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ABSTRACT

Introduction The opioid epidemic in the USA presents
a multifaceted challenge regulated by a patchwork of
federal, state and local policies. In some communities,
cross-sector coalitions navigate this complex policy
environment to address the epidemic. However, limited
research has explored these public health-oriented
community coalitions and their interactions with the policy
landscape. This study explores how cross-sector public
health-oriented community coalition members perceive
and navigate the multidimensional policy landscapes to
address the opioid epidemic.

Methods Using data from 304 semistructured HEALing
Communities Study coalition member interviews
conducted April-June 2021 in 67 communities in
Kentucky, New York, Massachusetts and Ohio, we
inductively analysed participants’ discussions of opioid-
related policies to characterise themes and subthemes.
Results We describe two themes where coalitions and
policy intersect: policy landscape barriers and navigation
and mitigation strategies to address policy barriers.
Participants revealed community misunderstandings
and lack of knowledge of opioid-related policies.
Furthermore, participants shared how these policies often
hindered coalitions’ initiatives to address substance use.
Nevertheless, community coalitions functioned despite
these policy challenges through knowledge sharing,
innovation and policy advocacy.

Conclusions Cross-sector public health-oriented
community coalitions serve a vital role in navigating the
complexities of the multidimensional policy landscape
regulating substance use services. Insights from these
findings may encourage policy-makers to support
community coalitions in pursuing solutions to the opioid
crisis and other public health crises.

Trial registration number NCT04111939.

INTRODUCTION

The opioid epidemic is a significant and wors-
ening public health crisis. Despite a minor
decline in opioid-related overdose deaths in

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Multisector community coalitions are a useful ap-
proach to address public health issues, such as the
opioid epidemic, yet little is known about how these
coalitions are affected by and affect policies.

WHAT THIS STUDY ADDS

= Community coalitions are valuable in navigating the
complexity and multidimensionality of public health
policies.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= Policy-makers, community stakeholders and public
health advocates wishing to address public health
issues in communities should encourage and sup-
port cross-sector coalitions’ initiatives.

2018 and more recent declines, fatalities due
to opioids have increased dramatically each
year since 2015." * In the USA, the regulatory
response to this crisis comprises a complex
patchwork of federal,” state*® and local® poli-
cies that address the continuum of substance
use services from prevention to treatment.
Historically, policies emphasised criminalisa-
tion of specific opioids and control of drug
supply, primarily through prescription drug
monitoring programmes implemented to
reduce overprescribing and prevent diver-
sion.” ¥ However, recent policy approaches
have shifted towards harm reduction strate-
gies, such as increasing access to naloxone—a
drug that can reverse an opioid overdose—
through standing orders at pharmacies,®” and
laws to support naloxone use by bystanders
as well as distribution of naloxone by layper-
sons.'’ Additionally, efforts to expand access to
opioid use disorder (OUD) treatment relaxed
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the requirement for providers administering medications
for OUD (MOUD) to carry specialty waivers.!

These policy changes affect various stakeholders
and organisational sectors, including service users and
providers within healthcare and criminal-legal settings.”
Coalitions play a crucial role in convening these diverse
groups to address topics of concern, such as the opioid
epidemic.'™"® Coalitions typically focus on information
sharing, intervention implementation and policy advo-
cacy.'* Research has identified key factors associated
with coalition effectiveness, including explicit gover-
nance guidelines, equitable leadership expectations,
diverse membership, cross-sector/agency collaboration
and group cohesion.” '® However, existing research
has largely overlooked how cross-sector public health-
oriented community coalitions manage service delivery
within the context of complex health policies at the
local, state and federal levels. This gap leaves important
questions unanswered about how coalitions navigate and
influence opioid and substance use-related policies.

In the current analysis, we explore how coalition
members perceive the opioid policy landscape and how
they leverage community coalitions to negotiate policies
impacting their efforts to address the crisis. Our findings
will be valuable for policy-makers aiming to implement
community-level changes and for community coalitions
advocating for policy shifts specific to their causes.

