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Executive Summary

Overdose is the leading cause of accident-related death in the United States. The vast
majority of these overdoses come from a combination of prescribed opioids and heroin.
As we have watched the opioid crisis worsen over the last 10 years, we have reached a
point where the treatment system, in its current state, can no longer handle the volume
of patients needing care. Opioid use and overdose have been increasing in California,
though the rates of use and overdose are lower than in many states.

Understanding this reality, the federal government has allocated billions of dollars to
states to build appropriate systems of care for patients with opioid use disorder (OUD)
and other addictions; including the State Treatment Response (STR) and State Opioid
Response (SOR) grants. The California Department of Health Care Services (DHCS)
received STR and SOR grants which are being used for the California Medication Assisted
Treatment (MAT) Expansion Project. This initiative aims to serve an estimated 290,000
individuals with Opioid Use Disorders (OUD), prevent drug overdoses, and treat OUD as
a chronic disease. Health Management Associates (HMA) received SOR funding from
DHCS to focus on developing predictable and consistent transitions of care to sustain
addiction treatment as individuals’ transition from locations such as emergency
departments, jails, primary care clinics, the community at large and/or inpatient hospital
settings. Ten counties across California were selected to participate in the Transitions of
Care project based on need and capacity within the county. The Transitions of Care
project: 1) engages stakeholders in each selected county in a two-day countywide
process improvement event and; 2) subsequently provides 12 months of ongoing
technical assistance to support the county in achieving their ideal future state for
addiction treatment. Humboldt County, one of the 10 counties selected, participated in
a large-scale process improvement event on June 19" and 20th, 2019 that included
members from different aspects of government, healthcare, addiction treatment, law
enforcement and those who pay for that treatment. During the event, attendees
participated in intense work sessions with a focus on identifying current treatment
processes, barriers and gaps in these processes and a future state treatment system to
support transitions of care for Humboldt County residents in need of addiction
treatment and support services.

The Humboldt County Department of Health and Human Services, Behavioral Health
Services Division, the Humboldt Independent Practice Association (IPA),Rx Safe
Humboldt, North Coast Health Improvement and Information Network (NCHIIN) and the
Humboldt Community Health Trust partnered with HMA to convene stakeholders and
examine the disease of addiction and evidence-based treatments, and to conduct an
evaluation of the entire addiction treatment system in and around Humboldt County,
CA.

The two-day event concluded with the development of a group-based consolidated
vision of the future state that includes, use of the World Health Organization’s (WHOs)



ASSIST (Alcohol, Smoking and Substance Involvement Screening Test) screening tool for
all populations needing assessment. Humboldt County collaborating agencies are in
agreement on the need for future development and use of a standardized countywide
release of information form that satisfies 42CFR Part 2. The Humboldt Community
Health Trust will conduct additional stakeholder engagement to arrive at a common
form for countywide use for sharing and release of information. The participants
identified three standardized universal screening forms for use countywide that vary by
the populations being assessed. They include the NIDA 4 for Adult Populations in clinical
settings, the CAGE-AID for Adult Populations in social care settings, the 4P’s for the
perinatal populations and NIDA 4 plus a Marijuana screening for adolescents while
additional community conversations are held to ensure appropriateness. These
screening and assessment tools d as well as the American Society of Addiction
Medicine’s (ASAM) criteria for level of care placement. This coupled with the didactic
training of all parties involved will yield one of the most comprehensive and easy-to-use
addiction treatment ecosystems in California.

To implement the future state as envisioned by this group, there will need to be ongoing
collaborative interaction and a bevy of systems developed to receive and track patients
as they flow through the system. However, given the collective buy-in by the County, we
should be able to achieve this over the next year without significant difficulty.
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Section 1: Introduction and Background
A. Level Setting

Overdose is the number one cause of death for people under 50 years old. For the first
time in the history of the United States, drug overdose kills more people annually than
car accidents or gun violence. The vast majority of these overdoses are due to opioids,
including prescription pain medication, heroin and synthetic opioids. Opioid use has
been increasing in California, though the rates of use and overdose are lower than in
many states. The number of heroin-related emergency department visits in California
more than tripled between 2006 and 2017. Non-heroin opioid-related ED visits nearly
doubled during the same time. In 2017, 1,335 of the 1,882 deaths from opioid overdose
in California involved prescription opioids. Death rates from heroin overdose have
remained flat since 2014, after annual increases from 2011 to 2014. Deaths resulting
from fentanyl overdose increased by more than 50% between 2016 and 2017.

In response to this, DHCS applied for and received over $140 million dollars in support
from the federal government to build appropriate systems of care for patients with
opioid use disorder and other addictions, such as methamphetamine or alcohol use
disorders. California is utilizing State Treatment Response (STR) and State Opioid
Response (SOR) dollars to fund the California Medication Assisted Treatment (MAT)
Expansion Project which aims to serve an estimated 290,000 individuals with Opioid Use
Disorders (OUD), prevent drug overdoses, and treat OUD as a chronic disease. The first
phase of the project, California MAT Expansion Project 1.0, is funded by STR and focuses
on populations with limited MAT access (including rural areas, American Indian and
Alaskan Native tribal communities) and increasing statewide access to buprenorphine.
The California MAT Expansion Project 2.0 project is funded by SOR and builds upon the
existing STR funded work. California MAT Expansion Project 2.0 began in September
2018 and runs for two years through September 2020.

HMA received SOR funding from DHCS to focus on developing predictable and
consistent transitions of care to sustain addiction treatment as individual transition from
locations such as emergency departments, jails, primary care clinics, the community at
large and/or inpatient hospital settings. Through rigorous assessment of all 58 counties
in California, HMA identified Humboldt County as being an optimal location to build and
stabilize such transitions of care to decrease the risk of overdose and death amongst
citizens with opioid use disorder. In addition to Humboldt County, nine other counties
were identified as key locations on which to focus these efforts.

The Transitions of Care project engages stakeholders in each selected county in a two-
day countywide process improvement event, followed by 12 months of ongoing
technical assistance so the community-defined “ideal future state value stream map”
can be fully realized. Those who are directly involved with the development of the
transitions plan for the County will be eligible to receive ongoing individualized technical
assistance from a team of national experts covering all aspects of knowledge required to
build and sustain an evidence-based addiction treatment ecosystem.
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HMA worked closely with the Humboldt County DHHS Mental Health Services leadership
including the county’s Behavioral Health and Substance Use-disorder program
leadership, specifically Emi Botzler--Rodgers, Paul Bugnacki, and Raena West and their
respective staff. In addition, HMA also partnered with the Humboldt Independent
Practice Association (IPA), RX Safe Humboldt, North Coast Health Improvement and
Information Network (NCHIIN) and the Humboldt Community Health Trust, to help our
team meet and understand the tremendous work already underway by the community
related to Substance Use-Disorder and addiction treatment services within Humboldt
County. Collectively, County and NCHIIN staff assisted our team in launching the
process improvement event and subsequent ongoing technical assistance program.
NCHIIN staff helped identify key stakeholders to engage, conducted outreach, arranged
stakeholder meetings and distributed invitations. NCHIIN took an active role in ensuring
the event included stakeholders from all areas of the addiction treatment ecosystem,
and their leadership set a strong tone of collaboration for the event.

B. County Leadership/ Key Change Agents

Humboldt County Department of Health and Human Services (DHHS) - Behavioral
Health and Recovery Services

Emi Botzler-Rodgers, Behavioral Health and SUD Director
Paul Bugnacki, Deputy Behavioral Health and SUD Director
Raena West, SUD Program Administrator

Humboldt Independent Practice Association (IPA), RX Safe Humboldt, North Coast
Health Improvement and Information Network (NCHIIN) and the Humboldt
Community Health Trust

Rosemary DenOuden, CEO Humboldt IPA

Dr. Mary Meengs M.D., Medical Director — Humboldt IPA & RX Safe Humboldt
Jessica Osborne-Stafsnes, ACH Project Director NCHIIN

Patty Torres, ACH Project Manager NCHIIN

Martin Love, CEO - NCHIIN

C. Who Was Involved

AEGIS Treatment Centers Alcohol Recovery Treatment
AJ’s Living (HART) DUI Program

City of Eureka

Crossroads

DHHS BHS

DHHS MH (incl MIST & MRT)
Eureka Police Department CNET
The Humboldt Family Wellness
Court

First 5 Humboldt

Fortuna Adventist Community
Services (ACS) Humboldt

Healthy Moms Program
Humboldt County Child Welfare
Services

Humboldt County Drug Court
Humboldt County Correctional
Facility (HCCF)

Humboldt County Crisis
Stabilization Unit



Humboldt County Department
of Health & Human Services
Humboldt County Probation
Humboldt County Sheriff’s
Department

Humboldt County Transition
Aged Youth Collaboration
(HCTAYC)

Humboldt Independent Practice
Association (IPA)

Humboldt Recovery Center
North Coast Health
Improvement and Information
Network (NCHIIN)

D. Structure of the Intervention

In advance of the event, HMA worked with the county to electronically and directly
gather high-level information on addiction treatment capacity in Humboldt. We spent
an additional 3-days in preparation, meeting with a large number of the providers and
programs throughout Humboldt County. After these meetings all the information
gathered was collated and examined in preparation for two-days of intensive on-site
value stream mapping, presentation, and discussion.

NorCal Recovery Services
Open Door Community Health
Centers

Partnership Health Plan
Priority Care Center

Redwood Community Action
Agency

Redwoods Rural Health Center
St Joseph Health

Two Feathers

United Indian Health Services
Waterfront Recovery Services
Yurok Tribe BHS

Most healthcare professionals are familiar with Lean Processing and the need to
improve efficiency of an existing system. Some are familiar with the technique of agile



innovation (or Scrum) and the role it can play in developing and managing an entirely
new process. However, the field of addiction medicine is neither fully built nor just being
born. Given this, HMA facilitated a hybrid process to obtain the current state structure
and wrap around the proposed new pathways and future state.

This event included a variety of stakeholders who represent different aspects of the
addiction space in Humboldt County: SUD treatment, hospitals, corrections, law
enforcement, education, behavioral health, public health, emergency medicine, elected
officials, people with lived experience, and many others. HMA used the morning of day
one to develop the scope of the project as a group and help develop the problem
statement that would drive the entire process. We also identified desired outcomes
from any intervention/future state plan. We discuss the future state goals and the
agreed upon future state scaffolding in greater detail in section Il D of this report.

The attendees developed lists of gaps and barriers to the delivery of addiction care in
Humboldt. These were then displayed around the room so that all participants could
view their counterparts’
struggles. In the afternoon, the
group completed a current state
mapping exercise that helped all
programs outline their current
path for persons with addiction.
This included screening tools,
assessments and level of care
referrals. This also, began to
overlay the complex barriers
found throughout the system.

