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Presentation Overview

• How did an FQHC in Palm Beach County Get involved with Substance Use Care in the first place?
• Local Factors in Palm Beach County
• HRSA requirements; 340B pricing

• The Evolution of the program
• The Pilot Program
• Initial Model of Clinic in FQHC
• The multiple adaptations of the early clinic
• The “private-public partnership” in Palm Beach County
• Adding the Addiction Stabilization Unit 
• Adapting during COVID
• Fentanyl: A game changer
• OOur current model: Sustainable Public Health Response
• The future of our local program

• CORe: The statewide response
• Initial Model of Clinic in FQHC
• The multiple adaptations of the early clinic
• Adding the Addiction Stabilization Unit
• Adapting during COVID
• Fentanyl: A game changer
• Our current model for population health and sustainability

• Questions?



What is the Health Care District of Palm Beach 
County?

• Independent special taxing district 

• Governing Board has authority to levy property tax (appointed not 
elected) Guided by the Palm Beach County Health Care Act 2003-326 FL Law (rev. from 1988)

• 1300+ employees 

• Services for the Community: 
� Provider: 10 FQHC Clinics, LMC Hospital, Long Term SNF, School Health 

Program, Aeromedical Program, Trauma Agency etc.  

� Payor: District Care Specialty Network, Trauma Services, Aeromedical 
program (2 “Trauma Hawk” helicopters), FL DOH Subsidy etc.  

Our Mission: To be 
the health care safety net 

for Palm Beach County

4 │ Providing a Health Care Safety Net Since 1988



US: 1375 FQHCs
FL: 47 FQHCs 





The Pilot



Addiction Treatment Program Development  
• 2016 - PB County Fire Rescue/ Heroin Overdose Task Force 
(PBC FR, PBC Sheriff Office, SEFBHN, State Attorney's Office/ Sober Home Task Force, DOH, DCF, county FQHCs, private for-profit treatment and 
recovery centers etc.) 

• Southeast Florida Behavioral Health Network (DCF Office of Substance 
Abuse and Mental Health) 

• Contractor List: 24 In-patient non-for-profit beds in county 
• “Scholarship” in-patient beds from for-profit treatment centers 
• No available outpatient resources for MAT  

• Should Medication (MAT) be Used in the Treatment of Addiction? 
Rationale for Medication:

• Impact the physiology of addiction and dependence
• Improves outcomes including retention and opioid use
• Protect against lapses, which should be expected
• Reduce high rates of relapse (without medication >80% of heroin addicts relapse within 30d after detoxification) 

• In US majority of MAT treatment provided in outpatient setting; in PBC no 
available resources for uninsured patients who run out of options



The Pilot with the FQHC and fire rescue

• Fire Rescue Pilot Project based on ED initiation of MAT than 
transferred to outpatient treatment (30 patients pilot) 

• Flow of the pilot
• Results of the pilot:

• 26/30 patients were still engaged in outpatient clinic after 2 years
• These patient had reduced utilization of EMS and Emergency Services

• Next steps: Modified FR Model to be implemented in HCD 
clinics (sustainable) 



Initial Clinic Model Adaptations



ADDICTION IS 
A BRAIN 
DISEASE 
Just like other 

diseases, it affects 
function 
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Sources:  From the laboratories of Drs. N. Volkow and H. Schelbert
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Relapse Rates Are Similar for Drug Addiction 
& Other Chronic Illnesses
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Original clinic and staff
• Worked with 1 FTE physician 

between 2 physicians, 1 admin 
(registration and care 
coordination), 1 social worker, 1 
LPN

• Worked out of 2 rooms and a 
picnic table

• Traditional individual 
appointments with social worker 
and provider 

• Took all referrals but….the 
demand grew



We kept tweaking 
the clinic

• We added more staff (social workers 
mostly) and got a few more rooms

• Started a “shared space model” 
where patient’s were seen by 
therapist, and provider moved around 
4 rooms to do meds. 