MATERIALS AND METHODS

Study setting and design

This analysis is part of the HEALing Communities
Study (HCS), a fourstate, wait-listed, community-level
cluster randomised trial designed to test the effective-
ness of the Communities That HEAL (CTH) interven-
tion on reducing fatal opioid overdose in high burden
communities.'” The CTH intervention involved commu-
nity engagement, facilitation and data-driven decision-
making to select evidence-based practices (EBPs) for
preventing opioid overdoses."®®' The eligibility criteria
for states included certain measures of willingness to
address implementation of MOUD and OEND, as well
as interest in developing cross-sector 1relati0nships.17
Additionally, states were only considered eligible if at
least 30% of selected communities within each state were
rural and each state reported at least 150 opioid-related
overdose fatalities with a rate of at least 25 opioid-related
fatalities per 100000 in 2016."” Additional detail about
the epidemiological considerations for state and commu-
nity selection can be found in other published study
literature including the study protocol (please reference
cited literature).17 Researchers selected and randomised
67 communities (ie, towns or counties) across Kentucky
(KY), New York (NY), Massachusetts (MA) and Ohio
(OH) into two waves: active intervention in wave 1 and
wait-listed control in wave 2. A total of 66 communities
participated.

HCS engaged community coalitions to represent
communities and implement the CTH intervention.
Over 80% of participant communities had various forms
of pre-existing coalitions related to substance use or
prevention prior to HCS."”** The CTH intervention had
specific requirements for coalitions, such as including
cross-sector (behavioural health, healthcare and criminal
legal) organisations and creating a coalition charter.”’
HCS created coalitions in communities without existing
coalitions, and all coalitions received training and
support during the CTH intervention to meet study mile-
stones, such as developing a community action plan to
select EBPs.”

Sampling, recruitment and data collection

Researchers used purposive sampling based on a pre-
established target number of coalition members from
relevant sectors (healthcare, behavioural health and crim-
inal legal) to participate in virtual, semistructured inter-
views. In one community that did not have a pre-existing
coalition, we sampled key informants who had relevant
professional and community-specific knowledge. The
interview guide was inspired by the Reach, Effectiveness,
Adoption, Implementation, Maintenance/Practical,
Robust Implementation and Sustainability Model (RE-
AIM/PRISM) framework.”” Although no policy-specific
questions were included, sections of the guide focused
on the internal coalition and the external community
context (see online supplemental appendix 1 for inter-
view guide).”” Researchers collected demographic infor-
mation on participants prior to or during the interview
using a REDCap survey. Across and within each site,
senior qualitative researchers trained interviewers to
ensure consistency and quality of the interviews across
sites. Additional details about cross-site shared protocols
for recruitment and interview methods can be found in
other published manuscripts.'® ****

Data analysis
Interviews were audio recorded and transcribed; NVivo
V.12.0 was used to support coding and analysis. A cross-
site core of researchers created an original codebook
based on the RE-AIM/PRISM framework concepts.
During earlier phases of the project, as part of an iterative
deductive-inductive process, the cross-site team refined
the codebook, adding some codes that were grounded
in the data and were agreed on after a lengthy consensus
process.** Researchers at each site who received training
on this study and the coding protocol from senior
researchers conducted a deductive primary coding
process for all interview data using the shared code-
book. Site-level coding teams and cross-site researchers
met regularly to discuss concerns and reach consensus
on codes and codebook definitions. The primary coding
process is described in depth elsewhere.* **

For this study, we present the analysis of a subset of
data from one round of interviews, conducted between
April and June 2021. Two researchers (RGO and AGC)
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conducted additional reflective thematic analysis® of
participant perceptions of the ‘policy’ code that had