Participants were tasked with including all interventions and decision points.
Stakeholders were also instructed to discuss both intervention-specific and global
barriers and gaps. While the work produced had some variation in depth, scope, and
structure, we were able to get a good sense of the current state of addiction screening,
placement and treatment in . i

Humboldt County. In a standard 4 '
process improvement event, any
one of the providers would take a
full week to develop the same
amount of work produced in only a
few hours during this event. After
each provider group developed a
current state map, they presented
their map to the rest of their cohort.

Each program gave an oral description to the group that highlighted the flow through
the value stream. This allowed for those in the room to get an idea about how others
were approaching those with addiction and the struggles that are involved.
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On the afternoon of day two, we brought the full group back together to review the
science of MAT and brainstorm desired features in a future state and create consensus
to build a future state “scaffolding” map. The “scaffolding” is the part of the future state
map that all providers have in common and can build on for their specific setting.

It is worth mentioning that the participants in attendance were an engaged group
representing a wide cross-section of decision makers, doers, and people with lived
experience. The future state map was developed based on the previously gathered
information from in person meetings, electronic surveys and the input of the groups
that had developed the current state maps. While not every treatment organization was
present, the buy-in from the different groups was substantial and it was their voices that
created the product.

E. Screening and Level of Care Determination

The “long form” of the American Society of Addiction Medicine (ASAM)
Criteria

known as the ASAM patlent ASAM's criteria uses six dimensions to create a holistic, biopsychosocial assessment of an individual to be
pIacem ent criteria, is the result used for service planning and treatment across all services and levels of care. The six dimensions are:

of a collaboration that began in
the 1980s to define one
national set of criteria for
providing outcome-oriented
and results-based care in the
treatment of addiction. Today Emotional, Behavioral, or Cognitive Conditions and
the criteria have become the Complications

most widely used and i[:;;:l:sringan individual’s thoughts, emotions, and mental health
comprehensive set of

guidelines for placement,
continued stay, and
transfer/discharge of patients

Acute Intoxication and/or Withdrawal Potential

Exploring an individual's past and current experiences of substance
use and withdrawal

Biomedical Conditions and Complications
Exploring an individual's health history and current physical

condition

Readiness to Change

Exploring an individual's readiness and interest in changing

Relapse, Continued Use, or Continued Problem Potential

DIMENSION 5 Exploring an individual's unique relationship with relapse or

with addiction and co-occurring continued use or problems

conditions. ASAM's criteria are Recovery/Living Environment

required in over 30 states*. 6 DIMENSION & Exploring an individual’s recovery or living situation, and the
surrounding people, places, and things

ASAM's treatment criteria provide separate placement criteria for adolescents and
adults to create comprehensive and individualized treatment plans. Adolescent and
adult treatment plans are developed through a multidimensional patient assessment
over five broad levels of treatment that are based on the degree of direct medical
management provided, the structure, safety and security provided, and the intensity of
treatment services provided. Oversight and revision of the criteria is a collaborative
process between ASAM leadership and the Steering Committee of the Coalition for
National Clinical Criteria. The coalition represents major stakeholders in addiction
treatment and has been meeting regularly since the development of the first ASAM

5



Patient Placement Criteria in 1991. The coalition addresses feedback and ensures that
the Criteria adequately serves and supports medical professionals, employers,
purchasers and providers of care in both the public and private sectors.

The “short form” of the ASAM Criteria

CONTINUUM™ Triage (CO-Triage™) is a provisional level of care determination tool for
alcohol and substance problems. The CO-Triage questions help clinicians identify broad
categories of treatment needs along the six ASAM Criteria Dimensions. The decision logic in
CO- Triage calculates the provisionally recommended ASAM Level of Care (ASAM Levels 1, 2,
3, 4 and Opioid Treatment Services) to which a patient should proceed to receive a
CONTINUUM™ Comprehensive Assessment — the definitive, research-validated level of care
placement recommendation.

REFLECTING A CONTINUUM OF CARE

Intensive Outpatient/ Madically Managed
Outpatient Partial Hospitalization Residential/ Intensive Inpatient
Services Services Inpatient Services Services

Early Intervention Partial Clinically Medically
Hospitalization Managed Monitored
Services Low-Intensity Intensive
_ . Residential Inpatient
Intensive Outpatient Sarvices Services
Services

Clinically Managed
Population-Specific

Hl_:le: . _ High-Intensity
Within the five broad levels of care (0.5, 1, 2, 3, 4), decimal num- Residential Services @)
bers are used to further express gradations of intensity of services. =
Clinically
The decimals listed here represent benchmarks along a continuum, _M:'I"aged
. - " - ¥ A High-Intensity
meaning patients can move up or down in terms of intensity with- Residential

out necessarily being placed in a new benchmark level of care. Parvics

With CO-Triage™, clinicians as well as other health care service providers can:

Make provisional ASAM Level of Care treatment recommendations
Easily identify ASAM dimensional needs that require immediate attention
including any withdrawal management, co-occurring, or bio-medical enhanced

services
Increase the likelihood that patients are referred to the correct ASAM Level of

Care
Build from and easily synchronize with the research-validated CONTINUUM™

ASAM Criteria comprehensive assessment tool
(Above directly from www.ASAM.org with permission)

*California is one of these 30 states.



Section 2: Event Results
A. Goals of the Participants

On day one of the process improvement event participants started with a simple
question: In a perfect world, what would you like this event to do? The answers
presented to that question are as follows:

More welcoming, treatment viewed as a gift rather than a punishment
Funding

Eliminate stigma

Lower barriers to Treatment

Easy access to Data

Prevention in children

Decrease unnecessary death

Better transitions

More acceptance and understanding or non-traditional treatment
Predictably trained and knowledgeable workforce

Increase ease of access — no wrong door

To make sure people understand that while medication is a good start, it is not the
full treatment package. Medication = shock

MAT Youth program

+  Access to services in rural areas especially among native population

+ + + + + 4+ + + 4+ + o+ o+

+

An overarching goal for Humboldt County, under which all the goals named above can be
placed.

THE OVERARCHING GOAL:

ELIMINATE ADDICTION-RELATED DEATHS IN
HUMBOLDT COUNTY

B. Stories of Experience with Addiction in Humboldt County

Building a person-centered system of addiction treatment in Humboldt County must be driven by the
voices of those with lived experience. During the event, we asked participants who have experience with
addiction (either first-hand or that of a family member or loved one) and the addiction treatment
system in Humboldt to share their stories with us if they were willing. Below are responses we received:

. Lzttie pgaire- MM% '

T 4, L o = \ thot B S
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%JWflﬂ?ﬁl zi’a‘ . Migm Mwm‘-mﬂmo)&*?)




C. Current State Value Stream Maps (VSM)
St. Joseph’s Hospital Current State VSM

Admit to
Outpatient Care
Barriers:
= Medical Info, pt
data sharing
= Access to Primary
Care

Barrier:
= Appropriate LOC
available

Barrier:
= Wait in Lobby

= Staffing = Cognitive deficit
= Time of day = Lack of beds
= language Barrier: ] Tran‘qpnrfatinn
Wait for a bed * EMRinformation = Family
available responsibility
= Stigma ﬁomr:nunication
= Training to eval Inzzls'::\gce /s
>UD . No 24hr
= No SUD screening pharmacy

= Need aplaceto
sober up?

= No engagement,
want them out

Barrier:

= Complexity of
system/staff lack
of knowledge

= |nsurance /$

=  Physical ability

= Staffing

Barrier:
=  Trauma Informed
Care

= LonglLOS

= Pressure to D/C

= Ptengagement

= Communication
breakdown

= Against Medical
Advice




St. Joseph’s Hospital is the main general medical facility in Eureka. They are in the process
of building a comprehensive approach to patients with substance use disorder, however, are
still in the early stages of implementation. Currently if a patient with a substance use
disorder arrives to the emergency department, they will be triaged with the possible barrier
of having to wait in the lobby for extended periods of time. Depending on the time of day,
the language the patient speaks and the availability of appropriate staff they may or may
not be able to directly intervene for chronic substance use disorder. After triage the patient
is evaluated for treatment, however little to no outside information for addiction treatment
is available through the electronic medical record and there is no standardized substance
use disorder screening or a place for intoxicated patients to sober up. Generally speaking,

there is no direct engagement concerning their chronic substance use disorder and they are
discharged without intervention. If the patient is admitted to the hospital they will be
treated for their physical conditions and referred to social work for evaluation, however, the
same issue of not having a standardized screening tool or pathway to move them through
remains a significant barrier. Another significant barrier identified by the hospital team is a
lack of consistent training surrounding substance use disorders. This includes physician staff,
nurse practitioners, physician assistants, nursing and even social workers. Given the lack of
access to screening, assessment or level of care determination the ability for referral and
placement in the appropriate care setting is very limited.



Waterfront Recovery Services Current State VSM

Barrier:

= Relapse

= Reintegration w/
others

BT Barrier:

= Medical Necessity = Pharmacy (not

= Legal Criteria 24h)

= Fyndlng = Lack of funding /
= Time Staffing

= Insurance/$ =  Timely admission
=  Staffing (not 24h)

10



Waterfront Recovery Services - A referral is the first step to access services at Waterfront
Recovery Services; this referral can come from numerous sources but is most often in the
form of a call or an in-person visit. It was identified that the referral and intake process is
difficult and has many delays. This occurs for both telephonic and walk-in referrals.
However, once a patient is scheduled for intake a screening assessment is performed to
determine if admission is appropriate. If so, the patient is admitted and numerous services,
including a toxicological screen, records evaluation (if present), vital signs, medical
reconciliation, and a physical exam are conducted. If the patient meets the level of care
requirement and is admitted they can stay as long as the insurance allows and can then be
transitioned to the next level of care. After initial assessment and treatment, the patient
may be discharged to transitional housing or for Medication Assisted Treatment

11

stabilization. Either of these paths can lead to success, but some patients relapse and
require a new assessment and reentry to treatment.

Due to funding limitations, decisions must be made to the equitable distribution of funds. A
policy which aims to address this is probation for patients who leave against medical advice.
If a patient leaves Waterfront Recovery Services against medical advice, they are placed on
“probation” for 90 days. If this occurs three times, then the patient is on “probation” for 1
year.

Throughout the Waterfront Recovery Services treatment pathway, further barriers include
medical necessity, legal criteria, funding, financials and insurance, time, staffing, pharmacy
hours, and reintegration with others.



