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ABSTRACT

The Substance Abuse and Mental Health Services 
Administration (SAMHSA) notified Ohio Mental Health 
and Addiction Services (OhioMHAS) on April 24, 2017 that 
it had been awarded $26 million dollars a year for FY2017 
and FY2018 through the 21st Century Cures Act. The U.S. 
Congress passed into law the Cures Act to accelerate 
the discovery, development and delivery of new cures 
and treatment for the 21st century1. OhioMHAS’ award 
was a State Targeted Response (STR) to the Opioid Crisis 
Grant. STR grants were funding to help states address the 
opioid crisis by providing support for increasing access to 
treatment, reducing unmet treatment need and reducing 
opioid-related overdose deaths2. States were awarded 
funds through a formula based on unmet need for opioid 
use disorder (OUD) treatment and opioid overdose 
deaths. OhioMHAS elected to focus its STR efforts on 
medication-assisted treatment (MAT), prevention, SBIRT 
(Screening, Brief Intervention and Referral to Treatment), 

recovery supports, workforce development and 
addressing secondary trauma among first responders 
(emergency medical technicians [EMTs], law enforcement 
officers, etc.).

As part of the evaluation of Ohio’s STR projects, the Ohio 
Substance Abuse Monitoring (OSAM) Network designed a 
targeted response initiative (TRI) to determine the impact 
of STR project activities on individuals, families and local 
communities in targeted areas of the state over the two-
year STR grant period. The OSAM Network is a well-
established qualitative epidemiological research initiative 
that tracks drug trends in Ohio and produces biannual 
descriptions of regional substance abuse trends, using 
data collected through focus groups and interviews with 
active and recovering drug users and community 
professionals (treatment providers, law enforcement 
officials, etc.)3. This TRI report is the second of two and  

Ohio’s Response to 21st Century Cures Act
in Addressing the Opioid Crisis:

A Targeted Response Initiative, November 2017 – April 2019 
Follow-up Assessment 

INTRODUCTION

This targeted response initiative final report serves as a follow-up assessment to Ohio’s State Targeted 
Response (STR) to the Opioid Crisis grant-funded projects through the 21st Century Cures Act. 
The Ohio Substance Abuse Monitoring (OSAM) Network assessed the implementation and impact 
of STR project-related activities on four Ohio communities. Data were collected through a mixed 
research methodology from November 2017 through April 2019, utilizing quantitative and qualitative 
instrumentation. Regional epidemiologists conducted focus groups and administered surveys. A total 
of 940 respondents across communities participated in three 6-month cycles of focus groups: 554 
clients receiving treatment for opioid use disorder (OUD), 156 family members of persons with OUD, 
and 230 community professionals whose work involved addressing OUD (e.g. treatment providers and 
law enforcement). Study objectives included assessments of the following: community messaging 
related to opioids, level of perceived stigma for OUD, knowledge of available services and processes 
for accessing them, perception of community treatment service needs and level of compassion fatigue 
among community professionals. Key findings included: increased naloxone knowledge and 
experience, increased proportion of persons with OUD receiving medication assisted treatment, and a 
2.5 time increase in the number of reported positive observations of community change.      

Ohio Substance Abuse Monitoring Network TARGETED  RESPONSE  INITIATIVE
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5. Assess community professional perceptions of
community treatment service needs, as well as their
program/agency/organization’s ability to provide
appropriate services to address the current opioid
epidemic.

6. Assess compassion fatigue among community
professionals whose work involved addressing OUD
to understand level of compassion fatigue, factors
associated with compassion fatigue and risk for
burnout.

7. Assess community professionals perceived capability
to provide services to persons with OUD.

METHODS

Data were collected through a mixed research 
methodology, utilizing quantitative and qualitative 
instrumentation from November 2017 through April 2019. 
Data were collected every six months during the 18-
month study: November 2017 – April 2018 (baseline 
assessment); May – October 2018 (6-month follow-up 
assessment); and November 2018 – April 2019 (12-month 
follow-up assessment). During each assessment period, 
one regional epidemiologist (REPI) was assigned to each 
of the study’s four designated alcohol, drug addiction and 
mental health services (ADAMHS) board areas to conduct 
focus groups and administer surveys to participants. 
ADAMHS boards are the local planning authorities for 
services to their communities in the areas of mental health 
and substance use disorders and may encompass multiple 
counties. REPIs were contracted by OhioMHAS and were 
professionals with at least a master’s degree in a social 
science (public health, psychology, social work, 
counseling, anthropology or sociology) with relevant 
research experience in the area of qualitative data 
collection and/or licensure in counseling/social work. 

OhioMHAS identified each of Ohio’s 50 ADAMHS boards’ 
need for assistance in dealing with the opioid crisis as 
falling into one of three tiers4. Tier 1 was determined 
based upon highest overdose death counts (2010-15), 
overdose death rates (2010-15) and fentanyl deaths 
(2015). This tier consisted of 20 of Ohio’s 88 counties, 
covering 14 ADAMHS board areas and representing 
7,030,825 residents (60.5% of Ohio’s population). Tier 2 
was determined based upon the second highest overdose 
death rates (2010-15) and high need for illicit drug 
treatment (NSDUH 2012-14). This tier consisted of 27 
counties, covering 12 ADAMHS board areas and 
representing 1,678,383 residents (14.5% of Ohio’s 

serves as a follow-up assessment of communities since the 
start of STR grant funding. To access the first 21st Century 
Cures Act TRI report visit OSAM’s webpage at: https://
mha.ohio.gov/Researchers-and-Media/Workgroups-and-
Networks/Ohio-Substance-Abuse-Monitoring-Network.

TRI Purpose

Using OSAM’s methodology, six-month programmatic 
reviews surveying clients of OUD treatment, family 
members of persons with OUD and community 
professionals whose work involved addressing OUD 
explored the implementation and impact of STR grant-
funded services. STR grant-funded services instituted in 
the study-selected areas included: Quick Response 
Team(QRT)/crisis response, step-down housing, vocational 
training, community health referral, peer support, MAT, 
rapid engagement/general treatment, maternal health 
care management, wraparound services and recovery 
housing. For descriptions and additional details regarding 
these STR grant-funded services, please visit the following: 
https://mha.ohio.gov/About-Us/Grants-and-Funding/
Federal-Funding/CURES-Act/CURES-County-Resource-
Map. Information generated from this TRI was designed to 
inform how local and regional efforts could be modified to 
best provide prevention, treatment and recovery supports 
to persons affected by OUD in Ohio. It was hypothesized 
that STR grant funding would have a positive effect over 
time on reducing stigma related to OUD, increasing 
knowledge of available treatment services in communities 
and in identifying treatment needs. The following specific 
objectives were evaluated at study start (baseline), six 
months and 12 months to evaluate changes over time 
since STR funding was implemented in communities. 

1. Assess community messaging related to opioidsa in
examination of perceived stigma of OUD.

2. Assess knowledge of persons with OUD as to the
availability of community treatment services (levels of
care, existence of support groups, access to MAT) and
their knowledge of how to access needed services.

3. Assess the level of perceived stigma for OUD among
persons in treatment for OUD.

4. Assess knowledge of family members of persons with
OUD as to the availability of community treatment
services and their knowledge of how to access
needed services.

aThe term ‘opioids’ denotes prescription opioids as well as heroin/
fentanyl.

Ohio Substance Abuse Monitoring Network TARGETED  RESPONSE  INITIATIVE
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with participant full knowledge and informed consent. An 
applicable institutional review board (IRB) approved this 
study.

Study participation was voluntary. Potential participants 
were assured that all information shared/gathered 
was strictly confidential. Moreover, participants and 
nonparticipants (those who declined to participate) as well 
as participating and nonparticipating programs/agencies/
organizations were assured that they, as well 
as the locations where focus groups were conducted, 
would not be named in any report or publication. All focus 
groups with clients and with family members were 
conducted at the location of an OUD treatment program. 
Potential participants were informed about the nature of 
the questions to be asked before consent for participation 
in the study was secured. REPIs cautioned that participants 
might experience psychological distress due to study 
participation, and participants were advised to speak 
with an onsite counselor if needed. REPIs also briefed 
treatment staff on the nature of the study’s questioning 
and advised that some participants might need a 
debriefing following the focus group. Since focus groups 
took place at the location of an OUD treatment program, 
clinicians were present onsite. In addition, all participants 
were provided with contact information for the study’s 
principal investigator (PI) and study coordinator.

Instrumentation

Demographic surveys. Participants across respondent 
types (client, family member and community professional) 
completed a brief demographic survey prior to focus 
group start. The researchers wrote these surveys to capture 
the following information: sex, ethnicity, race, as well as 
additional characteristics by respondent type. The client 
survey also captured age, level of education, household 
income, employment status, mental health diagnosis, illicit 
opioid use during the past six months, current MAT status 
and history of intravenous drug use. The family member 
survey also captured level of education, number of family 
members currently receiving OUD treatment and 
relationship to family member(s) in OUD treatment. The 
community professional survey also captured type of care 
provided, MAT certification status, current profession, 
length of service in current position and length of time 
working with persons with OUD. In addition, all 
respondent types were surveyed on their knowledge and 
experience with naloxone (medication to reverse an opioid 
overdose).

population). Tier 3 consisted of the remaining 41 counties, 
covering 24 ADAMHS board areas and representing 
2,903,069 residents (25.0% of Ohio’s population). The 
study’s four designated ADAMHS board areas consisted of 
two Tier 1 boards and two Tier 2 boards. For a map of 
Ohio’s STR grant-funding tiers, see Appendix A.

Participants

In order to assess the impact of STR funding on Ohio’s 
opioid epidemic, the participants for this TRI report 
were persons receiving treatment for OUD (clients), 
family members of persons with OUD and community 
professionals whose work involved addressing OUD. 
Professionals who were considered treatment providers 
included nurses, counselors and social workers. 
Professionals who were considered law enforcement 
included coroners, detectives, judges, drug court staff and 
probation officers. REPIs aimed to conduct focus groups 
with a minimum of 50 clients, 20 family members and 20 
community professionals per ADAMHS board area every 
six months for 18 months. Due to difficulty in obtaining 
consent for minor participants, only individuals aged 18 
years or older were invited to participate in this study. 

A convenience sampling plan was used to recruit study 
participants. REPIs and the OSAM coordinator contacted 
alcohol and other drug treatment agencies within 
designated board areas to invite study participation of 
treatment clients and family members of treatment clients 
who participated in agency family programming as well as 
agency staff. Likewise, physicians, nurses, law enforcement 
officers and other professionals whose work involved 
addressing OUD within designated board areas were 
contacted and solicited for study participation. Each focus 
group consisted of no more than 12 participants and 
lasted approximately two hours.

Data Collection

Prior to focus group start, REPIs obtained participant 
informed consent; administered brief surveys of 
participant background to capture demographic 
characteristics; administered a survey of perceived stigma 
of substance use disorder to clients; administered a 
compassion fatigue screen along with an assessment of 
perceptions of ability to provide appropriate services to 
address the current opioid epidemic to community 
professionals; no screening instrument was administered 
to family members. REPIs conducted focus groups 
following scripted protocols, recorded participant 
responses and audio recorded all focus group proceedings 
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scripted protocols. All respondents were asked open-
ended questions to assess community messaging related 
to opioids/heroin in examination of perceived stigma 
around OUD. Clients were asked a series of open-ended 
and Likert-scale questions to assess the knowledge of 
persons with OUD as to the availability of community 
treatment services (levels of care, existence of support 
groups, access to MAT, etc.), as well as questions to assess 
their knowledge of how to access needed services. 
Likewise, family members of persons with OUD were 
asked a series of open-ended and Likert-scale questions 
to assess their knowledge of the availability of community 
treatment services and their knowledge of how to access 
needed services. Community professionals were asked a 
series of open-ended and Likert-scale questions to assess 
their perceptions of community treatment service needs, 
as well as their program/agency/organization’s ability to 
provide appropriate services to address the current opioid 
epidemic.

DATA ANALYSIS

All analyses of quantitative data were conducted using 
the Statistical Package for the Social Sciences (SPSS) (SPSS 
Inc., Chicago, IL) and consisted of counts, frequencies, 
comparisons of means (independent samples t-test and 
two-way ANOVA), Chi-square tests and Fisher’s Exact tests 
of independence. An alpha level of 0.05 was used for all 
statistical tests. All percentages provided in the Results 
section are valid percentages reflecting the number of 
respondents that provided answers. In terms of analysis of 
qualitative data, REPIs and two of the study’s authors 
independently analyzed focus group transcripts, coded 
for participant responses per study variable and identified 
recurrent responses to generate response categories. Two 
authors reviewed and discussed the initial response 
categories, then independently analyzed category 
discrepancies and further discussed additional 
discrepancies to establish full consensus on response 
categories per variable. They reviewed and discussed this 
final coding until full consensus was reached on themes. 
The supporting respondent quotations presented below 
were abstracted from the most current data of Cycle 3 
unless otherwise noted. 

