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Top 3 Recommended Concepts  
1.  Expansion of diversion and intensive case management programs such as Law Enforcement Assisted 

Diversion (LEAD), Arrest and Jail Alternative (AJA), and Recovery Navigator Program (RNP) in cities, 

counties, and tribal communities; including staffing and competitive wages for positions; with a focus on 

diversity, equity and inclusion in staff hired and individuals served. Requiring collection and publication of 

de-indentified data, as well as annual evaluation and reporting of demographics of individuals served 
2.  Funding trainings for criminal court staff, therapeutic court staff, law enforcement, and DOC staff (including 

community correction officers), on variety of topics, including but not limited to: Fentanyl Use and Treatment, 
Benefit of Treatment Courts and Diversion Programs, Sequential Intercept Model, Stigma Reduction Training, 
Mental Health, Substance abuse, Infectious Disease, MOUD etc. 

3.  Increasing and expanding access to MOUD (Medication for Opioid Use Disorder)  in city, tribal, county, and 
regional correctional facilities. Expansion of access includes contracting partnership with local OTP’s and 
providers, training for jail and prison staff on MOUD, on site MOUD educator/advocate, staff a Chief of 
Addiction Medicine at DOC and clinical leadership and medication management system. 
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Recommendation 1 
Novelty Title Min Funding Needed People Impact 

Expanded  Expansion of Diversion and Intensive Case 
Management Programs AJA, LEAD, and RNP 

$18,000,000 10000+ 

 

SITUATION –The criminal justice system has long been the ineffective solution to the public health crisis of substance use, 

mental health needs, homelessness, and poverty. In efforts to provide treatment, instead of punishment, Washington 

state has dedicated millions in funding and thousands of administrative hours towards pre-arrest and diversion 

programs. Three of these programs are the Law Enforcement Assisted Diversion (LEAD) expansion, the Arrest and Jail 

(AJA), and the Recovery Navigator Program (RNP). Currently two of these programs, LEAD and AJA, funding is set to 

expire June 30, 2023; with the AJA sites operating at a loss as they report they do not receive sufficient funds to meet 

the needs of their communities. Despite all 39 counties in WA-state currently receive RNP funds, with 4 of those 

counties using those funds to enhance their LEAD programs, the death and overdose rate has been on an incline the 

past two years, indicating expansion of all three programs is needed, as the needs of the community has increased.  

BACKGROUND – According to University of Washing: Addictions, Drug, & Alcohol Institute the number of opioid involved 

drug-caused deaths was 852 in 2019, with a tentative report of a 43% increase in 2020. Another notable change in 

recent years, is the increase in the use of synthetic opioids, largely fentanyl, which has been a contributing factor to 

increase in both accidental overdoses and opioid involved deaths. In addition to the increase in opioid use, overdose, 

and deaths, the past two and half years the COVID-19 pandemic has had significant impact on the rates of mental health 

symptoms and substance use disorder nationwide. Data from the Kaiser Family Foundation: Mental Health and 

Substance Use Fact Sheet-WA States reports an increase of mental health symptoms/concerns with 3 out of ten adults 

reporting symptoms of anxiety and/or depression since May 2020, as compared to approximately one in ten in 2019.  

The same report reiterates the tentative findings from The University of Washington regarding overdose deaths, with 

Washington increasing from 15.5 per 100,000 in 2015 to 22.4 per 100,000 in 2020. Historically the approach to the 

prevalence of substance use and mental health symptoms has been to punish and/or incarcerate individuals, falsely 

believing the criminal justice system will act as a deterrent, and will ultimately decrease substance use, behavioral, and 

mental health symptoms. As many studies have shown, there is a much more effective approach to these crises, which 

includes intensive case management and diversion programs, such as LEAD, AJA, and RNP.  

LEAD is a pre-booking/pre-arrest diversion program for individuals experiencing substance use disorder, mental health 

crises, and extreme poverty. The focus of LEAD is for law enforcement to refer individuals, whenever appropriate, to 

community based, intensive care coordination to address social determinants of health, in lieu of addressing these 

issues in jail and the formal justice system. Similarly, the AJA and RNP programs are defined as “LEAD-like” and hopes to 

achieve many of the same goals, though in slightly different ways, adjusting more the needs of the community and the 

operational capabilities of each city/county. All three programs however, strive to achieve the following goals: 1) 

Reorient government’s response to safety, disorder and health-related problems; 2) Improve public safety and public 

health through research-based, health-oriented and harm reduction interventions; 3) Reduce the number of people 

entering the criminal justice system for low-level offenses related to drug use, mental health, sex work, and extreme 

poverty; 4) Undo racial disparities at the front-end of the criminal justice system; 5) Sustain funding for alternative 

https://adai.washington.edu/WAdata/opiate_home.htm
https://www.kff.org/statedata/mental-health-and-substance-use-state-fact-sheets/washington/#:~:text=As%20shown%20in%20the%20figure%20below%2C%20in%20Washington%2C%2071.6%25,not%20receive%20mental%20health%20treatment
https://www.kff.org/statedata/mental-health-and-substance-use-state-fact-sheets/washington/#:~:text=As%20shown%20in%20the%20figure%20below%2C%20in%20Washington%2C%2071.6%25,not%20receive%20mental%20health%20treatment
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interventions by capturing and reinvesting criminal justice system savings; and 6) Strengthen the relationships between 

law enforcement and the community. 

According to The LEAD National Support Bureau LEAD programs not only benefit and improve the lives of individuals 

served, they also have fiscal benefits to our criminal justice and legal system; resulting in significant reductions in 

utilization and associated cost. The recidivism evaluation conducted in 2015 and 2017 reports individuals in LEAD were 

58% less likely to be re-arrested and 39% less likely of being charged with a felony long term, compared to individuals 

who went through the traditional criminal legal process. Another study, The Impact of Prosecutorial Diversion Programs 

on Behavioral Health Service Use and criminal Justice System Involvement, done by Washington State Department of 

Social and Health Services demonstrates other benefits of diversion. Key findings of that study includes reduction in days 

of incarceration, fewer state psychiatric hospital stays, and more outpatient behavioral health treatment days, 

compared to individuals who did not receive diversion efforts.  

ASSESSMENT – Though WA-State has made significant efforts in the past three years, to increase access to needed 

intensive case management services and diversion programs, additional funds and expansion of each program is 

necessary as no one program fits the needs of all individuals and the current capacity for these programs are below the 

need of services. Currently the AJA and LEAD programs are funded to June 30, 2023, with no current plans for 

permanent funding beyond that. Washington state allocated 47 million for the 2021-2023 biennium to develop and 

implement the RNP, with plans to continue funding beyond that point, however many counties have reported operating 

at capacity and in need of additional funding. Studies continue to show the efficacy of diversion and intensive case 

management programs and though strides have been made in providing these services, with the increase in overdoses, 

deaths, and mental health symptoms, WA state is still working at a disadvantage. Increasing funds and expanding 

beyond current locations for LEAD, AJA, and RNP will improve our state’s ability to meet the needs of all communities.  

RECOMMENDATION – Increase funding for current AJA, LEAD, and RNP programs, as well as expand AJA and LEAD 

throughout multiple counties and cities in Washington State. Increased funding is to be utilized to hire adequate 

staffing, including case managers, supervisors, administrators, and providers, at a competitive wage, through a diversity, 

equity, and inclusion lens. Funding will also be needed to conduct program evaluation and reporting on an annual basis, 

including reports on demographics of individuals referred and served by each program to address and improve any 

equity concerns in population served. Expansion of current programs will be implemented within the first 6 months, 

with new programs needing a year to be developed and implemented.  

 

 

  

  

https://www.leadbureau.org/evaluations
https://www.leadbureau.org/_files/ugd/6f124f_f4eed992eaff402f88ddb4a649a9f5e6.pdf
https://www.dshs.wa.gov/sites/default/files/rda/reports/research-11-260.pdf
https://www.dshs.wa.gov/sites/default/files/rda/reports/research-11-260.pdf
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Recommendation 2 
Novelty Title Min Funding Needed People Impact 

New Trainings for Courts, Law Enforcement , and 
Dept of Corrections staff 

$2.5 million  10000+ 

 

SITUATION – Treatment courts and diversion programs often face resistance from individuals and groups within in the 

criminal legal system. This resistance frequently limits the development, implementation, and overall operation and 

efficacy of treatment courts and diversion programs.  Often, resistance to change is a result of lack of information or 

misinformation of the change at hand; and this is the case with treatment courts and diversion programs. 

BACKGROUND – Per the American Psychiatric Association: Stigma, Prejudice and Discrimination Against People with 

Mental Illness, stigma often comes for lack of understanding (lack of information or misinformation) and fear. According 

to The National Library of Medicine: National Center for Biotechnology Information stigma has negative consequences 

not just how a group of individuals are viewed, but also on how the individual views themselves. According to Casa 

Palmera Residential Treatment Center, common misconceptions about those who struggle with substance use disorder 

individuals that are living in the inner city and experiencing poverty. It is also often assumed that these individuals are 

uneducated, criminals, who choose to use drugs, not worried about the consequences, and seek for the society to take 

care of them. Though this article speaks to substance use, many of these stereotypes are associated with individuals 

who struggle with mental health symptoms as well. The facts of both substance use and mental health, and information 

based on medical science, is often dismissed, ignored, or misunderstood.  

Individuals who are stigmatized often are reluctant to seek help, treatment, and/or interventions. In like manner, 

because of public stigma, individuals in certain communities (including but not limited to those with mental health and 

substance use experiences, as well as individuals who face extreme poverty and/or are unhoused) are often seen in a 

negative light and discriminated against, resulting in lack of treatment, lower quality of life, unemployment, lack of 

housing, and other unfortunate consequences, including involvement in the criminal legal system and incarceration. 

Treatment courts and diversion programs aim to correct many of these negative consequences by offering appropriate 

treatment and intensive case management services for the most vulnerable population in WA-state but continue to face 

resistance from key stakeholders within their local communities and criminal legal system because of lack of 

information, misinformation, and/or preconceived beliefs. 

ASSESSMENT – Lack of education and continuous spread of misinformation among those that work within the criminal 

legal system is a significant barrier to the operation of existing treatment courts and diversion programs, not to mention 

the much-needed expansion of these programs statewide. During the Criminal Justice Opioid Workgroup meeting held 

on August 17, 2022, multiple examples of how misinformation and lack of facts has resulted in the criminal legal system 

neglecting (or at least was reluctant) to intervene and provide necessary aid to individuals displaying mental health 

symptoms and/or symptoms of an overdose. Misinformation on issues such as mental health, substance use (notably 

fentanyl use and toxicity), MOUD, efficacy of diversion/treatment courts, infectious diseases (HIV, HepC) and other 

social needs to be addressed and many in the criminal legal system would benefit from re-education. Much like most 

systems, the criminal legal system works better when all involved have the same goals and create those based on facts 

https://www.psychiatry.org/patients-families/stigma-and-discrimination
https://www.psychiatry.org/patients-families/stigma-and-discrimination
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1489832/
https://casapalmera.com/blog/drug-addiction-stereotypes/
https://casapalmera.com/blog/drug-addiction-stereotypes/


2022 Opioid Settlement Funding Project Recommendation 
 
and the most up-to-date information on what works. Treatment courts and diversion programs have proven themselves 

effective, in comparison to the traditional criminal justice approach of incarceration. Treatment courts and diversion 

programs aim to provide effective treatment for SUD and MH, as well as provide intensive case management services 

for individuals who are experiencing socio-economic challenges. In addition to all these services providing evidence-

based services to many in need, they also reduce the strain on the current criminal legal system that is often 

understaffed, overworked, underfunded, and overpopulated. 

RECOMMENDATION – Provide substantial funding to provide adequate training for staff involved in any section of the 

criminal legal system, including staff of criminal and treatment courts, diversion programs, law enforcement, and 

Department of Corrections. These trainings need to be conducted by subject matter experts who have the latest facts on 

each selected topic (Fentanyl Use and Treatment, Benefit of Treatment Courts and Diversion Programs, Sequential 

Intercept Model, Stigma Reduction Training, Mental Health, Substance Use Disorder, Infectious Disease, MOUD etc.). 

Training sessions will be provided throughout the span of 18 months.  
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Recommendation 3 
Novelty Title Min Funding Needed People Impact 

Expanded  Increasing and expanding access to MOUD 
(Medication for Opioid Use Disorder)  in city, 
tribal, county, and regional correctional 
facilities.  
 

$45,000,000 10000+ 

 

SITUATION –Medicaid benefits are suspended during incarceration, leaving tribal, county, and regional jails and state 

prisons to fund MOUD treatment for incarcerated individuals within their facility. Despite legislative appropriation of 

$10 million in 2021 to expand access of MOUD in jails, these funds were significantly insufficient. At this time, only 19 of 

the 58 city, tribal, county, or regional facilities are funded, with these funds expiring in 2023.  

BACKGROUND – Washington state has a total of 58 county, city, regional and tribal correctional facilities, and 12 state 

prisons, with a daily average population of 20,321 in 2019, per National Institute of Corrections. According to Providing 

Medication to Opioid use Disorder in Washington State Jails report in 2018, 53% of individuals with opioid use disorder 

have been incarcerated for any length of time within the course of that year. The impact of the opioid crisis on U.S. state 

prison systems speaks to multiple studies that explore the relationship between opioid use disorder and the criminal 

legal system. The consensus of these studies is that of the bilateral relationship between OUD and contact with the 

criminal legal system; OUD increases the likelihood of contact with the system and vice versa. Providing Medication to 

Opioid use Disorder in Washington State went on to discuss the relationship between accidental overdose and being 

recently released from WA-state Department of Correction custody. They report individuals released from confinement 

experience an almost 129-fold increase in the risk of death from overshoes in the first two week after release. The 

Mortality After Prison Release: Opioid Overdose and Other Cause of Death, Risk, Factors, and Time Trends from 1999-

2009 found close to 15% of post-prison deaths involve opioids. The Substance Abuse and Mental Health Service 

Administration, John Hopkins Medicine, and the Center for Disease Control and Prevention all agree OUD is a medical 

disorder with three FDA approved medical interventions, (methadone, buprenorphine, and naltrexone) that, in 

combination with behavioral therapy, provides the best known treatment for OUD. 

It is vital that WA-state and the criminal legal system (including jails and prisons) continue to educate the public about 

OUD and remove the stigma’s that results in incarcerated individuals not receiving appropriate treatment for OUD. OUD 

is a medical condition and should be treated as such. Incarcerated individuals are in the custody of the city, county, 

tribe, or state, and so it is the responsibility of each facility to provide medically necessary interventions for their 

population, including MOUD. As a part of appropriate and effective treatment, individuals should be screened and 

assessed for OUD, offered the most medically appropriate form of treatment, inducted on medication as soon as 

possible, and be connected to long-term treatment resources prior to release to ensure continuity of care.  

ASSESSMENT – The current level of funding, for MOUD in jails and prison, is insufficient as most jails and prison are either 

underfunded or not funded at all. Incarcerated individuals with OUD are vulnerable population that is significantly 

underserved and frequently neglected, WA-state needs to continue and expand it’s efforts to remedy this injustice. In 

the 2021 legislature appropriated $10 million to implement and enhance MOUD programs in jails. The Criminal Justice 
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Opioid Workgroup (CJOW) believes this is a step in the right direction, but still falls very short of what’s needed to 

address the needs of the jails and prisons. In addition to the funding being only enough to serve a fraction of the state’s 

jail system, the funds will expire on June 30, 2023, setting the state back even more.  

 The CJOW also acknowledges the unique challenges of implementing a MOUD program in jails and prisons, including 

but not limited to, the need for additional security, having the storing space for MOUD (especially the refrigerated needs 

to store Sublocade), certified medical providers and partnerships with local Behavioral Health Administrative Service 

Organizations and Opioid Treatment Programs to provide all three FDA approved medicines (including methadone). 

Other challenges unique to jails and prisons is the need for an MOUD educator/advocate. Historically, the criminal legal 

system has used punishment, instead of treatment, to address the opioid crisis. Despite increased education and 

advocating stigma regarding OUD is very prevalent and contributes to many jails, prisons, and correctional staff 

reluctancy to provide MOUD. Providing training, education, and daily advocacy is necessary to help with reducing stigma 

and shifting the culture of our correction system and effectively meet the medical needs of their population.  

It is also important for CJOW to emphasize the need for all three FDA approved MOUD options for treatment, as 

treatment is individual and no one medication has been proven effective for all persons with an opioid use diagnosis. 

The opioid crisis continues to have significant impact on our communities, citizens, and the criminal legal system. The 

correlation between OUD and incarceration is evident. MOUD is the proven medical intervention for this medical 

disorder. Equally as important to MOUD being available while incarcerated is the need for continuity of care services and 

a transitional plan, prior to being released. Individuals served should be linked to a local MOUD provider (an actual 

appointment scheduled, leave with an active prescription for MOUD upon discharge (if appointment is more than the 

time of the next medically appropriate dosage), and provided Naloxone upon discharge to minimize the risk of 

accidental overdose and deaths. Providing appropriate and effective treatment interrupts the cycle of use and 

incarceration, resulting in socioeconomic relief to the individuals, the community, and the criminal legal system 

(including jails and prisons). 

RECOMMENDATION – Increase funding and expand access of all 3 FDA approved MOUD to local jails and prisons, including 

Sublocade. Expansion of access includes contracting partnership with local OTP’s and providers, training for jail and 

prison staff on MOUD, on site MOUD educator/advocate, staff a Chief of Addiction Medicine at DOC and clinical 

leadership and medication management system within the next 24 months.  
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Workgroup name: Opioid Prevention Workgroup 

Workgroup chair: Hughes, Alicia and Mai, Jaymie Co-chair: Jenkins, Erika 
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Top 3 Recommended Concepts  
1.  Direct services to tribes, schools and communities: Support efforts to discourage or prevent misuse of opioids 

including fentanyl through evidence-based or evidence-informed programs or strategies through direct 
community, Tribal, and school-based services.  

2.  Provider training and support: Support efforts to ensure appropriate prescribing and dispensing of opioids, and 
prevent over-prescribing, through training, education, technical assistance, and prescriber support.  

3.  *Community education: Prevent harms caused by fentanyl and other illicit substances through the 
dissemination of culturally adapted public education focusing on building community connection and resilience, 
changing social norms around safe storage and secure medicine return programming, and reducing stigma to 
prevent opioid and substance use. *Note – overlaps with SOORP Abatement Communications Plan proposal. 

 

The Opioid Prevention Workgroup’s  goal is to Prevent opioid and substance misuse, and associated harms. In 

developing these three proposals for the Executive Sponsor’s consideration, our Workgroup and Co-Leads consulted 

these two recommended Abatement documents: Final Distributor Settlement Agreement and John Hopkin’s Guide to 

Jurisdictions in the Use of Funds from the Opioid Litigation.  

 

Research indicates that we can multiply the impact of opioid settlement funds by investing in primary prevention 

efforts1. The Opioid Prevention Workgroup members have requested one-quarter to one-third of the opioid settlement 

funding to support the prevention efforts in this first year, as well as years to come to ensure we can appropriately 

address the root causes of opioid/substance use disorder and preventable mental health issues, in order to save 

people’s lives, as well as, treatment and recovery costs in the future. 

Given this first year of funding, and proposals that are intended to have impacts over the next 1-2 years, we used the 

Goal 1 Workgroup’s Strategic Plan and the Abatement documents mentioned above as the primary foundation for what 

priorities moved forward. We collected several critical and important ideas that will be embedded into future proposals.  

In addition, the Workgroup recognizes the importance of ongoing support for the Prescription Monitoring Program as a 

statewide tool and recommendations in the Abatement guidelines.  Fortunately, at this time, the program is fully funded 

in the state’s legislative budget, through the Department of Health. Therefore, the workgroup will continue to prioritize 

and support this work, however, there is no specific funding ask this year.  As additional needs are identified in the 

future, the workgroup will be reviewing for consideration in future proposals for funding.  

  

 
1 https://www.rand.org/pubs/external_publications/EP68572.html  

https://nationalopioidsettlement.com/wp-content/uploads/2022/03/Final_Distributor_Settlement_Agreement_3.25.22_Final.pdf
https://opioidprinciples.jhsph.edu/the-principles/
https://opioidprinciples.jhsph.edu/the-principles/
https://www.rand.org/pubs/external_publications/EP68572.html
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Recommendation 1 - Opioid Prevention Workgroup 
Novelty Title Min Funding Needed People Impact 

Expanded  Direct services to tribes, schools and communities: 
Support efforts to discourage or prevent misuse of opioids 
including fentanyl through evidence-based or evidence-
informed programs or strategies through direct 
community, Tribal, and school-based services.  