Humboldt County Crisis Stabilization Unit (CSU) Current State VSM

Barriers:

=  Unable to detox

= Limited ability for
medical care

= Demographics
Staffing

Financial costs

Mon-smoking

Budget for
placement
) Limited d/fc
Barriers: options
= Bed availability = Limited OP
= |nsurance/5s S ——
= |mtox
= Capacity = High acuity
= Minor - Staff SHfEbf

=  Bed availability
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The Humboldt County Crisis Stabilization Unit (CSU) is an outpatient program that provides
crisis intervention and stabilization services to individuals in need of immediate and
emergency services. Services include crisis intervention services 24 hours a day, 7 days a
week, 23-hour crisis stabilization to prevent the need for inpatient hospitalization, a
treatment team consisting of physicians, nurses, mental health workers, and clinicians who
provide care and assistance including linkage to community providers and/or outpatient
services.

Individuals may encounter the Humboldt County Crisis Stabilization Unit Pathway through
two entry methods: presenting on a 5150, or self-presenting to the Crisis Stabilization Unit.
At presentation, a crisis RN will triage the individual and come to a triage decision. The
individual may be medically cleared, placed in seclusion, continued to be stabilized, or, after
medical evaluation from a physician, discharged from the Crisis Stabilization Unit. The final
option at triage decision is to admit the patient to an inpatient unit, Sempervirens (SV). SV
offers a locked hospital-based treatment for clients who have serious and persistent mental

13

illness that need acute psychiatric care. Patients admitted with an opioid use disorder are
not provided with medication-assisted treatment, therefore opioid use disorder clients
experiencing a psychiatric emergency often endure severe withdrawal symptoms.

At triage, barriers include a need for better availability, insurance and financials,
intoxication, capacity, and the patient being a minor. Hospital regulations preclude treating
detox and substance use disorders. Throughout the inpatient treatment pathway, barriers
include unable to offer MAT, limited availability for medical care, demographics, staffing,
financial costs, non-smoking, budget for placement, limited discharge options, limited
outpatient resources, high acuity, the safety of staff, and bed availability.



Department of Health and Human Services (DHHS) - Mental Health Mobile Services Current State VSM

Barriers:

Locating
homeless
Business Hours
Limited capacity
Limited staff

Safety concerns
with outreach
{encampments &/
or rural areas)

MH or suUD?

= Receptivity/stage
of change

= Lack of trust
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Insurance/ 5
Functional
impairments

Receptivity

Barrier:

Danger to selff
others
Grave disability

Barriers:

= [Inconsistent
intake protocols
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Department of Health and Human Services (DHHS) — Mental Health Mobile Services -
Individuals may come into contact with the Department of Health and Human Services
Mental Health division through referral by law enforcement or referral from hospitals.

Upon referral, DHHS MH staff meets with the client and a Needs and Risks Assessment is
conducted. The decision is made regarding level of care, and the client is met by the Mobile
Intervention and Services Team (MIST) or the Mobile Response Team (MRT). Assessment
and treatment planning are conducted along the Mobile Intervention and Services Team
(MIST) pathway, and the decision to rescind or uphold the 5150 is made along the Mobile
Response Team (MRT) pathway. At this time, a decision is made as to the appropriate level
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of care for the individual. Individuals are referred to outpatient or inpatient mental health or
substance use disorder treatment, as determined by their individual needs.

Throughout this treatment pathway, barriers include housing/homelessness, availability of
business hours, limited capacity and staff for the department, and safety concerns with
homeless outreach. Further barriers include motivation for change (Stages of Change), lack
of trust, financial/insurance concerns, cognition, danger to self or others, grave disability,
familial or pet obligations, transportation, co-occurring disorders and inconsistent intake
protocols.



Eureka Police Department Community Safety Enhancement Team (CSET)
Current State VSM
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Eureka Police Department Community Safety Enhancement Team (CSET) - Individuals in

need of substance use services may encounter the Eureka Police Department by calling for Throughout this treatment pathway, barriers include desire for treatment (Stages of
services, self-initiated walk-ins, directly approach by the department, or by various referral Change), property, pets, family, behavior, mental health issues, funding, DHHS staffing, time
pathways. A decision is made in regard to individual accountability or outreach, for both of in access to multiple treatment options.

these pathways, coordination retreatment will occur, the individual will be transported to
the treatment facility and whenever possible, the individual will be admitted with a warm
hand off. In the outreach pathway, individuals receive assistance with employment, housing,
mental health, treatment and from miscellaneous services/partners.
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Priority Care Center Current State VSM

Barrier:
= Medical Records
= Transportation
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Priority Care Center - Individuals may access Primary Care, Wellness Coaching, Mental
Health and Care Coordination services through Priority Care Center by way of personal call
to the practice, emergency department or inpatient referral, as well as other internal and
external referrals. Presentation to the clinic, if a provider is available the patient meets face-
to-face with a provider, a decision is made if the services can be offered at the Priority Care
Center or to refer the patient to a local clinic or that offers MAT or advanced to a higher
level of care. If a provider is not available at Priority Care Center, clinic visit with screening is
conducted. A decision is made as to the level of care needed for the patient, and a referral
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to behavioral health, wellness coaching or other external service is made. If the patient is
engaged in receiving services at the Priority Care Center, appointments are scheduled for
the future. If a patient is not engaged, outreach continues.

Throughout the Priority Care Center treatment pathway, barriers include training for
frontline staffing at the clinic and lack of script for this staff, training for SUD, availability of
providers, patient engagement, financial/payment concerns, medical record coordination
and transportation.



School Based Health Center Current State VSM
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School Based Health Center - The Priority Care Center provides additional services on the
campus of a local middle school. A nurse practitioner and a registered nurse typically staff
this site. Services are billed to the student’s health insurance however no one is turned
away for lack of insurance or inability to pay.

In the School Based Health Center, points of entry to the treatment pathway include acute
intoxication/ingestion, screening, self-reporting, high risk behaviors, parental concern,
teacher or staff report, and other entity referral. In the event of acute
intoxication/ingestion, 911 is called as appropriate. For all the other entry pathways, an
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evaluation including student’s enrollment status is completed. The decisions surrounding
the results from the social determinants of health and bright futures assessments are made
and resources are offered as appropriate to the individual student.

Throughout this treatment pathway, barriers include provider/staff training and comfort
with SUD treatment, breach of trust with regard to student confidentiality, lack of resources,
lack of understanding regarding systems for follow up and case management, cultural norms
surrounding substance use, unclear protocols around consent and disclosure.



Humboldt County Transition Aged Youth Collaboration (HCTAYC) Current State VSM
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Humboldt County Transition Aged Youth Collaboration - The Humboldt County Transition-
Age Youth program serves youth and young adults ages 16 to 26. Services are tailored,
collaborative and based on a young person’s strengths. The goal is to create an environment
where young people thrive at home, school, work and in their community.

Individuals enter by way of referral, either self or from the community. An assessment is
completed and is varied, dependent on the age of the individual. Programs vary dependent
on age, counseling, peer coaching and case management is available to all. There are
additional youth programs for those under the age of 18. Additionally, various committees

23

are available including LGBTQ4, indigenous leadership, and Substance misuse and abuse
committee.

Throughout this treatment pathway, barriers include staffing, transportation, detox, hours
of availability, stigma, no confidential counseling space (lack of privacy), no substance use
disorder trained counselor, no on-site RN, and a lack of mandatory staff training such as First
Aid/CPR and prevention awareness. The minimum age of 16 is a further barrier to those
who are younger but may benefit from the services.



Humboldt County Correctional Facility Current State VSM
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Barrier:

Lack of MAT other
than HCG+

Detox meds are
short term, no
extended life

Barrier:

Release during
non-business
hours, wjo link to
community
services

Released in the
middle of med
protocol

Mo warm hand off
yields inability to
follow up on
aftercare




Humboldt County Correctional Facility - With a capacity of 417 beds, the Humboldt County
Correctional Facility houses individuals arrested and accused of crimes within the
jurisdiction of the County. Mental Health and substance abuse treatment services are
provided through the Humboldt County Department of Health and Human Services.

If an individual is to be accepted into the Humboldt County Correctional Facility on hospital
clearance, a pre-booking first takes place. A decision may be made to book and release. If
the individual is housed in the jail, they undergo a medical assessment for detox. If they
meet criteria, then detox medications are started. At the completion of detox, Substance
Use Disorder support counseling and referrals are made, and the individual is released from
jail with linkage to community providers and services.
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Numerous barriers are present throughout the Humboldt County Correctional Facility
treatment pathway, there are numerous barriers. They include: lack of diversion options,
lack of round the clock mental health care, lack of round the clock release planning and
intervention, treatment delays within the jail, inability to identify substance use disorder or
opiate use disorder if individuals do not self-disclose, lack of map other than HCG +, no
extended life detox medication availability, individuals may be released in the middle of a
medication protocol, inadequate staffing for substance use disorder support counseling and
referrals, releasing individuals without linkages to community services (after hours, etc.),
inability to follow up on aftercare due to lack of a warm handoff.



Humboldt County Public Health Department Current State VSM
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= Lack of resources
ie marketing
materials
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Co-occurring
disorders




Humboldt County Public Health Department - When a client presents to the front desk for
treatment options for youth, the front desk staff calls partners in search of youth treatment
knowledge and resources. Decisions are then made regarding local or external treatment
options, and a PCP assessment is conducted.

If a client comes to the outreach van for treatment options, an assessment is conducted,
and a warm handoff is initiated.
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Throughout this treatment pathway, barriers include no local impatient treatment options,
lack of options for youth, staff turnover and training, lack of marketing resources, medical
concerns with a cold turkey detox, timeliness, call backs, no methadone, funding / financials,
trust, housing and transportation and co-occurring disorders.



Humboldt Alcohol Recovery Treatment (HART) Current State VSM
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Humboldt Alcohol Recovery Treatment (HART) has provided DUI Program Services for
Humboldt County since July 1991. HART provides programs for any individual who has been
arrested or convicted of Driving Under the Influence of alcohol or drugs.

When an individual enrolls in the HART program, a triage appointment is first conducted. An
intake assessment is then performed, and decision is made to use California Association of
DUI Treatment Programs Certified Alcohol and Other Drug Counselor (CAODC) or ASAM
screening. The individual then follows the Driving Under the Influence level of program or
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the Medication Assisted Treatment plus Driving Under the Influence level of program. Each
of these programs run 6 weeks to 18 months.

Throughout this treatment pathway, barriers include language or communication barriers,
wait times, transportation, finances/insurance, documentation, provider response and
speed of access, and MAT provider program ongoing communication.



Barrier:
=  Confused with

HACHR & Humboldt
Recovery Center

Barriers:
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Inappropriate
referrals
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Humboldt County Program for Recovery - Substance Use Disorder Treatment Current State VSM
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Humboldt County Programs for Recovery - Humboldt County Programs for Recovery is an
adult SUD treatment program offering outpatient treatment 1-4 days per week, depending
on an individual’s treatment needs. Treatment is conducted in treatment groups. Admission
preference is given to intravenous drug users.