Table 1 Characteristics of interview participants

been added to the codebook in a previous iteration of the n (%)
primary codebook during a cross-site session discussing Research site
the ‘external context’ category. This reflective analysis Kentucky 67 (22.0)
found saturation of the themes in the data and minimal e e 71 (23.4)
differences between wave 1 and wave 2 data; thus, data New York 89 (29.3)
were analysed without concern for wave. RGO and AGC :
met regularly to develop novel inductive codes, coded Ohio 77 (25.3)
all interviews, created themes and subthemes through Age, n (%)
consensus, and regularly conferred with M-LD and 18-34 years 32 (10.5)
DMW to dlsc'uss process and progress. Peer fiebrleﬁngs 35-49 years 114 (37.5)
of findings with all the authors, including policy experts,
ensured analytical rigour. 50-64 years 114379
65-74 years 28 (9.2)
RESULTS 75 years or older 2(0.7)
Participants’ characteristics Missing/refused 14 (4.6)
We interviewed 304 participants across the 4 sites Ethnicity, n (%)
(table 1). Most participants were between 35 and 64 Non-Hispanic/Non-Latinx 279 (91.8)
years old (75.0%) and the majority were female (62.5%). Hispanic/Latinx 9 (3.0)
The sample had minimal ethnic and racial diversity with Missina/refused 16
. . . e . . g/refuse (5.3)
nearly all participants self-identifying as non-Hispanic
(91.8%) and White (89.5%). Nearly all participants had ~ Hace.T n (%)
at least some higher education, with the largest propor- African American/arti 9 (3.0
tion of the sample reporting having completed a master’s American Indian/Alaska Native 3(1.0)
degree. Asian 3(1.0)
Overview of results Caucasian/White 272 (89.5)
Our analysis centred around two major themes: (1) Other 7 (2.3)
policy landscape barriers and (2) coalition naviga- Missing/refused 14 (4.6)
tion and mitigation strategies to address Fhese barrlers Gender, n (%)
I(lﬁgure 1.) . Part1c1pa-nts across the four sites discussed Male 100 (32.9)
ow policies sometimes hindered efforts to combat
opioid overdoses in their communities. The policy land- Female 190 (62.5)
scape, as described by participants, encompassed federal, Genderqueer 1(0.3)
state and local policies regulating drug use, associated Missing 13 (4.3)
harm reduction Z.lCtIVItleS, substance use (.ilsorder (SUD) Education, n (%)
treatments (spec1ﬁcall?/ OUD) and .fundmg (-se.e online HS degree or equivalent 4(13)
supplemental appendix 2 for details of policies refer-
enced in participants’ interviews). Participants’ percep- Some college, no degree 24 (7.9)
tions of these policies and policy changes varied based Associate’s degree 13 (4.3)
on state and community policy context. While these poli- Bachelor’s degree 82 (27.0)
cies C.reated barriers for some activities, participants 2.1150 Master’s degree 137 (45.0)
highlighted that cross-sector coalitions facilitated naviga- Professional dearee 16 (5.3)
tion and mitigation of these policy obstacles—the second 9 :
overarching theme. Below we highlight details of these Doctorate degree 15 (4.9)
two overarching themes using two illustrative case exam- Missing 13 (4.3)

ples: policy knowledge and policies regulating substance
use services. Within each case, we outline subthemes that
further elucidate the themes described by participants.
Additional quotes illustrating policy knowledge are
reported in table 2; additional quotes for policies regu-
lating substance use services are reported in table 3.

*Includes key informants from one community that did not have a

pre-existing coalition (n=4).

TPercentages may not add up to 100 due to participants being

able to select more than one race.

Case 1: policy knowledge

Policy landscape barriers to knowledge

Lack of awareness of policy changes

Interviewees explained that a particularly challenging
aspect of working in the field was remaining attentive

Olvera RG, et al. BMJ Public Health 2025;3:6001924. doi:10.1136/bmjph-2024-001924 3


https://dx.doi.org/10.1136/bmjph-2024-001924
https://dx.doi.org/10.1136/bmjph-2024-001924

BMJ Public Health

Case 1: Policy

changes
Knowledge

policies

Policy Landscape Barriers
Awareness of policy
Understanding complex

Policy misunderstanding

Coalition Navigation &
Mitigation of Policy
Knowledge Barriers:

¢ Sharing policy
information across
sectors

coalition navigation

Case 2: Policies
Regulating Substance
Use Services

than other medical

encouraging harm
reduction

collaboration

Policy Landscape Barriers
s Treating SUD differently

e Criminalizing versus

s Preventing cross-sector

Coalition Navigation &
Mitigation of Substance
Use Services Policy

issues
Barriers:

* [nnovating
* Advocating for policy
landscape change

coalition navigation

Figure 1 Themes and subthemes across two illustrative examples. SUD, substance use disorder.

to all the policy changes continually taking place. Inter-
viewees discussed recent and forthcoming local, state
and federal policy changes, such as COVID-19-related
changes to telehealth prescribing of MOUD, and state
and federal MOUD policy transformations (ie, DATA
2000/ X-waiver). For participants whose work was less
directly impacted by a specific policy change, like those
whose organisations did not prescribe MOUD, they
seemed to be vaguely aware of continuous policy changes.
For instance, one participant acknowledged:

“I know that there were some things that happened
through Medicaid about certain things being covered. I
just don't know specifics... I feel like that there was some
changes on the national level, that change national or
state” (KY participant)

Understanding complex policies

Participants mentioned the complexity of policies
governing their community-driven activities. They
described facing daunting and convoluted rules and
guidelines when attempting to implement new initiatives,
such as starting harm reduction activities or distributing
MOUD in jails. Further, interviewees found it particularly
challenging when local, state and federal policies inter-
twined to govern initiatives, requiring additional effort
to understand and work through the multiple layers of
policies, as one person offered:

“Internally [in the organization], I'm keeping on top of
insurance guidelines, state guidelines, federal guidelines.

For all of this stuff, it was incredibly complicated” (OH par-
ticipant)

Policy misunderstandings

Some participants noted that the complicated policy
landscape resulted in policy misunderstandings. They
described trying to implement activities, such as encour-
aging naloxone distribution or increasing MOUD initi-
ation in the community and encountering others who
were misinformed or lacked full understanding of the
relevant policy details. Such policy misunderstandings
led to fear of liability and inaction in implementing initi-
atives for some members of the community. For example,
a participant discussed how the local sheriff did not fully
grasp the nuances of Kentucky’s Good Samaritan law,
which allows bystanders, including his officers, to inter-
vene during an overdose, and thus was reluctant to act:

I personally have gone to our sheriff and tried to get him
to let the deputies carry it, Narcan [naloxone]. He’s been
very resistant to it because of the political implications, and
I've stayed on him. Most recently he said, ‘I think I'm going
to let my deputies do it, who want it.” Because he said, ‘I
attended a conference of sheriffs and they were saying it
was good stuff, but I'm still worried about the liability.” And
it goes over his head.” (KY participant)

Olvera RG, et al. BMJ Public Health 2025;3:¢001924. doi:10.1136/bmjph-2024-001924
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Table 2 Policy landscape barriers and coalitions’ nhavigation and mitigation of barriers to policy knowledge

Subthemes:
policy landscape
barriers to policy

knowledge Exemplar participant quotes

Subthemes:
coalition navigation
and mitigation of
policy knowledge
barriers

Exemplar participant quotes

“l know that one of our, one of the
Methadone providers that we work
with has, when COVID began to get
really bad, they immediately pivoted

to giving the majority of their folks a
week’s take home doses, and it has
worked out very well for them. And they
would like to continue doing it, but they
have concerns that, you know, once
we begin to come out the other side

of COVID, that, you know, [the state]
will come back in, and the DEA [Drug
Enforcement Agency] will come back in
and you know, sort of clamp down on
them.” (NY participant)

“To start a methadone clinic, it’s a
whole federal process through the DEA
[Drug Enforcement Agency] and all

this other craziness, so we would've
needed somebody to take it on.” (MA
participant)

“Misunderstanding or misinterpretation
potentially of regulatory requirements
and things getting bogged down...
Because it feels like [our law
department] doesn't completely
understand exactly what is required,
and | feel like there’s this untapped
resource of [University of Kentucky]...
that could help with that, that we need
better access to.” (KY participant)

Lack of awareness
of policy changes

Understanding
complex policies

Policy
misunderstandings

KY, Kentucky; MA, Massachusetts; NY, New York; OH, Ohio.