$3,800,000 10000+ 

SITUATION –In the last decade the opioid crisis has evolved from prescription opioids to heroin and now the infiltration of 

fentanyl all of which has led to increase in deaths by overdose in WA State.  It is critical that as a State, we continue to 

focus on the entire continuum to reduce the initiation of drugs to get high, as well as ensure resources are available for 

all people in need. The Abatement Guidelines recommend focusing on the necessary upstream work that is critical in 

schools and communities to delay the onset of use and to “reduce the flow” of people needing more intense services. 

Per the Abatement Guidelines that outlines the approved uses for Prevention Funding, Final Distributor Settlement 

Agreement – the first priority is to  support community coalitions, community-based organizations, Tribal 

communities, school districts, and a continuum of providers that serve OUD-affected families, in implementing 

evidence-based programs (EBPs) and culturally-adapted prevention/early intervention programs. 

The rapid rise in opioid misuse, disorder, and opioid-involved deaths among older adolescents and young adults is an 

urgent public health problem that can be curtailed with effective prevention approaches that improve lives and reduce 

the economic burden on states. Treatment costs alone cost Washington State $415,370,973 each year.2 Juvenile justice 

costs $2,756,887,000.3 Greater investments ‘up stream’ in evidence-based and cost-beneficial prevention programs can 

help keep young people healthy and away from choices that may lead to harms. Youth prevention programs also have a 

very favorable return on investment—$18 dollars for every dollar spent by one estimate.4   

BACKGROUND - Young people in WA are at risk for OUD through both pathways. The 2018 WA Healthy Youth Survey 

(HYS) indicated that, among 10th and 12th graders, 4% reported using a painkiller (pain relievers) to get high within the 

last 30 days, 7% misused someone else’s prescription in the last 30 days, and 15% reported that their friends don’t think 

it’s wrong to use prescription drugs not prescribed to them. Sixteen percent (16%) of 10th graders and 14% of 12th 

graders report that is it not risky to use prescription drugs not prescribed for them. There are many disparities that exist 

among this data as well: Black and African American 10th grade students are twice as likely to misuse prescriptions than 

white students, LGBTQ+ students are four times more likely than straight students, and transgender students are over 

seven times more likely than students that are not transgender. Data from the Young Adult Healthy Survey (YAHS) 

report indicate a similar concern among young adults. 

ASSESSMENT – Pathways to opioid misuse in young people include (a) early misuse of prescription drugs, and (b) perhaps 

more commonly, initiation of another substance, such as alcohol, cannabis, or cigarettes, which then escalates over time 

to polysubstance use, including the use of opioids. Prevention approaches that specifically target opioid misuse and/or 

early substance use more broadly can both forestall OUD In young people. Primary prevention efforts—which are 

designed to stop use before it starts—can interrupt the pathways to SUD and overdose.  

Evidence-based secondary/selective and tertiary/indicated prevention programs can also reduce the chance of misuse in 

populations at higher risk. Youth primary prevention and early intervention services also reduces the risk of substance 

 
2 Alcohol and substance abuse - dept of social and health services. Office of Financial Management. (2021). Retrieved from https://ofm.wa.gov/budget/state-
budgets/gov-inslees-proposed-2019-21-budgets/agency-detail-budgets/300/070.   
3 Dept of Children, Youth, & families - current law. Office of Financial Management. (2021). Retrieved from https://ofm.wa.gov/budget/state-budgets/gov-inslees-
proposed-2019-21-budgets/agency-detail-budgets/cl/307.   
4 https://opioidprinciples.jhsph.edu/invest-in-youth-prevention/  

https://nationalopioidsettlement.com/wp-content/uploads/2022/03/Final_Distributor_Settlement_Agreement_3.25.22_Final.pdf
https://nationalopioidsettlement.com/wp-content/uploads/2022/03/Final_Distributor_Settlement_Agreement_3.25.22_Final.pdf
http://www.askhys.net/
http://www.askhys.net/
https://sites.uw.edu/uwwyahs/research-briefs/
https://opioidprinciples.jhsph.edu/invest-in-youth-prevention/
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use and lessens other negative outcomes, including low educational status, under- and unemployment, unintended 

parenthood, and an increased risk of death from a variety of causes.  

RECOMMENDATION – Provide low-burden, sustainable funding mechanisms for the both innovative and evidence-based 

prevention services.  Prevention services are specifically designed to delay the onset of use and thus prevention 

substance use disorders including OUD.  Prevention programs such as parenting education, mentoring, youth leadership 

and development, school/community-based youth education, community building, and traditional cultural programs, 

provide knowledge and skill building opportunities for individuals and families.  Examples of evidence-based prevention 

programs can be found here: https://theathenaforum.org/EBP.  These type of prevention programs funded by HCA have 

achieved outcomes on program specific objective as monitored using pre/posttest data. Additionally, prevention 

services have shown both long term and intermediate outcomes, for example one recent evaluation of local prevention 

efforts focused on prevention of OUD showed, “Current 10th grade prescription drug misuse decreased by 26% and 44% 

among cohorts 5 and 6 respectively” (WSU Evaluation 2020; CPWI). We will use a mix of new models and well-

established and successful models for delivering and evaluating these services, including: 

a) New and enhanced evidence-based model for community engagement in prevention services (Community 

Prevention and Wellness Initiative (CPWI)) While CPWI is innovative in its approach to community work it also 

includes an emphasis on Evidence-Based Programs (EBPs) and practices, supporting high quality implementation 

of proven prevention programs that are most effective at preventing youth and young adult substance use. 

b) Expansion of Student Assistant Professional (SAP) programming for prevention/early intervention programming 

to support school-based drug prevention services to students and families, assisting in referral to treatment. 

c) Expansion of Tribal Prevention Services will support optional coalition building models through funding and 

technical assistance, as well as culturally appropriate programs for implementation.  

d) New and enhanced Community-based Organization (CBO) grants for direct prevention services through county, 

Educational Services Districts, opioid treatment programs (OTPs), and local school districts.  

e) New and enhanced services for the young adult population using appropriate evidence-based programs as well 

as expand on demonstrated successful recently developed models, such as First Years Away from Home (FYAH) 

and Check in With Yourself (CWY).  FYAH provide skills to parents/caregivers of incoming first-year college 

students with the goal of decreasing substance use, such as experimenting with using pills. This is a critical 

intervention point for young adults to avoid accidental or intentional exposure to fentanyl. CWY uses research 

on personalized normative feedback interventions on behavior, (e.g., about alcohol, cannabis use, opioids, 

“pills”, mood, etc.).  CWY is proven to be effectively delivered online .  We will look to expand on these two 

programs to specifically to included updated information on opioids and specifically fentanyl. 

f) Expanded implementation of large-scale surveys such as the HYS and YAHS to measure behavioral, substance 

consumption, and Adverse Childhood Experiences (ACEs) data among the statewide population of youth and 

young adults in Washington to understand who are experiencing the greatest needs.   

Addressing Equity and Target populations:  

As described in the Focus on Racial Equity portion of the John Hopkin’s Opioid Litigation document, focus will be given to 

a range of communities disproportionally impacted by opioid epidemic. The populations of focus are youth, young 

adults, middle-aged individuals, caregivers, and parents, ensuring that communities that have higher indicators for 

economic challenges, may be in rural areas, and have disparities in race/ethnicity, gender identity, and sexual 

orientation status, among other diverse needs are prioritized for funding.  

These programs can be delivered to young people and/or their caregivers in a variety of locales--schools, other 

community settings, pediatric primary care, tribal regions. Furthermore, organizations serving OUD-affected families in 

high numbers (e.g., OTPs, drug courts, CBOs providing long-term treatment) that serve families at higher risk would have 

an opportunity to add prevention programming into their service delivery models.  

https://theathenaforum.org/EBP
https://theathenaforum.org/community_prevention_and_wellness_initiative_cpwi
https://theathenaforum.org/community_prevention_and_wellness_initiative_cpwi
https://theathenaforum.org/best-practices-toolkit-SAP
https://theathenaforum.org/resources-for-providers/tribal-prevention-and-wellness-programs
https://theathenaforum.org/CBO
https://hd.wsu.edu/first-years-away-from-home/
https://sites.uw.edu/yacheckin/
https://opioidprinciples.jhsph.edu/the-principles/
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Workgroup name: Opioid Prevention Workgroup 

Workgroup chair: Hughes, Alicia and Mai, Jaymie Co-chair: Jenkins, Erika 

Name of submitter: Hughes, Alicia Date submitted:9/23/2022  

Recommendation 2 
Novelty Title Min Funding Needed People Impact 

Expanded  Provider training and support: Prevent Over 
Prescribing and Ensure Appropriate Prescribing and 
Dispensing of Opioids 

$3,200,000 10000+ 

SITUATION – Through extensive efforts of the HCA, DOH, AMDG, WSMA and WSHA, overall opioid prescribing has 

declined significantly in WA; however, given the evolving nature of the epidemic and advances in understanding pain 

management and with acute and long-term opioid prescribing, continued quality improvement and provider training is 

necessary to reduce inappropriate prescriptions while maintaining access for patients that need them.  

Per the Abatement Guidelines that outlines the approved uses for Prevention Funding, Final Distributor Settlement 

Agreement – the second priority is to support efforts to ensure appropriate prescribing and dispensing of opioids, and 

prevent over-prescribing. We propose to accomplish this through the following: 

• Healthcare provider training, technical assistance, education and outreach, ensuring training is adapted to 

support Tribal and Urban Indian providers and communities of color.  

• Prescriber support, including The Better Prescribing Better Treatment (BPBT) Collaborative and Prescription 

Monitoring Program (PMP) utilization reports to improve prescribing patterns through feedback.  

• Supporting individuals with access to comprehensive pain management, including multiple modalities/therapies. 

• Supporting the implementation and evaluation of educational interventions to prevent inappropriate opioid 

prescribing, such as those in the Bree Collaborative guidelines on post-surgical and dental procedures. 

BACKGROUND – Opioids are potent substances that are associated with misuse, dependency, opioid use disorder, and 

diversion. They are also an effective medication for relieving pain; clinical experience has demonstrated that adequate 

pain management leads to enhanced functioning and quality of life, while uncontrolled pain contributes to disability and 

despair. Unrelieved pain continues to be a serious public health concern for the general population. This “inadequate 

treatment of pain” was the subject of significant clinical and policy efforts, and much public debate in the 1990s. While 

the majority of fatal opioid overdoses are now from illicit drugs, it is widely understood that liberal access to prescribed 

opioids initially fueled the epidemic. 

Washington State was one of the first to recognize and take actions to address the opioid epidemic. Efforts such as the 

Agency Medical Directors Group (AMDG) opioid guidelines, implementation of CDC opioid guidelines, DOH updated 

opioid rules, and the Bree Collaborative guidelines for dental and post-operative opioid prescribing, along with focused 

education and outreach regarding opioid best prescribing practices to healthcare providers have contributed to 

significant improvements in pain management and reduced harms in the state.   

Another effort to address the opioid epidemic is the BPBT program.  This is a collaboration between the HCA, DOH, 

WSHA and WSMA that has improved opioid prescribing behaviors and resulting patient care and outcomes by focusing 

upstream on acute prescribing, thereby preventing inappropriate transitions to subacute and chronic prescribing.  The 

BPBT promotes safe prescribing in three ways: a) WA Opioid Prescribing Reports: Each quarter and in collaboration, the 

WSMA and WSHA sends prescribers in the state an opioid prescribing feedback report. Using data from the state PMP, 

the report shows how their opioid prescribing practices compare to others in their hospital, health system, or medical 

group, as well as within their specialty; b) Opioid Management Coaching Program: In partnership with the University of 

Washington Six Building Blocks program, the WSMA offers coaching services on improving systems in primary care 

https://nationalopioidsettlement.com/wp-content/uploads/2022/03/Final_Distributor_Settlement_Agreement_3.25.22_Final.pdf
https://nationalopioidsettlement.com/wp-content/uploads/2022/03/Final_Distributor_Settlement_Agreement_3.25.22_Final.pdf
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clinics to deliver more evidence-based chronic pain care and opioid management; WSHA engages and support hospitals 

with PMP data, implementing opioid stewardship best practices; and c) CMO Reports: The collaborative supports/WSHA 

disseminates reports to chief medical officers who want to understand the prescribing practices of their staff and 

implement non-punitive peer-led focused plans to improve outcomes for patients. 

Another effort we would like to undertake is an assessment of the impact of the Bree Collaborative guidelines.  We 

intend to use the evaluation to identify gaps, which can then be targeted for educational interventions to reduce 

inappropriate opioid prescribing.  We are particularly interested in evaluating the Bree Collaborative’s dental guideline, 

which focus on reducing adolescents’ exposure to opioids after dental procedures. Adolescents are at particularly high 

risk, as studies have shown increased rates of misuse and subsequent OUD after even a single opioid prescription during 

high school years. Additionally, Dr. Young, in her report prepared on abatement for the AGO, pointed out two 

compelling studies highlighting the persistent opioid risk to adolescents and young adults. Evaluating the impact of the 

Bree Collaborative guidelines on opioid prescribing practices will identify opportunities to improve guidelines 

implementation at the payor, healthcare system and provider level. 

ASSESSMENT –The John Hopkin’s Opioid Litigation document recommends states and localities build data collection 

capacity to understand the policies, programs, and needs of communities that are experiencing higher risk and higher 

OUD or prescribing rates. Although prescription opioids can be a useful option for pain management, it is important that 

we continue to ensure the appropriate prescribing for patients to reduce harms, including the development of SUD, and 

unintentional overdose.  Alignment and collaboration among the full continuum of care will ensure providers are also 

educated in a comprehensive menu of treatment options that meet the individual’s distinct need, including how to 

identify opioid misuse, manage chronic pain, and refer for treatment/alternative pain therapy. 

RECOMMENDATION – The workgroup recommends the following to support efforts to ensure appropriate prescribing 

and dispensing of opioids, patient education, and prevent over-prescribing: 

• Healthcare provider training, technical assistance, education and outreach on appropriate opioid prescribing to 

support individuals in effectively managing pain, while ensuring patients do not seek out illicit and potentially 

deadly drugs to manage pain; 

o Development and dissemination of web-based opioid and pain prevention trainings for all WA State 

health science students.  

o Development of web-based central repository for pain self-management resources for patients, 

providers, and community members.  

• Support Better Prescribing Better Treatment (BPBT) Collaborative effort to: 

o Include more providers.  

o Improve co-prescribing and chronic prescribing reporting and education.  

o Develop analytic framework and methodologies to access all appropriate data sources (APCD, PDMP, 

Medicaid, L&I, PEBB, SEBB), including establishment of State IRB approval for data use agreements and 

data access and analysis plans. 

• Support for individuals to more effectively manage pain, including non-opioid pain treatment alternatives, in 

order to prevent use of illicit and potentially deadly drugs to manage pain: 

• Evaluate the impact of the Bree Collaborative guidelines on opioid prescribing practices:   

o The University of Washington Occupational Epidemiology & Health Outcomes Program (UW OEHOP) will 

lead the evaluation of implementation of these guidelines in collaboration with Labor & Industries, the 

Bree Collaborative and other key agencies.  

   

https://opioidprinciples.jhsph.edu/the-principles/
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Workgroup name: Opioid Prevention Workgroup 

Workgroup chair: Hughes, Alicia and Mai, Jaymie Co-chair: Jenkins, Erika 

Name of submitter: Hughes, Alicia Date submitted:9/23/2022  

Recommendation 3 
Novelty Title Min Funding Needed People Impact 

Expanded  *Community education: Prevent 
harms caused by fentanyl and other 
illicit substances through the 
dissemination of culturally adapted 
public education focusing on building 
community connection and 
resilience, changing social norms 
around safe storage and secure 
medicine return programming, and 
reducing stigma to prevent opioid 
and substance use. 

**Note – overlaps with SOORP Abatement 
Communications Plan proposal. Opioid Px 
Workgroup members requested to keep as a 
recommended priority due to need for Px 
language, implementation plans by local 
providers (not just statewide), and unique Px 
messaging that needs to be dissemination to 
remain in-line with best practices for 
communicating public education.  
$1,000,000  

10000+ 

SITUATION – It is critical that the campaigns we use for public education continue to have resources to be updated and 

following emerging trends as well as maintain continual information and messaging to distinct audiences.  Per the 

Abatement Guidelines that outlines the approved uses for Prevention Funding, Final Distributor Settlement Agreement – 

the third priority is to fund both new and expanded media campaigns to prevent opioid misuse; public education to 

raise awareness of secure medication return programs and safe storage of drugs; and public education/prevention 

efforts that for students, families, school employees, school athletic programs, parent-teacher and student 

associations, and others. 

The goals of the proposed expanded and new public education campaigns would include: 

• Inform and educate about the dangers of opioid, fentanyl, stimulant, and prescription drug use and misuse, in a 

non-stigmatizing way to create awareness, give facts, support audiences in changing behavior and seeking help 

and supports.  

• Inform and educate on the behavior and practice of safe storage, use, and disposal practices for opioids, 

prescription drugs, and other substances to prevent unintended overdose, injection, and consumption.  

• Support and fund medical provider education and outreach about community and statewide medication return 

program in accordance with chapter 69.48 RCW and chapter 246-480 WAC. 

• Ensure tailored and culturally appropriate/relevant messaging and audiences are reached for Tribal, BIPOC 

individuals, people with chronic pain, and rural/urban communities.  

BACKGROUND – Recent survey data from a September 2022 Washington State HCA community survey for caregivers and 

young adults (n=514) reported that 33% of the sample knew someone who bought or took illegal pills. Of this sample, 

over half believed the person who took the pills knew that they might contain illegal fentanyl. In the 2020 WA 

Community Survey, 27% of adults report that prescription drug misuse is a serious problem among 6th to 12th graders 

while 43% report it is a moderate problem. Over 16% of adults report that 9th to 12th graders have moderate to no risk 

when using a prescription drug not prescribed to them. Those youth who believe that there is little risk to using a 

painkiller not prescribed to them can experience deadly consequences when the substance they believe is a prescription 

is tainted with fentanyl.  

Over 27% report that they hide but do not lock up their prescription medication at home and 26.2% report that they do 

not lock up or hide their medication at all. Of those surveyed, 30.5% report that they do not know where to return 

unused prescription drugs in their community. 

https://nationalopioidsettlement.com/wp-content/uploads/2022/03/Final_Distributor_Settlement_Agreement_3.25.22_Final.pdf
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We know the short and long-term devastating effects that illicit substances and fentanyl are having on youth, young 

adults, and across the lifespan of individuals and need to ensure that we are providing information about the risks of 

illegal fentanyl, about the purpose of naloxone, arming healthcare providers with needed resources about opioid 

prevention and fentanyl, and educating youth and young adults about the importance of delaying the onset of 

substance use.  

ASSESSMENT – Communication campaigns can help to counteract the negative impact of opioid and other drug use by 

promoting healthy behaviors and working to change community norms. We should prioritize an educational approach 

that emphasizes safety, mitigates potential harm, and targets delayed use among youth and young adults, in a non-

stigmatizing way. Evidence suggests that prevention strategies targeting youth can be most effective if they provide 

honest, science-based information in a nonjudgmental and non-punitive manner. We strive to enhance skills such as 

personal responsibility and knowledge in decision-making, in communication skills between parents, youth, and peers. 

We also know that youth are 50% less likely to use drugs when caregivers/parents tell them about the risks5. In addition, 

parents are one of the primary influences on their children's decision to use drugs (2021 Healthy Youth Survey ) and 

ensuring parents and caregivers have the ability to talk openly with their youth, engage in healthy conversations, and 

provide a trusting relationship to enhance protective factors in their lives will make a large difference.  

RECOMMENDATION – This recommendation includes the dissemination of both new and expanded public education 

focusing on building community connection and resilience, changing social norms, and reducing stigma to prevent opioid 

and substance use, and raise awareness and access to means of safe storage and secure medication return options.   

• Inform and educate on the behavior and practice of safe storage, use, and disposal practices for opioids, 

prescription drugs, and other substances to prevent the unintended overdose, injection, and consumption by 

others. Support and fund medical provider education and outreach about community and statewide medication 

return program in accordance with chapter 69.48 RCW and chapter 246-480 WAC. 

