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By David Alonso, MD 
Butte-Glenn Medical Society President

FROM 
THE  
PRESIDENT

One of the best parts of being President of Butte-Glenn Medical Society is 
meeting physicians in the area  I get to meet retired physicians who are 
welcome to participate in all events and activities, to colleagues I refer 

patients to frequently, and new physicians to the area  We are able to celebrate 
achievements, like the one I’m about to describe, and also help one another through 
times of stress 

At the October Third Thursday Physician Lounge at the Red Tavern in Chico, a 
physician in the area expressed how happy she was to log on to her CURES dashboard 
and to no longer have red flags about patients whose MME doses are too high. All 
patients on her panel are now within the new guidelines  She was able to thank the 
physician leaders who created these guidelines and helped her to know she’s made 
a difference in her patients’ lives, many of whom have been her patient for decades  
This wasn’t the first time I’d heard this from physicians. And every time it makes me 
even more proud to be part of this community 

In Butte County, a group of concerned physicians, the Public Health Department and 
our opioid coalition led the effort in 2017 and 2018 that is making a huge difference 
today  After receiving a grant from the California Department of Public Health in 2017, 
public health outreach manager, Stacy Piper, energetically met with a large number 
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of physicians and provided academic detailing services for free  This effort was well 
in advance of the January 2019 prescribing guidelines, which enabled physicians in 
our area to adjust MME for their patients well in advance of the deadlines and, as it 
turns out, in plenty of time so that the Camp Fire did not throw our county off track of 
achieving our goals  You can read the data behind these efforts in the article by Sandy 
Henley in this magazine 

This year, we welcomed Dr. Jared Garrison, Glenn County’s new Public Health Officer, 
to our Board of Directors  Glenn County is making great strides to address the opioid 
epidemic now  Glenn County recently produced their Opioid Prescribing Guidelines  
We also cheered as Dr  James Moore established a Bridge-like program at the 
Emergency Department at Enloe Medical Center, an essential part of Butte County’s 
Hub and Spoke System 

Addressing the opioid epidemic is one of the many public health concerns Butte-
Glenn Medical Society leads  Our main goal as a professional membership 
organization is to support you and the important healthcare leadership role 
you have in practice and in our community  We want to ensure you feel prepared 
to meet changes in federal and state legislation  The more prepared physicians are, the 
less stress you feel  Sometimes that prepared state comes from sharing information 
informally with colleagues at social gatherings, or formally through educational efforts 
like our June 12 event on “How the Medical Community is Addressing the Opioid 
Epidemic” where we provided 1 5 CME for participants  This is the value of membership 
and the value of the Butte-Glenn Medical Society in a nutshell 

I encourage member physicians considering a leadership role in the Society 
to contact me soon  We are looking to bring in leaders for our new scholarship 
committee and also for the important position of Secretary/Treasurer on our Board 
of Directors which is a two-year term and the first step toward becoming Incoming 
President, then President and then Immediate Past President  We were unable 
to hold elections in Fall 2018, primarily because the Camp Fire disrupted our daily 
business and our previous executive director was transitioning to retirement at the 
same time 

I look forward to meeting you in person at our upcoming events! 

To order copies of the Opioid Prescribing 
Guidelines, contact Butte-Glenn Medical 
Society at bgmsmanager@gmail.com.
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FROM THE EXECUTIVE 
DIRECTOR’S DESK

Kristy Bird MaKieve, MBA, CAE

Executive Director, Butte-Glenn Medical Society

CEO, Healthy Rural California, Inc 

I’m so pleased to bring the Bulletin back! I’ve been 
the Executive Director since January, shortly before 
Pam Nelson retired. I enjoy looking in our files and 
seeing Bulletins from the 1970s and earlier  This time 
around, we partnered with our neighbors to the 
North, the North Valley Medical Association, Tehama 
County Medical Society and Siskiyou County Medical 
Society 

Thank you to Aegis for funding this publication 
on how the medical community of North Valley is 
addressing the opioid epidemic  It is an important 
and timely topic  Thank you to everyone who 
contributed their time, thoughts and writing!

The history of the Butte Glenn Opioid Safety 
Coalition started with a different name in 2013 

and 2014  The Butte-Glenn Medical Society 
Drug Abuse Prevention Task Force worked with 
public schools, bringing prevention programs 
and speakers to the area  Since that time, several 
changes have happened such as the amazing 
Butte Youth Now Coalition, Athletes Committed 
and Physician Committed programs, led by Butte 
County Behavioral Health Department and growing 
coalitions 

By 2017, the Drug Abuse Prevention Task Force had 
become a specific group which focused on opioid 
misuse and abuse at all ages  The California Opioid 
Safety Network (COSN) and the new Accelerator 
Program through the Public Health Institute came 
together to support this new focus  The strategic 

Photo credit: Kevin Ullrich
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plan developed in 2017 helped in many ways – 
to facilitate physician usage of the new CURES 
database, to reduce opioid mortality and morbidity, 
and to reduce MME in Butte County to the national 
average  In addition, the coalition worked to increase 
Naloxone distribution and to establish a Hub and 
Spoke System in the area  Another goal was to 
establish a formal governance structure for the 
coalition 

Funding from the California Department of 
Public Health helped the Coalition achieve these 
goals  Many, if not all, physicians went through 
Academic Detailing for free to better understand 
methods for safe prescribing  Printed guidelines 
were distributed in advance of new laws being 
implemented  Physicians were encouraged to 
pursue their X-waiver and start prescribing Medically 
Assisted Treatment (MAT)  Enloe Medical Center’s 
Emergency Department established a Bridge-like 
program and hired a substance abuse navigator  
Safe Disposal sites were established and information 
shared with the public about locking up prescription 
medications, and where to find disposal sites.

The first CDPH grant and a VISTA Associate at 
Public Health enabled Butte County to create an 
Overdose Dashboard and input current data  A Text 
211 campaign launched in late Spring of this year, 
as well as a new website which is available through 
bgmsonline org 

The coalition also partnered with the Chico News 
& Review to spread awareness to the public, both 
in print and through social media, in 2017 and in 
2019  In 2018, Butte-Glenn Medical Society received 
a grant from Aegis on behalf of the coalition which 
enabled us to reach out to more physicians and 
to partner more with Glenn County and their new 
efforts  Butte-Glenn Medical Society hosted a CME 
program and dinner in June with similar topics 
reflected in this magazine.

We finally got our governance structure in place 
this fall and officially renamed it as the Butte Glenn 
Opioid Safety Coalition (see infographic on page 
14)  We are excited by all the great work being done, 
including a focus on tribal health and with a spin-off 
MAT Physicians group  We believe other Emergency 
Departments in the area will offer MAT as well 

The Coalition continues to look to the future, not 
simply resting on our past laurels  In October, the 

Butte County Department of Public Health applied 
for another CDPH grant with plans to ensure anyone 
in the Justice System will be able to continue or start 
their MAT treatment  And we hope to provide more 
education and support for administering perinatal 
and neonatal MAT 

We plan to work with college age students and to 
promote more harm reduction programs in the 
area  Our coalition partner, the Northern Valley Harm 
Reduction Coalition was approved to start a syringe 
services program in Chico, which we supported 

Check out our new Youtube channel at “Butte-Glenn 
Medical Society” for our 3 Aegis-funded videos about 
the opioid epidemic  And you’re always welcome 
to follow us on Facebook at “Butte-Glenn Medical 
Society” and on Instagram @bgmsdocs  We’re on 
Twitter, too, at docsBGMS  Our website has been 
completely refreshed at bgmsonline.org  Keep in 
touch with what’s happening with our Board of 
Directors, healthcare leadership, new CME programs 
in 2020, our Physician Wellness efforts, and more 

Have you heard about our new scholarships to 
inspire the next generation of physicians? We will 
present our first scholarships to a local high school 
senior and a CSU Chico Pre-Med Senior in April 
2020  If you wish to contribute to the Butte-Glenn 
Medical Society Scholarship investment fund and 
increase scholarship award amounts in perpetuity, 
mail a check to our office addressed to Butte-Glenn 
Medical Society with “scholarships” written in the 
subject line. Or find us on Venmo at BGMSdocs and 
donate instantly 

Last but not least, the Butte-Glenn Medical Society, 
which is a 501(c)6 nonprofit, is very pleased to launch 
our affiliated non-profit, Healthy Rural California, 
Inc. This new 501(c)3 will help tremendously by 
garnering grant funds for our opioid coalition and 
other healthcare collaborators 

Get to know the “new” Butte-Glenn Medical 
Society! Please join or renew your membership 
simply by calling CMA’s Member Resource 
line at (800) 786-4262 during normal business 
hours. Joining Butte-Glenn Medical Society and 
the California Medical Association means you 
are supporting local and statewide organized 
medicine.
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PRIMARY CARE, TRAUMA 
AND ADDICTION

59% of men and women experience at 
least one adverse childhood experience (ACE) 
in their life and 9% experience five or more ACEs

35.6% of men and 14.5% of women witness 
someone being badly injured or killed

18.9% of men and 15.2% of women 
are involved in a fire, flood or 
other natural disaster

25% of men and 13.8% of women experience  
life-threatening accident/assault

48% of children have experienced at least one 
of nine types of adverse experiences, including 
physical or emotional abuse or neglect, 
deprivation, addictions or exposure to violence

Trauma is Common
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90% of people seen in 
public health clinics have 
experienced trauma

43–80% of individuals in psychiatric 
hospitals have experienced physical 
or sexual abuse

of people who receive public 
mental heath care have been 
exposed to trauma 

Post-traumatic stress disorder 
affects 2–5% of people and is one 
of the most common and least 
recognized anxiety disorders in 
primary care. Little is known about 
PTSD in the primary care setting.

