
Mike DeWine, Governor 
Lori Criss,  Director

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

A Targeted Response Initiative, November 2017 – April 2018

Ohio Substance Abuse Monitoring Network OSAM

May 2019

Prepared by: 

Ohio Department of Mental Health and Addiction Services 
Ohio Substance Abuse Monitoring (OSAM) Network 
Office of Quality, Planning and Research
Sanford Starr, MSW, LISW-S — Deputy Director

OSAM Research Administrators:

R. Thomas Sherba, PhD, MPH, LPCC — OSAM Principal Investigator 
Kathryn Coxe, MSW, LSW — OSAM Coordinator 
Jessica Linley, PhD, MSW, LSW — OSAM Quantitative Data Analyst 

OSAM Regional Epidemiologists: 

Gretchen Clark-Hammond, PhD, MSW, LSW, LCDCIII, TTS
Jennifer Olejownik, PhD
Alycia Taylor, MPA
Celia Williamson, PhD 

Acknowledgments: 

We would like to acknowledge the OSAM Regional Epidemiologists listed above for their efforts to this study in data collection, data 
organization, and report writing. We would also like to acknowledge Lisa M. Belton, MSW, Kathleen Gallant, BA, Louis Guardiola, Jr., MSW, 
LSW, LICDC-CS, and Mandy McGlone, MS, LCDC III, OCPS II, TTS for their assistance in data collection, data organization, and report writing.



Recommended citation for this report: 

Ohio Department of Mental Health and Addiction Services [OhioMHAS] (2019). Ohio Substance Abuse Monitoring 
(OSAM) Network. Ohio’s Response to 21st Century Cures Act in Addressing the Opioid Crisis: A Targeted Response 
Initiative, November 2017 – April 2018. Columbus, OH.



                             TARGETED RESPONSE INITIATIVEOSAM The Ohio Substance Abuse Monitoring Network 

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

  I. 

a. TRI Purpose.............................................................................................................................................5

III. a. Participants..............................................................................................................................................6

b. Data Collection.......................................................................................................................................6

c. Instrumentation.....................................................................................................................................7

i. Demographic surveys..........................................................................................................7

ii. Perceived Stigma of Addiction Scale (PSAS)...............................................................7

iii. Drug and Drug Problems Perceptions Questionnaire (DDPPQ)...........................7

iv. Professional Quality of Life (ProQOL).............................................................................7

v. Focus groups...........................................................................................................................7

d. Data Analysis...........................................................................................................................................8

a. Participants..............................................................................................................................................8

 i. Client demographics...........................................................................................................8

 ii. Community professional demographics.........................................................................8

iii. Family member demographics........................................................................................8

b. Current Community Messages Related to the Opioid Epidemic.........................................9

c. Preferred Community Messaging Related to Opioids.............................................................9

d. Perceived Stigma of Addiction Scale (PSAS)...............................................................................9

e. Community Approaches to Combat the Opioid Crisis..........................................................12

i. Client knowledge of approaches..................................................................................12

1. Medication-assisted treatment.........................................................................12

2. Narcan®....................................................................................................................12

3. Drug courts and incarceration........................................................................12

4. Other discussed approaches...........................................................................13

5. Tier 1 additional discussed approaches......................................................13

 IV. RESULTS  8

III. METHODS    6

II. INTRODUCTION 5

I.    EXECUTIVE SUMMARY    1

TABLE OF CONTENTS



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

ii. Family member and community professional knowledge of approaches................14

1. Tier 1 and Tier 2 additional discussed approaches......................................15

f.  Assessment of Narcan® Knowledge and Experience..................................................................................16

i. Client Narcan® knowledge and experience....................................................................16

ii. Family member Narcan® knowledge and experience................................................16

iii. Community professional Narcan® knowledge and experience..............................17

g. How Communities Are Responding to Approaches....................................................................................17

i. Additional treatment needs.................................................................................................18

1. Detoxification............................................................................................................18

2. Inpatient treatment.................................................................................................19

3. Long-term recovery supports/aftercare..........................................................19

4. Sober living/housing..............................................................................................19

5. Additional staff .........................................................................................................19

6. Tier 2 additional discussed treatment needs.................................................20

ii. Treatment needs for at-risk populations.........................................................................20

1. Adolescents................................................................................................................20

2. Women and women with children....................................................................21

3. Persons with dual diagnosis.................................................................................21

4. Persons who identify as LGBTQ...........................................................................21

5. Low-income families...............................................................................................21

h. Client Treatment Experience................................................................................................................................22

i. Access to treatment................................................................................................................23 

i.   Treatment Service Extent......................................................................................................................................23

i. Coordination of services........................................................................................................24

ii. Community professional assessments.............................................................................24

1. Drug and Drug Problems Perceptions Questionnaire (DDPPQ)..............25

2. Professional Quality of Life (ProQOL)................................................................25      

a. Appendix A: Ohio’s STR Grant Funding Tiers..................................................................................................29

b. Appendix B: Client Demographics.....................................................................................................................30

c. Appendix C: Community Professional Demographics................................................................................31

d. Appendix D: Family Member Demographics.................................................................................................32

V. REFERENCES     26

 VI. APPENDICES  27

TARGETED RESPONSE INITIATIVE OSAM The Ohio Substance Abuse Monitoring Network



                             TARGETED RESPONSE INITIATIVEOSAM The Ohio Substance Abuse Monitoring Network 

Ohio’s Response to 21st Century Cures Act in Addressing the Opioid Crisis  •  1

• Executive Summary  •

Respondents throughout communities reported 
misconceptions or general lack of understanding 
regarding addiction in community messaging. 
Respondents shared frequently hearing that addiction 
is a choice and a moral issue, and that persons 
with OUD are viewed negatively, often assigned 
stigmatizing labels by various members of the 
community, including “junkie” and “addict.” Clients and 
community professionals also reported frequently 
hearing that persons with addiction consume too 
many resources. 

All respondent types discussed preferred 
messaging they would like community members to 
hear regarding opioids, addiction, and the current 
opioid epidemic. They indicated wanting people 
in the community to hear and understand that 

addiction is a disease, and since addiction is a disease 
and a chronic condition, it should be treated as other 
chronic diseases. Respondents also discussed a desire 
for positive messaging pertaining to treatment and 
recovery, including: change is possible and that 
there is hope for persons with OUD to get needed 
treatment and to recover, and that recovery takes 
time and is a challenging, yet rewarding process. In 
addition, respondents discussed wanting community 
members to understand that people with addiction 
are people like everyone else. They noted that anyone 
is susceptible to addiction, and that the opioid crisis is 
a public health issue. Family members and community 
professionals discussed the need to reduce stigma 
surrounding OUD and addiction, and agreed that 
stigmatization of the disease is equally as harmful 
as addiction itself. When clients were screened for 

This Executive Summary presents key findings from the first of two targeted response initiatives 
(TRIs) designed to aid in the evaluation of Ohio’s STR (State Targeted Response to the Opioid Crisis) 
project funded through the 21st Century Cures Act. This first report serves as an initial assessment 
of communities at the start of STR funding. The Ohio Substance Abuse Monitoring (OSAM) Network 
assessed the implementation and impact of STR project-related activities on four Ohio communities, 
which included two different types of communities based on level of need of assistance in dealing 
with the opioid crisis. This summary highlights general key findings. For a detailed description of study 
methodology and in-depth analyses, including comparisons of findings by community type, see the 
Methods and Results sections of this report.

Data were collected through a mixed research methodology from November 2017 through April 
2018, utilizing quantitative and qualitative instrumentation. Four regional epidemiologists (REPIs), each 
assigned to one of the study’s four designated communities, conducted focus groups and administered 
surveys. A total of 335 respondents across communities participated in this first cycle of focus groups: 
183 clients receiving treatment for opioid use disorder (OUD), 54 family members of persons with OUD, 
and 98 community professionals whose work involves prevention/treatment of OUD. 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.  

OHIO'S RESPONSE TO 21ST CENTURY CURES ACT

IN ADDRESSING THE OPIOID CRISIS:

A TARGETED RESPONSE INITIATIVE, NOVEMBER 2017 - APRIL 2018
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consensus among most community professionals was 
that resources are limited and that their community 
does its best with what is available. In general, clients 
reported that, while some things have been done to 
address the opioid epidemic, there is much work still 
to do. Many family members held the view that help 
is not available until a person is in trouble with the 
law, and that the treatment centers that do exist are 
overwhelmed and unable to respond to all requests 
for help. 

All respondent groups reported that additional 
services are needed a great deal.  Family members 
expressed the need for a greater continuum of services 
from “detox” (detoxification, medically supervised 
withdrawal) through aftercare, and more long-term 
programs (e.g. sober living/housing). They noted 
that persons with OUD need immediate help when 
they are ready or they will no longer be open to it. All 
respondent groups recommended that treatment be 
made available on demand and discussed the need 
for treatment services specifically tailored to different 
subpopulations, including: women, adolescents, and 
people with dual diagnosis (co-occurring mental and 
substance use disorders). Family members and clients 
highlighted treatment services for adolescents with 
OUD as an unmet need in their communities. The 
majority of clients expressed general satisfaction with 
the services they had received from the programs 
in which they were currently enrolled, most often 
reporting that they would recommend the same 
services to a friend or loved one who was in need of 
similar help. However, the consensus among clients 
was that they did not receive all of the services they felt 
they needed from their program, most often reporting 
housing, job placement services, and transitional 
support/aftercare when exiting treatment as lacking or 
missing. 

When asked how easy or difficult it is for people to 
access treatment services in the community, community 
professionals most often reported ‘4-5’ on a scale from 
‘1’ (very difficult/cannot access treatment) to ‘7’ (very 
easy/no trouble accessing treatment at all). In general, 
community professionals commented that it’s easy to 
access treatment services if an individual is arrested or 
overdoses and needs access during business hours. 
There were many complaints across programs about 
long wait-times to access inpatient treatment services 
in particular and to having a central access point to 
treatment. Clients who accessed treatment easily/quickly 
were often referred by courts or some other entity (e.g. 

perceived stigma of substance abuse, as a whole, they 
perceived stigma as moderate to high.

Respondents identified many approaches 
currently employed in their communities to combat 
the opioid crisis, including: outpatient and inpatient 
treatment options, medication-assisted treatment 
(MAT), drug courts, incarceration, and 12-step 
programs. Clients in all communities cited MAT as a 
critical strategy to assisting those addicted to opioids 
to recover and indicated Suboxone® and Vivitrol® 
as the most common forms of MAT. However, only 
approximately half of all clients reported currently 
receiving MAT. Throughout communities, clients 
also discussed drug courts and incarceration as 
common approaches, although the use of these 
strategies reportedly varied between communities 
and within communities. While clients generally 
reported treatment as an alternative to incarceration 
via drug court participation, there was consensus 
that treatment as an option is offered inconsistently 
in that not everyone is given this option. Additional 
approaches discussed included Narcan® (naloxone, 
opioid overdose reversal medication) distribution 
and needle exchange programs.