• Educate about the dangers of opioid, stimulant, and prescription drug use and misuse, in a non-stigmatizing way 

to create awareness, give facts, support audiences in changing behavior and seeking help and supports.  

• Meet the community need for education and access to naloxone training, alternatives to opioids, and pain 

management education (including opioid misuse, overdose prevention, transitioning to SUD).  

• Ensure funding for public education is available to communities and Tribes to develop own tailored campaigns 

and messaging that is in-line with these goals.  

• Ensure campaigns are built with evaluation measures in-place to measure effectiveness and outcomes on 

intended audiences.  

Addressing Equity and Target populations:  

• We will ensure prevention and public education include culturally adapted materials to meet the needs of 

diverse populations including those with highest disparities such as the American Indian/Alaskan Native 

population, those from BIPOC communities, LGBTQ+ individuals, people with disabilities, and others 

experiencing greater disparities. 

• We will ensure tailored and culturally appropriate/relevant messaging and audiences are reached for Tribal, 

LGBTQ+ and BIPOC individuals, people with chronic pain, rural/urban communities, and populations more prone 

to injury, such as student athletes, occupations with higher risk of injury, among others.  

• We will ensure public education reaches current medical providers that counter stigma related to substance use 

& MOUDs, articulating the need for primary care providers to be aware of and prepared to response to patients 

in ways that support wellness and engagement with care/services.  

 
5 https://www.samhsa.gov/talk-they-hear-you/parent-resources/why-you-should-talk-your-child  

https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.askhys.net%2FFactSheets&data=05%7C01%7Calicia.hughes%40hca.wa.gov%7C4f920efcf5854773341d08da96a8cf9c%7C11d0e217264e400a8ba057dcc127d72d%7C0%7C0%7C637987949030782236%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=tRYBzzuRxpbBE1YLbZS%2FBlaPQ99n%2FRBzuF8ha8GZ3rc%3D&reserved=0
https://www.samhsa.gov/talk-they-hear-you/parent-resources/why-you-should-talk-your-child


2022 Opioid Settlement Funding Project Recommendation 
 
 

Workgroup name: Goal #2- Treatment Goal 

Workgroup chair: Jessica Blose Co-chair: Gayle Martinsen 

Name of submitter: Jessica Blose Date submitted:9/23/2022  

 

Top 3 Recommended Concepts  
1.  Opioid Treatment Program (OTP) and methadone medication expansion in central, Eastern and/or rural Washington State. 

2.  Increasing workforce capacity and cultural competency of the state’s substance use disorder (SUD) treatment workforce.  

3.  Washington Emergency Bridge Program 

 

Each Workgroup is asked to choose three top concepts for funding with settlement dollars. We will contact you if we 

need additional information about your ideas. Each recommendation should be no longer than 2 pages each – you can 

remove the italic SBAR instructions for additional space.  Please complete the following SBAR for each recommended 

concept. Please turn in by September 23, 2022 to sarah.tunnell@hca.wa.gov. After September 23, we can not guarantee 

the late concepts will be considered. 

Sponsor’s criteria for selecting concepts to advance to the governor’s office: 

• Public health impact – address high prevalence or severity issues, overdose/opioid issues in communities served   

• Novel or Innovative intervention 

• Incorporates Evidence-based programs or principles, promising practices 

• Likelihood of being effective in 1-2 years 

• Addresses health disparities/equity issues 

• Coordination with key community partners along the care continuum (prevention, primary care/MOUD, SSPs, 

Recovery supports in employment/housing, transitions from jails, mental health services or other health care 

setting) 

• Community-based access for people not engaged in the health care system   

• Include an evaluation component for each concept including population impact, number, geography, etc. 

 

Brief SBAR Example:  

SITUATION SSPs have engaged people who use drugs in harm reduction strategies, but many now smoke rather 
than inject drugs.  

BACKGROUND SSP survey shows the shift from injecting drugs to smoking them. The numbers of persons using the 
SSPs have declined but overdoses continue to rise. Survey data shows that more are smoking drugs 
and are not attracted to an SSP.  A pilot project distributing smoking supplies increased volume at the 
SSP. 

ASSESSMENT We need to use new strategies to engage people who use drugs if the overdoses continue to rise but 
we are engaging fewer of people at risk for overdose at the SSPs. A pilot has shown that offering 
services beyond syringe exchange can increase the numbers served at the SSPs. Adding smoking 
supplies distribution to exchanging syringes and distributing naloxone is an effective means to draw 
the people at risk now into the SSPs for support, education, and resources.  

RECOMMENDATION  Expand harm reduction menu for SSPs to include smoking supplies in addition to drug checking and 
naloxone to address the populations at highest risk of overdose. 

 

 

mailto:sarah.tunnell@hca.wa.gov
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Workgroup name: Goal #2- Treatment Goal 

Workgroup chair: Jessica Blose Co-chair: Gayle Martinsen 

Name of submitter: Jessica Blose Date submitted:9/23/2022 

Recommendation 1 

Novelty Title Min Funding Needed People Impact 

New Opioid Treatment Program (OTP) and methadone 
medication expansion in central, Eastern and/or 
rural Washington State. 
 

$600,000 - $1.2 million for 
capital costs to retrofit an 
existing building to become a 
OTP 
 
$1.2 million-$2.4 million for 
capital costs to build an 
entirely new OTP 
 
$300,000 to $400,000 for 
capital costs to fund an OTP 
mobile medication unit 
 
 

1000-4999 

 

SITUATION – Briefly describe the problem/issue.  What is the problem to be solved by the concept in the recommendation?   

Access to methadone is not equal across the state.  
 
Only 5 Opioid Treatment programs exist for the entirety of central and eastern Washington.  
 
BACKGROUND – This section is for facts only.  Include pertinent and brief information related to the situation. Can include data, 

context, national standards, regulations, or requirements.  May include factual implications if the recommendation does not move 

forward.    

Below is a map created for HCA by the Pew Charitable Trust representing areas of Washington State with significant gaps in the 
treatment continuum for patients looking or methadone medication access in WA State Opioid Treatment Programs. 
 

 
 
As this map demonstrates most of Central, Eastern and/or rural Washington is 2, 3, or 3+ hour drive time away from an OTP and 
thus methadone medication for the treatment of OUD. 
 
ASSESSMENT – What is the workgroup’s assessment of the situation? Apply sponsor criteria.  Benefits and risks may be included here.   

OTPs are the only agencies allowed under federal law to treat individuals experiencing OUD with methadone. OTP settings are also 

the only outpatient setting which can legally offer all 3 forms of MOUD treatment and that are able to also offer behavioral health 

agency counseling services for patients struggling with polysubstance and OUD diagnosis. 

 
OTP service delivery is already Medicaid and other insurance payer allowable and reimbursable. However, strategic and targeted 
physical site OTP expansion has not yet been attempted before in WA State and would be novel work. 
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OTP expansion would be an innovative and evidenced based use of dollars to supplement and not supplant existing funds of any 

kind. Additionally, a solution such as this would have a likelihood of being effective within 1-2 years. 

Given the increased potency and frequency of fentanyl in the illicit drug supply, the need to use methadone as the most potent 
opioid replacement therapy is expected to increase. The need to provide standardized, high-quality care in OTPs that meets federal 
and state requirements has never been more important. 
 
RECOMMENDATION – What is your recommendation to solve the problem outlined above?  What will be done to solve the problem?  Be 

sure to include minimum viable size (ex. expand into 10 counties).  This is not where you make your case – that is done in your facts 

and assessment.  

Engage in an interagency partnership between WA HCA/DOH/Dept. of Commerce for WA Dept. of Commerce to implement RFI/RFP 

for capital expenditures to help a TBD recipient(s) build/retrofit an existing building to create one, two, or more physical Opioid 

Treatment Programs somewhere in Central, and/or rural Washington. 

• Request could include funding for capital and/or construction costs only 
o Service delivery, operational costs, staffing etc. is already Medicaid and other insurance payer allowable and 

reimbursable.  

 

• This proposal replicates a model of funding/partnership already in place, in Washington State as the Dept. of Commerce 
provides RFI/RFP to fund capital and construction costs for recovery/transitional housing in our state.  

o This would be replicating that same model, but for the construction of an OTP. 
 

• Variables for cost include location of capital construction, construction/remodel costs, labor costs related to 
construction/remodel. 
 

• As per initial Opioid Treatment Program Provider feedback: 
A.  $600,000 up to $1.2 million per OTP to remodel an existing structure and turn into an OTP that could be leased to 

a provider 
B. B. $1.2 million up to $2.4 million to build from scratch an OTP that would be owned and operated by an OTP 

provider. 
o Could be scaled up for larger programs and/or more sites in Eastern and Central Washington. 
o Could be used to fund one, two, three or more sites. 
o Could be scaled up and used to additionally fund more Opioid Treatment Program mobile medication units 

(OTP MMU) 
 

• Could be scaled down and used to fund capital costs of OTP MMU only 
C.  OTP mobile medication units’ capital costs for the mobile treatment vehicles themselves could cost up anywhere 

from $250,000 to $400,000 per OTP MMU vehicle. 
 

• Proposal also offers the ability for the state to direct a portion of funds to specifically partner with a TBD Tribal community to 

help a WA Tribe to create a tribally owned and/or operated OTP site in a rural area of WA State.  

Lastly, if the SOORP executive group finds this proposal about addressing capital/construction/building retrofitting costs a good fit 

for use of opioid settlement funds to help expand the treatment continuum of care in WA State and would want to consider more 

proposals such as this: 

• There was one proposal that came to the Goal #2 group from the Nisqually Tribe of WA State to asking for capital funding 

resources for helping to build an Opioid Treatment Program, as well as a variety of other healthcare setting types to offer a 

continuum of care options in regions around the Thurston County area.  

• There was another proposal that came into Group #2 from the Providence healthcare system to fund capital and personnel 

costs related to the creation of up to three new Partial Hospitalization Program (PHP) program sites that would serve 

patients who have a dual diagnosis of SUD and psychiatric disorder(s) in Edmonds, Everett and Lacey 

• These two proposals in full can be available on demand for review. Please ask if there is interest. 
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Workgroup name: Goal #2- Treatment Goal 

Workgroup chair: Jessica Blose Co-chair: Gayle Martinsen 

Name of submitter: Jessica Blose Date submitted:9/23/2022  

    

Recommendation 2 

Novelty Title Min Funding Needed People Impact 

New Increasing workforce capacity and cultural 
competency of the state’s substance use disorder 
(SUD) treatment workforce. 

$888,750 For SUDP 
Scholarships 
 

1-499 

 

SITUATION – Briefly describe the problem/issue.  What is the problem to be solved by the concept in the recommendation?   

The community behavioral health workforce atrophied by 11% in the last year, according to the WA Council on Behavioral Health.  It 

takes months to fill vacancies, and providers must turn clients away simply due to staffing shortages. Some agencies have started 

recruiting foreigners to fill vacancies. When agencies do not have adequate numbers of team members, individuals in need cannot 

receive access to behavioral health services.  

BACKGROUND – This section is for facts only.  Include pertinent and brief information related to the situation. Can include data, 

context, national standards, regulations, or requirements.  May include factual implications if the recommendation does not move 

forward.    

According to the Center of Disease control and prevention, 40% of U.S. adults nationally reported to experiencing mental health 

issues. The WA Department of Health reported that more than 3 million Washingtonians had significant behavioral health issues in 

the months after the pandemic began, 16% increase in calls to crisis lines, and a notable increase in substance use 24% surge in 

overdose related deaths in King County alone.  For many people with substance use disorders, access to care is inadequate, but for 

black, indigenous and people of color, the situation is worse  

Current healthcare workers are burdened by student loan debt, which contributes to burnout and limits workers’ ability to seek 

additional training. Loans are typically written to be paid off in 10 years, but payments often extend to 30 years or longer, and the 

total amount due can increase over time if payments are delayed. 

More than half of student loan borrowers noted debt as a factor in choosing which career to pursue. The Public Service Loan 

Forgiveness (PSLF) program encourages workers to choose public service employment, but few qualify due to steep requirements 

and a long commitment. Recent federal loan repayment reprieves have provided temporary relief but have not solved the 

underlying problem 

ASSESSMENT – What is the workgroup’s assessment of the situation? Apply sponsor criteria.  Benefits and risks may be included here.   

We need our workforce to grow, to serve individuals in need, for our communities to thrive. 

Additionally, we need to create more diversity among professionals and thus reduce barriers to behavioral healthcare access for 

minorities. 

RECOMMENDATION – What is your recommendation to solve the problem outlined above?  What will be done to solve the problem?  Be 

sure to include minimum viable size (ex. expand into 10 counties).  This is not where you make your case – that is done in your facts 

and assessment.  

A. Fund a minority and AI/AN fellowship/scholarship program aim to address the workforce and reduce health disparities 

by increasing the culturally competent SUD behavioral health professionals  

For the minority fellowship/scholarship and professional application or renewal program will aim to help increase SUD behavioral 

health profession types and aim to reduce health disparities by increasing culturally competent professionals.  
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The program seeks to encourage racial and ethnic minorities to enter the behavioral health field and to increase the number of 

culturally competent health care professionals.   

Approved applicants are offered scholarships, tuition assistance, professional training, help with license application and renewal 

fees. The program can also include practicum placements, externships, internships supervision and clinical interactions with racial 

and ethnic minority populations. 

$888,750 For Scholarship 

Fellowship Program Targets: 

1. Individuals with interest in becoming a behavioral health professional. 

2. Minority individuals 

3.           AI/ AN individuals  

3. High school graduates 

4. Current SUDP’s that need help with renewal fees 

Lastly, if the SOORP executive group finds this proposal about addressing behavioral health workforce needs a good fit for the use of 

opioid settlement funds, then SOORP executive group may additionally want to consider an additional proposal concept such as this: 

B. A recurring theme that came up in many conversations with Goal #2 workgroup members and external stakeholders is 

that Washington State should consider making significant investments in the development of State approved, funded, 

and/or promoted formal learning opportunities, and learning collaboratives to improve the quality of care for patients 

with opioid use disorder, substance use disorder, and pain management. 

• This could include building capacity in all health care provider types to recognize signs of opioid misuse, effectively identify 

patients misusing opioids and other substances, and link patients to appropriate treatment resources in non-stigmatizing 

way. 

• This could also include the development of learning collaboratives and/or academic detailing opportunities to improve the 

competence and confidence of prescribers of all kinds, to begin treating OUD/SUD/pain management populations in ways 

that are both patient-centered, but also can improve patient health and safety across a variety of provider settings. 

• Partnering with educational institutions of all kinds (counseling programs, nursing programs, physicians’ programs etc.) to 

ensure workforce education curriculums are updated to capture the needs of today’s OUD/SUD/pain management patients. 

• This could also include the creation of learning opportunities to help prepare providers of all disciplines to work in a more 

trans-disciplinary manner, to learn to work more effectively on treatment teams in integrated care settings, to help 

providers of different types to better coordinate patient care and achieve better patient outcomes. 

This proposal concept does not have a specific budget developed at this time. However, this could be an area the SOORP Executive 

group could exercise decision making on for possible use of Year 1 opioid settlement funds, if the SOORP Executive group so 

chooses. 
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Recommendation 3 

Novelty Title Min Funding Needed People Impact 

New Washington Emergency Bridge Program $8,000,000 over 4 Years 10000+ 

 

Situation  

Offering patients with opioid use disorder (OUD) access to medication treatment is not the standard practice of Washington 

emergency departments (ED). Identified barriers include scope of practice, prescribing capacity, referral coordination, costly 

implementation models, and loss to follow-up. Current models of overcoming barriers to medications for opioid use disorder (MOUD) 

in the ED involve financing individual EDs to hire nurse care managers and trained prescribers. These models are not equitably 

distributed across the state as they favor hospitals that are well resourced and located in urban areas and/or along major 

transportation corridors.  

Background  

At present, EDs in Washington do not universally or consistently provide MOUD to patients with identified OUD. The provision of this 

evidence-based care is both standard and stabilizing treatment for these patients; the absence of which carries legal and ethical 

implications for health systems and WA State. Patients with OUD are entitled to equal treatment under the Emergency Medical 

Treatment and Labor Act (EMTALA and the American Disabilities Act (ADA). The identification of OUD and provision of MOUD in the 

ED is equivalent to diagnosing and treating heart disease, diabetes, or a seizure disorder. No other condition with an equivalent 

mortality rate is routinely discharged from emergency care without stabilization, medication as needed, and a referral to outpatient 

care. 

The ED provides a critical intersection between people with OUD and the healthcare system; in the twelve-month period prior to 

September 2021, 53% of syringe services participants had used ED services. Individuals with OUD utilize these services at a substantially 

higher rate than their counterparts with no behavioral health diagnoses 5. Initiating MOUD for the purpose of transitioning an 

individual off illicit opioids and into ongoing MOUD treatment is associated with significant reduction in all case and overdose related 

mortality for people dependent on opioids.  

Emergency department bridge programs have been recognized nationally and by abatement experts as a critical strategy in reducing 

opioid related deaths. Washington specifically has asked Health Care Authority to establish an ED bridge program in Senate Bill 5476. 

.Additionally, the recent focus on civil rights violations and decreased restrictions on MOUD prescribing and dispensing provide an 

ideal legal landscape for this program. 

 Assessment  

A centralized ED service that lowers barriers to MOUD initiation and connection to outpatient care is needed. This program should be 

low barrier both for people who use drugs and for the providers of crisis or emergency services. This should be designed with the 

primary identified barriers in mind, and with consideration of future expansion beyond emergency department settings.    

Recommendation  

This is a proposal for a statewide emergency department bridge program which will facilitate the removal of key provider-identified 

barriers to care.   Namely, the proposed program will be delivered through an electronic platform, accessible via the internet, will 

provide hospitals 24/7 clinical induction and MOUD-specific support and an electronic scheduling and referral platform for patients 

initiated on MOUD. The intention of the program is to expand access to ED-initiated MOUD and critical longitudinal care post-

discharge.   
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The bridge program will accomplish this by allowing ED systems and providers to directly obtain real-time clinical consultation and 

discharge planning with an electronic referral and appointment scheduling tool. The bridge program is designed to be centralized and 

scalable, with the only requirement for full participation being internet access and active enrollment in the scheduling portal. Clinical 

support will be available for all providers statewide, regardless of participation in scheduling services. There is no minimum volume or 

data reporting requirement associated with participation, allowing the program to be accessible to EDs with a wide variety of internal 

resources. The structure of the program would allow for 24/7 clinical consultation, provider referrals, and appointment scheduling 

services to be accessed by a variety of low-barrier or crisis-oriented programs, including homeless outreach teams, law enforcement, 

jails, syringe service programs, and pre-hospital providers. The scheduling and referral platform can link ED patients to virtual / 

telehealth services, increasing rural access to care. The program will prioritize the recruitment of telehealth follow-up into the referral 

platform as a key strategy to increase health equity and close identified gaps in Washington State. This proposal intends to create the 

baseline infrastructure needed to support all Washington State emergency departments in the provision of medications for OUD. After 

the program is established, an evaluation and gap analysis will be completed using quantitative data and the feedback of end-users 

and community stakeholders.  

The program is designed to be able to expand to meet identified needs and improve equitable outcomes based on the results of this 

evaluation. Potential expansion opportunities include prescription, transportation and/or housing vouchers, peer navigators, and 

telehealth capabilities.  

Public health impact. Over 10,000 unique Medicaid patients were seen in Washington state emergency departments (EDs) for 

substance use related conditions in 2020.  

Novel or Innovative intervention. Creating a centralized and virtual linkage to care model provides increased coverage and decreased 

fiscal impact relative to the implementation of site-by-site programs.  

Incorporates evidence-based programs or principles, promising practices.  Emergency department bridge programs are an abatement 

strategy recommended by experts and are evidence based. The program design allows for expansion into other research supported 

settings, including fire stations, home visits, and mobile units. 

Likelihood of being effective in 1-2 years. This program is modeled on the work of other statewide bridge programs that have been 

growing in reach and impact. The adaptability of the program allows it to focus on areas of intersection with people who use drugs 

that are most relevant. The virtual infrastructure and real time clinical support allows for quick shift in services based on emerging 

public health trends and will be able to adapt to novel drug supplies. 