2/3 of adults in addiction treatment 
experienced child abuse and neglect

70% of teens in addiction 
treatment have history of 
trauma exposure

Behavioral Health
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PRIMARY CARE, TRAUMA 
AND ADDICTION

The CDC’s Office of Public Health Preparedness and Response (OPHPR), in collaboration with SAMHSA’s National Center for Trauma-Informed 
Care (NCTIC), developed and led a new training for OPHPR employees about the role of trauma-informed care during public health emergencies. 
The training aimed to increase responder awareness of the impact that trauma can have in the communities where they work. Participants learned 
SAMHSA’s six principles that guide a trauma-informed approach, including:

Adopting a trauma-informed approach is not accomplished through any single particular technique or checklist. It requires constant attention, 
caring awareness, sensitivity and possibly a cultural change at an organizational level. On-going internal organizational assessment and quality 
improvement, as well as engagement with community stakeholders, will help to embed this approach which can be augmented with organizational 
development and practice improvement. The training provided by OPHR and NCTIC was the first step for CDC to view emergency preparedness and 
response through a trauma-informed lens. 

1. SAFETY 2. TRUSTWORTHINESS  
& TRANSPARENCY

3. PEER SUPPORT 4. COLLABORATION 5. EMPOWERMENT  
VOICE & CHOICE

6. CULTURAL, HISTORICAL 
& GENDER ISSUES

Learn more about trauma, stress and primary care. Visit TheNationalCouncil.org/TIPC.

© National Council for Behavioral Health
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Join or renew your membership today!  
cmadocs org/join | cmadocs org/renew | (800) 786-4262 | memberservie@cmadocs org

TOGETHER WE ARE STRONGER 
The California Medical Association (CMA) and 
its county medical societies have represented 
California’s physicians for 160 years as the 
recognized voice of the house of medicine  
Together we stand taller and stronger as we 
fight to protect patients and improve the 
health of our communities  We are a dominant 
force in health care – but all the great work we 
do wouldn’t be possible without the support of 
members like you  

SHAPE THE FUTURE OF MEDICINE 
Members receive direct access to our state 
and national legislative leaders to influence 
how medical care is provided today and in 
the future 

PROTECT THE PROFESSION 
Your membership affirms your commitment to 
the medical profession and ensures physicians 
remain in control of the practice  
of medicine  

GET PAID 
Members receive one-on-one assistance from 
CMA’s reimbursement experts, who have 
recouped $24 5 million from payors on behalf 
of CMA physicians in the past 10 years  

LEAD BY EXAMPLE 
CMA and its county medical societies provide 
many opportunities to get involved, including 
opportunities to volunteer, serve on a 
committee, council or board, and shape the 
future of the medical profession 

HEAD SEAT AT POLICY TABLE 
Through aggressive political and regulatory 
advocacy, CMA and its county medical societies 
are positioned among the most influential 
stakeholders in the development and 
implementation of health policy 

COLLABORATE WITH COLLEAGUES 
CMA and its county medical societies bring 
together physicians from all regions, specialties 
and modes of practice through leadership, 
collaboration, social and educational events, 
and community service 

PROMOTE PUBLIC HEALTH 
From tobacco use and obesity to prescription 
drug abuse and vaccinations, your 
membership dollars support forward-thinking 
public health advocacy to improve the health 
of Californians 

PROTECT MICRA 
CMA staunchly defends the landmark Medical 
Injury Compensation Reform Act (MICRA) year 
after year, saving each California physician an 
average of $75,000 per year in professional 
liability insurance premiums 

STAY IN THE KNOW 
CMA and its county medical societies produce 
publications to keep you up to date on the 
latest health care news and information 
affecting the practice of medicine in 
California 



12BULLETIN

Aegis Treatment Centers
(530) 345-3491
590 Rio Lindo Ave , Chico, CA 95926
Accepts private and Medi-Cal insurance

aegistreatmentcenters.com

Ampla Health-Oroville
(530) 534-7500
2800 Lincoln Blvd , Oroville, CA 95966
Accepts Medi-Cal, Medicare and private pay

amplahealth.org 

Butte County Behavioral Health Substance  
Use Treatment & Recovery Services
(530) 879-3950
560 Cohasset Rd , Suite 175, Chico, CA 95926
(530) 538-7277
2430 Bird St , Oroville, CA 95966
Accepts Medi-Cal Insurance

buttecounty.net/behavioralhealth 

Butte County Behavioral Health  
Stepping Stones Perinatal and  
Parenting Women Program
(530) 879-3363
109 Parmac Rd , Suite 2, Chico, CA 95926 
(530) 538-4359
2167 Montgomery St , Suite C, Oroville 95965
Accepts Medi-Cal Insurance

buttecounty.net/behavioralhealth 

Enloe Medical Center: Substance  
Use Navigator Program 
(530) 809-6003
1531 Esplanade, Chico, CA 95926
Jake.Miller@Enloe.org 

Feather River Tribal Health
(530) 534-5394
2145 5th Ave , Oroville, CA 95965
Accepts Medi-Cal, Medicare and private pay

frth.org

Gridley Medical Group
(530) 846-5655
284 Spruce St , Gridley, CA 95948
Accepts Medi-Cal, Medicare and private pay 

Gridley Specialty Center
(530) 846-9080
225 Spruce St , Gridley, CA 95948
Accepts Medi-Cal, Medicare and private pay 

GROUPS Recover Together
(800) 683-8313
1550 Humboldt St , Suite 3, Chico, CA 95928
Accepts Medi-Cal and private insurance

joingroups.com

Northern Valley Indian Health
(530) 896-9400
845 W  East Ave , Chico, CA 95926
Accepts Medi-Cal, Medicare and private pay

nvih.org

Summit Behavioral Wellness
(916) 689-1062
95 Declaration Dr , Suite 4, Chico, CA 95973
Has low cost options

summitbewell.org

Therapeutic Solutions
(530) 899-3150
3255 Esplanade, Chico, CA 95973
Accepts Private and Medicare Insurance

therapeutic-solutions.com

Medication Assisted Treatment  
Clinicians in Butte County 

Dr. Daniel Ekkens
Mangrove Medical Group
(530) 345-0064
1040 Mangrove Ave , Chico, CA 95926
Accepts Private and Medicare Insurance

Dr. Phillip Filbrandt
Rehab Medicine Associates, Inc.
(530) 342-2777
10 Governors Ln , Chico, CA 95926 
Accepts Medi-Cal, Medicare and private pay

Dr. Brandan Stark
Argyll Medical Group
(530) 899-2126
100 Independence Circle, Chico, CA 95970
Accepts Private Insurance

Medication Assisted Treatment Providers  
in Butte County
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Medication Assisted Treatment Providers  
in Shasta County
Aegis Treatment Centers
(530) 345-3491
1147 Hartnell Ave , Redding, CA 96002

Psychiatric Care Center
(530) 221-7474
2891 Churn Creek Road, Suite A, Redding, CA 96002
pcccares.com

Shasta Community Health Center
(530) 246-5710
1035 Placer St , Redding, CA 96001
shastahealth.org

Redding Rancheria Recovery Center at Churn 
Creek Healthcare
(530) 221-1327
3184 Churn Creek Rd , Redding, CA 96002
churncreekhealthcare.com/recovery-center 

Hill Country Health & Wellness Center 

Round Mountain
(530-337-5750)
29632 Highway 299 East,  
Round Mountain, CA 96084

Lake Blvd 
(530-241-4100)
317 Lake Blvd , Suite A, Redding, CA 96003

Gold Street 
(530-319-7066)
1401 Gold St , Suite A, Redding, CA 96001
hillcountryclinic.org

Dr. Jeffrey Grolig M.D. 
(530) 221-2520
5000 Bechelli Ln , Suite 102, Redding, CA 76002

Redding Rancheria Tribal Health Center 
(530) 224-2700
1441 Liberty St , Redding, CA 96001
rrthc.com

Mercy Family Health Center 
(530) 576-5722
2480 Sonoma St , Redding, CA 96001

Dr. Aravind Pai  
Redding Outpatient Clinic
(530) 226-7675
351 Hartnell Ave , Redding, California 96002

GROUPS Recover Together 
(530) 341-2866 
376 Hartnell Ave , Suite A, Redding CA 96002

Burney Health Center
(530) 999-9030
37491 Enterprise Dr , Burney, CA 96013

Dr. Julian R. Fuentes 
Right Road Recovery Programs 
(530) 365-8523 
2110 Ferry St , Anderson, CA 96007 

Interested in joining a monthly MAT Work Group to discuss 
issues shared by colleagues in Butte County? 

Every third Wednesday from Noon to 1 pm, physicians and other providers are welcome to join the 
discussion! Or find out how you can start a MAT Work Group in your area. 

Find out more by calling Butte-Glenn Medical Society at (530) 342-4296 or send an email to 
bgmsmanager@gmail.com. 
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First of all, I want to say thank you to Kristy Bird MaKieve, Executive Director of Butte-Glenn 
Medical Society, in giving the North Valley Medical Association this opportunity to share 
information about the NoRxAbuse Coalition and our accomplishments 

The NoRxAbuse Coalition is leading a unified effort to prevent and reduce opioid addiction 
and overdoses in Shasta County  Through the efforts of the NoRxAbuse Coalition and 
community partners (Partnership HealthPlan of California, Shasta Community Health 
Center, Shasta County Health and Human Services and North Valley Medical Association) 
we are promoting safe prescribing, addiction treatment, access to naloxone, medication 
disposal, alternative pain management and education on the risks of prescription 
medications 

With grant funding from the California Healthcare Foundation, Centers for Disease 
Control and Prevention and the California Department of Public Health we were able to 
accomplish/provide the following:

 + Academic Detailing to primary care providers and pharmacists 

 + Collaborated with Aegis on their policies and procedures regarding the use of 
Suboxone, CURES program and establishing communication with the primary care 
providers of their patients 

 + Established Benzodiazepine prescribing guidelines 

 + Established Medication Drop Boxes at Pharmacies 

 + NoRxAbuse website (https://norxabuse org) providing resource tools for 
providers and community members 

 + Opioid harm and Naloxone awareness ads at bus shelters, on the radio and online at 
redding com 

 + Promoted the CDPH “Your Pain is Real  So Are the Risks” campaign 

 + Provided educational workshops/trainings that covered Alternative Pain Management 
(Dr  Fasih Hameed from Petaluma and Dr  Annie Purcell from Redding), American 
Society of Addiction Medicine Buprenorphine Course, CURES program, Medically 
Assisted Treatment trainings (MAT) and 
Naloxone trainings 

As we look to the future, our focus will be to continue to find viable community solutions, 
increase access to Medically Assisted Treatment and Naloxone trainings, provide education 
and expertise to partner organizations and the community 

For more information, check our website at nvma.us.

