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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. Although the rates of use and overdose
are lower than in many states, opioid use and overdose have been steadily increasing in California.

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 Targeted 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 County-wide 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. Fresno County, one of the 10
counties selected, participated in a large-scale process improvement event on June 20-21, 2019 that
included members from different aspects of government, healthcare, addiction treatment, 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 Fresno County residents in need of addiction
treatment and support services.

Fresno County Department of Behavioral Health partnered with HMA to convene stakeholders and
examine the disease of addiction and evidence-based treatments, and to conduct an assessment of the
entire addiction treatment system in and around Fresno County, CA.

The two-day event concluded with the development of a group-based consolidated vision of the future
that includes, but is not limited to, early prevention efforts aimed at pre-teens and teens, ubiquitous
and standardized screening for OUD/SUD establishing every contact across all systems and sectors as
points of identification and potential entry into the treatment and recovery system. The group
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contemplated a referral system that is enabled by technology to simplify the assessment process by
providing access to the online ASAM Assessment tools (both the Co-triage, short form, and the
Continuum, long form), secure, simplified data sharing to facilitate better coordination and continuity of
and retention in treatment, and an online locator service for both beds and spaces to facilitate access
and forecasts of treatment supply and demand. The Fresno system would proactively deliver other
services at the front end aimed at identified social determinants of health while patients are in the
gueue for treatment, and smooth transition into aftercare services with adequate capacity at the back
end to address the ongoing treatment and recovery needs of clients. The ideal treatment in Fresno is of
high quality (i.e., well-trained providers), of sufficient capacity, portable across County lines and
available at all ASAM levels of care. 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 the country.

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, this should be achievable 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 Targeted Response (STR) and State Opioid
Response (SOR) dollars to fund the California 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 runs for two years beginning in September
2018.

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 Fresno 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 Fresno County, nine other counties were
identified as key locations on which to focus these efforts.
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The Transitions of Care project engages stakeholders in each selected County in a two-
day County-wide 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.

HMA worked closely with Fresno County Department of Behavioral Health, specifically
Loretta Brandon, Staff Analyst, Katherine Anderson, Principal Analyst, Susan Holt,
Deputy Director, Clinical Operations, and Dawan Utecht, Director, to launch the process
improvement event and subsequent ongoing technical assistance program. Fresno
County Department of Behavioral Health identified key stakeholders to engage,
conducted outreach, and distributed invitations. Fresno County Department of
Behavioral Health 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

Fresno County Department of Behavioral Health

Dawan Utecht, Director

Susan Holt, Deputy Director, Clinical Operations
Katherine Anderson, Principal Analyst

Loretta Brandon, Staff Analyst

Jolie Gordon-Browar, Division Manager

Stacy VanBruggen, Division Manager
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C. Who Was Involved

Fresno County Department of
Behavioral Health

Fresno County Department of
Social Services

California Health Sciences
University

Comprehensive Addiction
Programs, Inc.

Fresno County Probation
Aegis Treatment Centers

Lags Medical Centers

Clinica Sierra Vista
Transitions Children’s Services
WestCare

Fresno New Connections, Inc.
Turning Point of Central
California, Inc.

Fresno County Department of

Medmark

Valley Recovery Center
Promesa

Wellpath

Central California Recovery

US Attorney’s Office

Kings View Behavioral Health
Services

Fresno County Superintendent
of Schools

Fresno County Needle Exchange
Program

Fresno County Public Defender
BAART Programs

Fresno Police Department
Sierra View Medical Center
Saint Agnes Medical Center
Kaweah Delta District Hospital

Public Health

Anthem

Community Regional Medical
Center

D. Structure of the Intervention

In advance of the event, HMA worked with the County to electronically gather high-level
information on addiction treatment capacity in Fresno in preparation for two days of
intensive on-site value stream mapping, presentation, and discussion.

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 Fresno County: SUD treatment, hospitals, probation, education,
behavioral health, public health, people with lived experience, and many others. HMA
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used the morning of day one to facilitate group discussion about the barriers and gaps in
the current addiction treatment system, including the identification of ideas for
addressing the barriers and gaps. The group also identified desired outcomes from any
intervention/future state plan.

In the afternoon, attendees completed current state value stream maps for their part of
the addiction treatment system. For this exercise, the larger group was divided into
smaller groups by organization/addiction treatment area to develop a current state
value stream map that depicted exactly how a community member moves through their
system. Participants were tasked with including all interventions and decision points,
who performs them, and how long they take. They were also instructed to discuss both
intervention-specific and global barriers and gaps. While the work product 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 Fresno County. In a standard
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.

On the afternoon of day one and the morning of day two, each provider group
presented their map to the whole group.
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On the afternoon of day two, the full group brainstormed desired features in a future
state and created 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.
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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 input of the groups and
addresses the barriers and gaps identified. 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 Fresno County Substance Use Disorder Assessment

Fresno County is contracted with the state Department of Healthcare Services (DHCS) as
a Drug Medi-Cal, Organized Delivery System (DMC-ODS). That contract began in January
2019 and is still evolving. DHCS requires ODS counties to utilize the ASAM criteria for
making level of care and placement determinations. Fresno developed the Fresno
County Substance Use Disorder Assessment to meet that need. Although some
commercial drug treatment providers in Fresno previously used the ASAM CONTINUUM
and Co-Triage, all providers in the Fresno ODS are now required to use the Fresno
County Substance Use Disorder Assessment. The section that follows describes the
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ASAM criteria in the context of the copyrighted ASAM assessment tools (CONTINUUM
and Co-Triage). While the criteria descriptions are pertinent to this report and to the
ODS waiver counties in general, the County does not use the copyrighted ASAM
assessment tools.

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

ASAM's criteria, formerly known
. AT A GLANCE: THE SIX DIMENSIONS OF MULTIDIMENSIONAL ASSESSMENT
a5 the ASAM patient placement N ——————

criteri a, is the result of a ASAM's criteria uses six dimensions to create a holistic, biopsychosocial assessment of an individual to be
used for service planning and treatment across all services and levels of care. The six dimensions are:
collaboration that began in the
Acute Intoxication and/or Withdrawal Potential
1980s to define one national set

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

of criteria for providing outcome-

. Bi dical Conditi d C licati
oriented and results-based care Iomadie) Condilons snd CompDrations

Exploring an individual's health history and current physical
condition

in the treatment of addiction.

Today the criteria have become Emotional, Behavioral, or Cognitive Conditions and
. Complications
the most widely used and

Exploring an individual's thoughts, emotions, and mental health
issues

comprehensive set of guidelines
Readiness to Change

for placement, continued stay,

Exploring an individual's readiness and interest in changing

and transfer/discharge of

patients With addiction an d co Relapse, Continued Use, or Continued Problem Potential

DIMENSION 5 Exploring an individual’s unique relationship with relapse or
continued use or problems

occurring conditions. ASAM's

y/Living
6 DIMENSION 6 Exploring an individual's recovery or living situation, and the
surrounding people, places, and things

criteria are required in over 30
states*.

-
|;

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

Health Management Associates 6



REFLECTING A CONTINUUM OF CARE

Intensive Outpatient/ Medically 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
Note: 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. o
inically
The decimals listed here represent benchmarks along a continuum, H‘Mha?aged
. o . A s A igh-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. Sarvices

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.

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
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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 not one of these 30 states.
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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:

Coordinated entry, single point of entry

Shared database of information that everyone from health plans to providers
can access; Health Information Exchange

Shared understanding of health care and treatment

Shared scientific approach to treating addictions across all partnering agencies
Reduction in paperwork and documentation requirements, specifically for Med-
iCal

More telemedicine, especially for juveniles

Bundling procedures under one service code

Shared screening and assessment tools

Treatment on demand

24/7 access to medications in Emergency Departments

Pharmacies that stock and dispense Suboxone

Standard Electronic Health Records system

HMA recommends an overarching goal for Fresno County, under which all the goals
named above can be placed.

THE OVERARCHING GOAL:

ELIMINATE ADDICTION-RELATED DEATHS IN
FRESNO COUNTY

B. Stories of Experience with Addiction in Fresno County

Building a person-centered system of addiction treatment in Fresno 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 Fresno to share their
stories with us if they were willing. Below is a response we received:
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C. Fresno County’s Current State Value Stream Maps (VSM)

Justice Current State VSMs

Probationer Terminated from Treatment

Arrest OR Re- Pursue V.O.P or

Refer Informal?

Stigma Availability Federal
of of releasef+ Realignment
responders out of . services
Parole (TMT) Court custody Medical supervision
clearance P
; Can be delay ordered for jail other
Gom.g to treatment Loss of
office treatment
armedl # of prior momentum
crimina
] attempts @
Risk T™T Consegugnces of
jail: .
employment Reintroduce to
family jail environment
Why they
were Risk level
terminated
Bed space Medlc.a !
Interpersonal aroup necessity Transport
Conflicts ety Stable to SUD
healthy
Medi-cal
Delay rules
2x yr?
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Inmate Enters Jail for Probation Violation

Accept or deny I/m I/m complete
SUD tx SUD program
Classification Denied by
I/m denies I/m Staffing Staffing Group custody, I/ Referral,
Su Hx or request SUD Hx No Jail Approval affiliation m refuses, community
isn’t asked from most SUD dx location from Released no group resources,
custody ? Waiting custody Amount of stay available inpatient/
Of SUD, list time of outpatient Tx
I/min active No approval
data refuses w/D medical pFI)/m 2 Classroom
assistance/ SUD slips refusal availability I/m returns to
services - ! same
| environment,
release stigma,
homelessness
I/m under
influence
12
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Probationer Terminated from Treatment

For a probationer terminated from treatment, the very first act of reporting to the
probation office and stating that they have been terminated from a treatment program
requires overcoming a number of challenges: transportation to get to the office, long wait
times, and reluctance to disclose the information due to stigma of failure and fear of re-
arrest and related repercussions. If a probationer chooses not to report to the office, the
provider sends a progress report, and the probation staff will contact the probationer. There
are often delays with this due to difficulty getting in contact with the probationer.

