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ARTICLE INFO ABSTRACT

Keywords: Background: The implementation of evidence-based practices to reduce opioid overdose deaths within commu-
Opioid use disorder (OUD) nities remains suboptimal. Community engagement can improve the uptake and sustainability of evidence-based
Overdose

practices. The HEALing Communities Study (HCS) aims to reduce opioid overdose deaths through the Com-
munities That HEAL (CTH) intervention, a community-engaged, data-driven planning process that will be
Communities that heal implemented in 67 communities across four states.

Helping to end addiction long-term Methods: An iterative process was used in the development of the community engagement component of the CTH.
HEALing communities study The resulting community engagement process uses phased planning steeped in the principles of community
based participatory research. Phases include: 0) Preparation, 1) Getting Started, 2) Getting Organized, 3)
Community Profiles and Data Dashboards, 4) Community Action Planning, 5) Implementation and Monitoring,
and 6) Sustainability Planning.

Discussion: The CTH protocol provides a common structure across the four states for the community-engaged
intervention and allows for tailored approaches that meet the unique needs or sociocultural context of each
community. Challenges inherent to community engagement work emerged early in the process are discussed.

Community engagement
Community-Based participatory research
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Conclusion: HCS will show how community engagement can support the implementation of evidence-based
practices for addressing the opioid crisis in highly impacted communities. Findings from this study have the
potential to provide communities across the country with an evidence-based approach to address their local
opioid crisis; advance community engaged research; and contribute to the implementation, sustainability, and
adoption of evidence-based practices.

Trial registration: ClinicalTrials.gov (NCT04111939).

1. Introduction

The opioid crisis poses a significant health threat in the United States.
In 2018, opioids were implicated in 70 % of fatal drug overdoses (Wilson,
2020). Despite a sense of urgency among researchers, policy makers, and
communities the implementation of effective evidence based practices
(EBPs) to reduce overdose within communities remains suboptimal.
Differences at the community level can make widespread implementa-
tion of EBPs to address the opioid crisis challenging (Glasgow et al.,
2003). Community level factors play an important role given the broad
ecological context in which opioid use disorder (OUD) exists. Differences
at the community level may include variations in local demographics,
stigma, prevention and treatment infrastructure, justice systems, and
policy. The complexity of the opioid crisis necessitates community
participation in the design and implementation of local initiatives.

Community engaged research (CEnR) uses a variety of partnership
approaches to address our most complex public health crises (CTSA
Community Engagement Key Function Committee Task Force, 2011). A
key assumption of CEnR is that communities are experts in their own
lived experience and engaging them in the development of solutions can
enhance the relevance of interventions and facilitate uptake and sus-
tainability (Minkler et al., 2008; Wallerstein and Duran, 2010). Com-
munity engagement is broadly defined as:

«...the process of working collaboratively with and through groups
of people affiliated by geographic proximity, special interest, or
similar situations to address issues affecting the well-being of those
people...it can take many forms, and partners can include organized
groups, agencies, institutions, or individuals. Collaborators may be
engaged in health promotion, research, or policy making.”

Community-based Participatory Research (CBPR) is often referred to as
the CEnR “gold standard” because it is community driven and emphasizes
collective action, empowerment, and co-learning (Israel et al., 2018).

Preliminary studies indicate community engagement can increase
the participation of diverse sectors in opioid overdose prevention efforts
(Albert et al., 2011), as well as elevate the issue of overdose while
enhancing intervention sustainability (Alexandridis et al., 2018). More
research is needed to inform our understanding of: 1) the impact of
community engagement as an approach for implementing EBPs to
address public health issues like the opioid crisis, and 2) best practices
for engaging communities in the adoption of EBPs for OUD (Glandon
et al., 2017; Huang et al., 2018). The HEALing Communities Study
(HCS) will add to the evidence base for community engagement as an
approach to support implementation and maintenance of EBPs in com-
munities heavily impacted by the opioid crisis (The Healing Commu-
nities Study Consortium, 2020). The HCS aims to reduce opioid overdose
deaths through the Communities That HEAL (CTH) intervention that
includes three components: 1) community engagement, 2) the
Opioid-overdose Reduction Continuum of Care Approach (ORCCA) a
menu of EBPs to address OUD and opioid overdose deaths, and 3) a set of
communication campaigns to reduce stigma and drive demand for EBPs.
Overall, the CTH intervention provides a community-engaged, data--
driven planning process that will be implemented in 67 communities
across four states: Kentucky, Massachusetts, New York, and Ohio. The
community engagement component of the CTH intervention was
derived from the Communities that Care (CTC) model (Oesterle et al.,
2018), a community-change process for reducing youth violence,