By Deb Schoenthaler 
Executive Director, North Valley Medical Association

Butte-Glenn Medical Society wishes Deb a wonderful retirement! Thank you for your 15 years 
of service to promoting health and physician leadership in Northern California!
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CMA’s Advocacy 
Secures $1 Billion+

In 2016, and with a $1 million 
investment, the California Medical 
Association (CMA) led a coalition 
to take on Big Tobacco to improve 
patient access to care through Medi-
Cal, which serves one-third of the 
state’s population. 

California voters overwhelmingly 
approved Proposition 56, which 
added a $2 tax on tobacco products 
and stipulated that funds should 
increase access by improving provider 
payments.

California’s 2018-2019 state budget 
continues to provide over $1 billion 
annually to improve provider 
payments so more Medi-Cal patients 
can access care when they need it 
most. Other key investments include 
graduate medical education (GME) 
funding increases and medical school 
loan repayments.

Since 1856, CMA has worked 
tirelessly to ensure that health care 
professionals serving on the frontlines 
of medicine in our communities have 
a voice in the development of health 
care legislation, regulations and policy.

JOIN CMA TODAY and support the 
next generation of physicians and 
the future of health care policy and 
business in California.

“The California 
Medical Association 
is proud to leverage a 
$1 million investment 
for Proposition 56 
into a $1 billion 
annual return on 
behalf of California’s 
physicians, medical 
groups and patients.” 

– Dustin Corcoran, CEO

CMA’S REACH 

Over 46,000 Members 

36 Component  
Medical Societies 

27 Specialty Societies 

200+ Medical Groups
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For human beings, pain is a useful sensation that 
protects us from further harm  The treatment 
of acute pain has been an age-old problem in 
medicine  This was mostly resolved by use of 
extracts from the opium poppy in ancient and more 
recent times, and later with the use of synthetic 
pain relievers and anesthesia  The discovery of 
anesthetics allowed for surgical treatment advances 
not seen before in medicine 

The treatment of chronic pain has been even more 
difficult to address. In the past 50 years attitudes 
about the treatment of chronic pain have swung 
from one extreme to the other  In the 1970s most 
physicians told patients that some pain was to 
be expected as they aged, and it was best to 
accommodate to it  Narcotic prescriptions were 
infrequent and limited  The medical profession was 
accused of undertreating pain and a movement 
for better pain relief swept the country  The now 
defunct but highly respected Journal of Western 
Medicine published several articles in the early 

years of this century about the undertreatment 
of pain and its legal consequences to physicians 
who were sued  Physicians were reported to and 
censured by the Medical Board of California for the 
undertreatment of pain  There was a call for better 
and more treatment of chronic pain 

Since the 1990s several opioid medications such as 
hydrocodone and oxycodone have been marketed 
as effective in the treatment of chronic pain with 
little or no risk of addiction  Medical articles about 
the measurement of pain resulted in pain being 
declared the “fifth vital sign” with routine recording 
of patients’ reports of pain on a scale of one to ten  
Hospitals are required to use this scale in the care of 
their patients 

According to the CDC, “the amount of opioids 
prescribed and sold in the US quadrupled since 
1999, but the overall amount of pain reported by 
Americans hasn’t changed ”(1) The country is in the 
midst of an epidemic of opioid overdoses, largely 
due to these prescriptions  In response to this 

Chronic Pain 
Treatment is  
Evolving 
in our 
Community

By Glennah Trochet, MD 
Accelerator Coach for Butte Glenn Opioid Safety Coalition
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epidemic, communities have come together to 
address the problem  They have found that opioid 
prescriptions are one factor, but not the only one 
that affects the community 

The Opioid Safety Coalition in Butte County has 
worked on several fronts to address the opioid 
overdoses in our communities  To manage chronic 
pain safely, they have visited doctors’ offices to offer 
information on community approved guidelines 
for prescribing opioids; to stop overdose deaths 
they have distributed naloxone to first responders 
and the community to make sure that it is available 
when needed  To treat addiction, they have held 
continuing medical education events to increase 
the number of physicians that are X-waivered to 
prescribe buprenorphine to patients who need 
medication-assisted treatment (MAT), and to prevent 
new addictions and harm, they have worked to 
decrease the stigma of addiction and to decrease 
the number of people who newly become addicted 

The response to the epidemic has not only been 
local  There have been several legislative initiatives 
and new laws  Physicians in California who prescribe 
narcotics are required by law to consult CURES to 
see how many prescriptions their patients receive  
When prescribing 90 or more morphine milligram 
equivalents per day to a patient or with a concurrent 
prescription of a benzodiazepine, a physician 
must also offer to prescribe naloxone or a similar 
drug to reverse an overdose  There have also been 
legislative changes in the format of scheduled 
drug prescriptions, including the requirement that 
by 2022 all these prescriptions will have to be in 
electronic format 

The standard of care for chronic pain is changing  
Treatment should include several modalities in 
addition to medication  It is important to advocate 
with payors of care for access to counseling, physical 
therapy and other options for people who have 
chronic pain  It is imperative not to stop opioid 
medication abruptly  The CDC has underscored 
that patients who are stable, functional, and doing 
well on opioid medication do not need to have it 
discontinued  They should be closely monitored for 
safety  However, those who need ever-increasing 
doses and whose pain is not controlled on opioids, 
should seek to discontinue them and find other, 
more effective modalities  Many of these patients 
are addicted and may need to have MAT 

According to the American Society of Addiction 
Medicine, “Addiction is a primary, chronic disease 
of brain reward, motivation, memory and related 
circuitry. Dysfunction in these circuits leads to 
characteristic biological, psychological, social and 
spiritual manifestations. This is reflected in an 
individual pathologically pursuing reward and/or 
relief by substance use and other behaviors.

Addiction is characterized by inability to consistently 
abstain, impairment in behavioral control, craving, 
diminished recognition of significant problems with 
one’s behaviors and interpersonal relationships, and 
a dysfunctional emotional response.

 Like other chronic diseases, addiction often involves 
cycles of relapse and remission. Without treatment 
or engagement in recovery activities, addiction is 
progressive and can result in disability or premature 
death.” (2)

Physicians who prescribe MAT can receive 
mentoring and help in the management of patients 
with addiction through UC San Francisco’s Clinician 
Consultation Center  The Substance Use Warmline 
is (855) 300-3595. This is a 24-hour voice mail that 
is answered Monday through Friday from 8 am to 5 
pm and for medical providers only 

The treatment of chronic pain is evolving in our 
community  It is helpful to stay up to date with 
the ever-changing norms in medicine  In addition 
to other resources, the Butte Glenn Opioid Safety 
Coalition, and the California Opioid Safety Network 
can be helpful  You can access their resources here: 
californiaopioidsafetynetwork.org 

1  CDC GUIDELINE FOR PRESCRIBING OPIOIDS 
FOR CHRONIC PAIN 
https://www cdc gov/drugoverdose/pdf/
guidelines_at-a-glance-a pdf

2  ASAM PUBLIC POLICY STATEMENT: SHORT 
DEFINITION OF ADDICTION 
https://www asam org/docs/default-source/
public-policy-statements/1definition_of_
addiction_short_4-11 pdf?sfvrsn=6e36cc2_0
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After completing my undergraduate degree in Biological Psychology a decade and half 
ago, then working at two world renowned biomedical research institutions (Scripps 
Research Institute and UCLA) with leading addiction neuroscience investigators before 
going on to graduate school and conducting clinical addiction research; I thought my 
days reading peer reviewed papers about opioid use disorder were over when I took 
my current job as an epidemiologist in Butte County 5 years ago  I could not have been 
more wrong, as the national opioid epidemic was just starting to make the mainstream 
news outlets at this time, and the results of my first assignment, the Butte County 
Community Health Assessment, made it painfully clear that Butte County was being 
disproportionately impacted by the National Opioid Epidemic 

In my first week on the job at Butte County Public Health, I learned that then Health 
Officer, Dr. Mark Lundberg, had recently obtained an x-waiver and had begun treating 
clients with Opioid Use Disorder using Buprenorphine Medication Assisted Treatment 
(MAT) through the Public Health Clinics  This was interesting to me, as my graduate 
advisor at Washington State University had been the principle investigator of the 
Pacifica Northwest Node of the National Institutes of Drug Abuse (NIDA) Nationwide 
Buprenorphine MAT clinical trial. Seeing research I was affiliated with in an academia 
be translated at the community level in a local health department was very inspiring 
because I knew from the clinical trial results and anecdotal testimony of research 
participants I had worked with that Buprenorphine MAT could be lifesaving and life 
changing for clients of Buprenorphine clinics; many of whom have become otherwise 
disenfranchised from society, including the healthcare delivery system  I began to 
work with Dr  Lundberg on other initiatives related to Opioids, and neither of us new 
at that time that the overwhelming demand for these services would ultimately 
lead to Dr  Lundberg offering these services on a full time basis through Behavioral 

PROTECTING
BUTTE COUNTY

By Sandy M. Henley, MS, MHPA 
Public Health Epidemiologist 
Butte County Public Health Department
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Health, requiring the forfeit of broader Health Officer duties. When Dr. Andrew Miller 
subsequently assumed the Health Officer role, he picked up where Dr. Lundberg left 
off with community-wide efforts to attenuate opioid misuse and use disorder, and 
Public Health has not looked back!