The vast majority of all respondents reported 
having ever heard of Narcan®, with the majority 
of clients reporting knowing where to obtain the 
drug. However, only approximately 15% of clients 
reported currently having Narcan® on hand if 
needed for future overdoses, while approximately 
10% of all family members and 58% of community 
professionals reported currently possessing Narcan®. 
Clients most often reported obtaining Narcan® from 
Project DAWN (Deaths Avoided with Naloxone) sites. 
A quarter of community professionals reported 
having used Narcan® to reverse an opioid-related 
overdose. In addition, needle exchange programs 
were discussed as an approach among clients in one 
community. However, the majority of all clients 
(nearly 80%) reported past intravenous drug use, 
with the vast majority of these clients reporting 
having shared a needle(s) with another user(s) while 
injecting drugs: 45% of all clients reported testing 
positive for Hepatitis C.

When respondents were asked how well their 
community is responding to the above identified 
approaches for combating the opioid crisis, clients 
and community professionals most often reported 
‘4,’ while family members most often reported ‘1’ on 
a scale of ‘1’ (not well at all) to ‘7’ (extremely well). The 

TARGETED RESPONSE INITIATIVE OSAM The Ohio Substance Abuse Monitoring Network
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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 have 
participated in trainings/classes/conferences related 
to treating/preventing OUD. Results of a self-report 
questionnaire that measures healthcare 
professional’s attitudes towards working with people 
who use illicit or licit drugs in a non-therapeutic way, 
found that professionals throughout communities 
had similar positive attitudes towards working 
with persons with OUD. Results of a self-report 
questionnaire that measures helping professional’s 
quality of life using three subscales: compassion 
fatigue, burnout, and secondary traumatic stress, 
indicated that as a whole, the overall professional 
quality of life of our study population of community 
professionals is high. However, post hoc analyses 
resulted in a couple of significant findings. 
Compassion satisfaction was significantly higher for 
professionals who reported their length of service 
in their current position as 6 months to 1 year, 
compared to professionals who reported their length 
of service as more than 10 years. When scale scores 
were examined by the professional classifications 
of ‘first responder’ (e.g. EMTs and police officers), 
‘clinical’ (e.g. social workers and counselors) and ‘other 
clinical’ (e.g. agency directors and case managers), 
a significant association was found for secondary 
trauma. A significantly smaller proportion of first 
responders screened as having low secondary 
trauma than other clinical and clinical professionals, 
respectively. These findings may suggest that more 
veteran professionals as well as first responders may 
need additional supports.          

child protective services) that pushed their case through. 
Otherwise, most clients reported long waiting lists for 
services. In one community, clients reported wait-times of 
a month or more as a general rule. Family members also 
noted access to treatment services as difficult, especially 
without insurance. Family members, too, observed that 
people get help after they are arrested through a jail or 
court program or after overdosing, and they expressed 
regret at having to send their loved ones to another 
community for treatment. Reportedly, there are many 
barriers to accessing treatment if an individual is not 
arrested or has not overdosed.

When community professionals were asked if the 
services their program/agency delivers are reaching 
all those for whom they were intended, and if their 
program/agency delivers services that meet the needs of 
their clients, most community professionals responded 
'no' to both questions. There was consensus among 
providers that there are too many people seeking 
treatment for any agency to reach all that could benefit 
from its services, and there are not enough services 
available to meet the high level of needs of every client. 
Community professionals also discussed programs/
agencies not reaching some populations at risk (e.g. 
pregnant women) and not being able to offer all needed 
services (e.g. detox and inpatient treatment), citing lack of 
funding and facilities as primary barriers. There were 
discussions across communities regarding the impact of 
Ohio's recent behavioral health redesign implementation 
and the concerns expressed about the uncertainty of 
whether this would result in discontinued services or 
programs. 

There was almost unanimous agreement among 
community professionals that their program/agency 
is a part of a community treatment system. Treatment 
providers in all communities reported success in linking 
their clients to other programs/agencies for needs that 
they cannot meet. Several professionals reported that 
they keep a list of resources on hand for their clients. 
Professionals in all communities reported that they have 
referred clients to other programs/agencies and that they 
planned to continue to do so. When discussing the extent 
of cooperation among service providers, it was noted that 
disparate agencies are often brought together via the 
court/legal system. Several professionals throughout 
communities discussed that some agencies are more 
willing to collaborate than others and that competition 
can often overtake collaboration.
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of OUD explore the implementation and impact of STR 
project OUD-related activities. Information from TRIs 
provide real-time data on how local and regional efforts 
can be modified to best provide prevention, treatment, 
and recovery supports to persons affected by OUD in 
Ohio. More specifically, we 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 will 
be evaluated at study start (baseline), 6 months, and 12 
months to evaluate changes over time since STR funding 
was implemented in communities.

1. Assess current community messaging related to
opioids/heroin 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
medication assisted treatment [MAT]), as well as
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 (levels of care, existence of support groups,
access to MAT), as well as knowledge of how to access
needed services.

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 involves prevention/
treatment of OUD (treatment providers, law
enforcement officers, EMTs, etc.) to understand level
of compassion fatigue, factors associated with
compassion fatigue and risk for burnout.

7. Assess community professionals whose work involves
prevention/treatment of OUD perceived capability to
provide services to persons with OUD.

INTRODUCTION
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 
Grant2. STR grants are 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 deaths3. 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, 
Screening, Brief Intervention and Referral to Treatment 
(SBIRT), 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 project, the 
Ohio Substance Abuse Monitoring (OSAM) Network 
designed a series of targeted response initiatives (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.)4. This TRI report 
is the first of two, and it serves as an initial assessment of 
communities at the start of STR grant funding. OSAM 
biannual drug trend reports can be accessed at 
http://mha.ohio.gov/Research/OSAM.

TRI Purpose

Using OSAM’s methodology, six-month 
programmatic reviews involving clients of OUD treatment, 
family members of persons with OUD, and community  
professionals whose work involves prevention/treatment 
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to conduct focus groups every six months for 18 months 
with a minimum of 50 clients, 20 family members, and 20 
community professionals per ADAMHS board area per 
six-month reporting period. Due to difficulty in obtaining 
consent for minor participants, only individuals aged 18 
years or older were invited to participate in this study.

REPIs and the OSAM study 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 participate in agency family programming as well as 
agency staff. Likewise, physicians, nurses, law enforcement 
officers, and other professionals who work in the 
prevention/treatment of OUD were contacted and solicited 
for study participation. The sampling plan was one of 
convenience. Each focus group consisted of no more than 
12 participants and lasted no longer than 2 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, and 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 (note 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 with participant 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, potential 
participants and nonparticipants (those who declined to 
participate), as well as participating and nonparticipating 
programs/agencies/organizations or locations where focus 
groups were conducted will not be discussed or named in 
any report or publication.

All focus groups with clients and with family members 
were conducted at location of the 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 clients might feel “triggered” due to the nature of the 
questions asked regarding their recent/past substance 

Methods

Data were collected through a mixed research 
methodology, utilizing quantitative and qualitative 
instrumentation, from November 2017 through April 2018. 
Four regional epidemiologists (REPIs), each assigned to one 
of the study’s four designated alcohol, drug addiction and 
mental health services (ADAMHS) board areas, conducted 
focus groups and administered 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 are contracted by OhioMHAS and 
are 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. The four designated 
ADAMHS board areas consisted of two Tier 1 communities 
and two Tier 2 communities.

OhioMHAS identified counties in most need of 
assistance in dealing with the opioid crisis as falling into 
one of three Tiers5 . Tier 1 was determined based upon 
highest overdose death counts (2010-15), overdose death 
rates (2010-15), and fentanyl deaths (2015). This Tier 
consists of 20 counties covering 15 ADAMHS board areas, 
and represents 7,030,825 residents (60.5% of Ohio’s 
population). Tier 2 was determined based upon the 
second highest overdose death rates (2010-2015) and 
high need for illicit drug treatment (NSDUHs 2012-2014). 
This Tier consists of 27 counties covering 12 ADAMHS 
board areas, and represents 1,678,383 residents (14.5% 
of Ohio’s population). Tier 3 consists of the 41 remaining 
counties covering 24 ADAMHS board areas, and represents 
2,903,069 residents (25.0% of Ohio’s population). For a map 
of Ohio’s STR grant funding Tiers, see Appendix A.

Participants

In order to assess the impact of STR Opioid Crisis Grant 
funding on Ohio’s current 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 involves prevention/
treatment of OUD. Professionals who were considered 
treatment providers included nurses, counselors, and 
social workers. Other professionals who were considered 
law enforcement included coroners, detectives, judges, 
drug court staff, and probation officers. REPIs are required 

TARGETED RESPONSE INITIATIVE OSAM The Ohio Substance Abuse Monitoring Network



                             TARGETED RESPONSE INITIATIVEOSAM The Ohio Substance Abuse Monitoring Network 

Ohio’s Response to 21st Century Cures Act in Addressing the Opioid Crisis  •  7

or licit drugs in a non-therapeutic way7,8. Each item is 
measured on a 7-point Likert scale of ‘strongly agree,’ 
‘agree,’ ‘somewhat agree,’ ‘neither agree nor disagree,’ 
‘somewhat disagree,’ ‘disagree,’ and ‘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 licit or illicit 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. Note 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 helping
professional’s quality of life using three subscales:
compassion fatigue, burnout, and secondary traumatic
stress9. 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 more on the Compassion Satisfaction Scale indicates
that the professional probably derives a good deal of
professional satisfaction from their job. A score of 22 or less
on the Burnout Scale indicates that the professional
probably feels positive about their ability to be effective in
their work. A score of 22 or less 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 scripted protocols. All respondents were asked 
open-ended questions to assess current 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 knowledge of how to access needed services. 
Likewise, family members were asked a series of open-
ended and Likert-scale questions to assess knowledge of 
family members of persons with OUD as to the availability 
of community treatment services and knowledge of how to 
access needed services. Community professionals were 
asked a series of open-ended and Likert-scale questions to 
assess community professionals perceptions of community 

use. In the event that any participant experienced 
any psychological distress due to study participation, 
participants were advised to speak with their counselor. 
REPIs also briefed treatment staff on the nature of the 
study’s questioning and advised that some clients might 
need a debriefing following the focus group. Since focus 
groups took place at location of OUD treatment program, 
clinicians were present onsite. In addition, all participants 
were provided with the study coordinator’s and PI’s contact 
information.