alcohol, and tobacco use and is steeped in the principles of CBPR. These
principles include: co-learning, equitable partnership, power sharing,
and local asset devolvement and information sharing (Israel et al.,
1998). The CTH uses a multi-site, parallel group, cluster randomized
wait-list control trial design where the 67 communities are treated as
clusters and are either assigned to receive the CTH intervention or a
wait-list comparison arm. Communities randomized to the CTH inter-
vention during the first two years of the study are referred to as Wave 1
communities and communities randomized to the wait-list comparison
group are referred to as Wave 2 communities.

This paper augments the extant literature by detailing the community
engagement approach employed by the HCS CTH intervention (Holt and
Chambers, 2017). The paper has two objectives: 1) describe the com-
munity engagement approach and the data driven coalition planning
process incorporated in the CTH intervention with an emphasis on flex-
ibility to ensure relevance to diverse community settings, and 2) share
early lessons and challenges related to implementing the CTH interven-
tion. We provide a brief background on community engagement and
coalition planning in OUD research. Then we describe how community
engagement is operationalized in each of the CTH intervention phases
and discuss initial challenges with the community engagement approach.
Because this research was punctuated by the COVID-19 pandemic, ad-
aptations for implementation in a virtual landscape are also discussed.

1.1. The rationale for community engagement as an implementation
strategy in HCS

HCS is using community engagement as an implementation strategy
for EBPs including naloxone, medication for OUD (MOUD), and safer
prescribing practices for opioids (see Winhusen et al., 2020). Commu-
nity engagement will include local stakeholders and those who stand to
be most impacted by the selection and implementation of EBPs,
including people who live, work, and use drugs in communities.
Drawing on community member expertise in the selection and tailoring
of EBPs can enhance the relevance of interventions, increasing the
likelihood of implementation and sustainability (Backer and Guerra,
2011). Community engagement will help ensure that EBPs for OUD and
overdose are aligned with community needs, resources, priorities,
community norms, and policies.

Coalition building is a well-documented community engagement
strategy for planning, executing, adapting, and implementing health
prevention and promotion research (Wallerstein et al., 2015, 2011) and
has been cited as an effective implementation strategy for EBPs (Powell
et al., 2015). A coalition is an alliance of individual and/or organiza-
tional stakeholders working together to achieve a mutually agreed upon
goal through shared decision-making (Wolff, 2001; Alexander et al.,
2016). Mobilization of coalitions can maximize the influence of in-
dividuals and organizations, creating new collective resources and
reducing duplication of efforts (Butterfoss, 2007; Wandersman et al.,
1997). Coalitions allow stakeholders representing diverse community
sectors and residents to come together to collectively address public
health issues (Butterfoss, 2007; Wallerstein et al., 2011).

Coalition planning processes in studies of addiction research have
typically studied the effects of primary prevention-based coalitions
focused on preventing the initiation of drug use among youth (Flewel-
ling and Hanley, 2016; Hays et al., 2000; Wandersman and Florin,
2003). However, preliminary findings from a comprehensive
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coalition-based opioid overdose intervention in North Carolina indicate
the approach may facilitate uptake and sustainability of effective
treatment interventions as well (Alexandridis et al., 2018). The CTH
community engagement intervention was guided by the Communities
That Care intervention, a multi-phase coalition planning process that
has been elevated as an effective intervention for supporting commu-
nities in the selection of evidence-based prevention strategies and pol-
icies for reducing youth violence, alcohol, and tobacco use (Oesterle
et al., 2018). Establishing and working with community coalitions
within the context of the community-engaged CTH intervention has
promise for the local implementation of EBPs to prevent fatal opioid
overdose, offering 1) resources and infrastructure to support coalitions
including funding to hire staff, payment for EBPs (e.g. naloxone), data
and web-based dashboards for community decision-making, and
community-specific web pages aligned with communication campaigns;
2) a structured approach to planning and implementing EBPs; 3) bidi-
rectional training and technical assistance to support EBP implementa-
tion; and 4) a uniform voice across community sectors to elevate the
issue and best practices (Flewelling and Hanley, 2016; Hays et al.,
2000).

