
Department of Health and Mental Hygiene

Behavioral Health Administration

Opioid Treatment Program (OTP) Quality Improvement Workgroup 

Minutes for June 28th, 2016
Attendees: K.Rebbert-Franklin, BHA  C. Trenton, BHA, L. Burns-Heffner, BHA B. Page, BHA F. Dyson, BHA M. Donohue, BHA; Elaine Hall MA; J. Adams; H. Ashkin;  M. Currens; S.Drennan; Y.Israel; D. Madden; A. Mlinarchik; J. Severn; R. Smith; K. Stoller; V. Walters; C. Watson; A. Winepol

On Phone: R. Brooner; M. Terplan; B. Wahl
1. Welcome and Review/Approval of Draft Minutes from May 24th, 2016 - No corrections noted. Minutes will stand as approved.

2. Brief re-iteration of the 2017 peer-led OTP Quality Improvement Project spearheaded by On Our Own of Maryland’s MARS Maryland 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. No identifying information will be included, just general themes specific to what consumers view helpful and harmful to their recovery process. Findings will be provided to workgroup. There was general agreement about the value of the project, with requests for programs to be able to see specific feedback about their programs, in aggregate, for QI purposes. Concern was expressed about patient confidentiality and need to check with IRB process or Legal Action Center prior to interviewing clients. Questions were raised about purpose of project and distribution of results, which was answered as informational, with potential for state or local policy changes and with distribution to all interested stakeholders. The prior report will be distributed to the group as a model for the new project and the questions re confidentiality and program specific feedback will be addressed. 
3. Review of Draft Criteria for New and Existing Program Criteria related to Management of Large Volume of Patients document

This and one more meeting will be devoted to the review of this document, which has been revised into two sections, one for practice standards & criteria with monitoring/measurements mechanisms and implementation considerations, and a section for areas that would be highly recommended, and for which there will be a set of Guidance Documents. 
Positive Community Relations- 
· Some of the items previously in this category were moved to the Guidance Documents section. 

Physical Facility Management-
· Comment that having a policy and procedure may not be enough, the Method of Measurement may need to be “are they clean?” Suggestion included adding spot checks by state as a method, quarterly audits or unplanned visits, logs of inspections noted during LAA visit/BHA visit.  The same point was brought up for Safety and Security section (skipped to next page). 
Safety and Security-
· Comment that camera & lights are not required of any other program. Programs may have them, but they are expensive, and may not be able to have it at all facilities. Not a bad thing, but may not be able to make it mandatory. 
· Discussion on pro of usefulness to police for crime solving, and con for those without the network infrastructure to support its use, as it can slow internet and disrupt electronic access to dosing information. 
· Community representative noted that every business is asked to have lights and cameras, particular for morning hours.  
· Question as to could it be optional. 
· Consensus seemed to be to want to see an effective policy and procedure on safety and security-mandating lights and cameras may be too specific, but have a QI process for any safety/security issues that arise. There is also a need for overlap and coordination with local police, which is discussed in Guidance Documents section. It was noted that what is a specific problem in one setting, may not be applicable to others. Therefore, responses need to be individualized, using all community players to yield positive results.
·  Individual Good Neighbor Policies can also address specific concerns. LAA can be the tool to bring people together.  
Patient Flow Management (loitering) Pre-Service-
The Criteria for sufficient indoor waiting space came from a specific issue of a program not having e sufficient indoor space, which led to large gatherings of patients outside prior to service. Other Criteria areas that flow from above address dosing windows, hours of operation, etc. It is important to note that it could be a violation of CFR42 to have patients waiting outside for service. 
· A comment was made that lack of loitering should be the standard, and that a policy and procedure may not be a sufficient measurement. We need a clear measurement-Is their loitering or not? 
· Discussion occurred on indicators- what would we look for? Space, windows, etc. needs vary every day. Make space available as needed, have staging areas. It would be the programs responsibility to have a plan to manage patient flow on regular basis plus in unusual situations.  Suggestion was made for programs to expand hours as needed.  
· A comment was made that programs can’t control clients arriving before program opens.
·  Much has to do with having enough staff. 
· What is expectation regarding waiting-none, a few? If adding spot checks, what are expectations? 
· Consensus on idea that no-one should be forced to wait outside for services due to lack of indoor space with possible addition of bullet for “spot checks” by LAA/BHA.  
Patient Flow Management (loitering) Post Service -
A lengthy discussion was held on the issues related to, and potential solutions to clients “loitering” on and off premise of OTPs post services. The following are comments and suggestions made from various members of the workgroup. 

· It is a complicated issue, multi-factorial. What strategies can we employ?  
· There should be very clear expectation re arrival and departure. Programs could schedule additional groups, bring in significant others, assist with employment, etc. If these methods don’t work, may proceed with established consequences (which may include discharge). 
· A caution was expressed about dismissing patients who use program as safe haven. Counselor should recognize and address loitering as a therapeutic issue, vs throwing the person out.  
· Programs could choose to create a space on-site for recreation, like a RCC, but could also refer to them as well. 
· Discharge should not occur lightly, only after therapeutic interventions have been exhausted. 
· Another reason to have clients leave is for their safety, so they are not targeted by drug dealers outside of programs. 
· Suggestion to make bridges to other programs you can’t provide. For example, MARS does linking using peers as part of their project. On our own of Maryland is a potential support. 
BHA asked what can state and local do to address the problem on system level?  Should measurement for this standard be the absence of loitering as well? 
· It is a complicated process. Correction:  We can’t have the expectation of absolute lack of loitering, but rather the lack of significant loitering. . OTPs must take an active stance. 
· Another suggestion related to specific for getting a time slot for dosing. A comment was made regarding having tried scheduling people within an hour time frame, and getting complaints re availability. Assigning one time slot may be too arbitrary, things change week to week.  
· Time slots can be used to help provide structure and be therapeutic. Loitering is highly correlated with unemployment, and lack of structure. One program implemented a treatment goal for all new admits to be engaged in meaningful activities of 15 plus hours per week. If unable/willing to do so, they are advanced to higher level of care until they achieve this goal for prosocial constructive behavior. This should be an expectation of treatment. A question was asked as to compliance with increasing levels of care? Would it result in transfer or discharge if not achieved? -Yes, clients tend to transfer themselves first though if not willing to increase care.  It is also important to try to re-engage within first 30 days of leaving program. 
· What about issue of loitering off site?  How do you extend that reach? Program policy can cover wherever it is happening, on or off-site. 
· How is that monitored? Walk around, take pictures? That may be too staffing intensive. 
· Having Peer groups could help resolve issues. 
· Is it the programs responsibility to monitor other areas? 
· A suggestion was made for use of off duty police to patrol around perimeters. This is expensive; concerns about safety of staff to go off grounds were also expressed. 

We need a systems solution to this issue-what can LAA do to help? 
· BHSB brought in the local police department, to advise clients of the importance of not loitering, and to address safety issues. It’s important to get everyone to the table to discuss and problem solve with each individual local situation. 
· Frederick is working with law enforcement/peer connection. Take peers out of waiting room and into the community. 

Final questions were could we hold programs responsible for their immediate vicinity? And if so, what does that include, across the street, etc.? How does the system engage about the problem? Should we focus on the expectation of advancement of productive activities? There is a need to look at the other end, where people are going to go.
4.  Assign Tasks for Next Meeting
· BHA to revise Draft New and Existing Program Criteria based on discussion from 6/28/16.

Next Meeting: July 26th, 2016 @ 1:00 Dix Building

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

August 30th, 2016

September 27th, 2016

October 25th, 2016

November 22nd, 2016

December 20th. 2016


