Testimony for system of care 101 for new members of legislature.
· DMH is not backing any major new initiatives in the legislature this year. Rather, the department is focusing on bringing initiatives started over the past years to fruition.
· Also looking at strategies to address the workforce crisis such as encouraging staff to work at the top of their licenses.
· Core initiatives for fiscal year 2026 budget: 
· Community outreach and embedded workers, replacing one-off grants (ex: Community Outreach Program at Howard Center) with more sustainable funding. 
· Transitioning some funds from the Division of Substances Use Programs into DMH budget to support integrated and co-occurring services like CCBHC.
· What is the relationship between CCBHC and enhanced mobile crisis?
· These are two separate projects with distinct timelines.
· Enhanced mobile crisis is managed by HCRS who subcontracts with the Designated Agencies.
· There is an opportunity to either include enhanced mobile crisis in the CCBHC case rate payment or not. DMH leadership is still discussing which option will cause least disruption to Vermonters.
· Is there a formal peer ride-along program with the police? 
· There isn’t a formal model in Vermont because we are trying to limit the times that police respond to mental health crises. 
· Some police departments are offering peer ride-alongs, but there is no formal statewide program.
· How is DMH responding to the loss of inpatient mental health beds at Central Vermont Medical Center?
· Over the past year, CVMC was down to one psychiatrist and 8 beds.
· DMH has not seen an increase in the number of people waiting for inpatient beds correlated to the closure of CVMC.
· UVM should be back up to 25 beds in their inpatient units by the beginning of July 2025.
· DMH is also looking into an Access Hub model and/or mental health urgent care as an alternative to hospitals.
· Is there an opportunity for standing committee members to attend site visits for Agency Designation and CCBHC?
· The last time the committee participated on site visits was about 9 years ago.
· The committee feels they are limited in their ability to make recommendations because all materials are filtered through DMH, rather than heard directly.
· Furthermore, the committee is disappointed that several of the last few DA leadership visits to the committee have not included the executive director. At the very least, the committee requested that executive directors be required to attend these meetings.
· Lauren can pull together some data about this to share with Emily for her to decide to use her authority on this issue.
· Commissioner acknowledged the request, but cannot make a decision in the moment. She will bring the topic up with the DMH team.
Public Comment I
· Aaron would like more information about work that Vermont is doing about coordinated specialty care.
Committee entered BREAK at 1:41PM.
Committee reconvened at 1:45PM.
CCBHC Certification Visit: Clara Martin Center
Melanie Gidney, Clara Martin Center Executive Director
Gretchen Pembroke, Director of Adult and Health Integration Services
Christie Everett, Director of Operations
· Zack: Start with an overview discussion with CMC about how their organization has changed under CCBHC. 
· What does CCBHC mean to CMC? 
· Reducing barriers to care. Same day access. No wait list for initial appointments.
· Community integration. Warm hand offs with community partners if CMC cannot provide a needed service on their own.
· Person-centered care. Whole-person care.
· Peer workers across all programs at CMC.
· What does it look like on the ground? 
· New programs at CMC: transition-age youth (16-20 year olds), elder care to support aging clients in the community, wellness focus within the CRT program based on whole-person care.
· How is it different from Agency Designation? 
· Conduct a Community Needs Assessment every 3 years so that all work that CMC does is directly responding to the needs of their local, rural community.
· Integrated care between mental health and substance use. Breaks down the siloed funding model so that services are more broadly available.
· Christopher: How is CMC planning to meet the requirements for new services such as primary care screening, mental health for veterans, coordination with substance use, and peer services?
· Services for veterans: staff are trained in military culture, psych armor training, coordination agreements with the Veterans Health Agency.
· Primary care: added more nursing staff capacity to work on evaluations and medication support. Lots of coordinated with primary care providers such as linking people up with a new PCP, coordinating medication, blood draws. All of these services are well integrated in the electronic health record.
· What services are included under family and peer services? 
· Expanded outpatient availability of peer supports. Peer support workers are trained in Intentional Peer Support.
· Still looking to expand family support work. This is a work in progress.
· What services have changed due to CCBHC?
· What services are in need of further development? 
· CCBHC services are Medicaid funded, so CMC is in conversation with private insurance providers to get CCBHC services like primary care integration accessible for private pay clients.
· Working with Gifford Medical Center to mitigate the changes occurring there. Ongoing conversations about supporting their shared community together.
· There are reimbursement barriers with Medicare, so CMC is advocating at the Federal level. This would improve CMC’s ability to provide co-occurring care and community supports to all their clients.