2. Methodology used to develop the CTH community
engagement intervention protocol

Community engagement investigators from the HCS Consortium
worked together between May and November of 2019 to develop the
community engagement component of the CTH intervention. This
involved an iterative process of adapting the Communities That Care
model to align it with the goal and objectives of the HCS. HCS research
staff received training in the principles of CBPR, which was intended to
guide the approach to implementing the CTH intervention. Building on
the framework of the Communities That Care model, the CTH inter-
vention implements a multi-phase process where community coalitions
examine local data and community assets to select and support the
implementation of a set of EBPs from the Opioid-overdose Reduction
Continuum of Care Approach (ORCCA) menu (Winhusen et al., 2020).
EBP selection and implementation is bolstered by communication
campaigns to reduce stigma related to OUD and MOUD and increase
demand for EBPs (Lefebvre et al., 2020). The overall premise is that
engaging relevant sectors of the community, including people with lived
OUD experience, will lead to community-relevant selection and imple-
mentation of EBPs.

The community engagement approach had to be nimble enough to be
employed within diverse communities and unique contexts across the 67
communities. This was particularly true given variation in sociopolitical
context, norms, infrastructure, priorities and opioid misuse, OUD, and
overdose deaths across and within the participating communities. Each
site defined “community” differently, based on regional norms and
existing public health infrastructure. (see Table 1). In Kentucky and
Ohio, community boundaries were established at the county level. New
York communities include a mix of counties and municipalities. Mas-
sachusetts boundaries were drawn at the municipal level and in some
cases involve clusters of small towns. The extent to which variation in
community conceptualization may have implications for EBP imple-
mentation and reach will be explored.

Sites built on existing community infrastructure, as such, multiple
tactics were used to establish coalitions. For example, Kentucky and
Ohio recruited existing coalitions to implement the CTH intervention,
and New York established HCS-designated coalitions formed from newly
assembled or restructured groups. Massachusetts, meanwhile, relied on
a mix of existing and newly established coalitions.

3. The CTH community engagement intervention

The CTH intervention was designed to build community capacity-
—including inter-organizational relationships and coordination—for
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Table 1
Coalitions, Communities and Partnerships by State.

Community Coalitions, Communities and Partnerships by State

Kentucky Community was defined at the county level. Thirteen Agency for
Substance Abuse Policy (ASAP) boards covering all 16 selected
counties were engaged during proposal development. Kentucky’s
network of ASAP coalitions arose from legislation that required the
development of a statewide strategic plan to reduce prevalence of
substance use and to suggest aligning policies. During Phase 0 of the
Communities That Heal (CTH) intervention, county-specific
subcommittees or spin-off taskforces from the ASAP boards were
formed for the purposes of guiding the HCS work. In addition to
ASAP Boards, key partners included state and local Departments of
Public Health, Kentucky Office of Drug Control Policy, Kentucky
Division of Behavioral Health, local opioid treatment programs, and
the Kentucky Justice and Public Safety Cabinet.

Community was defined at the local level. In MA there are 351 local

public health authorities. As such cities and towns comprised

community. In some cases, smaller communities were grouped to
form clusters. Initially, existing state-funded opioid prevention
collaboratives from the communities of interest were engaged.

However, not all communities had state-funded prevention

collaboratives. Key partners included the state Department of

Public Health, anchors agencies and eight community leaders from

across sectors.

Community was defined at the county level as well as at the

municipal level. Community coalitions were not predefined. The

overall goal was to establish community coalitions, whose focus
would be centered on the study aims. Fifteen New York States

County Health Commissioners (CHCs) (now 16) as the backbone,

Federally Qualified Health Centers (FQHCs), substance use disorder

and other treatment and prevention providers as well as the justice

system from each county were engaged as partners.

Ohio Community was defined at the county level. Existing community
coalitions were identified by local leaders (executive director of
mental health boards and public health commissioner) in each of
the counties. In the larger counties, substance use specific coalitions
were identified, while in smaller counties, community coalitions
tended to have a broader mission of the health of their
communities. These community coalitions had representatives
across sectors, including members from mental health, public
health, criminal justice, health care providers and local media.