Addresses health disparities/equity issues. Emergency departments are the only 24/7 low barrier access point to MOUD that are 

regionally distributed across the state of Washington.  

 

Coordination with key community partners along the care continuum. Infrastructure allows for integration into a variety of low barrier 

settings, including potential for diversion and re-entry programming. With funding the program can support the provision of 

medication, prescription, and housing vouchers to individuals started on MOUD. The scheduling platform can alert community support 

systems such as recovery navigators, peer counselors, or case management. 

 

Community-based access for people not engaged in the health care system. Many individuals who use drugs only intersect with health 

care at the point of emergency services, and the program can adapt and expand to a variety of non-standard sites for healthcare 

initiation. 

 

Program evaluation.  Data reporting and analysis will be integrated into the clinical consultation services and scheduling platform, 

allowing program managers to assess reach, equity, impact, and outcome metrics. 

 

Lastly, Providence/Swedish submitted two proposals to introduce substance use navigators into 14 of their specific emergency 

department settings to provide SBIRT and referral to treatment services. They also submitted a proposal to bring telehealth MOUD 

prescribing in 14 Providence specific hospitals, emergency departments, primary care clinics. These two proposals in full can be 

available on demand for review. Please ask if there is interest.  
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Workgroup name: Goal 3 – Ensure and Improve the Health & Wellness of People Who Use Drugs (PWUD) 

Workgroup chair: Huriaux, Emalie Co-chair: Hemmerle, Sean;Newman, Alison;Porter, 
Chelsie 

Name of submitter: Emalie Huriaux Date submitted:9/23/2022  

 

Top 3 Recommended Concepts  
1.  Expand the capacity of existing syringe service programs (SSPs). 

2.  Establish multidisciplinary teams housed within or in collaboration with SSPs to provide comprehensive care 
coordination, outreach, peer navigation, and related linkage strategies for SSP participants and in partnership 
with other programs in the community (e.g., substance use treatment programs, social service programs). 

3.  Develop health engagement hubs/centers of excellence to provide comprehensive health care and social 
services for people who use drugs. 

 
Introduction and context 
The Goal 3 work group discussed the impact of the social determinants of health at length and issues like poverty, access 
to housing, the unregulated drug supply, and stigma. Many of these issues must be addressed through political and 
policy change, which is beyond the scope of this current assignment and what settlement funding can solve. The Goal 3 
work group did want to highlight some policy issues for Executive Leadership to consider for future discussion, including: 

• The need for permanent supportive housing for people who are actively using drugs. Unstable housing makes it 
difficult for people to find safety, address physical and mental health care needs, and seek support for positive 
changes they want to pursue in their lives. Much of the housing for people who use drugs is “recovery housing” 
specifically by and for people engaged in abstinence. Housing opportunities need to exist along the continuum 
of drug use.  

• The need for financial support for people who use drugs. This is a proposal of the Goal 5 work group, focused on 
recovery, and it is one that we wholeheartedly support. People’s substance use is often intertwined with their 
financial situation, and offering financial support is essential to helping people regain stability and improve their 
health. 

• Consider promising approaches to regulated safe supply in the context of synthetic drugs of ever-increasing 
potency. Historically supply-side interventions have not succeeded in curbing the proliferation of illicit drugs nor 
have they stemmed the tide of illicitly manufactured fentanyl and fentanyl analogs in the current drug supply. 
Where implemented, regulated safe supply has worked well in reducing overdose deaths and improving 
individual and community health (e.g., providing stability so people can seek education or employment, as well 
as reducing criminal activity like theft associated with the drug trade). 

• The impact of stigma on facilitating overdose deaths cannot be overstated. Using alone is among the primary 
reasons people die from overdose – because there is no one there to intervene. Interventions like overdose 
prevention sites, while not a panacea, should be considered as one approach to providing safe space for people 
and prevent solitary drug use that leads to death. 

• In the short term, we request a Tribal representative on the Executive Sponsors committee. Given the impact of 
the overdose crisis on American Indian/Alaska Native communities, it seems imperative that the Tribes have 
strong representation in strategic conversations about the SOORP and how settlement funds are prioritized. 

• In the longer term, we request a revised approach to decision-making related to the use of settlement funding, 
the SOORP structure, and continuous and meaningful community engagement in the process. 
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Workgroup name: Goal 3 – Ensure and Improve the Health & Wellness of People Who Use Drugs (PWUD) 

Workgroup chair: Huriaux, Emalie Co-chair: Hemmerle, Sean;Newman, Alison;Porter, 
Chelsie 

Name of submitter: Emalie Huriaux Date submitted:9/23/2022  

 

Recommendation 1 
Novelty Title Min Funding Needed People Impact 

Expanded  Expand the capacity of existing syringe 
service programs (SSPs) and support new 
SSPs in areas not currently served 

$4,000,000-$10,000,000 10000+ 

 
SITUATION – Syringe Service Programs (SSPs) are community-based public health programs that serve a critical role in the 
system of care for people who use drugs. They are highly effective, evidence-based, cost-saving interventions for the 
prevention of bloodborne infections, they serve as critical access points for naloxone, and they connect people to other 
resources and services they need. However, there have been restrictions regarding financial resources allocated to these 
programs at the federal level and in some locales, and they are often under-resourced, marginalized, and operate on 
shoestring budgets. The average program in the U.S. operates with a budget of $250,000 to $1,500,000, but some 
programs run on $60,000 or less and rely on volunteers. In addition, funding often has a single-issue focus, but people 
who use drugs do not live single-issue lives. The Centers for Disease Control & Prevention (CDC) have estimated the cost 
of an “ideal” comprehensive SSP based on number clients and geographical area served. These numbers assume a well-
staffed SSP open 40 hours a week offering comprehensive services. In 2017, CDC estimated a range of costs for an “ideal” 
comprehensive SSP from $547,853 (for a small rural SSP, adjusted for inflation from 2017 numbers) to $2,262,393 (for a 
large urban SSP, adjusted for inflation from 2017 numbers). No SSPs in Washington operate “ideal” comprehensive 
programs due to budget limitations. The median DOH SSP contract is approximately $92,346 (and only 14 programs 
have contracts) and the average “in-kind” support through the DOH SSP Supply Clearinghouse that each of 31 SSPs 
receives is about $66,000. Several programs operate as little as two to four hours per week. More funding would allow 
programs to operate additional hours, expand into additional geographic locations, expand mobile services where 
relevant (could require vehicle/equipment purchases, which poses some challenges with current state fiscal rules), and 
provide additional harm reduction supplies. 
 
BACKGROUND – The Washington State Department of Health (DOH) supports SSPs because they protect and improve the 
health of individuals and communities. SSPs have a long-standing history. The first publicly funded SSP in the U.S. began 
in Tacoma in 1988 in response to the HIV epidemic. Washington allows distribution of syringes through public health 
agencies, community-based HIV prevention programs, and pharmacies. At minimum, all SSPs provide access to new 
syringes and injection equipment, safe disposal of used syringes, and overdose prevention and response education and 
naloxone. Depending on resources, some SSPs provide services such as: 

• Vaccination 

• Access to safer sex supplies, including condoms and emergency contraception 

• Pregnancy test kits 

• Screening and linkage to care for infectious diseases like hepatitis C virus (HCV) and HIV 

• Wound care 

• Nicotine replacement therapy 

• Case management 

• Health education, referrals/linkage to health care and substance use treatment, including buprenorphine access 
 
ASSESSMENT –  

• Public health impact – address high prevalence or severity issues, overdose/opioid issues in communities served: 
SSPs have proven and cost-effective public health impact and are a cornerstone of our response to preventing 

https://www.cdc.gov/ssp/index.html
https://www.michigan.gov/-/media/Project/Websites/mdhhs/Folder4/Folder17/Folder3/Folder117/Folder2/Folder217/Folder1/Folder317/MI_Vital_Strategies_Funding_3-26-20.pdf?rev=61c0d1adf2e04f18ac5e9f123db57a56
https://www.michigan.gov/-/media/Project/Websites/mdhhs/Folder4/Folder17/Folder3/Folder117/Folder2/Folder217/Folder1/Folder317/MI_Vital_Strategies_Funding_3-26-20.pdf?rev=61c0d1adf2e04f18ac5e9f123db57a56
https://doh.wa.gov/sites/default/files/legacy/Documents/Pubs/150-123-SSPcommunity.pdf?uid=62b6493812b2a
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infectious disease and overdose. They serve people who use drugs who are most at risk for overdose, infections 
like hepatitis C and skin and soft tissue infections, and who are experiencing homelessness (e.g., the UW ADAI 
survey of SSP participants indicates that nearly 70% are homeless or unstably housed). 

• Novel or Innovative intervention: While SSPs are a long-standing intervention, they have never been fully 
resourced in Washington State. With proper resourcing, SSPs can innovate by expanding staffing, geographic 
scope, services offered, and service modalities. With additional funding and support, SSPs will be able to provide 
safer smoking supplies to participants. This innovative service is essential as illicitly manufactured fentanyl is 
primarily smoked, rather than injected.  

• Incorporates evidence-based programs or principles, promising practices: Over thirty years of research shows 
that comprehensive SSPs are safe, effective, and cost-saving, do not increase illegal drug use or crime, and play 
an important role in reducing the transmission of viral hepatitis, HIV and other infections. 

• Likelihood of being effective in 1-2 years: SSPs are highly effective and can increase their effectiveness over time 
with additional investments. 

• Addresses health disparities/equity issues: SSPs serve some of the most disenfranchised, marginalized, and 
stigmatized people who use drugs. As previously noted, SSPs primarily serve people experiencing homelessness 
or marginal housing. They also serve communities experiencing some of the greatest impacts of the overdose 
crisis (e.g., based on OFM data, 4% of the state identifies as Black and less that 2% of the state identifies as 
American Indian/Alaska Native. During the last UW ADAI survey of SSP participants, 5% of respondents identified 
as Black and 10% identified as American Indian/Alaska Native). Of participants surveyed during the last UW ADAI 
SSP participant survey, 53% indicated that they used the emergency room in the past 12 months and 25% 
indicated they had been in jail or prison in the last 12 months. As we know from decades of research, the first 
two weeks after release from jail or prison is a high-risk period for overdose due to changes in tolerance. In 
addition, many people who use drugs have previous negative experiences in other healthcare settings. SSPs are 
a non-judgmental space where people can engage in care.  

• Coordination with key community partners along the care continuum (prevention, primary care/MOUD, SSPs, 
Recovery supports in employment/housing, transitions from jails, mental health services or other health care 
setting): Currently, SSPs around the state vary in their coordination with community partners depending on their 
resources and bandwidth for partnership and their geographic location (i.e., in some parts of the state there are 
few or no partners with which to work). With proper resourcing for staff to build new and enhance existing 
partnerships, SSPs could do much more work with organizations in their area to connect participants to health 
and social services. 

• Community-based access for people not engaged in the health care system: As noted above, SSP participants 
utilize emergency rooms at a high rate, indicating that they are not routinely engaged in primary care services. 
With resources for staffing, SSPs can help facilitate access to primary care services, which are much less costly 
that emergency services. 

• Evaluation: Review data to evaluate how close SSPs come to the CDC “ideal” comprehensive model, including 
number of SSPs in Washington State, hours of service, variety of supplies that are distributed, geographic access, 
services offered (e.g., infectious disease vaccination, testing, wound care, etc.) 

 
RECOMMENDATION – The Goal 3 Work Group recommends supporting SSPs with $10,000,000 in new funding to facilitate 
service expansion and program development toward the “ideal” comprehensive SSP model described by CDC (well-
staffed, open 40 hours a week, offering comprehensive services). Currently, DOH supports 14 SSPs with contracts 
(supporting costs like rent, staff, insurance) totaling $1,897,410, and DOH supports those 14 SSPs and an additional 17 
SSPs with $2,051,899 of in-kind support through the SSP supply clearinghouse (the supply clearinghouse does not 
include naloxone, which is provided through the DOH Overdose Education & Naloxone Distribution Program). At 
minimum, a doubling of the current budget, adding $4,000,000 of new funding, would support some service expansion 
around the state and support an SSP capacity building position or contractor to provide trainings and support programs 
with service expansion. Given the impact of the overdose crisis on American Indian/Alaska Native communities, at least 
10% of new funding should go to Tribal SSP expansion efforts.  

https://adai.uw.edu/wordpress/wp-content/uploads/ssp-health-survey-2021.pdf
https://adai.uw.edu/wordpress/wp-content/uploads/ssp-health-survey-2021.pdf
https://ofm.wa.gov/washington-data-research/statewide-data/washington-trends/population-changes/population-race
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Workgroup name: Goal 3 – Ensure and Improve the Health & Wellness of People Who Use Drugs (PWUD) 

Workgroup chair: Huriaux, Emalie Co-chair: Hemmerle, Sean;Newman, Alison;Porter, 
Chelsie 

Name of submitter: Emalie Huriaux Date submitted:9/23/2022  

 

Recommendation 2 
Novelty Title Min Funding Needed People Impact 

New Multidisciplinary teams (e.g., nurse, case 
manager, peer navigator) at SSPs or in 
collaboration with SSPs. 

$10,000,000 ($400,000 per 
program x 23 programs plus 
admin, training, eval costs) 

5000-9999 

 
SITUATION – Washington State is widely affected by opioid and other drug use and related harms, including overdose and 
infections related to injection drug use (such as HCV and skin and soft tissue infections). Engaging people impacted by 
these issues who need support and connection to care, services, and resources is imperative. Most SSPs are in a unique 
position to provide these services or to collaborate with other partners to provide these services, both for participants 
who utilize SSPs and as hubs performing outreach to community partners, but currently lack resources to hire and 
sustain staff that can provide high-level care, services, and linkage to community resources. Participants want and need 
a variety of services, including substance use treatment and HCV treatment (see UW ADAI SSP Participant Survey). 
 
BACKGROUND – SSPs provide unique venues to reach people who use drugs for services such as low-barrier 
buprenorphine (e.g., Meds First Project), vaccination, wound care, infectious disease testing and treatment, care 
coordination, expanded health care services including telemedicine services (e.g., King County’s successful SSP-based 
HCV treatment program utilizing a public health nurse to facilitate telemedicine visits for SSP participants with a 
physician at the UW Liver Clinic), family planning, intensive case management, and peer support. While this type of 
service delivery has proven successful where implemented, implementation in Washington State has been extremely 
limited and fragmented. 
 
Street medicine teams offer an example of how multidisciplinary teams housed within SSPs could operate – functioning 
in brick-and-mortar space as well as via outreach to venues where people who may benefit from services are (e.g., 
mobile, street and encampment outreach; outreach to rural or frontier communities; outreach to substance use 
disorder treatment and other social service programs). These teams offer services like health checks and assessments; 
STI/STD, HIV, hepatitis C, syphilis tests; Wound care; Foot care; Pregnancy tests and birth control; naloxone training and 
kits; Suboxone; Immunizations; COVID Testing; Medical insurance sign ups; Housing assessments; Linkages to housing 
and shelter; Linkages to behavioral health teams; Basic needs (e.g., water, snacks, hygiene kits).  
Oregon’s “Peer Recovery Initiated in Medical Establishments + HCV/HIV Testing and Linkage to Treatment” Program or 
PRIME+ offers a successful example of integrating peer navigators into multidisciplinary teams. PRIME+ peers work in 24 
Oregon Counties serving people who are at risk of or receiving treatment for overdose, infection or other health issues 
related to substance use. PRIME+ peers engage people who may be out of treatment and who are at varying stages of 
change, using a harm reduction approach. PRIME+ peers are “recovery peers,” meaning they support the people in all 
stages of their recovery journey – from abstinence to active use. Peers support people to reach self-identified goals for 
health, well-being, and quality of life. They provide: Linkage to substance use treatment and recovery supports; Linkage 
to physical healthcare; Support for infectious disease testing and treatment (hepatitis C); Access to community 
resources to meet basic needs; Support for health insurance enrollment; Access to harm reduction supplies like safer 
use kits and naloxone; emotional and crisis support. Community partners, including Hospitals/EDs; EMS; Coordinated 

Care Organizations; Health clinics, primary care providers; Criminal-legal systems; SUD treatment programs, sobering 
centers, refer to PRIME+ peers. Peers do direct outreach to engage individuals and individuals can “self refer.” 
 
 

https://adai.uw.edu/wordpress/wp-content/uploads/ssp-health-survey-2021.pdf
https://www.learnabouttreatment.org/for-professionals/low-barrier-buprenorphine/
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ASSESSMENT –  

• Public health impact – address high prevalence or severity issues, overdose/opioid issues in communities served: 
Multidisciplinary teams comprised of RN/NP/PA, social worker/case manager, and peer navigator can serve 
communities experiencing high rates of overdose, infections, and other health conditions and engage them in 
opportunities for low-barrier care (e.g., wound care, onsite vaccinations, buprenorphine, linkage to other health 
and social services) and social support.  

• Novel or Innovative intervention: While SSPs are a long-standing intervention, they have not been recognized or 
utilized as hubs that could provide multidisciplinary resources in the community. With proper resourcing, SSPs 
can innovate by housing multidisciplinary teams or can work in collaboration with other entities in their 
community who can co-locate staff at SSPs and in various outreach venues to serve people who use drugs. 

• Incorporates evidence-based programs or principles, promising practices: Street medicine teams, various low-
barrier buprenorphine programs (including Meds First), HCV treatment programs co-located at SSPs, and the 
Oregon PRIME+ program are among several promising examples that show how embedded multidisciplinary 
teams can support the health and wellness of people who use drugs. 

• Likelihood of being effective in 1-2 years: A start-up period will be required to stand up programs, onboard staff, 
and build trust with communities. We believe this can be achieved in the first year and effectiveness will be clear 
by the second year. 

• Addresses health disparities/equity issues: See response to this under Recommendation 1. 

• Coordination with key community partners along the care continuum (prevention, primary care/MOUD, SSPs, 
Recovery supports in employment/housing, transitions from jails, mental health services or other health care 
setting): Resourcing multidisciplinary teams to work with or within SSPs and the surrounding community will 
enhance coordination among community partners who share an interest in serving people who use drugs. 

• Community-based access for people not engaged in the health care system: As noted above, SSP participants 
utilize emergency rooms at a high rate, indicating that they are not routinely engaged in primary care services. 
Multidisciplinary teams can help provide some basic health services, which are much less costly that emergency 
services, and can help build connections and navigation to strong referral and linkage pathways to help connect 
people who use drugs to the services they want and need in their communities. 

• Evaluation. Teams should be in geographically disparate regions of the state to ensure benefit to rural and peri-
urban regions, in addition to urban areas with more centralized access to services. Robust administration, 
training, and evaluation resources should be built in to ensure services continuous quality improvement. In 
Oregon, PRIME+ peers are supported with training and learning opportunities and the state contracts with 
Comagine to thoroughly evaluate and refine the program. 

 
RECOMMENDATION – Resource up to 23 multidisciplinary teams comprised of 1.0-2.0 FTE Case Manager(s)/Social 
Worker(s) to provide intensive case management; 1.0 FTE RN, NP, or PA to provide low-barrier health care and clinical 
care coordination; 1.0 FTE Peer Navigator to provide outreach, navigation, and support services; and administrative and 
evaluation staff/consultants. Given the impact of the overdose crisis on American Indian/Alaska Native communities, at 
least 10% of new funding should go to Tribal multidisciplinary team efforts.  
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Workgroup name: Goal 3 – Ensure and Improve the Health & Wellness of People Who Use Drugs (PWUD) 

Workgroup chair: Huriaux, Emalie Co-chair: Hemmerle, Sean;Newman, Alison;Porter, 
Chelsie 

Name of submitter: Emalie Huriaux Date submitted:9/23/2022  

  

Recommendation 3 
Novelty Title Min Funding Needed People Impact 

New Health Engagement Hubs $20,000,000 ($1.5-2 million 
per program x 8-10 
programs plus admin, 
training, eval costs) 

1000-4999 

 
SITUATION – People who use drugs, particularly people who inject drugs, experience significant health disparities when 
compared with the general population, including increased infectious disease acquisition (e.g., viral hepatitis, HIV, STIs), 
skin and soft tissue infections, mental health issues, and overdose. People who use drugs report experiencing significant 
stigma and barriers, including sobriety requirements, when attempting to access health care services in traditional 
settings (e.g., primary care clinics). The stigma and barriers lead to a lack of preventative care, delayed care, and reliance 
on expensive emergency departments. SSPs and other low-barrier harm reduction programs often serve as the only 
access point people who use drugs have to health and social services on a regular basis. 
 