Perceived Stigma of Addiction Scale (PSAS). Client 
perceived stigma of addiction was measured using the 
PSAS. Clients self-administered this paper and pencil survey 
prior to focus group start. The PSAS is a validated, 8-item, 
self-report questionnaire that measures the level of 
perceived stigma towards people who misuse substances5. 
Each item is measured on a 4-point Likert scale of ‘strongly 
disagree,’ ‘disagree,’ ‘agree’ and ‘strongly agree.’ The PSAS 
scoring scale is 8 to 32. The closer the score is to 32, the 
greater the perceived stigma.

Drug and Drug Problems Perceptions Questionnaire 
(DDPPQ). Community professionals self-administered this 
paper and pencil survey prior to focus group start. The 
DDPPQ is a validated, 22-item, self-report questionnaire 
that measures a healthcare professional’s attitudes towards 
working with people who use illicit or licit drugs in a non-
therapeutic way6,7. Each item is measured on a 7-point 
Likert-scale of ‘strongly agree’ to‘ strongly disagree.’ The 
DDPPQ scoring scale is 22 to 154. The closer the score is to 
22, the more positive the community professional feels 
about working with people who use illicit or licit drugs in a 
non-therapeutic way. DDPPQ is an adaptation of the 
Alcohol and Alcohol Problems Perceptions Questionnaire 
(AAPPQ). The refined DDPPQ has been shown to be a valid 
and reliable tool to measure the attitudes of people 
working with drug users. The researchers of this study 
replaced the term 'drugs' with 'opioids' to tailor the DDPPQ 
questions to be opioid-specific for purposes of this study.

Professional Quality of Life (ProQOL). Community 
professionals self-administered this paper and pencil survey 
prior to focus group start. The ProQOL is a validated, 30-
item, self-report questionnaire that measures a helping 
professional’s quality of life using three subscales: 
compassion fatigue, burnout and secondary traumatic 
stress8. Each item is measured on a 5-point Likert scale
of ‘never,’ ‘rarely,’ ‘sometimes,’ ‘often’ and ‘very often.’ The 
possible score range for each scale is 10-50. A score of 42 
and higher on the Compassion Satisfaction Scale indicates 
that the professional probably derives a good deal of 
professional satisfaction from their job. A score of 22 and 
lower on the Burnout Scale indicates that the professional 
probably feels positive about their ability to be effective in 
their work. A score of 22 and lower on the Secondary 
Trauma Scale indicates that the professional probably 
experiences a low level of secondary traumatic stress.

Focus groups. Following the completion of the surveys 
described above, REPIs conducted focus groups following 
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73.7%) (n = 540, χ2 = 6.537, df = 1, p = 0.01). Client survey 
of intravenous drug use found that the majority of all 
clients (71.6%) reported having ever used needles to inject 
drugs, with a significantly higher proportion of Tier 1 than 
Tier 2 clients reporting needle use (76.8% vs. 65.9%) (n = 
552, χ2 = 8.084, df = 1, p < 0.00). A significantly higher 
proportion of clients in Tier 1 than in Tier 2 communities 
reported obtaining needles from a needle exchange 
program (37.0% vs. 6.3%) (n = 395, χ2 = 51.597, df = 1, p < 
0.00). However, a significantly higher proportion of Tier 2 
than Tier 1 clients reported obtaining needles from a 
pharmacy (54.0% vs. 38.4%) (n = 395, χ2 = 9.609, df = 1, p < 
0.00). For a summary list of sources from which clients 
obtained needles by cycle, see Table 1. For a list of all 
drugs used during the past six months by tier and cycle, 
please see Appendix C. 

 Table 1. Where Clients Obtained Needles

Drug dealer 102 75 57

Other intravenous user 90 80 60

Pharmacy 62 65 52

Family or friend 52 64 46

Needle exchange 25 40 27

Big box store 30 34 22

Pet store or veterinarian 12 15 5

Medical clinic 5 9 6

Internet purchase 5 5 3

Other sourceb 3 2 2

The client survey on needle use and health issues related 
to intravenous drug use found that of the 394 clients who 
reported having used needles to inject drugs, 80.3% 
reported having shared a needle(s) with other users while 
injecting drugs. There was no significant difference 
between tiers for needle sharing. However, a significantly 
higher proportion of clients in Tier 1 than in Tier 2 
communities reported obtaining needles from other 
users (63.5% vs. 51.7%) (n = 395, χ2 = 5.554, df = 1, p = 
0.02). Of all clients, 42.1% reported testing positive for 
Hepatitis C; a significantly higher proportion of Tier 1 
than Tier 2 clients reported having tested positive (47.9% 
vs. 36.0%) (n = 553, χ2 = 15.110, df = 3, p < 0.00). For 
additional information on client testing for Hepatitis C, 
see Figure 1.

RESULTS

Participants

Client demographics. A total of 554 clients participated 
in focus groups and completed surveys during the course 
of the 18-month study: 287 clients from Tier 1 
communities and 267 clients from Tier 2 communities. 
There was no significant difference between tiers in terms 
of client sex. The majority of clients were female (55.2%). 
However, there were significant differences in client race 
and age. A significantly higher proportion of Tier 2 clients 
than Tier 1 clients reported their race as white (97.0% vs. 
91.8%) (n = 547, χ2 = 6.744, df = 1, p = 0.01). Tier 1 clients 
were 2.26 years older on average than Tier 2 clients (34.99 
years vs. 32.73 years) (t = 3.531, p = 0.01). There were no 
significant differences between tiers in terms of highest 
level of education obtained and approximate household 
income. Of all clients, 44.8% reported their highest level of 
school completed as high school graduate/GED (general 
education diploma, high school equivalency) received and 
21.4% reported less than high school/no GED. The majority 
of clients in both tiers (66.7%) indicated a prior year 
approximate household income below the poverty levelb. 

In terms of employment, a significantly higher proportion 
of Tier 2 clients than Tier 1 clients reported employment 
during the past six months (58.3% vs. 36.1%) (n = 544, χ2 = 
27.043, df =1, p < 0.00). A significantly higher proportion of 
Tier 2 clients than Tier 1 clients also reported current 
employment (35.7% vs. 20.8%) (n = 549, χ2 = 15.015, df = 1, 
p < 0.00). Of 323 clients that reported no current 
employment, 54.2% reported substance use as the reason 
for their current unemployment. A significantly higher 
proportion of Tier 1 clients than Tier 2 clients indicated 
their substance use as the reason for their current 
unemployment (62.9% vs. 43.9%) (n = 323, χ2 = 11.585, df = 
1, p < 0.00). There was no significant difference between 
tiers in terms of mental health diagnosis. Two-thirds of all 
clients reported ever having a mental health diagnosis 
(66.9%). For additional client demographic information, 
see Appendix B.

In terms of drug use, there was a significant difference 
between tiers in primary drug of choice. A significantly 
higher proportion of Tier 1 clients than Tier 2 clients 
reported opioids as a primary drug of choice (82.7% vs. 

bRespondent poverty status was calculated using the self-reported 
number of individuals in the household and previous year’s 
household income. If the respondent’s income was less than the 2018 
federal poverty threshold for a family of that size, he or she was 
considered to be living in poverty.

aSome clients reported multiple sources; thus, total number of client 
reports is greater than the number of clients in a cycle. bNursing 
home, found on street, found in trash can and unspecified.

Number of Client Reportsa

Cycle 2 Cycle 3Cycle 1
Sources of Needles
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were female (67.7%) and white (94.8%). Community 
professionals across tiers most often described their 
current workplace as providing the following types of 
care/services: outpatient substance abuse (66.4%), 
services for persons with dual diagnosis (33.6%), 
inpatient substance abuse (26.6%) and community-based 
mental health (24.0%). The majority of all professionals 
(52.9%) reported their current profession as therapist/
counselor or social worker. However, a significantly 
higher proportion of Tier 2 than Tier 1 professionals 
reported being a therapist/counselor or social worker 
(71.6% vs. 39.2%) (n = 208, χ2 = 21.421, df = 1, p < 0.00). Of 
the six participating medical doctors, only one doctor in a 
Tier 1 community reported being certified to provide 
MAT in Ohio. Of all community professionals, 35.5% 
reported having worked with individuals with OUD for 
greater than 10 years. For additional community 
professional demographic information, see Appendix E.

Current Community Messages Related to 
the Opioid Epidemic 

All respondent types in both tiers reported that the 
messaging they heard about the opioid epidemic was 
overwhelmingly negative; they often cited local media 
reports and community discussions centered around 
increasing overdose rates and the widely held perception 
that the epidemic was worsening. Comments included: 
“Most of what you hear about is, it’s an epidemic; On the 
news, all I hear about is overdoses, I don’t hear anything 
positive; ‘You’re going to die.’ All I hear is, ‘if you’re on heroin 
nowadays, you are basically going to die.’” Respondents in 
both tiers also continued to report that persons with OUD 
were viewed negatively and often assigned stigmatizing 
labels. Clients shared: “When it is talked about, it is putting 
that person [with OUD] down. It is derogatory. It is the social 
norm nowadays to put the addict in this disgusting category 
below any human being and it makes you not want to talk 
about it; I have heard people say, ‘let ‘em die, get rid of the 

For HIV (human immunodeficiency virus) status, 79.4% of all 
clients reported having ever been tested for HIV, while 
16.3% reported never having been tested, and 4.3% 
reported that they didn’t know if they had ever been tested. 
Of the 439 clients that had been tested for HIV, 2.2% 
reported having tested positive. There was no significant 
difference between tiers for HIV testing status.

Family member demographics. A total of 156 family 
members participated in focus groups and completed 
surveys during the course of the 18-month study: 94 family 
members from Tier 1 communities and 62 family members 
from Tier 2 communities. There were no significant 
differences between tiers in terms of family member sex 
and race. The majority of family members were female 
(76.9%) and white (96.1%). Over half of all family members 
(59.5%) reported their highest level of school completed as 
some college to bachelor’s degree or higher. The majority 
of family members in both tiers (66.0%) reported having 
one family member currently in treatment for OUD, with 
family members most often reporting their relationship to 
their family member in treatment as parent (35.9%), 
followed by sibling (17.9%). Nineteen family members 
indicated that their family member with OUD was not 
currently in treatment; thus, they reported zero for the 
number of family members currently in treatment for OUD 
and they did not define their relationship to their family 
member with OUD. In addition, four family members 
reported having a family member in treatment for OUD, 
but they did not define their relationship to this family 
member. For additional family member demographic 
information, see Appendix D.

Community professional demographics. A total of 230 
community professionals participated in focus groups and 
completed surveys during the course of the 18-month 
study: 134 professionals from Tier 1 communities and 96 
professionals from Tier 2 communities. There were no 
significant differences between tiers in terms of 
professional sex and race. The majority of professionals 
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problem.’” A Tier 2 client added, “When I was out there using, 
ain’t no one wanted to be around me. They’d think I’d steal 
from them or something ‘cause I’m an addict.” However, the 
theme, ‘drug use causes/has increased crime,’ while 
discussed by all Cycle 1 respondent types in both tiers, was 
not mentioned in any Cycle 2 focus group and only 
commented on by Cycle 3 clients in one Tier 2 community. 
Another negative theme, discussed by all respondent 
types in Cycle 3 was, ‘people with OUD consume too many 
resources.’ Comments included: “People think, ‘stop giving 
government funding to addicts because we need it 
somewhere else;’ There are always posts on Facebook that 
say, ‘I have to pay however much for an epi pen, why do these 
junkies get their [naloxone] for free?’”     For    a    list    of    current 
community messaging themes, see Table 2. 

Preferred Community Messaging Related 
to Opioids

Clients, family members and community professionals 
discussed many different messages they would like 
community members to hear regarding opioids, addiction 
and the current opioid epidemic. All respondent types in 
both tiers discussed a need to provide education on 
addiction to combat stigma (i.e. ‘addiction is a disease’). 
Clients stated: “When I hear the word ‘addicts,’ I think of 
stealing and prostitution and all the stuff that comes along 
with it. Maybe broaden the view of people who are addicts; 
We are normal people, we just have a disease. We are equal to 
our counterparts who don’t have the disease [of addiction]. 
We get labeled with derogatory comments, but we don’t look 
at people with cancer in a derogatory way.” Moreover, a 
family member highlighted the concept that ‘addiction 
does not discriminate and is far reaching:’ “The perception is 
still that substance abusers are in an alleyway and homeless 
and that they don’t deserve to be saved. When in actuality, it 
is people in everyday jobs, all jobs. [Opioid addiction] is not 
exclusive to one group … it is rural, suburban … it is 
everywhere, and people need to realize it is going to affect 
them if it hasn’t already.” 

A preferred community message that emerged in Cycle 2 
and became more pronounced in Cycle 3 was ‘addiction 
affects the entire family/community.’ Respondents across 
types and tiers discussed the need to acknowledge the 
effects of addiction on non-addicted people to dispel 
stigma and raise awareness that family members also need 
support. A client stated, “It is affecting a lot of families, and if 
families and the community were learning what we were 
learning [in treatment], that would only help. There needs to 
be more resources for family and friends because [addiction] 
affects a lot more people than you think. There should be zero 
bias when it comes to this.” A related emergent theme 
among family members in both tiers was ‘family support is

important.’ Family members discussed the value of family 
participation in a loved one’s recovery process. The 
consensus was that while recovery is challenging, it is 
possible with support from family members. 