Those who need services may access the program by phone call, walk-in, or referral. Clients
are invited to an intake session, where an assessment appointment is made, or the
individual may be referred to a higher level of care, county mental health, and/or Beacon.
Counselors provide SUD screening for CWS if necessary. ROIs are signed. A referral to
Healthy Moms Program may be made. Healthy Moms Program is a Drug Medi-Cal intensive
outpatient treatment program, ASAM Level 2.1, serving pregnant women and women with
children under the age of five. Childcare is provided on-site. At the assessment
appointment, a needs and severity evaluation for substance use disorder is completed,
ASAM criteria is used, appropriate LOC is assigned, a drug test is completed, and medical
necessity is determined.

Further determinations include diagnosis and treatment planning, group most indicated,
invitation to treatment, counselor / staff assignment, start date and length of treatment,
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program rules and participation expectations. Once in treatment, the individual will attend
group sessions, submit to random drug screening, receive assistance reaching goals, receive
extended treatment, aftercare, relapse prevention, psychological education, and there is an
increase to the support network. Finally, decisions are made regarding client success, and
discharge planning is underway, referrals are made, goals are reviewed, and graduation
ceremony with a certificate of completion is held.

Throughout the Humboldt County Programs for Recovery treatment pathway, barriers
include confusion due to a name change for the recovery center, transportation,
inappropriate referrals, hours of availability, active use, need instant access of care for
residential/detox/MAT, chronic under treatment due to a lack of higher level of care
availability, difficulty for client to obtain needed service due to lack of response from
residential and detox providers, assessment only available in Eureka, multiple appointments
prior to starting treatment, old technology, lack of Wi-Fi, Dads group needs bolstering, little
or no follow up with clients, and more variety in community supports is needed.



Crossroads Current State VSM
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Crossroads -

At Crossroads Recovery Center patients can be referred by telephone from the jail, hospital,
individually or other programs. Barriers to this initial referral or intake could be financial,
wait times, employment or other medical problems. Once Crossroads counselors are able to
coordinate the assessment with probation or the individual themselves than Crossroads
counselors will assess if the patient meets for the appropriate level of care. If a patient
meets the appropriate level of care, they may still need withdrawal management which is
not provided at this location and bed availability is of a significant issue. If they do not meet
for the appropriate level of care a referral is made to outpatient care, medication assisted
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treatment or to withdrawal management services, however some patients are unable to
follow through with this pathway.

If the patient does meet criteria for their level of care, then intake is done which includes a
needs assessment, treatment plan and case management plan. Patient continues through
group interactions as well as individual counseling at the required number of clinical
intervention hours. Once the patient is stabilized and/or met their time limitation the
patient will step down to aftercare which includes continued group therapeutics, case
management continued support via a peer or referral to other programs. The program is
currently looking to add an intensive outpatient level of care but at this time only offers
ASAM level 3.1.
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DHHS Public Health Nursing Program - The Public Health nursing program is a home visiting
program with a nurse-family partnership, safe care and an assigned field nurse.

Individuals may be referred to Public Health Nursing by self-referral, the hospital, CWS, WIC,
treatment facilities, their physician, or RCRC. Individuals assign based on program criteria and
the public health nurse makes the initial contact with the individual. Once the home visits
begin, a treatment plan is developed, and the nurse helps navigate the case plan which often
includes substance use disorder treatment. Nursing also provides linkages to services, such as
the Healthy Moms program.
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Throughout this treatment pathway, barriers include: lack of an initial report from referring
institution or not meeting pregnancy criteria, language and communication barriers,
staffing, program funding, lack of teaming approach, timeliness, housing, patient
engagement, staff training and awareness of updated resources, no evidence based SUD
screening model to assess for SUD in this program, patient can deny referrals, social
determinants of health, employment and lack of aftercare.



Humboldt Recovery Center (HRC) Current State VSM
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Humboldt Recovery Center - Founded in 1972, Humboldt Recovery Center (HRC) is the
largest and oldest licensed and certified residential substance abuse treatment facility on
the California North Coast. HRC receives clients from both self-referrals of clients that come
directly to the facility and through community referrals from primary care, hospital
providers and other community-based organizations. Once a client presents at HRC we
conduct an ASI assessment (transitioning to ASAM) to determine if the client can be served
by HRC.
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Barriers to serving clients who we can serve are typically funding/payment. Some potential
clients that screen out that we are not able to service are often due to lack of
insurance/funding, language barriers, employment, members requiring detox/withdrawal
management, people with family issues, etc.



Family Wellness Court
Current State VSM
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Family Wellness Court Family Wellness Court is a joint jurisdictional collaboration between
the Humboldt Superior Court and Yurok Tribal Court that offers an alternative to Family
Dependency Drug Court. Cases referred to Family Wellness Court require an open case with
Child Welfare Services (CWS) Agency. Participation in Family Wellness Court is voluntary.
Some barriers to participating include Tribal inclusion, interdepartmental communications,
point of referrals and contacts.

Once a family decides to engage in the Family Wellness Court process a CWS social worker
engages the Family Wellness Court Team, which includes Tribal Social Worker, Mental
Health Clinician, Case Manager, Tribal Court Judge, and state court Judge. CWS works with
the family to complete the paperwork and consent forms. This intake process encourages
family participation and gathers additional information needed to proceed. Barriers include
the presence of an attorney.
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Depositions are required in order to develop the case. Teamwork of all agencies and
entities can be a barrier.

A Family Wellness plan is developed with a focus on family reunification and cultural
connection. Providers are contacted to help create a treatment plan. Some barriers in this
area are time constraints, funding and unrealistic service requirements.

Parents and their families engage in services. Barriers to engaging in services are often
financial, related to housing and employment. Parent participants are routinely drug tested
throughout program participation. Barriers include program red tape, lack of privacy
regarding testing, dignity and confidentiality concerns, trauma, safety and support of kids
and transportation to and from services.

Successful completion results in family reunification, building trust with the family and the
Family Wellness Court system and providing the family with 24/7 safe spaces for the
children.
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Open Door Community Health Centers Current State VSM
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Barriers:

= Not fully
integrated into
primary care

= Pressure to get
off completely

Barriers: Barriers: Barriers:

= Payorissues = Staff = Alignment with
=  Pharmacy out of communication PCP
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Open Door Community Health Center has four principal pathways to intake new clients for
their Medication Assisted Treatment (MAT) services program. The program primarily
connects with new patients through 1) Walk-ins at the clinic, 2) internal or self-referrals, 3)
warm handoffs from other treatment professionals in the community, and 4) phone
referrals. Currently the program does not have a coordinated entry point and they only
provide MAT services for people with opiate addictions.

The intake process is conducted primarily by clients picking up and completing an
application for services, or through a phone intake consultation with the clinic. Individuals
that screen positive for services at Open Door are placed on a waitlist. The use of the
waitlist does present a barrier for people who are ready to seek treatment at the time they
present but not able to quickly access services. Once the clinic has openings to see new
patients from the waitlist, they will schedule an intake appointment. During the intake visit
the clinician will complete an assessment which will identify is treatment is for a substance
use- disorder or individual with chronic pain. There are often barriers to getting clients to
their intake visit, stigma places a role in getting clients to keep their appointments. Clients
are often either still in active use at their intake appointment or in withdrawal as many
continued to use while on the waitlist.

During the screening the clinic will complete the assessment using one of the many
assessment tools based on the client’s current condition. The assessment tools include the
use of one or more of the following; Cures, DSM5, OBOT, TNQ, ROIs or the PHQ9. Clients
are also screened for HCV and HIV during the assessment visit as well as complete a medical
screening with their treatment provider. Clients that test positive for HCV or HIV are also
offered appropriate treatment services for these conditions. After the intake is complete
clients are set up for a MAT induction appointment.
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MAT Induction appointments are the first appointment. The clients will be induced at the
clinic and typically wait 20-40 minutes at the clinic to observation. Clients are sent home
with enough medication for the next day. The Day Two appointment is set for the following
day. Clients are then given their prescription for MAT and pick up their medicine at the
pharmacy of their choice. Clients do not go to group on the day of induction, group therapy
will generally begin the following day. Waiting can be a barrier. Clients are often waitlisted
after screening until a formal intake, application process and program requirements.
Induction appointments are generally on Mondays. The week after induction clients go into
a phase one schedule which consists of a weekly visit with counseling and a provider.

Clients go into group at this time. Once moved into phase two, clients come every couple of
weeks and phase three is once a month. Toxicology screens are conducted at each visit and
also randomly. Randoms are used with clients who are not seen at regular sessions and
used as a way to outreach and engage clients. The random screenings are used as a way to
provide additional support to clients who may be struggling. Some barriers for clients within
the MAT program often are from payor issues and situations when the pharmacy runs out of
meds. Once clients are assigned to their specific program phase they are scheduled for
follow-up with their provider.

Once clients are assigned to a phase they are set into regular group and individual
counseling sessions. Clients will be referred to the various courses within the program that
includes the Seeking Safety group, wellness services, case management, psych services, OB,
and/or behavioral health. Some barriers at this phase can include relapse, communications
between staff and alignment of services with the client’s PCP. Once clients are fully
integrated into the program, they go into a maintenance phase. Some barriers for these
clients are not having their maintenance services fully integrated into primary care and
external pressures to get off of MAT treatment.



Department of Health and Human Services (DHHS) Mental Health Outpatient Current State VSM
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The Department of Health and Human Services (DHHS) Mental Health Outpatient
Substance-Use Disorder programs. The program treats people with serious mental illness
(SMI). There are three primary pathways in which most individuals enter the program; 1)
Calls, 2) walk-ins, and 3) referrals. There are often barriers to getting people into services
such as homelessness, transportation, call back times and insurance and finances.

Once an individual is connected to the program they get screened to determine if they meet
the criteria of level one for SMI. Part of the screening is specific for substance use disorder.
Some barriers are when the determination is not specific to SMI resulting in a delay in
receiving SUD services. People who have a positive screen for SMI receive a comprehensive
assessment and are then referred to the specific program of need and a provider assignment.
People who do not screen positive for SMI but require services are referred to Beacon for the
mild to moderate mental health program. Some barriers within assessment are when there is
co-occurring SMI and SUD, it is difficult to determine the primary diagnosis. Program referrals
and provider assignment barriers include the limited capacity of the complete range of
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services. Once a program referral and provider assignment are made the client begins to

receive ongoing treatment.

The treatment options are primarily in either the outpatient behavioral health clinic or dual
recovery program. Some barriers to ongoing treatment are program workforce limitations,
capacity, difficulty obtaining and maintaining MAT. Once clients are receiving treatment,
they are monitored to evaluate whether they need stepping up or stepping down,
depending on treatment progress.

Community referrals are made as clients phase out of the program nearing discharge.
Barriers include lack of community resources, and lack of community treatment options for
both single and dual diagnosis clients, especially for inpatient residential treatment and
detox services.