Once the probationer is able to meet with staff, they are interviewed to assess the situation
and investigate why they were terminated from treatment. Rather than assuming the
defendant is wholly to blame for termination (as was the previous protocol), the probation
office is moving toward a more comprehensive view and taking into account issues with
cost, homelessness, other survival issues that may have taken priority, transportation, and
interpersonal conflicts with peers or treatment staff. This complete picture of termination is
necessary to determine whether the defendant should be arrested for violation or re-
referred to treatment.

When making the decision to arrest or re-refer, the probation office relies on the risk level
determination from the STRONG (Static Risk and Offender Needs Guide) tool, which is done
before the defendant is sentenced. Staff considers numerous factors including whether the
instance was a violation of court-ordered treatment, whether arrest is necessary/ worth
putting employment at risk, whether the defendant is the sole family provider, and what the
other consequences of arrest might be. Barriers include stigma, overcrowding, loss to follow
up due to early release, and general risk of being in a jail environment. However, there are
also many barriers to making a re-referral: availability of bed space, availability of
appropriate programs, delay in service delivery, medical necessity of receiving treatment,
co-occurring health issues, transportation, and Medi-Cal rules of providers relating to
termination. A substance use specialist will assess the probationer to determine the level of

care for an OUD or SUD person, and may use criminal justice assessments for certain
individuals (such as those with DUI offenses).

Inmate Enters Jail for Probation Violation

Inmates entering jail begin their process by seeing an RN in booking or intake. The RN may
ask about history with substance use, but this is not asked consistently and often not asked
at all. If an inmate is put into a “pod” or expresses that they want services, medical staff will
put in a referral or the inmate can self-refer. Inmate request forms often get lost, however,
and there is limited capacity to accommodate requests from over 3,000 inmates. There is
also limited awareness of programming among staff, including custody, medical personnel,
and night staff.

After a referral, a substance use disorder (SUD) nurse, care manager, or counselor will
conduct a screening to review the inmate’s profile, diagnosis, and past assessments. During
the assessment process, staff uses motivational interviewing and cognitive behavioral
therapy (CBT) to determine stage of change and engage inmates in their recovery. However,
the process of putting in assessments is bottlenecked—typically two staff members must
process 40 referrals in three days. During the SUD and mental health assessment, staff
determines a diagnosis and treatment plan. There is limited staffing capacity at this step of
the process as well, in addition to lack of space to conduct interviews.

Acceptance into treatment is based on approval from custody, and this is sometimes denied
due to an inmate’s history of violence or gang affiliation. Other reasons for denial/ refusal
include early release, classroom availability, and lack of available groups that meet specific
inmate needs (e.g., inmates who must be separated). If an inmate is accepted, they are
assigned to SUD group to complete a program. Programs are purely focused on SUD
counseling, and do not currently provide MAT.

Upon completion, discharge becomes a challenge both for those going to prison and those
re-entering society: inmates are stigmatized for addiction, and re-entry populations face
challenges with homelessness and accessing services in the community.

Health Management Associates

13



Fresno County Education Current State VSM

Referral to

Lack of naloxone
administration

Proper
storage and
disposal

Lack of
responders
in rural areas

Lack of
triage

inpatient or
outpatient

Refer or Not

refer

Training
Stigma

Very few schools
have treatment
options including
prevention and
intervention

Health Management Associates

Lack of
understanding of
issue, stigma, lack

trained staffin
school expenses

14



The K-12 education staff in Fresno County become aware of students having a substance use
or abuse issue in two main ways: a student is caught in possession or under the influence of

a substance at school, or the issue comes to light through the student working with a school

counselor or social worker.

While there are opportunities for identification and treatment of SUD in schools, there are
many barriers in the current process. Schools lack screeners, education, and training
capacity, and currently students who are identified with a substance use issue are referred
to a new school for one or two semesters. For students who are expelled due to substance
use or possession, the expulsion order recommends drug or alcohol counseling, but this is
not a mechanism for referring to a specific treatment provider, and the responsibility of

finding a provider falls to the family. However, accessing treatment is used as criteria for
readmission to school after expulsion.

Within the school itself, there is a lack of capacity for counseling and treatment for drugs
and alcohol. Without trained staff, the school must refer students to community-based
services, but this is not always available in rural areas of the County. There is a need for
more school-based providers to improve access to treatment, as well as stigma reduction
and psychoeducation for students.
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AEGIS, BAART, Medmark, and Lags Current State VSM
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AEGIS, BAART, MedMark, and Lags are SUD treatment providers that offer MAT in Fresno
County. When a patient comes to one of these organizations, either as a walk-in or through
a referral, they undergo an initial screening from staff to ensure they meet treatment
requirements. This screening is not an ASAM assessment, but rather a general set of
guestions that identify whether the person is in the appropriate place and meets the criteria
to be seen by a doctor that day. Staff will obtain a urine sample from the person to
determine if opioids are present in their system and depending on when/what substance
they last used, staff will determine when and if it is appropriate to start medication.
Medication options include Methadone, Buprenorphine (Suboxone), and Vivitrol.

After screening, the person meets with a program physician to make the diagnosis of Opioid
Use Disorder (OUD) and to be admitted to the treatment program. The physician

determines which medication to start, which is dependent on history, frequency, intensity
and duration of use. However, there are a number of challenges that often preclude starting
treatment: insufficient insurance coverage or ability to pay for medication, transportation,
wait times, wait lists, time from last use, and availability of physicians able to admit.

Patients undergo an ASAM assessment within six days after being admitted and attend a
series of appointments during which staff use the assessment to determine other levels of
care (NB: Title 9 standards allow up to 28 days for this assessment). For patients with co-
occurring medical or mental health needs, it can be difficult to coordinate care. It can also
be a challenge for patients to stay engaged in treatment for as long as is necessary to be
effective. Within these organizations, there is significant opportunity to implement best
practices regarding mechanisms for temporizing treatment and bridge to MAT.

Health Management Associates
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The Fresno County Behavioral Health system has multiple points of entry, including the
urgent care wellness center, crisis stabilization units, youth wellness centers, law
enforcement, FQHCs, primary care and other clinicians in the field, street outreach, 211, and
Multi-Agency Access Program (MAP).! In terms of addiction treatment, staff determine a
need for services through relationships, screening tools (e.g., GAD-7, etc.), the Columbia
Suicide Severity Rating Scale (C-SSRS), bio-psycho-social assessments in the community,
6169 and motivational interviewing. An assessment is then performed to assign the patient
to the appropriate level of care (modified ASAM), and patients undergo an eligibility
assessment (full ASAM). Those with co-occurring mental health needs must be assessed by a
medical doctor and/or psychiatrist to determine medical necessity.

Based on the assessment results, patients are connected with withdrawal management,
MAT, outpatient treatment, narcotic treatment, case management, and other services.

1 The MAP program is a free service to all persons living in Fresno County that is a collaboration
between the Fresno County Department of Behavioral Health and several community based
organizations (CBO) to link individuals and families to “the right care, at the right place, the first

The process of moving through the behavioral health systems and being connected with the
appropriate level of care for addiction treatment is rife with barriers. There is a general lack
of awareness of resources in the community, and though there are multiple entry points to
the system, people are not aware of many of them. Community members also do not have a
clear understanding of what MAT is and how to access it. In terms of treatment capacity,
there are issues with staff retention and turnover, and a need for well-trained professionals.
There is also a disparity in terms of urban versus rural capacity, a lack of culturally and
linguistically appropriate services, and a lack of resources to address social determinants of
health such as housing and transportation. Care coordination and coordinated discharge
planning is a challenge, as well as coordination with social service agencies. There also is a
need to overcome stigma and structural/ policy challenges in order to provide care that is
person-centered.

time,” Collaborating CBOs utilize appropriate screening., provide navigation support, create
care/service plans and provide linkages to a spectrum of mental and physical health, substance use,
housing , employment readiness and other social services.
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Fresno County Outpatient Services Current State VSM
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Outpatient services are contracted by Fresno County Behavioral Health. The outpatient care
process begins with a person arriving at the clinic, which can pose issues if the person
arrives without an appointment, a referral, or insurance coverage. During the appointment,
the majority of patients will undergo ASAM screening, except for a small number that have a
pre-screen. Separate from the ASAM assessment, it can be difficult to establish medical
necessity, particularly if patients do not disclose the event that prompted them to seek
treatment.

The ASAM assessment process is very lengthy and often extends the intake process to
several hours, making it difficult to maintain patient engagement. Consequently, there is a
need for staff with strong motivational interviewing skills to avoid losing clients. Patient may
also experience withdrawal or cravings during this process, particularly if they have not been
forthcoming about their most recent use of substances. Based on the level of care
determination, clients may also show some resistance at this stage, particularly for clients
who meet the criteria for residential treatment and fear losing employment.