Coalition navigation and mitigation of policy knowledge barriers
Sharing policy information across sectors

Some participants mentioned how coalitions functioned
as a cross-sector community resource where they gained
knowledge about the complex and changing policy
landscape. While participants shared how challenging it
was to keep abreast of changing policies affecting their
sector’s particular work, the policy changes often affected
the cross-sector, broader community efforts to reduce
opioid overdoses. For example, a participant mentioned
that she learnt about an MOUD policy transition during
a coalition meeting:

And if I'm not mistaken, I believe I heard, at one of the
recent coalition meetings, that New York State might be
doing away with the X-waiver, which, yay-hoo, wouldn’t
that be lovely... because I think that will open up MAT

Sharing policy
information across
sectors

“We've heard a lot about our partner
from our partners about the increased
access to buprenorphine. So [Hospital],
has talked about how their providers
are increasingly becoming X-waivered.
And then there was the regulation
change that you don't have to get the
waiver if you're only going up to 30
prescriptions.” (MA participant)

“To flood the community with Narcan
that’s easier said than done, because
there’s so much policy, and law, and
fear of civil liability and how do we

do this? We had to overcome all

of that...[working across sectors]”
(OHparticipant)

“We had the legislation that was
modified and changed. Good
Samaritan laws. Access was provided.
Legislatively, funds were introduced,
and then a few people were doing it.

A few groups were doing it, and then
additional funding from KORE [Kentucky
Overdose Response Effort], and from
the HEALing Communities Study, like
just kicked that into high gear. And now
you're able to get it at all your different
treatment providers. You can get it at
the pharmacy. You can get it here at
the jail. You can get it from the Office of
Drug Control Policy. You can get it from
the health department. Like it’s really
increased the amount of access points
and therefore access to this life saving
medicine.” (KY participant)

[Medication-Assisted Treatment, a different term for

MOUD] services. (NY participant)

Beyond communication of policy changes, partici-
pants discussed how cross-sector information sharing
and support helped address community members’ policy
misunderstandings. As a follow-up to the discussion
above about the sheriff in Kentucky who was hesitant to
act based on fear of liability and misunderstanding of the
Good Samaritan laws, the interviewee continued:

I've explained to him that I'm a lawyer in addition to doing
this drug thing. There is no liability; there’s Good Samari-
tan laws built into that. He says, “Well, but you can still be
sued’. I said, ‘Yes, but you can still have the court throw
them out real quick too’. But they're people who do not
understand law and they do not understand the disease
concept of addiction. But anyway, I think we're making
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Table 3 Policy landscape barriers and coalitions’ havigation and mitigation of barriers to drug-specific policies

Subthemes: policy
landscape barriers to
drug-specific policies

Exemplar participant quotes

Subthemes:

coalition navigation and

mitigation of drug-specific Exemplar participant
policies barriers quotes

Treating SUD differently than
other medical issues

Criminalising vs
encouraging harm reduction

Preventing cross-sector
collaboration

“Medication-assisted treatment,
federal laws have been a

struggle for our prescribers in the
community. The number of hoops
they have to go through to be
approved to prescribe it, has been
a big issue.” (NY participant)

“But in Massachusetts, we have to
go to each town to ask the Board
of Health permission before we do
needle exchanges or handing out
needles or anything like that.” (MA
participant)

“| think that in New York State, we
have such silos with our funding...
So when we have people that
come in here [to the agency] who
can't work because they have a
substance use disorder, right now,

they must be referred to [a certified]

treatment provider... we have to
still work under the regulations.”
(NY participant)