My role as an Epidemiologist is often to be the bearer of bad news when it comes to 
community health metrics; and Butte County is certainly no exception to bad news 
concerning the impact of the national opioid epidemic on our local communities  While 
substance use and mental health disorders, so often comorbid, remain stigmatized such 
that we are seldom comfortable discussing them openly in our personal or professional 
lives; we have all been touched by them at some level  I have had co-workers lose 
loved ones to opioids  I have spoken with local doctors reiterating accounts of patients 
making threats of suicide if opioids are discontinued  I have personally lost friends and 
colleagues to opioid overdose - as have most of us over the past decade 

However, I have been amazed and encouraged by our region’s medical providers, 
hospital and clinic administrators, colleagues at behavioral health, law enforcement and 
other first responders, and elected officials on both sides of the political aisle; coming 
together to support the implementation of community wide evidence based practices 
to curb the opioid epidemic in Butte County  Since beginning these efforts, we have 
started to see measurable results  From 2015 to 2018, there was a 54% reduction in 
MMEs prescribed per capita (from 1850 3 to 867 2 MMEs per 1000 residents); with a 
corresponding decrease from 1,289 to 905 prescriptions 
written per 1,000 residents  More importantly, according 
to the 2019 California Department of Public Health County 
Health Status Profiles report, Butte County’s age-adjusted 
drug induced death rate has decreased from 30 7 to 26 8 per 
100,000 people since the 2015 County Health Status Profile 
report (Data pooled from years 2012-2014; and 2015 -2017, 
respectively)  I believe this reduction in drug-induced 
deaths is direct result of the multitude of community 
efforts by the various agencies and their affiliates 
listed above. These data suggest a tipping point has been 
reached 

In November 2019, Butte County Public Health was 
awarded a grant from the California Department of Public 
Health Injury and Violence Prevention Branch to sustain 
Butte County’s response to the opioid epidemic at the 
local level – with a more detailed emphasis on maternal 
and perinatal opioid issues; rural opioid issues, and criminal 
justice interventions for individuals with OUD   Similarly, in 
November 2019, I accepted a new position, to commence in 
December 2019, with another California jurisdiction facing 
many of the same challenges pertaining to opioids  I thank 
you all for your present, past, and future efforts to continue 
moving the needle in the right direction in Butte County   

Facts and Figures

Organizations and agencies in Butte 
County are working together to 
combat opioid misuse  Here’s a look at 
what opioid misuse looks like in 
the region 

Over 23% decrease 
in the number of 
prescriptions written per 
1,000 people from 2013 to 
2017 in Butte County 

264,514 opioid 
prescriptions written in 
Butte County in 2017 

17 people died in Butte 
County in 2017 from an 
opioid overdose 

104 hospitalizations 
occurred in Butte County 
related to opioids 

Source: California Opioid Overdose Surveillance Dashboard
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Medically 
Assisted 
Therapy 
at Shasta 
Community 
Health Center

By Doug McMullin, MD 
MAT Director and Associate Residency Director 
Shasta Community Health Clinic
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Shasta Community Health Center (SCHC) is a Federally Qualified Health Center 
(FQHC) located in Redding, California  Created in 1992, SCHC now services over 35,000 

patients with over 130,000 patient visits annually  Nearly 40 providers are employed by 
SCHC, covering the primary care needs of the underserved in our community  Over half 
of the children in Shasta County receive their care at SCHC 

Since the early 2000’s, Dr  Ron Sand, a Family Physician at SCHC began advocating 
Medically Assisted Therapy* (MAT) as an avenue of successful treatment for opiate 
addiction  Double boarded in Addiction Medicine and Family Medicine, Dr  Sand laid 
the foundation at SCHC for the work that was to follow in 2016  We are most grateful at 
SCHC for Dr  Sand’s pioneering work and his vision of addiction as a disease, with high 
morbidity and mortality rates 

In 2016 SCHC partnered as a “spoke” of the Aegis Treatment Centers “hub”, accessing 
funding to create an in-house MAT program integrated into primary care clinics and 
wrapped with behavioral support. Certified Drug and Alcohol Counselors were hired, 
and newly inducted patients were not only treated with buprenorphine (Suboxone or 
Subutex) for Opiate Use Disorder (OUD) but were seen regularly for counseling sessions 
individually or in group models  Trauma informed treatment and harm reduction have 
been hallmarks of the SCHC MAT program 

SCHC sponsors a Family Medicine Residency Program and also runs the community 
Maternity Center for uninsured or underinsured / high risk obstetrical patients  
All Family Medicine residents at SCHC become X-waivered and trained in use of 
buprenorphine for OUD and develop familiarity in treatment of stimulant addiction 
such as methamphetamine and cocaine  Many residents have taken their MAT skills 
to our community or other parts of California upon graduation  Obstetrical patients 
identified with OUD are promptly referred via warm hand-off to the MAT clinic. Our 
residents frequently deliver these patients, attend to their infants after delivery and 
provide continuity care after discharge 

SCHC now treats over 200 patients in the MAT clinic and boasts over 20 primary care 
providers with X-waiver status and experience treating OUD  Currently 92% of OUD 
patients at SCHC are off heroin or other illicit opiates and doing well – pursuing 
their recovery and returning to families, society and productive employment.

Physicians, Nurse Practitioners and Physician Assistants participate in MAT at SCHC 
and consider it a welcome change from the rigors of continuity care practice. We find 
joy in seeing patients return to health and function  MAT patients are among the most 
grateful patients this provider has dealt with in 30 years of medical practice  OUD 
crosses all economic and social boundaries, and when dealt with as a disease process, 
treatment results are among the highest encountered in medical practice – and can be 
one of the most gratifying for the provider as well 

*Medically Assisted Therapy in the context of treating opiate addiction in primary care, utilizes buprenorphine, 
a partial opiate agonist, to prevent opiate withdrawal and block effects of concurrent opiate use. Buprenor-
phine availability has been a landmark in the treatment of OUD due to ease of prescription, positive safety 
profile and adaptability into the primary care setting.
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By Danelle Campbell, Program Manager

Butte County Behavioral Health, Prevention Unit 
butteyouthnow org 
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The Physician Committed Program provides local medical professionals training and 
support on the adoption of the Alcohol Screening and Brief Intervention for Youth 
Tool (National Institute on Alcohol Abuse and Alcoholism) and the Brief Mental Health 
Update (American Academy of Pediatrics, David S  Rosen MD, MPH)  These screening 
tools can assess for risk early on, are empirically based, are fast and versatile and can 
be easily and efficiently incorporated into medical screening protocols and practices. 
Through collaborative relationships between Butte County Behavioral Health (BCBH) 
Prevention Services, Butte-Glenn Medical Society, Butte Youth Now Coalition, Butte 
County Office of Education and local primary care physicians, this program has 
expanded the reach of behavioral health services to identify and intervene with youth 
who have significant risk factors for mental health and substance use issues.

In addition, BCBH has had the unique opportunity to collaborate with local school 
districts to incorporate behavioral health screenings as part of the required high school 
annual athlete physicals and 10thgrade vision/hearing screenings  The addition of the 
Physician Committed behavioral health screening questions and referral process (when 
appropriate) has given physicians and nurses the mechanism to identify behavioral 
health symptoms and issues early and often  The low cost/no cost sports physical has 
traditionally only included physical health markers and risks, and its affordability ensures 
that athletes have the behavioral health screening, regardless of socio-economic levels 
or insurance 

During the last year of this program’s implementation our community was faced with 
the most destructive wildfire in California’s history, with 85 deaths and approximately 
13,000 homes destroyed  Butte County Behavioral Health (BCBH) could not have 
predicted the amount of youth who would be considered at-risk for behavioral health 
issues following the Physician Committed screening in the post-Camp Fire era  The 
trauma that our community has gone through since the Camp Fire began in 
November 2018 can be seen through the outcomes of this program. In the spring of 
2019, 501 total screenings were completed by health professionals in the city of Oroville 
(population approx  20,000); which resulted in 191 referrals for intervention 

Incorporating this screening tool has identified trauma indicators and behavioral 
symptoms of our youth and allows for BCBH to meet the needs of the community and 
plan for their long-term health  Although early screening for behavioral health is not 
common, research shows that early detection of mental illness and substance abuse 
behaviors is key in preventing them from becoming severe. If a youth is identified as “at-
risk” through this screening and brief assessment, an Intervention Specialist provides 
up to three brief intervention sessions and develops a care plan with a warm hand off 
if/when appropriate  Our goal is to expand screening services in Durham and other 
towns throughout Butte County  Please contact Danelle Campbell, Program Manager, 
at BCBH if interested 

All providers are welcome to view a short, instructional video now available on the Butte-
Glenn Medical Society Youtube channel  Look for a training seminar in 2020, too 
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THE PHYSICIAN’S VOICE: 
OPIOID PRESCRIBING

I have been prescribing opioid narcotics for non-cancer pain since I started practice in 
1977  Initially, the use of narcotics was extremely frugal and many in the public felt that 
we as clinicians were not being sensitive to the patient’s real pain needs  In fact, it was 
such a problem that the Joint Commission campaigned successfully to have pain levels 
recognized as the 5th vital sign  In that culture there was no upper limit to the amount of 
pain medication given. Over the years, we have seen anecdotal and now more scientific 
evidence that higher doses of narcotics are not more effective in controlling pain levels  
Unfortunately, as in many areas of Medicine, adoption of the science has taken time and 
now the external culture is demanding a more attentive look at pain control  However, 
in addition to the good work that has been done and is continuing on improving opioid 
prescribing safety for patients and to improve clinician awareness of the challenges 
involved, there are at least two subgroups of patients on chronic opioid therapy that are 
inadvertently not being treated well 

By Richard Thorp, MD, FACP 
Butte-Glenn Medical Society Past President 
California Medical Association Past President 
Board Member, Medical Board of California