After the assessment is performed, the client must return, often at a separate visit, to get a
treatment plan. Some clients are lost to follow up because of a 10-day window allowable to
enroll the client in services before they have to start the intake process over.

After intake, medical necessity is established through a meeting with a counselor, and the
client is admitted and assigned to a counselor and a schedule of group therapy meeting.
Barriers include lack of workforce capacity, and lack of treatment adherence which can
result in a client being dropped from the program if they miss a certain number of days.
Clients receive case management during treatment, which includes medical referrals. When
it comes time for clients to be discharged, some clients feel that they did not have enough
time in treatment and would benefit from more services.
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Fresno County Residential Services Current State VSM
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The process for receiving treatment in a residential facility begins with a client arriving for
treatment, either by walk-in or appointment. During the appointment, staff perform

screening and ASAM assessment to determine eligibility for the residential modality of care.

Barriers to eligibility include timely and successful medical and psychiatric clearance, having
medication, funding, bed availability, and criminal justice mandates such as 30-day limits
despite a need for longer term care. 2Additionally, clients may meet ASAM criteria but not
meet medical necessity criteria according to DMC-ODS. After the ASAM assessment, if the
decision is made to admit the client into treatment, the client completes intake paperwork.

After entering treatment, the client will receive both group and individual counseling. More
than treatment capacity, residential providers face issues with medical necessity
justification and Medi-Cal authorizations. Providers also face an overarching issue with
clients changing their mind at any point during the treatment process about whether they
want to continue.

2 Currently there are no 30-day limits. Residential services are for a maximum of 90 days per treatment episode or two treatment episodes per 365-day period. Client can receive one (1) thirty (30)-day extension
annually if the 90-day episode is not sufficient. Treatment is approved in 30-day increments and extensions of each 30-day period must be requested by the treating provider in advance of the end of the current

30-day period.
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Fresno County Hospital/ Health Plan Current State VSM
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This group was comprised of both hospital and health plan stakeholders and identified the
beginning of their process with a patient arriving in the emergency department. The patient
first undergoes medical screening (as required by law) and triage, and because the ED is
used for both emergent and nonemergent care, patients face long wait times. Due to
language barriers and cultural sensitivity issues, patients may not disclose all information in
triage. After the patient is assigned a triage level, a provider is assigned to them to
complete a medical assessment and evaluation. However, once this assessment and
evaluation is completed, determining next steps becomes a challenge. With a shortage of
physicians, newer PAs and NPs may be placed in this environment to extend the care team
but experience a learning curve within emergency services. There is a lack of consistent
discharge planning, and lack of standardized processes for mental health and substance use
screening to properly identify addiction issues versus mental health needs. The County does
have an ED Bridge presence which collaborates with Bright Heart Health, a telemedicine
MAT provider that extends MAT access through telehealth physician support for induction,
treatment and related issues. Even deploying telehealth resources does not reach everyone,

as capacity is limited within the hospital. Additionally, there are limited office based opioid
treatment (OBOT) MAT options in Fresno.

After assessment and evaluation, a decision is made either to admit the patient to the
hospital, discharge him from the ED, or transfer her out to another setting, such as an
inpatient behavioral health setting. There is a lack of treatment capacity in terms of both
bed and provider availability, and continuity of care post-transfer is a significant challenge at
a most critical transition point. A patient who is discharged after initiation of MAT faces
myriad barriers including limitations in health plan benefits to cover MAT, and consequent
cost barriers for MAT continuation; as well as a dearth of providers trained and willing to
accept patients on MAT or for other treatment services. Providers generally lack training
and knowledge about SUD treatment. If the assessment determines the patient requires
inpatient psychiatric care, patients are often transferred out of the County. Finally, it is
particularly challenging to meet treatment and or psychiatric needs for adolescents.
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Fresno County Social Services Current State VSMs
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Foster Youth

When foster youth are identified with substance use issues, perhaps associated with a
runaway episode or an event prior to child welfare system involvement, social service staff
make a referral to a specialist to complete a mental health or SUD assessment. Afterwards,
they are referred to treatment to complete the ASAM assessment and to determine if they
meet criteria for medical necessity.

Foster youth are sent to a variety of providers, but services are usually linked to
circumstances. There is continual reassessment of progress and needs. Additionally, it can
be especially challenging to coordinate with other services, given the array of challenges
faced by many youth in the foster system.

Currently, there are no MAT services available for youth, and no residential treatment
options specific to youth with SUD. Care continuity can be difficult for youth on psychotropic
meds if they run away from their placement, and there is no way to track medication
adherence.

Adults

Adults with social challenges include adults who have touched the child welfare system,
welfare to work, and adults experiencing homelessness. Persons identified with a set of
challenges undergo assessments that vary depending on individual and population needs
and can include the VI-SPDAT and the ASAM.

If substance use is identified as an issue, the client receives a referral to Behavioral Health to
do a screening, but this can be challenging due to wait times, transportation, competing
basic needs, mobility, and readiness factor. If Behavioral Health sends the client to a
provider for an assessment, a client may disclose different information to the provider than
they did to social services, creating issues with establishing medical necessity.

In terms of accessing treatment services, adults face barriers with constant reassessment,
services being linked to circumstance, court timelines, family reunification timelines,
coordination with other services, communication on progress, and difficulty establishing
medical necessity despite evident challenges related to substance use.
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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 Fresno County to
address addiction, stakeholders agreed there were many challenges, particularly around
available services, system integration and coordination, workforce capacity and stigma.

In small groups, participants identified barriers and gaps within the Fresno County
addiction treatment ecosystem, as well as potential solutions. Below is a summary of
the discussion organized by types of gaps and barriers. Solutions are summarized in
groups of similar solutions.

Barriers/Gaps
Lack of needed services

Little to no access to care-full capacity, waitlists, few options, financial status,
insurance, rural areas, limited hours of operation, language barriers

Waiver but shorter stay in residential care, better discharge planning to assure
step down programing or longer length of care in-patient

Loss of client/family due to few sober living beds

Waiting list for community housing means client returns to community where
they lived

MAT Outpatient services

Capacity-# of providers for families, recovery residences, eligibility and length of
treatment allowed/ Limited hours for services/ Limited staff on site/ Not enough
providers (i.e., 2.1 level)/ Lack of MAT and residential, outpatient, intensive
outpatient and DT

Lack of preventative or early intervention services, lack of access to services for
co-occurring disorders

Lack of training including curriculum or mandate to educate students in the
education system; Lack of training for teachers and administration; Lack of SUD
education in the school systems elementary to college; Highschool education
Lack of services for youth including: 3.0 level of care for youth, Psychiatric care
for youth, adolescent residential services, Youth psychiatric inpatient

Minimal inpatient treatment for population/Long-term residential treatment/
Amount of treatment episodes (residential)

Dual diagnosis treatment

Medication Management

Lack of mental health care, care coordination and holistic care
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Lack of recovery residence

Medical detox

Sobering center

Supportive education/employment

On demand treatment

Access to wrap around services

Access to treatment facilities accepting children and families
Street services-innovative ideas

Telehealth

MAT in jails

Workforce development/capacity

Competency for Co-Occurring Disorders (COD) -capable services

Inconsistent screening/assessments/ Inaccurate completion of assessment
leading to misdiagnosis/wrong diagnosis

Burnout and high turnover

Staffing-qualified and committed

Workforce shortage-not enough providers/ Lack of workforce and workforce
education

No capacity to treat for substance issues- counseling and therapy services
Hours of service to connect for care-ED service hours

Chronic pain management providers versus ED recommendations for safe
prescribing

Non-profit relationships with County arrangements for funding-loss of trained
people and turnover leads to inefficiencies

Lack of experience with peer support services

Lack of experience with MAT services

Lack of understanding about harm reduction

Cultural understanding (i.e., native and tribal populations)

Lack of clinical knowledge-build systems using old information-interventions lag
behind

System linkages/system issues

Integration between systems/ Collaboration-systems linkages, how to respect
where the client is/ Coordination between agencies/ Lack of warm handoff/
Lack of seamless system of care/Collaboration with everyone/ Lack of care
coordination

Lack of communication between agencies and staff/Information sharing-
complicated and bureaucratic/ Data sharing/HIPAA/42 CFR
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Inconsistent law-state. Federal (e.g., MJ)

Intake process is too long

Duration requirement of dependence to enter treatment

Insurance barriers/Insurance to cover treatment/ Insurance is a barrier/
Increased medical costs and variation in each plan’s reimbursement structures/
Reimbursement for services to sustain work of the agency-payroll dependent on
reimbursement

Different goals, benchmarks, responsibilities at each agency

Misuse of resources

Drug Medi Cal/ODS waiver not prepared; lack of communication/ ODS Waiver
and new system requiring managed care and providers struggling with new
rules

Waiting lists-outreach funding

Medical necessity=legal system-court ordered

Definition of treatment is different with different entities

Jail to community SUD services-handoff/referral to community SUD/MH
resources

Prescriber/provider on hand for private addiction program (outpatient program)
Jail environment is a barrier due to safety and security issues/protocols (not
conducive for MHSUD treatment)

Jail-barrier don’t know release date

Alumni services and support

Lack of support from DSS for MAT services

Providers or family dictating how long or what type of treatment a patient
receives