BACKGROUND – Recognizing the funds under consideration are time limited, our long-term strategy is to build 
infrastructure to make the hubs sustainable through Medicaid reimbursement with minimal additional investments to 
support non-Medicaid reimbursable services where needed. This hub model is based on programs implemented in NY 
and CA, as well as in WA (at Lummi Tribal Health Center and two community-based organizations). Findings from the 
2021 syringe service program health survey, 2019 syringe exchange survey and 2018 qualitative report conducted by 
UW support the health engagement hub approach. People accessing SSPs report interest in receiving health services 
such as HCV treatment, mental and behavioral health care, and substance use treatment, but a substantial minority 
currently receive these services. During qualitative interviews with SSP program participants, “Participants indicated that 
they would like the [SSP] as a place to get medical care because of the privacy and comfortable atmosphere of the [SSP] 
and because of stigma faced in other settings.” 
 
From the 2021 WA SSP Health Survey: SSPs are often the first door through which PWUD will enter to access health 
services or to explore drug treatment options. Given the regularity and frequency with which participants utilize SSP 
services, SSPs have demonstrated their essential role along the continuum of substance use services and that they have 
the expertise to: 

• Form trusting relationships with people who use drugs, many of whom bring multiple, complex needs that may 
not be adequately addressed by traditional health care models. 

• Provide onsite HIV/HCV testing and treatment, drug testing/checking, emotional support, wound care, and other 
health services. 

• Help participants navigate social service entry points and engage in primary health care over more costly 
emergency department care. 

• Distribute naloxone and train people to prevent, identify and respond to overdose. 

• Provide same day access to buprenorphine to treat opioid use disorder and direct linkage to other types of 
substance use treatment. 

 
[To address changing drug use trends and the rise in overdose deaths], [t]here is need for immediate and substantial 
scale up of evidence-based public health interventions, community education, and substance use treatment to mitigate 
the impact of escalating fentanyl use and reverse the trend of fatal overdoses involving fentanyl. 

https://adai.uw.edu/wordpress/wp-content/uploads/ssp-health-survey-2021.pdf
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fadai.uw.edu%2Fwa-state-syringe-exchange-health-survey-2019-results%2F&data=04%7C01%7Cemalie.huriaux%40doh.wa.gov%7C2a25a21ac34546df445208d8d9e1a829%7C11d0e217264e400a8ba057dcc127d72d%7C0%7C0%7C637498911223945516%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=djLGK%2B5YKmPvF1mjw90sDwHOAFDrxjL8UzOBGnk0csQ%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fadai.uw.edu%2Fpubs%2Fpdf%2F2018syringeexchangeinterviews.pdf&data=04%7C01%7Cemalie.huriaux%40doh.wa.gov%7C2a25a21ac34546df445208d8d9e1a829%7C11d0e217264e400a8ba057dcc127d72d%7C0%7C0%7C637498911223945516%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=xk8PC0DHpRxdwOnGJzheHZpp4Qu%2Bi6RAGGHTLvfx9JU%3D&reserved=0
https://adai.uw.edu/wordpress/wp-content/uploads/ssp-health-survey-2021.pdf
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SSPs are poised to play an even greater role in addressing these issues. Leveraging funding and community partnerships, 
[a few] SSPs across the state are building their capacity as “health hubs” for PWUD where health services, substance use 
treatment, mental health, and social services are centralized to provide easy, trusted access. Greater investment of public 
health funding for care navigation, peer education, harm reduction supplies and other resources would help SSPs engage 
even more individuals in potentially life-saving services. 
 
ASSESSMENT 

• Public health impact – address high prevalence or severity issues, overdose/opioid issues in communities served: 
Low-barrier health engagement “one stop shop” health care and social services are needed for people who use 
drugs who are not well served by the current health care system and experience significant health disparities. 
Syringe service programs (SSPs) provide a culturally appropriate and trusted setting in which to provide these 
services in collaboration with regional health care providers/systems and local health jurisdictions. Similar 
holistic programs to support people living with HIV have been shown to be successful and cost-effective. To that 
end, we propose Health Engagement Hubs to be affiliated with an existing SSP serving each community. 

• Novel or Innovative intervention: While the hub concept has antecedents, something at this scale would be 
novel in most communities. 

• Incorporates evidence-based programs or principles, promising practices: The hub concept builds off successful 
examples and the strength of existing SSPs. 

• Likelihood of being effective in 1-2 years: A start-up period will be required to stand up programs, onboard staff, 
and build trust with communities. We believe this can be achieved in the first year and effectiveness will be clear 
by the second year. 

• Addresses health disparities/equity issues: See response to this under Recommendation 1. 

• Coordination with key community partners along the care continuum: Hubs can serve as critical referral and 
linkage sites in areas of the state where there are few resources for people who use drugs and can collaborate 
with partners to facilitate referral and linkage. 

• Community-based access for people not engaged in the health care system: As noted above, SSP participants 
utilize emergency rooms at a high rate, indicating that they are not routinely engaged in primary care services. 
Hubs can create one-stop shops for people to access full service physical and behavioral health care services, 
saving lives and funds. 

• Evaluation. Hubs should be in geographically disparate regions of the state to ensure benefit to urban, rural, and 
peri-urban regions and to create a valuable resource in areas of the state with few services. Robust 
administration, training, and evaluation resources should be built in to ensure continuous quality improvement. 

 
RECOMMENDATION - Resource 8-10 hubs (can be fixed site and/or mobile), plus administration, training, and evaluation 
costs. Given the impact of the overdose crisis on American Indian/Alaska Native communities, at least 10% of new 
funding should go to Tribal hubs. Below is a description of the “one stop shop” services to be made available in the hubs.  

• Comprehensive physical health care (primary care, wound care, infectious disease vaccination, testing, and 
treatment, sexual and reproductive health care services including perinatal supports like doulas, dental care, 
etc.) 

• Comprehensive behavioral health care including low-barrier buprenorphine, contingency management services, 
assessment and linkage for traditional substance use disorder treatment, and mental health care. 

• Medical case management services/care coordination 

• Overdose education, naloxone distribution, and drug testing services. 

• Safer drug use supplies, safer sex supplies, food, and basic hygiene supplies. 

• Community health outreach workers/navigators, health educators, and recovery coaches with the ability to 
engage community members about the hub, engage people who use drugs in services, transport people to the 
hub, and to transport people to other service locations, as needed.  

• Linkage to housing, transportation, and other support services. 
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Workgroup name: Goal 4: USE DATA AND SURVEILLANCE TO DETECT DRUG USE TRENDS, MONITOR THE HEALTH AND 
WELLNESS OF INDIVIDUALS WHO USE DRUGS, AND EVALUATE INTERVENTIONS 

Workgroup chair: Kris Shera, acting Co-chair: None 

Name of submitter: Mary Beth Brown Date submitted:9/23/2022  

 

Top 3 Recommended Concepts  
1.  Build and staff an Opioid/Overdose Dashboard/single web page 

2.  Build and staff an evaluation function for the SOORP  

3.  Build a capacity to tell the story with data: staff a data translation function 

 

Each Workgroup is asked to choose three top concepts for funding with settlement dollars. We will contact you if we 

need additional information about your ideas. Each recommendation should be no longer than 2 pages each – you can 

remove the italic SBAR instructions for additional space.  Please complete the following SBAR for each recommended 

concept. Please turn in by September 23, 2022 to sarah.tunnell@hca.wa.gov. After September 23, we can not guarantee 

the late concepts will be considered. 

Sponsor’s criteria for selecting concepts to advance to the governor’s office: 

• Public health impact – address high prevalence or severity issues, overdose/opioid issues in communities served   

• Novel or Innovative intervention 

• Incorporates evidence-based programs or principles, promising practices 

• Likelihood of being effective in 1-2 years 

• Addresses health disparities/equity issues 

• Coordination with key community partners along the care continuum (prevention, primary care/MOUD, SSPs, 

Recovery supports in employment/housing, transitions from jails, mental health services or other health care 

setting) 

• Community-based access for people not engaged in the health care system   

• Include an evaluation component for each concept including population impact, number, geography, etc. 

 

Brief SBAR Example:  

SITUATION SSPs have engaged people who use drugs in harm reduction strategies, but many now smoke rather 
than inject drugs.  

BACKGROUND SSP survey shows the shift from injecting drugs to smoking them. The numbers of persons using the 
SSPs have declined but overdoses continue to rise. Survey data shows that more are smoking drugs 
and are not attracted to an SSP.  A pilot project distributing smoking supplies increased volume at the 
SSP. 

ASSESSMENT We need to use new strategies to engage people who use drugs if the overdoses continue to rise but 
we are engaging fewer of people at risk for overdose at the SSPs. A pilot has shown that offering 
services beyond syringe exchange can increase the numbers served at the SSPs. Adding smoking 
supplies distribution to exchanging syringes and distributing naloxone is an effective means to draw 
the people at risk now into the SSPs for support, education, and resources.  

RECOMMENDATION  Expand harm reduction menu for SSPs to include smoking supplies in addition to drug checking and 
naloxone to address the populations at highest risk of overdose. 

 

mailto:sarah.tunnell@hca.wa.gov
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Workgroup name: Goal 4: USE DATA AND SURVEILLANCE TO DETECT DRUG USE TRENDS, MONITOR THE HEALTH AND 
WELLNESS OF INDIVIDUALS WHO USE DRUGS, AND EVALUATE INTERVENTIONS 

Workgroup chair: Kris Shera, acting Co-chair: None 

Name of submitter: Mary Beth Brown Date submitted:9/23/2022  

 

Recommendation 1 
Novelty Title Min Funding Needed People Impact 

New Establish a single public web page/dashboard 
in support of the SOORP led by DOH in 
partnership with UW ADAI and RDA 

$925,000 for two start up 
years. Reduced ongoing 
operational costs after SY26 

10000+ 

SITUATION – Briefly describe the problem/issue.  What is the problem to be solved by the concept in the recommendation?   

Currently, the partners implementing strategies aimed at addressing the Opioid and Overdose epidemic do not have 

access to a statewide public dashboard that provides real time situational awareness of the Opioid and Overdose 

emergency. The SOORP Goal 4 workgroup has no dedicated staff or technical resources to pull together the data sets 

available and display them on a single public webpage or dashboard. As part of the monitoring of the Settlement Funds, 

HCA and DOH will need to track the funding allocated to the strategies in the SOORP to understand gaps in funding and 

to meet reporting requirements anticipated for the settlement funds. 

This proposal seeks funding for staff to solve the problem of inadequate support for the Opioid data community and to 

leverage the opportunities to leverage growing competency at DOH to build a dashboard with and for the SOORP 

community of partners. This proposal is to build the infrastructure and operational capacity for the dashboard. The work 

to facilitate agreement on what data appears on the dashboard and how it is communicated will be covered by 

recommendations 2 and 3 below. 

BACKGROUND – This section is for facts only.  Include pertinent and brief information related to the situation. Can include data, context, national 

standards, regulations, or requirements.  May include factual implications if the recommendation does not move forward.    

Many state agency, health system, public health and community based partners contribute to the implementation of 

The State Opioid and Overdose Response Plan (SOORP) and want to have updated situational awareness on the opioid 

and overdose emergency. Currently, the SOORP community shares different data sets and evaluation analyses through 

meetings and email. However, not all members of the Workgroups or partnering community organizations reliably have 

access to the same data and the same understanding of trends. Since the SOORP is intended as a guide for the entire 

state, building a dashboard can only help promote a shared understanding across partners and support conversations 

about coordinating interventions at the state and local levels. 

DOH, RDA and UW ADAI are stewards for much of the data needed to monitor the SOORP and support the workgroups. 
In addition, DOH has built capacity through the COVID-19 public health emergency to build dashboards, both technical 
capacity and workforce competency, that position the agency to provide the infrastructure for a dashboard/public 
webpage. 
 
The infrastructure and staffing to build a dashboard can provide stability to the monitoring and evaluation framework 

for the SOORP. A successful dashboard will support clear communication to the Legislature and the public as the 

settlement funds flow into the state of Washington for the next 17 years. Especially since this work requires higher costs 

in the start up period and the first year of settlement funds will be somewhat larger than in the out years, there would 

be a risk to not investing in the data and evaluation infrastructure in the first years of allocating the Distributor’s 

settlement. 
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ASSESSMENT – What is the workgroup’s assessment of the situation? Apply sponsor criteria.  Benefits and risks may be included here.   

The dashboard/public webpage will support and enhance the work of everyone engaged in the SOORP activities and 

build awareness in the Legislature and public of the severity of the opioid and overdose issues in Washington. While the 

data may be limited to begin, the dashboard/webpage will become a go to site to get information about the epidemic. 

The dashboard, the cloud environment, the close collaboration with RDA and UW ADA will be innovative technically and 

strengthen existing partnerships. Sharing the data publicly and regularly will be new to DOH and will continue after 

COVID to build an expectation of the public and the press that DOH can provide accurate and meaningful information. 

The staffing plan calls for extra staffing in the first two years to both stand up the dashboard, integrate additional data 

sets and sustain operations and relationships will data stewards and partners. After the second year, the staff required 

will taper to an operational staff of a little more than half the capacity needed in the first two years to get the dashboard 

established. The impact in the 1-2 years will be to have the function firmly established and staffed and ready to update 

and improve the dashboard regularly. In addition, the culture of the SOORP community hopefully evolves in the first two 

years and partners come to rely on the dashboard for information and to support planning. 

The recommendation calls for some stratification of the data where data is not suppressed. This information should help 

influence planning and strategies to apply an equity lens to decisions and interventions. Data is a key tool in advancing 

equity. 

The dashboard will be available across the state and hopefully supports the full continuum of response partners. As local 

governments plan use of settlement funds, local leaders will be able to see by category how the State of Washington has 

allocated its share of funds. This should support better coordination and use of settlement funds. See advice from Johns 

Hopkins in using data visualizations for litigation funds. 

RECOMMENDATION – What is your recommendation to solve the problem outlined above?  What will be done to solve the problem?  Be sure to 

include minimum viable size (ex. expand into 10 counties).  This is not where you make your case – that is done in your facts and assessment.  

DOH proposes to leverage capacity built during COVID-19 to lead partners at RDA and UW ADAI in building a public 

dashboard that can filter by local health jurisdiction/county or Accountable Community of Health a beginning set of 

metrics to include 

o Morbidity and mortality metrics; and stratifications by age, race/ethnicity, substance and priority 

population where possible 

o Population impacted and receiving treatment; and stratifications as above 
o Settlement funds according to reporting categories in the Abatement Plan 

In future years, the plan is to add metrics related to the goals in the SOORP including Prevention, Treatment, Drug User 
Health and Recovery  
The request for up to $925,00 covers staff costs in the start up year of building the dashboard for a program coordinator 

and four epidemiologists. In the third year, only 3 epidemiologists will be needed and the following year, only 2 for 

ongoing operations. The following is the work expected of the staff requested: 

Step 1: coordinating across diverse set of stakeholders (1 FTE engage state and DOH + LHJ/Tribal/CBOs) to understand 
and maintain data collection/management collection processes.  
Step 2: data pipelines—how to get data into DOH (probably not asking external partners 
Step 3: Data integration and data transformation (0.5 FTE data science support data integration/transformation)  
Step 4: Data Dashboard development (2 DASHBOARDING FTEs) 
Step 5: QA/QC (evolution of step 4 resources)  

Step 6: M&O; continuous stakeholder engagement (evolution of step 4 resources)  

 

https://opioidprinciples.jhsph.edu/good-data-visualizations-are-worth-1000-words/
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Workgroup name: Goal 4: USE DATA AND SURVEILLANCE TO DETECT DRUG USE TRENDS, MONITOR THE HEALTH AND 
WELLNESS OF INDIVIDUALS WHO USE DRUGS, AND EVALUATE INTERVENTIONS 

Workgroup chair: Kris Shera, acting Co-chair: None 

Name of submitter: Mary Beth Brown Date submitted:9/23/2022  

     

Recommendation 2 
Novelty Title Min Funding Needed People Impact 

Choose an item. Build and provide staff support for a SOORP 
and settlement funds evaluation plan. 

$500,000 10000+ 

SITUATION – Briefly describe the problem/issue.  What is the problem to be solved by the concept in the recommendation?   

Currently, the SOORP Goal 4 workgroup does not have dedicated staff to manage monitoring and evaluation of the state 

plan. The workgroup has established metrics for each of the other goals and some are monitored and reviewed on an ad 

hoc basis. As settlement funds come into the state and visibility grows around SOORP implementation and use of the 

funds, the state is not fully prepared to monitor and track outcomes or effectiveness. 

If the recommendation to build a dashboard moves forward, the SOORP community will need capacity to chose and 

update metrics, identify data sets and provide direction to the dashboard team on what metrics to include, which to 

retire and which to modify on a regular cycle. 

The SOORP community of partners and goal workgroups can often operate in silos and not engage in looking at the 

overall impact and direction of the SOORP. Skilled staff are not available to convene and support this important 

conversation with the workgroups and leads. This gap impacts the process to update and amend the SOORP, leading to 

uneven attention to various issues related to the goals of the SOORP. 

The data shows disparate impacts of opioids and other substances on different populations and communities. The 

AI/AN, Criminal Justice and Pregnant and Parenting Workgroups do address some disparities, but the SOORP lacks skilled 

community engagement staff that could work with an evaluator to capture what communities are experiencing, what 

they need and how they would define positive outcomes or progress. 

BACKGROUND – This section is for facts only.  Include pertinent and brief information related to the situation. Can include data, context, national 

standards, regulations, or requirements.  May include factual implications if the recommendation does not move forward.    

The Distributors Settlement does not require evaluation, only reporting of how funds are allocated according to the 

categories in the Abatement Plan. Other settlements may have stricter reporting requirements. Even without 

requirements, however, the Legislature, the Governor’s Office, the public and SOORP partners will be eager for 

transparency and improving community engagement around the effectiveness and outcomes related to use of 

settlement funds. 

Updating the SOORP and making future recommendations to the Governor’s office for use of settlement funds will be 

much less burdensome with an evaluation function and structure in place.  

Integrating community outreach and engagement in the evaluation function will mitigate the risk of missing community 

voice in SOORP decision making processes and will improve the cultural appropriateness of both metrics and priorities 

for interventions. 

ASSESSMENT – What is the workgroup’s assessment of the situation? Apply sponsor criteria.  Benefits and risks may be included here.   

The Evaluation Function will use a key public health tool to monitor the effectiveness of the SOORP and its strategies, 

with the intention of amplifying the public health impact of the entire SOOR Plan. 
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While evaluation is not novel, integrating the evaluator with a community engagement lead to inform the dashboard 

and co-create evaluation metrics is an innovative approach. Certainly, this function will support trying other innovative 

interventions and providing a structure for reviewing them for effectiveness. In addition, this function provides the data 

and evidence base to support SOORP community updates to the SOORP. 

With proper staffing, the SOORP community and Executive Sponsors should experience significant impact in the first two 

years. In addition to building relationships and providing a stable way to gather and respond to community input, more 

information and workgroup buy in should be present when considering the next cycle of recommendations for 

settlement funds.  

RECOMMENDATION – What is your recommendation to solve the problem outlined above?  What will be done to solve the problem?  Be sure to 

include minimum viable size (ex. expand into 10 counties).  This is not where you make your case – that is done in your facts and assessment.  

The key recommendation is to fund two staff who can lead the following work. 
Lead State Evaluator/Supervisor and Community Engagement Lead 

• Draft evaluation plan and timeline 

• Collaborate with workgroups and workgroup leads to facilitate development of targeted, priority evaluation 
metrics 

• Provide technical assistance to grantees receiving settlement investments and other implementation teams 

• Promote use of statewide data sources to inform equity across other divisions; as well as monitor prevention, 
treatment, and recovery investments  (Healthy Youth Survey, APCD, coordination/collaboration with HCA on 
Medicaid analysis, coordination/collaboration with RDA, Behavioral Risk Factor Surveillance, DCYF data) 

• Supervise SOORP data and evaluation team to develop public situational awareness dashboard, collect and 
report targeted, priority evaluation metrics, and translate data for staff and communities to tell the story of 
opioid and substance use challenges and successes in Washington:   

 

Convene a community advisory committee to the SOORP and the evaluation plan, convened and supported by the 

Community Engagement Lead.  
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Recommendation 3 
Novelty Title Min Funding Needed People Impact 

Choose an item. Build and staff a data/evaluation translation 
function to make information accessible and 
actionable. 