Once clients are discharged from the program, they transition to community support. There
is a lack of ongoing support for clients discharged from the SMI — SUD co-occurring program.



Redwood Rural Health Center (RRHS) Medication Assisted Treatment (MAT) Program Current State VSM
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Redwood Rural Health Center - Individuals can access services at Redwood Rural Health
Center by calling the clinic or walking in. An assessment is conducted to determine
motivation and appropriate level of care; this also determines if Redwood is the appropriate
fit for the individual. If not the appropriate fit for the individual, they will be referred out. If
Redwood does seem to be the appropriate fit for the individual, then an appointment is
scheduled. At the initial appointment the individual will meet with the counselor from
Singing Trees Recovery Center, and social determinants of health such as housing and other
concerns will be discussed. After this meeting, the medical appointment takes place, where
the Clinical Opiate Withdrawal Scale or COWS assessment is completed. Also occurring at
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this appointment is paperwork, the medical induction and screening for HIV and hepatitis.
Follow up appointments occur weekly for the first 3 months after which they are tapered as
appropriate. During follow up appointments, a urine drug screen is completed, and group
sessions are held.

Throughout this treatment pathway, barriers include housing, transportation, insurance /
financial concerns, grant funding access and coverage, space within the physical location of
the clinic, consistency between providers, relapse and stigma.



United Indian Health Services Current State VSM
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United Indian Health Services — United Indian Health Services (UIHS) receives patients from
three primary referral sources; 1) Family-word of mouth referrals, 2) Behavioral Health
walk-ins/phone calls, and 3) Medical referrals from primacy care, parole and other referral
sources. Some barriers getting patients into services are staffing shortages, personal
preferences of patients, stigma and documentation for new patients not established at
UIHS. New members need to provide tribal documentation which can be a barrier to
treatment.

Once a patient enters care, they meet with a counselor and receive an initial behavioral
health assessment/SUD triage. Barriers for patients to get assessed include lack of
transportation, housing and childcare.
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Patients are assigned to either the Intensive Outpatient MAT program or the Residential
Treatment program. UIHS programs focus on connecting tribal members to culturally
competent care using a mindfulness approach. This approach reconnects patients with their
tribal culture with a focus on the sense of belonging and identity. First group sessions
consist of a beading class to help develop a sense of belonging.

Barriers effect the determination of program placement among the residential and intensive
outpatient treatment program. Barriers include the availability of childcare for parents,
sober living availability or lack of, fear of loss of housing, transportation, and lack of agency
coordination.



AJ’s Living Current State VSM
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Al’s Living Program - Program referrals come from all over Humboldt County. The program
focuses on rapid evaluation of clients and an admission decision is made quickly. Barriers to
admission are often availability for new clients. The program uses motivational interviewing
for individuals with co-occurring conditions. Barriers for people with co-occurring
conditions tends to be willingness of clients to participate and adherence to medications.

The program works with its clients who relapse based on a plan of recovery. Clients have to
be willing to change in order to successful remain in the program.
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The program is mostly self-funded through donors. Clients pay based on their income,
mostly general relief other income. The program does fundraise to help cover additional

costs. Barriers include a lack of funding and being seen as a viable recovery resource by the
medical community.

The program works to gain community support. Communications to reduce stigma about

the program is important. Barriers include preconceived mindsets about addition and
NIMBY-ism.



Humboldt County Probation and Drug Court Current State VSM
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Humboldt County Probation and Drug Court — Referrals come to the Probation and Drug
Court for Adults (mostly) who have a felony conviction just prior to being sentenced. The
Probation and Drug Court program will conduct a risk assessment to determine likelihood to
re-offend. The assessment will determine If the person is assessed as able to remain in the
community on probation or if they should go to state prison. If the person is determined to
reoffend, they will be remanded to the California Department of Corrections.

If assessed to remain in the community, they person is determined for either standard
felony probation or drug court
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Individuals are referred to Alcohol and other outpatient Drug treatment programs or
Residential Treatment programs. Once referred to a treatment program, a risk/needs
assessment is completed by the program. Participants that relapse of test positive on a drug
screen can be flash incarcerated and then renter the program. Participants who participate
in and successfully complete Drug court will have their felony conviction record vacated.

Some barriers to participating in drug court include funding, mental health needs,
employment or lack of, literacy, opinions, agendas, family and motivation.



D. Barriers and Gaps - Inventory and Discussions

In order for any community-wide transformation to take place, it is a powerful and
important exercise for the community stakeholders to identify clearly where they are
currently. While there is much good work and effort happening in Humboldt County to
address addiction, stakeholders agreed there were many challenges, particularly around
system integration, communication, stigma, and access to services in more rural areas of
the County.

Full Group Barrier Discussion #1
In a full group dialogue, the Humboldt County stakeholders identified the following as
top barriers within their treatment ecosystem:

Access (point of contact unclear, timeliness, capacity, limited business hours, bed
availability, conflicts with employment times)

Lack of providers, staffing salaries, conflicting ideologies between providers, staff
education, clinician lack of understanding about MAT screening, etc.
Geography/Space (transportation, distance to services, rural)

Rules and regulations as related to funding and treating dual diagnosis
Complacency of drug culture

Lack of effective referrals between programs

Stigma / lack of community understanding of current SUD neuroscience, community
resistance to suboxone, lack of social cohesion and empathy of folks experiencing
SUD, lack of understanding of SUD/Addiction in the community

Benzo detox w/suboxone

Poverty/patient finances (specifically in commercially insured population),
insurance/S$ coverage for MAT,

Payment models don’t acknowledge MH/SUD are co-occurring, commercial payors
don’t cover treatment (residential and outpatient)

Patient engagement/denial

Difficult to connect people in pharmacotherapy with community providers willing to
provide/continue services

Limits on pharmacy supply; DEA regulation

Lack of housing first models

Not enough quality clean and sober housing

Challenges connecting participants to detox within “medical necessity” window
Screening and assessments based solely on self-disclosure — need for inclusion of
info from tribe and CWS

MOU forms not updated

Community lacks awareness of UIHS services, Native American access to MAT, Lack
of culturally appropriate services, cultural practices not always integrated; lack of
cultural awareness and humility

Laws that regulate share of information inhibit good service delivery (i.e. CWS and
public health — 42 CFR part 2 and HIPAA)

PHF will not prescribe MAT
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Pregnant moms fearful about starting treatment and still having their babies
removed, reunification services not currently prioritized

No daycare

Underutilization of current resources

In-patient doesn’t accept Medi-Cal
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Consolidated Barriers and Gaps

The first discussion described above heavily informed stakeholders as they met up at
stakeholder-type breakout groups to discuss their part of the ecosystems current state.
Each group developed their own current state value stream map as shown above. In the
table below, we have aggregated all the barriers documented on the current state value
stream maps that need to be removed for improvements to treatment and movement
toward the goal of eliminating addiction deaths. The barriers and gaps are categorized
in the table below by type.

Structural Barriers
Structural
Inefficiencies
Structural Gaps
Capacity
%) Knowledge/ Training
Inconsistency
Decriminalization
Social Correlates
Insurance
o Cultural Competency

St Joseph’s Hospital
Waterfront Recovery

Crisis Stabilization Unit
DHHS - MH

EPD CSET

Priority Care Center

SBHC

HCTAYC

HCCF

Public Health

HART

HC Program for Recovery
Crossroads Recovery Center
Public Health Nursing
Humboldt Recovery Center
Family Wellness Court
Open Door Community
Health Centers

DHHS Mental Health
Outpatient

Redwood Rural Health
Center MAT Program
United Indian Health Services
Al’s Living

Probation & Drug Court
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Breakout Discussions: Solutions to Barriers

Small groups were asked to discuss barriers and brainstorm solutions, and then share
their solutions with each other. The following is a consolidated list of proposed solutions
to top barriers from both group discussions:

Rules and regulations as related to funding and treating dual diagnosis
Increase bus services in the community; express routes to improve access to
services/transportation concerns

Educate providers and the community to improve complacency of drug culture
Educate the community to decrease resistance to suboxone, improve
understanding of SUD/Addiction in the community, awareness of UIHS services
To address stigma: Education for providers and all

Staff, Education in nursing and medical school, PR campaign to explain they are
part of us in the community, Self-esteem building by breaking down stigma in
the community as well as the medical and behavioral communities; no ugly
stepsisters; all approaches are valid, community pharmacy
collaboration/counseling

EBP, MET to improve patient engagement/denial

To address poverty/patient finances (specifically in commercially insured
population), allow CalWORKs even when children in foster care

To improve connections of people in pharmacotherapy with community
providers willing to provide/continue services, increase MAT providers
Building the space and programs to improve utilization, privacy concerns

Use DHHS grants to fund quality clean and sober housing

Standard SUD training for all in Humboldt Co. to resolve conflicting ideologies
Expand MIST & MRT regional services to increase ‘business hours’

Include family in screening and assessments (currently based solely on self-
disclosure); provide inclusion of info from tribe and CWS

Cultural coaches at every agency to improve cultural practice integration; lack of
cultural awareness and humility

Engage Senator Jeff Stone (Riverside, 28" district) to champion legislation
funding to improve bed availability; beds available no need for detox

UIHS provides MAT services to ensure Native American access to MAT

E. Future System Goals

As the group came back together in the afternoon of day 2 and began to think about
moving from their current states to an improved future system of addiction treatment,
we asked them to participate in a table activity. Each table discussed their most desired
feature in a future system, and the positive impact it would have on the Humboldt
County community. As each table shared what they would most like to see, some clear
consensus emerged:

Integration/ Coordination
Almost every group mentioned that they would like to see more integration and care
coordination across the system of addiction treatment. This includes integration of
physical health, mental health, SUD treatment and community resources and systems.
Participants expressed a desire for better communication and information sharing

55



across systems, alignment between public and private insurance. Many groups
discussed co-locating services in order to be able to meet all needs in one place at one
time.

Access to Care

Many groups mentioned a desire for a “no wrong door” approach to addiction
treatment so clients could engage with any organization in the addiction treatment
system in Humboldt County and be referred to the correct level of services. Three
different groups discussed the need for a navigation platform that would help to
facilitate streamlined entry and access to a comprehensive list of resources.

Evidence-Based Care

Groups stated that they would like to see more MAT resources in the county, more
training for providers, and more data and evaluation to drive strategic capacity building
at the appropriate levels of care.

Resources for People Living with Addictions

Many groups mentioned the important of investing in Social Determinants of Health
(SDOH), particularly permanent and transitional housing, transportation, and
employment support, in order to achieve “whole person care.” Group also discussed the
lack of transportation as a barrier and the need to add more transportation resources to
get people with addictions to and from treatment.

