Behavioral Health MIS Workgroup
Meeting Notes, January 24, 2002, 2:00 PM MST

Participants:  Norm Bell, Linza Bethea, Lori Butcher, Don Carter, Theresa Cullen, Connie Hunt, Joy Klundt, Dave Sprenger, Peter Stuart

Action Item List Review (see updated matrix)

Key activities in the past few weeks have included:
· Extensive rewriting for various GPRA indicators, including RTC and data collection and reporting indicators 
· RTC indicator was drafted by Terry, Dave, Pat and Peter – ** Terry will circulate to group for comment (NOTE: distributed 1/24/02) – comments to be provided directly to Wilbur by 1/25/02

· Draft Statements of Work (SOWs) and Task Orders (TOs) for Battelle, DBSCI, and Cimarron Medical Informatics (CMI) were prepared and sent to Art Gonzales, ITSC Project Officer.  These covered contractor activities including modeling existing applications and requirements for integrated application, planning for and facilitating formal requirements analysis, coordinating the COTS/GOTS evaluation process, additional system changes to Navajo Behavioral Health application, and design and development of graphical user interface for Navajo BH app.
· Received all information assigned at December meeting to expand minimum data fields (see revised)
· A detailed schedule has been revised and posted to the Links & Docs site
http://www.ihs.gov/misc/links_gateway/sub_categories.cfm?sub_cat_id=06020903
Schedule Review
The following schedule of key activities was proposed to the group and discussed.

1.
Wed or Thurs, January 23 or 24: teleconference to review and approve minimum data set and to review the schedule 

2.
week of March 11:  face to face meeting (2 or 2-1/2 days):  


a.
Day 1: Interim Solution, to include: reviewing and finalized template design, requirements for database design, preliminary ideas for deployment plan, preliminary requirements/usability for GUI screen design with DBSCI


b.
Day 2:  Preliminary Requirements for Integrated BH App to include: discuss requirements analysis process with Battelle; identify and document known user issues with existing systems; preliminary id of COTS; start some basic requirements analysis (for Battelle to use to develop use cases/scenarios)

3.
mid April (or 4 weeks from meeting #2): teleconference to discuss preliminary use cases and scenarios and other requirements assumptions

4.
week of May 13 (or 8-10 weeks from meeting #2): face to face 2-1/2 days: 

a.
Days 1 & 2: Facilitated, formal requirements analysis session with Battelle


b.
Day 3 (1/2 day): WG can also review alpha version of GUI and review and approve deployment plan

5.
mid-late June (or 4-6 weeks from meeting #4): teleconference to review Functional Requirements document

6.
mid August (or 4-6 weeks from meeting #5):  teleconference for preliminary evaluation of COTS against model

7.
mid-late September:  if needed, face to face to formally evaluate COTS against model and/or make decision about in-house development of Integrated BH Application;  also could review final version of GUI and user materials

Discussed specifically the next meeting, proposed for mid March, and trying to balance potentially competing needs:  i.e.,  if we plan far enough ahead of time for people to work the meeting into their schedules as well as ensure that the contractors are on board, will the WG feel that we are losing momentum.  The group felt that it would be safer to select a later date than March 11.  Some specific dates were discussed; various individuals had previous commitments.
** Linza to send out an e-mail with various dates so that entire group can vote.  (NOTE: e-mail distributed 1/29/02)

** Wilbur to request meeting approval from IHS/HHS

Dave asked whether we could still meet a June deadline for GUI if the next meeting slipped a couple of weeks.  Based on the existing detailed schedule, we should be able to have a GUI ready for alpha testing in June assuming that contractors are able to start work by mid February (this is a big assumption and one that no one has any control over except the Contracting Office).  If the meeting is later, the contractors will do more “pre-work” and we made need to have another conference call.
Review Minimum Data Fields
Visit Data/ Encounter Data
· What identifier data do we need (name, SSN, etc).  ** Terry to check with Timothy Mayhew about which fields are being used to identify duplicates with the new Master Person Index (MPI) so that we can be consistent.  [Note: up to 11 fields will be used when initially populating the new MPI and assigning a unique identifier, to ensure that duplicate records are identified.  The top five from the MPI list are: Name, DOB (MPI includes time), Gender, SSN, and Tribe Membership and/or Tribal Enrollment #]
· Some discussion about using SSN.  SSN and any other info that can uniquely identify a patient will be used for identification at the site only and is not transmitted for national data collection.  The minimum data fields being proposed are for data collection at the local level.  Data fields for transmission to a national data warehouse are as yet to be determined.
· Provider discipline: Regina identified discipline names related to BH from the standard RPMS provider discipline list.  Peter and others noted that there are many appropriate categories that are not on the IHS list (for residential and hospital specific, e.g., houseparents)
· Are billable categories needed?

· how to distinguish licenses, credentialing, other

· Who “owns” the RPMS list – how can other categories be included?  
** TC to check with George Huggins, the RPMS DBA

· When possible, need to keep the list in synch with RPMS list for consistency and data comparability

Clinical

· Discussed b. Diagnostic groups, proposed by Peter – how many levels needed – want to be accurate and meaningful, balanced with easy to use

· Don’t offer “Other” option when can be avoided, as that tends to become the default

· Add Domestic Violence to b.

· First part of d. Suicide List fields is already captured under b.
· Second part of d. Suicide Intervention: add 7. Incarceration (or Other Institutional Placement)

· Social work input is needed -- ** TC to have this reviewed

Health Factors

· Discussion about whether this was relevant, can the information be pulled from POV?  Is it too much data to expect the provider to input?  Should other categories (child abuse, substance abuse, etc) be included?

· Group determined to leave as is (tobacco and domestic violence) since these are GPRA indicators

Outcome Data
· Refer to as Assessment

· Discussion about GAF – not a good tool but may be only available

· Still need “translation” of GAF for use in application

Encounter

· Add Crisis Management to c. Type of Service

· [Note: new suggestion 1/29/02: add Psychological Testing to c. Type of Service]

Unmet Needs

· Discussed proposed definitions for b. 3 & 4.  A shorter version was proposed: “Appropriate outpatient services not available”

· Use additional pick list for four or five key reasons why “not available,” such as “lack of funding”

· [NOTE: updated input from Joy 1/29/02:  “The following are the codes in CDMIS why a client did not go to inpatient treatment when recommended the "difference reason".  Clients Choice 10, Counselors judgment 9, court order 19, facility not available 1, in jail 7, lack of funding 11, other health care priority 5, person refuses treatment 6, unable to leave children 4, police/social svcs placement 20.  Of course the list could be shortened perhaps to the 4 main reasons decided upon by the psg committee.  By keeping track of why people don't go to treatment would give us stats on lack of funding etc….”
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