Massachusetts

New York

implementing and sustaining EBPs to address the opioid crisis and
reduce opioid deaths (Dillahunt-Aspillaga et al., 2019; Powell et al.,
2015). The HCS research sites support the work of community coalitions
across all phases of the CTH intervention, providing training and tech-
nical assistance in many areas including: using data to understand local
assets and gaps, stigma of OUD and MOUD, EPBs to decrease opioid
overdose deaths, decision making strategies to select and gauge the
potential success of EBPs, and implementation strategies related to EBPs.

3.1. CTH intervention phases

The CTH intervention includes seven phases: 0) Preparation, 1)
Getting Started, 2) Getting Organized, 3) Community Profiles and Data
Dashboards, 4) Community Action Planning, 5) Implementation and
Monitoring, and 6) Sustainability Planning (Fig. 1). Phases of the CTH
are sequential, each building on the preceding phase. The phases are
designed to guide community coalitions through a systematic partner-
ship process: developing a shared charter, learning about a full range of
EBPs, and accessing data to fully describe the local crisis, resources, and
gaps. The partnership process culminates in the development and
implementation of a community action plan that includes EBPs and
implementation strategies from the ORCCA. A community engagement
approach is embedded throughout the phases with a focus on co-
learning, capacity building, and relationship building.

3.2. Phase 0: preparation

During Phase 0, research site staff engage in a set of activities
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Communities
That HEAL
Intervention

Preparation

Establish a statewide
Community Advisory
Board (CAB)

Establish communi-
cation strategies

Months 1-2

Getting Started

Establish a structure
for working with
HCS coalitions

Recruit champions
and introduce data-
driven decision-
making approach

Months 2-3

Getting
Organized

Discuss ORCCA
menu options and
establish decision
procedure for
selecting EBP
strategies

Implement Year 1
communication
campaigns in

Months 3-5

Community
Profiles
& Data
Dashboards

Create version 1.0 of
community profiles

Create version 1.0 of
data dashboards

Map the existing
services and
programs to ORCCA

Engage HCS
coalitions on data
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Months 4-7

Community
Action
Planning

Develop ORCCA-
specific goals for the
community

Discuss and
prioritize EBP
strategies that align
with community
goals

Establish
community action
plans

Conduct qualitative

Months 8-12

Implement
& Monitor

Develop
implementation
plans for selected
EBP strategies

Implement ORCAA
EBP strategies

Troubleshoot and
provide technical
assistance

Plan, implement,
and monitor Seek
Treatment and
Stay in Treatment
campaign activities
in partnership with
the HCS coalitions

gr?;“;eoevr;ﬁ\ﬁesnt Train HCS coalitions  partnership with

ool atallol Developd HCS coalitions
. X distribution plan

Share information for Year 1

with communities communication

about randomi- campaigns

zation
. Introduce ORCCA

Identify and menu and evidence-

designate based practices

the HEALing

S (EBPSs)
Communities Study

(HCS) coalitions

Conduct landscape
analysis

Train research site
staff in community
engagement

Initiate preliminary
activities for
communication
campaigns

Hire and train local community
members to implement the

Sustainability CTH intervention

Planning Train coalitions and other
stakeholders through learning

collaboratives

review of Year1
communication
campaigns in
partnership with
HCS coalitions

visualizations

Co-create version 2.0
of the community
profiles

Co-create version
2.0 of the data
dashboards

Develop the Seek
Treatment and

Stay in Treatment
campaign messages

Conduct stakeholder ,.4 materials

trainings on
content and use
of community
profiles and data
dashboards

Continue data-driven decision
making and maintain data
dashboards

Implement additional actions
and planning for sustainability

Identify and apply for long-
term funding for priority
project activities as needed

Fig. 1. The Communities That HEAL Intervention.

intended to establish the infrastructure in communities to support the
CTH. A community advisory board (CAB), separate from local commu-
nity coalitions, is established for each state to provide feedback and
recommendations on HCS activities and approaches, including study
design, execution, and methods for overcoming challenges. CABs
include membership from each community participating in the HCS,
with size ranging from 21 to 30 members. Each CAB typically includes
staff from state agencies, people with lived experience with OUD, and
frontline workers.