• Started using group therapy increase 
support to patients and increase 
efficiency

• In 2/2018, started collecting 
outcomes data: Brief Addiction 
Monitor at intake and every 3 months 
with treatment plan in addition to 
other data



The “private-public partnership” in Palm 
Beach County



Addiction Treatment Program in Palm Beach 
County

• FQHCs – outpatient, PCMH model, treatment to everyone regardless of patient ability to pay, MAT 
treatment incorporated in primary care; HRSA requirement for screending for SUD and SBIRT

• Palm Beach County - 19 ERs - lack of meaningful evidence based addiction treatment (beyond 
stabilization).

• 2020 Public-private partnership developed in The Health Care District, JFK North Hospital, and Palm 
Beach County - 24/7 readily available access to comprehensive addiction treatment  

• Innovative model - Fire Rescue teams bypass the closest ER and transfer patients to JFK north 
directly (Trauma, Stroke, Cardiac, Burns etc. Model)  

• ASU Services:  medical, psychosocial assessment, diagnosis, MAT treatment initiation, real 
time peer recovery coach and warm hand off to outpatient clinics or higher level of addiction care if 
indicated ( most of the patients continue care in outpatient settings; “good for one, vs good for many”







Addiction Stabilization Unit Partnership to 
Develop 24-7 care with a warm handoff





Recovery Coach Role 

• Non clinical team member to build rapport with patients to help the 
patient see how his/her goals might line with the treatment team 
across multiple settings and agencies

• Assist the patient in scheduling appointments, transportation, and 
getting a warm handoff to the clinic

• Help the patient be “heard” by providers
• Support the patient through the entire intake process
• Assist with social needs
• Help the medical team with discharge, scheduling and form fill outs. 
• Recovery Coaches DO NOT make recommendation for treatment, 

they follow the licensed providers recommendations and help the 
patient succeed in the recommendation.







PBCFR Telehealth Addiction Program

Provide compassionate and non-judgmental outreach to bridge patients to addiction care and/or risk reduction resources after a 
substance/alcohol related 911 call.
Patients experiencing a substance or alcohol use related crisis are directed to JFK North’s ASU. 

Patients are transitioned to MAT via the Health Care District using the following resources:
▪ Rebel Recovery
▪ PBC Health Council Community Health Advocates
▪ NARCAN through state funded programs
▪ Mental health care through SEFBH Providers

MIH Community Paramedics make the initial contact and offer a follow-up contact with a MIH social worker to address social 
service, mental health, crisis care, and recovery journey needs. 
Home visits are offered to high frequency patients with chronic medical issues that have a co-morbidity of a substance or alcohol 
use disorder.
PBCFR transports patients experiencing a substance-related 911 call directly to JFK North’s ASU when the patient is clinically 
stable, willing to be transported to the facility, and within a geographical boundary. 
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Without Treatment – Difficult to Attain Abstinence

Interventions
– Psychosocial 

Therapies
– 12 Step 

Programs
–Monitoring

Interventions 
(stabilization)
–Agonist 
Medications
–Antagonist 
Medications



Why MAT for Opioid Use Disorder?



Why Involve EDs and Hospitals?





Base for ASU Protocols

• Yale 2.0
• Evolving data





Challenges at this point (late 2019/early 
2020)

• Convincing the Hospital Prescribers to be comfortable to initiate 
buprenorphine

• Why do more OD patients leave AMA than other acute medical 
condition patients?

