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In Attendance

DHMH: Morgan Cole (on phone), Rachael Faulkner, Michael Gorfinkle, Brandee Izquierdo, Erin McMullen, Kathleen Morse, Sharon Ohlhaver, Kathleen Rebbert-Franklin, Susan Steinberg, Hawa Tandia and Chrissy Vogeley

Workgroup Members: 
Lynn Albizo (Maryland Addiction Directors Council)
Ann Geddes (Maryland Coalition of Families)
Elaine Carroll (On Our Own of Maryland)
Ann Ciekot (National Council on Alcoholism and Drug Dependence of Maryland)
Herb Cromwell (Community Behavioral Health Association)
Robyn Elliott (Maryland Community Health Systems)
Angela Hipsley (Maryland Association for the Treatment of Opioid Dependence & Maryland Society of Addiction Medicine)
Dan Martin (Mental Health Association of Maryland)
Ellen Weber (Drug Policy Clinic, University of Maryland, Francis King Carey School of Law)

Additional Guests: Chelsea Beaupre, Carmen Brown, David Brown, Samantha Collado, Sheryl Deares, Geraldine Doetzer, Lori Doyle, Steve Johnson, Wendy Kanely, NickyMcCann, Tim Santoni, Catrina Scott, Cindy Shaw-Wilson, Christina Trenton, L. Christina Waddler and Wayne Williams


I. Welcome and Introductions

		Kathleen Rebbert-Franklin, Deputy Director for Population-Based Behavioral Health, Behavioral Health Administration, began the meeting as Chair to the Workgroup, followed by introductions from workgroup members and guests.


II. Review and Approve Minutes from September 26, 2014

The minutes were adopted with no additional edits and will be posted to the Workgroup’s website for reference.


III. Review BHA Draft Regulations

Kathleen Rebbert-Franklin asked the workgroup members for their preference in continuing to review the remainder of the draft regulations line by line or to open for discussion.  It was agreed that the workgroup would review the remaining sections of the draft.  In addition, Rachael Faulkner announced that an email would be sent to the Workgroup when responses to the comments, submitted during the informal comment process, were posted to the Workgroup’s website.
Questions and comments from the stakeholders were raised during the review of the draft regulations including:

· What comes first: accreditation or licensure?
Providers will need to be accredited before applying for licensure.  OHCQ would look at accreditation documentation when issuing initial license, which would be for the same length of time as the accreditation.

· A pre-license survey can be costly if done by accreditation entities.
However, if BHA issues a license prior to accreditation, then a full set of regulations would be necessary and OHCQ would still be required to conduct all site visits, both of which are tasks that the new regulations are intended to avoid.  At the provider representatives’ request, BHA will reconsider this issue, particularly for smaller providers who might have fewer resources to cover this cost.

· Is .07 only for mental health?
Yes.  This section requires the CSAs to visit annually the Residential Rehabilitation Programs and Residential Crisis Services, as is the current process.

· Under .09, what are collaborative agreements and how much control will local entities have?
BHA explained that collaborative agreements for mental health programs are only agreements for the program to collaborate with the local CSA; i.e., agree to cooperate if under investigation, agree to notify of change in contact information.  Local entities cannot refuse a program’s request to locate or relocate.  BHA agreed to include “agreement to collaborate (or cooperate)” in the definitions section.

· Under .09, can BHA include language that requires the licensing agency to notify the provider if the application is not complete?
The current draft includes “may” be returned to the program to provide missing information.  BHA has agreed to change to “shall.”

· In other program regulations, the complaint process is more spelled out.  This includes having inspectors on site, during which they explain any problems they notice.
BHA will review this.

· How do consumer complaints get made and addressed?
It was the intent to include language that provided for notification of complaints between DHMH and the accrediting entities.  BHA will review draft to ensure that this is included.

· Consumers are not generally going to get information on filing grievances through regulation language.  They will receive the information on how to make complaints at intake, and accreditation rules require that the complaint process be posted on site.

· Under .11, how would collaborative agreements fall under this section?
Agreements to collaborate (or cooperate) would be updated every three years.

· Can we call collaborative agreements something else like “agreements to collaborate” or “agreements to cooperate?”
BHA agreed to call them “agreements to cooperate.”

· Will licensure be defined when the regulations are promulgated?
Yes.

· On page 34 under A. (4), .15 A-F doesn’t correspond to anything.
This is a renumbering error.  The correct citation should be .16 A-F.