Prior to randomization, research teams identify existing or potential
coalitions to partner on the HCS and participate in the CTH intervention.
Following randomization of communities into Wave 1 or Wave 2 com-
munities, local HCS research team members visited community co-
alitions to present an overview of project goals, framework, timeline,
randomization results, data collection plans, and next steps. In Wave 1
communities, presentations are followed by either the formation of new
HCS community coalitions (MA, NY), or the commitment of established
coalitions (KY, OH). While principles of coalition development are
included in the CTH manual, state approaches vary and build upon
existing OUD initiatives and infrastructure. For example, HCS

community coalitions vary in size and membership, though target coa-
lition members include people working in the public health, social ser-
vice, criminal justice, emergency response, health care delivery and/or
addiction services sectors, and individuals who have lived experience
with OUD and/or individuals representing private sector businesses.
During Phase 0, research teams conduct a Landscape Analysis (LA) to
identify existing community assets for, and barriers to, EBP adoption.
Research staff use publicly available administrative data and a thorough
online search using standardized search terms and parameters to iden-
tify a range of existing resources and organizations (assets) in the
communities to address the opioid crisis. Research staff contact a subset
of assets to administer surveys that gather detailed information about
assets’ services related to OUD. These data provide information to
inform community profiles and assist communities in action planning.

3.3. Phase 1: getting started

Phase 1 is the official “launch” of the CTH intervention in Wave 1
communities. Phase 1 employs a number of implementation strategies
designed to develop community-academic partnerships and cultivate
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community coalitions to support the adoption of EBPs. Information
about HCS and the CTH is conveyed to community coalitions in pre-
sentations and to stakeholders and opinion leaders through one-on-one
conversations. Community coalition members discuss their priorities
with HCS research teams. A community coalition charter is also devel-
oped during Phase 1 to help solidify community-academic partnerships
and ensure a shared vision and understanding for CTH implementation.

Individuals are either hired by the research sites, or identified as
volunteers within community coalitions to support the CTH. A com-
munity engagement facilitator is hired by research staff to coordinate
and support the implementation of the CTH in each community. In
addition, community champions are selected to serve as liaisons with
the community coalition, community engagement facilitator, and
research sites. Champions are committed, well connected community
members whose roles are in the areas of: 1) communication campaigns,
2) data, and 3) each of the three ORCCA EBPs (i.e., overdose education
and naloxone distribution [OEND], MOUD, and safer opioid prescrib-
ing). After the charter is created, community coalitions and site research
teams review the CTH phases in detail, including the role of data-driven
decision making in the CTH process. Site research teams and community
coalitions co-create specialized training plans to identify training needs
as well as opportunities for community coalition members to provide
training on local community context for research teams. To complete
Phase 1, research team members with content expertise deliver an
introduction to each of the three ORCCA strategies, and the site teams
introduce community coalitions to their role in reviewing and selecting
EBPs from the ORCCA menu.

3.4. Phase 2: getting organized

Phase 2 activities ensure that community coalitions understand the
ORCCA and the rationale for included EBPs. Presentations are provided
to familiarize community coalitions with EBPs most likely to achieve
reductions in opioid overdose deaths. Research sites also provide com-
munity facing teams with training to support community coalitions’
work (Powell et al., 2015). Specific activities include discussing the
menu of EBPs, refining the selection process, and developing a shared
vision for identifying and implementing EBPs. Discussions facilitated by
the community engagement facilitators from each community provide
guidance on the decision-making process, including: (1) previewing a
Technical Assistance Guide created for the HCS (a compendium of re-
sources to guide data-driven decision making, EBP selection and
implementation) (Winhusen et al., 2020); (2) reviewing the rationale for
the EBP menu (the evidence of their effectiveness) and the differences
among menu options; and (3) discussing how to evaluate potential risks
and benefits of each menu option across various settings and pop-
ulations. Community Coalitions are also encouraged to take advantage
of local expertise while reviewing ORCCA menu options, including the
active solicitation of input from members with lived experience and
organizations currently implementing EBPs. Community coalitions are
also involved in planning a series of communication campaigns designed
to reduce stigma related to OUD and MOUD and increase demand for
EBPs (Lefebvre et al., 2020).

