Department of Health and Mental Hygiene

Behavioral Health Administration

Opioid Treatment Program (OTP) Quality Improvement Workgroup 

Minutes for May 24th, 2016
Attendees: K.Rebbert-Franklin, BHA  C. Trenton, BHA, L. Burns-Heffner, BHA B. Page, BHA F. Dyson, BHA M. Donohue, BHA R. Faulkner, BHA; Elaine Hall MA; James Pyles, DHMH; M. Aghevil; R. Aramelli; H. Ashkin;  M. Currens; J. Formicola; D. Hodge; B. Imanoel; Terry for Sister Israel; N. Jones; D. Madden; N. McLeaf; A. Mlinarchik; Y. Olsen; R. Smith; B. Wahl; C. Watson; A. Winepol

On Phone: R. Brooner; J. Sperlein; V. Walters

1. Welcome and Review/Approval of Draft Minutes from April 26th meeting- No corrections noted. Minutes will stand approved if no correction by 5/31/16.

2.  Announcement regarding 2017 peer-led OTP Quality Improvement Project spearheaded by On Our Own of Maryland’s MARS Maryland Project. – A new project similar to “What Helps, What Harms” will be undertaken by On Our Own related to services provided by OTPs. Project leaders will be reaching out to MATOD for assistance and to collaborate in near future. Project will begin during the summer, and last over the year. BHA is looking forward to being able to share information gathered in this project. No identifying information will be included, just general themes specific to what consumers view helpful and harmful to their recovery process. 

3. Review of Draft Criteria for New and Existing Program Criteria related to Management of Large Volume of Patients document

This and the next meeting will be devoted to the review of this document, which details a list of practice standards, specific criteria pertaining to those standard or theme areas, who they pertain to, monitoring/measuring mechanisms, implementation considerations and data sources. These items pertain to specific aspects of quality standards relating to management of large volume of patients. Each criterion will be reviewed with an eye to monitoring/measurements mechanisms and implementation considerations.  

Question-do we plan to prepare a revised good neighbor agreement? Yes we sent out an example from materials provided to us, not meant as an official recommendation).
Areas Reviewed (from Draft New and Existing Program Criteria document)- BHA comments or responses are in parenthesis.

Positive Community Relations-
Comments/Questions:  
· Policy/Procedures for addressing community concerns are already an accreditation requirement and is being done. Citation for need for community surveys as part of accreditation will be provided (Josh for TJC & Marian for CARF).  (Although criteria may be a duplication of an accreditation standard it should still be included if we value this criteria). 

· ?-How is this currently or will be enforced? (BHA & Accreditation, if found lacking, a program could lose its license).

· Suggestion that there is a two way responsibility for community and program to participate in community relationships. This criterion is for programs, but there is a mention of documenting concerns and resolution efforts, Suggest all criteria speak in terms of mutual respect and cooperation, OTP and Community should be able to be interchangeable terms within expectations.   
· These criteria should not be specific only to OTPs, OTPs don’t exist in vacuum, and there are many other programs within communities. (Agreed, that is just where the focus is now). 
· We should have some kind of process in place for complaints/appeals, like a grievance committee.

Serve communities-

Comments/Questions:  

· Naloxone education is natural inroad to invite the community in.

· Would add idea of providing available conference rooms to be community for special events. 

· Regarding providing medical screenings, need to consider budgetary concerns for security and staffing for afterhours clinics if aren’t already providing primary health care. Also concerned about liability issues, and responsibility for ongoing care for any issues identified. 

· (These are some significant reasons to not require this criteria, this grouping may be very specific to each programs as to what can be provided). 
· There are a variety of things that can be done, such as holding programs for families of addicted individuals. 

· Consider community partnerships for these items, on or off site, health fairs, etc.

· ? - Are we talking about monitoring from LAA or state level? (Both possibly, depending on how this gets implemented).

Reduce Stigma-
Comments/Questions:  

· Really like all criteria examples listed. 
· This area is not required by accrediting bodies per say, but programs are required to document community involvement outreach, participation in health fairs, etc.  Not specific to stigma reduction, but contains same types of items related to community education.  CARF has community relations and concerns all as part of one standard. There’s a pretty wide definition of community, including politicians, etc. 
· Another way to reduce stigma is to consider incorporating drug free family & friends coming in to program to learn about treatment methods, research.  