Lack of follow-up on referrals given by providers-follow up or follow through
Positive drug test makes client they will be kicked out so they leave-transitional
housing voluntary-referred out to treatment

“Violations”-guidelines for people trying to stabilize/recover

Lenience in laws that allow people to work the system

Mental health versus addiction versus criminal issues-clear diagnosis

Billing system

Timeliness of access for non-DMC clients

Disconnect between housing services and AOD services

Lack of communication between hospitals and criminal justice

Funding stream restrictions

Lack of access for certain populations due to funding restrictions

Gap between what treatment providers and criminal justice believe is the
standard of care
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Stigma

Lack of coordination of Welfare to Work money for MH, SUD and domestic

violence

Reimbursement-MAT-0OV health plan-medication state, money, supportive
services-FQHCs

Lack of integration of MH and SU services

Non-pharmacological response to pain

Stigma, fear of government

Stigma from staff and doctors/Stigma among providers/Client stigmas/ Provider
bias/stigma

Denial of disease

Stigma from other providers, community, family and friends-culture/religion,
criminal justice system

Lack of education, personal bias, pregnancy-fear of CPS

Culture of custody staff to remove stigma of MH/SUD diagnosis

Political will/interest-values driven/Politics-fear/risk of losing Medi Cal/Fear of
losing employment

Lack of education regarding nature of addiction-physiological underpinnings of
addiction

Lack of understanding/knowledge of MAT

Understanding need for services (i.e., homeless population)

Social Determinants of Health

Homelessness

Lack of transportation/ Rural public transportation
Client doesn’t want resources

Lack of support systems

Lack of housing for those who are symptomatic

Solutions

Training for professionals

Co-occurring Disorders (COD) training-better linkage/coordination/ Make all
COD capable and harm reduction oriented/ Co-Occurring capable training and
monitored implementation

Increase training and education on SUD/ More training and
supervision/Training/ More education for stigma-doctors, judges, police/ More
training in diagnostic criteria and medical necessity/Educate SUD providers/MAT
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on how to outreach to MH system/ Understanding who your patients are/ Train
to wellness and other business models for staff engagement (Gallup
Organization)/Team building activities/ Education to increase
understanding/Training and supervision/ Oversight and accountability/Clear
expectations/ Human resources/Increase capacities/ Inservice
trainings/education/ Trainings SUD professionals/ Including stigma reduction
and addiction training to DSS and justice/Required courses in education
system/Cultural competency training for state and County providers/Revise
medical school and other health professional curricula to include reducing
stigma

Develop County-wide standardized training on how to complete
forms/assessments/ Streamline intake and collaborative documentation/ ASAM
criteria-standardized forms/ Assessment -provider training versus peers

Community outreach/education

Community outreach/education about available resources/ Community
outreach/education of other providers in community/ Education and outreach
to faith groups and religious community/ Education/ More outreach/
Community outreach/coordination of care/ Increase outreach and form
relationships/ Understanding resources available/ Collaboration between
programs/ Release of Information Forms/ Business Association Agreements/
Open house/ Programs/processes systematized to link to needed
programs/services after release/ Establish community relationships/SOAR
Training/SUD First Aid training-like MH First Aid training/Curriculum-National
Council?/Case management/Liaisons of point within each agency/organization/
Education about available resources/Training on addiction and harm
reduction/Gabor Mate-addiction expert/Education about addiction/Education in
the community at churches and ethnic/social settings (Rotary, Lions, Immigrant
groups, philanthropic agencies) about neurobiology of addiction/More outreach
and early intervention/Community resource directory specifically with SUD
providers/programs/SUD provider network-membership/participation
regardless of agency/Collaborate with FMCOC (Fresno-Madera Continuum of
Care)

Early prevention-starting at school age/ Early intervention, education and
outreach/ Try to partner with the new superintendent of schools-contract for
clinicians in schools-use as an in road since they are already there/ SUD
education for school personnel/ Ongoing educator training/ Start in grade
school-assemblies on drug free zones
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More collaboration with schools/Funding for MH in education system/Work
with universities and high schools

Service Delivery

Comprehensive services and understanding/Increased staff and money/
Resources available/ More money/Medical transportation/Self-care/More
engagement with services/Merit-based incentives/Stages of change/Denial
management/ Family System Work/Therapy/ Partner MAT providers/ Youth
diversion program/ Motivational interviewing/ Drugfreeworld.org/ MAP point/
Case Western-dual diagnosis treatment from Ohio-look at website/Cal Viva
Logistic Care/Lock boxes/Cal Viva Lock in program/ Connecting with medical
insurance for transportation/ Transportation/Assistance with application
process/ Recovery services-life after treatment/ Bilingual staff/Logistic care/
Care coordination/Harm reduction/ Medi-Cal transportation-member services/
Anthem, Medi Cal, Bright Hearts Health/ Use/require harm reduction/What can
HMIS use to coordinate care/Support MDS for X waiver/Utilize CURES
system/Remove barriers to state and County funding/ Hub and Spoke Model-
medication units/ Referrals for covered transportation
services/Effective/reflective project “abstinence”/On demand treatment (Bright
Hearts, Anthem Medical)

Telehealth Outpatient Alcohol and Drug Services (T.0.A.D.S.)/Avatar access/
Collaborate with NIDA and other online resources for youth intervention/
Telehealth

Initiate treatment in jails/Build roles in the criminal justice system that are well
trained and appropriately paid/Medication in jail/Improve community-care
coordination with jail services/Training of custody staff/Employing PSS in
justice/Education to law enforcement and justice

Work with DHCS on residential restrictions/Increase solo living capacity/Housing
plan and “community approach”

Maximize what we can in the HIE/EMR system for history validation/ Centralized
database accessible to all

Advocacy

Show up at hill days-vote/ Advocacy for youth services/Vote/ Host bi-annual
event for staffers and elected officials on hot topics/More advocacy for
outreach funding
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Consolidated Barriers and Gaps

The discussions 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 and the number of times the barrier/gap was mentioned.

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

Justice
Education

AEGIS, BAART,
Medmark and Lags
Fresno County
Behavioral Health

Outpatient Services

Residential Services

Hospital/Health Plan
Fresno County DSS

What is Working Well in Fresno County

Following the small group discussions about barriers, gaps and potential solutions, the larger group
talked about what is working well regarding Fresno County’s addiction treatment system. Participants
agreed that there are many strengths to build off of in the County including:

SUD program in Fresno County jail now. Working in jail, 240 voluntary inmates going to cognitive
behavioral therapy with an additional 150 on a waitlist. MAT in jails.
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AB109 —Collaboration of providers with adult probation is very good.

Clinical supervisor for rural co-responder team, co-located with police stations. Fresno County
currently, in that model and new metro model, are regularly intervening with SUD. Ensuring
safety and building relationships to support episodic and long-term care.

Instead of saying relapse, saying “decompensated and was unable to manage their illness”. |
would never tell anyone with major depressive disorder to get out. It's okay to see them while
they’re symptomatic. That’s what we do for all other psychiatric illnesses.

Early 2017 -enhanced harm reduction by law enforcement agencies. Increased the number
carrying Naloxone. Embraced harm reduction efforts. Increased efforts by first responders in
central valley.

Turning Point — integrated model of care; SUD co-occurring and mental health

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, HMA 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 Fresno County community. Below is a summary of what participants identified as
their most desired features of a future system.

Unified entry-Coordinated single point of entry/no wrong door

Shared case plan

Universal, real-time, secure data with access and permissions

Shared police principles of harm reduction

Sufficient resources to do the work

On-demand, non-coercive treatment

Treatment, even when symptomatic

Real-time, universal data sharing

More fluid exchange of info, standardized Release of Information

Better and shared understanding of addiction for everyone serving the population
Meet client at their point of need-homeless, at-risk of homelessness, incarcerated, etc.
Use of common language, common assessment tools between agencies and services-everybody
speaking uniform language across levels of care

Electronic health record that’s common and amongst agencies

MAT access in all health settings, including jails and prisons-especially in rural areas

All MAT covered by all insurances-all types of care, all medications

Aftercare offered by all treatment programs

Shared database, common EHR system

Increased communication between collaborative partners-across entire human services system
Increased training of evidence-based practices and supervision

Shared EMR

Reduction in documentation time = more time to spend with clients
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Being able to serve clients with out-of-county Medi-Cal without entering agreement with
outlying county-flexibility in serving out-of-county

Enough adequately trained providers to meet demand

Standard algorithm of how treatment plan is individualized to the need, across all sectors
Statewide standard for access to service

Start younger, in school systems, educating about this health need-upstream curriculum
Continuity of care, providing hub of online resources you can access ASAM or any assessment
tools you might need (screenings, diagnosis data, etc.)