3.5. Phase 3: community profiles and data dashboards

In Phase 3, research site staff engage community coalitions in con-
versations about local needs, resources, policies, and context to support
the development of a shared understanding of the local opioid crisis.
Tasks center on the collaborative synthesis of available data to inform
community action planning. Data experts work in collaboration with
community coalitions and data champions. Through an iterative pro-
cess, community coalitions and the research site teams compile available
data to co-create: 1) a community profile of local OUD resources with
the explicit goal of identifying gaps, and 2) a data dashboard to visualize
data related to community goals and HCS outcomes (e.g. number of
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opioid overdose deaths in a community). The community profile sum-
marizes baseline resources, needs, opportunities, and trends in opioid
overdose fatalities based on results from the landscape analysis and
existing epidemiologic data. A series of meetings and trainings between
research site staff, community coalition members, and data champions
provide additional data. The data dashboard is a dynamic web-based
platform designed in collaboration with communities to visualize data
related to community goals and the HCS outcomes (Wu et al., 2020).
Community dashboards are designed to support decision making and
monitor community-specific metrics and other community-tailored
data. During and between community coalition meetings, research site
staff encourage and facilitate use of the dashboard. Trainings are held to
ensure community coalition members have a shared understanding of
how to: 1) interpret data in the profile and dashboard; 2) navigate the
dashboard, visualize reports and/or graphs; and 3) use the profile and
dashboard to support goal setting, action planning, and implementation
monitoring.

3.6. Phase 4: community action planning

In Phase 4, with facilitation support from research sites, community
coalitions develop comprehensive action plans to select and implement
EBPs and strategies in each of the three ORCCA areas (i.e., OEND,
MOUD, safer opioid prescribing) (Winhusen et al., 2020). Action plans
provide a blueprint for communities and are intended to ensure the CTH
intervention will have sufficient reach and impact to significantly reduce
fatal opioid overdose. As part of action planning, community coalitions
consider ORCCA strategies within the context of existing community
data, resources, and needs. The community coalitions then identify and
prioritize feasible, high impact strategies appropriate for their local
context. In some communities, this planning process involves reviewing
modeling provided by the research sites to better gauge the uptake of
EBPs required to achieve desired outcomes (e.g., penetration of MOUD
initiation or retention greater than six months). Each action plan in-
cludes both required and optional EBPs and ORCCA strategies (see
Winhusen et al., 2020). Action plans are used to formulate imple-
mentation plans for the selected EBPs with community partner organi-
zations. Implementation plans are executed in Phase 5.

3.7. Phase 5: implementation and monitoring

Phase 5 builds on these action plans to develop and carry out EBP
implementation plans. Implementation plans detail how community
coalition members and partner organizations will introduce or expand
selected EBPs with support from community coalitions and HCS
research site staff providing technical assistance. Following a systematic
process of collaborative goal-setting and identification of strategies,
implementation plans are developed to align with community coalition
member and partner needs, capabilities and practices. In forming their
implementation plans, organizations can access EBP implementation
training materials, manuals, and presentations developed by research
sites. Implementation plans are developed for each ORCCA strategy
included in the action plan. As community coalitions and research teams
monitor and learn from implementation efforts, they may identify op-
portunities to improve the implementation of EBPs and work together to
modify implementation plans as needed.

As new data becomes available, implementation updates for required
ORCCA strategies are summarized and reported back to community
coalition members and partner organizations. This information will
assist them in gauging progress on EBP implementation as well as inform
implementation improvements. Timely troubleshooting and technical
assistance are critical for supporting a community-engaged intervention
to reduce opioid overdose deaths. Strategies to support EBP imple-
mentation include: learning collaboratives, quality monitoring tools,
meeting facilitation, dynamic training, and technical assistance.
Continuous monitoring and clear communication facilitate the timely
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identification of implementation challenges and inform the provision of
TA.

3.8. Phase 6: sustainability

In CTH, sustainability planning is an ongoing process that evolves
over the course of the intervention. Building capacity through training
and data-driven decision making for the long term are key CTH elements
to help community coalitions and partner organizations sustain EBPs
after the study ends (Gloppen et al., 2012, 2016; Shelton et al., 2018).
All research sites hire and train local community field teams to conduct
community engagement activities. Partnering with community coalition
members builds local expertise related to data-driven action planning
and EBP selection, which can support long-term EBP implementation
that in turn leads to improved health outcomes (Johnson et al., 2017).
CTH trainings, including those related to identifying and applying for
long-term funding, are archived so community members can access
these resources after HCS ends. Sites establish Learning Collaboratives
(LCs) to help address community coalitions’ and partner organizations’
training and technical assistance needs, share best practices or common
barriers and foster sustained coordination and partnering among key
stakeholders working to address the opioid crisis in their communities.
As a sustainability strategy, community coalitions are encouraged to
assume ownership of learning collaboratives developed under HCS or
develop new learning collaboratives with key stakeholders to support
EBP implementation beyond HCS. Similarly, data tools and data sharing
protocols are developed with consideration to maintaining data sources
beyond HCS.

