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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 ten years, we have reached a 
point where the treatment system, in its current state, can no longer handle the volume 
of patients needing care. Opioid use and overdose have been increasing in California, 
though the rates of use and overdose are lower than in many states.  

Understanding this reality, the federal government has allocated billions of dollars to 
states to build appropriate systems of care for patients with opioid use disorder (OUD) 
and other addictions; including the State Treatment Response (STR) and State Opioid 
Response (SOR) grants. The California Department of Health Care Services (DHCS) 
received STR and SOR grants which support project funding 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 (Fresno, Humboldt, Imperial, Kern, 
Lake, Mendocino, Orange, Riverside, Shasta, and Ventura) 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 countrywide process improvement event and; 2) 
subsequently provides ongoing technical assistance through September 30th, 2020, to 
support the county in achieving their ideal future state for addiction treatment. Shasta 
County, one of the ten counties selected, participated in a large-scale process 
improvement event on October 29th and 30th, 2019 that included members from 
different aspects of government, healthcare, addiction treatment, law enforcement and 
those who pay for that treatment. During the event, attendees participated in intense 
work sessions with a focus on identifying current treatment processes, barriers, and 
gaps in these processes and a future state treatment system to support transitions of 
care for Shasta County residents in need of addiction treatment and support services.  

The Shasta County Health & Human Services Agency Behavioral Health Services Division 
partnered with HMA to convene stakeholders and examine the disease of addiction and 
evidence-based treatments, and to conduct an evaluation of the entire addiction 
treatment system in and around Shasta County, CA. 

The two-day event was held at Simpson University in Redding, CA. The Process 
Improvement event set the stage for adopting universal evidence-based tools for 
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screening, assessment, and level of care determination.  This coupled with the didactic 
training of all parties involved, will yield a more comprehensive and easy-to-use 
addiction treatment ecosystem.  

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

HMA received SOR funding from DHCS to focus on developing predictable and 
consistent transitions of care to sustain addiction treatment as an 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 Shasta 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 Shasta County, nine additional 
counties were identified as key locations on which to focus these efforts. The 
Transition’s project counties were organized by their location in either the Northern, 
Central and Southern part of the state.  In Northern California, the four counties 
selected include Humboldt, Lake, Mendocino and Shasta Counties. These four rural 
counties are all served by Partnership Health Plan.  Partnership Health Plan is contracted 
by DHCS to serve eligible Medi-Cal members through a unique 16-county regional 
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County Operated Health System model or COHS model. In addition, eight of the 
Partnership northern counties are engaged in a Regional Model DMC-ODS program 
administered by the Partnership Health Plan (PHP) that will go-live on March 1st, 2020. 
The PHP Regional DMC-ODS SUD Treatment Model aims to increase access to care and 
provider performance of SUD Treatment services across the eight-county regional SUD 
model that includes: Humboldt, Lassen, Mendocino, Modoc, Shasta, Siskiyou, Solano, 
and Trinity counties. 

The Transitions of Care project engaged The Shasta County Health and Human Services 
Agency Behavioral Health Services Division, the Partnership Health Plan, SUD providers 
and community stakeholders in each selected county in a two-day countrywide process 
improvement event, followed by ongoing technical assistance through September 2020 
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 with Katie Cassidy, Shasta County HHSA Adult Services Program Manager 
and the BHS program leadership. Specifically, we held planning meetings with Shasta 
County’s Health and Human Services Agency Director, Donnel Ewert, Adult Services 
Branch Director and SUD Administrator, Dean True and the county’s Adult Services 
Program Manager Katie Cassidy, as well as their respective staff.   

In addition to the Shasta County Health and Human Services Agency, HMA also 
coordinated with the Partnership Health Plan to help our team understand the work 
already underway by Partnership in standing up the Drug Medi-Cal Organized Delivery 
System Regional Model in Shasta County and their community preparedness work 
related to SUD and addiction treatment services within the County.  Collectively, the 
County and Partnership staff assisted our team in launching the process improvement 
event and subsequent ongoing technical assistance program. Together, both the County 
and Partnership teams helped identify key stakeholders to engage, conducted outreach, 
arranged stakeholder discussions and distributed invitations. All organizations 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  

Shasta County Health and Human Services Agency    

+ Donell Ewert, Shasta County Health and Human Services Director  

Shasta County Behavioral Health Services Division Services  
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+ Dean True, RN, MPA Adult Services Branch Director and Substance Use Disorder 
Administrator 

+ Katie Cassidy, Shasta County HHSA, Adult Services Program Manager 

Partnership Health Plan 

+ Liz Leslie, Program Manager, Wellness and Recovery Program 
+ Matthew Ramsey, Behavioral Health Clinical Specialist 

Who Was Involved:  

 

 
+ About Time Recovery 
+ California Hub & Spoke Shasta 

County – Aegis Redding  
+ Children’s Hope Alliance 
+ Dignity Healthcare – Mercy 

Medical Center County 
Behavioral Health Services 
Hospital  

+ Empire Recovery Center 
+ Groups Recover Together 
+ Hill County Health and Wellness 

Center 
+ Life Steps 
+ Mental Health Alcohol and Drug 

Advisory Board 
 
 

 

+ Partnership Health Plan  
+ Shasta County HHSA Public 

Health Branch  
+ No RX Abuse-Shasta County 
+ Shasta County Health and 

Human Services Agency 
o Physical Health Branch 
o Adult Services  
o Children’s Services 
o Regional Services  