Engagement services while individuals are on a wait list, so they’re not just waiting and
continuing to use

More peer coaching-training peers at a level to provide more peer support to help with the lack
of workforce, provider burnout, etc.-standardized training

On-demand access to treatment with comprehensive screening and linkage to integrated care
Advocate for uniform or interoperability of EHR system and for revised CFR-42 and paperwork
reduction

Seamless transitions in care between levels of care/effective care coordination

Standardized, required training/education on OTS services among providers

Adequate and trained staff

More adequate aftercare and recovery services

Assessments that are consumer driven

No limitations on number of episodes/admits to residential care

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
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G. The “Scaffolding”

IDENTIFICATION MULTIPLE ENTRY
POINTS

Screening: Consistent

Tools

e NIDA QuickScreen
e CRAFFT (teens)

Increased capacity

of well-trained

Direct Triggers providers High-quality portable
Overdose (OD) (including MAT- (i.e. across counties) Aftrirccgvrs:,nd
ED OD Visi i i

DUI(?Arr\éI:tt gszz)szgfgrﬁ ior Elll LOCATOR ser\“Ic-;vse?st \i/lilt,:SAM SAEET

Possession Arrest patients (even if o [Ezdien standardized criteria Sean.ﬂ.ess

Withdrawal symptoms symptomatic or * Appointments (e.g. algorithms) to tran5|t|or|1|s

Cravings experiencing facilitate individual Iesglr:’cs; :are

Other homelessness) treatment plans

using agreed upon

tools

Indirect Triggers Fresno Co SUD
Track marks Assessment
ER injury e AUDIT SERVICES
CPS investigation for e ASSIST WHILE
suspicion of drug use DAST (10) AWAITING
Youth abandoned due APPOINTMENT
to drug use
ID of substance

exposed infant
Other

PREVENTION

Start education upstream (Elementary and Middle School)
Training in Motivational Interviewing and Dialectical Behavioral Therapy
Reduce STIGMA
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The “Scaffolding” is the structural representation of services, processes and decision points which are
consistent across all locations that a patient with addiction may encounter. It represents the
culmination of the process improvement event: an agreed-upon future state for Fresno County.

Considerable time was spent during the process improvement event contemplating the current state of
the SUD ecosystem and the many barriers that exist within this system. These conversations, along with
the determination of the most desired features of the future system informed the whole group
discussion of the ultimate future state map. Once the most desired features were determined within
small groups. these features were shared and ultimately mapped into an ideal future state treatment
and recovery ecosystem.

Undergirding the entire system is a prevention orientation that addresses both drug use as well as
building a compassionate, caring system that engages those with OUD/SUD regardless of their state.
That begins early in life with prevention activities aimed at informing individuals about the neurobiology
and risk of OUD/SUD must begin early, perhaps as early as elementary school or middle school. There is
also a need for a systemic approach to building knowledge, skills attitudes and behaviors that willingly
engage those with OUD/SUD in facilitating readiness through strategies such as motivation interviewing
techniques and trauma informed care principles. Additionally, efforts must be made to recognize, and
eliminate the stigma that keeps people from seeking help and drives off-putting behaviors that lead to
discrimination resulting in reluctance to seek and accept services.

When the prevention principles and activities fail, a system must be in place to address the entire
continuum of care, which begins with screening and identification. The active mechanisms for
identification involve the use of validated, evidence-based screening tools that identify risk for SUD to
be utilized in both likely (e.g., drug treatment programs and hotlines, primary care provider offices, etc.)
and unlikely (e.g., public health services and offices, schools, faith-based groups, etc.). There are a wide
variety of screening tools being utilized across Fresno County. It may be useful to narrow the number of
tools, so that more providers are trained in their utilization, and more importantly, there is more
common knowledge about the interpretations of scores for the screening tools (resulting in more
referrals and assessments). In addition to active screening and given the difficulty in establishing
ubiquitous screening for addiction, there should be protocols in all or most nodes of entry that
establish criteria that constitute “triggers” for assessment and referral, even in the absence of a formal
screening tool or process. Collectively the group identified both direct and indirect triggers. The former
are events or symptoms defined by drug use. The latter are a step removed from, but highly associated
with drug use. Below is a list of direct and indirect triggers identified by the group.

DIRECT TRIGGERS INDIRECT TRIGGERS
Overdose (OD) Track marks
DUI arrest CPS investigation for drug use
High Intoxication Youth abandoned due to drug use
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Emergency Department OD visit

Infants of substance abusing mother (e.g., with NAS symptoms)

Positive screen via NIDA 4

Emergency Department injury

Cravings

Withdrawal symptoms

While referral is a central component of the future state, there is the expectation that those referrals

could be improved in significant ways and streamlined to facilitate entry into treatment. In particular,

Fresno participants are seeking technology enabled referrals that simplify the process by providing

access to the online ASAM Assessment tools (both the Co-triage, short form, and the Continuum, long

form). Secure, simplified data sharing would enable quicker placement and better coordination of care

for patients entering treatment and increase the likelihood of retention in treatment. Similarly, having

an online locator service for both beds and spaces would facilitate access, while allowing the County to

monitor capacity and better forecast the need for building the supply of treatment providers.

Once in treatment, or at least in the queue for treatment, Fresno County envisions several key features

including the provision of other services that address the other social determinants of health identified

during the assessment. The provision of those services is seen both as good faith efforts from the

County and meeting crucial needs that may just keep those with OUD engaged while awaiting the next

treatment option. The ideal treatment in Fresno is of high quality (i.e., well-trained providers), of

sufficient capacity, portable across County lines and available at all ASAM levels of care. Finally,

participants see a huge need for aftercare services to facilitate the ongoing treatment and recovery

needs of clients, and further, that care transitions are made efficiently and smoothly.

Health Management Associates
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Section 3: Implementation Strategy

A. Next Steps

In a matter of two days stakeholders from across Fresno 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 technology enabled, secure, 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, portability of services across County lines, 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
Fresno 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 Fresno County
Department of Behavioral Health to develop an attendee list and conduct outreach to
invitees to encourage attendance. Fresno County Department of Behavioral Health
completed a survey to document existing SUD capacity and resources in Fresno 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 Central California Team Lead (Shannon Breitzman).
Following the process improvement event, information collected through the TA
application was entered into Qualtrics, an online survey and data collection platform.
Each organization/team interested in starting or expanding MAT services will receive an
individualized link to a Provider Assessment, which will be pre-populated with
information from the TA application. The Central California Team Lead will work with
each organization/team to facilitate completion as necessary. Following completion of
the assessment, the Team Lead and Subject Matter Expert(s) will review the information
provided through the TA application and Provider Assessment, to determine the
appropriate TA track and curriculum for each organization/team. Once the TA needs and
goals are reaffirmed by the coach and SME, the organization/team is assigned to a track
and TA can begin and will continue for 12 months. For those stakeholders not interested
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in starting or expanding MAT, but are interested in general information and TA, they will
be assigned a track that provides for this level of need.

The three TA Tracks are as follows:

1. Sites that are unlikely to provide MAT but are seeking general TA
2. Sites that can potentially provide MAT and are interested in learning more
3. Sites that already provide MAT and want more specific TA to scale up services

TA resources include live and recorded webinar series, videos addressing addiction
basics, additional resources and tools, and one-on-one coaching. 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 23 organizations applied for TA:

Promesa Behavioral Health

Fresno New Connections, Inc.

WestCare California, Inc.

Fresno County Department of Public Health
AEGIS Treatment Centers

Fresno County Department of Behavioral Health
Fresno Needle Exchange Program
Community Regional Medical Center-ED Bridge
Med Mark Treatment Center
Comprehensive Addiction Programs, Inc.
Fresno County Probation

Turning Point of Central California

BAART Programs

Wellpath FC Jails SUD Program

Kings View Mental Health Systems

Sierra View Medical Center

Fresno Police Department

Saint Agnes Medical Center

Lags Medical Centers

Kaweah Delta District Hospital

Fresno County Public Defender

Clinica Sierra Vista Behavioral Health
Fresno County Street Outreach
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The 25 organizations/teams who requested TA requested the following specific goals:

Goal Frequency

Learn more about how our organization can participate in a community wide | 21
solution to the opioid epidemic.

Improve our role in managing the transitions of care as residents in our community | 20
move within addiction system of care.

Learn more about caring for people with addiction and provide more information | 21
and training to our staff.

Scale up our current MAT program by increasing the number of patients treated. | 12
Learn how to provide or improve addiction treatment to pregnant and parenting | 15
women.

Start providing MAT services at our organization. | 11
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C. Conclusion

In conclusion, HMA thanks the Fresno County community who turned out with their
hearts and minds committed to this work. We hold the deep conviction that the Fresno
County 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 Fresno County Behavioral Health, the
envisioned future state pathway could be fully implemented and working 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.
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Appendix

A. Fresno County Data

"Fresno County: Population 930,450

M o STATISTICS
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e, ) + 2017: Rank 29/58
e e + All Drug Death Rate
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e + 2017: Rank 29/58
12INTEREY KINGS
+ Emergency Dept. Opioid Rate
SANLUIS 0BISPO KERN + 2017: Rank 15/58
e + 10 Hospitals
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. Surveillance Dashboard maintained by California
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SOURCES: California Department of Health Care Development: Facility Finder (Hospital selection);
Services; Individual sites and the California Opioid Safety California Primary Care Association
Network; ED Bridge
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B. Process Improvement Event Slides
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Fresno County

June 20 & 21, 2019

Welcome and Introductions Qur Mission
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Fresno County Department of
Behavioral Health Substance Use
Disorder Services Trends
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I AGENDA I TECHMICAL ASSISTANCE PROGRAM PLANNING GOALS

DAY D N E DAY Two HA will reduce Wit Simes for MAT trestment stavts by increasing the number of MAT

providers throwugh the promotion and delivery of comprehensive fechoical assitance.