Instrumentation

Demographic surveys. Participants across respondent 
types (client, community professional, and family member) 
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 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. The family member survey also 
captured level of education, number of family members 
currently receiving treatment, and relationship to family 
member(s) in treatment. In addition, all respondent 
types were surveyed on their knowledge and experience 
with Narcan®/naloxone (medication to reverse an opioid 
overdose).

Perceived Stigma of Addiction Scale (PSAS).  Client 
perceived stigma of substance abuse 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 substances6.
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 healthcare professional’s 
attitudes towards working with people who use illicit 
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during the past six months (60.0% vs. 40.0%)(N = 180, χ2 
= 7.115, df = 1, p = .008). Of the 124 clients that reported 
no current employment, 48.4% reported substance use as 
the reason for their current unemployment. Over two-
thirds of all clients across Tiers reported having ever had 
a mental health diagnosis (68.2%). For additional client 
demographic information, see Appendix B. 

Community professional demographics. A total 
of 98 community professionals participated in focus 
groups and completed surveys: 60 professionals from 
Tier 1 communities and 38 professionals from Tier 2 
communities. There were no significant differences 
between Tiers in terms of sex and race. The majority of 
professionals were female (62.9%) and white (99.0%). 
Community professionals across Tiers most often described 
their current workplace as providing the following types 
of care/services: outpatient substance abuse (68.4%), 
services for persons with dual diagnosis (30.6%), inpatient 
substance abuse (26.5%), and community-based mental 
health (26.5%). Approximately half of all professionals 
(48.0%) 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 (63.2% 
vs. 38.3%)(N = 98, χ2 = 5.745, df = 1, p = .017). 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, 41.2% reported 
having worked with individuals with OUD for greater 
than 10 years. For additional community professional 
demographic information, see Appendix C. 

Family member demographics. A total of 54 family 
members participated in focus groups and completed 
surveys: 36 family members from Tier 1 communities and 
18 family members from Tier 2 communities. There were 
no significant differences between Tiers in terms of sex 
and race. The majority of family members were female 
(85.2%) and white (90.1%). Over half of all family members 
(54.7%) reported their highest level of school completed 
as high school graduate/GED received or less. However, a 
significantly higher proportion of Tier 1 than Tier 2 family 
members reported some college to bachelor’s degree 
or higher (57.1% vs. 22.2%) (N = 53, χ2 = 5.850, df = 1, p = 
.016). The majority of family members in both Tiers (81.5%) 
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 
(24.1%), followed by daughter/son (16.7%). For additional 
family member demographic information, see Appendix D.

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 
one-way ANOVA), and Chi-square tests of independence. 
An alpha level of .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, a professional transcription service was used to 
transcribe all focus group audio recordings. REPIs and 
the study’s authors independently analyzed transcripts, 
coded for participant responses per study variable and 
identified recurrent responses to generate response 
categories. The 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. 

RESULTS

Participants

Client demographics. A total of 183 clients 
participated in focus groups and completed surveys: 
102 clients from Tier 1 communities and 81 clients from 
Tier 2 communities. There were no significant differences 
between Tiers in terms of sex and race. The majority of 
clients were female (54.6%) and white (92.3%). However, 
there was a significant difference in age with Tier 1 clients 
3.11 years older on average than Tier 2 clients (34.69 years 
vs. 31.58 years) (t = 2.354, p = .020). Over half of all clients 
(63.5%) reported their highest level of school completed 
as high school graduate/GED received or less. The 
majority of clients in both Tiers indicated heroin as their 
primary drug of choice (58.3%), followed by prescription 
opioids (15.4%). Approximately one-third of all clients 
(30.7%) reported being currently employed. However, a 
significantly higher proportion of Tier 2 than Tier 1 clients 
reported having been employed in legal jobs at any time 
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Current Community Messages  
Related to the Opioid Epidemic

Respondents in Tier 1 and Tier 2 communities 
discussed many different messages they frequently hear 
related to the current opioid epidemic. All respondent 
types in both Tiers reported misconceptions or general lack 
of understanding regarding addiction among community 
members. Respondents reported frequently hearing that 
addiction is a choice and a moral issue. Respondents noted 
hearing phrases like: “Why can’t they just stop using; They will 
never change; They won’t ever get better,” regarding persons 
with OUD. In addition, respondents in both Tiers reported 
that persons with OUD are viewed negatively and are often 
assigned stigmatizing labels, including: “junkie,” “low class,” 
“addicts,” “low-lifes,” and “no good people.” 

Respondents discussed frequently hearing that the 
current opioid epidemic is not only deadly, but that opioids 
are everywhere and everyone is overdosing on them. 
Some respondents also discussed frequently hearing that 
heroin is deadlier than ever, particularly since it is often 
mixed with fentanyl, fentanyl analogues, and carfentanil. 
Clients and community professionals in both Tiers reported 
frequently hearing that persons with addiction consume 
too many resources. Clients in one Tier 2 community 
reported hearing: “Why are we wasting tax money on them; 
Just let them die.” Community professionals in the other Tier 
2 community discussed frequently hearing that persons 
with OUD continue to use opioids because they can rely on 
Narcan® to save them from an overdose. For a list of current 
community messaging by theme, see Table 1.

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 wanting people in the community to hear 
and know that addiction is a disease. Clients and community 
professionals made a point to say that because addiction is a 
disease and a chronic condition, it should be treated as other 
chronic diseases, like diabetes and heart disease. 

Respondents in both Tiers also discussed wanting 
community messaging pertaining to treatment and 
recovery. Regarding treatment, respondents discussed 
wanting community members to know that change is 
possible and that there is hope for persons with OUD 
to get needed treatment and to recover. Community 

professionals in both Tiers reported wanting community 
members to know that not only is treatment available, 
but that there are different treatment options available 
for persons with OUD. Regarding recovery, respondents 
discussed wanting community members to understand 
that recovery takes time and is a challenging, yet rewarding 
process. They also reported that there are people in the 
community who are in long-term recovery, and discussed 
that community members need to be made aware of 
people in recovery who are current productive members of 
society. 

In both Tiers, respondents discussed wanting 
community members to understand that people with 
addiction are friends, family members, and people, 
like everyone else. Respondents reported that anyone 
is susceptible to addiction, and that this is a public 
health issue. Lastly, family members, and community 
professionals in both Tiers discussed the need to reduce 
stigma surrounding OUD, and agreed that stigmatization 
of the disease is equally as harmful as addiction itself. 
For a list of preferred community messages reported by 
respondents, see Table 2.

Perceived Stigma of  
Addiction Scale (PSAS)

The mean overall client PSAS score was 23.54 (n = 
176, R  = 21, SD = 3.84). PSAS mean scores did not differ 
significantly by Tier (t = 1.171, p = .243), suggesting that 
clients in both Tiers had similar perceptions of stigma 
towards persons with OUD. However, while the mean scores 
were very similar, post hoc Chi-square tests of each of the 
eight items of the PSAS screen by Tier found significant 
differences between Tiers on three items, and for each of 
these items, Tier 2 clients perceived greater stigma than 
Tier 1 clients. A significantly higher proportion of Tier 2 
than Tier 1 clients responded ‘disagree’ to ‘strongly disagree’ 
that most people would willingly accept someone who has 
been treated for substance use as a close friend (55.6% vs. 
31.7%) (N = 182, χ2  = 10.495, df = 1, p = .001). A significantly 
higher proportion of Tier 2 than Tier 1 clients responded 
‘disagree’ to ‘strongly disagree’ that most employers would 
hire someone who has been treated for substance use 
if he or she is qualified for the job (60.5% vs. 40.0%) (N = 
181, χ2  = 7.520, df = 1, p = .006). And, a significantly higher 
proportion of Tier 2 than Tier 1 clients responded ‘disagree’ 
to ‘strongly disagree’ that most people would be willing 
to date someone who has been treated for substance use 
(53.8% vs. 35.6%) (N  = 181, χ2  = 5.950, df  = 1, p = .015). 
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Table 1. Current Community Messaging Related to Opioids Perceived by Respondent Typea

Common Themes and Subthemes Clients
Family 

Members
Community 

Professionals
Lack of understanding about opioid addictionb   

Addiction is a choice

People with opioid addiction will not get better 

Viewed negatively: “Addicts,” “bad,” “junkies”

This is a deadly epidemicb   
Overdoses happen constantly 

Opioids kill; people are dying every day 

The epidemic is not going away

Drug use causes/has increased crimeb   

“Junkies” are responsible for community crime

Addiction does not discriminateb   

Opioids are highly addictivec  

Heroin is stronger todayb  

Heroin often contains fentanyl and other drugs 

Opioids control and ruin livesb  

Opioids destroy families

People with addiction consume too many resourcesb  

Reliance on Narcan®

“Why are we wasting tax money on them?”

“Just let them die”

Opioids/drugs are everywhereb  

Other Themes Clients
Family 

Members
Community 

Professionals

 - -

- - 

Addiction is a diseasec

Money will solve the issuec

Wait-times for treatment are longd -  -
a This information is not rank ordered. 
b Denotes theme in Tier 1 and Tier 2 communities. 
c Denotes theme in Tier 1 communities only. 
d Denotes theme in Tier 2 communities only. 

 -

-

 -

-

-
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Table 2. Respondents Preferred Community Messaging Related to Opioidsa 

Common Themes and Subthemes Clients
Family 
Members

Community 
Professionals

Addiction is a diseaseb   

Addiction is not a choice

Addiction is not a moral issue

Addiction is chronic

Addiction should be treated like other diseases

Addiction does not discriminateb  - 

Treatment is availablec -  

Treatment worksb   

People can change

There is hope

Treatment takes time/may take more than once

Recovery is a processb

People do recover

Recovery takes time

Recovery is challenging

There are people in long-term recovery

Recovery is worthwhile

Addiction does not define a personb

“Addicts” are people

People with addiction are family

(sons, daughters, etc.)

Stop stigmab -  

Stigma causes as much harm as addiction 

Do not use drugsb   -

Addiction happens quickly

Prescription opioids can lead to heroin use

Drugs are not good for the body
a This information is not rank ordered. 
bDenotes theme in Tier 1 and Tier 2 communities. 
cDenotes theme in Tier 1 communities only.
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(46.9% vs. 46.3%). Of these 83 clients, only 78 specified MAT 
type (Tier 1 n = 42, Tier 2 n = 36). Similar proportions of MAT 
clients in Tier 1 and Tier 2 communities reported currently 
receiving Suboxone®, Subutex® and methadone. However, a 
significantly higher proportion of MAT clients in Tier 2 than 
in Tier 1 communities reported currently receiving Vivitrol® 
(47.2% vs. 16.7%) (N = 78, χ2 = 12.720, df = 3, p = .004). See 
Figure 1 for the proportion of MAT types currently received 
across both Tiers.