+ Shasta County Probation  
+ Shasta County Public 

Defender’s Office 
+ Visions of the Cross Treatment  
+ Wright Education Services  
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D. Structure of the Intervention  
In advance of the event, HMA worked with the county to gather high-level information 
on addiction treatment resources and capacity in Shasta County. All of the gathered 
information was collated and reviewed 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 the 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 Shasta County: SUD treatment, residential providers, hospital, 
probation department, behavioral health, public health, people with lived experience, 
and many others. HMA used the morning of day one to provide an overview of the 
project as well as taking time to provide a common knowledge base on the 
neurobiological basis of addiction. The group also spent time discussing the role of 
screening, assessment, and level of care determination and the evidence-based tools 
available for each of these steps.  

The group completed a current state 
mapping exercise that helped all programs 
outline their current path for persons with 
addiction. Each program was encouraged to 
document as fully as possible the path an 
individual would follow when engaging with 
their agency.  

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

placement, and treatment in Shasta 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.  After each provider group developed a 
current state map, they presented their map to the rest of the participants.  
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Each program gave an oral description to the group that highlighted the flow through 
the value stream. This reporting out on current state processes allowed everyone in the 
room to get an idea about how others were approaching those with addiction and the 
struggles that are involved. 

During each agency specific current state presentation gaps and barriers experienced 
within the program were discussed. Following these presentations, participants were 
encouraged to split into groups, intermingling agencies and perspectives, to discuss how 
barriers were experienced between agencies. This exercise created discussion about 
barriers experienced within the larger system of care and resulted in useful dialogue as 
well as many ideas for potential solutions to employ moving forward. 

 

On the morning of day two, the group returned to review the science of MAT as well as 
details of information release and confidentiality of substance use disorder patient 
records referred to as 42 CFR Part 2. These presentations resulted in lively discussions 
and a consensus that both of these topics are often misunderstood in the community. 
Following this we held a brainstorming session on desired features in a future state and 
creation of consensus to build a future state “scaffolding” map. The “scaffolding” is the 
part of the future state map that all providers have in common and can build on for 
their specific setting.  

It is worth mentioning that the participants in attendance were highly engaged, and 
represented a wide cross-section of decision-makers, doers, and people with lived 
experience. The future state map was developed based on the previously gathered 
information from in-person meetings, electronic surveys and the input of the groups 
that had developed the current state maps. While not every treatment organization in 
the community was present, the buy-in from the different groups was substantial, and it 
was their voices that created the product.  
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E. Screening and Level of Care Determination 
The “long-form” of the American Society of Addiction Medicine (ASAM) 
Criteria 
ASAM's criteria, formerly known 
as the ASAM patient placement 
criteria, is the result of a 
collaboration that began in the 
1980s to define one national set 
of criteria for providing outcome-
oriented and results-based care 
in the treatment of addiction. 
Today the criteria have become 
the most widely used and 
comprehensive set of guidelines 
for placement, continued to stay, 
and transfer/discharge of 
patients with addiction and co-
occurring conditions. ASAM's 
criteria are required in over 30 
states.1 

 
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 
regularly been meeting since the development of the first ASAM Patient Placement 
Criteria in 1991. The coalition addresses feedback and ensures that the Criteria 

 
1 California will be required to adopt the American Society of Addiction Medicine (ASAM) 
treatment criteria as the minimum standard of care for licensed adult alcoholism or drug abuse 
recovery or treatment facilities (RTFs) by 2023. 
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adequately serves and supports medical professionals, employers, purchasers, and 
providers of care in both the public and private sectors. 

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

 

With CO-Triage™, clinicians, as well as other health care service providers, can: 
+ Make provisional ASAM Level of Care treatment recommendations 
+ Easily identify ASAM dimensional needs that require immediate attention 

including any withdrawal management, co-occurring, or bio-medical enhanced 
services 

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

+ Build from and easily synchronize with the research-validated CONTINUUM™ 
ASAM Criteria comprehensive assessment tool 

(Above directly from www.ASAM.org with permission) 
 

 



 

Health Management Associates  8 
 

 

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: 

+ Create a system where clients can get immediate access to the care they need 
+ Create a fully integrated system of care from start to finish 
+ Create a system that meets clients where they’re at 
+ Get rid of stigma in the community related to SUD 
+ Improve collaboration across the system 
+ Discuss strategies to improve client engagement 
+ Acknowledge gaps in the system related to treatment for juveniles 

 
An overarching goal for Shasta County, under which all the goals named above can be placed.  
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ELIMINATE ADDICTION-RELATED DEATHS 
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B. Current State Value Stream Maps (VSM)  
SUD Treatment Providers  
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SUD Treatment Providers (includes Empire Recovery Center, Groups Recover Together, 
Visions of the Cross, and Native Roots) 

The exact pathways of these three organizations differ slightly, but this CSVSM captures the 
general pathway each takes. The organizations listed above were grouped together as SUD 
treatment providers, but it should be noted that some offer MAT, whereas others offer 
outpatient recovery services, and drug-free services. 
 