Morning Session Morning Session

+Why are we zll here? = Current State Presentations

+ Addiction 101 = MAT Basics and Levels of Care HA will strengthen addiction frextment practice methods through comprefensive fechaical
. Future State Teble Di - assistance that increxses the level of local expertise mvaiable, establish o systom-wide

+ Addiction Treatment Ecosystem - Futurs = 12 ouszon wnderstznding snd wse of best trestment proctices, and establishes 2 shared vermacul

+ Barriers/ Gosls Conversation

This work will be acoomplished through

B Aﬁer“ﬂo“ k'ssiﬁ“ + Comprehensie provider assessments  that result in detalled TA plans to address aneas of greatest
Afternoon Session  fiture Srate Magog Jeaming need
+Current State Velue Stream Mapping + Learming collsboratives that strategically group stakeholders for mesamum shared bkearning and
= Mext Stey efficiency in rami dfrwary
[VSM) Mext Steps ¥ in prog ry
. + A manimum of 12 months of TA delfverad through recorded modulles, webinars, on-demand
+Current State Presentstions telephonic TA, and recurring ste-spacific coaching
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JADDICTION 101 — HOW DID 'WE GET HERE?
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NADDICTION 101 -

MEUROBIOLOGY OF ADDICTION
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FADDICTION 101 - EEHAVIOR
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VADDICTION 101 - TREATMENTS VADDICTION 101 - CRAVING

Ao MEANAGLAMENTDT AsSon 1ares IR AL MANAGEMENT ASSOCIATES

VADDICTION 101 - RELAPSE

More

decisions

FleEamirnn MANAGLAMENTDT AsSo1ares
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VADDICTION TREATMENT ECOSYSTEM CLINIC STRUCTURES

HEALS I MEANAGLAMENDS AxSai 14

1 ADDICTION TREATMENT ECOSYSTEM CHANGING HEARTS AND MINDS

ADAPTIVE vs. TECHNICAL

A MANAGLMENDS AsSon1ares

I ADDICTION TREATMENT ECOSYSTEM IMPLEMENTATION

Capacity

Competency

Consistency

Compensation

Community

A MANAGLMENDS AsSo1ares
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VADDICTION TREAMENT ECOSYSTEM CARRCITY

+Accessto all levels of care

+Bed and appointment capacity within each
level

+Appropriate and smooth transitions
between the levels of care ﬁ

L T B B B B I e R L I B P

FADDICTION TREAMENT ECOSYSTEM COMPETENCY

+ BH personnel working at appropriate level of training

+ Addiction specific training of BH and care
coordinators

+ Standardized peer support training
+ PCPs who are waivered and trained with ongoing TA

+ Board Certified Specialists with up to date MOC
+ Includes need for increased fellowships

+ Academic detsiling services for questionable practices

L B B B B B e R LA N I B e

VADDICTION TREAMENT ECOSYSTEM COMEIETENCY

+Predictable Consistent screening
+Patient level metrics
+ Percent on MAT
+ 0D
+ Mortality rate
+Community level metrics
+ Bed board
+Capacity and access for each level of
{Lare
+Emergency plan
+Performance and cutcometracking
+ A5AM

+NQF
+ Joint Commissicn

AR RN

Hlearrnn s aciimn i see Aonboni 1A res

FADDICTION TREAMENT ECOSYSTEM COMPEMNEATION

+Payment parity for all clinicians

+CPT codes for Bundled
Approaches

+Standard reporting to payers
+EMR expansion into Addiction

Flhezarnn s A sy Aonb i 1A res
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VADDICTION TREAMENT ECOSYSTEM COMMUNITY

+Holding each other accountable for
MIMEBY

+Recognizing that almost everyone has
been affected

+Educational events that are
community facing

+Teaching teachers about addiction

s sl s s 1Ny Aosbon i 1A 1L

VADDICTION TREAMENT ECOSYSTEM PHAZES OF PROCESE

Leadership Alignment

{corporate and local

Hoarrnn sl s A LA Ssmsoni 1A s

FADDICTION TREAMENT ECOSYSTEM PHASES OF PROCESS

L I i R B B B e LN A T T o B

I ADDICTION TREAMENT ECOSYSTEM PHASES OF PROCESS

Flea g Lo s A Lm0 Aot 1A res
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TABLE DISCUSSION

ROVING BRAINSTORM

DISOUSS WITH YOUR GROUP POTENTIAL IDEAS/SOLUTIONS TO THE BARRIERS AND GAFS-

WHAT ARE THE BARRIERS
AND GAPS IN YOUR CURRENT
SYSTEM?

CAPTURE THESE IDEAS OM STIKY WOTES AND ADD THEM TO THE BARRIERS AND GAPS

GALLERY WALK

O ETE s fer E ST e GROUP DISCUSSION:
souumons BARRIERS AND SOLUTIONS
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GOALS

IN A PERFECT WORLD...

Hoearrnn SEoasaGnmersre Assoi 1A v

FCURRENT STATE VALUE STREAM MAP EXAMPLE

MAME OF PROCESS [e.g. Hospital/ ED]

Erg gy AT
Rl ot
ACTION BARRIER DECISION
L T T R R B I e L B I W P

DAY 1 CURRENT STATE

PRESENTATIONS

REMINDERS FOR DAY 2
SIGN THE FRESNO PIE BANNER
COMPLETE AND TURN IN TA

REQUEST FORMS

SUBMIT LIVED EXPERIENCE
STORIES

ENJOY BREAKFAST!
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DAY 2 CURRENT STATE

PRESENTATIONS

MAT BASICS

FMEDICATION-ASSISTED TREATMENT (MAT) INTRODUCTION

METHADOME

+ FDA approwed for
G0 in 2010

+ Can be deffrered in
any medical facility
without extra
traming

Horarrnn whow s A el see Aoasoni 1A vy

I MAT ASSOCIATED WITH.

+ Reduction in the use ofillicit drugs

partners

+ Improvemnents in health con

+ Reduction in suicide

Hoaornn s asn i sre Assoni 1A ks
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I METHADOMNE WHO IS 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

L e R b I e I e L LI BN I B

I METHADONE GEMERAL REGULATICNE

Once patient is
Delivered via stable and after &
- weeks, can be given
observed dosing take-home daoses EID

(varies by state)

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

Hhearrnn wloas Ani s see Aot 1A rs

I METHADONE CLINKC REGUIREMENTS

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

+Documented full treatment planning
+Diversion control processes

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

+Urine collections may be observed or
unohserved.

+Call backs for both random urine drug screens
(UDS) and to checkthat any take home
medications are accounted for

L e R b I e I e L LI BN I B

I METHADONE PARTICULARS

~As the dose goes up so doesretentionin
treatment

~Best dose range 30-120mg e

~MNot considered therapeutic until at least
60 mg per day

~Common misunderstandingis that if you
are on methadone you are coveredfor pain.

~Methadone for painis 3xa day

~Illegal to write prescription for
methadone to treat OUD unless
covering a gap intreatment.

=5till no morethan 3 days are allowed

Hhearrnn wloas Ani s see Aot 1A rs
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I METHADOME CUTCOMES

+The most studied of the three
medications

+Retention in treatment is the main
outcome and has ranged between 60
and 80% among RCTs

+Paossibly due to combination of high
intensity treatment and medication

+5till standard of care for patients with .
Severe Opioid Use Disorder

Flheca rornn wlon s Add s e Aoebn i 1A res

I METHADOME CAVEATE

+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

Flheca rornn wlow s A s e Aoebni 1A s

I BUPRENCORPHIME WHO 15 APPROPRIATE?

I BUFPRENCORPHIME GEMERAL REGULATIONE

Health Management Associates

o . . . MNow multiple
Positive DSM 5 with a score of 2 or greater Approvedin the S —
= 90's for pain via 5L tablet
o . - an injectable ol i
Positive DAST (6 or greater)for opioids form e
= Buccal Film
: . - ’ SL Oral dissolvable
Can make it to clinic for evaluation Approved in tablet
_|_|_j} 2000 for usein Implantable rods
- . P maintenance Long acting
Can afford the medication [—L ] injectable
— ouD
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I BUPRENCRPHIME TRAIMING RECINRED I BUPRENCRPHIME DUTCOMES

MAD or DO
A howr course . .
3] patients in first year then can apply to go to 100 +Retention in treatment at 1 YEEF
i want up fo 275 patients have ranged from 55% to 65%
board certification in addiction medicine or addiction peychisty uS,iﬂg thE Eubliﬂguﬂl medicﬂtiﬂﬂ
by the American Board of Addiction Medicine (MAM) or the
by he American Qntenpthi Academy of dddicrion Medicme, High degree of variability in the
ADAM or ASAM delivery models and patient
Or work in a qualified practics setting SEVE”LY
M, MNP APN

+Most rapid stabilization of

24 Hour Course

30 patients in first year then can apply togo to 100 deEmlﬂE

Held to state oversite nubes
Hoiarrnn o abnmesre Assoi 1a res Flarornn S A sl 00 A anoni 1A res
IBUPRENCRPHIME CAVEATS I NALTREXONE WHO I5 APPROPRIATE?