Richard Thorp, MD, in center, is flanked by Blue Shield of California’s Jason Worbets on the left and Peter Long on the right 
at the Butte-Glenn Medical Society’s Restoring Healthcare, Restoring Community Summit in September, 2019. Blue Shield 
provided funding to Paradise Medical Group after the Camp Fire, enabling Dr. Thorp to reopen their Paradise Clinic in May. 
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First are the chronically stable pain patients with unsolvable pain issues e g  severe 
painful debilitating diabetic neuropathy, failed back syndrome after multiple back 
surgeries and failing multiple other modalities of treatment, and those who have 
other chronically painful conditions that are not solvable  Many patients continue in 
severe pain in spite of adjuvant therapy e g  gabapentin, anti-depressants, anti-seizure 
medications even after surgical intervention or interventional pain management  There 
is no current legitimacy given to their condition  In fact, in many cases, this group of 
patients are demeaned and berated at pharmacies or in urgent care or in ER settings 
when they try to seek help 

The second group of patients that are having difficulty are those who were treated 
under the old protocols of “give them whatever it takes to eliminate their pain ” There 
are a significant number of these patients who were given extremely large doses of 
medications with the idea that “whatever it took to eliminate their pain” was legitimate  
As a result, many have been titrated up to very high Morphine Milligram Equivalents 
(MME) many times over the recommended 90 MME/day  Some are still at 3-400 MME/
day and have tolerated it without adverse effects  There is no question that they 
need to decrease their dosing, but the current expectation is that this will happen 
immediately  There is no tolerance for their need to taper down over a period of time  
Pharmacies and Physicians (or Advanced Practice Providers (APPs)) are developing a 
very adversarial relationship  Physicians who are willing to prescribe opiates for these 
situations mentioned above are being characterized as careless and in “violation” 
of the recommended guidelines  When in fact, these recommendations by the 
CDC, for instance, are just that, recommendations  In any other area of medicine, 
recommendations are taken into account based on the individual and their overall 
needs  In the case of opioid prescribing, the climate has become so politicized that the 
pendulum has swung to the other extreme, acting as if narcotics are evil and anyone 
prescribing them or using them is careless 

A case can be made that too much narcotics have been prescribed in the past, but I 
don’t believe the answer is to cut people off or down in a draconian fashion without 
caring for the person and dealing with their individual needs  The art of medicine has 
always required thoughtful intervention in coordination with the known science at the 
time  Five years ago, the understanding of chronic pain was very different than it is today  
I am in favor of the improved understanding of pain management and the importance 
of providing patient education and safety in prescribing  However, I do not agree with 
the current hysteria and politicization that is now associated with opioid prescribing 

I am thankful that Butte-Glenn Medical Society is leading physicians to come 
together as a community to care for patients who truly have no other option than 
opioids for pain control while at the same time preventing diversion, leaking of 
the prescribed medications into the community and minimizing the overall use of 
opioids as much as possible.
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As an emergency physician at Enloe Medical Center, Dr  James Moore can see that 
Butte County is getting a grip on the opioid epidemic  Change takes time, however, and 
some medications like oxycodone and hydrocodone are still being prescribed more 
than they should be  

“Of the people I see in the emergency room, why do half of them have Norco on their 
medication list? Why is everybody on Norco? Once you start noticing that, you realize 
that opioids are so prevalent,” he said  

To limit opioid use, physicians are following a new set of rules: Only prescribe opioids 
to those who truly need them, don’t prescribe more than 20 pills at a time, avoid the 
highest-strength opioids, and only allow refills once every 30 days. Moore said the same 
is true in emergency departments  

“We’re trying to be clear about the guidelines, so when a patient comes in and requests 
medication, we have something to point to,” Moore said  “Now patients know why 
they’re not getting these medications  That’s helped a lot, to get the community to 
buy in, even if they don’t like it individually ” Enloe has also partnered with community 
physicians and adopted resources from the California Bridge Program to help patients 
receive longer-term treatment for opioid-related disorders  For example, emergency 
department physicians can transition patients to medications, such as buprenorphine 
(Suboxone), that curb their opioid dependence, and then refer them to physician 
offices in the community to help continue rehabilitation and management of their 
medications 

By Howard Hardee 
Chico News & Review

The Right Response: 
NEW TRAINING AND PRESCRIPTION 
GUIDELINES ASSIST HEALTH AND LAW 
ENFORCEMENT SERVICES IN RESPONDING 
TO OPIOID MISUSE AND OVERDOSE
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Chico police are also adopting new strategies. Chief Michael O’Brien said that, as first 
responders, all of his officers are prepared to handle overdose emergencies thanks to 
training from Butte County Public Health  Now, the Chico Police Department is the 
first agency in the county to carry Naloxone, which is used to treat narcotic overdoses. 
Previously, similar antidotes to Naloxone were available but not user-friendly and not 
always carried by first responders. 

“There was the injection-type device, but that was not safe,” he said  “Naloxone utilizes 
a nasal spray delivery  It is almost 100% safe  That made it an easy decision ” Since Chico 
police started carrying Naloxone, they have used it successfully when responding to 
overdose calls  The most unforgettable instance was a mass overdose in January of 
2019  Twelve people were hospitalized for taking the synthetic opioid fentanyl, and 
one person passed away at the scene  Several young people, most in their 20s, were 
involved in the event  

“It was a crazy scene,” O’Brien said  “A dozen people overdosed that day—that’s how 
powerful that substance is  That should give everyone pause, because it doesn’t 
take much to cause devastating effects.” Thanks to police training, officers were 
able to administer Naloxone at the scene, saving many lives that otherwise could 
have been lost 

Butte County has changed the way it approaches drug misuse and addiction, including 
practices followed in emergency departments by doctors like James Moore and by police like 
Chief Michael O’Brien.

Photo by Emily Teague
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The following is taken from The Safe Opioid Protocol: The Physician Primer 2 0  It was written by an 
exemplary physician and attorney Jeffrey Grolig, MD, JD  It is informed by the CDC Guidelines and is 
protective of physicians but also considerate of patients – in the difficult pain management environment 
where we all now care for patients. I largely follow this in my offices.

I. NON-OPIOID TREATMENTS: Explore all non-opioid methods before resorting to opioids, e g , especially 
PT, gabapentinoids, acetaminophen, ibuprofen, naproxen and ketorolac 

II. LEGITIMATE MEDICAL PURPOSE: Establish a legitimate medical purpose, also known as a specific 
diagnosis, before beginning an opioid, e g , ‘chronic intractable pain due to …’  Including:

a  Comprehensive history and physical examination

b  Detail prior testing, treatments and results

c  Past medical history

d  Social history

e  Mental health history

f  Substance history

g  Legal history

h. Confirmatory imaging and Electrodiagnostic testing results

i  Baseline UDT

j  Baseline CURES/PDMP

k  Review of past records, preferably at least one year

A Practical Nuts & 
Bolts Plan for Medical 
Pain Management in 
the Office

By Phillip Filbrandt, MD 
Chair, Butte Glenn Opioid Safety Coalition 
Director, Butte-Glenn Medical Society
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III. RISK STRATIFICATION

a. Baseline risk stratification using validated instrument such as ORT or SOAPP

b  During opioid treatment upgrade risk to ‘high’ if any of the following are discovered and increase   
 frequency of visits and UDTs

1  Psychosis

2  Severe bipolar or borderline disorder

3  Severe unipolar depression

4  Alcoholism

5  Previous or current substance abuse

6  On greater than 90 MME

7  Previous methadone, dilaudid, oxycontin, fentanyl or suboxone use

8  Previous opioid use greater than 200 MME

9  Substance abuser in household

10  History of overdose

11  Prior ‘strike’ issued for violation of Opioid Agreement

IV. INFORMED CONSENT AND RISK MANAGEMENT

a  Signed Opioid Medication Agreement

b  Signed Opioid Consent including instructions of safe storage and disposal

c  ORT completed and signed

d  Add written warnings for:

1  Sleep medicines

2  Benzodiazepines

3  Muscle relaxants

4  On two short-acting opioids

e  Conduct CURES/PDMP whenever prescription given – California law

f  UDT per ORT guidance 

g  Document opioid lowering attempts

h  Discuss Narcan at each visit – California law

V. Follow up appointments per office protocol: 1month, 2months, 3months  And follow your protocol or 
document why there is a variance 

For more information see the references below. Ben Franklin, by the way, was talking about fires – one 
of his many interests.

The Physician Primer 2.0: The Safe Opioid Protocol, 2018, Hope Pressworks International, LLC 

The Physician Primer: Prescribe Like a Lawyer, 2017, Hope Pressworks International, LLC 
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DEA ISSUES WARNING 
OVER COUNTERFEIT 
PRESCRIPTION PILLS 
FROM MEXICO

dea.gov

Nov. 4, 2019

WASHINGTON – The Drug Enforcement Administration is alerting the public of 
dangerous counterfeit pills killing Americans  Mexican drug cartels are manufacturing 
mass quantities of counterfeit prescription pills containing fentanyl, a dangerous 
synthetic opioid that is lethal in minute doses, for distribution throughout North 
America  

Based on a sampling of tablets seized nationwide between January and March 2019, 
DEA found that 27 percent contained potentially lethal doses of fentanyl 

“Capitalizing on the opioid epidemic and prescription drug abuse in the 
United States, drug trafficking organizations are now sending counterfeit 
pills made with fentanyl in bulk to the United States for distribution,” said 
DEA Acting Administrator Uttam Dhillon  “Counterfeit pills that contain 
fentanyl and fentanyl-laced heroin are responsible for thousands of 
opioid-related deaths in the United States each year ”

Fentanyl and other highly potent synthetic opioids remain the primary 
driver behind the ongoing opioid crisis, with fentanyl involved in more 
deaths than any other illicit drug  

“Fentanyl laced counterfeit pills are being sold in our communities in southeast Texas 
without any regard for the potentially deadly consequences  Every time someone 
takes one of these pills, they are putting their life in the hands of a drug dealer,” said 
Houston Division Associate Special Agent in Charge J  Todd Scott  “We will continue 
to work tirelessly to identify and arrest these dealers pushing this deadly poison in our 
communities ” 

A lethal dose of fentanyl is estimated to be about two milligrams, but can vary based 
on an individual’s body size, tolerance, amount of previous usage and other factors  
The full Fentanyl Signature Profiling Program Report on the recent drug sampling 
and testing is available on the DEA.gov website 

Mexican drug 
cartels are 

manufacturing 
mass quantities 

of counterfeit 
prescription pills
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WITH NEW LAWS AND REGULATIONS PASSED EVERY YEAR, RUNNING A MEDICAL 
PRACTICE CAN BE COMPLICATED. The California Medical Association (CMA) is your best source of 
knowledge to effectively answer difficult questions about practicing medicine in California. 