Another preferred community message that emerged in 
Cycle 1 and became more talked about through Cycles 2 
and 3 was ‘treatment/help is available.’ Note, this theme 
was reported as a current message heard in Cycle 2 by all 
respondent types of both tiers, but it did not emerge as a 
current message theme by any respondent type in Cycle 3 
(see Table 2). Respondents in both tiers also discussed 
wanting community messaging pertaining to recovery, i.e. 
recovery is possible, but it is a process and takes time. This 
theme of ‘recovery is a process’ included expressions of 
hope. Family members shared: “I would tell them that I know 
recovery is hard … rehabilitation does happen, and it is 
possible, but it doesn’t usually happen the first time (first 
treatment episode) … do not give up; There are people who 
care in the community.” A client added, “You can recover. It is 
unfortunate that we got into [illicit opioid use], but there is a 
possibility for recovery. It’s a process … and if you have to take 
a maintenance drug (MAT), don’t be ashamed. You can 
bounce back.” 

Respondents also discussed that community members 
need to be made aware of the many people in recovery 
who were productive members of society, emphasizing the 
sharing of recovery stories with those not in recovery as 
imperative. A family member stated, “What needs to come 
out is more recovery stories. People think people can’t recover 
from heroin and that it is the drug that will take you until you 
die … but there are many people who are in recovery from 
heroin and have been in recovery for many years.” A 
community professional commented, “What we see is 
people recovering … and getting their children back. It is not 
all doom and gloom.”

Lastly, while respondents reported hearing messaging 
around increasing overdose rates and worsening of the 
opioid epidemic, they discussed the theme of ‘people are 
dying/opioids kill’ as a preferred message that needed 
emphasis. Respondents expressed that it is essential to 
underline the importance of combating the opioid 
epidemic in that it has exacted a high toll in lives. They 
discussed that the public needs to be warned against using 
opioids illicitly as illicit use has resulted in deadly 
consequences for many, especially, they noted due to the 
high prevalence of fentanyl in the current drug supply. One 
family member offered the following message: “It’s a drug 
that kills. It’s not worth it. You have a beautiful life ahead of 
you.” Community professionals offered: “It is like Russian 
roulette … you don’t know what you are getting; Don’t start. 
It’s terribly addictive.” For a list of preferred community 
messaging reported by respondents, see Table 3.

TARGETED  RESPONSE  INITIATIVEOhio Substance Abuse Monitoring Network 
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 Table 2. Current Community Messaging Related to Opioids Perceived by Respondent Type per Cycle

Cycle 1 Cycle 2 Cycle 3

Lack of understanding about opiate addiction/stigma

Clients + + +
Family members + -
Community professionals + + +

This is a deadly epidemic

Clients + + +
Family members + + +
Community professionals + +

Drug use causes/has increased crime

Clients + -
Family members + - -
Community professionals + - -

Addiction does not discriminate/is far reaching

Clients + -
Family members +
Community professionals +

Opioids are highly addictive

Clients + -
Family members - - +2

Community professionals +1

Herion is stronger today/heroin is fentanyl

Clients + + +1

Family members + - -
Community professionals - +1 +1

Opioids control and ruin lives

Clients + +
Family members - + -
Community professionals + - -

People with addiction consume too many resources

Clients + -
Family members - - +1

Community professionals + +2

Opioids/drugs are everywhere

Clients - + +
Family members + +
Community professionals + - +

Treatment/help is available

Clients +1 -
Family members - +1 -
Community professionals - -

Children/adolescents are using opioids

Clients - + +
Family members - +2 -
Community professionals +1 - -

Epidemic is increasing/worsening (more overdoses)

Clients - - +1

Family members +2 + +
Community professionals - +2 + a Th
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Table 3. Respondents Preferred Community Messaging Related to Opioids by Respondent Type per Cycle

Cycle 1 Cycle 2 Cycle 3
Addiction is a disease

Clients + +1 +
Family members + +1 +1

Community professionals + +1 +
Addiction does not discriminate

Clients + + +2

Family members - - +2

Community professionals + + +2

Treatment/help is available

Clients - + +
Family members +1 +
Community professionals +1 + +

Treatment works

Clients + +
Family members +
Community professionals + +

Recovery is a process

Clients + +
Family members +

+2

Community professionals +
Addiction does not define a person

Clients + +
Family members +

+2

Community professionals + -

Do not use drugs/opioids

Clients

+

+ +
Family members +
Community professionals

-
+1

+

People are dying/opioids kill

Clients

+1

Family members

+

+

Community professionals -

+1

+1

Family support is important

Clients -

Family members -

+1

+

Community professionals -

-

-Clients - -

+Family members -

+

Community professionals - -

+2

Clients - -

Family members -

Community professionals - -

+2

+

Addiction affects the entire family/community

+2

+

-
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+

+

+

Stop Stigma
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and outpatient)c, 'detox' (detoxification, medically 
supervised withdrawal) and counseling as tools used to 
combat opioid addiction. In addition to formal treatment 
programming, clients throughout communities identified 
12-step programs (structured peer-supported recovery
groups), such as Alcoholics Anonymous (AA) and Narcotics
Anonymous (NA) as other community approaches.
Community awareness campaigns were also universally
noted among clients. They discussed community
sponsored events to raise awareness of opioid addiction
and overdose as well as educational campaigns on the
signs of addiction and where to get help to reduce stigma,
change attitudes and bring more people into recovery.
Clients specifically named sober events and gatherings
(e.g. rallies for recovery), a city-wide “Say No to Dope”
campaign and mass media campaigns such as billboards,
radio and television advertisements and public service
announcements (PSAs). Following are descriptions of the
most discussed approaches among clientsd. For a summary
list of approaches, see Table 4.

Medication-assisted treatment. Clients, along with family 
members and community professionals in all communities, 
discussed MAT as a common community approach and 
critical strategy to assisting those addicted to opioids to 
recover. Clients discussed Suboxone® (buprenorphine and 

Perceived Stigma of Addiction Scale (PSAS)

The mean overall PSAS score for all clients throughout the 
study was 23.10 (n = 543, R = 21, SD = 3.65). Analysis of 
variance, a 3 x 2 ANOVA with cycle (1, 2, 3) and tier (1, 2) as 
between-subjects factors, revealed a main effects of cycle 
F(2, 537) = 2.34, p = 0.10 and of tier F(1, 537) = 1.29, p = 0.26. 
These main effects were not qualified by an interaction 
between cycle and tier F(2, 537) = 1.19, p = 0.31. Thus, PSAS 
mean scores did not differ significantly by cycle, by tier, or 
by cycle and tier, suggesting that clients in both tiers had 
similar perceptions of stigma towards persons with OUD 
and that these perceptions did not significantly differ over 
time: Clients in both community types perceived a 
moderate level of stigma towards persons with OUD 
throughout the study.

Community Approaches to Combat the 
Opioid Crisis

Client knowledge of community approaches. Clients 
discussed many approaches employed in their 
communities to combat the opioid crisis. They identified 
substance abuse treatment programs (inpatient/residential 

Table 4. Client Identified Community Approaches per Cycle

Community Approachesa Cycle 1 Cycle 2 Cycle 3

aApproaches       are    not      rank     ordered.         Note:      '+’   indicates a theme discussed by the respondent type;    ‘-’ indicates a theme not/
infrequently discussed. 1Theme discussed in Tier 1 communities only. 2Theme discussed in Tier 2 communities only. bCycle 3 Tier 1 
community professionals and family members discussed QRTs as an approach.

cClients were recruited to participate in the study through substance abuse treatment programs, usually an intensive outpatient program (IOP). 
dThe absence of discussion of an approach in a tier does not necessarily indicate the absence of this approach in the communities of that tier.

+ +
Naloxone + +

+ + +

+ +

+1

+

+

+2

+2

+1

-

Medication-assisted treatment (MAT) 

12-step programs

Detoxification

Counseling

Treatment programs

Drug courts

Incarceration

Community awareness campaigns

Needle exchange programs

Quick response teams (QRTs)b

Peer-to-peer supports (certified recovery coaches) 

Sober living/housing

Faith-based initiatives

+

+
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+
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Throughout communities clients discussed drug courts 
and incarceration as strategies their communities had 
implemented in response to the current opioid crisis. 
However, the use of these strategies varied between 
communities. Clients in Tier 1 communities generally 
discussed drug court participation more frequently than 
clients in Tier 2 communities where clients generally 
discussed incarceration more often. Tier 1 clients 
discussed: “When they put you in jail, you can ask them for 
treatment in lieu of conviction. It is one way they are not 
putting addicts and alcoholics in jail, they are using 
treatment [administered through drug court participation] 
instead; A recovery drug court helps to get felonies off your 
record [and there are] efforts to celebrate recovery … it is 
helping a lot of people.” Tier 2 clients shared: “[Drug use] is 
so rampant … and the police don’t handle it right. They just 
lock them up. If you’re an addict, then you shouldn’t be locked 
up; I went to [treatment], I did all that…. Two to three months 
later I used again, and I died (overdosed) … when I came 
back to life, they took me straight to the hospital, made sure I 
was cool from the [naloxone] and then they took me straight  
to jail … I sat there for ninety days….”

Tier 1 additional community approaches. In addition 
to the above outlined community approaches to combat 
the opioid epidemic, there were a few other discussed 
approaches among Tier 1 communities that were not 
frequently discussed among Tier 2 communities. Clients 
noted needle exchanges (aka syringe exchanges) 
operating in their communities as a critical approach, 
providing more than just clean needles to opioid users.  

naloxone) and Vivitrol® (naltrexone, a monthly injectable 
suspension) as the most common forms of MAT 
administered in their communities. Respondents observed: 
“Treatment facilities are allowing buprenorphine now; The 
biggest [approach] is the MAT program; We now have more 
Suboxone® clinics in the area; Four years ago, it was a 6-8 week 
wait for a methadone clinic admission, and now it seems like 
people have access to [MAT] within 24-72 hours.” 

Of the 423 clients who reported opioids as a primary 
drug of choice (Tier 1 n = 230, Tier 2 n = 193), 57.2% (n = 
242) reported receiving MAT, with a significantly higher
proportion of Tier 2 clients (69.1%) than Tier 1 clients
(49.5%) reporting current MAT (n = 413, χ2 = 16.152, df = 1, p
< 0.00). Of the clients reporting current MAT (n = 274)e,
similar proportions of clients in Tier 1 and Tier 2 reported
receiving Suboxone® or Subutex® (buprenorphine only).
However, a significantly higher proportion of MAT clients in
Tier 2 than Tier 1 communities reported receiving Vivitrol®
(38.8% vs. 26.7%), while a significantly higher proportion of 

MAT clients in Tier 1 than Tier 2 reported receiving
methadone (13.9% vs. 0.0%) (n = 222, χ2 = 19.451, df = 3,
p < 0.00). In terms of differences between cycles, there was a
significant increase in the proportion of Tier 2 clients
reporting current MAT from Cycle 1 (51.6% ) to Cycle 3
(72.2%) (n = 118, χ2 = 5.256, df = 1, p = 0.02); the proportion
of Tier 1 clients reporting current MAT also increased,
although this change was not significant (49.4% vs. 56.3%).
See Figure 2 for the proportion of MAT types received
across both tiers.

Naloxone. An opioid overdose reversal medication, was 
widely discussed as an important community approach 
among all respondent types in both tiers. Thus, client 
naloxone knowledge and use experience is discussed along 
with family member and community professional naloxone 
knowledge and use experience (see Assessment of 
Naloxone Knowledge and Experience beginning on page 
13).

Drug courts and incarceration. The National Institute of 
Justice (NIJ), the research, development and evaluation 
agency of the U.S. Department of Justice, defines drug 
courts as follows: specialized court docket programs 
that target criminal defendants and offenders, juvenile 
offenders and parents with pending child welfare cases 
who have alcohol and other drug dependency problems9. 

Figure 1. Types of  Medication Assisted Treatment Currently Received (n=78)

Suboxone® Vivitrol® Methadone® Subutex®

55.1%
30.8%

7.7%

6.4%

Figure 1. Types of  Medication Assisted Treatment Currently Received (n=78)

 aMAT combinations, Zubsolv® (buprenorphine and naloxone) and unspecified.

48.3%

32.2%

5.2%

7.9%

6.4%

Suboxone® Vivitrol® Methadone Subutex® Othera

Figure 2
Types of Medication Assisted Treatment (MAT)

Currently Received 
(n = 274) 

eOf the 274 clients who reported currently receiving MAT throughout 
cycles, 242 reported opioids as a primary drug of choice and 32 did not 
report/specify opioids as a primary drug of choice. Clients reporting 
opioids as a primary drug of choice and/or clients reporting current 
MAT were classified as persons with OUD.
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Cycle 3 clients, as indicated in Table 4, Cycle 3 community 
professionals and family members in Tier 1 communities 
continued to discuss Quick Response Teams (QRTs) as an 
important mode of outreach that has been successful in 
linking persons with OUD to treatment. QRTs typically 
consist of a law enforcement officer, a paramedic and a 
counselor that provide community outreach to those who 
have suffered an overdose, offering resources to overdose 
victims and their families with the goal to connect them 
to treatment11. Respondents commented: “There’s a task 
force group (QRT) that is associated with the police 
department. They are going to people’s houses to talk to 
them about available resources; Through a system of 
referrals, [QRTs] try to get people into treatment. Several 
counseling facilities are tied into it. We know if there’s an 
open bed in the county; When we go to a house for QRT, the 
family members are so grateful that we are there to help; 
When there is an overdose, when someone is in the hospital, 
the quick response team comes out.” Reportedly, the 
number of QRTs operating in Tier 1 communities 
increased from Cycle 1 to Cycle 3. 