Each organization begins with screening and assessment, to understand a client’s 
biopsychosocial needs and strengths. Some barriers that occur at this point are related to 
detox, funding, transportation, mental health stability, patient commitment, and physical 
limitations. Next, they decide if the client should be admitted, treated or referred out. If the 
client is admitted into a treatment center, they will conduct an intake assessment. At Visions 
of the Cross, they use a mini- ASAM as their assessment tool. Discharge planning also starts 
at intake.  
 
If a patient is in need of MAT based on the assessment, SUD treatment providers who 
provide MAT (again, not inclusive of all groups listed above) decide about appropriate 
dosage for the client. Providers who do not offer MAT treatment can refer clients out to a 
MAT provider as needed. Some barriers encountered at this point include how a client 
responds to induction, employment and physician availability. The next decision that needs 
to be made is related to the level of care. Barriers encountered at this point are availability 
of appropriate level of care in the community, and childcare. Once the appropriate level of 

care is determined, a client can then begin engagement with treatment.  Once a client has 
been engaged, a full ASAM assessment is conducted to ensure the correct level of care has 
been assigned. Some barriers encountered at this point are length of funding availability, 
motivation of the client, transportation, and local and state regulations leading to treatment 
that is generic and not client- specific. Once a client has been assigned to the correct level of 
care based on the full assessment, a treatment plan is developed. The provider determined 
appropriate treatment methods and goals. Patients sometimes believe, however, that 
because they feel better, they are better, and therefore they may self-taper or stop 
treatment all together. Holing a client’s motivation and adjusting based on their stress level 
are barriers to ongoing treatment. After a certain amount of time, a patient’s level of care 
will be reassessed, and their level of care reassigned as needed. At that point, their 
treatment plan would be updated to ensure they proceed toward either ongoing treatment 
or graduation.  
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Prevention 
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Prevention  

This value stream map represents the concept of prevention, rather than prevention 
programs in existence in Shasta County. This value stream map related to prevention begins 
with healthy parents. Some barriers encountered are related to adverse childhood 
experiences (ACES), access to illicit drugs, low perception of harm, poor stress management 
skills, accountability, lack of healthy connections (i.e. connections to the community). Drugs 
aren’t necessarily the problem, but rather a symptom of the problem. From healthy parents, 

the map moves to prevention programs. Barriers encountered here are related to 
awareness, funding, ineffective programs, and need for schools to participate in prevention 
programming. Next, the map moves to life skills education. The presenter explains that 
stigma and fear of admitting they need help is a barrier to participation and buy-in to life 
skills education. Additionally, life skills training aren’t necessarily a required component of 
grade school, high school, college or work environments.  
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Systems Administration 
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Systems Administration (includes MHADAB, Wright Education, Aegis, Shasta County Adult Services 
& Shasta County Public Health) 

 

 

This map was developed from diverse perspectives related to systems administration. The 
map begins with the crisis that needs to be mitigated.   At that point a decision is made 
about severity of the crisis and its impact.  Oftentimes, there is a mandate in place for the 
way  in which a crisis is dealt with. At times these mandates are outdated and impede 
progress. Next,  funding needs to be obtained. Barriers related to funding include being 
time-limited or population-specific, constantly changing, non-sustainable,  intensive in time, 
effort and resource commitment. After funding is secured, the next step is to establish 
infrastructure to carry out the requirements. Barriers related to this include funding 
requirements, inadequate funding, requirement of a high number of qualified staff, 

organizational capacity and staff burnout. A barrier related to both funding and 
establishment of infrastructure  is cumbersome government checks and balances. After a 
program instrastrucutre has been established, the next step is determining service eligibility 
and access restrictions . Then, services can be provided. Barriers related to service provision 
include  patients lost to follow up,  communication between systems, cross-sector 
coordination,  navigation of complex systems, and functioning in a segregated system.  Next,  
outcomes and related data must be monitored. A barrier related to this is data sharing 
between staff and systems. Through data, gaps can be identified, and programs can be 
assessed and refined.
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Hospital  
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Hospitals (includes Dignity Health and Mercy Medical Center)

This process map depicts two pathways: emergency department and labor and delivery.  In 
the emergency department, a patient is first admitted and triaged. Barriers include wait time 
and insurance status. Once a patient is triaged, a nurse will assess their severity place them 
into one of two tracks. The first is the fast track (i.e. chronic pain). Here, a social worker will 
evaluate the patient for addiction and decide if they are a fit for the Bridge program. A patient 
navigator will then refer them to a long-term MAT program and discharge them. The second 
track is general treatment. The nurse will decide if the patient needs to be admitted to the 
emergency department. If they are, they will then be evaluated by a doctor, and screened for 
substance use. The doctor will then treat and stabilize the patient and decide if they need to 
be admitted. If the patient is admitted, they will be seen by a hospitalist, then referred to a 
social worker.  The social worker will then conduct a biopsychosocial assessment. A barrier 
encountered at this point is the patient may be under the influence of drugs or alcohol and/or 
have psychological issues that complicate the assessment process. After the assessment is 
complete, refer the patient to treatment and ultimately discharge them. Other barriers 
include limited SUD treatment options, homelessness, lack of social support and financial 
barriers.       