+Many different ways to do an
induction

Patients with a high degree of motivation
(dopamine)

+Watch for diversion

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

Patients leaving the criminal justice
system with a history of OUD and AUD

+MNeedto keep good recordsfor

possible DEA evaluation Patients who had poor results with

methadone or buprenorphine

L B R B B A I e L L BN I AP Fharnn wEam Ai b s e Aasoi 1A v
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I NALTREXOMNE GEMERAL REGULATIONE

Mo Federal
regulations inhibit

Trzies Some payer

restrictions make
it difficult to
obtainthe long
acting injectable
form

Newer implants
not FDA
approved

Houearnn sEoas A sess A sboi 1A 1Ly

INALTREXCONE MEDICATION FOME

=Pills at 25mg and 50 mg

~Longacting injectable 380mg [28-30
days]

=Vivitrol
~Implantable beads

~& months of coverage of 0.9 ng/ml
naltrexong

=3.5ng/nl of 6-beta-Maltrexol

Houpeza i sl s A Ls s Ambhoi 1A U LS

INALTREXONE QUTCOMES

+Least studied of the 3 medications

+Retention in treatment rates

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

however needs more study

L R R I B L LN B I TN A B

I NALTREXONE CAVEATE

+Bestin 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 abstinance

s rornn sl s At Lmn e s boi 1A e

Health Management Associates

34




T MAT CONCLUSIONS

+Methadone and Buprenorphine seem to have
no difference if efficacy whether patient is
injecting or using oral pills

+Using medications is the standard of care
+There is no perfect answer!

+Involve your patients and have access to all of
the medications

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

Hoarrn s A L e Aosboni 1A s

Screening, Assessment and Level of Care

Determination
Screening: & rapid evaluation to determine the possible
presence of a condition (high sensitivity, usually low specificity)

OAssessment: 4 deep evaluation meant to solidify the presence
and severity of a disease (lower sensitivity, high specificity)

OlLevel of Care Determination: Use of an assessment and other
factors to decide the most appropnate level of care forthe
severity of the condition identified. (outpatient vs inpatient)

Hlearn sl A bm ey Aabai 14 res

SCREENING, ASSESSMENT

AND ASAM LEVELS OF CARE

What is a Brief Intervention?

= Brief interventions are evidence-based pradices designedto

motivate individuals at risk of substance abuse and related
health problems to change their behavior by helping them
understand how their substance use puts them at risk and to
reduce or eliminate their substance use.

* Build a rapport

* Coverthe pros and cons of use

* Ask permission and give feedback

* Assessreadinessto change

* Write downan actionplanfor change

P T ——

Fhearornn sl adinmi e s Assni 1A res
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Urine Toxicology: Biological Screening

Limitations of urine toxicology:
Urine drug testing has * Typically doesnot test for alcohol or
been used todetect or tobacco use
confirm suspected opioid | ¢ Fotentialforfalsepositive and
use, but should be false negative results
preformed onlywith the * Testresults do notassess functionsl
patient’sconsentand in capabilities
compliance with state * Often applied selectively
laws. * Itandard "tox sreen” may not be

=screening for what youneed

* Lab cut-off points for sensitivity

HuAanmrnn s ALy Ashoni 1A LS

Best Start to the Conversation: Screening
Questionnaires

= "An important part of primary care/prenatal care is screening for
any risky conditions. Some of these conditions can be scary to
talk about, but are pretty common. &lso, no matter the issue we
have the ability to help work through it."

= |s it ok if | ask you some questions about those risks?

[ B I Y SR P I e Ay A T T I W

Screening Tools

OScreening is the act of identifying if someone is at risk
foran illness
OWe will discuss a few validated screening tools
O Mational Institute for Drug Addiction 4 (MNIDA 4)
QCRAFFT
4 P's plus (for pregnant women)

Houarrn Lo s nmiem=ee Assoni 1A rs

The NIDA 4 +1 (MJ for CA)

Oin the last 1 year have you...
Qd5Smokedtobacco orvaped?

QHad morethan 4jwomen)/S{men) drinksof alcoholin one day or more
than 10in one week

QlUseda prescriptionfor something otherthan prescribed
QUsedanillegal orillicit drug
QUsed marijuana®

aif the answer is yes to any of the above questions then the
screen is positive and an assessment should be done

*Added dues to kegalzation of MU in CA

Huearmn s A nm ey dosmsoi 1A s
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Screening Tools

CRAFFT —Substance Abuse Screen for Adolescents & Young Adults
3 € Have you ever ridden in 2 CAR driven by someone [incduding self) who was high or
had been using alcohol or drugs?
O R Do you ever use alcohol or drugsto RELAX, feel better about yourself, or fitin?
O A Do you ever use alcohelor drugswhile you are by yourselfor
ALONE?
O E Do you ever FORGET things you did while using alcohol or
drugs?
3 E Do your FAMILY or friends evertell youthat you should cutdown on your drinking
ourdrug use?
3 T Have you evergotten in TROUBLE while you were using alcohal or

drugs?
e e
Scoring: Tweo or more positive items indicates the needfor further S SSSm0u=ren
o e i
BSEEIEMENT [ e
Hlra s sl s b = Assoni 1A s

Content of 4 p's plus

QdParents
Did either of your parents ever have a problem with alcohol or drugs?

dPartner
QDoes your partner have a problem with slcehel or drugs?

OPast

QHave you ever drunk beer wine or liguor?

Pregnancy
Qinthe month before you knew you were pregnant, how many cigarettes did
wou smoke?
Qin the month before you knew you were pregnant, ow many beers/how
much wine/how much iguer did you drink?
Qinthe past year how many times did you take illict drugs or drugs not
prescribed for you? . R

Houparrnn 3o s e see Aossoni 1A res

Assessment Tools

Domains and Item Content of the Full
AUDIT*

« If a patient screens positive then they need to be Domains iﬁ: tem Comtent
assessed for the presence of the disorder — o
« If the disorder is present, we can determine the severity Use 2| Typical quantity
. . 3 Frequency of heay drinking
» Many validated tools exist. The 3 most common and Dependence Symptoms ] ———
most validated tools; 5 e saience ¢
= Alcohol Use Disorders Identification Test (AUDIT) —— = :
= Drug Abuse Screening Test (DAST) T a N
= Alcohol, Smoking and Substance Invalvement Screening Test a
[(AS5I5T) 19
[ HET P RNE B T I B L R R A I I B I N R Houan "‘-[.'x‘\‘\‘l'-il.:\rll'.‘\:'.' S RN R I
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Score

07

8-15

16-19

20-40

Huiarrmn s asinsesee Ao

Interpretation of AUDIT

Degree of Problems
Mo Problems at thistime
Hazardous & Hamful Alcchol Use

High Level of Alcohol Problems and
Possible AUD

Probable AUD

EEENS I R

Houiarr o

Content of the DAST

DAST 10

Hawe you used dnugs other than those required for
medical rexsons?

Do you abuse more than one drug 2t 2 time?

Mre you abwvays able to stop using drugs when you want
ta? {in never used dnugs, ansaer yes)

Have you had blackouts or flashbacks a5 2 result of drug

use?

Do you ewer feel bad or guilty about your drug use?
Dhoses your spowse ever comipdain about your
nvohrement with drugs?

Hawe you ever engaged in illagal activities in order 1o
obtain drugs?

Hawe you ever expenenced withdrawal symptoms when
you stop taking drugs?

Have you had medical problemes 2 aresult of your drug
uze?

Mo

L1}

L]
a

Huparrmn s acinmrre Ao

Interpretation of DAST

Score Degree of Problems

a Mo Problems Currenthy
1-2 Hazardous & Harmful Drug Use
3-5 High Level of Alcohol Problems and

PossibleSUD

E-10 Probable SUD

SHU LA L

WHOs - The Alcohol, Smoking, Substance

Involvement Screening Test (ASSIST)

QConsists of 8 questions
O Evaluates individual drugs
Qls the most comprehensive

UHas been validated in many cultures and
languages

Hiarmrmn S s nmerre Asn o na v
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The ASAM Criteria Dimensions of Assessment

1. Acute Intoxication and/or Withdrawal Potential
2. Biomedical conditions and complications

3. Emational/Behavioral/Cognitive conditions and
complications

4, Readiness to change
5. Relapse/Continued Use/Continued Problem potential
6. Recovery Environment

Horarrnn whow s A el see Aoasoni 1A vy

The ASAM Criteria Decision Process
=]

e :"—:4. e Y

Patast Macames: Cnfena

[ I { o=

[ MEMEIOINE |
1 2 3
Imbomacatic Homez e Emcticeal
W Saareral
4 3 8
e Halapas Haccvery
Posen s Eavercamant

Chuspatans o= sores Varages
I=sammm Leammzom
l=patans lepazan:

Level of Care Determination

Evaluating for placement
OASAM Criteria is the Gold Standzrd
OContinwum Co-trizge tool (20
guestions)

REFLECTING A CONTINUUM OF CARE

O'Who i screened
OPstients positive for high/severs on
azzeszment
ODefvery
OOn-fine too
OWho delfivers
OCan be done by MA, RN or MD/DO

ASAM Criteria Methods of Delivery

= Structured interview
* High variability
+ Mot always accepted
v Write-up's vary in sophistication
= On-line Continuum
v Asymmetrical Branching
v Improves interraterreliability
* Has a dashboard
* Informationis transmittable
= Co-triage
v 20 questions [about 10-15 min)
* Provisional level of care

OHow paid for
OPart of SEIRT payment
Hoarrnn wloum A s i ir Aoeasoni 1A vy Hoaornn s A b s sre A sk 1A s
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Resources: Reimbursement for SBIRT

