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Meeting Agenda

Time* Topic Person Decision/Product

10:00-10:05 Review agenda
(Clearly state what needs to be 
accomplished by end of meeting)

Wilma

10:05-10:30 Review team charter and work 
through unanswered components

Betty Will meet weekly Fridays at 8am.  
Finalized goals.  Barney will revise 
and bring to next meeting.

10:30-10:45 Identify 1st Play (may or may not be 
in the order they are presented in the 
Playbook) for team to work through

Wilma Team discussed SCREENING.  S2BI and 
CRAFFT will be utilized in blended 
screener.  EHR modifications to be 
explored this week and discussed at 
next meeting.  Invite BamBam (EHR/
IT guru).

10:45-10:55 Review workplan, revise as necessary 
to be useful going forward and insert 
work outcomes of today’s meeting; 
document assignments/deliverables 
for next meeting.

Fred Updated workplan; FLOW and 
TRAINING to be discussed at next 
week’s meeting.  Invite ad hoc 
members.

10:55-11:00 Wrap up: Review decisions, assigned 
work; set agenda for next meeting; 
set roles for next meeting; evaluate 
meeting – determine if changes 
necessary.
(in future meetings can update 
workplan in wrap up)

Wilma Agenda for Friday Octember 32nd  
Leader: Fred
Timekeeper:  Wilma
Recorder:  Betty
Facilitator: Barney

The agenda does not have to be pri nted and distributed.  It can be written on a 
white board or easel paper.  Just make sure it has these elements: 

Leader: Wilma  
Timekeeper:  Barney  
Recorder:  Fred  
Facilitator (optional): Betty 

* Use actual time to facilitate keeping the meeting on schedule, otherwise a 10-minute block can be stretched because you aren’t
sure when the 10 minutes started whereas it is clearer when it is 3:10 pm.
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Meeting Roles 

Leader:  Leads the meeting - helps the group move through the agenda; not the same as the chair.  

Timekeeper: Keeps group aware of use of time; e.g., if Charter discussion is to end at 10:30 Barney will 
remind the group at 10:25 that they need to wrap up or modify the agenda.

Recorder: Keeps meeting record, including placing names of group members alongside the next steps 
that they “own” [An owner makes sure that the work is getting done, and is probably a 
member of the subgroup doing the work.  This gives the leader one person to contact about 
that action step between meetings.] 

Facilitator:  Not always necessary, best for a large group; monitors the group process as a back up to 
the leader to make sure everyone gets a chance to participate and one or two people do not 
monopolize the meeting.

NOTE: Roles are ideally rotated among team members.
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Site Plan-Do-Study-Act (PDSA) Example 

Change, Test, Repeat: Using NIATx to implement SBIRT 

By: Catherine Ulrich Milliken 
Director, Addiction Treatment Program  
Dartmouth Hitchcock Medical Center, Lebanon, New Hampshire 

Introducing a new practice like SBIRT can be a challenge in any setting. In the Dartmouth Hitchcock Medical Center 
(DHMC) Perinatal Addiction Treatment Program (PATP) we faced the added challenge of implementing a new practice 

across three departments and two institutions. 

That’s where my previous experience with the NIATx model came into play. I was fortunate to be a part of a NIATx STAR-
SI grant in Maine while working for Crossroads for Women (Crossroadsme.org). Over three years beginning in late 2006, 
the ten state-provider partnerships used the NIATx diffusion model to accomplish four goals: build state capacity to 
improve access and retention; build payer/provider partnerships that drive the improvement process; implement payer 
improvement strategies; and implement performance monitoring and feedback systems. 

The incremental and iterative approach that NIATx teaches was key to the success in our SBIRT integration project. We 
used rapid-cycle testing or PDSA Cycles so our change teams could try out a change to make sure it was working and that 
it was an actual improvement.  

Visit the NIATx website to learn How to conduct a PDSA Cycle. 

As I wrote in my last blog post, Integrating Care and Improving Birth Outcomes with SBIRT, we launched the PATP in fall 
2013. By September 30, 2014, SBIRT was fully implemented across all three OB/Gyn divisions at the Dartmouth 
Hitchcock Medical Center.  

Here are some lessons that have emerged from the four Plan-Do-Study-Act (PDSA) cycles we ran to get SBIRT in place: 

Cycle 1: Confidential screening in Maternal Fetal Medicine (MFM) Team  
Perceived barrier: Patient reluctance to separate from family members for screening 
Change tested: Nurses’ perceptions that patients would not want to be seen alone 
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Data: Before: Patients were screened for drug/alcohol use with their family members present, unless they came alone. 
After: Only five of the first 386 patients declined to be seen alone (and therefore were not screened.)  

Results or lessons learned: Sequestering patients is much easier than anticipated, and provided unexpected 
opportunities for disclosure of a number of important issues, both substance-related and not. 

Appendix B