 

 

 

 

 

 

 

 

When a patient is admitted in labor and delivery, they will be assessed for SUD if suspected, 
and a social work consult will be generated. After the baby is delivered, the patient will be 
assessed and if appropriate, a CPS referral will be mad, and/or the patient will be referred to 
appropriate programs and resources. 
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Sober Living 
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Sober Living (includes Visions of the Cross and About Time Recovery)  

The sober living process map begins with a phone referral and screening. Usually a brief 
screening is used. Following the screening, the intake coordinator asks  the client about their 
funding, sobriety status, and determines if they meet criteria for sober living. The client then 
completes an application and a formal interview. Barriers encountered include lack of 
funding, lack of communication with other agencies, inability to remain sober (i.e. 
inappropriate level of care), lack of motivation or desire to change, individual case-by-case 
evaluation of tolerance and behaviors, ability to function in a community environment, 
waiting list, lack of beds, lack of capacity for women with children and large families.  After 
screening, a client is either admitted, deferred or referred. If they are admitted, they sign a 
multipart release form. Then the coordinator makes phone calls with the client for funding a 
referrals. Coordinators collaborate with health care providers on case management of 
medications, and work with clients on life skills, and community resource referrals. Barriers 
encountered include relapse, and time or condition limited funding. Coordinators continue 
to collaborate with treatment or MAT providers,  and ultimately establish a plan for exit to 
safe housing.    
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Complex Care Management 
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Complex Care Management (includes Children’s Hope Alliance including Road to Resilience 
Program and Life Steps) 

All clients start with a referral either self-referral, Children and Family Services, doctor’s 
office etc.). Next, program staff outreaches to the client. The client can then decide to 
accept or decline services. Then, the client’s needs are assessed, their goals are set, and a 
care plan is determined. The next decision that needs to be made is whether the program(s) 
can address the needs of the client. If yes, the care plan will be implemented. Barriers 

include feelings of judgement, being embarrassed, apathy from the client, homelessness, 
engagement, difficulty communicating due to language, financial stability, SUDs, trauma,  
lack of skills, no want or desire for self-sufficiency, having other pressing needs that are not 
being met, community funding (i.e. is there a program available to meet their needs), 
transportation, housing, voluntary services, and high ACEs.  

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Health Management Associates  22 
 

 

Federally Qualified Health Centers 
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Federally Qualified Health Centers (includes Shasta Community Health and Hill County 
Clinic) 

Both of these FQHCs provide team-based care for MAT. Patients either self-refer, are 
referred from treatment providers in the community or from doctors within the health 
centers. This pathway therefore begins with patients making an appointment or dropping in. 
Barriers encountered include transportation, insufficient number of staff, and insurance 
status. Once at the clinic, patients fill out paperwork and are roomed. There their vitals are 
taken, and they are screened using the PHQ2 and CAD2. Usually behavioral health also 
enters the room and does further screening and assessment with the patient to determine if 

they are MAT eligible and appropriate. If they are, they do an induction with the provider.  
The provider will establish a treatment plan with the patient which includes but is not 
limited to either individual or group therapy, case management to address social 
determinants of health, etc. Barriers include lack of SUD training with behavioral health, 
capacity, case manager limitations and physical space.  
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Partnership Health Plan  
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Partnership Health Plan (PHP) 

This map depicts the ways in which PHP supports SUD services.  This includes paying for MAT services, including office visits, credentialing X waivered providers, offering transportation benefits 
for all Medical services including SUD. Barriers include that that MAT is not well understood by providers, and another is related to unreliable and inconsistent transportation which makes 
taking advantage of the transportation benefit difficult at times. 
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Criminal Justice  
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Criminal Justice (includes: HHSA, Probation and Public Defenders office) 

The point of entry for this value stream map is when a crime is committed. At that point a 
decision is made to either cite, arrest or do nothing. If the person is arrested, related 
barriers and/or challenges include jail being full, fear that if the person is not arrested, they 
may hurt themselves or others, lack of education among staff about SUD, and officer 
burnout. Next, it must be decided if the person should be put in jail or released. If they are 
put in jail, they will undergo a medical assessment by medical providers contracted by the 
jail. Barriers related to this step include client fearful, language barriers between staff and 
client, client intoxicated or volatile. Based on the results of the assessment, staff will 
implement the appropriate protocol. Barriers include insufficient protocol and staff 
willingness. Because screening for SUD in jail isn’t currently an option, clients must be 
referred. Barriers to screening include client refusing, client released prior to screening, 
insufficient program space, lack of funding, and lack of support.  

The next step is to decide where to place the client. After a decision is made, it is important 
to collaborate with partners in the community in order to make an appropriate treatment 

plan. Some barriers related to this include stigma, dual diagnosis, balancing different 
interests, partners working and making decisions outside of scope, funding and the desires 
of the individual client. Next, a decision is made about plan implementation. Then, a client 
will be given a warm handoff to whomever they are referred to. Barriers include staff time, 
vehicles/transportation, client being released before the handoff can be made, the client 
changing their mind, the quality of options for referral, no programming in jail and waitlists. 
Once a client is in services, they also receive case management. Barriers to case 
management include lack of rapport with the treatment provider, and relapse/client 
returning to use. When appropriate, treatment will end. Barriers  include availability of 
other levels of care, after care,  chronic disease, resources, lack of family and pro social 
connections and employment.  
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D. Gaps and Barriers – 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 Shasta County to 
address addiction, stakeholders agreed there were many challenges, particularly related 
to structural gaps, knowledge and training, and social correlates (i.e. social determinants 
of health).  