CMA’s online health law library contains nearly 5,000 pages of up-to-date information on a variety of subjects of 
importance to practicing physicians. It includes content from the California Physician’s Legal Handbook (CPLH), as 
well as more specialized information on peer review, payor contracting and other topics. Access is free to members.

What is the process for terminating the 
physician-patient relationship?

How long do I have to retain medical records?

What can I do regarding 
a negative online review 
about my practice?

What are the new requirements 
to check CURES?

I’m looking to grow my practice—are there 
laws that govern physician advertising?

I’m having issues with a 
member of my staff—what 
are the legal steps required 
to terminate employment?

How can I challenge my quality rating 
in a pay-for-performance program?

Access to CMA’s health law specialists is a FREE, members-only benefit. Need help? 
Call (800) 786-4262 or visit cmadocs.org. Rev. 10.09.2018

cmadocs.org/health-law-library

HAVE YOU EVER ASKED...
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CDPH Publishes Resources for 
Physicians Who Prescribe Opioids
September 24, 2019

The California Department of Public Health (CDPH) Statewide Opioid Safety (SOS) 
Workgroup has published a resource sheet to help physicians improve patients’ pain 
management, while avoiding opioid misuse and addiction  The Opioid Prescribers 
Resource Sheet contains information and resources to help physicians treating 
patients that may be opioid dependent or struggling with possible substance 
addiction symptoms 

According to CDPH, one of the most challenging situations reported by prescribers 
is how to respond to patients already on high doses of opioids (> 90 MMEs) or with 
possible addiction symptoms  Recent concerns about opioid misuse and abuse has 
led to some misinterpretation resulting in abruptly terminating the use of opioids, 
which can cause health risks for patients 

The California Medical Association (CMA) also has concerns related to the impact of 
various policies by payors, retail pharmacies and policymakers that restrict opioid 
dosage and duration as the primary lever in determining access to pain treatment for 
patients across a variety of settings  Coupled with a lack of coverage for conjunctive or 
alternative nonpharmacologic and nonopioid therapies, many patients are unable to 
access effective and legitimate pain care in a timely manner 

CDPH stresses that some pain management situations may involve the use of opioid 
medications if alternative approaches are not available or effective  The Opioid 
Prescribers Resource Sheet contains resources to help physicians with these critical 
treatment issues:

FROM THE 
CALIFORNIA MEDICAL 
ASSOCIATION’S NEWS
Members of local county medical societies are also members 
of the California Medical Association. Be sure to update your 
online profile at cmadocs.org to select what CMA news you 
want to receive. The four articles in this section were shared 
with members by email. 
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 + Considering all pain management options before starting patients on opioids 

 + Recognizing when and understand how to taper patients at risk 

 + Offering medication assisted treatment (MAT) to your patients 

 + Providing patient referrals to MAT and addiction recovery programs 

Additional resources are available on the CMA safe prescribing resource page  The 
page includes the most current information and resources on prescribing controlled 
substances safely and effectively to relieve pain, while simultaneously reducing the 
risk of prescription medication misuse, addiction and overdose. You will also find two 
CMA white papers on prescribing opioids, links to CMA’s health law library resources 
on the topic, a listing of continuing medical education courses and webinars on pain 
management and safe prescribing, and more 

New Option to Fulfill Pain Management 
CME Took Effect Jan. 1
June 21, 2019

A new law that updates the mandatory continuing medical education (CME) 
requirement for pain management took effect on January 1, 2019  The new law creates 
an alternative method by which physicians can satisfy California’s pain management 
CME requirement 

If you have already taken the required 12 hours of pain management CME, no further 
action is needed  This new option only applies to newly licensed physicians who have 
not yet taken any pain CME courses 

Physicians can now fulfill the pain management CME requirement by completing a 
one-time CME course of 12 credit hours on the treatment and management of opiate-
dependent patients, including eight hours of training in buprenorphine treatment, 
as an alternative to the mandatory 12 hours of CME on pain management and the 
treatment of terminally ill and dying patients  Such a course will also qualify physicians 
to be “x-waivered” to provide medication assisted treatment 

Thus, newly licensed physicians may now satisfy the requirement to complete 12 
hours of pain CME in one of the following ways:

By completing 12 CME hours in pain management and the treatment of terminally ill 
and dying patients (as of January 1, 2019, these courses must also include education 
on the risks of addiction associated with the use of Schedule II drugs);

OR

By completing a 12-hour CME course on the treatment and management of opiate-
dependent patients that includes 8 hours of training in buprenorphine treatment or 
other similar medicinal treatment for opioid use disorders 

Physicians must complete the one-time mandatory pain management CME within 
four years of their initial license or by their next license renewal date 

To learn more about CME requirements, including this new requirement, see CMA 
health law library document #3210, “Pain Management ” This document, as well as the 
rest of CMA’s online health law library, is available free to members at cmadocs org/
health-law-library  Nonmembers can purchase documents for $2 per page 

For more information, call CMA’s Legal Information Line at (800) 786-4262 or email 
legalinfo@cmadocs org 
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FAQ: When am I Required to Offer 
Naloxone to Patients?
June 10, 2019

A new law took effect on January 1, 2019, that requires opioid prescribers to also offer a 
prescription for an opioid-overdose reversal drug such as naloxone 

Under the new law, physicians must offer a prescription fornaloxone or another 
drug approved by the U S  Food and Drug Administration (FDA) for the complete or 
partial reversal of opioid depression when one or more of the following conditions are 
present:

 + The patient’s opioid prescription dosage is 90 or more morphine milligram 
equivalents per day  

 + An opioid medication is prescribed concurrently with a prescription for 
benzodiazepine  

 + The patient presents with an increased risk for overdose, including a patient 
with a history of overdose, a patient with a history of substance use disorder, or 
a patient at risk for returning to a high dose of opioid medication to which the 
patient is no longer tolerant 

Physicians must then provide patients who are prescribed naloxone with education 
regarding overdose prevention and use of naloxone or other similar drug approved by 
the FDA 

The California Medical Association (CMA) has received calls from physicians regarding 
the ambiguity of these new requirements. Specifically, there have been questions 
regarding exactly when co-prescribing is required  Concerns have also been 
expressed about the applicability of this law to patients receiving hospice care or to 
patients in inpatient settings where immediate medical attention is readily available  

Presently, there is an active bill, AB 714 (Wood) that seeks to address these concerns  
CMA continues to work with legislators and other stakeholders to clarify a physician’s 
obligations under the law and will update members as soon as we know more 

To learn more about prescribing controlled substances, including this new 
requirement, see CMA health law library document#3201, “Controlled Substances: 
Prescribing ”

This document, as well as the rest of CMA’s online health law library, is available free to 
members at cmadocs org/health-law-library  Nonmembers can purchase documents 
for $2 per page 

For more information, call CMA’s Legal Information Line at (800) 786-4262 or email 
legalinfo@cmadocs org 
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AMA says Walmart “Refusal to Fill” 
Policy Interferes with the Practice of 
Medicine
November 4, 2019

Recent concerns about opioid misuse and abuse have led payors, policymakers and 
retail pharmacies to attempt to restrict the dispensing of prescribed opioid dosage 
and duration  One such policy of great concern is Walmart’s corporate policy that 
limits opioid prescriptions to seven days or 50 morphine milligram equivalents, 
which is causing harm to patients with acute, palliative, cancer-related, chronic pain 
and other medical conditions requiring amounts or doses greater than the policy 
allows  Walmart is inappropriately interpreting the Center for Disease Control (CDC) 
guidelines for prescribing opioids to set these policies  Such arbitrary prescribing 
thresholds interfere with the patient-physician relationship, physician practice and 
patients’ access to quality care and treatment 

In some case, physicians have been inexplicably “blacklisted” where Walmart refuses 
to fill their prescriptions for controlled substances without explanation, and the 
physicians are left without a means of contesting the decision 

As part of continued efforts to resolve the issue with Walmart, the American Medical 
Association (AMA) sent a letter to Thomas Van Gilder, M D , Chief Medical and 
Analytics Officer for Walmart, Inc. on September 24, 2019, regarding its corporate 
prescription opioid restriction policy, also referred to as its “refusal to fill” policy.