Another approach to linking persons with OUD to 
treatment services discussed in Cycles 2 and 3 was the 
warm handoff. A warm handoff is conducted in person 
between two members of the behavioral health field, 
made in front of the client, to build relationships and help 
engage the client in the treatment process12. Community 
professionals confirmed: “There are places that are doing 
warm handoffs to us; Warm handoffs between mental health 
and drug health agencies. If another agency can assist the 
client, we reach out to them to assist them; We have a nurse 
working with pregnant moms, directing them to treatment 
and guiding them to recovery support….”

There were a few approaches identified in Cycle 3 that 
were not identified in previous cycles. Family members in 
both Tier 1 and Tier 2 discussed the staffing of peer 
coaches in emergency departments as a new approach to 
linking overdose victims to treatment services. A family 
member discussed, “There are more treatment centers that 
are opening, and they are starting to treat in the ER by having 
a peer coach talk to OD (overdose) victims and tell them what 
treatment is, where it is available and how soon they can go 
… [treatment initiation] is much more immediate than it 
was before.” Another family member remarked, “There have 
been a lot of changes, and I think the biggest gain has been 
staffing the ER with peer coaches … they are addressing the 
overdose at the time of the OD.” Related to the staffing of 
peer coaches in ERs, respondents in a Tier 1 community 
reported that there was an organization visiting hospitals 
and providing education to medical staff on how best to 
work with people with OUD. 

Typically, needle exchanges are where intravenous drug 
users trade in used hypodermic needles for new ones, and 
oftentimes these programs provide information on 
available community resources. Clients reported: “A needle 
exchange started … they offer you [naloxone], clean needles 
…and they offer you treatment; Needle exchanges are 
referring people to treatment; They give you test strips at 
needle exchange clinics to test your stuff (heroin) to make sure 
it is not fentanyl before you use.” Tier 1 clients also indicated 
peer certified recovery coaches (aka peer recovery 
supporters)f and faith-based initiatives that provide space 
for 12-step meetings and offer treatment programs as other 
approaches in their communities. They said: “They have 
recovery coaches in the ER (emergency room) [who meet with 
users recovering from an overdose] … which is really cool; 
There are 12-step meetings everywhere … churches are 
allowing addicts to enter their property [for meetings and 
treatment programming], so that means a lot.”

Tier 2 additional community approaches. In addition to 
the above outlined community approaches to combat the 
opioid epidemic, clients in Tier 2 communities also 
discussed sober living/housing for people trying to live 
abstinent from alcohol and other drugs. This housing is 
generally transitional; a halfway house, thought to be a next 
best step after completing an inpatient treatment program. 
Cycle 2 clients discussed sober living placements in the 
community, stating: “They have three different sober living 
programs and another one is being [planned]; We have sober 
living houses for men … more for men than for women; I’ve 
heard of a few more opening. I think if there were more 
[sober living] opportunities … it would be easier to get ahead 
in life … [sober housing is] not just for getting sober.” 

Family member and community professional 
knowledge of community approaches. In addition to 
the above community approaches identified by clients, 
family members and community professionals identified 
other approaches in their communities to combat the 
opioid crisis. Following are descriptions of the most 
discussed additional approaches among family members 
and community professionalsg. For a summary list of 
additional approaches identified by family members and 
community professionals, see Table 5.

Although not reported as a community approach among 

fReference to the Ohio Peer Recovery Supporter Certification offered 
through OhioMHAS, a formal certification for people with lived 
experience who undergo training in delivering peer services10. 'Peer 
recovery supporter' is an all-inclusive term consisting of peer specialist, 
recovery coach and peer coach. gThe absence of discussion of an 
approach in a tier, does not necessarily indicate the absence of this 
approach in the communities of that tier.
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Another approach first reported in Cycle 3 was 
wraparound services in which community-based services 
and supports wrap around a person with OUD to facilitate 
recovery. A community professional in Tier 2 described: 
“We take the wraparound approach. It is not about just 
getting them [OUD treatment], it’s all factors…. they may 
be homeless, have no job and no family that is willing to 
speak to them … we not only try to treat the disease itself, 
but there are case management services … getting them 
reintegrated into the community, too. Because having an 
opioid addiction really alienates one from their community, 
and to get back into the workforce and into the family are 
some of the difficult parts of [recovery] … there’s a lot of 
hurdles to jump over….”

Assessment of Naloxone Knowledge and 
Experience

Client naloxone knowledge and experience. Of all 
clients (N = 554), 93.1% reported having  heard of 
naloxone. Clients discussed naloxone as an important 
community response to the opioid epidemic. They 
reported: “Since everyone is finding out about [naloxone], 
there have been less deaths; There are kids today who know 
how to use [naloxone] … [to prevent] losing their parents 
to OD; I think it’s a good thing … [naloxone] is helping to 
save lives.” Of the clients who reported having heard of 

naloxone (Tier 1 n = 262, Tier 2 n = 254), a significantly 
higher proportion of clients in Tier 1 than Tier 2 
communities reported knowing where to obtain naloxone 
(79.0% vs. 64.4%) (n = 515, χ 2 = 13.528, df = 1, p < 0.00) 
and reported having obtained naloxone (53.1% vs. 31.1%)  
(n = 516, χ 2 = 25.470, df = 1, p < 0.00); 18.8% of clients 
from both tiers reported currently possessing naloxone.  
Of the 217 clients who reported having obtained 
naloxone (Tier 1 n = 105, Tier 2 n = 51), 71.9% reported 
having been trained on how to use naloxone when they 
obtained it, and a significantly higher proportion of these 
clients in Tier 1 than Tier 2 communities reported having 
used naloxone on someone else to reverse an opioid 
overdose (52.9% vs. 26.6%) (n = 217, χ 2  = 14.170, df = 1, p 
< 0.00). A significantly higher proportion of clients in Tier 
1 than Tier 2 communities reported that naloxone has 
been used on them to reverse an opioid overdose (44.7% 
vs. 26.5%) (n = 510, χ 2  = 18.532, df = 1, p < 0.00). Clients 
most often reported obtaining naloxone from Project 
DAWNh  (19.8%), followed closely by pharmacy (19.0%) 
and drug treatment agency (18.3%). For a list of all sources 
from which clients have obtained naloxone, see Appendix 
F. For changes in affirmative responses to client naloxone
survey questions from study start (Cycle 1) to study
conclusion (Cycle 3), see Table 6.

Table 5. Family Member and Community Professional Identified Community Approaches per Cycle

Cycle 1 Cycle 2 Cycle 3

+ - +
Family support groups (e.g. Al anon) + +2 +
Anti-drug coalition/task forces + + +
Faith-based initiatives + + +
Drug take-back events +1 - -
Helpline +1 -
School-based prevention +1 +
Child Protective Services (CPS) interventions +2 +
Family drug courts +2

+1

+2

Warm handoffs +
Staffing ERs with peer coaches +
Wraparound services +2

Educating medical staff on how to work with addicted populations +1

aApproaches are not rank ordered. Note: ‘+’ indicates a theme discussed by the respondent type; ‘-’ indicates a theme not/
infrequently discussed.  1Theme discussed in Tier 1 communities only. 2Theme discussed in Tier 2 communities only. 

-

-
-

-

-

-
-

Community Approachesa

hProject DAWN (Deaths Avoided With Naloxone) is a community-
based overdose education and naloxone distribution program 
sponsored by the Ohio Department of Health13.

Sober living/housing

+2

-

-
-
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Table 6. Proportional Changes in Client Knowledge and Use of Naloxone from Cycle 1 to  Cycle 3

Survey Questions Cycle 1 Cycle 3

Have you heard of naloxone?
Tier 1 (n = 102; n = 91) 82.4 95.6 +13.2*

Tier 2 (n = 81; n = 81) 90.1 98.8 +8.7*

Has naloxone ever been used on you to reverse an opioid overdose?
Tier 1 (n = 82; n = 86) 48.8 40.7

Tier 2 (n = 72; n = 80) 34.7 27.5

-8.1

-7.2

Have you ever used naloxone to save someone else from an overdose?
Tier 1 (n = 82; n = 87) 23.2 35.6 +12.4

Tier 2 (n = 73; n = 79)  5.5 15.2 +9.7*

aQuestions with low non-significant response change between cycles (0.05 – 2.8%) are not displayed in the table. *Significant change at 
p < 0.05. Note: Tier n’s vary slightly from the second to third questions due to missing responses. 

Cycle 1 Cycle 3

Have you heard of naloxone?
Tier 1 (n = 36; n = 27) 69.4 100.0 +30.6*

Tier 2 (n = 18; n =21) 83.3 100.0 +16.7

Do you know where to obtain naloxone?
Tier 1 (n = 25; n = 27) 60.0 92.6 +32.6

Tier 2 (n = 15; n = 21) 53.3 71.4 +18.1

Have you obtained naloxone?
Tier 1 (n = 25; n = 27) 24.0 55.6

Tier 2 (n = 15; n = 21) 33.3 33.3

+31.6*

0.0

Do you currently possess naloxone?
Tier 1 (n =25; n = 27) 12.0 40.7 +28.7*

Tier 2 (n = 15; n = 21) 20.0 28.6 +8.6

aQuestions with low non-significant response change between cycles (3.3 – 5.7%) are not displayed in the table. *Significant change
at  p < 0.05.

Survey Questions

Table 7. Proportional Changes in Family Member  Knowledge and Use of Naloxone from Cycle 1 to  Cycle 3

naloxone, 85.2% reported having been trained on how 
to use naloxone when they obtained it; and 11.1% of 
these family members reported having used naloxone 
on someone to reverse an opioid overdose. Family 
members most often reported obtaining naloxone 
from Project DAWN (49.2%), followed by drug 
treatment agency (9.5%) and health department 
(9.5%). For a list of all sources from which family 
members have obtained naloxone, see Appendix F. For 
changes in affirmative responses to family member 
naloxone survey questions from study start (Cycle 1) to 
study conclusion (Cycle 3), see Table 7. 

Family member naloxone knowledge and 
experience. Of all family members (N = 156), 91.0% 
reported having heard of naloxone. A family member 
commented, “They are making progress with people …  
naloxone is helping.” Of the family members who 
reported having heard of naloxone (Tier 1 n = 83, Tier 
2 n = 59), a significantly higher proportion of family 
members in Tier 1 than Tier 2 communities reported 
knowing where to obtain naloxone (77.1% vs. 59.3%) 
(n = 142, χ 2 = 5.168, df = 1, p = 0.02) and having 
obtained naloxone (47.0% vs. 27.1%) (n = 142, χ 2 = 
5.737, df = 1, p = 0.02); 28.2% of family members from 
both tiers reported currently possessing naloxone. Of 
the 55 family members who reported having obtained 
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% Yes

% Yes

% Yes

% Yes Changea

% Yes Changea

% Yes Changea

% Yes % Yes

% Yes

% Yes
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% Yes Changea

% Yes Changea
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which community professionals have obtained 
naloxone, see Appendix F. For changes in affirmative 
responses to community professional naloxone survey 
questions from study start (Cycle 1) to study conclusion 
(Cycle 3), see Table 8.

How Communities Are Responding to 
Approaches

When Cycle 3 respondents were asked how well their 
community was responding to the above identified 
approaches for combating the opioid crisis, clients 
most often reported ‘3-4,’ while family members and 
community professionals most often reported ‘4-5’ on a 
scale of ‘1’ (not well at all) to ‘7’ (extremely well); the most 
common scores for Cycle 2 were ‘4’ and ‘3,’ respectively. 
Moderate response scores reflected the perception that 
the opioid epidemic, particularly in terms of overdose, 
had remained persistent throughout the study period; 
however, respondents generally acknowledged that 
community efforts had increased. Clients discussed: “As 
far as the help goes, I can definitely say they’re trying … 
there is a lot of people in this town that are going through 
it (struggling with opioid addiction) and they are getting 
[treatment]; There’s more of an effort than there was a 
year ago; They got drug court in this town. They’re 
definitely trying to [address the epidemic].” The scores 
reflective of how well communities were responding to 
approaches to combating the opioid epidemic 
increased slightly from one cycle to the next. And, 
when respondents were asked to share observations of 
community changes that have occurred during the 
study’s time frame, the number of positive observations 
increased 2.5 times from Cycle 1 to Cycle 3. Moreover, 
there were half as many negative observations 
discussed in Cycle 3 compared to Cycle 2. Common 

Community professional naloxone knowledge and 
experience. Professionals commented on naloxone as a 
community approach in combating the opioid crisis: 
“[Naloxone] is looked at in our community as an asset; We 
are well prepared to handle the overdoses than ever before … 
the amount of people overdosing [and dying] is decreasing 
because of [naloxone].”   While Cycle 3 community 
professionals in both tiers observed an increase in access 
to naloxone from the previous two cycles, they continued 
to report pushback within their communities to the 
provision of naloxone, citing that some community 
members believed that too many resources were being 
consumed by those who “choose” to use opioids and that 
naloxone provides a safeguard to overdose, thus enabling 
continued opioid use. One professional shared hearing 
members of the community expressing, “‘People are stupid 
for using [opioids]. We shouldn’t have [naloxone] … it is 
ridiculous, they shouldn’t have all these chances.’” Another 
professional noted, “ On Facebook if you see someone was  
[administered naloxone] several times, the comments are 
just brutal.” 