Narcan®. Naloxone, opioid overdose reversal 
medication, was widely discussed as an important 
community approach among all respondent types in both 
Tiers. Thus, client Narcan® knowledge and use experience is 
discussed along with family member and community 
professional Narcan® knowledge and use experience. For 
client Narcan® data, see Assessment of Narcan® Knowledge 
and Experience below.

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 problems10. Throughout 
communities clients discussed drug courts and incarceration 
as strategies their communities have implemented in 
response to the current opioid crisis. However, the use of 
these strategies varied between communities and within 
communities. While clients generally reported treatment as 
an alternative to incarceration via drug court participation, 
there was consensus that treatment as an option is offered 
inconsistently in that not everyone is given this option. 

Clients discussed: “It’s a criminal offense to be a drug 
addict. That’s the difference between being an opioid addict 
and an alcoholic, you both have the disease, but the one makes 
you a criminal automatically…. You still just have a disease 
but that’s not the way our community approached it; They’re 
quicker to lock you up than offer treatment; Throw you in 

Figure 1. 
Types of Medication-assisted 

Treatment Currently Received (n=78)

Suboxone® Vivitrol®

Subutex®Methadone

Table 3. Client Identified Approachesa

Medication-assisted treatment (MAT) 

Narcan®

12-step programs

Detoxification

Counseling

Treatment programs

Drug courts

Incarceration

Community awareness campaigns

Quick response teamsb

Peer-to-peer supports (certified recovery coaches)b 

Needle exchange programsb

a This information is not rank ordered. 
b Discussed approach in Tier 1 communities only.

TARGETED RESPONSE INITIATIVE OSAM The Ohio Substance Abuse Monitoring Network

Community Approaches  
to Combat the Opioid Crisis

Client Knowledge of Community Approaches. 
Clients discussed many approaches currently employed 
in their communities to combat the opioid crisis. Below 
are descriptions of the most discussed approaches among 
clients. For a summary list of approaches, see Table 3.

Medication-assisted treatment. Clients in all communities 
discussed the availability of MAT as a community approach, 
viewing MAT as a critical strategy to assisting those addicted to 
opioids to recover. Clients discussed Suboxone® and Vivitrol® 
as the most common forms of MAT administered in their 
communities. Client comments included: “People that are on 
drugs just can’t up and quit … Suboxone® really helps; Medication-
assisted treatment is really the only way that I would have ever 
gotten clean.”

Of the 178 clients who responded to the MAT survey 
questions (Tier 1 n = 98, Tier 2 n = 80), less than half, or 83 
clients, reported currently receiving MAT, with almost equal 
proportions of Tier 1 and Tier 2 clients reporting current MAT 
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of client discussion of the following approaches in Tier 2 
communities does not necessarily indicate the absence of 
these approaches in these communities. 

Clients in one Tier 1 community reported the existence 
of Quick Response Teams (QRTs) as operating throughout 
their county. One client remarked, “They have a team that 
comes out the day after you overdose to ask you about 
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. 
Clients in the same Tier 1 community that reported QRTs as 
an approach also discussed the strategy of utilizing peer-
to-peer recovery supports. A client commented, “You’ve got 
people who are in recovery reaching out to people … in 
addiction, and, so, it’s a little more effective than having 
somebody who has no idea what addiction is like. You’ve got 
people who are getting certified as recovery coaches…. They 
know what’s going on. They know what’s happening.” 
This client made reference to the Ohio Peer Recovery 
Supporter Certification offered through OhioMHAS, which 
is formal certification for people with lived experience who 
undergo training in delivering peer services12. Note “peer 
recovery supporter” is an all-inclusive term consisting of 
peer specialist, recovery coach, and peer support. 

Clients in the other Tier 1 community discussed needle 
exchange (aka syringe exchange) programs as among their 
community approaches. 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. 
However, client discussions around needle exchange 
programs often focused on the view that these programs 
enable drug use and result in an increase in the improper 
disposal of needles (i.e. more needles found lying around 
in public places). 

Clients discussed: “They’re doing needle exchanges for 
people who do intravenous use … I think they’re trying to 
help. I don’t know if they’re going about it the right way, per se 
… they’re spending a lot of money on needle exchanges when 
they need to build more recovery centers or make the ones 
that we have bigger so there are more beds; I see them 
helping…. Not helping them in a good way though. Like they 
got the needle exchange, you go in, take your old needles and 
they will just give you free ones … that is just telling them it is 
okay [to inject drugs]…. I see them trying [to help] but they 
are also enabling [drug use].”

jail; They have drug court, too, you know, which helps some 
people….” 

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, and as increasing in some areas. 
However, one Tier 2 community talked about a drug 
court opening soon in their area. Both Tier 1 communities 
reported an increase in drug court programs. A Tier 1 client 
stated, “Before they just locked everyone up, now you see 
them sending people to treatment more and more, which is 
good because jail doesn’t solve addiction.”

Other discussed community approaches. Substance 
abuse treatment (inpatient/residential and outpatient), 
“detox” (detoxification, medically supervised withdrawal) 
and counseling were frequently identified as tools used to 
combat opioid addiction. Note this study’s clients were 
recruited through substance abuse treatment, usually an 
intensive outpatient program (IOP). In addition to formal 
treatment programming, clients throughout communities 
also identified 12-step programs (structured peer-
supported recovery groups), such as Alcoholics 
Anonymous (AA) and Narcotics Anonymous (NA), and in 
one Tier 1 community, Heroin Anonymous (HA), as other 
community approaches. Clients discussed 12-step meeting 
attendance as a requirement of drug treatment/drug court 
programs. One client stated, “They put me through AA and 
NA … making me get papers signed [to verify attendance].” 

Community awareness campaigns were also 
universally noted among communities. Clients 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. Hope for Heroin Walk), a city-wide “Say No 
to Dope” campaign, and mass media campaigns such as 
radio and television advertisements and public service 
announcements (PSAs). A client discussed, “Like the walks 
and the marches and stuff like that that they do around town 
[raise awareness] … we go around cleaning up the parks of 
drug paraphernalia, needles or anything that would hurt 
children that shouldn’t be there.”

Tier 1 additional discussed 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 discussed among Tier 2 communities. Note the absence 
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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 
additional approaches in their communities to combat 
the opioid crisis. Below are descriptions of these 
additional approaches. For a summary list of additional 
approaches, see Table 5.

Although needle exchange programs were only 
discussed as an approach among clients in one Tier 1 
community, all clients were surveyed on intravenous drug 
use and needle practices. The majority of all clients (78.6%) 
reported having ever used needles to inject drugs, with a 
significantly higher proportion of Tier 1 than Tier 2 clients 
reporting needle use (85.1% vs. 70.4%) (N = 182, χ2 = 5.831, 
df = 1, p = .016). More clients in Tier 1 than in Tier 2 
communities reported obtaining needles from a needle 
exchange program (n = 20 vs. n = 4) For a summary list of 
sources from which clients obtained needles, see Table 4. 

Table 4.  Where Clients Obtained Needlesa

Source for Needle(s)
Number of Client 

Reports
Drug dealer 100

Other intravenous user 86

Pharmacy 62

Family or friend 50

Big box store (e.g. Walmart) 29

Needle exchange 24

Pet store or veterinarian 11

Internet purchase 5

Medical clinic 4

Other sourceb 4
a Some clients reported multiple sources; thus, total number of     
 client reports is  > 143.
b Other sources included: insulin user, found on street, and found  
 in trash can.

Lastly, in regards to intravenous drug use, clients were 
surveyed on sharing needles while injecting drugs and on 
their Hepatitis C and HIV (human immunodeficiency virus) 
status (note there were no significant differences between 
Tier 1 and Tier 2 communities on these aforementioned vari-
ables). Of the 143 clients who reported having used needles 
to inject drugs, 87.4% reported having shared a needle(s) 
with another user(s) while injecting drugs. Of all clients, 
45.0% reported testing positive for Hepatitis C, and 2.8% 
reported testing positive for HIV. For additional information 
on client testing for Hepatitis C and HIV, see Figures 2 and 3.

Figure 2.
Client Hepatitis C  Status  

(n=180)

Never tested Tested, never positive

Don’t know if tested

Never tested Tested, never positive

Tested, positive Don’t know if tested

Figure 3.
Client HIV Status (n=179)

Tested, positive
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and organizations together to strategize community 
approaches. These groups of law enforcement, treatment 
providers, medical personnel, local and county officials, 
etc. meet regularly to discuss community needs and the 
targeting of community resources in the most effective ways 
in assisting individuals and families affected by the current 
opioid epidemic. Community professionals described: 
“There’s an opioid task force…. There has been a lot of 
community interaction, a number of community partners; Our 
community has a lot of local groups and organizations that 
have formed on their own to kind of combat the opioid crisis 
here in the town; [Our] county has a county cares committee 
that consists of probably 25 professionals that meet once a 
month to strategize on ways to prevent substance abuse.”

Faith-based initiatives that address addiction and 
promote recovery play a role in the treatment systems of 
Tier 1 and Tier 2 communities. Community professionals 
acknowledged faith-based organizations (i.e. churches) 
as providing treatment, linkages to treatment, as well as 
providing meeting space to support groups such as AA 
and NA. Community professionals in one Tier 2 community 
discussed the treatment initiatives of area churches: “Some 
of the churches are getting clients coming in with drug and 
alcohol problems … they also have trained counselors and it’s 
not just faith people (ministers and pastors). It is people who 
have licenses. We have a couple of churches [offering drug 
counseling]; [One church] just opened their treatment 
center. They [employ] people with drug and alcohol 
backgrounds and mental health backgrounds, too.”

Tier 1 and Tier 2 additional discussed community 
approaches. In addition to the above outlined community 
approaches to combat the opioid epidemic, there were 
a few other community approaches discussed among 
Tier 1 communities that we not discussed among Tier 2 
communities and vice versa. Note the absence of discussion 
of an approach in a Tier, does not necessarily indicate the 
absence of the approach in that Tier’s communities.