On multiple occasions, AMA has requested that Walmart be transparent by explaining 
the algorithm it uses to justify restrictions to prescriptions, but according to AMA, all 
of its letters have gone “without a meaningful response ”

“Your ‘refusal to fill‘ policy also has disrupted legitimate medical practices that receive 
form letters telling them their prescribing rights under state law will be superseded 
by a Walmart-created algorithm that deems a physician unfit to prescribe,” James 
Madara, M D , CEO and Executive Vice President of AMA wrote in the letter to 
Walmart  “We are not aware of any state law or regulation that gives a corporate 
entity the authority to take action against a licensed health care professional  If a 
state legislature has enacted an opioid prescribing restriction or other law, then 
the health care professionals in that state are required to follow the law as a matter 
of professional licensure  We are not aware of any medical or pharmacy board 
abrogating its licensing oversight in favor of a national corporate entity using an 
unknown algorithm, and we therefore urge you to rescind your policy  Simply put, this 
policy is interfering in the practice of medicine and pharmacy ”

Promoting the science and art of medicine, the care and 
wellbeing of patients, the protection of public health and the 
betterment of the medical profession since 1856.

cmadocs.org
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Insurance
by physicians,
for physicians.™

miec.com | 800.227.4527

As a reciprocal exchange, MIEC is entirely 
owned by the policyholders we protect. With no 
external shareholders to satisfy, this ownership 
model allows us to return profits to whom they 
rightfully belong— MIEC Policyholders. We do 
not inflate our surplus or tie up profits in 
nonguaranteed deferred retirement plans, we 
give it back. Over the last 40 years we have put 
more than $429 million back in the pockets of 
MIEC policyholders. To learn more about the 
benefits of being an MIEC policyholder, or to 
apply, visit miec.com or call 800.227.4527.

Owned by 
the policy-
holders we protect.
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BE WELL
PHYSICIANS

Butte-Glenn Medical Society

will pay for up to 6 individual

therapy sessions for members

and up to 2 sessions for non-

members. Psychiatrists,

psychologists and physician

wellness coaches will be

available starting in January

2020. Physician Litigation

Stress Program provides

ongoing workshops including

Medical Board of California

information sessions.

Butte-Glenn Medical Society offers

physicians several wellness options

through our new program, Be Well

Physicians. 

Connect with therapists who agreed

to see physicians within 24 to 48

hours. 

Join colleagues for group social

gatherings on the Third Thursdays in

Chico at the Red Tavern and Fourth

Tuesdays in Oroville from January to

June 2020. All physicians welcome!
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Be Well Physicians is made

possible with grant funds from

Physicians for a Healthy

California. Be Well Physicians

includes a partnership

with the California

Psychologists Association

Pacific Cascades Chapter.

More details are available at

bgmsonline.org.

Physician’s Lounge, Chico, May 2019
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THE TOXIC CHASE: 
HOW THE OPIOID 
EPIDEMIC IS CHANGING
Kelly L. Olson, PhD 
Associate Director Clinical Affairs,  
Millennium Health

Millennium Health is an accredited specialty laboratory with over a decade of experience 
delivering timely, accurate, clinically-actionable information through our nationwide 
medication monitoring and drug testing services. Every year, Millennium Health 
processes hundreds of thousands of samples submitted by clinicians from every state 
across the country. Earlier recognition of shifting trends in drug misuse and abuse may 
help inform and focus clinicians, first responders, and those responsible for public health 
to better leverage the various modalities and measures for treating opioid use disorders 
and preventing overdose deaths. 

In addition to providing clinical laboratory testing, researchers at Millennium Health 
analyze millions of results from urine drug tests (UDTs), received by the lab as part 
of comprehensive patient care. These results have led to a number of publications 
outlining national trends that help to represent the ongoing commitment to the service, 
support, and clinical education that can be expected from Millennium Health. Clinicians 
in different regions of the country can use these data to tailor their discussions with 
patients about the risks of fentanyl laced heroin or increase their awareness of the 
potential for misuse of other drugs, including cocaine and methamphetamine. We offer 
these valuable insights for the benefit of our clinicians, policy makers, public healthcare 
agencies, and most importantly the patients we serve.

Please contact Kelly Olson, PhD at kelly.olson@millenniumhealth.com for  
more information. 
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The Current State

Reading like the script of a dramatic Hollywood movie, what’s been named as the “Opioid 
Epidemic” has unfolded with a voracious nature in the last decade. What separates fiction 
from fact, however, is that in the movies we can walk away from the story  Unfortunately, 
there is no walking away from the realities of the opioid epidemic, as reminders touch so 
many lives each day  In 2017, the US Department of Health and Human Services declared 
the opioid epidemic as a national public health emergency  Earlier this year, Centers for 
Disease Control and Prevention (CDC) reported that they expect 68,618 drug overdose 
deaths in 2018 1 Although this represents the first decline in overdose deaths in nearly 
20 years, this number remains unacceptably high  If you break this number down into a 
daily average, it equates to 188 deaths every day  To put this in perspective, an average 
Boeing 737 airplane carries 174 passengers; therefore, the number of lives lost daily to 
unintentional drug overdose is similar to the number of lives lost in a Boeing 737 airplane 
crash  Airplane crashes garner national attention when they happen, and rightly so  Try 
to imagine the outcry if there were an airplane crash every single day  Unintentional 
overdose deaths represent the leading cause of accidental injury death in the United 
States, surpassing deaths due to suicide, firearms and even motor vehicle crashes.2 
Overdose deaths are just the tip of the iceberg in terms of the consequences of the opioid 
epidemic  For every unintentional overdose death, there are many more emergency room 
visits due to drug poisonings, addiction treatment center admissions, other health related 
consequences (e g , blood-borne diseases from needle-sharing, such as HIV and hepatitis), 
substantial legal costs and other financial hardships, and devastated family and friends.3 
There is almost no end to the toll for people suffering from substance use disorders (SUD) 
and their loved ones  

The Evolution of the Opioid Epidemic: How did we get to where we are today?

The CDC outlines the sobering path that has led us to today’s opioid epidemic and its 
associated consequences  The CDC describes this trajectory in three distinct waves, each 
taking shape from, and overshadowing, the previous one. The first wave began in the late 
1990s, as prescription opioids became widely popular and accepted as a tool to ease the 
suffering of those with long-term pain  As we moved into the 21st century however, the 
increase in opioid prescribing was accompanied by an increase in unintentional overdose 
deaths. Eventually these deaths garnered significant attention, followed by pressure 
on physicians to curtail opioid prescribing  The result was a reduction of prescription 
opioids available to both patients requiring opioids for pain, but also to people abusing 
prescription opioids  The stage was set for the second wave  It hit hard, with heroin 
filling the supply void, and now serving as the primary opioid of preference for people 
abusing opioids 4 But, this was not the heroin of the 1970s  This new heroin was plentiful, 
potent, and inexpensive  In 1981, the average retail-level purity of heroin was 10 percent  
By 1999, purity had increased to an average of 40 percent, while the price per gram 
decreased greatly  When purity is higher, it can be snorted or smoked, which broadens its 
appeal  In 1981, the average price per gram of pure heroin was $3,260 in 2012 U S  dollars 
(USD); by 1999, that price had decreased to $622 (2012 USD)  In 2012, the price per gram 
dropped below $500  Since then, heroin prices have remained low and purity levels, while 
fluctuating, have remained elevated. This increase in purity with decreasing prices led 
to an increase in the number of heroin users in the United States  The outcome was an 
acceleration of overdose deaths 5 But almost as soon as heroin burst onto the market, a 
much more sinister third wave, illicitly manufactured fentanyl (IMF), found its way into the 
illicit opioid supply  Fentanyl gained a foothold around 2013 and has yet to relent, leading 
to the highest number of unintentional overdose deaths ever seen in this country  From 
2002 to 2017 the number of heroin users doubled (from 404,000 to 886,000, respectively), 
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while heroin deaths were 7 7 times higher over that same timeframe (from 2,013 to 15,594, 
respectively) 6 By way of comparison, the mortality rate for synthetic opioids, the bulk of 
which was fentanyl, numbered 1,644 in 2004, and shot up to 19,410 in 2016 7 

Why fentanyl? Illicitly manufactured fentanyl is cheap, potent, and plentiful, with a huge 
profit margin for drug trafficking organizations. Let’s say drug traffickers have $5,000 to 
invest in their opioid supply  That $5,000 will purchase 1 kg of pure heroin or 1kg of pure 
fentanyl  One kilogram of heroin generates $80,000 in revenue once it’s released and 
sold on the street  Because of fentanyl’s potency, 1 kg goes a lot farther on the street, with 
revenue potential upwards of $1,000,000!2 And yet, this isn’t the only attractive quality of 
fentanyl  Unlike heroin, fentanyl is entirely synthetic, that is it is completely man made  
There are many different ways to create fentanyl in a laboratory setting using simple 
precursor chemicals that have not historically been carefully regulated overseas  Heroin, 
on the other hand, is a semi-synthetic substance, meaning that its manufacture must still 
begin by using the natural opiate morphine  The production of heroin, through a series of 
chemical steps using morphine derived from the opium poppy, is difficult and much more 
costly compared with the manufacture of fentanyl 8

The end result has been the flooding of our streets with IMF, a product that is 50–100 
times more potent than morphine, and binds rapidly to centrally located opioid receptors, 
taking command of everything from feelings of pain and pleasure to respiration and 
consciousness  

Fentanyl has infiltrated illicit drugs to the point of rendering them unrecognizable. It has 
been found pressed into tablets purported to be benzodiazepines such as alprazolam, 
opioids such as oxycodone and hydrocodone, and confiscated mixed into heroin, cocaine, 
and methamphetamine  In some parts of the country, particularly the Northeast, much 
of what is being sold as heroin is simply pure fentanyl 7 Additionally, it isn’t simply the 
chemical fentanyl any longer  Emerging fentanyl analogues such as carfentanil are being 
found in place of IMF, in much the same patterns  Some of these substances can be even 
more potent than fentanyl, increasing the dangers of overdose and death even more than 
fentanyl itself  

It appears that a 4th wave may be emerging and is centered largely on psychostimulants, 
specifically cocaine and methamphetamine.9 According to data analyzed by the CDC, 
the number of overdose deaths involving cocaine is on par to the number of deaths from 
heroin and prescription-type opioids  Further, deaths involving methamphetamine have 
also increased 10,11 Why? Methamphetamine is increasingly more available; it’s the same 
as the heroin situation was a few years ago  Potent batches of methamphetamine are 
being manufactured across the border with most of it now coming from Mexico instead of 
produced domestically, and sold for much cheaper 7 Deaths involving methamphetamine 
have exhibited a rise, as have confiscations by law enforcement agencies.10,11 Interestingly, 
the number of cocaine-related overdose deaths in 2017 was about 2-fold the previous peak 
in 2006, whereas methamphetamine-related deaths have increased almost 5-fold since 
2010,10 at the beginning of the CDC’s 2nd wave  What’s even more distressing is a number 
of stimulant overdoses have been linked to IMF contamination 12,13 There are numerous 
reports of three distinct phenomenon: drug trafficking organizations intentionally adding 
fentanyl to the drug supply, unintentional contamination of the drug supply (e g , cutting of 
cocaine on a surface previously containing fentanyl) and users intentionally adding IMF to a 
stimulant for a “speedball” effect 7

WHAT CAN PHYSICIANS DO TO HELP?