300,000 10000+ 

SITUATION – Briefly describe the problem/issue.  What is the problem to be solved by the concept in the recommendation?   

DOH and other state partners often share data or information about the opioid or overdose situation in a format that 

more friendly to epidemiologists and partners than it is to the general public, the Legislature or other key audiences. 

Even if the information is accessible, often it focuses on one piece of the puzzle and does not tell the whole story. 

Communications staff managing campaigns need to understand the significance of the metrics and data related to the 

SOORP to ensure they can target audiences and communities to have maximum impact. In addition, public information 

officers fielding questions from the press often struggle to identify a SME that can address the broader topic and speak 

to the available data sources relevant to any media inquiries they get. 

The SOORP Workgroups struggle to have actionable data at the times they need it for updating the SOORP or telling the 

story of their interventions and activities. Since workgroups are often led by volunteers engaged in programs and 

activities, they need support to ensure they continue to use an evidence base to guide their workgroups. The also need 

technical assistance to properly interpret the data and act on it. 

BACKGROUND – This section is for facts only.  Include pertinent and brief information related to the situation. Can include data, context, national 

standards, regulations, or requirements.  May include factual implications if the recommendation does not move forward.    

Often there is a gap between a communications professional and an epidemiologist when data is used to tell a story 

about a public health issue. This recommendation identifies the need for an epidemiologist who also has training in 

telling stories with data, whether through visualizations or dashboards or simply plain talking data for a presentation. 

The general public has become accustomed to dashboards through COVID and now expect accessible data from public 

health and state agencies. 

ASSESSMENT – What is the workgroup’s assessment of the situation? Apply sponsor criteria.  Benefits and risks may be included here.   

If recommendations 1 and 2 are funded, this capacity to support communicating with data and developing products 

based on data for different audiences will leverage both the dashboard and the evaluation/community engagement 

activities. 

The nature of the overdose epidemic can change rapidly. With this capacity, the SOORP data team can more quickly 

interpret trends across data sets and have the capacity to tell the story with data, quickly, to the communities that need 

to know what is happening.  

The dedicated staff to visualizing data and creating data oriented materials and fact sheets will support agencies and 

other partners with media inquiries and in managing health promotion campaigns. 
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All the workgroups will have access to technical assistance, products and support so they can stay current on trends as 

they assess their own interventions and work. 

Careful and skilled interpretation and translation of the data will help hone the focus on equity issues and can tell the 

story of disparities to ensure heavily impacted communities get support. 

 

RECOMMENDATION – What is your recommendation to solve the problem outlined above?  What will be done to solve the problem?  Be sure to 

include minimum viable size (ex. expand into 10 counties).  This is not where you make your case – that is done in your facts and assessment.  

The recommendation is to add a data translator/epidemiologist to the data team to do the following: 

to develop and incorporate key messages,  
and develop and update materials to support Executive Sponsor, State Opioid Coordinator and 
workgroup leads for presentations and communication needs (working with cross-agency 
communications staff) as well as to keep state, local and community partners informed   

The funding request supports epidemiologists who can lead this function. 
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Workgroup name: Recovery Workgroup 

Workgroup chair: Hogan, Meta Co-chair: Lamont, Malika 

Name of submitter: [Category] Date submitted:[Publish Date]  

Top 3 Recommended Concepts  
1.  Expand housing for people in recovery 

2.  Expand long term peer-based recovery supports 

3.  Recovery supports in educational spaces  

Each Workgroup is asked to choose three top concepts for funding with settlement dollars. We will contact you if we 

need additional information about your ideas. Please complete the following for each recommended concept. Please 

turn in by September 23, 2022 to sarah.tunnell@hca.wa.gov.  

Sponsor’s criteria for selecting concepts to advance to the governor’s office: 

● Novel or Innovative intervention with promise for impact 

● Incorporates evidence-based programs or principles, promising practices 

● Likelihood of being effective in 1-2 years 

● Addresses prevalent issues/OD and Opioid issues in communities served 

● Addresses health disparities/equity issues 

● Coordination with key community partners along the care continuum (prevention, primary care/MOUD, SSPs, 

Recovery supports in employment/housing, transitions from jails, mental health services or other health care 

setting) 

● Community-based, school, hospital, etc.  

 

Brief SBAR Example:  

SITUATION SSPs have engaged people who use drugs in harm reduction strategies, but many now smoke rather 

than inject drugs.  

BACKGROUND SSP survey shows the shift from injecting drugs to smoking them. The numbers of persons using the 

SSPs have declined but overdoses continue to rise. Survey data shows that more are smoking drugs 

and are not attracted to an SSP.  A pilot project distributing smoking supplies increased volume at the 

SSP. 

ASSESSMENT We need to use new strategies to engage people who use drugs if the overdoses continue to rise but 

we are engaging fewer of people at risk for overdose at the SSPs. A pilot has shown that offering 

services beyond syringe exchange can increase the numbers served at the SSPs. Adding smoking 

supplies distribution to exchanging syringes and distributing naloxone is an effective means to draw 

the people at risk now into the SSPs for support, education, and resources.  

RECOMMENDATION  Expand harm reduction menu for SSPs to include smoking supplies in addition to drug checking and 

naloxone to address the populations at highest risk of overdose. 
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Workgroup name: Recovery 

Workgroup chair: Hogan, Meta Co-chair: Lamont, Malika 

Name of submitter: [Category] Date submitted:[Publish Date]  

     

Recommendation 1 
Novel
ty 

Title Min Funding 
Needed 

Last 
Update 

New Expand housing for people in recovery $100 million 
(depending on 
scope and 
scale) 

 

  

SITUATION – Briefly describe the problem/issue.  What is the problem to be solved by the concept in the recommendation?   

Housing for people pursuing recovery in Washington is very limited.  Many people who are making serious efforts at 

recovery from substance use disorders find it nearly impossible to accomplish their goals in living environments where 

drugs aren’t only present, but regularly offered to them.  Similarly, many find it challenging to sustain their recovery 

efforts in environments where relapse results in houselessness. These challenges are exacerbated for populations who 

experience additional systematic barriers, including: BIPOC populations, people whose SOGIE (Sexual Orientation, 

Gender Identity and Expression) is marginalized, people with disabilities, aging populations, people with fixed incomes 

or limited earning power, etc.  

BACKGROUND – This section is for facts only.  Include pertinent and brief information related to the situation. Can include data, context, national 

standards, regulations, or requirements.  May include factual implications if the recommendation does not move forward.    

Data on recovery residence (RR) beds is still being gathered, but best estimates place the count at between 6,000 and 

8,000 beds at most.  For a state population of 7.5 million people, an estimated 750.000 of whom are in recovery from 

SUDs, our recovery housing stock is significantly lacking.  

Of the available RR spots, many are either out of reach financially for people or the housing operators taking people in 

are geared toward younger, job/career focused clients.  This leaves older and disabled people with few if any options.  

Furthermore, current housing voucher programs typically cover three months of housing (up to 6 months can be 

covered by DOC for those who qualify post release.)  These policies were based on the assumption that people can find 

means to support themselves after the vouchers expire.  This is not true for many in the system.  In many parts of the 

State, the gap between the cost of housing and prevailing wages for entry level jobs is immense. Some people are 

unlikely to ever earn enough money to afford market rate housing, and by providing some support to attain and 

maintain housing people are more likely to stay in recovery.   

In some counties, people receive a rental stipend while engaged in drug court, however when they graduate that 

stipend ends.  In general, it is ironic that the State will pay for people’s “housing” while they are involved in the judicial 

system but not as soon as someone moves away from the judicial system.  This type of rental support, which has proven 

successful, would serve a wider population if expanded outside of the limited population which Drug Court serves. Drug 

Court often serves only a very specific subset of the criminal-legal involved population, with their eligibility criteria and 

screening amplifying systemic inequities.  
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Educational work needs to be done with existing recovery housing operators, including Oxford House programs, to 

update outdated policies which often set residents up for failure. These policies include evicting individuals for 

recurrence of use, failure to engage in treatment recommendations, not abiding by curfew hours, or other failure to 

adhere to house policies. This often causes someone to lose their housing and support system, with many individuals 

then being forced into homelessness or other situations which jeopardize their success in recovery. 

Gaps in the continuum of care lead to many people unable to sustain their recovery between stages of treatment, 

including for example the time between when a person is forced to leave detox and when a treatment space is available, 

or the time between when a person chooses to access treatment and the time when an intake is available, or after 

exiting treatment while waiting for stable housing. These gaps cause an individual to be vulnerable to recurrence of use, 

victimization, and overdose - all which decrease their likelihood of success in long-term recovery. As of current, there is 

limited and inconsistent funding and options for this type of interim or bridge housing.  

ASSESSMENT – What is the workgroup’s assessment of the situation? Apply sponsor criteria.  Benefits and risks may be included here.   

● Novel or Innovative intervention with promise for impact 

○ While access to housing is not an emerging issue in recovery support services, the current state of the 

private housing market and the limited availability of dedicated affordable recovery housing makes this 

an urgent need for thousands in recovery in the State of Washington. The impact of safe, stable housing 

on recovery is well-documented.  

● Incorporates evidence-based programs or principles, promising practices 

○ Housing-First models have shown that outcomes across all spectrums improve when a person is able to 

be placed in stable housing. 

○ Abstinence-based recovery housing is a SAMHSA recognized evidence based practice. 

● Likelihood of being effective in 1-2 years 

○ People can have immediate and on-going success in maintaining recovery when they are able to obtain 

and maintain housing. 

● Addresses prevalent issues/OD and Opioid issues in communities served 

○ By expanding recovery housing options to include bridging between treatment stages, and by 

specifically encouraging recovery housing for individuals with different recovery support needs, we can 

significantly impact the risk of overdose for those who have chosen to pursue recovery.  

● Addresses health disparities/equity issues 

○ Many current programs only serve specific populations (ie: Drug Court participants, women with young 

children, people with specific religious affiliations, etc.), and this expansion would enable a wider 

population to be housed - specifically those which often are systematically underserved or screened out 

of traditional programming. 

● Coordination with key community partners along the care continuum (prevention, primary care/MOUD, SSPs, 

Recovery supports in employment/housing, transitions from jails, mental health services or other health care 

setting) 

○ As a transition from inpatient treatment, incarceration, or other institutional settings, expanding 

recovery housing options to include short-term stays increases the likelihood of an individual 

transitioning successfully from institutions or homelessness into stable housing. Maintaining stable 

housing enables individuals to engage consistently with other systems of care, including primary care, 

ongoing SUD and mental health treatment, and other supportive services.  

● Community-based, school, hospital, etc. 

○ Community-based with coordination and referrals coming from multiple sectors, including treatment 

providers, peer support agencies, housing providers, and other supportive services.  

RECOMMENDATION – What is your recommendation to solve the problem outlined above?  What will be done to solve the problem?  Be sure to 

include minimum viable size (ex. expand into 10 counties).  This is not where you make your case – that is done in your facts and assessment.  
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● Expand funding for new recovery housing spaces.    

● Expand funding for the recruitment and education of recovery housing operators who can serve underserved 

populations.  

● Fund peer support positions within current housing operations to better support people in recovery via 

statewide application process. 

● Fund longer term housing vouchers in appropriate housing placements for people in recovery who are older 

and/or unable to support themselves financially due to disability or other factors. 

● Initiate master leasing through the state so that smaller organizations could provide peer support in state-

master-leased housing without incurring the risk of a triple-net contract. This has the potential to better serve 

rural and isolated areas that may lack established organizations capable of master leasing. It would also allow for 

a broader variety of types of recovery housing (ie, abstinence-based, harm-reduction oriented, serving particular 

populations, etc). Any type of master-leasing program would reduce the burden on individuals to be 

“competitive tenants” in a tight rental market – many folks in recovery have barriers to housing directly deriving 

from their diagnosis, such as criminal legal records, poor or no credit, evictions, etc. 

● Fund recovery housing operators to provide short-term housing for residents during continuum gaps (between 

detox and treatment and between treatment and more permanent housing). Unlike current voucher systems, 

this funding would need to be quickly dispersed so operators would be incentivized to reserve spaces for this 

purpose.    

● Fund innovative partnership proposals between recovery community organizations and housing operators to 

provide long term recovery supports* 

●  Fund outreach and partnership development to increase the level of mental health support  and training within 

recovery housing for those with co-occurring challenges 

● Develop recovery housing support for underserved populations, including those aging out of the foster care 

system 

● Explore accreditation processes that incentivize the creation of recovery housing at a rate that accommodates 

the scope of the need, including WAQRR, Oxford, and tribal recovery home accreditation 

● Incorporate elements of recovery housing options on college and university campuses* 
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Recommendation 4 
Novel

ty 

Title Min Funding 

Needed 

Last 

Update 

Expa

nded 

Long term peer-based recovery supports 50 million   

  

SITUATION – Briefly describe the problem/issue.  What is the problem to be solved by the concept in the recommendation?   

Peer recovery support is characterized by the provision of non-clinical peer support, which can include activities that 

engage, educate and support the individual as they make the necessary changes to recover from substance use disorder.  
There are currently multiple gaps in providing comprehensive peer-based recovery supports across multiple settings. 

This includes not having enough peers to meet the needs of the overall population of those in recovery, peer-led and -

run recovery support places not being offered in all geographic areas, and a lack of professional development 

opportunities for individuals employed in peer support positions. In addition, individuals in recovery may be more 

successful in settings that acknowledge and embrace their other intersecting identities along with being a person in 

recovery. 

Peer based recovery supports are often housed in agencies where they are able to be funded by Medicaid 

reimbursement, which limits the scope of services which are able to be provided. This often requires peers to be 

certified through the Washington State certification process, which can be inaccessible for many individuals due to cost, 

wait-list, and training schedules. While the certification process for peers does offer helpful tools for service delivery, 

comprehensive and quality services are able to be delivered by peers without such certification. By limiting peers to 

agencies which can bill Medicaid for services provided, it limits the opportunity for peer-based recovery support services 

outside of behavioral health agency settings.  

Existing peer services, like other behavioral health services, are often concentrated in areas with high population 

densities. This leaves rural or isolated communities with limited to no peer-based recovery service options. Within these 

options, peer-services are even more likely to be available only at licensed behavioral health agencies with support 

available only to individuals who are actively engaged in a treatment program. This restricts the support that individuals 

can receive after they no longer meet criteria for medically necessary treatment. 

Even in areas where peer-based recovery support services are established and available, the capacity fails to meet the 

needs of the population. Peers and community-based support services often have a limit on how many individuals they 

can serve at any one time, with many already serving the maximum number. This causes agencies to have a wait-list for 

accessing peer-based services, rather than meeting people where they are at in being ready to access support.  

Simply put, there are not enough peer support services to meet the ongoing needs of people in recovery.  
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BACKGROUND – This section is for facts only.  Include pertinent and brief information related to the situation. Can include data, context, national 

standards, regulations, or requirements.  May include factual implications if the recommendation does not move forward.    

 

Recovery Community Centers are venues where long term peer delivered recovery supports can be offered, Peer 
Washington and the Recovery Café’ models are two Washington State examples where people in recovery are thriving.    
A 2021 study, by Dr. John Kelly, Professor of Psychiatry in the Field of Addiction Medicine at Harvard Medical School; 
Founder and Director of the Recovery Research Institute found that Recovery Community Centers appear to provide a 
somewhat unique community-based venue for accessing highly valued, recovery-specific social support and needed 
resources that can instill hope, decrease stress, and help individuals to establish a solid foundation for recovery.  The 
report also finds that Recovery Community Center participation...appears associated with health and psychosocial 
benefits in terms of increased abstinence, lowered substance-related harms, and enhancements in psychological well-
being and quality of life. 
Long term recovery support is a critical part of addressing addiction,  and it is a good investment for the people of 

Washington. 

A WA State study that found that every $1 spent on recovery support services in Washington State saves tax payers $7 

in return (Jim Mayfield, DSHS-RDA 2015).   

While peer certification was expanded to include substance use, the certification process includes extensive barriers to 

access. The certification process requires a prerequisite course to be completed online, followed by an in-person (or 

virtual) 36 hour training course, ending with a written and oral exam. The certification course prioritizes individuals who 

are already employed at a licensed behavioral health agency or have a promise of employment at one, and sometimes is 

closed to individuals who do not fit this criteria. This limits the access to certification, especially for individuals who are 

seeking employment to deliver peer recovery support in a setting which is not a licensed behavioral health agency.  

Providing funding for non-Medicaid long term recovery support services greatly expands the tools, many pathways and 

efficacy of WA State’s ability to respond to address our substance use disorder crisis.  

 

ASSESSMENT – What is the workgroup’s assessment of the situation? Apply sponsor criteria.  Benefits and risks may be included here.   

● Novel or Innovative intervention with promise for impact 

○ Peer based recovery supports have demonstrated success in a variety of settings. The novelty of this 

proposal is expanding the capacity of current services and developing new spaces and settings where 

peer services can be provided 

● Incorporates evidence-based programs or principles, promising practices 

○ Peer support is an effective and evidence-based practice. 

○ By expanding peer support services outside of abstinence-only settings, we can provide services that are 

harm-reduction based (EBP) and meet people where they are at in their recovery. 

● Likelihood of being effective in 1-2 years 

○ The success of this proposal will build on existing peer-led recovery supports, expanding them to 

underserved populations and geographic areas. Effectiveness will follow multiple factors including level 

of funding, innovation in programming, and leveraging existing community supports.  

● Addresses prevalent issues/OD and Opioid issues in communities served 

○ On-going recovery supports are able to serve individuals engaged in polysubstance use and continue to 

support individuals along their continuum of use of various substances, depending on the individuals’ 

identified recovery support needs. We cannot begin to make a dent in overdose numbers if we expect 

full abstinence in order to qualify for recovery supports. Rural communities in particular struggle to 
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support residents who don’t qualify for treatment services based on polysubstance use, but are more 

isolated and vulnerable to overdose.  

● Addresses health disparities/equity issues 

○ Promoting the development of by-and-for and population-specific recovery organizations can begin to 

address inequities in recovery outcomes. By expanding services to target specific populations (rural 

areas, BIPOC, SOGIE, various age demographics), support services can reach individuals who are 

historically disproportionately impacted and underserved by systems and services. 

● Coordination with key community partners along the care continuum (prevention, primary care/MOUD, SSPs, 

Recovery supports in employment/housing, transitions from jails, mental health services or other health care 

setting) 

○ Placement of peer recovery supports in agencies who do not current provide these services expands the 

number of community partners who offer peer services and enhance the scope of services which are 

able to be provided 

○ By providing peer recovery support services outside of licensed behavioral health agencies, it increases 

the likelihood of serving individuals who would benefit from peer support services but who are not 

actively engaged in behavioral health treatment. 

○ Expanding peer-based recovery supports in existing outreach programs can increase collaboration 

among housing, recovery, and other community services.  

○ Particularly in rural areas, coordination with existing social infrastructure – not necessarily SUD- or 

recovery-oriented – will be vital to reaching those who need recovery supports and will increase 

collaboration among service providers and other community entities.  

● Community-based, school, hospital, etc. 

○ Community-based at various agencies across multiple sectors where individuals in recovery may be 

seeking services, including - but not limited to - behavioral health agencies 

RECOMMENDATION – What is your recommendation to solve the problem outlined above?  What will be done to solve the problem?  Be sure to 

include minimum viable size (ex. expand into 10 counties).  This is not where you make your case – that is done in your facts and assessment.  

● Expand of existing programs/models of peer based recovery support such as Peer Washington and Recovery 

Cafe, and including services that are not eligible for Medicaid reimbursement 

● Explore and develop population-targeted supports, including harm reduction based, low barrier, by-and-for, non 

abstinence based, and demographic specific (youth, BIPOC, rural, SOGIE, etc.) 

● Fund professional development and supports, including living-wage compensation and advancement 

opportunities, for peer specialists 

● Fund innovative partnership proposals between recovery community organizations and housing operators to 

provide long term recovery supports* 
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SITUATION – Briefly describe the problem/issue.  What is the problem to be solved by the concept in the recommendation?   