F. Triggers

Given the difficulty of ubiquitous screening for addiction, HMA recommends using
“triggers” to determine when a given individual would be assessed for severity of
addiction. Likely triggers include:

Overdose (OD)

DUI

High Intoxication

Needle marks

Positive screen via NIDA 4
Arrest — for jails specifically

G. The “Scaffolding” of the Future State

The “Scaffolding” is the unit of service which is consistent across all locations that a
patient with addiction encounters. It represents the culmination of the process
improvement event: an agreed-upon future state for Humboldt County.
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Considerable time was spent during the process improvement event considering the
current state of the SUD ecosystem and barriers that exist within this system. These
conversations, plus the extensive county-wide prework, informed the ultimate future
state discussion of the whole group. A community wide set of Screening and
Assessment tools were not identified at the PIE event. Given the community consensus
on the need for additional discussion on importance of the selection of the future state
Screening and Assessment tools the community tabled the selection of tools and had
additional discussions at the standing July RxSafe Humboldt Opioid Coalition meeting
one week following the PIE event. The RXSafe Humboldt Coalition requested a follow-up
conversation to collectively identify a screening and assessment tool for community use.
RxSafe Humboldt, the Humboldt Community Health Trust, and DHHS—Mental Health
staff partnered to host a follow-up conversation on July 18th, 2019.

The meeting on July 18th allowed for collective participant review and evaluation of
evidence-based screening and assessment tools as recommended by HMA in their June
and July webinars on screening and assessment. A local physician who is board certified
in addiction medicine served as the content expert to review the tools and answer
question. Participants in the meeting agreed upon the value of using evidence-based
screening tools and a shared assessment tool. It was recommended by the group that
the following tools be used for screening in Humboldt County: CAGE-AIDE, NIDA, 4P’s
(Perinatal Population). The group recommended a variety of evidence-based tools given
the variance in populations and settings in which tools may be administered
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Screening
The group discussed and decided on the use of the following screening tools:

O NIDA 4 (plus a marijuana question) for the general population such as adults in
clinical settings,

0 CAGE-AID for Adults in social settings

O 4Ps plus for the pregnant population.

HMA will assist the Safe RX Humboldt coalition and community in a follow-up
conversation as part of the projects technical assistance component to help identify a
screening tool for use with the adolescent population. The community initially agreed to
the use of NIDA 4 plus a Marijuana Screening in the interim. These screenings will both
evaluate for multiple substances and are extrapolatable to all cultures in Humboldt
County. Each is recognized by the payer’s and provider’s alike and can be performed by
anyone from the patient to the provider.

Assessment
The group discussed and decided on the use of the following assessment tools:

0 The ASSIST tool (World Health Organization) was chosen as the primary county-
wide assessment tool.

This tool has been validated in adolescents, pregnant patients, Spanish speaking
individuals and American Indian populations, just to name a few. It is also recognized by
payers and providers as a valid tool to determine the presence and severity of addiction
to all substances. If this tool finds the presence of a substance use disorder, then the
patient should have a level of care determination done.

Level of Care Determination

The state of California’s Drug Medi-Cal program (DMC) requires that the ASAM criteria
be used to determine the level of care for patients with addiction. The Criteria looks at 6
dimensions of the patient’s condition to determine their treatment plan and the most
appropriate location for that treatment plan to be executed. This can be done through a
structured interview or an on-line tool called the Continuum (the short form is the Co-
triage). It is recognized by all payers as the standard of care and allows for the location
of care to be based on a set of parameters, rather random chance. This is also one of the
stages that naloxone can be distributed or prescribed.

Treatment Ecosystem

58



Within and outside of Humboldt County there are many levels of service that can be
delivered for both withdrawal management and treatment of the SUD. These need to be
identified and vetted to determine how many slots or beds are available at each level of
care, what services are delivered, how fast the patients can have access to MAT, who
treats co-occurring and all of the other aspects to complete addiction care. Once this is
done, awe can overlay the support services as needed.

Dental was mentioned more than once as a significant need and should be dealt with
post haste. There are many ways to do this, especially with the expansion of Medicaid.
Helping with obtaining an ID, getting housing and having appropriate food should all be
coordinated through a central “hub” for information and referral.

Relapse

Early relapse detection and intervention decreases the risk for accidental overdose and
the risk of obtaining and infectious disease. Having centralized telephonic support,
Emergency Department pathways of care and community training for post relapse
intervention is of the utmost importance.

Overall the future state represents an evidence-based, pragmatic approach to addiction
care that is achievable. With the technical assistance that will be provided and the
continued hard work of the community partners, there is no doubt that it can be
realized.
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Section 3: Implementation Strategy
A. Next Steps

In a matter of two days stakeholders from across Humboldt County were able to identify
major aspects of the systems that touch patients with addiction, determine what the
major gaps and barriers are, and develop a viable future state “scaffolding”. The future
state includes standardized movement of protected patient health information,
standardized screening pathways, greatly increased information sharing and public
communication, increased capacity for providing access to all levels of addiction treatment
care, and the further development of evidence-based treatment required to conquer the
disease of addiction.

All the information above in this report was pulled from the generous participation of
individuals and institutions who deliver care or are otherwise vested in addiction treatment in
Humboldt County. Given this, we know there is a highly motivated group of people to
build stronger transitions of care for individuals suffering from the disease responsible for
the number one cause of injury related death in our country (opioids) and an enormous
source of tragedy and suffering for any community to have to endure.

B. Technical Assistance Program

Prior to the process improvement event, we collaborated with the DHHS and the
Humboldt Community Health Trust to develop an attendee list and conduct outreach to
invitees to encourage attendance. Also prior to the event, the DHHS completed a survey
to document existing substance use disorder (SUD) capacity and resources in Humboldt
County, as well as understand barriers to coordinated care for SUD. At the event, one
“champion” per organization/team completed a paper Technical Assistance (TA)
Application with guidance from the Northern California Team Lead (Don Novo). On the
TA Application, respondents were asked to check the box or boxes that best described
their TA needs. Options included: (1) Learn more about caring for people with addiction
and provide more information and training to our staff; (2) Learn more about how our
organization can participate in a community wide solution to the opioid epidemic; (3)
Improve our role in managing the transitions of care as residents in our community
move within addiction system of care; (4) Start providing MAT services at our
organization; (5) Scale up our current MAT program by increasing the number of
patients treated; (6) Learn how to provide or improve addiction treatment to pregnant
and parenting women. Based on their selection(s) on the TA Application, organizations
are put into one of two TA tracks:

1. Generalized TA: Sites that are unlikely to provide MAT but are seeking general
TA

2. TA Coaching: Sites that can potentially provide MAT and are interested in
learning more or sites that already provide MAT and want more specific TA to
scale up services
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Those who checked options 1, 2, 3, or 6 were put into the Generalized TA track, and
those that checked options 4 or 5 were put into the TA Coaching group where there will
receive more hands-on coaching to begin providing MAT services or scale up existing
services. This is because the focus of the Transitions of Care Project is on the expansion
of MAT services in the state.

Organizations in the TA Coaching group were asked to complete a TA Assessment that
included more specific questions about TA interests and needs and will be used to
match each organization with a TA coach. Once matched with a TA Coach, the Coach will
reach out to the Organization Lead identified in the TA Assessment to schedule an initial
coaching call. The Coach will provide individualized coaching to their organizations, or
“sites”, through September 2020.

Generalized TA offerings are available to both groups, and include live webinars and
recorded webinars, and access to a variety of resources on the Transitions of Care
project website, AddictionFreeCA.org. Anyone can submit a specific TA request through
the TA request portal on the AddictionFreeCA.org website. Organization/teams can
move to different tracks as their goals change.

Organizations/teams were asked to sign up for TA during the process improvement
event and provided initial goals for the TA program.

The following 25 organizations applied for TA:

AJ’s Living

DHHS Mental Health - Adult
Crisis Services

DHHS Mental Health -
Children’s Services / Transition-
Age Youth (TAY)

DHHS Public Health

DHHS SUD & MH - Adult OP
Family Wellness Court

Fortuna Adventist Community
Services HART Program
Healthy Moms Program

Hoopa Tribal Court

Humboldt County Child Welfare
Services

Humboldt County Correctional
Facility
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Humboldt County Office of
Education

Humboldt County Probation
Humboldt Recovery Center Inc
Karuk Tribe Human Services
Kimaw’ Medical Center

NorCal Recovery Services
North Coast Substance Abuse
Council

Open Door Community Health
Centers

Redwood Community Action
Agency (RCAA)

Redwoods Rural Health Center
St Joseph Health

United Indian Health Services
Waterfront Recovery Services
Well Path - HCCF



The 25 organizations/teams who requested TA requested the following specific goals:

Goal Frequency

Learn more about caring for people with addiction and provide more 22
information and training to our staff.

Learn more about how our organization can participate in a community 20
wide solution to the opioid epidemic.

Improve our role in managing the transitions of care as residents in our 17
community move within addiction system of care.

Learn how to provide or improve addiction treatment to pregnant and 14
parenting women.

Start providing MAT services at our organization. 7
Scale up our current MAT program by increasing the number of patients 5
treated.

C. Conclusion

In conclusion, HMA thanks the Humboldt County community who turned out with their
hearts and minds committed to this work. We hold the deep conviction that the
Humboldt County community and stakeholder coalition of addiction treatment
providers, medical professionals, hospitals, law enforcement and CBO community has
what it takes to rethink one of the most complex medical conundrums in modern
history. With resources mobilizing throughout the state and within the county, and the
strong leadership of Humboldt Department of Health and Human Services along with
Partnership Health Plan, the Humboldt Community Health Trust, RX Safe Humboldt,
Humboldt Independent Practice Association and the hospital community have the
vision, leadership and ability to fully implement the envisioned future state pathway
within the next two to three years. Together, we have the power to normalize the
disease of addiction, better care for the community members suffering from this disease
and eliminate addiction related deaths in the County.