Action and implementation plans developed in previous phases
include sustainability components. As community coalitions begin to
explore the ORCCA menu, develop action plans, and proceed with
implementation, they are encouraged to consider facilitators and bar-
riers to sustainability, map out resources to promote sustainability, and
prioritize tactics for sustaining EBP strategies beyond the study period.
Planned tactics for sustaining EBP implementation may include
providing recommendations to decision makers and state agencies for
establishing infrastructure and policies that support EBPs (e.g.,
Medicaid expansion to pay for treatment, peer and recovery services). As
community coalitions and partner organizations gain insights from EBP
implementation, research sites work with them to develop a detailed
sustainability plan. Although CTH focuses on addressing the opioid
crisis, sustainability elements of the CTH intervention can be leveraged
to address other community health priorities as well.

3.9. Iterative nature of the CTH intervention

CTH is an iterative intervention, and this flexibility helps ensure
responsiveness to community needs and priorities. Community co-
alitions may revisit decisions made at earlier steps, re-examine data,
consider alternative ORCCA EBPs, arrange additional training and
technical assistance, and even bring in new stakeholders to broaden the
community coalition’s perspective and expertise. Fig. 2 presents exam-
ples of seven different junctures that may prompt community coalitions
to cycle back to previous phases.

Phase 2
EDUCATING

Phase 0 Phase |

STARTING UP ORGANIZING

3

Phase 3

ASSESSING
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1 Phase 5 to Phase 4. Implementation plans are based on community
coalition’s overall action plans, so substantive changes to a partner
organization’s implementation plan may lead to action plan updates.

2 Phase 4 to Phase 3. As community coalitions revise action plans based
on unanticipated challenges in implementation, they may need to re-
examine community data.

3 Phase 4 to Phase 2. Community coalitions may re-examine resources
and materials introduced during Phase 2 when partners encounter
challenges with a particular ORCCA strategy.

4 Phase 3 to Phase 2. A return to Phase 2 may be prompted by the
availability of new data or further analysis of existing data over the
course of implementation.

5 Phase 3 to Phase 1. Community coalitions may want to revise their
initial charters to respond to changing circumstances.

6 Phase 6 to Phase 5. Community coalitions and partner organizations
may find an EBP as implemented is not sustainable and decide to
adjust the implementation plan.

7 Phase 6 to Phase 0. As part of sustainability planning, community
coalitions consider how they want to operate in the future and who
needs to be involved in decision making. This may be an opportunity
to return to Phase 0 as community coalitions prepare to collectively
plan around a new shared intervention area.

The potential to revisit information and decisions made at earlier
phases is an advantage of embedding a community engagement
approach in the CTH intervention. The ability to flexibly manage
intervention content and resources provides community coalitions with
the greatest range of options for collective problem solving and shared
decision-making.

4. Discussion

The HCS CTH intervention was developed through a collaborative
process among HCS consortium investigators from multiple disciplines
across four states. Guided by the principles of CBPR, HCS investigators
adapted, the Communities That Care model, a successful coalition-based
change process for substance use prevention to address the opioid
overdose crisis. The CTH intervention is designed as a partnership be-
tween academic institutions with content and technical expertise and
local community coalitions comprised of diverse community stake-
holders, including those most impacted by OUD with community
expertise. The CTH is designed to leverage local assets and utilize the
knowledge held by local community stakeholders (Gloppen et al., 2012,
2016). With support from research teams, community coalition mem-
bers interpret local data and select appropriate EBPs, then implement
and monitor the impact of those EBPs. Flexibility built into the CTH
intervention allows for adaptations based on community context and the
ability to iterate through the CTH phases.

To date, operationalizing the CTH protocol across the four states has
provided a common structure for the community-engaged intervention
while allowing for tailored approaches that meet the unique needs or
sociocultural context of each community. For example, the community
coalition building strategy, although variable across states, provides a
critical space for HCS staff to actively engage a diverse group of com-
munity members across multiple sectors.