University/college campuses and high schools have been described as “recovery hostile” environments (Brown, et al., 

2018; Hennessy, et al., 2019) for adolescents and adults alike. People in recovery from substance use disorder (SUD) face 

many challenges as they re-construct their lives and create a life-long recovery focus. The Association of Recovery in 

Higher Education (2022) notes that “due to the stigma associated with SUD, this is not always supported by society and 

this is reflected in the high school and higher education environment. For students in recovery, there is often a strong 

focus on maintaining recovery, leaving little focus on creating a place within high schools and higher education for this 

marginalized population. While other groups of classically marginalized populations have begun to find a foothold and 

support within high school and university settings (e.g., LGBTQ, gender equality, ethnic identities), students in recovery 

are often forgotten because their needs differ from what is the common narrative on college campuses.” Additionally, 

justice involved and/or previously incarcerated students, who are also in recovery, face significant barriers in their 

attempts to integrate into the campus or community, maintain their recovery, secure housing, as well as attain 

academic/career pursuits (McTier, et al, 2017). In order to be academically successful, students in recovery require 

recovery supports on campuses and in schools that address their specific set of needs and lived experiences.  This is 

especially true as individuals in recovery transition from one living environment to another (e.g. home with parents to 

college campus, recovery high school to college campus, incarceration setting to community setting and also attending 

community college, tx setting to school or campus, etc.) (Cleveland, et al., 2021).  

 

BACKGROUND – This section is for facts only.  Include pertinent and brief information related to the situation. Can include data, context, national 

standards, regulations, or requirements.  May include factual implications if the recommendation does not move forward.    

Substance use, Substance use disorder and return to use can significantly and negatively impact students’ educational 

success, career goal attainment, and retention in both high school and college/university (Arria, et al., 2018; Finch, et al., 

2018).  

Nationally, the percentage of people in 2020 with a past year SUD differs by age group (SAMHSA, 2021) . The percentage 

was highest among young adults aged 18 to 25 (24.4 percent or 8.2 million people), followed by adults aged 26 or older 

(14.0 percent or 30.5 million people), then by adolescents aged 12 to 17 (6.3 percent or 1.6 million people) See figure 

directly below. 
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The National College Health Assessment (NCHA, Spring 2022) reports that 2.1% of college students surveyed indicated 

that they were in recovery from alcohol or other drug use. Respondents are asked in numerous places throughout the 

survey about issues that might have negatively impacted their academic performance within the last 12 months. See 

response rates in the chart below. 

 

The health and well-being of students in recovery from substance use disorder are increasingly being recognized as a 

priority on college campuses through harm reduction based (Laitman, et al., 2014) and abstinence based models 

(Bugbee et al., 2016). Vest and colleagues (2021) report, “Approximately 600,000 college students describe themselves 

as in recovery from an alcohol and/or other drug use disorder (ACHA-NCHA II, 2019; National Center for Education 

Statistics, 2017; Substance Abuse and Mental Health Services Administration, 2019). Colleges and universities are 

beginning to provide recovery support services intended to improve health and educational outcomes among this 

student population (Reed, et al., 2020).”  

A collegiate recovery program (CRP) is a college or university-provided, supportive environment within the campus 

culture that reinforces the decision to engage in a lifestyle of recovery from substance use. It is designed to provide an 

educational opportunity alongside recovery support to ensure that students do not have to sacrifice one for the other. 

(Association of Recovery in Higher Education - ARHE, 2020). Collegiate recovery programs (CRPs) create a recovery-

friendly campus environment through peer support, on-campus mutual-help meetings, recovery/sober housing, 

alcohol/drug-free events, counseling staff, and dedicated student drop-in centers (Bugbee et al., 2016). 

Recovery high schools (RHSs) provide post-treatment education and recovery support for young people with substance 

use disorders (Association of Recovery Schools, ARS). Recovery high schools enable teachers, counselors, peers, and 

other student support staff members to provide structured recovery-focused programming and support to adolescents 

https://recoveryschools.org/what-is-a-recovery-high-school/
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alongside their academic curriculum with the goal of helping students be successful in academics and in recovery (Finch 

and Karakos, 2014). Additionally, recovery high schools provide support for families learning to how to live with, and 

provide support for, their teens entering into the recovery lifestyle. Adolescents attending RHSs were significantly more 

likely than non-RHS students to report complete abstinence from alcohol, marijuana, and other drugs at the 6-month 

follow-up (OR = 4.36, p = .026), significantly lower levels of marijuana use (d = −0.51, p = .034) and less absenteeism 

from school (d = −0.56, p = .028).  These results indicate that RHSs have significantly beneficial effects on substance use 

and school absenteeism after 6 months for adolescents treated for SUDs (Finch, et al, 2017). 

Bugbee and colleagues (2016) note that research evaluating program outcomes is still in the early stages, but 

preliminary evidence suggests that CRPs contribute to both better academic outcomes (e.g., graduation rates, GPA) and 

successful recovery. Members perceive CRP services as helpful, stating that the recovery support services are 

fundamentally critical to their ability to stay in school, succeed academically, and maintain their wellbeing, especially for 

students who are at an earlier stage in their recovery. Interpersonal support and a safe, healthy environment are seen as 

two of the most helpful benefits of CRP involvement. The benefits of CRP involvement appear to be enduring, in that 

CRP alumni continue to exhibit success in both academics and recovery. Some experts believe that the benefits of a CRP 

extend beyond its membership to the entire student body. A strong campus-based infrastructure of recovery support 

services might nudge some students toward abstinence and recovery if they are already contemplating it. 

Reed et al. (2020) reviewed the literature to examine the impact of collegiate recovery programs or communities and 

the challenges CRPs experience. They concluded that limited sustained funding are one of the challenges CRPs 

experience. In terms of impact and effect of CRPs, the existing research found correlations with participating in CRPs and 

lower relapse rates, higher graduation and GPA rates. CRPs also foster professional and peer support for students in 

recovery and the connection of peers in recovery also contribute to networking and resource sharing as well as, help to 

address lower self-esteem.  

 

ASSESSMENT – What is the workgroup’s assessment of the situation? Apply sponsor criteria.  Benefits and risks may be included here.   

Available recovery supports: Currently, in the State of Washington, only one public high school is designated as a 

recovery campus―Interagency High School, Recovery Campus at Queen Anne in Seattle, WA.  Highly variable levels of 

recovery supports are offered at high schools across the state.  To date, there are 5 public and 1 private college or 

university campuses that offer varying levels recovery support services, with all but one campus in the very beginning 

stages of development (Green River College, Skagit Valley College,  Renton Technical College, Washington State 

University, Eastern State University, Gonzaga University).  Currently, there are not formally offered and culturally-based 

recovery support services (e.g. White Bison Wellbriety) provided by Tribal Colleges in Washington, although these 

services may be offered less formally or outside of these educational settings by the tribes. Most State of Washington 

Community Re-entry Navigator programs at colleges/universities for justice-involved and/or previously incarcerated 

students do not provide recovery supports as part of their needs-based educational services on campus. 

Needs assessment: The State of Washington Collegiate Recovery Initiative (SWCRI) evaluation report (2021) found that 

students in recovery and parents identified the need for similar social and environmental supports and services on 

campus: Recovery meetings or mutual aid meetings, peer mentoring and peer recovery specialists, sober social 

activities, a collegiate recovery community, designated recovery housing, and others. Further the SWCRI report 

underscores that colleges and universities must provide a full continuum of recovery support services noted as essential 

to wellbeing and academic success, which must include a means of referral for students as they transition between 

social and educational environments and contexts for consistency and stability in recovery support services provision.  

Education, social justice, and equity: The framing the needs of students in recovery as not just an educational concern 

but also a social justice and equity issue, underscores the recommendation that high schools, colleges and universities 

https://interagency.seattleschools.org/about/campus-locations/recovery-campus-at-queen-anne/
https://whitebison.org/
https://www.doc.wa.gov/corrections/community/reentry.htm
https://www.doc.wa.gov/corrections/community/reentry.htm
https://deanofstudents.wsu.edu/health-promotion/grant-projects/wa-state-collegiate-recovery-support-initiative/
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must provide services to meet the needs of students in recovery. Provision of a full continuum of recovery support 

services must be a priority and will require high school and institutions of higher education to make programmatic and 

even structural changes in order to systematize and sustain a school/campus environment that actively supports the 

needs of students in recovery (SWCRI Report, 2020-21).  

Regulation compliance: There is a need for funding and the development of recovery support programs in educational 

settings to more fully comply with federal regulation regarding accessibility and the creation of a safe learning 

environment for students in recovery. Notably, current federal laws, such as the Drug Free Schools and Campuses Act 

(DFSCA) and the Americans Disabilities Act (ADA) require equal access to schools and higher education, the creation of a 

safe learning environment, the provision of reasonable accommodation, the provision of a full continuum of care 

regarding student substance use, as well as re-entry and support services for students in recovery. As well, these legal 

requirements are core elements within the mission of the U.S Department of Education. (See the Eastern Illinois 

University Higher Education Center website for more information regarding the DFSCA. See the U.S. Department of 

Justice Civil Rights Division website for information and technical assistance on the ADA.) The Americans with Disabilities 

Act (ADA) of 1990, as amended in 2008, establishes requirements for equal opportunities in employment, state and local 

government services, public accommodations, commercial facilities, transportation, and telecommunications for citizens 

with disabilities—including people with mental illnesses and addictions/substance use disorders. 

Given the above stated information, there is a clear need for increased development ongoing funding of recovery 

support efforts within high schools and universities/colleges in the State of Washington.  

RECOMMENDATION – What is your recommendation to solve the problem outlined above?  What will be done to solve the problem?  Be sure to 

include minimum viable size (ex. expand into 10 counties).  This is not where you make your case – that is done in your facts and assessment.  

1. Fund specific services, community development, and staffing levels that are needs-based and efficacious per 

research in the field of recovery supports in educational settings.  See reference listing provided below for 

available research.  *See listing of recommended services, community development, and staffing levels below, 

which are referenced in all other recommendations in this section. 

a. Peer Recovery Coach, Ally, and other recovery support trainings for students, staff, educators . 

b. Hiring of Peer Recovery Coaches into staff or student-staff positions 

c. Hiring of half to full time Recovery Support Coordinators on campus and in schools 

d. Professional recovery training for school and college/university advisors, counselors, resident advisors, 

health promotion professionals, nurses, etc.  

e. Academic scholarships for tuition, books, student fees, paid career/internship sites, etc. 

f. Transportation vouchers/passes (bus, rail, gas cards) 

g. Child-care vouchers 

h. Recovery housing on college campuses or in the surrounding community (Oxford House affiliated, 

university/college affiliated, stand-alone housing with trained support staff, not just “sober” rooms on a 

residence hall floor). 

i. Vouchers for temporary crisis/transition housing 

j. Harm reduction and over-dose prevention supplies (Fentanyl testing strips, Deterra disposal packets, 

Nicotine/tobacco cessation patches) for general campus and school distribution. Includes the 

Development of free campus Narcan/Naloxone training and dispensing protocols and program. The 

Washington State Department of Health operates an Overdose Training and Naloxone Distribution 

Program that offers free naloxone kits, overdose response training and technical assistance to 

organizations interested in distributing naloxone to people at risk. Can utilize on-campus or off-campus 

distributors/pharmacies. 
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k. The Installation of a permanent safe medication disposal units directly on campus or regular drug take-

back events on campus. include education or marketing program on safe storage and disposal of 

prescription medications. 

l. Funds for regular mutual aid meetings (All Recovery, AA/NA, etc.) and sobers social events on campus 

and in schools. 

m. Dedicated drop-in centers for students in recovery on campus or in schools 

n. Multiple social media platforms to directly provide recovery oriented information, resources, and 

community for students in recovery and their families. 

o. Fund student recruitment campus visits/tours. Work with admissions, enrollment, and new 

student/transfer orientation programs to formally integrate and sustain the recruitment/retention of 

recovery students into future university recruitment & retention planning, visits, tours, and other 

community activities. Include recovery high schools, in/outpatient groups, parole officers & previously 

incarcerated persons, service providers, etc. Include recovery student and peer support in process. 

p. Fund institutional memberships in state and national recovery organizations (WRA, ARS, ARHE, HECAOD) 

 

 

2. Fund *recovery support services and staff for all high schools in the State of Washington for students in recovery 

in the general student population,  including public or private high schools designated as “Recovery High 

Schools” (e.g. Interagency High School, Recovery Campus at Queen Anne in Seattle, WA). 

 

3. Expand the funding for and the number of designated “Recovery High Schools” within counties and school 

districts in the State of Washington with an emphasis *providing support services to students and families in 

rural areas, on the eastside of the state, and on Tribal lands. 

 

4. Expand the funding for and the number of designated *recovery supports to all colleges and universities in the 

State of Washington for students in recovery in the general student population, including 2-year, 4-year, public 

and private, as well as tribal institutions of higher education.  

 

5. Fund training in and implementation of culturally-based recovery support services (e.g. White Bison Wellbriety) 

in Tribal Colleges and other educational settings in Washington.  

 

6. Fund *recovery support services and staff as part of all Navigator Community Re-entry Programs providing 

services to justice involved students in recovery at colleges/university in the State of Washington (Washington 

State Board for Community and Technical Colleges) that are within prison facilities as well as in community 

settings. 

 

7. Fund widespread marketing and communication  via multiple platforms to the general population as well as 

staff, educators, and administrator within primary, secondary, and higher education institutions regarding the 

availability of *recovery supports in educational setting for in creased awareness, increased accessibility, and 

development of referral of students as they transition between education settings (e.g. high school to college or 

prison to college).  

 

8. Fund the development and activities of a State of Washington Coalition of Recovery in Higher Education for 

networking, training, program development and collaboration between staff, students and administrators at 

colleges/universities involved in the development of recovery supports on their respective campuses.  

 

https://washingtonrecoveryalliance.org/
https://recoveryschools.org/
https://collegiaterecovery.org/
https://hecaod.osu.edu/campus-professionals/recovery-2/
https://recoveryschools.org/
https://recoveryschools.org/
https://interagency.seattleschools.org/about/campus-locations/recovery-campus-at-queen-anne/
https://whitebison.org/
https://www.doc.wa.gov/corrections/community/reentry.htm
https://www.sbctc.edu/colleges-staff/programs-services/prisons/default.aspx
https://www.sbctc.edu/colleges-staff/programs-services/prisons/default.aspx
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9. Fund the development and activities of  State of Washington Coalitions of Recovery in Secondary Education and  

High Schools for networking, training, program development and collaboration between staff, students and 

administrators at colleges/universities involved in the development of recovery supports on their respective 

campuses.  
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Top 3 Recommended Concepts 
1. Fully fund the current initiatives: DCYF’s voluntary wrap around services that are provided through Within 

Reach and Help Me Grow, WSHA and DOH’s quality improvement work with birthing hospitals with 45 out of 56 
birthing hospitals are enrolled in the program, and HCA to create billing mechanisms for birthing hospitals to 
provide care for mothers/birth parents who are using substances at the time of birth. 

2. Address disparate housing access: Housing supports for all parents including a targeted program to bridge 
housing and support service gaps caused by waitlists for residential treatment services. 

3. Residential/Outpatient treatment service expansion Expand services to include fathers/partners/larger 
families, reduce wait times to 7-10 days or less, and bring services into more communities with a focus on places 
with service deserts and high unmet need. 

4. This concept is from mothers who used substances while pregnant: Legal representation for parents and 
pregnant persons with current or potential child welfare involvement due to substance use. (Representation 
needs to begin before child removal) 

 
Each Workgroup is asked to choose three top concepts for funding with settlement dollars. We will contact you if we 

need additional information about your ideas. Each recommendation should be no longer than 2 pages each – you can 

remove the italic SBAR instructions for additional space. Please complete the following SBAR for each recommended 

concept. Please turn in by September 23, 2022 to sarah.tunnell@hca.wa.gov. After September 23, we cannot guarantee 

the late concepts will be considered. 

Sponsor’s criteria for selecting concepts to advance to the governor’s office: 

• Public health impact – address high prevalence or severity issues, overdose/opioid issues in communities served 

• Novel or Innovative intervention 

• Incorporates evidence-based programs or principles, promising practices 

• Likelihood of being effective in 1-2 years 

• Addresses health disparities/equity issues 

• Coordination with key community partners along the care continuum (prevention, primary care/MOUD, SSPs, 

Recovery supports in employment/housing, transitions from jails, mental health services or other health care 

setting) 

• Community-based access for people not engaged in the health care system 

• Include an evaluation component for each concept including population impact, number, geography, etc. 

mailto:sarah.tunnell@hca.wa.gov
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SBAR of Washington’s Systems that Provide Care During Pregnancy and for Families 
 

SITUATION Washington has led the nation in their response to substance use during pregnancy 
but our systems haven’t been updated in decades, aren’t able to meet current needs 
and don’t reflect our current knowledge of both clinical care and social drivers that 
impact addiction outcomes. We’re working to update our current systems of care so 
they are trauma informed and keep parents and their children together. 

BACKGROUND Many of the substance use care models come from a belief that we need to save 
children from their parents instead of understanding that we can’t fully take care of 
children without taking care of their parents and we can’t fully take care of parents 
without taking care of their children. We don’t have a system of care that centers 
keeping families together and it’s harmful to separate them. Separation creates 
additional barriers to recovery. 

ASSESSMENT We need to transform clinical care at birth, create care structures that will allow a 
parent who isn’t in recovery at birth to receive stabilization care at birth and then 
directly transfer from birthing hospitals to residential treatment or outpatient model 
like Rising Strong, and then we need to create a program so the families/dyads have 
a coordinated transfer to permanent housing. 

RECOMMENDATION The workgroup has identified gaps in the continuum of care that need 
transformation and a vision for what our systems should become. 

 

Our vision for what the system should look like: 
• Transform prenatal care so anyone who is pregnant and using substances can 

easily get into prenatal care and substance use care, regardless of their ability 
to stop using substances or what stage of the pregnancy they are in. 

• Transform the provision of care at birth: 
o  Mothers/birth parents who are stable in recovery at birth room in 

with their babies and provide non-pharmacological supports for infant 
withdrawal. 

o Mothers/birth parents who aren’t stable in recovery at birth can 
receive MOUD/withdrawal support/substance use treatment at the 
birthing hospital with their baby and then be directly transferred to 
residential/outpatient treatment without being separated from their 
baby. 

• Streamlined access into intensive outpatient treatment models that provide 
housing (Rising Strong) and/or residential treatment that allows parents to 
bring their children with them. 

o Residential treatment models need to be in more communities and be 
able to accommodate fathers/partners and more children. 

• Housing access: 
o Residential treatment wait times are currently 4-6 weeks, parents and 

children need housing while they wait to go to treatment. (Some local 
health jurisdictions are reporting they are putting people in hotels 
while they wait for treatment beds) 

o Direct transfer to permanent housing when discharging from 
outpatient treatment/residential treatment. 



2022 Opioid Settlement Funding Project Recommendation 
 

 

Recommendation 1 
 

Novelty Title Min Funding Needed People 
Impact 

Expanded Fully invest in current workgroup 
initiatives: 

 

1. WSHA/DOH: substance use quality 
improvement with birthing hospitals. 

2. HCA: payment mechanisms for birthing hospitals 
to provide stabilization/substance use care for 
mothers and birth parents who aren’t stable in 
recovery at the time of birth. 

3. DCYF to provide voluntary wrap around services 
through Within Reach and Help Me Grow. 

4. Resource Finder expansion Washington State 
Department of Health 

a.  Information in other state resource 
finders/programs needs to be connected 
(Ideally so they all are integrated and 
updated) 

i. MOUD provider finder MOUD 
Locator - Washington Recovery 
Help Line 
(warecoveryhelpline.org). 

ii. Recovery navigator services 
Recovery navigator program fact 
sheet (wa.gov) 

iii. Housing and recovery 
residencies 

1. WSHA 
a. $37,000 for remaining 

6 smaller hospitals 
that need MDC data 
access 

b. $25,000 for 
consultation for 
hospitals to integrate 
screening into EMR’s 
and to connect EMR 
to MDC data 

c. $4800 to add 
substance use 
measures to executive 
dashboard so hospital 
executives are 
tracking SUD 
outcomes. 

DOH 
d. $500,000 to staff the 

coordination of the 
PPCF workgroup and 
the QI program. FTE 
for Nurse, program 
staff and 
epidemiologist. 

e. $500,000 for contracts 
with hospitals so they 
can initiate staff 
training, data 
collection, EMR 
integration and 
substance use policy 
in hospitals. 