• Insurance of sustainable financial model
• Getting FR units to take patients to one location like a “trauma 

model” 
• Staffing challenges, population health demands, and throughput
• Educating staff and burnout



Payor Mix

50.54%49.46%

ASU ER Payor Mix

Insured Uninsured

8.11%

25.12%

12.62%

6.18%0.59%4.64%

42.74%

ASU IP Payor Mix

Charity Commercial
MC Medicaid MC Medicare
Medicaid Medicare
Self Pay
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67%

27%

3%
2%

1%

SUD Clinic Payor Mix

Self Pay Managed Care
Medicare Commercial
Medicaid



Costs PBCFR: Trying to convince local fire 
rescue to follow the “trauma model” of care

Cost: Average transportation OD to PBC ED $3,562.00
Cost: Time a unit is out of service for OD 30-60 min

• Dollar cost
• Includes actual costs (salaries, equipment depreciation, etc.) and overhead
• Crew is about 61% of cost ($2,173). Crew is paid for a shift regardless of activity during that 

time.
• Remainder of cost is $1,389

• NEMSIS Data
• Nationally, an opioid OD transported to the nearest hospital takes 59.52 min
• Nationally, an opioid OD transported to a regional specialty center takes 89.34 min

• Time out of service
• Unit Hour Utilization (UHU; average is @.3 to .5): the total number of hours ambulances 

are staffed and available to respond divided by the total transports. Measure of 
efficiency.2,3

• Third party and out of pocket reimbursement on average for EMS transports is 24%.3



COVID 19

• We continued care for all patients but like everyone, saw a drop 
in utilization of the ASU, similar to all ED visits

• Utilized more telehealth but returned live to the clinic in May 
2020

• This delayed progress with community partners as many were 
tied up with COVID-19

• Overdoses continued to rise in our county



Fentanyl – Game Changer 

• Fentanyl is lipophilic: quickly crosses blood brain barrier
• Full agonist
• Barely lower affinity than buprenorphine
• 1000 times more lipid soluble than morphine: lingers in 

adipocytes
• This makes induction on buprenorphine more difficult than in the heroin 

era
• This is despite fast peak response on fentanyl

• Testing is not globally done





Dose Increases in era of fentanyl to 
improve retention



Buprenorphine inductions for fentanyl
• Using both 

high dose and 
low dose 
induction 
depending on 
clinical picture 
and Patient 
preference as 
literature 
supports both 
working





Our current model: Sustainable Public Health 
Response







Clinic Program Principles

43 Substance Abuse and Mental Health Services Update
Health Care District of Palm Beach County

Program Based on 4 Principles:
1. Evidence Based Medicine
2. Motivational Interviewing
3. Contingency Management
4. Harm Reduction

Building a Group-Based Opioid Treatment (GBOT) 
blueprint: a qualitative study delineating GBOT 
implementation Randi Sokol1*, Mark Albanese2 , Aaronson Chew1 , Jessica 
Early1 , Ellie Grossman3 , David Roll4 , Greg Sawin1 , Dominic J. Wu1 and Zev 
Schuman-Olivier5
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NIDA’s 13 Principles of Effective Treatment for all SUDs 
in HCD Clinic 
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Nida’s 13 Principles cont.



Walk the Patient’s Shoes Through the 
HCD Clinic
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The Waiting Room
47

• Patient escorted by Recovery Coach in 
Warm Handoff from the ASU

• Patient welcomed by staff
• Patient starts meeting with care 

coordinator to address social needs 
immediately (food stamps, housing 
needs, transportation etc)

• Patient meets with financial counselor 
who determines eligibility for 
insurance or district cares coverage 
plan



The Patient Lounge
48

• Patient’s can relax and take shower
• Provided with hygiene kit
• Provided with quiet “home like” 

space while waiting



Intake and Early Follow Up Assessments Areas
49

• Patient sees nurse and social worker 
together on assessment

• Medical doctor and psychiatric provider 
see patient

• Patient is stabilized over first 4 weeks 
medically, psychiatically, socially and with 
substance use

• Trust is built between the patient and the 
team

• Patient receives education and support



Group Based Addiction Treatment 
(GBAT)
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• After stabilization, patient enters 
maintenance phase of treatment

• GBAT is an evidence based, population 
health approach

• Evidence based modalities are given



The Pharmacy
51

• On site pharmacy with free medication for 
indigent is a key factor

• Patients are often in withdrawal upon 
admission and need immediate treatment to 
be retained



The Shared Space
52

• Staff works in shared space to better 
communication 

• Staff moves to the patient







Current Clinic challenges

• We need a south county location
• Homelessness
• Retention rate after 4-6 visit dropoff
• Staffing (always)
• Throughput 



Retention Through 4-6 visits: Our current 
Problem to Tackle



Throughput
• How do you always keep open 

slots for new patients on the 
schedule?