“What we [at an organization
doing harm reduction] do is
kind of extra-legal. But the
guidance that was put out by
the state was like, basically
do what you need to do

to make sure that people

still get Narcan [brand of
naloxone], right. So, we pre-
packaged what we're, what
we've been calling “Narcan
To-go Bags”, where we stick
the regular, the regular blue
kit inside of a paper bag, with
all of the instructions that we
normally hand out, and the,
scan, like QR code and link to
a YouTube video that actually
shows how to administer it.”
(NY participant)

“I just know that some of

the major programming we
have in Northern Kentucky,
Casey’s Law [which involves
involuntary treatment]... That
was all due to grassroots
organizations, such as
Northern Kentucky Hates
Heroin, and small like parent
groups who lost children

to an overdose. They came
together and really made
some of these drastic
changes.” (KY participant)

Innovating

Advocating to change policy
landscape

KY, Kentucky; MA, Massachusetts; NY, New York; SUD, substance use disorder.

some strides, and I think it’s making a difference. (KY par-

ticipant)

Case 2: policies regulating substance use services
Policy landscape barriers to substance use services
Treating SUD differently than other medical issues

Participants explained that policies regulating treatment
of SUD, and OUD particularly, often limited health
providers’ abilities to treat addiction in similar ways to
other health issues. Several participants mentioned
the rules regulating MOUD prescribing as particu-
larly restrictive, especially in dispensing methadone. In
general, the policy challenges of treating a person with
OUD are burdensome, as a behavioural health practi-
tioner explained:

I can get a cardiac person or a diabetic patient, I can call
their cardiologist and get them an appointment and it’s all
set up ... and they know what they're doing when they walk
out the door. But for my substance use disorder patients,
I can't even help them with that.... But because of this 42
CFR Part 2 [regulation of confidentiality for SUD patient
records], I can't convey any of their information. So, I have
to let them do it for themselves. And sometimes they just
give up. (MA participant)

Criminalising versus encouraging harm reduction

Additionally, participants described how some drug-
related policies limited what communities could accom-
plish because they criminalise addiction instead of
treating it as a medical condition. This approach is

6 Olvera RG, et al. BMJ Public Health 2025;3:¢001924. doi:10.1136/bmjph-2024-001924
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especially true in relation to harm reduction activities,
such as regulations of syringe services programme and
fentanyl test strip distribution, both strategies some
communities hoped to implement but that participants
reported were hindered by policies. For example, at the
time of the interviews, two HCS states considered the
fentanyl test strips as drug paraphernalia and thus their
possession fell under criminal regulations. As one partic-
ipant explained:

So, to distribute through our syringe exchange it’s to our
knowledge—everything that we've researched so far—still
feel like that we could be penalized through law enforce-
ment that the fentanyl strips are considered drug para-
phernalia. And so, until we get a firm thing, we don't want
to have any more clients that are put in jail because we give
them fentanyl strips and somebody pulls them over and
sees them and puts them in jail when all we were trying to
do is to let them be safe as they possibly can be as they are
using their method of addiction. (KY participant)

Preventing cross-sector collaboration

Finally, some participants discussed drug-specific poli-
cies that limited aspects of cross-sector efforts, including
funding mechanisms that siloed sectors and data sharing
policies that prevented information sharing. Participants
noted how regulations, like confidentiality for SUD
patient records (ie, 42 CFR Part 2), created difficulties
for ease of sharing data about opioid overdose and treat-
ment between healthcare providers and within coali-
tions. Some interviewees described policies that perpet-
uated silos blocking cross-sector collaboration, such as
discussed by this participant:

So, when I first started the coalition, you always hear talks
about silos. I have no problem with someone being in our
silo; I'm not a doctor... so I should not tear down a doctor
silo. What I should do is have a key to the front door, the
back door, and we should be able to go into each other’s
silos openly, share information, figure out what we need...
and become advocates... Some of it is regulations and
laws... They force silos onto communities and they’re not
as flexible as they should be there. (OH participant)