Agency-Specific Gaps and Barriers 
During the current state value stream mapping session described above, Shasta County 
Stakeholders were asked to identify the barriers they encounter in their current 
workstream. A summary of the gaps and barriers identified during that session are 
summarized in the table below. 

 

Group Barrier Discussion Summary  
Shasta County Stakeholders in attendance were asked to have discussions at their tables 
about gaps and barriers that exist in their current system (i.e. within current state). The 
following question was posed to help spark ideas: “The thing that keeps me from 
effectively treating is…”. Next, participants were asked to think about potential solutions 
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SUD Treatment Providers 2 1 5  1 1  5 2   
Prevention   1  5  1 6 1   

Systems Administration 2 5  3 1 1  1 2   
Hospitals   1 1 1    5  2  
Sober Living  1 2 1 1 1  2 2   

Complex Care Management   1    1 10 1 1 1 

FQHCs 4   1 2   2  1  
Partnership Health Plan  1   1 1      

Criminal Justice 1  8 2 6  2 13 1  1 
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to the systems-level barriers they came up with. They were asked: “In a perfect world 
we would like to…”.  After the brainstorm was complete, each group presented their 
gaps, barriers and potential solutions aloud to the larger group. Below is a summary of 
the discussion: 

Gaps and Barriers Potential Solutions 
Training Match newer employees with more experienced 

ones; mentorship 
Stigma (by professionals and users) Educate communities and professionals about SUD 

in general, statistics related to SUD (it is more 
common than some think), and resources 
available. 

Lack of Education  Engage those most in need of 
information/education in educational 
opportunities on the topic; start training early 
among new employees.  

Feelings of mistrust toward medical 
professionals 

Address biases in the medical community during 
medical training; hold community forums for 
medical professionals and others to discuss SUD 
and treatment together. 

Insufficient funding Seek out new/additional grant funding; negotiate 
service contracts; collaborative funding resources.  

Lack of options for inpatient treatment Related to funding (above). 
Lack of funding for treatment, sober living, 
and other levels and types of care 

Related to funding (above). 

Red tape/bureaucracy interfering with 
treatment  

Policy change.  

Poly substance use  Greater collaboration across systems of care; 
enhance the referral network. 

Billing (ex: cannot bill same day) Payment reform. 
Abstinence and harm reduction not feeling 
fully a part of the treatment ecosystem 

Payment reform. 

Barriers to prescribing MAT Get rid of X waiver process  
Number of trained/waivered providers Offer more trainings.  
Gaps in skilled workforce Hold trainings and educational opportunities in 

the community. 
Poly substance use Provider trainings on how to address poly 

substance use effectively.   
Transportation, child care, other basic needs Provide in the community; use waiver to fullest 

capacity.  
Lack of warm handoffs More collaboration between community partners; 

education about each other’s services.  
Minimal assessments and MAT offered in jails Jail MAT project; other pilots. 
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Difficulty sharing information Improved coordination and communication; 42 
CFR part 2 training (recorded webinar offered by 
HMA). 

Inadequate number of grace beds Create a day center for low income people 
experiencing homelessness and/or mental health 
challenges; have clinical staff on site in shelters. 

Client engagement Offer incentives; advertise array services available. 
Knowledge of programs and services available 
in the community 

Create and take advantage of more networking 
opportunities in the community. 

Insurance eligibility requirements. Make it affordable and available to everyone 
Insufficient treatment options for every 
demographic (ex: team moms)  

Creation of new programs to meet basic needs of 
all people in the community. 
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E. Future State System of Care Goals 
On the afternoon of day 2, the participating organizations began to think about moving 
from their current states to an improved Future State System of Care (i.e. future state). 
We asked each table group to discuss their most desired features in a future state, and 
the positive impact it would have on the Shasta County community. As each table 
shared what they would most like to see, some clear consensus emerged: 

Integration/ Coordination 
Almost every group mentioned that they would like to see more integration and care 
coordination across the system of addiction treatment. This approach includes the 
integration of physical health, mental health, SUD treatment, and community resources 
and systems. Participants 
expressed a desire for better 
communication and 
information sharing across 
systems, alignment between 
public and private insurance. 
The participants did 
acknowledge the improvement 
that the Shasta County 
Behavioral Health Services 
department has done to 
centralize the sharing of 
information, the creation of a 
24-hour phone access line and 
the additional ramp-up of 
services that has occurred over 
the past couple of years.  Shasta County will begin participation in the DHCS Drug Medi-
Cal-Organized Delivery System (DMC-ODS), so the future focus is on having all ASAM 
levels of care available within the treatment system.  Shasta County currently operates 
its SUD services under the Medi-Cal State Plan program. Residential treatment is offered 
to all clients, however, not all client populations are funded under the DMC program. 
These services are funded through other funders and available when having been 
identified as needing a specific level of care. Under the State Plan SUD program, 
residential services are offered to the Perinatal population. This population includes 
pregnant and postpartum women and EPSDT (the Early Periodic Screening and 
Diagnostic Treatment program) eligible children under 21-years of age. Many groups 
discussed co-locating services to be able to meet all needs in one place at one time.  
Additional residential services are available and reimbursed based on limited SAPT 
funds.  These services include some outpatient treatment services and limited 
withdrawal management services.  Shasta County is a Partnership Health Plan County 
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and will participate in the Partnership Health Plan Regional Model for SUD Services 
effective March 1, 2020.  