• People must be able to receive 
help when ready (walk in heavy 
schedules)

• Patients don’t have to do all to do 
some

• Very important to have same day 
access

• Phase IV+ for stable patients



Group based addiction Treatment for 
Throughput





The Future of our Local Program



Adding Locations

• We have 
transportation 
money

• We are adding a 
location in the 
south part of the 
county to increase 
access as the 
current clinic is in 
the north end of 
the county



Our current projects
• Adding Sublocade with DCF grant
• Better partnerships with methadone clinics
• Continuing to analyze workflows and quality
• Continue to work to analyze long term retention and look for 

ways to improve it
• Continue to work on housing initiatives
• Would like a more “pregnancy specific” curriculum in outpatient
• Continuing to train primary care doctors/psychiatric providers to 

be more comfortable in treating this through partnerships with 
local training programs



CORENetwork@FLHealth.gov
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ADDICTION STABILIZATION MODEL

Palm Beach County Addiction Stabilization Center Model
• Established in 2020 through a local, innovative public-private partnership. 
• Streamlines the process for patients with substance use disorder to enter care and 

receive evidence-based services.
• Three-pronged approach that includes first responders, stabilization, and long-term 

treatment.
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COMPONENT 1: RESCUE RESPONSE

• Patient is treated by first responders (fire rescue/EMS personnel). 
• Treatment includes use of specialized EMS protocols for overdose and acute withdrawal 

to minimize precipitating symptoms.
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COMPONENT 2: STABILIZATION/ASSESSMENT

• Patient receives treatment in an Emergency Department (ED) with a specialized 
addiction stabilization center.

• Treatment options include medication assisted treatment (MAT).  
• Patient is also assessed and treated for emergent unmet health needs. 
• Medical staff recommend the care best suited for each patient and a peer navigator 

facilitates a warm hand off to the long-term treatment facility. 
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COMPONENT 3: LONG-TERM TREATMENT

Long-Term Treatment
• Patient receives long-term care and wrap around support through a Federally Qualified 

Health Center (FPQC) with infrastructure to serve as the medical home for clients with 
SUD including screening and treatment of infectious diseases (e.g., HIV and Hepatitis C).  

• Patient is treated by a team of psychiatrists, primary care physicians, physicians and 
counselors specialized in treating addiction, and other licensed professional services.

• Services include long-term management of MAT (e.g., Buprenorphine, Naltrexone, and 
Vivitrol), individual and group therapy, psychiatric services, individualized care 
coordination, pharmacy services. and links to other health and social services.  

• Patients also receive services to address their social services needs that may include 
employment assistance, housing, parenting, life skills training, or maternity care.
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PILOT PROJECT

Goal: Implement a pilot project to replicate the evidence-based addiction stabilization 
model.
• An average of $1 million per county using funding from the Centers for Disease Control 

and Prevention (CDC) Crisis Response Public Health Workforce Supplemental funding
• Expires July 30, 2023  

• Use standardized criteria to select pilot counties based on need and capacity. 
• Florida Department of Health, in partnership with the Florida Department of Children 

and Families and the Agency for Health Care Administration, will assist with funding for 
products and services not allowed under the CDC cooperative agreement, such as MAT. 
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EVALUATION

Standardized performance metrics using brief addiction monitor:

· Average Use Scores (Any alcohol use, heavy alcohol use; any drug use scores range from 0-12, with 
higher scores indicating more use)

· Average Risk Scores (Physical health, sleep, mood, cravings, family problems, risky behaviors; scores 
range from 0-24 with higher scores meaning more risk)

· Average Protective Scores (Confidence, self-help, religion, work/school participation support; scores 
range from 0-24 with higher scores indicating more protection)

· Number of Clients Served
o Insured/Uninsured/Underinsured

· Expenditures
· Timeline

o Time between rescue response, stabilization/assessment, and long-term treatment
o Wait times /Wait list
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County Selection 
Criteria
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STEP 1: CAPACITY

Assessment of Infrastructure Needed to Begin Pilot in July 2022
• Capacity based on medical infrastructure and ability to provide addiction and behavioral 

health services are essential to a successful pilot. 
• Counties that have at least one hospital with an emergency department and at least 

one Federally Qualified Health Center that offers behavioral health services move 
forward to Step 2 of the selection process.
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STEP 2: NEED

Identification of Substance Use Disorder Hot Spots

• Areas of greatest need were identified using data on fatal overdoses, non-fatal 
overdoses, and neonatal abstinence syndrome.

• Age-adjusted rates of drug poisoning deaths

• Age-adjusted rates of drug-involved emergency department visits 

• Neonatal abstinence syndrome rates

• Counties with rates of fatal overdoses, non-fatal overdoses, and neonatal abstinence 
syndrome that were higher than the state of Florida rate move forward to Step 3 of the 
selection process.
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STEP 3: COMMUNITY CHARACTERISTICS

Evaluation of Community Characteristics

• Information about each county’s population size, density, as well as geographic coverage 
statewide are important to ensure pilot counties are diverse and can be used to evaluate 
program implementation in various community settings. 

• Rural and non-rural

• Regional/geographic distribution:

• County health department consortium region

• Managing entity region

• Statewide Medicaid Managed Care region

• County population size
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STEP 4: RESOURCES

Review of Current participation in Evidence-Based and Pilot Programs

• Participation in a current statewide quality improvement project or other substance use disorder related 
programs demonstrates sufficient resources to aid in the implementation of a successful pilot program.

• Number of Narcan providers

• Number of hospital bridge programs

• Perinatal mental health participation

• Hospital-based quality improvement initiatives

• Helping Emergency Responders Obtain Support (HEROS)

• Community paramedicine programs

• Overdose Data to Action (OD2A)
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STEP 5: VERIFICATION

Confirmation of Existing Resources and Infrastructure 

• At this step, 12 counties were considered based on the criteria established in steps 1 and 2.

• EMS agencies were assessed to determine ability to participate in the pilot project by reviewing existing 
community paramedicine programs (especially any already using MAT) and/or interest in establishing a 
community paramedicine program.

• FQHCs in all 12 counties were contacted to assess existing behavioral treatment services (counseling, 
referrals, MAT) and staffing capacity.

• Nine counties were invited to discuss participation in the pilot project.

• Brevard, Clay, Duval, Escambia, Gulf, Manatee, Marion, Pasco, and Volusia 

• Three remaining counties were invited to participate in the pilot, potentially at a reduced capacity.

• Citrus, Flagler, and Pinellas













Overall Findings of First Round of 
meetings with counties

• 9/12 complete
• Rural vs Urban/Suburban
• Most counties have most of the ingredients in place, a few are 

at the very beginning stages
• Follow up meetings will group counties into “beginners and 

moderate/advanced groups” to tailor lectures to the level of 
experience/set up

• All counties are lacking consistent outcomes measures and will 
be required to show the Brief addiction monitor

• Funding is tied to having these “main ingredients” in place and 
will be an expectation at follow up meetings



Next Round of meetings with counties

• Help educate and give solutions to barriers
• Assess for progress on factors missing in counties and press for 

these to be accomplished
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Thank You!
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