Coalition navigation and mitigation of substance use services
policy barriers

Innovating

In building cross-sector collaborations, interviewees
discussed ways that they worked through the policy
barriers preventing action to address addiction and over-
dose deaths in their communities. Participants explained
that working together, especially in cross-sector part-
nerships, created novel ways to initiate or expand on
community-driven activities. In communities receiving
the CTH intervention, some of this innovation may have
been bolstered by support from the study. For example,
the changing rules around naloxone distribution allowed
communities to try new activities, as this participant
described:

We never really knew if there was any formalized, specific,
training that a coalition needed to have ... to give a Narcan
[naloxone] training. Or if there was an age that you can get
Narcan. And we've learned through [HCS], and just I think
the attention the study’s brought to it, that there is no for-
mal training that’s required to give a Narcan training. And
there’s also no mandate within the state or law around how
young someone can be to give it. (MA participant)

In another example, participants noted that by working
with others, like emergency medical technicians working
with emergency rooms and health departments, they were
able to figure out how they could distribute naloxone
after initially encountering barriers. Other times, funding
regulations prevented specific interventions from being
implemented as first conceived, but through innovative
and collaborative work, coalitions were able to act in the
community. One participant described:

The funding that we receive can’t purchase needles, so
we’ve had to figure out other ways to purchase the clean
needles ... Initially, for ours, we had a hospital that had
closed down and they donated needles from there, so we
had a large supply... To be honest, I am not sure what
funding they use, but I think the health department funds
it from their main lines. It just can’t be through the... fed-
eral funds because they’re SAMSHA [Substance Abuse and
Mental Health Services Administration] funds and it’s pro-
hibited, which is comical to me that they can fund a needle
exchange, but not the needles. But that’s the way bureau-
cracy works. (OH participant)

Advocating to change policy landscape

One of the ways that participants mentioned responding
to drug-specific policy barriers was through grassroots
advocacy, working with supportive politicians, and
lobbying for policy change. Advocacy efforts involved
engaging local and state politicians in policy discussions
as well as lobbying for policy change at the federal level.
While many participants referenced some kind of polit-
ical advocacy, this participant thought their community
was unique:

“We're a different beast than probably some of the plac-
es around the state. So, we call them ‘our moms’, and
there are dads too, but it’s our advocate moms. They get
up. They go to city council meeting. They'll shout. They
say they need answers. They call their legislators. They
call their county judge executives. They ask the questions.
They push the envelope... But I think our folks know who
are the policymakers, who has the ability to make some
change. And our group of moms have led that for the last
decade.” (KY participant)

DISCUSSION

This study explored how individuals involved in substance
use-focused coalitions understand and navigate the
complex policy landscape. Our findings reveal that
community members involved in SUD prevention and
treatment encounter barriers due to insufficient knowl-
edge or misunderstandings related to the ever-changing,
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multidimensional policy environment in which they
work. Substance use policies may hinder, or even block,
the implementation of community-initiated prevention,
treatment and harm-reduction initiatives. However, we
also found that cross-sector coalitions empower commu-
nities through knowledge sharing, advocacy and innova-
tive strategies, mitigating policy misunderstandings and
reducing barriers.

Participants often struggled to implement initiatives
without a comprehensive understanding of the multifac-
eted policies at federal, state and local levels. This aligns
with existing research which shows that public health
interventions are often hindered by the complexity of an
evolving policy environment.”” The rapid evolution of
policies addressing the opioid epidemic were hastened in
response to the COVID-19 pandemic.”**® The pandemic
severely restricted in-person healthcare, disrupting treat-
ment and compounding health risks for people with
OUD. Federal and state governments responded by
revising regulations, which were quickly implemented by
treatment organisations.”® For example, in March 2020,
the US Substance Abuse and Mental Health Services
Administration allowed for patients to receive up to 28
days of agonist medication and expanded buprenor-
phine prescribing through telehealth services, even for
new patients.” Notably, participants expressed difficul-
ties in keeping abreast of these rapid policy changes,
echoing Bowen and Irish’s findings that fear of opioid-
related policy non-compliance is exacerbated with lack of
timely and accurate policy knowledge.’