Physicians can help fight the opioid epidemic: First, by educating themselves on current 
and emerging drug use trends in their local regions  Second, by utilizing strategies to 
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mitigate the risks of prescribing controlled substances  These include comprehensive 
pain assessment, careful evaluation of the risk to benefits of prescribing opioids or 
other controlled substances, setting reasonable goals and expectations of treatment, 
including a treatment agreement, and ongoing monitoring, as well as comprehensive risk 
assessment regarding a patient’s risk of substance use disorders at baseline and ongoing 
as a part of therapeutic monitoring via modalities such as Prescription Drug Monitoring 
Programs (PDMPs) and drug testing 7,14 Third, physicians can learn to recognize and 
screen for SUDs in their patients, regardless of prescribing patterns or specialties, by using 
general screening tools following SBIRT (Screening, Brief Intervention, and Referral to 
Treatment),15 many of which are publicly available and typically take only a few minutes 
during a visit to implement  The goal of SBIRT is early intervention “to target individuals 
with nondependent substance use and provide effective strategies for intervention 
prior to the need for more extensive or specialized treatment ”15 According to a recently 
published paper examining co-occurring positivity rates of non-prescribed fentanyl and 
heroin, cocaine or methamphetamine in urine drug tests of healthcare patients, though 
the majority were in the SUD population, there were still a substantial number of positives 
seen across pain management, primary care, behavioral health, and OB/GYN specialties 16 
Fourth, for physicians in trauma and ER settings, it is important to recognize the influence 
of fentanyl in what may be initially perceived as a stimulant-related overdose or trauma 
related event  Naloxone may need to be deployed quickly and used for longer periods of 
time due to fentanyl’s high potency and strong affinity and binding to the opioid receptor. 
Finally, physicians involved in the treatment of patients with substance use disorder can 
use modalities such as medications  Medication treatment for opioid use disorder has 
been associated with decreased heroin overdoses, increased retention of patients in 
treatment and decreased drug use, infectious disease transmission, and criminal activity 17

The Current State of SUD Prevention and Treatment

Despite these efforts there is still room for improvement in access to treatment for 
substance use disorders  According to SAMHSA, 20 3 million Americans have a substance 
use disorder with the primary substance of abuse largely following the pattern of alcohol 
use disorder first, followed by marijuana, opioid use disorder, and various stimulants.18 
Unfortunately, of those needing treatment for an illicit drug or alcohol use problem in 
2018, only 11 1% received treatment at a specialty facility 18

In June 2019, The Centers for Medicare & Medicaid Services (CMS) committed $50 million 
to states for SUD treatment and recovery 19 Medical schools have started to implement 
more education and programs around the disease of addiction, a good start  With 
additional education and programs, prevention and treatment will hopefully become the 
focus of the epidemic, as the drugs themselves will inevitably continue to shift  

Ongoing Surveillance of Drug Abuse Trend Shifts: Where will the next wave  
come from? 

The CDC data on shifting drug abuse trends is based on overdose death reports, which 
tend to lag behind by about one to two years  The DEA also publishes quarterly and 
annual reports in conjunction with NFLIS (National Forensics Laboratory Information 
Systems) on drug confiscations across the country which give some indications on drugs 
that may be emerging or growing nationally, and in some cases regionally 11 These reports 
tend to be closer to current, but still lag by a few months to a year, depending on the 
specific report. 

In August of this year, the American Association for Clinical Chemistry (AACC) released a 
position statement outlining the key role clinical laboratories play in combating the opioid 
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crisis  The AACC called for “increased collaboration between clinical laboratories, the 
healthcare community, and federal agencies to end the opioid epidemic  The statement 
emphasizes that labs are critical to preventing opioid abuse and urges the medical 
community and government to leverage the expertise of clinical laboratory professionals 
to curb soaring drug overdoses in the U S ”20 

The AACC also went on to recognize that clinical laboratories may have the capability to 
identify shifts in trends closer to real-time, including identifying variations in trends at the 
local, regional, and state level  Clinical laboratories may see shifts in how individuals are 
utilizing drugs of abuse, and potentially identify these before the overdose data catches 
up 20 

Millennium Health believes that the contribution of data in combating the opioid 
epidemic from clinical laboratories is critical and has published several reports monitoring 
ongoing trends in positivity rates of urine drug testing of drugs of abuse, including the 
Signals Report: National Drug Use Trends in 2018,21 and a peer-reviewed publication in 
JAMA Network Open 16 

Final Thoughts: A Multi-Pronged Approach

While it’s understood that there isn’t a single solution to the current opioid epidemic, the 
last few years have seen focused attention and government funding dedicated to the 
treatment and recovery of people with substance use disorders  This is a start  To solve 
this crisis it will take a multi-pronged approach including prevention and education on 
substance use disorders, as well as earlier recognition of shifting drug use trends utilizing 
novel, near real time data sources to help inform and focus clinicians, first responders and 
those responsible for public health to better leverage various modalities and measures for 
preventing overdose deaths and for treating opioid use disorders  
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Purchase health insurance for your 
eight-person staff through Mercer. 

SAVE $12,120

Call CMA’s legal information line 
and access CMA’s online health law 
library, instead of calling an attorney 
for that same information. 

SAVE $2,660

Select PatientPop’s all-in-one 
technology solution that’s proven  
to help physicians thrive in the  
digital age.  

SAVE $2,200 OR MORE

Call CMA’s reimbursement helpline 
for help with problematic payors. 

RECOVER $1,000

Refinance student loans with CMA 
partner SoFi, which offers a variety of 
programs.  

SAVE $18,579

Purchase workers’ comp insurance 
through the Mercer/Preferred 
Employers program. 

SAVE $3,458

Participate in complimentary member-
only online webinars. 

SAVE $297

Save 8% on your auto coverage and 
up to 23% by bundling your auto 
and home insurance through Mercury 
Insurance. 

SAVE $628

Track your CME credits through IMQ’s 
online CME certification portal. 

SAVE $24

Members save 15% on all orders of 
security prescription EMR sheets from 
CMA’s partner, RxSecurity.  

SAVE $90

Purchase office supplies and 
furniture through CMA’s Staples 
Advantage program.  

SAVE $750

Use CMA’s magazine discount 
program to subscribe to 10 magazines 
for your waiting room and exam rooms. 

SAVE $250

ARE YOU TAKING ADVANTAGE OF YOUR CMA BENEFITS? 
HERE’S AN EXAMPLE OF HOW MUCH YOU COULD SAVE.

MEMBERSHIP 
PAYS FOR ITSELF

CAN YOU AFFORD NOT TO RENEW YOUR MEMBERSHIP? Visit cmadocs.org/renew today! 
For more information, call the CMA Member Resource Center at (800) 786-4262. 

TOTAL SAVINGS: $42,056

Can you afford to not be a member? Visit cmadocs.org today!
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We started syringe services in early Novermber, 2019 and saw 
nearly double the participants our second week compared to 
our first! We also have had several positive results from our 
rapid HIV/HCV testing who will get confirmation testing and 
treatment if needed  These are all people who may have not 
gotten a test otherwise 

Our Harm Reduction supplies include sterile water, alcohol 
swabs, antibiotic ointment, fentanyl testing strips, sharps 
containers, tourniquets, and condoms, in addition to  
sterile syringes 

Visit nvhrc.com for more information.

Volunteers included referrals coordinator, HIV/HCV test counselor, safety team, and program manager. 

By Angel Gomez 
Program Manager
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25 Jan Court, Suite 130, Chico, CA 95928 T (530) 342-4296 F (530) 342-4232 bgmsonline.org

August 11, 2019

To: Office of Aids, SEPApplication@cdph.ca.gov

From: Butte-Glenn Medical Society Board of Directors

Re: Public comments for Northern Valley Harm Reduction Coalition

To the Office of AIDS:

On behalf of the Board of Directors of the Butte-Glenn Medical Society, this letter supports the efforts of the

Northern Valley Harm Reduction Coalition (NVHRC), our colleagues and partners in the Butte County Opioid

Coalition. We support the creation of a syringe services program in the Chico area. NVHRC’s proposal

provides for disposal of syringes, which is a great need in our community.

As aligned with public health organizations like the California Department of Public Health and the Center for

Disease Control and Prevention, needs-based syringe services programs have proven to decrease the rate of

new HIV infections and Hepatitis C infections. These programs also shown an increase in the number of

persons using drugs who enter and complete substance abuse treatment, while not increasing injection drug

use.

If the Syringe Services Program is approved, we understand that the Northern Valley Harm Reduction

Coalition will be required to report the volume of needles dispensed and retrieved. This data will help us

understand if more collection and clean-up efforts are needed. For helping prevent communicable diseases

and establishing data for future programs, we believe NVHRC’s proposal is a critical first step.

We have read the letter from Chief O’Brien, who is also part of our coalition and a greatly respected partner

protecting public health on many fronts. We agree that the locations proposed by NVHRC are not ideal for

the general public. We are confident NVHRC and our coalition can find more ideal locations.

David Alonso, MD
President



Northern California is making significant progress preventing opioid misuse and treating 
opioid use disorder. Get the big picture inside. And be a member of your local medical 
society and the California Medical Association. We are stronger together!