Payer Code Description
S‘M olel 2308 Aohol 00 Of SULSINNCH AU SIUCILEOD SCIourIng
u vy ond bref intorvention senices. 15 1o 30mn
Sodscad
O“M"'“ 0400 Ascohol andor obuse
Meccad and bt Blorvention Sonicos, groater tham 30mn
" GO Aohol ANd Of SN0 BLUSS SYUCENOT SCreenny)

and boef wlorvention senices, 15 10 30mn

Adechol andice s 0
03 boied FENSO0ON SHNICES, (rooter than 30mn

Proventon: Screenng 1o aloobol mesuse m aduls
PCILANG DOSONAnt Woman ONCo Dar yoour  No
cormrance. no deductible for pabent
Modcare Gos42 i fwww o goviOutreach-and Educeton Medcare:
LN
MUN AR POt Downionds Reduce: Alohol
Meiza KNUOT708 pat

Modcare GOXY

e —— P

| Resources: Reimbursement for SBIRT

Provention. Up o four, 15 minute, boief face-to-face
bob 0 IOrventions per yoar for
dvicduals pregnact women, who scroen

Alcohol and'or drug seevice, brel intervention, per 15
min (code not widely used)

Take-aways about Screening, Assessment
and Levels of Care

- Addiction is no different than any other
chronic disease

*Screening is just step 1

- Using validated tools is required

*Where someone gets care really matters

HEALTI MEANAGLMENTDT Ao 140101
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1 CURRENT STATE VALLE STREAM MAP 500101 SORVICES- ADULTS W) SO0 CHALLENGES
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FUTURE STATE OF

ADDICITION TREATMENT

IN FRESNO COUNTY

1 FUTURE STATE THE “SCAFFOLING ™ {00 MY DEAMPLE]
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, INA PERFECT WORLD...

* Coordinated single point of entry
* Shared database
* Shared understanding across
sectors-evidence based,
scientific approach to treatment
options
* Common language-consumer
driven and strengths hased
* Reduced paperwork
* Telemedicine for juveniles
» Bundling procedures under a
single code
* Treatment visittemplates
* Quick start language, click smart

s I_F';IJ’E&;_?\ T e e L B I I ]

« Align with the client

« Treat even when symptomatic-
on demand

» Standardized, ubiquitous
screening and assessment

* 24/7 Access to MAT

* Standardized, interoperable EMR
(reproduce complexcare)

« Sufficientworkforce acrossall
roles to meet the needs

* Move upstream with
prevention/intervention-address
SDoH

* Trauma responsive systems of
care-integrate ACES in care

REMINDERS FOR DAY 2
» SIGN THE FRESNO PIE BANNER
COMPLETE AND TURN IN TA

REQUEST FORMS

SUBMIT LIVED EXPERIENCE
STORIES

ENJOY!
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C. Summary of Evaluation Results

1. What did you like MOST about this forum?
Neurobiology of addiction
Better understanding of MAT and treatment options
Didactics mixed with exercises
Lots of engagement and information that is needed
Hearing other service providers speak about their perspectives, barriers, challenges, and
problem solving
Collaboration amongst participants
Learning more about SUD and OUD
Learning about addiction as a medical issue versus a personal choice/weakness
Mapping the current system
Working in groups, small group discussions
Great examples provided that | can take back to my program and patients
Networking and interaction with other providers
The key speaker

2. What did you like LEAST? What changes would you recommend?
Too long
Focus on negatives
More discussion about what we can expect after in regard to change after this training
| would have liked more education from the speaker and less time filling out post-its and
posters
Would have liked a printout of the PowerPoint to take notes on
Would have liked to receive PowerPoint to do a training for colleagues

3. Give an example of something new you learned about addiction.
Amplified awareness about methadone and associate regulations
Better understanding of the big picture
No MAT services available for youth
MAT in Fresno
Buprenorphine use and the ways of administration
Neurobiology of addiction
Methadone is not about replacing one addiction for another
Screening and assessment tools being used in Fresno County

4. What topics would you like to learn more about?
Mental health versus addiction
Facilities that would accept patients with SUD and mental illness
What local providers offer in Fresno
Transitions of care for all drugs not just opioids
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Requirements for agencies to begin administering MAT

Training on screening tools and assessments

Diagnosis and treatment of co-occurring disorders

Stigma reduction

Building linkages in our community

How other non-opioid substances impact MAT, recovery, success, and the brain
Trauma-informed care

ACES role in addiction

What TA actually looks like

Process of how jail, probation, and CPS entities are trained with SUD

5. Other comments/questions.
“Hopeful this is the start of better care management for our community”
“Awesome training. Can’t wait to see changes and willingness to help SUD patients in
the community”
“We need training for mental health professionals on engaging at the point of entry to
collect accurate information in order to provide appropriate care”
“I appreciated hearing and having others hear about MAT in a positive light! There is still
so much stigma for MAT even with, or maybe even especially with, other treatment
providers and criminal justice”
“Excellent education and engagement”
“I enjoyed the speaker and her knowledge. So enlightening and refreshing”

Health Management Associates 47



D. Citations

1. Thorpe, J., Shum, B., Moore, A. R., Wiffen, P. ). & Gilron, I. Combination pharmacotherapy for the
treatment of fibromyalgia in adults. The Cochrane database of systematic reviews 2, CD010585 (2018).

2. Smith, K. L. et al. Opioid system modulators buprenorphine and samidorphan alter behavior and
extracellular neurotransmitter concentrations in the Wistar Kyoto rat. Neuropharmacology (2018).
doi:10.1016/j.neuropharm.2018.11.015

3. Bastian, J. R. et al. Dose-adjusted plasma concentrations of sublingual buprenorphine are lower during
than after pregnancy. American Journal of Obstetrics and Gynecology 216, 64.e1-64.e7 (2017).

4. Walsh, S. L. et al. Effect of Buprenorphine Weekly Depot (CAM2038) and Hydromorphone Blockade in
Individuals With Opioid Use Disorder: A Randomized Clinical Trial. JAMA Psychiatry (2017).
doi:10.1001/jamapsychiatry.2017.1874

5. McCarthy, J. )., Leamon, M. H., Finnegan, L. P. & Fassbender, C. Opioid dependence and pregnancy:
minimizing stress on the fetal brain. American journal of obstetrics and gynecology 216, 226-231 (2017).

6. Barnwal, P. et al. Probuphine® (buprenorphine implant): a promising candidate in opioid dependence.
Therapeutic Advances in Psychopharmacology 7, 119-134 (2017).

7. Welsh, C. Acceptability of the use of cellular telephone and computer pictures/video for ‘pill counts’
in buprenorphine maintenance treatment. Journal of opioid management 12, 217-20 (2016).

8. Zedler, B. K. et al. Buprenorphine compared with methadone to treat pregnant women with opioid
use disorder: a systematic review and meta-analysis of safety in the mother, fetus and child. Addiction
111, 2115-2128 (2016).

9. Coplan, P. M., Sessler, N. E., Harikrishnan, V., Singh, R. & Perkel, C. Comparison of abuse, suspected
suicidal intent, and fatalities related to the 7-day buprenorphine transdermal patch versus other opioid
analgesics in the National Poison Data System. Postgraduate Medicine 1-7 (2016).
doi:10.1080/00325481.2017.1269596

10. Silva, M. & Rubinstein, A. Continuous Perioperative Sublingual Buprenorphine. Journal of pain &
palliative care pharmacotherapy 1-5 (2016).

11. D’Onofrio, G. et al. Emergency Department—Initiated Buprenorphine/Naloxone Treatment for Opioid

Health Management Associates 48



Dependence: A Randomized Clinical Trial. JAMA 313, 1636-1644 (2015).

12. Meyer, M. C., Johnston, A. M., Crocker, A. M. & Heil, S. H. Methadone and Buprenorphine for Opioid
Dependence During Pregnancy: A Retrospective Cohort Study. Journal of Addiction Medicine 9, 81
(2015).

13. Hser, Y. et al. Treatment retention among patients randomized to buprenorphine/naloxone
compared to methadone in a multi-site trial. Addiction 109, 79-87 (2014).

14. Hser, Y.-l. et al. High Mortality Among Patients With Opioid Use Disorder in a Large Healthcare
System. Journal of Addiction Medicine 11, 315 (2017).

15. Mack, K. A., Jones, C. M. & Ballesteros, M. F. lllicit Drug Use, lllicit Drug Use Disorders, and Drug
Overdose Deaths in Metropolitan and Nonmetropolitan Areas - United States. Morbidity and mortality
weekly report. Surveillance summaries (Washington, D.C. : 2002) 66, 1-12 (2017).

16. Tran, T. H., Griffin, B. L., Stone, R. H., Vest, K. M. & Todd, T. J. Methadone, Buprenorphine, and
Naltrexone for the Treatment of Opioid Use Disorder in Pregnant Women. Pharmacotherapy: The
Journal of Human Pharmacology and Drug Therapy 37, 824—-839 (2017).

17. Kirson, N. Y. et al. The Burden of Undiagnosed Opioid Abuse Among Commercially Insured
Individuals. Pain Medicine 16, 1325-1332 (2015).

18. Palmer, R. E. et al. The prevalence of problem opioid use in patients receiving chronic opioid
therapy: computer-assisted review of electronic health record clinical notes. PAIN 156, 1208 (2015).

19. Madras, B. K. et al. Screening, brief interventions, referral to treatment (SBIRT) for illicit drug and
alcohol use at multiple healthcare sites: Comparison at intake and 6 months later. Drug and Alcohol
Dependence 99, 280-295 (2009).

Health Management Associates 49