Our analysis highlights the challenges faced by partic-
ipants when initiating interventions within a shifting
policy landscape. For instance, the uncertainty of COVID-
19-related policies’ permanence raised questions about
their ongoing impact on treatment.”’ Studies assessing
the implementation of new COVID-era policies revealed
organisational concerns related to government oversight,
liability and sustainment of sufficient funding, even as
relaxed regulations suggested the potential for increased
patient access.”***** In some cases, managers were suspi-
cious about the loosening of federal and state policies
and responded by creating more internal controls over
service delivery.”

Our work also documents how coalitions facilitate
increased knowledge about substance use services poli-
cies. Like other research conducted during the COVID-19
public health emergency, we found positive relationships
between providers’ policy knowledge and support for
those policies.”® Cross-sector collaboration facilitates
knowledge sharing, enhancing education, breaking
down informational silos, and generating innovation,
and may improve coalition effectiveness in changing
health outcomes."*® We also build on research showing
how bidirectional communication with policy-makers
can coproduce substance use services policies respon-
sive to real-time logistical barriers® to highlight how
coalitions go beyond supporting policies to engaging in
advocacy. As individual providers and organisations may

experience policy challenges, cross-sector coalitions can
have important impacts, and our work underscores the
vital role these coalitions play in facilitating the previ-
ously documented complex processes of policy change.

Limitations

This study has limitations that should be considered in
interpreting results. First, we did not explicitly ask partic-
ipants about policies. Consequently, our information
on policies relies solely on instances where participants
organically raised the topic, although participants regu-
larly discussed policy issues. Second, our sample included
participants from communities who were actively involved
in the study intervention (wave 1), where coalition work
may have been influenced by the CTH intervention.
Additionally, the HCS included a policy workgroup that
engaged in initiatives during later phases of the study,
but at the time of the interviews, this workgroup was
not actively involved with coalitions. Finally, our sample
was predominantly female, non-Hispanic White, highly
educated and located across diverse states and geog-
raphies. As a result, the challenges navigating policies
reported in our findings may not fully represent perspec-
tives from more racially diverse or under-resourced popu-
lations, who are increasing affected by opioid crisis® **
yet may face different obstacles.

Public health implications and future research

Given strategic benefits of community coalitions in navi-
gating multidimensional policy complexity and change,
policy-makers should consider investing in community
coalitions to support implementation of public health
initiatives. The value of community coalitions, as illus-
trated by our findings, aligns with broader research on
the power of local governance and organisational social
networks in knowledge sharing and policy implementa-
tion. Coalition effectiveness may be predicated on pre-
existing community social capital.* However, it may be
that community-based, multisectoral coalitions can facil-
itate policy implementation because they leverage local
governance structures and values, as well as the trust,12
and social capital built within local networks.*"™** More-
over, because community coalitions draw on both formal
and informal local network structures and multisectoral
expertise, they are well suited to play a role in strategic
actions across a broad range of complex health chal-
lenges beyond opioid and substance use. As examples,
the community coalition model could play a beneficial
role in local navigation of issues related to human traf-
ficking, immigration, food apartheid and environmental
exposures.

Future research should build on the novel aspects of
this study to explore the different ways in which cross-
sector public health-focused coalitions navigate the policy
landscape. We recommend that researchers exploring
external factors affecting community coalitions should
specifically consider investigating the policy landscape.
Further, we recommend that research should study
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coalitions that include more diverse populations that may
have different experiences navigating policy. Researchers
may consider investigating the policy context of other
health topics or diseases that coalitions address, such as
general community wellness or maternal health.

CONCLUSIONS

Community coalitions serve a vital role in navigating the
complexities of the policy landscape regulating substance
use services. Communities encumbered by numerous
and multidimensional policies shaping public health
issues, like the opioid epidemic, may find that bringing
disparate organisations and individuals together can help
leverage assets, including policy knowledge and service
innovation to address public health concerns. Policy-
makers should encourage community coalition creation
and financially support their activities as these coalitions
can facilitate community-empowered dissemination of
policy information and engagement in public health
initiatives.
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