Table 5. Family Member and Community Professional Identified Additional Approachesa 

Sober living/housing Helplineb

Family support groups (e.g. Al anon) School-based preventionb

Anti-drug coalitions/task forces Child Protective Services (CPS) interventionsc

Faith-based initiatives Family drug courtsc

Drug take-back eventsb

a This information is not rank ordered.
b Discussed approach in Tier 1 communities only.
c Discussed approach in Tier 2 communities only.

Sober living or sober housing is a residence 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. A family member emphasized 
the importance of sober living arrangements in the 
community, stating, “If they don’t go straight into sober 
living right from inpatient [treatment], then they’re back out 
[using drugs] … they relapse.” Community professionals 
in one Tier 1 community discussed partnerships between 
treatment agencies and sober housing. A professional 
described, “[Treatment agencies] partnered with some 
people who have sober houses … they put their people 
(clients) there and then they come pick them up every day 
and take them to treatment….” This professional went on 
to state, “Some people are going to detox and then going to 
a recovery house and getting a recovery coach and doing an 
outpatient [treatment program] and that might be perfect 
for them…. They might not need 90-day inpatient residential 
[treatment].” 

Family support groups, such as Al anon, a 12-step 
program for loved ones of persons with an addiction, are 
viewed as a crucial component of recovering communities. 
A family member shared, “The friends and family meetings 
saved my life. It taught me how to recover, being a mom of 
an addict…. It eased him (my son) of his guilt because I could 
forgive him. I could move on … I don’t know where I would 
be without that support group.” In addition to community 
sponsored family support groups, treatment providers 
noted that treatment programs often have a family 
component. One treatment provider stated, “We have offered 
different support things for family members … helping families 
dealing with addicts and alcoholics in recovery.” 

Community professionals in Tier 1 and Tier 2 
communities discussed coalitions and task forces created 
in response to the opioid crisis. Anti-drug coalitions 
and opioid task forces bring key community leaders 
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Assessment of Narcan®  
Knowledge and Experience 

Client Narcan® knowledge and experience. The vast 
majority of all clients (85.2%) reported having ever heard of 
Narcan®. Clients discussed: “Narcan® saved my life; I would 
not be here, and some of my loved ones would not be here, but 
for Narcan®; You can go get Narcan® at the pharmacies or the 
emergency rooms; Narcan® is more available; They are 
teaching kids how to administer Narcan® to their parents.” 

Of the clients who reported having ever heard of 
Narcan® (Tier 1 n = 84, Tier 2 n = 71), significantly higher 
proportions of clients in Tier 1 than Tier 2 communities 
reported knowing where to obtain Narcan® for future use 
(77.5% vs. 62.3%) (N = 149, χ2 = 4.103, df = 1, p = .043), and 
reported having obtained Narcan® for future use (45.0% vs. 
27.5%) (N = 149,  χ2 = 4.852, df = 1, p = .028). Of the 55 clients 
who reported having ever obtained Narcan® (Tier 1 n = 36, 
Tier 2 n = 19), 81.5% reported having been trained on how to 
use Narcan® when they obtained it, and a significantly higher 
proportion of these clients in Tier 1 communities than in Tier 
2 communities reported having used Narcan® on someone 
else to reverse an opioid-related overdose (48.6% vs. 10.5%) 
(N = 54, χ2 = 7.816, df = 1, p = .005). 

Of all clients, 14.8% reported currently having Narcan® 
on hand if needed for future overdoses. Clients in both Tier 
1 and Tier 2 communities most often reported obtaining 
Narcan® from Project DAWN sites. Project DAWN (Deaths 
Avoided with Naloxone) is a community-based overdose 
education and naloxone distribution program sponsored 
by the Ohio Department of Health13. Clients discussed the 
availability of Narcan® as expanding, with one Tier 1 
community reporting that the drug is now available in 
schools. For a list of all sources from which clients have 
obtained Narcan®, see Table 6.

Family member Narcan® knowledge and 
experience. Of all family members, 74.1% reported having 
ever heard of Narcan®. One family member commented, 
“Professionals are now carrying Narcan® to prevent a death 
when there is an overdose.” Of the 40 family members 
who reported having heard of Narcan®, 57.5% reported 
knowing where to obtain Narcan®. However, only nine 
family members total from both Tiers reported having 
obtained the drug, with seven of these family members 
reporting having been trained on how to use Narcan® 
when they obtained it. No family member reported having 
used Narcan® on someone else to reverse an opioid-related 
overdose. Of all family members, 10.7% reported currently 
having Narcan® on hand if needed for future overdoses. 

Family members in one Tier 1 community discussed 
their county’s sheriff’s office sponsoring drug take-back 
events as a community approach to preventing diversion 
and misuse of opioids as well as overdose. Reportedly, 
the sheriff’s office established several drop-off locations 
throughout the county where citizens could surrender 
expired, unused, and unwanted medications. Community 
professionals in this same Tier 1 community also identified 
their ADAMHS board as having established a helpline, 
a link to centralized assessment and treatment referral. 
Reportedly, those who want help can call the helpline to 
begin the process to receive services. 

Additionally, both Tier 1 communities discussed drug 
prevention campaigns in schools to educate and increase 
awareness of the dangers of opioid use. A community 
professional shared, “We do a [program] with the schools … 
we call ‘The Dangers of Opiates.’ We went to all the seventh 
grade classes and had them write a report on the dangers of
opiates …. We get volunteers, retired schoolteachers, to teach 
this program.” A family member remarked, “The sheriff, 
they’ve been doing programs with ADM (the ADAMHS board), 
going to the high schools and trying to educate the high 
school students [on opioid use].”

Family members in one Tier 2 community noted Child 
Protective Services (CPS) removal of children from parents 
who have OUD as a response to addressing the opioid 
crisis; however, many family members expressed that they 
would like to see more CPS support for the parent with 
OUD. One family member commented, “Taking people’s 
kids, just like straight taking their children from them … I 
know that the kids need to be safe, but when they don’t give 
[parents with OUD] enough time to work a program or 
enough support … there needs to be more than just going 
in and taking their children away or puttin’ them in jail … I 
just think that everybody needs to be more involved.” Family 
members in the same Tier 2 community also discussed 
family drug court as an approach to help families with 
substance abuse issues. Family drug courts, usually with 
CPS involvement, function similar to drug courts in that 
they are intense programs consisting of court appearances, 
drug testing, counseling, and treatment requirements with 
the goal of improving outcomes for families. One family 
member stated, “Family drug court I thought was a good 
thing for women and children … families and children.”
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Table 6. Where Narcan® Was Obtained

Source for Narcan®
Number of  

Client Reports
Number of Family 
Member Reports

Number of Community 
Professional Reports

Project DAWN site 20 5 34

Drug treatment agency 15 2 9

Pharmacy 13 3 10

Medical clinic 6 - 5

Emergency room/EMS 4 - 14

Doctor’s office 3 - 2

Mental health agency 2 2 6

Health department 1 1 10

Other source 7a - 1b

a Other source included: children’s services program, friend, needle exchange program, and workplace.
b Other source was law enforcement agency.

For a list of all sources from which family members 
have obtained Narcan®, see Table 6.

Community professional Narcan® knowledge 
and experience. All community professionals reported 
having heard of Narcan®, with the majority of professionals 
(91.8%) also reporting knowing where to obtain Narcan®. 
Over half of all community professionals (61.2%) reported 
having ever obtained Narcan®; and of these 60 community 
professionals who reported having ever obtained Narcan®, 
95.0% reported having been trained on how to use 
Narcan® when they obtained it, and over a quarter (26.7%) 
reported having used Narcan® on someone else to reverse 
an opioid-related overdose. Of all community 
professionals, 58.2% reported currently having Narcan® on 
hand if needed for future overdoses. For a list of all sources 
from which community professionals have obtained 
Narcan®, see Table 6.  

Community professionals discussed pushback within 
their communities to the provision of Narcan®, citing 
that some community members believe that too many 
resources are being consumed by those who “choose” 
to use opioids and that Narcan® provides a safeguard 
to overdose, thus enabling continued opioid use. One 
treatment provider discussed, “We can’t just say, ‘this person 
has been ‘narcan-ed’ (administered Narcan®) this many times 
and we can’t apply that anymore’ because it doesn’t matter 
if it takes 50 times … that’s 50 more times that we have a 
chance to get that person into long-term treatment, so we 
can’t just cut it off at one or two times…. I’d just like for people 
to remember that [persons with OUD] are people … mothers, 
fathers, sisters, brothers, daughters….”

How Communities Are  
Responding to Approaches

When respondents were asked how well their 
community is responding to the above identified 
approaches for combating the opioid crisis, clients and 
community professionals most often reported ‘4,’ while 
family members most often reported ‘1’ on a scale of ‘1’ (not 
well at all) to ‘7’ (extremely well). The consensus among 
most community professionals was that resources are 
limited and that their community does its best with what is 
available. Professionals in one Tier 1 community also noted 
that there is not enough evidence (nationwide) about best 
practices to know what is best to implement. In addition, 
professionals in the same Tier 1 community discussed 
addiction as a problem which needs to be addressed from 
all sides, indicating a lack of recovery supports, and 
explaining that a person can successfully exit treatment but 
be plunged back into their old lifestyle with poor housing, 
low job opportunities, and drugs that remain readily 
available. In general, clients reported that, while some 
things have been done to address the opioid epidemic, 
there is much work still to do. Many family members in 
both Tiers held the view that help isn’t available until a 
person is in trouble with the law, and that treatment 
centers that do exist are overwhelmed and unable to 
respond to all requests for help.

All respondents were asked to describe changes, if any, 
they have noticed in their community as a result of their 
community’s approaches to combat the opioid crisis. 
Common themes were found across respondent types and 
Tiers. For a list of the most reported observations, see Table 7. 
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Table 7. Observed Changes as a Result of Community Approachesa

Narcan® saves lives
Increase in awareness of opioid epidemic/addiction 
Increase in number of people seeking help 
Increase in needle exchange programs
Increase in treatment as an alternative to incarceration 
Increase in MAT programs (i.e. Vivitrol®)
More people in recovery

Increase in methamphetamine use due to MAT strategies
Resistance to treatment centers in the community
Treatment programs only reaching a small proportion of people who need services 
Community pushback/people not caring (i.e. compassion fatigue)
More attention directed to policing/increased incarceration

to go out of county for detox services, with a few clients 
reporting having gone to neighboring states to detox. 
Moreover, all respondent types discussed the need for 
detox on demand. One family member commented, 
“Detox, that’s usually the first step … but it’s got such a long 
waiting list. If an addict comes in … they want help right 
then …. Find them help right then … [or] they’re going back 
out to use and they may not come back in.” In addition, a 
few community professionals in one Tier 2 community 
discussed that the detox centers that are available are of 
poor quality; and several community professionals in Tier 
1 communities noted the lack of detox care in prisons and 
jails. They reported that people who are sent to jail for 
drug-related offenses are often forced into detox without 
medical assistance and endure opioid withdrawal-related 
symptoms. 