Of all community professionals (N = 230), 100.0% reported 
having heard of naloxone; 97.0% reported knowing where 
to obtain naloxone; 82.2% reported having obtained 
naloxone; and 56.1% reported currently possessing 
naloxone. Of the 157 community professionals who 
reported having obtained naloxone, 94.9% reported 
having been trained on how to use naloxone when they 
obtained it, and 23.6% reported having used naloxone on 
someone to reverse an opioid overdose. There were no 
significant differences between tiers on the 
aforementioned variables. Community professionals most 
often reported obtaining naloxone from Project DAWN 
(40.0%), followed by pharmacy (15.5%) and drug 
treatment agency (11.5%). For a list of all sources from 

Survey Questions Cycle 1 Cycle 3

Do you know where to obtain naloxone?
Tier 1 (n = 59; n = 40) 98.3 100.0 +1.7

Tier 2 (n = 38; n = 28) 86.8 100.0 +13.2

Have you obtained naloxone?
Tier 1 (n = 59; n = 40) 76.3 67.5 -8.8

Tier 2 (n = 38; n = 28) 57.9 85.7 +27.8*

Do you currently possess naloxone?
Tier 1 (n = 59; n = 40) 62.7 57.5 -5.2

Tier 2 (n = 38; n = 28)  47.4 71.4 +24.0*

aQuestions with low non-significant response change between cycles (0.0 – 5.4%) are not displayed in the table. *Significant change 
at p < 0.05.
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Table 8. Proportional Changes in Community Professional Knowledge and Use of Naloxone from Cycle 1 to Cycle 3



Table 9. Observed Changes as a Result of Community Approaches per Cycle

Positive Observationsa

1. Naloxone is saving lives 1, 2, 3
2. Increase in awareness/understanding of opioid epidemic/addiction (stigma reduction) 1, 2, 3
3. Increase in number of people seeking help/entering treatment 1, 2, 3 
4. Increase in needle exchanges 1,  -, 3
5. Increase in treatment as an alternative to incarceration 1, 2, 3
6. Increase in resources/treatment/MAT programs (e.g. Vivitrol®) 1, 2, 3
7. Increase in people in recovery 1, 2, 3
8. Increase in younger people entering treatment  -, 2, 3
9. Decrease in stigma/less shame in seeking treatment -, 2, 3

10. Increase in support/support groups  -, 2, 3
11. Decrease in overdoses  -, 2, 3
12. Increase in policing (drug interdiction) -, 2, 3 
13. Increase in coordination among community partners -, 2, 3
14. Increase in community involvement/volunteerism  -, 2, 3
15. Decrease in treatment wait times  -,  -, 3
16. Access/distribution of fentanyl test strips  -,  -, 3
17. Decrease in crime rate  -,  -, 3
18. QRTs linking overdose victims to treatment  -,  -, 3

1. Increase in methamphetamine use 1, 2, 3
2. Resistance to treatment centers in the community 1, 2,  -
3. Treatment programs only reaching a small proportion of people who need services 1, 2,  -
4. Community pushback/people not caring (compassion fatigue) 1, 2, 3
5. More attention directed to policing/increased incarceration 1, 2, 3
6. Lack of coordination among community partners 1, 2, 3
7. Opioid epidemic is worsening  -, 2, 3
8. Limited prevention work  -, 2,  -
9. Denial of epidemic/opioid problem  -, 2,  -

aObservations are not rank ordered. bHyphen (‘-‘) in place of a cycle number indicates a theme not/infrequently discussed that cycle. 

 Cycle(s)b

 Negative Observationsa  Cycle(s)b
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themes were mostly universal across respondent types 
and tiers. For a list of the most reported observations, see 
Table 9. 

Community professionals and family members 
throughout communities echoed the sentiment that 
progress has been made, but there was still room for 
improvement. Another shared observation throughout 
cycles was that there was a need for coordination among 
community partners. However, Tier 1 communities 
discussed increased collaboration as a positive 
observation for Cycle 3. Professionals in a Tier 1

community previously spoke of the need for a “hub” or 
“champion” to pull the disparate parts of the continuum 
(law enforcement, social services, judicial, faith-based 
services, etc.) together. By Cycle 3, professionals in that 
same community reported that this had happened 
through the local health department; a cohesive effort 
with all parties coming to the table was established. A 
professional stated, “For the first time in a long time [we 
are] working together. We’ve had a lot of organizations 
finally connect with one another and start talking, and a 
coalition was formed. I think the coalition gets the credit for 
helping join the organizations in our community to finally  
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Community professionals pointed to continued wait times 
for services as an indication that more services were 
needed. They said: “I think there are a lot of options, but 
because of the wait, [people seeking treatment services] 
are sometimes not seen for weeks; The resources we do have 
are limited; I just called for a client … she is on a 3 to 5 week 
waiting list to get treatment.” In addition, a Tier 2 treatment 
provider relayed, “We have had two private companies 
move into [our community], one of them has two residential 
facilities as well as outpatient [programs]. The other has MAT 
and counseling. Then we have us (a treatment agency) and 
the hospital. Our business has not slowed down, and their 
businesses are filling up. That tells me that there is more 
needed….”

 start working together so people stop falling through the 
cracks…. The criminal justice system is connected with 
treatment providers who are connected with children’s 
services and the schools. We’re all going to the same 
meetings and developing community plans together instead 
of separately…. It’s all pretty new still but that’s the 
approach.”

Positive observations from Cycle 3 family members of 
both tiers included: “There are a lot more public 
opportunities to get help, there are commercials for rehabs 
and pamphlets at doctor’s offices … I don’t remember seeing 
that before; There are more options … when you leave the 
hospital [after an overdose], you can be taken somewhere to 
start treatment; I believe how we have about 40 to 60 people 
in this [family support] group shows how we have improved 
as a community.… people are accepting (stigma has 
decreased) a little more; I have seen more people who were 
using, come off the streets and come into recovery.” 

Additional treatment needs. When asked how great 
the need for additional treatment services was in their 
respective communities, clients, family members and 
community professionals in both tiers throughout cycles 
were in unanimous agreement. All respondent groups 
reported that additional services were needed a great 
deal; the most often reported rating for additional 
treatment services was ‘7’ on a scale from ‘1’ (not needed at 
all) to ‘7’ (needed a great deal). Most respondents agreed 
that the demand for services continued to outpace the 
availability of services. They spoke of needing more 
capacity across the treatment spectrum from detox, to 
MAT, to inpatient, to transitional and sober living. Clients 
observed: “No matter how good [treatment capacity] is, 
there’s still people out there [needing treatment]; [The 
opioid epidemic] is so overwhelming, that [treatment 
providers] can’t keep up.” However, some clients in a Tier 1 
community did not see a great need for additional 
treatment services, believing that capacity issues were due 
to clients in treatment centers “taking up a spot” when they 
“don’t really want to be clean;” thus without these clients, 
they surmised that there would be enough services for 
everyone who was serious about recovery. Clients in rural 
communities continued to report that treatment services 
were limited and that a person with OUD typically had no 
option but to leave his/her community to receive needed 
services, often traveling considerable distances from 
home. A Tier 2 client remarked, “A lot of people don’t want 
to leave town and go far away from their families … even if 
they know they need [treatment], they’re too scared to leave 
what they are used to….”

Family members all believed that expanded treatment 
capacity was needed. They emphasized that while there 
were more treatment options than previously, there were 
not enough professionals/staff to expand treatment 
services. A family member commented, “I think we have a 
lot of treatment services in this area. It is just that a lot of 
these facilities are understaffed … they are overworked, 
underpaid and un-derfunded.” A few family members also 
mentioned that the treatment that does exist wasn’t 
known to them until they sought it out, highlighting that 
many do not know what services are available. One family 
member stated, “I lived a block away from one facility and I 
had no idea it was a treatment place.” Following are 
descriptions of treatment service needs most discussed 
among respondents. For a summary list of treatment 
needs, see Table 10.

Detoxification. All respondent types in both tiers across 
cycles identified detoxification as a treatment need in their 
communities, discussing too few or no detox centers as 
available close to or within short driving distance for 
people experiencing opioid withdrawal. Several clients 
shared that they had to go out of their home county for 
detox services. Tier 2 community professionals observed: 
“We are in dire need of detox. We used to use our jails as detox 
but they’re full; We have no detox facilities around here and 
when someone is ready to go, you have to jump at the 
opportunity … to help them medically through the detox 
parts…. To have good medical oversight while they are 
detoxing is important. To have a place for them to 
legitimately detox is needed.” 

Included in the discussion of needed detox, respondents 
continued to note a need for pretreatment/stabilization 
services. They explained that due to wait lists for 
treatment, persons with OUD required withdrawal 
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assistance and then maintenance until treatment initiation 
could occur. A community professional stated, “There is a 
whole need for pretreatment. How are we keeping people 
safe before getting into rehab?” A family member shared, 
“We need more options because there is just too long of a 
wait for a bed (inpatient treatment). It took my son 6 to 8 
weeks [of waiting before he could enter treatment], and 
where did he wait? Jail. That is not a place for my son, but I 
was afraid that he would die if he was out [of jail to await 
treatment]; When they leave detox, there is nowhere to go 
before they get into treatment, and so many of them just go 
back to using.”

Inpatient treatment. In addition to needing detox 
centers, all respondent types in both tiers throughout 
cycles discussed the need for inpatient treatment facilities 
and specified needing immediate inpatient treatment 
access for persons with OUD. Family members expressed 
frustration with the lack of inpatient treatment facilities. 
They said: “It is the inpatient treatment facilities that are 
lacking. You tend to have this little window when your addict 
is ready (accepting the option of treatment). As a family 
member trying to help that addict, there are not a ton of 
facilities that are able to help that person … unless you want 
to put up a ton of cash and go to one of these boutique 
places that will get you in the same day. But, that is not 
realistic for most people; The three-day detox is not lining up 
with the rehab. You may have completed the detox, but then 
they do not have space for you in rehab.” 

Table 10. Community Identified Treatment Needs per Cycle 

Cycle 1 Cycle 2 Cycle 3

Detoxification + + +

Inpatient treatment + + +

Long-term recovery supports/aftercare + + +

Sober living/housing + + +

Additional staff + + 2 +

MAT prescribers/MAT options +2  + +

Increased outreach/prevention +2 + +

Increased mental health services - +

Primary care addressing addiction issues - +1

Naloxone distribution program - +1

Crisis counseling for clinical staff - +2

Funding - +2

+2

-

-

-

-

Needle exchange program - - +2

Drug court - - +2

aNeeds are not rank ordered. Note: ‘+’ indicates a theme discussed by the respondent type; ‘-’ indicates a theme not/
infrequently discussed. 1Theme discussed in Tier 1 communities only. 2Theme discussed in Tier 2 communities only. 

Treatment Needsa
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The discussion of the need for increased detox and 
treatment services led to consensus among respondents 
that treatment on demand was critical to combating the 
opioid epidemic. A respondent stated, “When an addict says 
they want help, that is the time to snatch them up and get 
them that help … not hearing, ‘wait a couple of months.’ You 
can’t wait.” A client shared, “I remember calling the 
receptionist crying and I was like, ‘Look, I’ve got two young kids 
and I’m guaranteeing one of them is going to find me dead if I 
don’t get some help soon.’ It’s like it doesn’t matter how sick 
you are, how bad it is, or how bad you want it … everybody 
said there’s a waiting list and you got to wait, and you got to 
wait, and you got to wait … and it’s just ridiculous.”

Long-term recovery supports/aftercare. There was 
continued discussion in both tiers that the duration of 
current treatment programs was inadequate, too short. A 
community professional emphasized, “A lot of long-term 
support is needed. For the person who is recovering, you are 
not going to see the benefits in three months (after 90 days of 
treatment), it will take longer, like a year before they will really 
see the benefits of staying clean … treatment providers let 
them go [too soon] … then they relapse. We are spinning our 
wheels with the in-and-out [of treatment].” Clients also 
discussed the need for extending relapse prevention work 
beyond the completion of treatment into aftercare 
programming. One client stated, “There needs to be more 
relapse prevention … people need help with life stressors.” 
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other communities: increased mental health services, 
needle exchange programs and drug courts. These 
respondents reported: “We need more mental health care. I 
think there’s two trauma therapists in [the community] … 
and what I’ve been told by psychologists … the majority of 
[clients with SUD] have trauma … dual diagnosis … these 
trauma patients, we have nothing for them; A federally-
funded drug court would be very helpful; We need needle 
exchanges … something to be proactive [in addressing 
opioid addiction].”