2. HCA 
a. $2.5 million to expand 

acute inpatient 
withdrawal treatment 
billing codes to 
include people who 
need additional days 
of early postpartum 
stabilization care. 

3. DCYF 
a. $205,000 to build IT 

infrastructure for the 

10000+ 

https://pprs.doh.wa.gov/
https://pprs.doh.wa.gov/
https://www.warecoveryhelpline.org/moud-locator/
https://www.warecoveryhelpline.org/moud-locator/
https://www.warecoveryhelpline.org/moud-locator/
https://www.warecoveryhelpline.org/moud-locator/
https://www.hca.wa.gov/assets/program/recovery-navigator-program-fact-sheet.pdf
https://www.hca.wa.gov/assets/program/recovery-navigator-program-fact-sheet.pdf
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  plan of safe care 
services for families 
with a CPS report that 
screen out and need 
wrap around services. 
And for 
communication and 
training with 
hospital/prenatal care 
providers on the 
portal and policy. 

 

 

 

SITUATION 

WSHA/DOH: Clinical guidance for the care of infants and mothers/birth parents with substance use has changed in the 

last few years and requires significant transition in how hospitals have been providing care for the last 50 years. State 

support is needed to guide and support the care transformation, so all birthing hospitals provide supportive/evidence 

guided care for substance use. 

HCA: SUD care at birth requires extended inpatient time at hospitals. Washington will be the first state to offer billing 

codes for mothers/birth parents stable in recovery to support their infants (starts 10.1.2022) but still needs to create 

billing codes for mothers/birth parents who aren’t stable in recovery at birth, so hospitals can provide stabilization care. 

DCYF: Federal legislation for the report/notification of infants exposed to substances changed in 2016 and now requires 

the inclusion of both legal and illegal substances. DCYF coordinated a workgroup to write new policy and to create a 

process so infants who are exposed to substances with no safety risk do not receive a CPS report and are eligible for 

voluntary wrap around services. The program/policy was piloted with 13 birthing hospitals and is now being launched 

across the state. 

Resource Finder: People with lived experience frequently report that when they were pregnant it was very difficult to 

find care, additionally providers report that connection between prenatal/behavioral health/community services is 

difficult and that we need a system to make referral into and between services easier. 

BACKGROUND 

The number of mothers/birth parents who have used substances while pregnant has increased across the state over the 

last twenty years and has significantly outpaced the growth of the programs that provide perinatal substance use care. 
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WSHA/DOH: Launched QI for Substance Use at birth in May 2022. the program is available to all non-military hospitals 

in Washington and there are currently 45 out of 56 hospitals who have enrolled. The program integrates national 

standards for maternal care Care for Pregnant and Postpartum People with Substance Use Disorder | AIM 

(saferbirth.org) with national standards for infants ESC One Sheet_0.pdf (cpqcc.org) and aligns with the state’s Center of 

Excellence in Perinatal Substance Use Standards. Centers of Excellence for Perinatal Substance Use | Washington State 

Department of Health. 

• 16 of the birthing hospitals enrolled in the QI work aren’t yet submitting data so we’re unable to see progress 

and 11 birthing hospitals aren’t yet participating in the program. 

• Data Measures: Average length of stay for infants, Pregnant people with OUD that received MOUD/Behavioral 

health treatment, infants receiving parents milk at discharge, infants discharged to biological parent, universal 

screening at prenatal care sites, universal screening at birth, rooming in, pain management prescription 

practices, OUD prescribing, % of newborns affected by maternal opiates, % of newborns with NAS, % of opioid 

maternal deaths. 

https://saferbirth.org/psbs/care-for-pregnant-and-postpartum-people-with-substance-use-disorder/
https://saferbirth.org/psbs/care-for-pregnant-and-postpartum-people-with-substance-use-disorder/
https://www.cpqcc.org/sites/default/files/pdf/event/ESC%20One%20Sheet_0.pdf
https://doh.wa.gov/public-health-healthcare-providers/healthcare-professions-and-facilities/centers-excellence-perinatal-substance-use
https://doh.wa.gov/public-health-healthcare-providers/healthcare-professions-and-facilities/centers-excellence-perinatal-substance-use


2022 Opioid Settlement Funding Project Recommendation 
 

 

 
 

ASSESSMENT – Hospitals are exhausted from COVID, many still have unusually high proportions of travel and new 

graduate nurses. Additionally, OB nurse managers are experiencing lag times of 3-6 months when hiring new RN 

positions. They need support to learn about and initiate these changes. Apply sponsor criteria. Benefits and risks may be included 

here. 

 
 
 

RECOMMENDATION – What is your recommendation to solve the problem outlined above? What will be done to solve the problem? Be sure 

to include minimum viable size (ex. expand into 10 counties). This is not where you make your case – that is done in your facts and assessment. 

 
 
 
 
 

HCA Billing codes: 

SITUATION – Briefly describe the problem/issue. What is the problem to be solved by the concept in the recommendation? 

 

BACKGROUND – in 2020 737 children were removed from their parents care during the first 30 days of life. 80% of these removals were due 

to parental substance use, which is 590 children. 

 
 
 

DCYF: In 2019 DCYF convened a statewide workgroup to create new policy/program for the notification and report of 

infants exposed to substances, and voluntary wrap around services (provided through Within Reach and Help Me Grow) 

for the plan of safe care. The state began piloting the new policy/program and is currently launching the program across 

the state. 

In 2020 DCYF had 737 children removed from their parents in the first 30 days of life, 80% of these removals were for 

parental substance use. Additionally, parents of color are reported to CPS more frequently, have their children removed 

at higher rates, and have lower rates of reunification than white parents. 
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HCA: Medicaid doesn’t have billing codes or payments for mothers/birth parents who aren’t stable in recovery at birth 

to receive stabilization and substance use care at birth for all birthing hospitals. We’re requesting funding so the acute 

inpatient withdrawal management billing codes can be expanded to include this group of people. Page 62 of the 

Inpatient Hospital Services Billing Guide (wa.gov) 
 

Resource Finder: DOH created a resource finder that is powered by WA211 specifically for this population Washington 

State Department of Health. The resource finder needs to be connected to the MOUD locator and additional service 

information needs to be added to the database (housing, peer recovery navigators etc). Additionally, IT innovation is 

needed to update state online resource systems so they use more current technology and are more user-friendly. 

ASSESSMENT – 

Statewide transformation is underway, current investments are needed in the initiatives that have been started. Public 

health and hospital staff are still responding to COVID, dealing with provider burnout and staffing shortages. It takes a 

lot of time to rewrite hospital policy, get staff buy-in, integrate screening into electronic medical records, capture and 

report out data and to train staff in new care models. The current initiatives are evidence informed, include data metrics 

to assess progress and outcomes and are built with sustainability planning. Funding to support both the QI needed to 

transform care and the billing codes for providing stabilization care at birth are essential to successfully transform 

substance use care at birth. 

Creating access in the communities where people live and seek services is imperative to reduce disparities and reach 

everyone who is interested in receiving services. Expecting people to know where to go for specialty programs and to 

have the resources/ability to travel to them is not realistic and widens existing disparities. We need to transform the 

systems that provide care where people live and receive services, so our services center the people receiving care and 

meet them where they are. 

The Department of Health is working to create an outward facing data tableau that looks at availability of services by 

county and perinatal outcomes that will be used with the QI data to assess the effectiveness of the system 

transformation. 

http://hca.wa.gov/assets/billers-and-providers/Inpatient-hospital-bg-220701.pdf
https://pprs.doh.wa.gov/
https://pprs.doh.wa.gov/
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RECOMMENDATION  – 

Fund WSHA to support hospitals with data and EMR integration. 

Fund DOH to coordinate this system transformation work and to contract with hospitals so they can receive the 

necessary financial support to implement the SUD care changes outlined in this proposal 

Fund DCYF to build infrastructure to connect parents with wrap around services through Help Me Grow, strengthen the 

IT with upgrades to the portal for wrap around services, disseminate the program with prenatal and birth providers, and 

improve communication/training. 

Fund resource finder expansion: I’m not sure who should coordinate the necessary IT build for resource finder 

expansion, but my sense is that this is beyond the pregnant and parenting workgroup and is needed for everyone who 

uses substances. Much more sophisticated IT is available than what we are currently using, and innovation is needed in 

this space. 

 
 

Recommendation 2 
Novelty Title Min Funding Needed People Impact 

New Create a statewide housing program for all 
parents exiting residential/outpatient 
treatment that includes a targeted program 
to bridge the gap between people being 
ready to enter treatment and the delayed 
access to treatment caused by waitlists for 
residential treatment services. 

Administrative/planning FTE 
to determine programmatic 
need for future years. 

1000-4999 

 
SITUATION – Many parents don’t have affordable permanent housing for their family when leaving residential 

treatment. This can lead to mothers/birth parents and children moving in with friends and/or family, couch surfing and 

experiencing houselessness. If their friends and family use substances and they don’t have their own place to live, 

staying in recovery can be more difficult. Additionally, when mothers/birth parents are ready to enter residential 

treatment that allows them to bring their children with them, there is usually a lag time between when they are ready to 

go to treatment and when a bed is available. Transitional housing is needed to support people while they’re waiting to 

enter treatment. 

 

 

BACKGROUND – In 2019, Washington had the unfortunate distinction of having the 5th highest per capita rate of 

houselessness in the nation and during the January 2019 point in time count there were 768 people in households with 

children that were houseless. Additionally, rental costs have increased exponentially beginning in 2013. Data in the 2022 

point in time counts show the number of people experiencing houselessness continues to rise 2022 PIT Summary.pdf | 

Powered by Box. 

https://deptofcommerce.app.box.com/s/ek9pu2w07oz8d77gq6c1rlpxuwcw0515/file/992821877661
https://deptofcommerce.app.box.com/s/ek9pu2w07oz8d77gq6c1rlpxuwcw0515/file/992821877661
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ASSESSMENT – A housing program needs to be created to support families impacted by substance use. The expertise 

within the workgroup suggests that some planning is needed to better understand what housing needs should be 

considered in building the program. Initial thoughts are that some families need rental assistance, some need assistance 

finding available housing and that there are some that are being turned away from housing because of their substance 

use history. 

 

 

RECOMMENDATION – We recommend that administrative/planning FTE be allocated to create a statewide 

program that perinatal care and substance use providers can connect families to. My sense is that this would likely be a 

partnership between Department of Commerce, DBHR and the PPCF workgroup. 

 
 

Recommendation 3 
Novelty Title Min Funding Needed People Impact 

Expanded Residential treatment (that allows mothers to 
enter treatment with their children) and 
outpatient treatment that includes 
transitional housing (like Rising Strong) 
expansion; to include services for 
fathers/partners/larger families, reduce wait 
times to 7-10 days or less and bring services 
into more communities with a focus on 
places with service deserts and high unmet 
need. 

Administrative/planning FTE 
to determine programmatic 
need for future years. 
(Unless Michael Langer 
thinks we can move more 
quickly on this and can 
estimate the capital and 
program funding needing 
for expansion) 

1000-4999 

 
SITUATION – Current wait times to enter residential treatment that serves mothers and children together are 4-6 

weeks. Intensive outpatient programs that include transitional housing (like rising strong) are another successful 

alternative to inpatient treatment that could be expanded to help meet unmet service needs. 

 

 

BACKGROUND – Most programs only allow 1 child and don’t allow children over the age of 5. There aren’t programs 

that allow fathers to enter treatment with their children, there aren’t programs that allow partners to enter treatment 

with mothers and children. Many areas don’t have access to this service, and areas like Pierce, King and Snohomish 

counties need higher reimbursement rates to cover the higher costs for rent and labor in the region. 

 

 

ASSESSMENT –Program expansion is needed to reduce wait times and better serve diverse families and cultures. 

We’re specifically interested in reducing wait times so a mother/birth parent who isn’t stable in recovery at birth can 

receive stabilization care at the birthing hospital and directly transfer with their infant to residential/outpatient 

treatment without being separated from their baby. . 
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RECOMMENDATION – The state needs to invest some FTE administrative/planning for this program expansion. My 

understanding is that both capital and program investments are needed and that DBHR would be the lead agency and 

can work in partnership with the PPCF workgroup. 

 
 

I know we’re only supposed to include 3 funding priorities from each workgroup but I’m 

elevating a funding priority from mothers who used substances while pregnant. One of their 

greatest fears was CPS and they specifically want this concept considered. 

Recommendation Specifically from People with Lived Experience 
Novelty Title Min Funding Needed People Impact 

New Legal representation for parents and 
pregnant persons with current or potential 
child welfare involvement. 

FTE for 
administrative/planning to 
build the program. 

1000-4999 

SITUATION – In Washington, anyone charged with a crime is given legal representation but the state can take your 

children from you without providing any legal representation for parents and their children. Only the state is 

represented in these matters. 

 

 

BACKGROUND – Historically in the US, a women’s right to make healthcare decisions has been shared with the state 

as is reflected in the Dobbs decision. Additionally, the intersection of criminalizing substance use, racism and child 

placement in foster care still resonates in some of Washington’s programs and policy. There are distinct power 

differentials between healthcare providers and child welfare workers and mothers/birth parents who use substances. 

Parents deserve legal representation before a child is removed from their care. 
 

 

ASSESSMENT – A statewide program that provides free legal serves needs to be created that models the FIRST 

Clinics representation model About Us – The First Clinic. This would reduce disparities in child welfare decisions and 

improve outcomes for parents of color. It will also decrease avoidance of perinatal care that results from CPS fears felt 

by mothers/birth parents. 

 

 

RECOMMENDATION – The state needs to invest some FTE administrative/planning for this program expansion. My 

understanding is that the Office of Public Defense would be the lead agency for this program and that program planning 

could be done in partnership with the PPCF workgroup. 

https://thefirstclinic.org/about-us/


 

     American Indian Health Commission for Washington State 

Page | 1 

AIHC Briefing Paper #6_ 

 

American Indian/Alaska Native WA Opioid Response 
Briefing Paper 

 Purpose 

 
 

Provide a forum and resources to support Tribal governments and Urban 

Indian communities working to prevent opioid misuse, improve access to 

the full spectrum of best practices for treating opioid use disorder, and to 

prevent fatal and non-fatal opioid related overdoses in a strengths-based 

approach using the Pulling Together for Wellness Indigenous methodology. 

 Benefit 

 

 

Strengthening the health of American Indians and Alaska Native people and 

communities through effective strategies for prevention and treatment to 

lower risk by ensuring equitable access and extended support to best and 

promising practices through the Indian Health Care Delivery System and 

Indian Health Care Providers ([IHCP] inclusive of Indian Health Delivery 

System. 

PULLING TOGETHER FOR WELLNESS FRAMEWORK ALIGNMENT 

 
Vision 

PTW Vision Statements - The AIAN Opioid Response Workgroup is aligned with the full list of 

PTW visions and highlight a few here: 

• Our Indigenous youth and adults are strong in mind, body, and spirit. 

• Our environments are safe and provide all people with culturally appropriate choices to be 

healthy. 

• Our systems, policies, and environments are compassionate, trusted, support our people, 

are culturally grounded, and promote diversity, equity, and inclusion.  

 
Values  

PTW Values Statements – The AIAN Opioid Response Workgroup is aligned with the full list 

of PTW values and highlight a few here: 

• We acknowledge tribal sovereignty and self-identity are the highest principles.   

• We acknowledge the importance of cultural health as our way of life. 

• We promote social justice and health equity 

 Background 

 
 
 
 
 
 

American Indians/Alaska Natives (AIAN) are disproportionately impacted by 
health disparities including those resulting from opioid use disorder. Data 
indicate that AIANs are disproportionally diagnosed with opioid use disorder, 
have less access to the full spectrum of best practices for treatment of OUD, 
and suffer from higher rates of fatal and non-fatal opioid overdoses. At the 
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same time, Tribal and Urban Indian health providers are leaders in providing 
comprehensive, effective, innovative, and culturally grounded prevention and 
treatment approaches. These approaches draw on ancestral knowledge and 
protect future generations. 

The American Indian/Alaska Native Opioid Response Workgroup (AIAN ORW) 
supports the American Indian Health Commission (AIHC) commitment to 
ensure these efforts are Tribally/Urban Indian-driven. Community and 
leadership opioid response workgroups play a key role in preventing and 
treating opioid use disorder (OUD). The AIAN ORW is one of many in 
Washington State workgroups collaborating to prevent opioid misuse, improve 
access to treatment for opioid use disorder, and prevent opioid overdoses. The 
AIAN ORW is made up of dedicated partners and community members, health 
care providers, elders, and tribal leaders working together to reduce opioid 
related morbidity and mortality in a strengths-based approach. The AIAN ORW 
ensures Tribally driven, culturally grounded, and scientifically accurate work to 
address long standing health disparities with focus on American Indian and 
Alaska Native health equity through alignment with the Pulling Together for 
Wellness Framework.  

The AIAN ORW has developed and conducted two surveys to date. The first, in 
the fall of 2018, was to better understand the gaps, needs, concerns, strengths, 
and solutions for addressing opioid use disorder with AIANs in Washington 
State. The second survey was conducted in the spring of 2020 to understand 
the impact of the covid pandemic on serving people with OUD. 

The first survey had 28 questions with a combination of quantitative and 
qualitative questions – the full summary is available at the AIHC website. 

• We received 24 responses from 18 different Tribes/Urban Indian providers. 

• All participants indicated that they were extremely/very concerned about 
the public health crisis. 

• Top concerns/barriers were opioid overdoses, impact of OUD on youth and 
families, access to services, levels of readiness, lack of childcare, and 
stigma. 

• Top strengths/solutions were medication assisted treatment, availability of 
naloxone, wrap around services, and culture/culturally based prevention 
and treatment approaches. 

• The second survey had 9 open-ended (qualitative) questions asking about 
the impact of covid on serving people with OUD and we received 11 
responses. 

• Top concerns were increase in opioid overdoses, impact of isolation, strain 
and fatigue on behavioral health providers, challenges with 
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providing/accessing virtual services, and increases in depression, anxiety, 
and suicidal ideation. 

• Top strengths/innovations were success of hybrid services that combined 
in person and virtual access, and innovative approaches to providing 
medications for opioid use disorder (also known as MAT). 

The State of Washington will be receiving billions of dollars in opioid abatement 
settlement funds over the next 17 years. The funds are to be distributed 50% to 
the State and 50% to local health jurisdictions and counties. The AIAN ORW is 
working with the AIHC delegates, Tribal leaders, providers, and community 
members to: identify priorities and strategies for settlement funds to benefit 
Tribes and Urban Indian organizations; ensuring that priorities/strategies 
submitted by the other opioid workgroups address AIAN disparities and are led by 
Tribal/Urban representatives; and polling and surveying those listed above to 
identify the top 3 priorities/strategies to be formally presented to Caleb Banta-
Green, Charissa Fotinos, Michael Langer, and Tao Kwan-Gett (sponsors) to 
determine which priorities/strategies will be recommended to the legislature and 
governor. The top 3 priorities are due to the sponsors by September 23. 

Analysis • Bringing together Tribal and Urban Indian Leaders and their staff in a forum to 
hear about their needs to help their communities address the opioid epidemic is a 
best practice.  The collective voices can help shape state policies, programs, 
services, and funding. The AIAN ORW provides a forum for Tribes and UIHOs to 
hear about resource, as well as learn from each other’s successes and challenges.   
The workgroup should continue to update the AI/AN section of the State’s Opioid 
Response Plan, communicate and coordinate with the 9 other Washington State 
opioid workgroups to ensure that AI/ANs are included in the different workgroup 
priorities, and to inform how State Opioid settlement funds should be spent.  

Partner • Tribal leaders, Elders, healthcare providers, behavioral health providers, AIHC, 
NPAIHB, WA Health Care Authority, Department of Health, Washington Attorney 
General’s Office 

Actions 
Required 

• Continued support of the AI/AN workgroup. 

Funding • HCA/DOH continue to fund AIHC to convene and support the workgroup in 
partnership with the state agencies 
 

Milestones • AIAN ORW convened in early 2018. 
• Conducted 2 surveys to identify needs and resources. 
• Developed summary reports of surveys to distribute widely. 
The AIAN ORW meetings during 2021 as members turned their attention to 
COVID and protecting their communities. 
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The workgroup resumed meeting in early 2022 and updated potential priorities. 

 

Contact 
Person 

• Lisa Rey Thomas, PhD, Tlingit, lisarey51@gmail.com 

 