· How have the different CCBHC grants shaped CMC’s path through CCBHC?
· CMC was the first agency in Vermont to receive a CCBHC expansion grant in 2021. They then got a second grant from the feds to expand services for specific populations such as transition-age youth.
· Simultaneously in 2023, State of Vermont applied for a CCBHC state planning grant. In 2024, Vermont became a demonstration state which includes a federal funding match for state dollars spent on CCBHCs.
· There was a risk to establish new programs and approach new populations in case funding wasn’t sustained. Thankfully, the State’s demonstration status means that those programs can be funded for another 4 years at least.
· Dan: From CMC’s perspective, what are the biggest positives and biggest challenges of CCBHC?
· Clear results of CCBHC include same-day access. Since implementing CCBHC, CMC has eliminated their wait list for services where it used to be a wait of several weeks. CMC’s clinical team feels most proud of this outcome of CCBHC because they know that folks in their community can get services right when they need them.
· Added additional staff with different experiences and allowed for more training opportunities for existing staff. Prior to CCBHC, CMC didn’t have any peer support staff, so that’s a success of the model. CCBHC has allowed CMC to invest in hiring the workforce and supervision for peers.
· Biggest challenge is making the CCBHC model of care and its specialized services available to clients who don’t have Medicaid. The payer mix is also starting to skew away from Medicaid clients, so that will compound the challenge.
· Also challenging to manage required data tracking and documentation deliverables across the requirements of CCBHC, agency designation, and substance use preferred provider.
· Dan: What additional changes are expected to happen in the next year or so?
· Responding to certified peer support requirements at the state level.
· Planning to expand the Community Needs Assessment in the next few years.
· Responding to federal administrative changes.
· There will be service coding changes and payment model changes that occur on July 1, 2025 than CMC will need to be prepared for. CMC is working with the State to make sure they are prepared. 
· Ongoing change management for staff and clients.
· Where is CMC weakest in meeting CCBHC criteria?
· Developing family support services and services for veterans and collaboration with Abenaki community
· Care coordination is constantly in development with community partners who feel different pressures. Needing to finalize formal care coordination agreements with partners.
· Has CMC collaborated with other clinics across the country to develop the CCBHC model? 
· Immediately after receiving their planning grant, CMC connected with the National Council which then connected them to learning collaborative of existing CCBHCs such as one on Cape Cod. CMC has also sent their leadership to many different trainings. Also developed their own learning collaborative within the state with other DAs that are looking to become CCBHCs.
· Christopher: What are some ideas for reducing the administrative burden for CCBHC?
· Right person, right place, right time. Focusing on the client experience and streamlining all the paperwork associated with opening a client’s case. Worked to have masters level staff focus on the clinical interaction while case managers work on the paperwork aspect.
· What are some specific Evidence Based Practices provided at CMC? 
· Person-center treatment planning
· Motivational Interviewing
· Cognitive Behavioral Therapy
· Dialectical Behavioral Therapy
· Medication for Opioid
· Medication for Alcohol Use
· Nicotine Replacement Therapy
· Intentional Peer Support
· Supported Employment
· Collaborative Assessment and Management of Suicidality
· ARC
· Eye Movement Desensitization and Reprocessing
· Grief Counseling
· Wellness Recovery Action Planning (especially for residential staff even though they won’t be covered under CCBHC)
Draft Recommendation to the Commissioner
· CMC seems well versed and well prepared for this transition.
· Chris motioned to recommend Full Certification. Thelma seconded.
· Discussion: has the committee had enough information to make an informed decision? It’s not that Clara Martin Center is lacking, but that there isn’t a clear directive for the committee.
· Three yeses. Two abstentions. Motion passes. The committee recommends Full Certification for Clara Martin Center
Public Comment II
No additional public comment
Closing Meeting Business
Chris motioned to approve January minutes as written. Dan seconded. All in favor. January minutes approved. 
Next meeting: March 10th, 2025
· Introduction to Mad Freedom Advocates: Chris Niall and Wilda White
· Discussion of Committee’s role in CCBHC: Lori Vadakin from DMH
· Review materials for Rutland Mental Health certification.
Public Comment III
Next Children’s Standing Committee Meeting is Thursday, March 6, 2025 from 9am-11am.
Members of the public expressed appreciation for the opportunity to sit in.
Dan motioned to adjourn. Ann seconded. All in favor.
Meeting adjourned 3:03PM.


Appendix
Links
· Vermont Psychiatric Survivors new website: http://www.vpsvt.org
Parking Lot
· Should we be clearer about how many people to invite to designation visits?
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