HMA
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B. Process Improvement Event Slides
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www, BxSafeHumboldt.org

www. StopOverdoseHumboldt.or

HEAr T MARNAGEMENT ASSOUIATES
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ITHUMBOLDT COMMUMNITY HEALTH TRUST: AM ACCOUNTABLE COMMUNITY FOR HEALTH
Humboldt Community Health Trust
A eraig-gacter sollabanstiod wanking togethers ro halispizally odaress subdrance wid disardir ia
Humboidt County

Covarnance Committes
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FHUMBOLDT COMMUMNITY HEALTH TRUST: GCALS

1. Reduce alcohol and
substance use injury
and overdose

Increase acce
prevention and early
intervention

4. Enhance substance
use disorder system
ss, integration,
and coordination

3. Improve policies to

better address social

determinant of health
needs

For More Information: HCHTHCHIM. org

HEALTH MANAGEMENT ASSOCTATES
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JTHUMBOLDT COMMUMITY HEALTH TRUST: Di2COWVERY AMD FIMDIMGE

Service Provider Interviews to Date: 31 Lived Exparience Intenviews to Dae 35 Community Listening
Sessions to Date: 6

4 IMarwigating the Trestment
System & Compleo

1. There are no kocsl SUD
treatment programswherediens

5. Complexity: Polysubstane Use,
Co-Ooouring Mentsl lines, Trauma

il |

can bring their families fe )
; 7 g : |GSA.|bG|.:ncclth1.:1=.:|.:‘bungI\gc |
2. Wide Variety of Azzeszment
and Dﬁmc;%dmﬁg:::cm '{ Critical Role of Prevention
Chilahood suckad) it was homible
Linti¥ ! discovered alcohol by the
3. Factors that Limit Sanvice fima was 12 poars ol was
Capacity: dirinking evevy day..it was my
O Funding (423} madicing, [ totaly undersiood &2
0O Lackof Coondination (2655 that age that this i what [ mead fo
O Warkforce (21%) o to feel normal”

HEALTIH MANAGESMENT A%

14

JACH & RXSAFE HUMBOLDT: ALIGMED INITIATIVES AND PRCUECTS

Adverse Childhood Experiences (ACES) Collaborative
Led by First Five Humboldt
= Efforts focus on preventing ACES and increasing individual and community-level resilience

Allies for Substance Abuse Prevention
= Coslition staffed by DHHS- Alcohol and other Drug Prevention Program
Primarity focused on prevention

Emergency Department Bridge Program
= Led by 5t Joseph Heslth System
= Supports MAT in emergency departments and the development of a care navigator role

Medication Assisted Treatment in the Jail
DHHS, Sheriffs Departrnent, Rx Safe Humbeldt and other community partners
= HhA-led lesrning collsborative incresse to acoess to MAT injail systems

HEALTIH MANAGESMENT ASSOCIATES
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VACH & RMSAFE HUMBOLDT: ALIGNED INTIATIWVES AMD PROJECTS

Perinatal Substance Use Disorder Project

= Community project with 2 multi-agency project team: NCHIIN, 5t Joseph, DHHS, CCRP

= Focused onscreening women for SUD during prenatsl care. refeming to 2 Pregnancy Care
Mawvigator increasing access to MAT for pregnant women, and establishing consistent
meszaging around cannabis use during pregnancy and lactstion

Road to Resiliency

= First Five Humboldt. First Frve Del Morte. and Joint Junsdictional Court project

= Focuzed onsupporting tribal care navigators for women and families experiencing SUD in
tribzl communities

Sequential Intercept Mapping

= Led by Humbaoldt County Probstion Departrment

- Focused on pecple who are mentally ill and/or have SUD wheo intersect with the criminal
Justice system

AT

HEALTH MANAGEAMEST ASSOCTATES

17

NADDICTION 107 —HOW 00D 'WE GET HERE?

o )

Push by Increased prescribing of
manufacturers opinids
~Pain a2z 5th wital sign
|:E]I - + Expectation of no pain
Posor acute andor
] =
management theory W assive amount of
prescriptions filled
e N
E oy pharmadies
(= ]
Distribution of huge
amaunts of
medication Blind eye to the dats
HEALTH MANAGESMEST ASSGOIATES
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I ADDICTION 101 - THE PROELEM

=/

What is Addiction?

tis a chronic
neurobiological
disorder centered around
a dysregulation of the
natural reward system

HEALTH MANAGEMEST ASSOCTATES
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§ ADDICTION 101 - SAFE OPICID PREZCRIBIMNG

Dion't startwith
opioidsfor
minor injuries

Let appropriate
expectations

Post-0m 3-7 Dron“t finish with
day opioidsfor
prescriptions chronic pain

Fleanrin MAasAGESMENT

ARROUTATES

20




115 ALL ADDICTION THE SAME?

Patient 1

v Early lifetrauma
= Meglect
= Sexusl szsault

+ |solation from friends
+ Early use of marijuana

* Heavy episodic drinking in early
high schaool

* Opioidsat19y/o
* Heroinat 22 y/o

HeEarrn MANAGEMENT ASSOUTATES

Patient 2

= Parents divorced and had shared custody
= Mo neglect
= Mo assault

= Lots of friends

= Tried MJ oncein HS used couple times
per month in college

= Episodic binge drinking in college

- Finished college

= Went to mediczl school

= Given naloxone in the resident call room

FADDICTION 101

iy
& &
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§ADDICTION 101

METHAMPHETAMINES

HEALTIH MANAGEMENT ASSOCIATES
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22
Thalamus.
Hic I
Frantal —
Lobe -
AMY -
Hypathal v
LT Raphe
PaQ ' Magnus
L1 .
.
Darsal Horm
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Hie .

Frontal i -

Lobe ]
AMY e
Hypothal VTA
LS Raphs
PAG . Magrus
RF '

Diorsal Horn

Hear i MANAGEMEST ASSOCIATES
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Thatamius
Hac -

NADDICTION 101 - CRAVING

HEALTH MANAGEMENT ASSOCIATES
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Fremtal 4 —
Lebe [ ¥ -
AMY = i
Hypothal A VA
LC  Raph
P g oot
RF '
Darsml Harn
26
1 ADDICTION 101 — BEHANVIOR
Lack of Survival
Dopamine Mode
Craving Primal
Action
HEALTH MANAGEMENT ASSOCIATES
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I DSM-V DIAGMOEIE OF QUD NADDICTION 101 - BEHAVIOR

Catogory Criteria

Imipalogd Gontngl = Oploks used in larges amounts or or lngor 1han ntended
# Unsuccoossiul oMons oF oS t0 CUt DECK OF COntrol Opoed use
= Exgoishd amou of timd Spent oblhining, uaing, o Moviding fFom opioids
= Craving 0 use opkeds
Social mpainmant = Failurs to fulfil major rols cbliGations at work, school, or o 88 4 resull of
r-mn-mqﬂﬂcl

- the description of
= Paralitint et el axicorbated 5 h WD g N
(S e ”mﬁ “ H“ bl behaviar should be expected 5 rnpt_cnm,._nc-ta
= Roduced or given up imp P o frustration
bacauss of opiokd use

Rinky uss = Oipiold use in physically arardous sfuations
= Condinued oospiba of parsistont physical or psychological
mm:b%mmm
Pharmacokgical -Harmumwmﬂhmmmodommnw
oportos desired affect; diminished effect with continued use of the same
.mwummmwmm#wmmmlm
opkoads taken to ke or avold withdramwal

Therefore,
Aberrant behavior behavior is a

HeEanrn MANAGEMENT ASSO00CIATES Hearrnn MANAGEMENT ASSO0C 1A TES
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§ADDICTION 101 - TREATMENTE

HEALTH MANAGEMENT ASSOCIATES
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I ADDICTION TREATMENT ECOSYSTEM CUNIC STRUCTURES

HEALTIH MANAGEMENT ASSO00OTATE

33 34

VADDICTION TREATMENT ECOSYSTEM CHAMGIMG HEARTE AMD MINDE VADDICTION TREATMEMT ECOSYSTEM IhPLEMENTATION

ADAPTIVEvs. TECHNICAL Capacity

Competency

Consistency

Compensation

Community

FIEALTIH MANAGESEST A 8%l A TES HEALTI MANAGEMENT A S5O0 1A TES
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FADDICTION TREAMENT ECOSYSTEM CARRlITY

+hccess to all levels of care

+Bed and appointment capacity within each
level

+Appropriate and smooth transitions
between the levels of care

HeEAar s 3MANAGEMEST ASSOCIATES
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I ADDICTION TREAMENT ECOSYSTEM COMNSISTEMCY

+ Predictable, Consistent screening
+ Patient level metrics

- %e[r,cent on MAT « [
Mol rate
+ Community level metrics v _—
+ Bed board
+ Capacity and accessz for esch level of ’ —_—
care
+ Emergency plan v fr—

+Performance and outcome tracking
+ ASAM

+ NQF -
+ Joint Commission

HeEAar s 3MANAGEMEST ASSOCIATES
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FADDICTION TREAMENT ECOSYSTEM COMPETEMCOY

+ BH personnel working 3t appropriate level of training

+ Addiction specific training of BH and care
coordinators

+ Standardized peer support training
+ PCPs who are waivered and wained with ongoing TA
+ Board Certified Speciziistz with up to date MOC
+ Includes need for increased fellowships
+ Academnic detsiling services for guestionzble practices

HeEeAarsn MANAGEMEST ASSOCiATeES
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1 ADDICTION TREAMENT ECOSYSTEM COMPENSATION

+~Payment parity for all clinicians

+CPT codes for Bundled
Approaches

+Standard reporting to payers
+EMR expansion into Addiction

HeEeAarsn MANAGEMEST ASSOCiATeES
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§ ADDICTION TREAMENT ECOSYSTEM COMMUNTY

+Holding each other accountable for
MNIMEBY

+Recognizing that almaost everyone has
been affected

+Educational events that are
community facing

+Teaching teachers about addiction

HEALTH MANAGESMENT ASSOCIATES
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1 IS THERE A ROLE FOR TOX SCREEMING?

Typically does not test for alcohol or tobacco
use

Potential for false positive and false
negative results

Increases risk for possible child welfare
invalvement

Test results do not assess parenting
capabilities

Often applied selectively

Lab cut-off points for sensitivity

FlEanrn MANAGESENT ASSOUCTATES
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I SCREEMING, ASSESSMEMT & LEVEL OF CARE DETERMIMATION

3 Screening:

A rapid evaluation to determine the possible presence of a condition [(high
sensitivity, usually low specificity)

3 Assessment:

A deep evaluation meantto solidify the presence and severity of a disease
[lower sensitivity, high specificity]

A Level of Care Determination:

Using an assessment and otherfactors, the most appropriate level of care for
the severity of the condition is identified [outpatient vs inpatient].

HEALTIH MANAGEMEST ASSOLOIATES
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I SCREENING TOOLE

3 Screening is the act of identifying if someone is at risk for an
illness

2 We will discuss a few screening tools validated in the pregnant
population
3 Mational Institute for Drug Addiction 4 (NIDA 4)
3 CRAFFT
a4 p's plus

HEALTi MASAGEMENT ASSOUTATES
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§ ASSESSMENT TOOLE

* If a patient screens positive, then they need to be assessed for
the presence of the disorder

= If the disorder is present, we can determine the severity

= Many validated tools exist; we will discuss the 3 most common
and maost validated
v Alcohol Use Disorders ldentification Test (AUDIT)
v Drug Abuse Screening Test [DAST)
+ Alcohol, Smoking and Substance Involvement Screening Test [AS515T)

HEAn T MANAGEMENT ASSOCIATES

) EXERCISE: GAPE & BARRIERT

= Everyone has barriers, what are
yours?
= With the people atyour table,

write down your common gaps
and barriers

= After you write them down,
please place them on the wall

Flranrn MANAGEMENT ASSOCisres
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§ LEVEL OF CARE DETERMIMATION

Evaluating for placement
0O ASAM Criteriz iz the Gold Standard
O Continwum Co-trizge tool (20
guestions)
O Who is screened
0O Patients positive for high/severe on
SEzEsEmEnt
O Defvery
O Cn-line tool
0O Who delfvers
O Can be done by MA, RN or MD/DO
O How paid for
O Part of SBIRT payment

28 rau ey s e = b v B bk e of 2

HEAL T MANAGEMENT ASSOCIATES
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GOAL

IN A PERFECT WORLD WE
WOULD LIKE TO....