Treatment services for at-risk populations. When 
asked how well current treatment services address the 
needs of populations at risk, all respondents in both tiers 
throughout Cycles 2 and 3 most often reported scores of 
‘4-6’ on a scale from ‘1’ (not well at all) to ‘7’ (extremely 
well); the most common scores for Cycle 1 were ‘3-5’ for 
clients, ‘4’ for community professionals and ‘2-3’ for family 
members. In addition to reiterating the treatment needs 
discussed above as generally needed, respondents 
continued to discuss the need for treatment services 
specifically tailored to different subpopulations, including: 
women, women with children, adolescents/children, 
people with dual diagnosis (co-occurring mental and 
substance use disorders), LGBTQ (lesbian, gay, bisexual, 
transgender and questioning) persons and older adults. 
Following are descriptions of treatment service needs of 
populations at risk as identified by respondentsi.  

Women and women with children. Across the board 
there was consensus that additional treatment services 
were needed for women, especially for pregnant women 
and women with children. Respondents in rural 
communities continued to discuss no or too few 
treatment services, discussing that women must travel out 
of county for needed services. Comments included: “We 
lack a lot of resources for women; We need [inpatient] 
facilities for women and their children; More places need to 
take pregnant women; We need sober living for pregnant 
women.” Community professionals continued to discuss 
the need for detox programs suitable for pregnant 
women. One treatment provider shared, “We don’t detox … 
pregnant women.” Respondents in one Tier 1 community 
and one  Tier 2 community for Cycle 3 also discussed the 
need for services specifically tailored to men. They said: 
“While additional treatment capacity is needed across the 
spectrum, male-specific treatment is a gap; There are 
women-only programs, but none dedicated to men.”

Sober living/housing. All respondent types throughout 
tiers also discussed the need for housing that was 
conducive to recovery. Comments included: “There is no 
help around here for housing … there is no funding to help 
these people to get back on their feet; Sober living wait lists 
are 4 to 6 weeks in this area [and] some of the lengths of 
time they allow them to stay there is not long enough; They 
need housing in the area where they can continue sober 
living [continue sobriety beyond inpatient treatment]….
They get out of rehab in six weeks, then there is about three 
months before they get into a place to live … a lot of them 
are going back to old habits (drug use); Recovery housing … 
is going to help sustain a person [on a path of recovery].”

Other additional treatment needs.  Respondents 
in both tiers identified the need for additional staff to 
deliver treatment services. A treatment provider 
discussed needing additional staff to reduce large 
caseloads, stating, “We need additional staff based on the 
fact that my [client] caseload is outrageous (too large), as is 
everyone else’s." A Tier 2 provider reported, “A lack of staff 
is a big issue … we have been trying to hire three [clinicians] 
for over three months … there is a shortage state and 
nationwide [of certified treatment professionals]. You get 
into rural Ohio and the shortage is even greater.” 
Respondents in both tiers also discussed the need for 
additional MAT prescribers and/or more MAT choices, 
discussing that Suboxone® was sometimes the only 
option while many clients, family members and treatment 
professionals expressed a desire for injectable MAT (i.e. 
Vivitrol®). Comments included: “We lack prescribers of MAT; 
There are only so many places we can send them to for 
Vivitrol®.” Lastly, respondents of both tiers identified a 
need for increased outreach/prevention in their 
communities. For instance, a client offered, “I feel like the 
treatment services need to have more advertising … more 
advertisement on how cool it is to be sober, and how 
everyone is capable. And here we are, everyone here is a 
success story, so if we can get people who are recovering 
addicts licensed to treat other people, you can [increase] the 
numbers [of people with OUD in recovery]. And, people 
want to be cool, like [recovery] is cool.” Moreover, 
respondents suggested that increased outreach was 
needed in their communities to provide education about 
the opioid epidemic to prevent illicit opioid use, 
especially among young people, as well as to increase 
awareness of the available resources to treat OUD. 

Tier 2 other additional treatment needs. Respondents 
in one Tier 2 community identified three additional 
treatment needs not identified by respondents in the 
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iThe absence of client discussion of an identified population at risk 
does not necessarily indicate the absence of this population or their 
need.
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tailored to older adults was not a theme in respondent 
discussions in Cycle 3, community professionals in Cycle 2 
noted a lack of services for the older adult population. 
They commented: “Some of our older population, they are 
struggling because they don’t feel like they can walk through 
the doors here [where the age range of typical clients in 
20-40 years]; Treatment should be more individualized with
more attention to the elderly population.”

Client Treatment Experience

Throughout cycles, when asked, ‘did you receive the kind 
of services you needed and were the services you received 
the right approach for helping you,’ clients in both tiers 
overwhelmingly responded ‘yes’ to both questions. Clients 
comments were mostly positive and included: “We could 
have gone straight to jail … instead they gave us the chance 
to come here and get help. That’s what we needed was to 
come get help. We didn’t need to be locked up in jail, we 
needed to get off of the drugs; I ‘got clean’ (detoxed) in jail, 
then they sent me to an inpatient facility, then I came here 
(outpatient treatment) … I would be in one of those tents by 
the river again, without my child … I would be dead [without 
the help I received].” 

The majority of clients in both tiers throughout cycles felt 
that they had received the services they needed from the 
program in which they were currently enrolled and that 
they would recommend the same services to a friend or 
loved one who needed similar help. When asked, ‘is there 
any type of service that you felt you needed from the 
program/agency/organization but had not received,’ the 
most frequent response in both tiers for Cycles 2 and 3 
was ‘no;’ ‘yes’ was the most frequent response given in Cycle 
1. However, while clients overwhelmingly said that they
had received all needed services, they did discuss a lack of
certain services in their communities. These noted services
overlapped with the additional treatment needs discussed
previously. For a list of types of services needed but not
received as reported by clients, see Table 11.

When asked to describe the level of satisfaction with the 
services/care they received on a scale from ‘1’ (completely 
dissatisfied) to ‘7’ (extremely satisfied), clients for Cycles 2 
and 3 most often reported ‘7;’ the most common rating for 
Cycle 1 was either ‘6’ or ‘7.’ Client ratings most often 
reflected satisfaction with their current treatment 
provider/program. Comments included: “It is really good, 
they work with you and the paperwork (educational 
component) gives you a foundation; I’ve learned a lot of 
different things…. I see things a whole lot differently now 
than I did before [participation in current treatment 
program].” 

Adolescents and children. In both tiers, respondents 
highlighted a need for increased prevention/intervention 
efforts targeted at adolescents and children. Clients in one 
community observed that their community did not have 
many activities for young people, so they surmised that 
children turn to drugs for something to do. Clients in both 
tiers advocated for increased prevention education for 
youth, specifically discussing using those in recovery to 
speak with children about drug use. A client commented, 
“We should definitely support educating more on the real side 
about [drug use and addiction] … have actual addicts that 
have overdosed come in and talk to the children. Don’t be so 
afraid to let an addict come to the school and actually speak 
because that I feel would reach somebody way more than just 
factual statistics.” Community professionals also voiced 
importance in targeting increased efforts at youth, saying: 
“We need to start targeting children because the number of 
adolescents that we see coming in with overdoses is 
frightening; We need to provide education to community 
youth.” A family member stated, “With minors [who are 
involved in drug use], the response seems to be to call the 
police…. People don’t seem to want to talk to kids [about 
drug use].”

Persons with dual diagnosis. Several respondents in Tier 
1 and Tier 2 communities discussed the need for treatment 
services that address persons with dual diagnosis. 
Treatment providers reported: “Most of the patients are dual 
diagnosis; We need more dual diagnosis treatment. Only one 
program that I know of is for co-occurring illness; We need to 
be able to treat SMD (severe mental disorder) here (in SUD 
treatment).” Some family members expressed frustration 
with the lack of integration of mental health services with 
SUD treatment services. One family member stated, “My 
daughter has dual diagnosis. They just detox and send her 
back out. The real issues (underlying mental health concerns) 
have not been addressed.”

Persons who identify as LGBTQ. Respondents in one Tier 
1 community expressed that treatment services 
specifically for people in the LGBTQ community were 
lacking in their area. Community professionals 
commented: “We will accept transgender and HIV positive 
people [into our treatment program]. However, I don’t think 
there are specific programs for the LGB population per se, or 
for transgender people; We could do better treating the 
LGBTQ population. I think our population has changed 
(become more diverse) and we have not caught up with it.” 
One client in this community shared, “I am a transgender 
client and [this agency] has not had one (a transgendered 
client) before me.”

Older adults. While the need for treatment services 
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two months … the wait to get into treatment is just the 
worst. I know someone whose brother died the day before 
he was to start treatment; I spent three months in jail and 
then about one month in a halfway house waiting for a 
bed; I had to call detox every day for six days [before 
getting in], and when you detox, you should be able to go 
right to treatment, but they send you right back home. You 
can’t stay at detox long enough to get Vivitrol®, and you 
can’t get onto MAT from detox; Your chances are slim of 
getting in quickly.” 

Community professionals in both tiers throughout 
cycles most often reported accessibility to treatment as 
‘4’ on the above scale, while family members most often 
reported it as ‘4’ for Cycle 3, ‘3’ for Cycle 2 and '1-3’ for 
Cycle 1. Professionals stated: “People sometimes have to 
jump through hoops; There are lots of waiting lists, but 
[wait times] are getting better (shorter).” Family members 
shared: “When I had private insurance, I was able to get 
him (son) in with no trouble…. When he was on public
assistance, I could not get him in anywhere; When court 
ordered, treatment services are easily available.” For a list 
of barriers to treatment services as identified by 
respondents, see Table 12.

Treatment Service Extent

When community professionals were asked if the 
services their program/agency delivered were reaching 
all those for whom they were intended and if their 
program/agency delivers services that met the needs of 
their clients, there were mixed responses of yes/no to 
both questions. However, there was consensus among 
treatment providers of both tiers that while their 
agencies were delivering treatment services 
appropriately to persons with OUD, there were too 
many people seeking treatment for any agency to reach 
all that could benefit from its services, and there were 
not enough services available to meet the high level of 
need in their communities. Community professionals in 
both tiers discussed programs/agencies not reaching 
some populations at risk as identified previously (e.g. 
LGBTQ people and people with SMD). Comments 
included: “We could do better treating the LGBTQ 
population; We need to treat SMD and minority 
populations in general here; We have room to improve; 
We’re trying to reach people we haven’t yet.” Treatment 
providers in both tiers throughout cycles emphasized 
that they did the best they could within the boundaries 
of their program and with what was available in the 

Access to treatment. In general, respondents throughout 
tiers continued to report that it was relatively easy to 
access treatment services if one were arrested, pregnant, 
had overdosed or had insurance. Clients commented: “If 
you’re court-ordered, they’ll get you in here, but if you try to 
walk in from the street, you’re going to wait; You have to get 
in trouble to get help. If you get in trouble, you can get into 
treatment real easy; I had to tell [family members needing 
treatment], ‘Go get in trouble.’ They’ll get help right away. 
That sucks that you have to get arrested to be able to get help; 
You can easily go to treatment through insurance. If you’re 
not working, you can go through CareSource; It took me only 
three days [to get into treatment] because I’m pregnant.” 

When asked how easy or difficult it was for people to 
access treatment services in the community, clients in Tier 
2 communities for Cycle 3 most often reported ‘5-6’ on a 
scale from ‘1’ (very difficult/cannot access treatment) to 
‘7’ (very easy/no trouble accessing treatment at all); the most 
often reported scores were ‘4-5’ for both Cycles 2 and 1. 
However, clients in Tier 1 communities reported a split in 
scoring throughout cycles with one community 
continuously reporting low accessibility scores of '1-3' and 
the other community reporting high scores of '6-7.' Clients 
in the community reporting low accessibility to treatment 
assigned their scores based on wait times for inpatient 
treatment and detox services. They said: “The big thing is 
the wait. It took me seven weeks, the girl before me waited

Table 11.  Types of Services Needed but Not Received per Cycle 
Needed Servicesa Cycle(s)b

Life skills training

Employment services   

Mental health service 

Detox in the community

Housing assistance 

Wraparound services 

 GED classes 

 Parenting classes 
aServices are not rank ordered. bHyphen (‘-‘) in place of a cycle 
number indicates a theme not/infrequently discussed that cycle. 

Transitional housing/sober living 

1,  -, 3

Transportation 

1, 2, 3

Medical services 1,  -, -

1,  -, -

Inpatient treatment 1,  -, 3

1, 2, 3

Transitional support/aftercare 

Trauma-informed care 1,  -,  -

 Detox in jail 

1,  -, 3

1,  -, 3

1, 2, 3

1, 2, 3

1, 2, 3
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community, but this was not necessarily enough to meet 
the needs of a client. One provider stated, “We try to make 
sure that no one walks out the door without being connected 
[to needed services], but of course because of funding and 
staff capacity we’re not able to [see all who need services].” 
Other providers reinforced that it was not unwillingness to 
meet the needs as much as it was inability.