Access to Care 
Many groups mentioned the difficulties in getting clients to treatment. There are lots of 
barriers that impact access to care.  The rural nature of the county and limited public 
transportation to get to and from treatment services and appointments to be assessed 
for appropriate level of services.  Since Shasta County is served by the Partnership 
Health Plan there is opportunity for Medi-Cal eligible enrollees to obtain transportation 
assistance through Partnership’s Medi-Cal transportation benefit.  This Medi-Cal benefit 
providers enrollees with transportation assistance to medically necessary medical 
appointments.   

Stigma was also identified as a barrier. The treatment community mentioned that 
patients with relapses often feel that they have burned their bridges to treatment.  Both 
the treating providers and patients say there is a perceived perception that can prevent 
this population from accessing future care.  Participants mentioned the importance of 
addressing this stigma.  Shasta County also has some additional limitations with limited 
levels of services within its DMC State Plan program.  The county has limited MAT 
treatment options with a limited number of DEA authorized X waivered physicians that 
can offer MAT services and one methadone treatment program operating within Shasta 
County.  Methadone treatment is most frequently accessed in the city of Redding 
through the Narcotic Treatment Program.  Aegis Treatment Centers is the methadone 
treatment provider serving the greater Redding Area.  There are eight California Bridge 
contracted sites that provide MAT treatment through a network of providers within the 
greater Redding - Interstate 5 and CA State Route 299 corridor. 
https://www.google.com/maps/d/viewer?mid=1OvkCsODLNjAEbmveELpO70n4UaEUt9
FO&hl=en&ll=40.523121079969904%2C-121.93215775388364&z=9 The distance to a 
methadone treatment provider can vary depending on proximity of a client’s residence 
to an NTP treatment provider site.  Some clients experience travel times in excess of an 
hour plus travel time.  

Evidence-Based Care 
Groups stated that they would like to see more MAT resources in the county, more 
training for providers, and more data and evaluation to drive strategic capacity building 
at the appropriate levels of care.  In order to accomplish this, ten applications for 
ongoing technical assistance (TA) were received from participating participants.  Four 
organizations expressed interest in either expanding or developing new MAT capacity.  
The four provider sites include Empire Recovery Center, Hill Country Health and 
Wellness Center, Shasta County Health and Human Services Agency and Visions of the 
Cross.  Three organizations, Shasta County Probation, Shasta County Public Defender’s 
Office and LifeSteps all requested TA, these three programs are already participating in 
the Jail MAT and Touchpoints projects and will be referred to these programs for 

https://www.google.com/maps/d/viewer?mid=1OvkCsODLNjAEbmveELpO70n4UaEUt9FO&hl=en&ll=40.523121079969904%2C-121.93215775388364&z=9
https://www.google.com/maps/d/viewer?mid=1OvkCsODLNjAEbmveELpO70n4UaEUt9FO&hl=en&ll=40.523121079969904%2C-121.93215775388364&z=9
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additional Technical Assistance.  In Addition, HMA has assigned TA coaches to assist 
both organizations with their expansion goals. 

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

 

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

+ Overdose (OD) 
+ DUI 
+ High Intoxication 
+ Needle marks 
+ Positive screen via NIDA 4 
+ Arrest – for jails specifically  

 

G. The “Scaffolding of the Future State”   
The “Scaffolding” is the unit of service which is consistent across all locations that a 
patient with addiction encounters. It represents the culmination of the process 
improvement event: an agreed-upon future state for Shasta County. 
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Considerable time was spent during the process improvement event considering the 
current state of the SUD ecosystem and barriers that exist within this system. These 
conversations informed the Future State discussion of the whole group.  HMA’s 
facilitator, Scott Haga, MPAS, PA-C, presented an overview of all of the evidence-based 
screening and assessment tools that are publicly available free of charge to the entire 
eco-system. The Future State System of Care discussions focused on the need for the 
countywide treatment eco-system to utilize the same standardized, evidence-based 
screening and assessment tools.  The participants discussed the tools that their 
organizations are currently using, and the need for the eco-system to move to the use of 
the same evidence-based and culturally competent tools to ensure coordinated, and 
clinically appropriate outcomes.   

During a structured discussion, the group discussed the advantages of using the same 
screening and assessment tools throughout the treatment ecosystem. The participants 
discussed the benefits of all providers being able to quickly assess the clients’ needs and 
identify available treatment capacity within the county.  The group also discussed the 
positive effects of eliminating time consuming and redundant screening from both a 
provider and client perspective.  Ultimately, the group identified the NIDA 4 screening 
tool plus a marijuana question, as the current most commonly used screening tool, and 
one that is standardly available within the community and on most provider’s Electronic 
Medical Record systems. There was less emphasis on affirmatively identifying a specific 
screening tool as the discussions identified that use of an evidence-based screening tool 
would still identify a positive screening that would lead to the conducting of an 
assessment that will lead to patients getting into treatment. The group placed more 
importance on identifying a standardized, evidence-based assessment tool as 
countywide use will provide the ability to quickly assess and connect people in need of 
services with available service providers. The World Health Organization’s ASSIST tool 
was the dominant tool identified and in use within the treatment ecosystem. 