Flranrn MANAGEMENT ASSO0Ciares
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SCOPE - — -
i
WHO IS IN AND i
WHO IS OUT?
|

30

I FIELD MOTES

JUNE 19:

AFTERNOON SESSION

COHORT 1
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I VALUE STREAM MAP EXAMPLE

Hospital/ ED Current State o
- Building Sustainable
- /e Transitions of Care for
L People with Addictions in
- Humboldt County
Health Care Services

June 19-20, 2019

|

ACTION BARRIER DECISION

53 54
JUNE 20:
MORNING SESSION
COHORT 2
56 | |

55
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I VALUE STREAM MAP EXAMPLE

Hospitalf! ED Curment State

EATIREIY EERTY
LR TR
rerh
FhE
ACTION BARRIER DECISION
HeEsrrnn MANAGESMENT ASSOCTATES
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§ MEDICATIOMN-ASSISTED TREATMENT (MAT) INTRODULCTION

+ FDA approved for
QUD in 2010

Canbe

any med
without extra
training

O
Mow regulzated by
SAMHEA

HeEsrrnn MANAGESMENT ASSOCTATES
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AFTERNOON SESSION

FULL GROUP

I MAT ASSOOIATED WITH-

+ Reduction in the use of ilicit drugs

+ Reduction in needle sh rir'g-

+ Costeffectiveness

+ Reduction in the number of reports of multiple sex
partrers
lth conditions

+ Reduction in suicide

HeEsrrin MANAGEMENT ASSOCIATES
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§ METHADOME WHO |5 APPROPRIATE?

Patients with greater than a year of an OUD

Patients who have been Injecting opioids

Patients who have transportation available

Patients with a more severe QUD

HeEarrin MARAGEMENT ASSOCTATES
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§ METHADOME GEMERAL REGULATIOME

Once patient is
stable and after 6
weeks, can be given
take-home doses
(varies by state)

Delivered via
observed dosing

Highly monitored
in an Opioid Many
Treatment requirements for
Program setting treating patients
{OTP)

HeEarrin MARAGEMENT ASSOCIATES

I METHADOME CLIMNIC REQUIREMENTS

+Required counseling for substance use
disarders (not synonymous with
psychotherapy for mental health issues)

+ Documented full treatment planning
+ Diversion control processes

+Drugs screens (urine, oral swahbs), Drug testing
for confirmations if necessary.

+Urine collections may be observed or
unchserved,

+Call backs for both randem urine drug screens
(UD5) and to check that any take home
medications are accounted for

HEavrmin MAMAGEMENT A SO0 TATES
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I METHADOME PARTICULARS

= As the dose goes up, so does retention in
treatment
~Bestdose range 90-120 mg m
= Mot considered therapeutic untilat least
&0 mg per day

= Common misunderstanding is that if you
are onmethadone you are covered for pain.
=Methadone forpainis 3x a day
=llegal towrite prescription for
methadonetotreat QUD unless
covering a gap in treatment,
= 5till no more than 3 days are allowed

HEeav i MAMNAGEMENT A SO0 TATES
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I METHADONE CUTCOMES

+The most studied of the three
medications

+Retention in treatment is the main

outcome and has ranged between 60

and 80% among RCTs
+Possibly due to combination of high

intensity treatment and medication
+5till standard of care for patients with .
Severe Opioid Use Disorder

FIEALTIH MANAGEAMENT ASSOOCTATES
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| BUPRENORPHINE 'WHO 15 APPROPRIATE?

Positive DSM 5 with a score of 2 or greater

Positive DAST (6 or greater) for opioids

Can make it to clinic for evaluation

Can afford the medication

FIEAn i M ANAGEMENT AXSOUTATES

67

80

I METHADOME CAVEATS

+Mot really available in Rural areas

+Despite having the best outcomes, it

has the highest level of stigma

+Requires good geographic association

to patients

+Hard to get patients off after a few

years of treatment

FIEALTIH MANAGEAMENT A SS90 TATES
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| BUPRENORPHINE GEMERAL REGULATIONS

Now multiple
Approved in the T > -}
90s for pain via SLtablet %
an injectable sL film
form Buccal Film R
5L Oral dissovable  |[ |[
Approved in tablet N
2000 for use in + Implantable rods
maintenance Long acting
treatment for injectable
ouD
Hesnrin MANAGEMESNT A Sxd LA T ES
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I BUPRENORPHIME TRAINING RECURED

= MDorDo
< 8-howr course
= 30 patients in first year thencan spply to go to 100
= Hwant up to 275 patients

= board certification in addiction medicine or addiction psychisty
by the American Board of Addiction Medicine (ABAM) or the
American Board of Medical Spediafties (ABEME) or certification
by the Amerncan Osteopathic Acsdemy of Addiction Medicine,
ABAM or ATAM

= Orwork in 3 gualified practice seting
- BA NP APN
= 24-hour Course
= 30 patients in first year then can apply to go to 100
= Held to state oversite rules

HeEAar s MANAGEMESNT ASSOCIATES
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I BUPRENORPHINE CAVEATS

+Many different ways to do an
induction

+Watch for diversion

+iCan be tough to wean and there are
questions about if you should even
try

+Meed to keep good records for
possible DEA evaluation

HEALTI MANAGEMEST A %SS40 ATES
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I BUPRENORPHIMNE CUTCOMES

+Retention in treatment at 1 year
have ranged from 55% to 65%

using the sublingual medication
+High degree of variability in the
delivery models and patient
severity
+Most rapid stabilization of .

dopamine

HeEAar T MANAGEMEST ASSO0ClATES

70

I NALTREXOMNE WHO IS APPROPRIATE?

Patients with a high degree of motivation
(dopamine)

Patients leaving the criminal justice
system w story of OUD and AUD

Patients who had poor results with

methadone or buprenorphine

HEALTI MANAGEMEXT ASS00 A TES
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I NALTRENOME GEMERAL REGULATIOME

Mo Federal
regulations inhibit _
the use Some payer
restrictions make
it difficultto
obtainthe long
acting injectable
form

Mewer implants
not FDA
approved

Hreav i MANAGEMENT ASSOCTATES
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I NALTREXOME COUTCOMES

+Least studied of the 3 medications

+Retention in treatment rates

ranging from 23-60%, depending
an the study.
+Injection has better retention than
oral pills
+Implant seems to show promise, -

however, needs maore study

Hearrn MAMNAGEMENT ASSOCIATES
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I NALTREXOME MEDICATION FOME

= Pills at 25mg and 50mg

= Longading injectable 3830mg [28-30
days)

=Vivitrol
= Implantable beads

=& months of coverage of 0.9 ng/ml
naltrexone

=3.5 ng/nl of 6-beta-MNaltrexol

HrEanrn 3 ANAGEMESNT ASS00TATES
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I NALTREXOME CAVEATE

+Best in patients with high motivation
{i.e.increased or normalized dopaming)

+Retention in treatment may be hard for
many patients

+Current head to head trial of
buprenorphine and naltrexone is
underway

+Difficult to get started due to need for 7
days of abstinence

Flran o MANAGEMENT ASSO0CLATES
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I MAT COMCLUSIONE | FUTURE STATE THE “SCAFFOLDING™ (IMPERIAL COUNTY EXAMPLE] -E|-

+Methadone and Buprenaorphine seem to have
no difference if efficacy whether patient is

injecting or using oral pills o
+Using medications is the standard of care A=, Lm. t:;:v L,H
i [P = = o L]
+There is no perfect answer! s = ¢ ¢
e d Qe -
+Involve your patients and have access to all of et R
the medications e

+Building an addiction treatment ecosystem is
the way. Mot just an opioid treatment system.

7
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AFTERNOON SESSION

FULL GROUP

Hesrrn MAaxsGeEsesT

ARROCTATES

| GAPSE BARRIMES LT
Maost common gaps/bamiers (themes):
Funding

Lack of youth substance programs
Lack of culturally sppropnate senices
Access 1o medicaion

Faclities that take cars of family too
Mo care avsidsblein the avening
Access to evalustion after hours not avalshe

HEALTH MANAGEMENT ASSOCIATES

Most annoying:
42 CFR part 2
Paid familly lesve only covers birth, adoptie
of foster parenits but not reunifying parents.
Lack of bed space svalabiity - thes ars
beds. but rot enough funding

Missing
Addiction in Humboldt i=n't as prominent of
3N S5ue a3 it needs to be
Apocess 10 appropristsly trained workforce

Easiest things tofix
Communication between senvices providers
otz of woo's from sudience)
Working a5 a team, not individuals or as
oS

Create moreinterdisciplinany training
Opportunties

I CURRINT STATE VALUC STREAM MAP CORRCCTIONAL

HEALTIH MANAGEAMENT

ARSOUTATES
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FUTURE STATEVSM OVERCOMING GAPS & BARRIERS

I FUTU RE STATT — Drafy for | lembolk

PROCESS IMPROVEMENTS

14 16
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NOW WHAI DO WE DQO?
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C. Summary of Evaluation Results

1. What did you like MOST about this forum?
Opportunity to collaborate with other community agencies to develop shared goals;
meeting key players
Assembling a plan for treatment focused on action
Scoping and barriers discussion
Knowledgeable and informative presenter
Interactive and inclusive
2. What did you like LEAST? What changes would you recommend?
Would’ve liked to integrate prevention perspective
Some stakeholders missing
Not enough breaks; too much sitting
Have a stronger idea of local services
Food and venue feedback
3. Give an example of something new you learned about addiction.
Best practice approaches to addiction
Dopamine’s role in SUD
Treatment method dos and don’ts
MAT-different medications for different populations
4. What topics would you like to learn more about?
Creative ways to generate funds
Perinatal services
42 CFR and changes
MAT for adolescents
Communication pathways between organizations
Specific requests based on organizations represented
5. Other comments/questions.
“I’m honored to be a part of the process/solution. | hope the powers that be can be as
enthusiastic and encouraged as | feel now.”
Worthwhile two days
HMA should explain why they are doing this
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