Respondents in both Tiers also discussed that 
immediate transition from detox to inpatient or outpatient 
treatment is needed so that persons with OUD who are 
treated in detox can be immediately enrolled in treatment, 
rather than waiting long periods and risk no longer being 
open to treatment. Clients shared: “There’s a gap between 
detox and inpatient treatment. They detox them and then 
they put them right back out on the street. They gotta wait 3, 
4 weeks for inpatient; The day that I got out of detox 
I relapsed because no one told me where I could go [for 
further treatment].” Community professionals discussed 
that even without formal detox, clients who wish to enroll 
in treatment at any level of care are often asked to wait for 
weeks before getting into their first appointment. 

aThis information is not rank ordered.

Additional treatment needs. When asked how great 
the need for additional treatment services is in their 
respective communities, clients, family members, and 
community professionals in both Tiers were in unanimous 
agreement. All respondent groups reported that additional 
services are 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). 
Clients discussed: “There’s not enough help. There is good 
help, but there is not enough; We need more treatment 
centers, more beds, more detox, more sober living … I mean 
the list goes on … clean needles, all of that stuff.” 

Family members expressed the need for a greater 
continuum of services from detox through aftercare, and 
more long-term programs. They noted that persons with 
OUD need immediate help when they are ready, or they will 
no longer be open to it, and help often is not available. One 
family member stated, “If I come to you right now and say I 
want help, I need it right now. Don’t tell me I got to go on a 
waiting list and tell me to come back in two weeks. By two weeks, 
I’ve already found some dope and I’m already getting high 
again.” Treatment providers concurred that people who call 
wanting treatment are desperate for help and immediate 
placement is simply not available. Below are descriptions of 
treatment service needs most discussed among respondents. 
For a summary list of treatment needs, see Table 8. 

Detoxification. All respondent types in both Tiers 
discussed 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 

Positive Observations

Negative Observations
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Table 8. Community Identified Treatment Needsa

Detoxification Additional staff
Inpatient treatment MAT prescribersb

Long-term recovery supports/aftercare Increased outreachb

Sober living/housing
a This information is not rank ordered.
b Discussed need in Tier 2 communities only.

employment support. One client commented, “Always offer 
the aftercare side … resources like job help. Help with bills…. 
I don’t think that should be a lifelong thing but I think it is 
absolutely necessary when you are trying to change your life 
and set yourself up for success, especially those with children.” 
Community professionals discussed: “Our treatment 
professionals do a pretty good job of getting someone to 
stop using, but they have too short of a focus. They think 
their job is done when they get out of that 30-day, 60-day, 
90-day program and that’s the tip of the iceberg; Something I
would like to see as far as aftercare goes is more resources for
employment and stuff for people who may have had issues
legally….”

Sober living/housing. Respondent types throughout 
Tiers also discussed the need for housing that is conducive 
to recovery. Community professionals discussed: “Housing 
is huge. We don’t have enough housing for these folks; After 
they graduate from their treatment program, for that next 
year [they need sober housing] … there’s really no way for 
these people to go back home, or into the same environment, 
back to people that use around them … that’s why they end 
up … relapsing; There is a lot of housing out there, but it’s not 
safe. Once they get into some of these apartment complexes, 
in places with crime [they use again]….” Clients shared: “We 
don’t have sober living; When I got out of treatment, I was 
homeless…. I had to go back to the [homeless shelter] … it’s 
hard not to relapse when all of the things (drugs, triggers to 
use) are around me.”

Additional staff. Community professionals in one Tier 
2 community and clients in one Tier 1 community 
discussed needing additional staff to reduce large 
caseloads. One client observed, “The benefits have been cut 
back … there’s more clients and less staff members. So, it’s 
everybody working around everybody’s schedule. And, it’s 
hard … it’s hard to get somebody’s attention … for them to 
just drop what they're doing, to attend to your need, you 
know….They’re stressed, everyone, with what they got going 
on and sometimes that carries on to the way that they act 
upon us clients…." A community professional commented, "I 
feel that we do have a lot of [treatment] options [in the 

A community professional recommended, “A stabilization 
unit, without a doubt, would be able to help people … [when] 
there were no beds available for them to go into residential 
treatment ….”

Inpatient treatment. In addition to needing detox 
centers, all respondent types in both Tiers discussed 
the need for inpatient treatment facilities, and specified 
needing immediate inpatient treatment access for persons 
with OUD. Community professionals in a Tier 1 community 
stated: “I think that there is a need for more treatments, more 
inpatients … especially [for] opiate addicts, because [opioid 
addiction] is very hard to kick long-term; They give them a 
phone number. That phone number may or may not work, 
and more often than that it means sitting in a waiting room 
for hours on end or leaving a message that doesn’t get a call 
back.” A professional in a Tier 2 community reported, “We 
have really long waiting lists still here and by the time it comes 
down for people to come in here a lot of them are not wanting 
to come any more and they are back out using…. There was 
one girl that was scheduled to come in here, but then she did 
not want to come in by the time it was finally time for her to 
come in, and she, actually, just recently ended up passing 
away due to an overdose….”

Long-term recovery supports/aftercare. There was 
much discussion in both Tiers that the duration of current 
treatment programs is inadequate, too short. Family 
members shared: “There needs to be longer treatment. I 
mean people need to stay in treatment much longer than they 
are now … 30 days or even 60 days is not going to do the trick. 
People need to change everything about the way they live 
their lives. That is hard to do in 30-60 days; I just don’t think 
that the aftercare after treatment is as strong as it should 
be.” One mother of a son with OUD remarked, “There’s no 
aftercare, none. In 90 days they’re going to toss (discharge) 
him out. Then he’s going to come to mom and we’re going 
to replay this over and over again [speaking of a cycle of 
relapse and treatment].”

Clients and community professionals in both Tiers also 
discussed the need for aftercare, particularly the need for 
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for treatment services specifically tailored to different 
subpopulations, including: women, adolescents, and 
people with dual diagnosis (co-occurring mental and 
substance use disorders). Community professionals in one 
Tier 1 community also discussed that additional treatment 
services are needed for people in the LGBTQ (lesbian, gay, 
bisexual, transgender, and questioning) community. One 
professional commented, “I don’t think there are enough 
facilities. There are tons of different groups … the homeless 
people, women with children, and teens. It goes on and on, 
and I think almost every group is underserved.”

Clients in 3 of 4 communities most often reported 
a moderate score of ‘3-5’ when asked how well current 
treatment services address the needs of populations at 
risk. This question received a moderate score because 
either clients were confused by the question, usually 
due to the phrase “needs of populations at risk,” or they 
thought that current services were not collectively the 
best that they could be. Clients in the fourth community, a 
Tier 1 community, most often reported ‘7’ when assessing 
how well current treatment services address the needs 
of populations at risk. In this community, while there was 
recognition that there are not enough treatment services 
and that budget cuts have limited what agencies can do, 
clients discussed that once a person is in treatment the 
services are good. Thus, when discussing their current 
treatment center, the vast majority of clients in this 
community were pleased with the care they received. In 
terms of populations at risk, clients in both Tiers discussed 
the need for treatment services specifically for adolescents, 
and clients in one Tier 1 community also noted treatment 
services lacking for women.

Family members in both Tiers most often reported ‘2’ 
or ‘3’ when assessing how well treatment services address 
the needs of populations at risk. Family members in 
both Tiers reported that services are needed for women 
and adolescents. In addition, family members in Tier 2 
communities also identified few to no treatment services 
for women with children or for low-income families. Below 
are descriptions of treatment service needs of populations 
at risk as identified by respondents. Note the absence of 
client discussion of an identified population at risk does 
not necessarily indicate the absence of this population, or 
their need, in the community. 

Adolescents. In both Tiers, community professional 
discussions mostly focused on the need for increased 
prevention efforts targeted at adolescents. They discussed: 
“I think another thing is our juveniles. There is really not a lot 
for them. They grow up and they see [drug abuse] … they 

community], but there are overwhelming caseloads right 
now … we could always use more help.”

Tier 2 additional discussed treatment needs. Clients in 
one Tier 2 community discussed the need for additional 
MAT prescribers and alternatives to Suboxone®. They 
discussed: “More doctors; Almost five months before I found 
a [MAT] doctor, you know within a 15-mile radius. There 
should be more available than that. I only know of one right 
now that is actually within 15 minutes from here; Maybe 
even methadone [should be available] because some people 
cannot take the Suboxone® … there aren’t any methadone 
clinics unless you’re going to Columbus.”

Clients in both Tier 2 communities discussed the 
need for increased outreach. They suggested that their 
communities needed to be educated about the opioid 
epidemic and aware of the resources to combat it. One 
client remarked, “A lot of people don’t know how to start in 
treatment…. I have talked to a lot of people and they just 
don’t know how.” Clients suggested that more information, 
advertising, and outreach be available online for those in 
the early stages of recovery. Comments included: “You need 
to get something on the Internet. That is the biggest thing; 
On Facebook … something to let people know that it is not 
just you struggling … you can find stuff, but you need it more 
local. Like if I knew the counseling was here, I probably would 
have started [treatment] sooner.” 

Clients also observed that more advertising was 
needed on TV, radio, and billboards. One client stated, 
“There’s just not enough information out there for us…. 
I think commercials for like hotlines to call for addiction 
centers that will help you find a facility to go to, help you like 
with insurance and things like that.” Lastly, clients in Tier 2 
communities thought that creative strategies could be 
utilized to promote education on addiction and linkages 
to treatment. One client described, “Ever go to the restroom 
and see where they have the domestic violence things (cards 
with a hotline number to call for help)? They should have stuff 
like that for heroin addiction. If you’re trapped [in addiction] 
… these are the numbers you should call…. Those are the 
things that should be out in the community.”

Treatment needs for at-risk populations. When 
asked how well current treatment services address the 
needs of populations at risk, community professionals 
in Tier 1 and Tier 2 communities most often reported 
‘4’ on a scale from ‘1’ (not well at all) to ‘7’ (extremely 
well). In addition to reiterating the need for additional 
inpatient treatment services and recovery housing, 
community professionals in both Tiers discussed the need 
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community professionals in one Tier 1 community 
reported: “Another area that I see a lot of struggle … is 
placement for women with children. There are no real places 
right now for people who have children; We have [a facility] 
in Huntington [West Virginia] … the only space that takes 
babies that were born addicted, but in [this county] or this 
area right here, we have nothing that I know of personally 
that can accommodate women, and babies that are born 
addicted, and it’s a desperate need in this area.” Clients and 
family members also noted the need for programs 
designed to accommodate women with children. One 
client shared, “There is no sober living for a mom with her 
kids. I’ve been on a waiting list for six years.” A family member 
stated, “I would like to see maybe a women and children’s 
group … give them some place to live.”