Partnership Health Plan, the Medi-Cal health plan that is standing up the Regional DMC-
ODS program in the Northern California counties, has provided the HMA project team 
with their assurance of support for the county’s selection of screening and assessment 
tools. Partnership Health Plan already uses the ASSIST tool as their physical health 
assessment for SUD treatment conducted by Partnership’s contractor, BEACON Health 
Options. Shasta County is a Regional ODS opt-in county, making it logical to align with 
the same screening and assessment approach that Partnership Health Plan has outlined 
for use in their Regional DMC-ODS Model.   

Scott Haga led a detailed discussion on all of the industry-standard screening and 
assessment tools along with a pros and cons discussion to help the county participants 
in the identification of the screening and assessment tools that will meet the needs of 
the future state ecosystem, and assist in provider’s data and reporting needs. 
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Screening 

The participants agreed on the use of the National Institute on Drug Abuse or NIDA-4 
Quick Screen tool.  The NIDA 4 Quick Screen is a validated screening tool designed to 
assist providers in screening adults for alcohol and substance use concerns. The NIDA 4 
is a structured screening tool that asks quick screen questions about alcohol and drug 
use within the last year.  An affirmative response to the quick screen questions triggers 
follow-up questions on lifetime alcohol and drug use, more recent alcohol and drug use, 
and determines the patient’s risk level based on a calculated patient substance 
involvement or SI Score. Individuals with moderate to high scores are typically assessed 
and referred to supportive services.  

Assessment 

Considerable discussion surrounded the selection of an appropriate tool for SUD 
assessment for Shasta County. County providers are currently utilizing a variety of 
assessment tools. The consensus of the group was to examine and utilize the World 
Health Organization’s Alcohol, Smoking and Substance Involvement Screening Test or 
ASSIST tool as the county-wide assessment tool.  The ASSIST is already validated in 
multiple languages, is available without cost, and has a large number of resources to 
support its use in primary care. 

Level of Care Determination 

The state of California’s Drug Medi-Cal Organized Delivery System (DMC-ODS) requires 
that the ASAM criteria be used to determine the level of care for patients with 
addiction. The Criteria looks at six dimensions of the patient’s condition to determine 
their treatment plan and the most appropriate location for that treatment plan to be 
executed. This determination can be completed through a structured interview or an 
online tool called the CONTINUUM™ Triage (CO-Triage™). It is recognized by all payers as 
the standard of care and allows for the location of care to be based on a set of 
parameters, rather random chance  

Partnership Health Plan’s Central Access Line staff will use the web based ASAM level of 
care placement tool as the initial screening tool. Face-to-face assessments at the 
provider sites will involve a bio psychosocial assessment to determine if the client meets 
medical necessity criteria based on the current Diagnostic Statistical Manual (DSM); 
ASAM criteria will then be applied to make the appropriate level of care 
recommendation(s).  

The county has expressed interest in further researching and exploring the ASAM 
Continuum. ASAM Continuum  will require a financial commitment from the county to 
ascertain necessary funding, training, and licensing tools.  This transition to the ASAM 
Continuum is necessary to ensure compliance with state requirements and best 
practices. The long-term use of the ASAM Continuum will ensure that the county is 
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developing a robust data reporting archive on the required need for all ASAM levels of 
care needed to meet the county’s long-term planning and strategic reporting needs.  

Treatment Ecosystem 

Within and outside of Shasta County there are many levels of service that can be 
delivered for both withdrawal management and treatment of the SUD. Shasta County’s 
DMC system offers a full array of most levels of care, more so than non-ODS Counties 
that offer limited ASAM levels of care for individuals with addiction. Regardless, all 
levels of care need to be identified and vetted to determine how many program slots or 
residential beds are available at each level of care, what services are delivered, how fast 
the patients can have access to MAT, and who treats co-occurring and all of the other 
aspects of care necessary to complete addiction care. Once this is done, the eco-system 
can overlay the needed support services.  

Transportation was also mentioned more than once as a significant need and should be 
addressed to ensure that people in care can get timely access to treatment services. 
There are many ways to do this, especially with the Medi-Cal expansion and the 
adaption of the Regional Model of SUD services soon to be offered by Partnership 
Health Plan effective March 1, 2020.  Partnership Health Plan can already assist its 
members in getting the transportation services needed to get to and from healthcare 
appointments.  Community Partners can also help patients in addressing their Social 
Determinants of Health (SDOH), this includes assistance with obtaining an ID, getting 
housing and having appropriate food should all be coordinated through a central “hub” 
for information and referral. 

Relapse 

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

Overall the future state represents an evidence-based, pragmatic approach to addiction 
care that is achievable. With the technical assistance that will be provided and the 
continued hard work of the community partners, there is no doubt that it can be 
realized. 
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Section 3: Implementation Strategy 
A. Next Steps 
In a matter of two days stakeholders from across Shasta County were able to identify 
major aspects of the systems that touch patients with addiction, determine what the 
major gaps and barriers are, and develop a viable future state “scaffolding”. The future 
state includes standardized movement of protected patient health information, 
standardized screening pathways, greatly increased information sharing and public 
communication, increased capacity for providing access to all levels of addiction 
treatment care, and the further development of evidence-based treatment required to 
conquer the disease of addiction. 