· ? Clarifying meaning of acronyms for MAT, CARF, etc. 

· Getting more requests for services for older individuals. OIC commercials have reduced stigma-something to learn from this as far as community education? (That may be responsibility of state for PR campaigns, etc.) 
Community Liaising-
Comments/Questions:  

· Howard volunteered to see if accrediting bodies require a policy regarding community and program representatives attending each other’s meetings and sitting on each other’s boards. 

· CARF requires having community members on board.

· ?- Could LAAs make the introduction?  
· There should be a third party to assist in disputes

The next four areas (Physical Facility Management, Sanitation, Loitering, & Safety/Security) all referenced Use of Good Neighbor Agreement as criteria. A discussion was held as to whether there were other vehicles which should be used instead of a good neighbor agreement? Concern was expressed that OTPs may not find these agreements to be palatable, and they may be actually detrimental to programs/community relationships in some areas without problems. 

Comments included:
· The details don’t belong in regulations, details come at community level. 

· (Do OTPs find the agreement idea palatable?) Depends on process, details of what is included, the two-way street nature of agreement, not being one sided. Just having the agreement doesn’t ensure the relationship. 

· Agreements should not be used as a weapon. Need to find balance. 
· The agreement should have intent, and directionality

· Good neighbor initiatives to lead to an agreement. Initiatives are in absence of partnership.  The intent of agreement is document partnership. 
· Concern about being held to unreasonable expectations due to past experience with good neighbor agreements.  Having patients being harassed is not neighborly either, there needs to be a two way agreement. Good Neighbor Agreements leaves a bad taste in both mouths. Is it the right vehicle? Mandating an agreement in an area without issues may end up being harmful if already have good relationships? 
· Key is to finding good partners, it takes time to win out the torch and pitchfork folks. Everyone coming to table to find out problems and find solutions. 

· (Across spectrum of programs there may be differing needs, setting specific. It may be sufficient to say there needs to be an agreement, whether it is written or not. We don’t want to create a problem if there isn’t one. Would not need for a Good Neighbor Agreement to be in regulations, would recommend it within a guidance document). 

· Key is to make it general enough, form will vary. More of a community agreement? 

· (Caveat may be that we end up with something at end of the process that not all people will like. We may not have all things be totally flexible for individual responses. These will be our recommendations).

· Whatever recommendations we make, we have to respect the ADA. Like a guidance tool vs regulatory statute. We need to be able to insert the term “medical practice” as a guide, where OTP is so we are not asking anything of OTP we would not be asking any other large volume medical practice. 

· Would hope that Good Neighbor Agreement never be codified, that would require arbitration to prove if agreement was broken, etc.
· Wondering how it is described in CARF?  Josh stated –there isn’t a loitering policy in accreditation standards, but does have expectations regarding community relationships. 
Comment about dual enrolled patients causing more issues, and needing a system to identify them.

· Clarification from floor that an agreement may be ok, would like to see group work on something together.  

Additional comments: 

· Can we get a list of good practice things that are occurring already-if working would not have to recreate the wheel?  

· One powerful thing was to change weekend hours for medication. Hours were overlapping church service hours. Changed hours and community problems were resolved. Example of local solution specific to one community. Simple things can put us in a positive direction.

· Program directors may not have final say, have higher level management that makes decisions re policies etc.

· Remember that with ADA we don’t have control over zoning or parking necessarily, which confirms need to not make anything too specific so can be enforceable. 

· Offer of a sample Loitering Memo. 
· Could we have an attachment of Best Practices?

· Programs needs to take a look at the reason people are loitering. People may be loitering to have a safe place to be, or while waiting for family members inside. (Agreed, how loitering is addressed is the issue). 
· Bring back patient advisory committees or steering committees to assist people who are in treatment
· How can we meet that need? Use of Peer counselors?

4. Assign Tasks for Next Meeting
· Designated Workgroup members to look up specific accreditation body regulations related to Positive Community Relations. 

· BHA to revise Draft New and Existing Program Criteria based on discussion from 5/24/16.

5. Next Meeting: June 28, 2016 @ 1:00 Dix Building

Remaining Meeting Dates (all @ 1:00pm):

July 26th, 2016

August 30th, 2016

September 27th, 2016

October 25th, 2016

November 22nd, 2016

December 20th. 2016