Persons with dual diagnosis. Several community 
professionals in Tier 1 and Tier 2 communities discussed 
the need for treatment services that address persons with 
dual diagnosis. Professionals frequently discussed mental 
health issues related to trauma. A community professional 
stated, “I think there is a lot of trauma that people have 
suffered in this area that doesn’t get addressed … and you 
know if the substance abuse is being addressed and [mental 
health] is not, I think that is … getting them [to abuse 
opioids]…."  Another professional remarked, “If you don’t 
address both, you address neither.” Community professionals 
in one Tier 2 community reported: “I think a big [challenge] 
is combining the substance abuse and mental health together 
… two different centers … and that’s hard when you’re 
meshing that together; Something happened to them as a 
child or as a mid-adult and they mask with drugs to deal with 
the pain…. Addiction starts and the mental issue is still there 
… they feel it’s easier to get high and not deal with it.”

Persons who identify as LGBTQ. Some community 
professionals in one Tier 1 community expressed that 
treatment services specifically for people in the LGBTQ 
community are lacking in their area. One professional 
discussed, “I’m going to say there is one population that I 
always have a hard time finding placement for and that’s 
those that, are of different sexual orientation. If they present 
as male or female or if they are bisexual, lesbian or gay and 
trying to place them into a traditional, for lack of a better 
term, treatment facility, sometimes that sets them up for 
failure and I hate that. I would like to see us have more 
resources and opportunities to place them into a more 
comfortable situation for themselves, so they can get what 
they need.”

Low-income families. While all respondent types in 
both Tiers discussed lack of insurance coverage and poor 

come from families where they see this … they grow up to 
think it is normal and it just carries on; Prevention in schools 
[is needed].” In one Tier 2 community, while community 
professionals acknowledged that efforts lead by local 
law enforcement and the ADAMHS board has helped to 
fill this critical gap in services for this population, they 
indicated that more prevention programs for adolescents 
are needed. These professionals commented: “I think 
they are doing a good job, or at least a better job of getting 
programs in the schools, specifically prevention programs. 
There was a gap there for years but that is an effort lead by the 
police department … to get more prevention programing in 
[schools] to deal with the at-risk youth population; I think if 
we had more funding, it would be a lot easier …. We do have 
the police department and we have juvenile courts … 
teaching kids to do things but … there are a lot of kids that 
need [prevention services]…."

Family members and clients discussed treatment 
services for adolescents with OUD as an unmet need in 
their communities. Family members shared: “I know very 
little about [treatment options for] teens; I think there is one 
[youth facility], but I don’t even know if that’s drug related. I 
think it might just be for problematic [behaviors]; I don’t think 
that they have very many solutions out here for teens…. My 
boyfriend, his 14-year-old niece is out there just starting to get 
into drugs and wandering the streets and stuff, and they’ve 
called the police [who] told them that there’s nothing they can 
do about it. You have to be willing to go into treatment, and 
when you’re like so rebellious, you’re not going to be willing to 
go put yourself in a lock-down (inpatient treatment) facility; 
Some lock-down facilities you have to be 18-years old 
anyway.” Clients discussed: “I think there could be more in this 
town for the youth. I was talking to my counselor the other 
day, and I think they just started a [treatment] group [for 
adolescents] … we have to start [addressing addiction] with 
our youth; There’s not a lot of treatment options for people 
under 18 [years of age].” 

Women and women with children. All respondent types 
in both Tiers discussed the need for treatment services 
specific to women. A family member remarked, “They need 
more for women. It’s all for men.” A client commented on 
the need for sober housing for women: “When I got out of 
treatment … I did not have a women’s facility to go to…. I had 
to go somewhere else where there was a lot of drug use … I had 
no other options.” 

Community professionals mostly discussed needing 
detox facilities for pregnant women, facilities who can 
care for children born addicted to drugs, and child care 
options for women who are receiving treatment. Several 
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recommend the same services to a friend or loved one 
who was in need of similar help. However, 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 was ‘yes.’ Housing 
and job placement services (e.g. connections to temporary 
employment agencies and employers who hire those in 
OUD recovery and those with a criminal past) as well as 
transitional support/aftercare when exiting treatment were 
the services most often mentioned as lacking. 

Clients said: “Besides help with a job later on, no, I can’t 
think of anything; Life skills or more support in putting your 
life together [is missing]; It would be nice once you complete 
a program if they can kind of funnel you into a living quarter 
and getting yourself back on your feet to reestablish your 
credit or your financial status….” Other clients reported: “I 
had a dual diagnosis … I got counseling for drug addiction 
[only]; It’s too difficult to coordinate mental health 
treatment with substance abuse treatment. It’s entirely two 
separate things.” For a list of types of services needed but 
not received as reported by clients, see Table 9.

When asked to describe the level of satisfaction 
with the services/care received on a scale from ‘1’ 
(completely dissatisfied) to ‘7’ (extremely satisfied), clients 
by community most often reported either ‘6’ or ‘7.’Client 
ratings most often reflected satisfaction with their current 
treatment provider/program. Comments included: “It’s a 
good place. They’re very helpful and educated, and you can 
tell they genuinely care … I have recommended [this 
treatment program] on numerous occasions; They want to 

finances as barriers to accessing treatment services, family 
members in one Tier 2 community specifically stated that 
treatment services are not reaching low-income families. 
They indicated that their community is not taking care of 
the treatment needs of poorer families that do not have 
a payer source, such as Medicaid or adequate income 
to enable them to enter treatment. One family member 
commented, “There are of course people getting help, but 
there’s still a large population out there in [the community] 
that are unattended (not receiving needed treatment 
services) … low class … if you walked around, there’s lots of 
neighborhoods where you hear lots of stories about people 
passing (overdosing and dying).”

Client Treatment Experience

When asked, ‘did you receive the kind of services you 
needed, and were the services you received the right 
approach for helping you,’ the overall consensus among 
clients in both Tiers was ‘yes’ to both questions. Clients 
commented: “I didn’t get what I wanted, but I did get what I 
needed; I had a very good counselor; I believe I did receive the 
treatment I need; Once I began with MAT here, I was seeing 
myself becoming sober and clear minded; Yes, [treatment] 
helped me to go to meetings and in recognizing triggers and 
giving alternative ways to deal with emotions and problems 
that come up instead of using.”

The majority of clients in both Tiers felt that they had 
received the services they needed from the program in 
which they were currently enrolled and that they would 

Table 9. Types of Services Needed but Not Receiveda

Life skills training  Residential treatment

Transitional housing  Financial assistance with insurance copays

Employment services  Additional time in treatment beyond 28 days that insurance covers

 “Helper meds”b Housing assistance

Transportation Transitional support/aftercare

Mental health services  Wraparound services 

Physical health services  Trauma-informed care 

Detox in the community 

a This information is not rank ordered. 
b Partial, one-time prescription or take-home doses of MAT medication until client can see/get  
  established with an MAT doctor; often the wait for the initial appointment is a couple of weeks.
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see us succeed; I liked it and I’ve been sober now for longer 
than I’ve been in a long time.” 

Access to treatment. When asked how easy or 
difficult it is for people to access treatment services in the 
community, community professionals in both Tiers most 
often reported ‘4-5’ on a scale from ‘1’ (very difficult/cannot 
access treatment) to ‘7’ (very easy/no trouble accessing 
treatment at all). In general, community professionals 
commented that it’s easy to access treatment services 
if you are arrested or overdosed and you need access 
during business hours. There were many complaints across 
programs about long wait-times to access inpatient 
treatment services and having a central access point to 
treatment. Reportedly, there are many barriers to accessing 
treatment if you are not arrested or have not overdosed.

Community professionals discussed: “It’s very 
challenging. You have to have your crisis during business 
hours, Monday through Friday 8:30 to 4:30; We have a front 
door glitch. We used to be able to take people into our 
residential treatment program directly. Now we have to go 
through central (centralized assessment and referral); You 
have to set up an appointment just to get started. That’s not 
the appointment that’s going to get you in [treatment]. That’s 
the assessment appointment; To get into residential 
treatment, [you have to call] once a week. To get into detox, 
you have to call every day to see if there is a bed available, and 
then get there. You have to have … proof of residency … 
some type of mail. Well, most of them are homeless and don’t 
have a phone.”

While clients in Tier 2 communities most often reported 
moderate ease in accessing services by assigning scores of 
‘4’ and ‘5’ on the above accessibility scale, generally, in Tier 1 
communities, the ratings were split between the lower and 
higher ends of the scale. Those who accessed treatment 
easily/quickly were often referred by courts or some other 
entity (e.g. CPS) that pushed their case through. Otherwise, 
most clients reported long waiting lists for services. In one 

Table 10. Identified Barriers to OUD Treatmenta

Long waiting lists

Treatment is time consuming (with work and child care responsibilities) 

No detox center in the community

Poor attitudes of some providers/past negative experience with 
treatmen proft essionals 

Lack of financial support/insurance 

Strict and cumbersome rules (no absence policy) 

Lack of transportation/no public transportation 

Shortage of doctors who specialize in addiction 

Fear of going to jail due to outstanding warrants 

Strict guidelines/processes to enrolling into treatment
a This information is not rank ordered. 

Tier 1 community, clients reported wait-times of a month 
or more as a general rule. Clients commented: “You literally 
have to ‘catch a case’ (get arrested) to get help; At one point in 
time I thought about getting clean … I went and tried to do 
that (enter a treatment program) … I was there and realized I 
wasn’t going to get in, so I gave up and never showed up again 
… the only reason I got into treatment is because I got arrested; 
There’s no easy help.” 

Overall, family members reported difficulty in 
accessing treatment services, especially without insurance. 
Throughout communities in both Tiers, family members 
most often reported a treatment accessibility rating of ‘1-3.’ 
They replied: “[Treatment programs] seem to just care about 
money and insurance and less about people; It’s very difficult. 
If you don’t have insurance, you’re not getting in anywhere; 
If you have insurance, you can use it like a visa card to get in 
and out of treatment centers.” In addition, family members 
also observed that people get help after they are arrested 
through a jail or court program or after overdosing. One 
family member remarked, “If you have to commit a crime 
or ‘OD’ (overdose) to get treatment, something is wrong.” 
Lastly, family members expressed regret at having to send 
their loved ones to another community for treatment. 
For a list of barriers to treatment services as identified by 
respondents, see Table 10. 