All the information above in this report was pulled from the generous participation of 
individuals and institutions who deliver care or are otherwise vested in addiction 
treatment in Shasta 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 Shasta County Health 
and Human Services Agency, Behavioral Health Services department, and the 
Partnership Health Plan to develop an attendee list and conduct outreach to invitees to 
encourage attendance. Also prior to the event, the Behavioral health Services 
department completed a survey to document existing substance use disorder (SUD) 
capacity and resources in Shasta County, as well as understand barriers to coordinated 
care for SUD. At the event, one “champion” per organization/team completed a paper 
technical assistance (TA) application with guidance from the Northern California Team 
Lead (Don Novo). On the TA Application, respondents were asked to check the box or 
boxes that best described their TA needs. Options included: (1) Learn more about caring 
for people with addiction and provide more information and training to our staff; (2) 
Learn more about how our organization can participate in a community wide solution to 
the opioid epidemic; (3) Improve our role in managing the transitions of care as 
residents in our community move within addiction system of care; (4) Start providing 
MAT services at our organization; (5) Scale up our current MAT program by increasing 
the number of patients treated; (6) Learn how to provide or improve addiction 
treatment to pregnant and parenting women. Based on their selection(s) on the TA 
Application, organizations are put into one of two TA tracks:  

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

03 
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2. TA Coaching: Sites that can potentially provide MAT and are interested in 
learning more or sites that already provide MAT and want more specific TA to 
scale up services  

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

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

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

Organizations/teams were asked to sign up for TA during the process improvement 
event and provided initial goals for the TA program. The following 10 organizations 
applied for TA: 

+ Children’s Hope Alliance  
+ Dignity Health Mercy Medical Center 
+ Empire Recovery Center 
+ Groups Recover Together 
+ Hill County Health & Wellness Center  
+ LifeSteps 
+ Shasta County Health & Human Services Agency 
+ Shasta County Probation  
+ Shasta County Public Defender’s Office 
+ Visions of the Cross (VOTC) 
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The 10 organizations/teams who requested TA requested the following specific goals: 

Goal: Action: Frequency 
1 Learn more about caring for people with addiction and provide 

more information and training to our staff. 
7 

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

10 

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

7 

4 Scale up our current MAT program by increasing the number of 
patients treated. 

2 

5 Start providing MAT services at our organization. 3 
6 Learn how to provide or improve addiction treatment to 

pregnant and parenting women. 
6 

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

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

STATISTICS 

+ OUD Death Rate  
+ 2017: 14.20 
+ 2016: 8.64 

+ All Drug Death Rate 
+ 2017: 19.24 
+ 2016: 23.3 

+ 5 Hospitals 
+ 1 Pharmacy 
+ 6 FQHCs 

 

SHASTA COUNTY: POPULATION 64,665 

ADDITIONAL FACTORS 

+ SAMHSA Funds: $887,500 
+ 1 Hub and 9 Spoke sites 
+ Presence of CA Bridge: Y 
+ Drug Medi-Cal Organized Delivery System?: Y 
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Prescription Drug Overdose Prevention Initiative 

   

  
 g       

Shasta Opioid Overdose Snapshot: 2016-Q1 to 2018-Q4 

Report downloaded 11-11-2019 

Shasta experienced 11 deaths due to all opioid-related overdoses in 2018, the most recent calendar year of 
data available. The annual crude mortality rate during that period was 6.1 per 100k residents. This represents 
a 35% decrease from 2016. The following charts present 12-month moving averages and annualized quarterly 
rates for selected opioid indicators. The map displays the annual zip code level rates for all opioid-related 
overdoses. Synthetic opioid overdose deaths may be largely represented by fentanyl. 
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B. Process Improvement Event Slides  
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C. Summary of Evaluation Results  
 

• What did you like MOST about this forum? 
+ Very interactive 
+ Opportunities for collaboration and networking 
+ Meeting and hearing from other providers  
+ Broad representation from the community 
+ Presentations very informative and easy to understand  
+ Information on MAT including mechanics, medications, etc.  

• What changes would you recommend? 
+ Provider copies of the slides for participants to follow along  
+ Include information about treatment beyond MAT (CBT, etc.) 
+ Give participants better warning that they will be asked to report out, and that 

presentations will be recorded (note: presentations only recorded for note taking 
purposes. They will not be used for promotional materials.)  

+ Include MAT in first day 1 combined with Addiction 101 presentation 
+ Provide greater direction for current state mapping process  
+ Allow more time for report outs (CSVSMs) 
+ Use less clinical terminology  
+ Be more inclusive for non-clinical staff 

• Give an example of something new you learned about addiction: 
+ Dopamine and its effects on the brain 
+ Medications used for MAT 
+ Assessment tools  
+ There are many barriers for those working in SUD treatment  
+ Process mapping 

• What topics would you like to learn more about? 
+ Interagency accessibility 
+ How to advocate for incarcerated individuals 
+ ASAM Continuum - brief screeners  
+ Multi-dimensional assessment (ASAM criteria- based) process for determining level of 

care 
+ Therapies to supplement MAT combined with CBT etc. 
+ Assessment tool options  
+ Culture of opioid users  
+ Breakdown of differences related to prescription and treatment for OUD 
+ Services in the community 
+ Next steps and how to get started  
+ Smooth transitions between services  
+ Navigating 42 CFR part 2 in the context of integrated care  
+ MAT 201 – more advanced version  
+ Value based care  
+ Sustainability for intensive case management and support staff in FQHC 
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+ SUD in pregnancy 
+ MAT in jails – what is happening in our community? 
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