Coordination of services. There was almost unanimous 
agreement among community professionals of both tiers 
throughout all cycles that their program/agency was a part 
of a community treatment system. Respondents reported 
that various community agencies were part of a 
continuum of care to address OUD. They observed: "As a 
community, we are working together towards the same goal 
… either to get someone to a provider or to provide care; With 
the court dockets, I think we do a really good job of coming 
together. The courts welcome the treatment providers to serve 
their population. We are blessed in our community to have 
courts that welcome the drug court docket and behavioral 
health docket; We work with the court system, children 
services … we also work with the hospital on Vivitrol® and lab 
work. We have to share the information in a seamless manner; 
We share a lot of clients with a lot of different agencies, so I 
think our role is to provide treatment and to collaborate.” A 
community professional who worked at a health 
department viewed the local health department as the hub 
for making connections to treatment services, stating, 

Table 12.  Identified Barriers to OUD Treatment 

Barriersa Cycle(s)b

1, 2, 3

Treatment is time consuming (difficult to manage with work/childcare responsibilities) 

Shortage of doctors who specialize in addiction/MAT

Wait lists/too few treatment facilities/beds (no treatment on demand) 

Poor attitudes of some providers/past negative experiences with treatment 

Stigma 

Lack of awareness of treatment options 

Lack of family support/family enabling drug use 

Lack of financial support/insurance 

Lack of transportation/no public transportation 

Fear of going to jail due to outstanding warrants 

No detox in the community 

Strict guidelines/cumbersome processes to enrolling in treatment 

Not enough staff to deliver/expand treatment services 

Lack of readiness (person with OUD not ready for treatment/to give up drug use) 

Strict program rules (no absence policy) 1,  -,  -

1, 2, 3

1, 2, 3

1, 2, 3

1,  -, 3

1, 2, 3

1, 2, 3

1, 2,  -

1, 2, 3

 -, 2, 3

 -, 2, 3

 -, 2, 3

 -, 2, 3

 -, 2, 3

aBarriers are not rank ordered. bHyphen (‘-‘) in place of a cycle number indicates a theme not/infrequently discussed that cycle.

“People know to come here, and we can get (refer) them to 
where they need to go.”

Treatment providers in all communities through all cycles 
reported successes in linking their clients to other 
programs/agencies for needs that they could not meet. 
Providers in one Tier 2 community shared that they had 
referred individuals needing treatment services to in-
county, out-of-county and out-of-state facilities based 
on services needed, insurance and service availability. 
Professionals in a Tier 1 community discussed that their 
referrals were as varied as the clients they served and 
included referrals to treatment programs in a client’s home 
area, mental health services, MAT programs, hospitals for 
crisis stabilization and detox. In addition, professionals 
across tiers reported referring clients to court/legal 
services, medical doctors, Bureau of Vocational 
Rehabilitation, Department of Jobs and Family Services, 
community action programs and GED services. Community 
professionals in both tiers emphasized that they would 
make a referral to wherever was necessary. One treatment 
provider stated, “We’re not afraid to call up someone else for 
additional services a client needs. It’s part of our ethos.”

There was agreement among community professionals of 
both tiers throughout cycles that different treatment 
programs were aware of each other. When asked how well 
treatment agencies in the community worked together on 
a scale of ‘1’ (not at all) to ‘7’ (completely), professionals in 
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by The Addiction Institute and trainings in dialectical 
behavior therapy [DBT] and trauma-informed care) and 
statewide opioid conferences and summits. Reportedly, 
several organizations held conferences or trainings related 
to the opioid crisis, including: Ohio Association of County 
Behavioral Health Authorities (OACBHA), American Society 
of Addiction Medicine (ASAM), Ohio Nurse’s Association, 
National Association for Alcoholism and Drug Abuse 
Counselors (NAADAC), SMART Recovery (Self-Management 
and Recovery Training) and Ohio Recovery Housing. 
However, Cycle 3 community professionals in one Tier 1 
board area comprised mostly of rural communities stated 
that they had not attended many trainings. They explained 
that attending trainings was difficult as they almost always 
had to travel for such events. Those that had attended 
trainings mentioned the following ones: Addiction Studies 
Institute in Columbus, online courses, trauma training in 
Michigan, a Life Skills training in New York and another in 
Florida. 

Drug and Drug Problems Perceptions Questionnaire 
(DDPPQ). The mean overall DDPPQ score for all 
community professionals throughout the study was 47.05 
(n = 222, R = 129, SD = 18.50). Analysis of variance, a 3 x 2 
ANOVA with cycle (1, 2, 3) and tier (1, 2) as between-
subjects factors, revealed a main effects of cycle F(2, 216) = 
0.550, p = 0.58 and of tier F(1, 216) = 4.16, p = 0.04. These 
main effects were not qualified by an interaction between 
cycle and tier F(2, 216) = 1.09, p = 0.34. Thus, there was a 
significant mean difference in DDPPQ scores by tier with 
Tier 1 professionals scoring lower than Tier 2 professionals 
(M = 44.65 vs. M = 49.84). While community professionals 
in both tiers had positive attitudes towards working with 
persons with OUD, Tier 1 professionals had a slightly more 
positive attitude than Tier 2 professionals. DDPPQ mean 
scores did not differ significantly by cycle, suggesting there 
were no significant differences in a tier’s mean DDPPQ 
scores between cycles.

Additionally, comparison of means post hoc found 
statistically significant mean differences in DDPPQ scores 
between categories of length of service in current position 
as determined by one-way ANOVA F(4, 216) = 3.287, p 
= 0.01. A Dunnett C post hoc test revealed that DDPPQ 
scores were significantly higher for professionals who 
reported a length of service in their current position as 
more than 10 years (M = 53.74, SD = 18.11, p = 0.02) 
compared to professionals who reported a length of 
service in current position as 1-5 years (M = 43.83, SD = 
15.59). Thus, professionals who reported their length of 
service as 1-5 years felt significantly more positive about 
working with persons with OUD than professionals who 
have been in their current positions 10 or more years. 

all communities most often assigned a moderate 
score of ‘3-5;’ moderate scores were most often recorded 
throughout cycles. Community professionals in some 
communities thought that overall communication was 
fairly good between agencies; though the day-to-day 
demands of service provision did not allow for higher level 
collaboration. One professional stated, “I can’t say they all 
work extremely well together, but they’re all willing.” 

There was general agreement that treatment agencies 
worked together when necessary via the court/legal 
system, but agencies were either unwilling, or unable, 
to commit to more than that. In one Tier 1 community, 
professionals observed that public-funded agencies 
worked better together than did private agencies 
and private agencies with public agencies. A provider 
commented, “The tax-funded ones work better together, 
there is more effort to work together [and] having the 
ADM (alcohol, drug and mental health) board organize 
[collaborations] helps, too.” 

As was reported in Cycle 1, Cycles 2 and 3 professionals 
discussed business competition as often impeding 
agencies from working with one another. Comments 
included: “We are not consistently supportive of one 
another; It’s a competition, you only have limited numbers of 
clients; I just think they’re still some glitches in competition 
that I don’t think will change because it is competing 
agencies and that’s how it’s being viewed.” However, some 
professionals noted improvement in inter-agency 
collaboration over the cycles. Treatment providers 
discussed: “I feel things are getting better with increased 
collaboration … I learn about new services [offered by other 
agencies] all the time; Before you didn’t refer somewhere 
else, most places would try to help that person regardless if 
they had all the services that person needed; Different places 
and organizations have different resources and things that 
we do not have, so we refer out; I do think the sharing of 
information with the court is getting a lot easier than it was 
… it’s easier to work together.”

Community professional assessments. Throughout 
cycles, when asked if the services offered by their 
programs/agencies were of good quality, community 
professionals universally responded ‘yes.’ Comments 
included: “There’s some things I’d like to have, but the 
programs we do offer are good quality; Given the difficulty of 
the population we work with, I think we do a good job 
treating our clients.” The majority of community 
professionals stated that they had participated in 
trainings/classes/conferences related to treating/
preventing OUD. These included: classes in school, 
continuing professional education (e.g. trainings provided 
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Significant mean differences in DDPPQ scores were also 
found between professional groups post hoc by one-way 
ANOVA F(4, 197) = 7.757, p < 0.00. A Tukey post hoc test 
found that first responders/law enforcement (EMTs, police 
and probation officers) (M = 59.74, SD = 17.23) felt 
significantly less positive about working with persons with 
OUD than did social workers (M = 45.30, SD = 15.87, p < 
0.00), counselors (M = 43.08, SD = 17.56, p < 0.00) and 
other professionals (e.g. agency directors and case 
managers) (M = 42.36, SD = 12.26, p < 0.00). The Tukey 
post hoc test also revealed that medical professionals
(doctors, nurses and nurse practitioners) (M = 54.12, SD = 
17.30) felt significantly less positive about working with 
persons with OUD than did counselors (p = 0.03) and other 
professionals (p = 0.05).

Professional Quality of Life (ProQOL). The mean overall 
ProQOL scores for all community professionals 
throughout the study were as follows: 41.94 for the 
Compassion Satisfaction Scale (n = 228, R = 22, SD = 5.07); 
20.27 for the Burnout Scale (n = 221, R = 23, SD = 4.48); and 
20.73 for the Secondary Trauma Scale (n = 223, R = 25, SD 
= 4.63). As a whole, our study population of community 
professionals scored in the top quartile of people taking 
the ProQOL, indicating that the overall professional quality 
of life of these professionals was high. 

Compassion satisfaction. Analysis of variance, a 3 x 
2 ANOVA with cycle (1, 2, 3) and tier (1, 2) as between-
subjects factors, revealed a main effects of cycle F(2, 222) = 
0.079, p = 0.92 and of tier F(1, 222) = 10.19, p < 0.00. These 
main effects were not qualified by an interaction between 
cycle and tier F(2, 222) = 0.259, p = 0.77. Thus, there was a 
significant mean difference in scores on Compassion 
Satisfaction by tier with Tier 1 professionals scoring higher 
than Tier 2 professionals (M = 42.85 vs. M = 40.67), 
indicating that Tier 1 professionals probably derived 
higher satisfaction from their jobs than Tier 2 
professionals. Compassion Satisfaction Scale mean scores 
did not differ significantly by cycle, suggesting there were 
no significant differences in a tier’s measure of 
compassion satisfaction between cycles. 

Additionally, comparison of means post hoc found 
statistically significant mean differences in Compassion 
Satisfaction scores between categories of length of service 
in current position as determined by one-way ANOVA 
F(4, 222) = 3.023, p = 0.02. A Tukey post hoc test revealed 
that Compassion Satisfaction scores were significantly 
higher for professionals who reported a length of service 
in their current position as six months to one year (M = 
43.74, SD = 4.23, p = 0.01) compared to professionals who 

reported a length of service in current position as more 
than10 years (M = 40.17, SD = 5.22). Thus, professionals 
who reported their length of service as six months to one 
year derived significantly more satisfaction from their jobs 
than professionals who have been in their current 
positions 10 or more years. 

Burnout. Analysis of variance, a 3 x 2 ANOVA with cycle (1, 
2, 3) and tier (1, 2) as between-subjects factors, revealed a 
main effects of cycle F(2, 215) = 0.099, p = 0.91 and of tier 
F(1, 215) = 3.70, p = 0.06. These main effects were not 
qualified by an interaction between cycle and tier F(2, 215) 
= 0.367, p = 0.69. There were no significant mean 
differences in Burnout Scale scores found by tier, by cycle 
and between cycle and tier. Thus, community 
professionals in both tiers felt similarly positive about their 
ability to be effective in their work with persons with OUD; 
a tier’s mean scores did not differ significantly by cycle, 
suggesting there were no significant differences in a tier’s 
measure of burnout between cycles. Moreover, there were 
no significant mean differences in Burnout scores found 
through post hoc analyses with other study variables. 

Secondary trauma. Analysis of variance, a 3 x 2 ANOVA 
with cycle (1, 2, 3) and tier (1, 2) as between-subjects 
factors, revealed a main effects of cycle F(2, 217) = 0.699, p 
= 0.50 and of tier F(1, 217) = 2.27, p = 0.14. These main 
effects were not qualified by an interaction between cycle 
and tier F(2, 217) = 0.550, p = 0.58. There were no 
significant mean differences in Secondary Trauma scores 
found by tier, by cycle and between cycle and tier. Thus, 
community professionals in both tiers felt similarly low 
levels of secondary traumatic stress related to their work 
with persons with OUD; a tier’s mean scores did not differ 
significantly by cycle, suggesting there were no significant 
differences in a tier’s measure of secondary traumatic 
stress between cycles. Moreover, there were no significant 
mean differences in Secondary Trauma scores found 
through post hoc analysis with other study variables.  