· Under .16 and .08, there should be inclusion of 42 CFR Part 2 in this section, particularly in reference to storing records, data sharing with the ASO, etc.
BHA will look at including Part 2, HIPPA, and other laws where appropriate.  In response to a question regarding how the stakeholders can give their views on SUD treatment data sharing to DHMH, the AAG notified the workgroup that DHMH is currently looking at 42 CFR Part 2 in relation to the ASO rollout and that they can write to the Secretary if anyone has recommendations.

· Will there be a section in the regulations about sharing data?
There will be a general statement regarding this.

· If an accrediting entity finds deficiencies, how does that fit with BHA’s regulations?
In general, DHMH would defer to the accrediting entity regarding the process for addressing any deficiencies cited by the accreditation entity.  However, it is possible that a deficiency citation might prompt DHMH to request additional clarification from the provider.  In addition, DHMH (or its agent, i.e., CSA) will still investigate any complaints sent to BHA, the ASO, or a local entity.  COMAR10.21.11.18 is intended to allow DHMH to investigate additional issues spelled out in regulations, as well as for programs not covered by accreditation.

· How would consumer complaints be handled?
Accrediting entities have grievance process that consumers can use.  Consumers can also make a complaint to BHA, the ASO and/or local agencies to address issues.

· OHCQ currently has informal dispute process; does that need to be in the regulations?
It does not need to be included in the regulations.

· What happens when a patient makes a complaint?
OHCQ provides information before and after any investigation with the person making the complaint but can only site deficiencies that are in the regulations.

· Do we need anything else in the regulations?
Any gaps workgroup members identify in the regulations can be brought to BHA.

· Not all accrediting bodies are the same.  Are there gaps between them?
Accrediting entities use different words to get at the same result and there is a lot of overlap between them.  OHCQ in collaboration with BHA, will be approving new accrediting entities based on a uniform set of criteria.

· Under .24, civil money penalties are not currently being enforced but this regulation would allow for it if DHMH decided it wanted to use them.



IV. Additional Comments from  Workgroup Members

Following the review of the remaining sections of the proposed regulations, workgroup members had several additional comments, including:

· There is outcome evaluation in the current regulations, but not in the proposed draft.
BHA has several other obligations with regard to collecting and reporting data, which makes it unnecessary and redundant to include it in the new regulations.

· If we take away existing regulations, can we approve new accrediting bodies?
National standards for approving new accrediting entities would still exist after BHA repeals existing regulations.

· Additional terms need to be added to the definitions including recovery residency.

The Workgroup reviewed the proposed timeline handout.  While all programs will be required to operate under the new regulations by January 1, 1017, both sets of regulations will be effective from July 1, 2015 through December 31, 2016.  A stakeholder asked if the various dates from the timeline would be included in the regulations.  BHA will add these before sending for formal comment.  In addition, the timeline will be posted to the Workgroup website along with the draft definitions. 

There were questions about what the “billing regulations” were.  They are currently in the mental health regulations, 10.21.25, and would expand on the regulations that Maryland Medicaid just posted for the new ASO contract.  It was requested that stakeholders be able to review these beforehand.  BHA said that it would refer that request to Medicaid and /or the Secretary.

It was mentioned that the definition for consumer is only for mental health.  This will be changed to behavioral health.

A workgroup member asked that BHA hold an additional informal comment period which would allow members to see the draft with edits and definitions.  It was mentioned that this would help address any outstanding issues, which if made during the formal comment period, could stall the regulations from becoming effective.  BHA will consider whether this is possible.


I. Public Comments

· There are different ages for adolescents in the definitions.
BHA knows this is an issue as the definitions came from multiple places in the current regulations and will address it.

· Encourage including informal dispute process be included in the regulations as not all programs know it is available.
BHA will consider adding it to the regulations that it is available but not required.

· Can there be a workgroup for rate setting?
BHA will take this back to the Medical Assistance and the Secretary.

· What happens to programs already accredited that are up for renewal?
Programs will be able to get a renewal through the deemed status provision of the current regulations.

· Will there be notification to local entities regarding complaints to accreditation entities and OHCQ?
Yes.  Currently this happens because most complaints are referred to the CSAs for investigation and that process will continue.


II. Final meeting

This was the final meeting of the Behavioral Health Integration Stakeholder Workgroup.  All subsequent materials or updates will be sent to the listserv via email and posted on the Workgroup’s website.
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