Treatment Service Extent

When community professionals were asked if the 
services their program/agency delivers are reaching all 
those for whom they were intended, and if their program/
agency delivers services that meet the needs of their 
clients, most community professionals in both Tiers 
reported ‘no’ to both questions. There was consensus 
among providers that there are too many people seeking 
treatment for any agency to reach all that could benefit 
from its services, and there are not enough services 
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available to meet the high level of needs of every client. 
Community professionals in both Tiers discussed programs/
agencies not reaching some populations at risk as identified 
previously (e.g. pregnant women) and not being able to offer 
all needed services (e.g. detox and inpatient treatment), 
citing lack of funding and facilities as primary barriers. There 
were discussions across communities regarding the impact of 
Ohio's recent behavioral health redesign implementation and 
the concerns expressed about the uncertainty of whether this 
would result in discontinued services or programs.  

In Tier 1 communities, treatment providers specifically 
made note that they needed to implement trauma-informed 
care, as well as offer more culturally diverse treatment to 
people who are not white and who are of different sexual 
orientations. In Tier 2 communities, providers reported 
needing additional funding for programming to extend 
to family members of persons with OUD, and to extend 
programming to clients (e.g. 24/7 treatment access). Providers 
also specified needing funding for additional staff members, as 
their current client to clinician ratio is already too high to 
accommodate more people in need of treatment services. 

Although most community professionals acknowledged 
not being able to reach all people in need and not being able 
to deliver all needed services, community professionals in one 
Tier 1 community highlighted their county’s quick response 
teams as working to reach people in need and to link to 
needed services. Other professionals reported that they link/
refer clients to other providers for needs they cannot meet. 
One professional remarked, “If we can’t give it to them, we will 
find somewhere that can.”

Coordination of services. There was almost unanimous 
agreement among community professionals of both Tiers that 
their program/agency is a part of a community treatment 
system. For instance, many treatment providers discussed 
working in tandem with drug courts and CPS to help persons 
with OUD in meeting treatment needs and recovery goals. 
Treatment providers in all communities reported success in 
linking their clients to other programs/agencies for needs that 
they cannot meet. In one Tier 1 community, professionals listed 
referring clients to: other treatment programs, court/legal 
services, doctors, Bureau of Vocational Rehabilitation, mental 
health providers, community action programs, and GED 
services. Several professionals reported that they keep a list of 
resources on hand for their clients, and some providers also 
reported referring clients to agencies in other states, such as 
neighboring West Virginia.

Professionals in all communities of both Tiers reported 
that they have referred clients to other programs/agencies 

for needed services and that they planned to continue to do 
so. Referrals will continue either because it is part of one’s job 
or a facility’s purpose. One professional stated, “It’s part of our 
job…. We want to see them get better. We will always give them 
information on where they can go to get help.” Additionally, 
many community professionals expressed that they make 
referrals out of their personal desire to assist others who need 
help. 

There was agreement among community professionals 
that different treatment programs are aware of each 
other. When discussing the extent of cooperation among 
service providers, it was noted that disparate agencies are 
often brought together via the court/legal system. Several 
professionals throughout communities in both Tiers discussed 
that some agencies are more willing to collaborate than 
others and that competition can often overtake collaboration. 
Reportedly, in one Tier 2 community, there is much rivalry and 
competition among community professionals. One treatment 
provider explained, “I think we operate under the premise that 
we are all struggling for clients. Like there is not enough of them 
to go around that we need to fight and be nasty, and so there are 
some other agencies in the area that they don’t share 
information and they don’t coordinate.”  When asked how well 
treatment agencies in the community work together on a 
scale of ‘1’ (not at all) to ‘7’ (completely), professionals in all 
communities most often assigned a moderate score of ‘3-5.’ 
While it was noted that there are times organizations work 
well together (such as in court settings), this was said not to 
be the case at other times. 

Community professional assessments. When asked if 
the services offered by their programs/agencies were of good 
quality, community professionals universally responded 'yes.' 
Comments included: “Definitely, staff are trained; Programs are 
evidence-based; Clients are treated with respect and dignity; 
We’re always increasing and adding new things.” The majority of 
community professionals stated that they have participated 
in trainings/classes/conferences related to treating/
preventing OUD. These included: classes in school, 
Continuing Professional Education (e.g. trainings provided 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.
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‘strongly agree’ across items ranging from 51.0% to 80.2%. 
However, significantly higher proportions of professionals in 
Tier 1 than Tier 2 communities reported strong agreement. For 
a list of list of these six DDPPS items, see Table 11.

Professional Quality of Life (ProQOL). The mean overall 
ProQOL scores were as follows: 42.05 for the Compassion 
Satisfaction Scale (n = 96, R = 20, SD = 5.01); 20.28 for the 
Burnout Scale (n = 96, R = 20, SD = 4.08); and 20.72 for the 
Secondary Trauma Scale (n = 96, R = 24, SD = 4.82). As a 
whole, our study population of community professionals 
scored in the top quartile of people taking the ProQOL, in-
dicating that the overall professional quality of life of these 
professionals is high. 

When ProQOL scores were compared between Tiers, 
no significant mean differences in scale scores were found 
by Tier: Compassion Satisfaction (t = 1.502, p = .136); Burn-
out (t = -.586, p =.559); and Secondary Trauma (t = .794, p 

In addition, professionals attended child welfare and the Ohio 
Supreme Court specialized docket trainings. Some agencies 
had in-house trainings. However, law enforcement 
professionals in one Tier 1 community indicated that police 
lacked training in dealing with addiction, yet they noted 
police as on the front lines of their community’s opioid crisis.

Drug and Drug Problems Perceptions Questionnaire 
(DDPPQ). The mean overall DDPPQ score was 48.04 (n = 94, R = 
108, SD = 18.97). DDPPQ mean scores did not differ significantly 
by Tier (t = -.041, p = .968), suggesting that professionals in both 
Tiers had similar positive attitudes towards working with 
persons with OUD. However, while the mean scores were very 
similar, post hoc Chi-square tests of each of the 22 items of the 
DDPPQ screen by Tier found significant differences between 
Tiers on the first six items that measure the confidence level of 
professionals in their knowledge of OUD. More than half of all 
community professionals reported ‘agree’ to ‘strongly agree’ to 
each of these items, with the total proportion of ‘agree’ to 

Table 11. Community Professional Perceived Capability to Provide OUD Services by Tier (N = 96)a

DDPPQ Item Tier
% Strongly 

Agree % Agree
% Less than 

Agreeb p-valuec

1 55.2% 25.9% 19.0% .011

2 26.3% 52.6% 21.1%

1 41.4% 37.9% 20.7% .044

2 18.4% 60.5% 21.1%

1 50.0% 29.3% 20.7% .025

2 23.7% 52.6% 23.7%

1 46.6% 24.1% 29.3% .003

2 15.8% 52.6% 31.6%

1 44.8% 20.7% 34.5% .003

2 18.4% 52.6% 28.9%

1. I feel I have a working knowledge of opioids and
opioid-related problems.

2. I feel I know enough about the causes of opioid
problems to carry out my role when working with
opioid users.

3. I feel I know enough about the physical effects of
opioid use to carry out my role when working with
opioid users.

4. I feel I know enough about the psychological effects
of opioids to carry out my role when working with
opioid users.

5. I feel I know enough about the factors which put
people at risk of developing opioid problems to carry
out my role when working with opioid users.

6. I feel I know how to counsel opioid users over the
long term.

1 34.5% 15.5% 50.0% .025

2 15.8% 36.8% 47.4%
a Tier 1 (n = 58); Tier 2 (n = 38). 
b Due to small numbers of negative responses, the responses of ‘somewhat agree’ to ‘strongly disagree’ were collapsed. 
c Significant Tier difference at p < .05. 
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= .429). However, comparison of means post hoc found a 
statistically significant mean difference in compassion 
satisfaction scores between categories of length of service 
in current position as determined by one-way ANOVA
(F(4,92) = 2.746, p = .033). A Tukey post hoc test revealed 
that compassion satisfaction was significantly higher for 
professionals who reported their length of service in their 
current position as 6 months to 1 year (m = 44.16, SD = 
4.51, p = .049) compared to professionals who reported 
their length of service as more than 10 years (m = 40.11, SD 
= 4.82). There were no significant differences between 
professionals reporting other lengths of services (i.e. < 6 
months, > 1 year to 5 years, and > 5 years to 10 years).

Additionally, Chi-square tests were performed post 
hoc, finding a couple of significant associations. A 
significantly higher proportion of professionals in Tier 1 
communities screened as having high compassion 
satisfaction than professionals in Tier 2 communities
(66.1% vs. 39.5%) (N = 97, χ2 = 6.641, df = 1, p = .010). When 
scale scores were examined by the professional 
classifications of first responder (e.g. EMTs and police 
officers), clinical (e.g. social workers and counselors) and 
other clinical (e.g. agency directors and case managers), a 
significant association was found for secondary trauma. A 
significantly smaller proportion of first responders 
screened as having low secondary trauma than other 
clinical and clinical professionals, respectively (41.9% vs. 
64.7% vs. 73.5%) (N = 97, χ 2 = 8.073, df = 2, p = .018).
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Appendix B. Client Demographics (N = 183)a

Tier 1 Tier 2

Client Demographics  (N = 183)a

a Tier 1 (n = 102); Tier 2 (n = 81). Due to missing or excluded invalid responses, variable totals may not equal 183. 
b Eight respondents reported more than one race; thus, total number of responses is > 183. 
c Other race responses were not specified
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Appendix C. Community Professional Demographics (N = 98)ᵃ

Tier 1 Tier 2

Community Professional Demographics  (N = 98)a

a  Tier 1 (n = 60); Tier 2 (n = 38). Due to missing or excluded invalid responses, variable totals may not equal 98. 
b Some respondents reported more than one type of care/service as provided; thus, total number of responses is > 98. 
c  Other types of care/service included: primary care and vocational services. 
d Other profession included: legal liaison, mortician, and treatment assistant.
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Appendix D. Family Member Demographics (N = 54)ᵃ

Tier 1 Tier 2

Family Member Demographics (N = 54)a

a Tier 1 (n = 36); Tier 2 (n = 18). Due to missing or excluded invalid responses, variable totals may not equal 54. 
b Four respondents reported more than one race; thus, total number of responses is >  54. 
c Other race response was not specified. 
d Some respondents reported more than one family member currently in treatment; thus, total number of responses is > 54.
e Other family member included: girlfriend, ex-spouse, and friend.
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