DISCUSSION

This study of community response to the opioid crisis 
presents observations of community change as reported 
by 940 participants from four different areas in Ohio 
particularly hard hit by the opioid epidemic. It was 
hypothesized that STR grant funding would have a 
positive effect over time on reducing stigma related to 
OUD, increasing knowledge of available treatment services 
in communities and in identifying treatment needs.
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All respondent types reported that the messaging they 
heard about the opioid epidemic was overwhelmingly 
negative, often citing local media reports and community 
discussions centered around overdose. Moreover, 
respondents continued to report that persons with OUD 
were viewed negatively and often assigned stigmatizing 
labels. All respondent types discussed an ongoing need to 
provide education on addiction to combat stigma and 
wanting community messaging pertaining to recovery, 
i.e. ‘recovery is possible, but it is a process and takes time;’
respondents also thought imparting expressions of hope to
be important. Another preferred community message that
emerged in Cycle 2 and became more pronounced in Cycle
3 was ‘addiction affects the entire family/community.’
Respondents across types and tiers discussed the need to
acknowledge families and communities when addressing
stigma to raise awareness that the effects of addiction are
far reaching, negatively impacting family members of
persons with OUD as well as entire communities.
Respondents also discussed that community members need
to be made aware of the many people in recovery who were
productive members of society, emphasizing the sharing of
recovery stories with those not in recovery as imperative to
decreasing stigma. As exhibited through PSAS scoring,
clients in all communities perceived a moderate level of
stigma towards persons with OUD throughout the study.
While consistent PSAS scoring does not indicate a reduction
in perceived stigma towards persons with OUD during the
study timeframe, respondents throughout cycles observed
an increasing number of community approaches to impart
knowledge, change attitudes and reduce stigma, such as
public awareness campaigns and recovery rallies.

Respondents identified and discussed many approaches as 
employed in their communities to combat the opioid crisis, 
demonstrating knowledge of available treatment services. 
Measurable changes in knowledge over the study cycles 
were significant increases in respondent naloxone 
knowledge and experience. By Cycle 3, 100% of community 
professionals and family members had heard of naloxone 
with greater than 95.0.% of clients reporting knowledge of 
the lifesaving drug; 100% of community professionals and 
the vast majority of family members reported knowing 
where to obtain naloxone, with the majority of professionals 
also reporting possession of the drug. 

When Cycle 3 respondents were asked to rate their 
community’s response to approaches to combat the opioid 
crisis, clients, community professionals and family members 
assigned slightly higher rating scores across the board from 
Cycle 2 to Cycle 3, indicating perhaps that communities had 
become more responsive to addressing OUD. Respondents 

generally acknowledged that community efforts to address 
the opioid epidemic had increased; and, when 
respondents were asked to share observations of 
community change that occurred during the study’s 
timeframe, the number of reported positive observations 
increased 2.5 times from Cycle 1 to Cycle 3. For instance, 
reportedly, the number of QRTs operating in Tier 1 
communities increased from Cycle 1 to Cycle 3. There were 
a few approaches identified in Cycle 3 that were not 
identified in previous cycles. Family members in both Tier 1 
and Tier 2 discussed the staffing of peer coaches in 
emergency departments as a new approach to linking 
overdose victims to treatment services. Another approach 
first reported in Cycle 3 was wraparound services in which 
community-based services and supports wrap around a 
person with OUD to facilitate recovery. There were half as 
many negative observations discussed in Cycle 3 
compared to Cycle 2. 

Community professionals and family members throughout 
communities echoed the sentiment that progress had 
been made. Although, when asked how great the need for 
additional treatment services was in their respective 
communities, all respondent groups throughout cycles 
reported that additional services were needed a great deal. 
Most respondents agreed that the demand for services 
continued to outpace the availability of services. They 
spoke of needing more capacity across the treatment 
spectrum from detox, to inpatient treatment, to 
transitional and sober living. In addition, clients, along with 
community professionals and family members in all 
communities, discussed MAT as a critical strategy to 
assisting those addicted to opioids to recover, and they 
reported that there was a need generally for additional 
MAT prescribers and more MAT choices, noting that 
Suboxone® was oftentimes the only MAT option when 
many clients, family members and treatment professionals 
expressed a desire for injectable MAT (i.e. Vivitrol®). 
However, there was a significant increase in the proportion 
of Tier 2 clients reporting MAT from Cycle 1 (51.6% ) to 
Cycle 3 (72.2%), and while not a significant difference, 
there was also an increase in the proportion of Tier 1 clients 
reporting MAT from Cycle 1 (49.4%) to Cycle 3 (56.3%). 
Overall, clients in rural communities continued to report 
that treatment services were limited and that a person with 
OUD typically had no option but to leave his/her 
community to receive needed services. Family members 
emphasized that while there were more treatment options 
than previously, there were not enough professionals/staff 
to expand treatment services. Community professionals 
pointed to continued wait times for services as an 
indication that more services were needed, although Cycle 
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improvement in inter-agency collaboration over the 
study’s 18 months.

Throughout cycles, when asked if the services offered by 
their programs/agencies were of good quality, community 
professionals universally responded ‘yes.’ The majority of 
community professionals stated that they had participated 
in trainings/classes/conferences related to treating/
preventing OUD. Community professionals in both tiers 
had positive attitudes towards working with persons with 
OUD according to consistent DDPPQ mean scores 
throughout cycles. However, comparison of means post 
hoc between groups found professionals who reported 
their length of service as 1 – 5 years felt significantly more 
positive about working with persons with OUD than 
professionals who had been in their current positions 10 
or more years; and first responders/law enforcement and 
medical professionals felt significantly less positive about 
working with persons with OUD than did other groups of 
professionals. Moreover, although our study population of 
community professionals scored in the top quartile of 
people taking the ProQOL, indicating that the overall 
professional quality of life of these professionals was high, 
differences in mean compassion satisfaction scores 
indicated that professionals who had been in their 
profession 10 or more years possibly felt less satisfaction 
from their jobs than did persons newer to their profession. 
Thus, these findings suggest that professionals who have 
been in their profession 10 or more years and those 
professionals who deal directly with overdose victims (i.e. 
first responders) may need increased support. 

3 treatment providers noted that wait times for services 
had gotten shorter since Cycle 1.

In general, respondents throughout tiers and cycles 
continued to report that it was relatively easy to access 
treatment services if one were arrested, pregnant, had 
overdosed or had insurance. When asked how easy or 
difficult it was for people to access treatment services 
in their community, Cycle 3 clients in Tier 2 most often 
reported little trouble in accessing treatment services; 
these clients’ accessibility rating scores increased from 
Cycles 2 and 1. However, clients in Tier 1 communities 
reported a split in scoring throughout cycles with one 
community continuously reporting low accessibility scores 
and the other community reporting high accessibility 
scores. Clients in the community reporting low accessibility 
to treatment assigned their scores based on wait times for 
inpatient treatment and detox services. Community 
professionals in both tiers throughout cycles most often 
reported accessibility to treatment as moderate, while 
family members overall reported moderate accessibility for 
Cycle 3, increased accessibility from Cycles 2 and 1. 

The majority of clients in both tiers throughout cycles felt 
that they had received the services they needed from the 
program in which they were enrolled and that they would 
recommend the same services to a friend or loved one who 
needed similar help. When asked, ‘is there any type of 
service that you felt you needed from the program/
agency/organization but had not received,’ the most 
frequent response in both tiers for Cycles 2 and 3 was ‘no;’ 
‘yes’ was the most frequent response given in Cycle 1. 
However, while clients overwhelmingly said that they had 
received all needed services, they did discuss a lack of 
certain services in their communities. There was almost 
unanimous agreement among community professionals of 
both tiers throughout all cycles that their program/agency 
was a part of a community treatment system. Furthermore, 
treatment providers in all communities throughout cycles 
reported successes in linking their clients to other 
programs/agencies for needs that they could not meet. 
When asked how well treatment agencies in the 
community worked together, professionals in all 
communities most often assigned moderate scores for 
service coordination throughout cycles. Community 
professionals in some communities thought overall 
communication to be fairly good between agencies; 
though many thought that the day-to-day demands of 
service provision did not allow for higher level 
collaboration. There was general agreement that 
treatment agencies worked together when necessary via 
the court/legal system. Some professionals indicated 

CONCLUSION

This targeted response initiative met its objectives of 
generating data to aid in assessing Ohio’s response to the 
21st Century Cures Act to address the opioid crisis. Since 
the disbursement of STR grant dollars to communities 
to the conclusion of this study in April 2019, many 
observations were recorded to indicate that STR grant-
funded services had a positive effect. Although a direct 
causal relationship between STR grant-funded services and 
improved community responses to the opioid crisis cannot 
be stated, it can be reasonably inferred from this study’s 
key findings, which were based on the perceptions of 
several hundred community stakeholders, that these 
services likely made a positive impact. And, while the 
duration of this study was perhaps too short to realistically 
change stigma related to OUD, the data generated through 
this study have the potential to inform/refine community 
strategies to reduce stigma and enhance treatment 
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2Substance Abuse and Mental Health Services
Administration. (2016, December 14). SAMHSA to 
award nearly $1 billion in new grants to address the 
nation’s opioid crisis. Retrieved from 
https://www.samhsa.gov/grants/grant-
announcements/ti-17-014.

3Siegal, H. A., Carlson, R. G., Kenne, D. R., Starr, S., & 
Stephens, R. C. (2000). The Ohio Substance Abuse 
Monitoring Network: constructing and operating a 
state-wide epidemiologic intelligence system. 
American Journal of Public Health, 90(12), 1835–1837.

4Ohio Department of Mental Health & Addiction Services. 
(2017, February 17). OhioMHAS application. 
(OhioMHAS submitted grant proposal). Columbus, 
OH.

5Luoma, J. B., O’Hair, A. K., Kohlenberg, B. S., Hayes, S. C., 
& Fletcher, L. (2010). The development and psycho-
metric properties of a new measure of perceived 
stigma toward substance users. Substance Use & 
Misuse, 45(1–2), 47–57. Retrieved from https://doi. 
org/10.3109/10826080902864712.

6Watson, H., Maclaren, W., Shaw, F., & Nolan, A. (2003, 
August 13). Effective Interventions Unit: Measuring 
staff attitudes to people with drug problems: The 
development of a tool. Retrieved from http://
www.gov.scot/Publications/2003/08/17735/23437.

7Watson, H., Maclaren, W., & Kerr, S. (2007). Staff attitudes 
towards working with drug users: development of 
the Drug Problems Perceptions Questionnaire. 
Addiction, 102(2), 206–215. https://doi: 10.1111/
j.1360-0443.2006.01686.x.

services. These data may also inform employers invested 
in employee well-being and retention to institute, 
promote and/or enhance employee assistance services 
to prevent compassion fatigue, especially among first 
responders and staff who have been in their profession 
10 or more years.
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Where Naloxone Was Obtained

Number of Respondent Reportsa 
Source for Naloxone Cycle 1 Cycle 2 Cycle 3 All Cycles n (%)b 
Project DAWN site 
Clients 
Family members 
Community professionals 
Pharmacy 
Clients 
Family members 
Community professionals 
Drug treatment agency 
Clients 
Family members 
Community professionals 
Medical clinic 
Clients 
Family members 
Community professionals 
Health dept/needle exchange 
Clients 
Family members 
Community professionals 
Emergency room/EMS 
Clients 
Family members 
Community professionals 
Friend/family member 
Clients 
Family members 
Community professionals 
Mental health agency 
Clients 
Family members 
Community professionals 
Doctor’s office 
Clients 
Family members 
Community professionals 
Other sourcec

Clients 
Family members 
Community professionals 

22 
4 

33 

15 
2 

10 

16 
2 
11 

8 
0 
5 

2 
1 

11 

6 
1 
9 

3 
0 
0 

6 
2 
6 

4 
0 
2 

2 
0 
3 

15 
13 
18 

22 
0 
8 

17 
3 
6 

9 
0 
3 

9 
4 
5 

6 
0 
4 

4 
2 
0 

2 
1 
2 

2 
1 
1 

10 
3 
2 

16 
14 
29 

14 
3 

13 

16 
1 
6 

8 
1 
1 

8 
1 
1 

5 
0 
5 

8 
1 
0 

3 
0 
3 

4 
0 
0 

6 
1 
3 

53 (19.8) 
31 (49.2) 
80 (40.0) 

51 (19.0) 

31 (15.5) 

49 (18.3) 

23 (11.5) 

25 (9.3) 
 3 (4.8) 
9 (4.5) 

19 (7.1) 
6 (9.5) 

17 (8.5) 

17 (6.3) 
1 (1.6)

18 (9.0) 

15 (5.6) 
3 (4.8) 
0 (0.0) 

11 (4.1) 
3 (4.8) 

11 (5.5) 

10 (3.7) 
1 (1.6) 
3 (1.5) 

18 (6.7) 
4 (6.3) 
8 (4.0) 

aSome respondents reported multiple sources; thus, total number of respondent reports may be greater than the number 
of respondents in a cycle. bTotal number of responses provided by respondent types across cycles were: 268 (clients), 63 
(family members) and 200 (community professionals). Percentages represent the proportion of the response within the 
total number of responses provided by the respondent type. cChildren's services program, recovery events, sober house, 
Veterans Administration, law enforcement agency, fire department, "street" and unspecified. 

 6  (9.5) 

 5  (7.9) 
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