Phase 4
PLANNING

Phase 5
IMPLEMENTING J

Fig. 2. Examples for Iterating through the CTH Intervention.
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4.1. Early challenges

A number of challenges inherent to community engagement work
were anticipated, including insider-outsider dynamics, competing pri-
orities, distrust, and time constraints (Freeman et al., 2014; Minkler,
2004). Kentucky and Ohio used existing community coalitions estab-
lished by their states, while New York and Massachusetts built on
existing coalition infrastructure to develop new community coalitions.
Entering mature community coalitions means the HCS staff are guests
who must compete with other efforts and priorities, whereas community
coalitions convened explicitly for HCS are driven by HCS priorities. To
help address time constraints, HCS subcommittees were added in Phase
1 to move the work forward efficiently without deterring from other
coalition business. Although differences in coalitions’ origin, history,
and jurisdictions presented some early challenges, the community
engagement approach accommodates variation and allows the flexi-
bility to meet communities where they are.

Plans for working directly with communities upon grant award were
delayed due to the time required to develop a common CTH protocol.
This delay led to some frustration among communities because they
were notified of the funding award in April 2019, but protocol was not
finalized until Fall 2019. Although the development of a common CTH
protocol had tremendous scientific benefit, the shifts in original plans
research sites discussed with existing community coalitions during grant
writing strained some relationships. In some cases, relationships estab-
lished early on between research sites and communities were not being
maintained and the time gap raised suspicions that the researchers were
not holding up their end of the partnerships. Trust, a key factor for
strong community-academic partnerships, was undermined and
required renewed relationship development. Several CTH components
have been critical for regaining trust and building support for HCS. CAB
members serve an important role as local and state level thought leaders
promoting HCS and the CTH process. For example, in MA, having CAB
member liaisons to research cores facilitates relationship development
and bi-directional communication. Coalition building along with tar-
geted education, outreach and assessment, as well as the identification
of thought leaders and champions has also helped build trust. In addi-
tion, Community Engagement Facilitators serve as a critical imple-
mentation role spanning the boundary between the institution and
community (Kangovi et al., 2015; Wilkinson et al., 2016).

HCS has a very ambitious timeline and, understandably, there is a
sense of urgency to implement EBPs that will reduce opioid overdose
deaths. A shared sense of urgency can be a rallying point but can also
pose challenges for relationship building, due to the lack of time to
cultivate relationships. Aligning EBPs with community priorities re-
quires that diverse relationships are formed to ensure a balance of those
with authority to make decisions and those who are most impacted, who
have the lived experience to inform decision-making. Community-facing
research site staff find themselves balancing a tight timeline with the
need to cultivate relationships and attend to the partnership process,
while navigating local power dynamics and supporting community co-
alitions with new members, including people with lived experience.

4.2. CBPR and the CTH

Although community input was sought during the proposal devel-
opment process, the CTH intervention protocol itself was not developed
in partnership with community stakeholders and its implementation
involves strong oversight by researchers and only guidance, not
decision-making, from a CAB. As such, CTH does not meet the criteria
for CBPR. However, the community-engaged intervention employs six of
nine CBPR principles. CTH (1) recognizes the community as a unit of
identity, (2) builds on community assets, (3) promotes co-learning
through bi-directional dialogue, (4) emphasizes the value of local
knowledge, (5) facilitates a collaborative process through all phases of
planning and (6) involves an iterative process (Israel et al., 2018). The
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extent to which there is a balance between research and action for the
benefit of all partners is not yet clear, nor is the long-term fate of the
partnership between research teams and HCS communities. Through an
intentional merging of community engagement and implementation
science (Winhusen et al., 2020), the HCS includes a rigorous
mixed-methods evaluation to help document the community engage-
ment approaches that lead to successful and sustained change.

4.3. COVID-19 adaptations

The COVID-19 pandemic fundamentally changed interactions with
the community as states executed “stay in place” or “shelter at home”
orders. The most immediate change to the CTH intervention was the
shift to virtual meetings for coalition work. COVID-19 also impacted
coalitions’ capacity to engage in the CTH and public health officials who
would have normally championed CTH efforts were leading the local
response to COVID-19, leaving limited availability for action planning.

Most coalitions quickly adapted to virtual meetings and interim
smaller group meetings to maximize engagement. However, some co-
alitions had to pause CTH work to respond to COVID-19 in their com-
munities. COVID-19 also challenged research sites to make online
meetings engaging (e.g., using breakout rooms for in-depth small group
discussions, using in-meeting polling features) and to provide interac-
tive training on how to use new platforms. Moreover, relationship
building had to occur through virtual processes, which is not the norm
for community engaged research. In some cases, virtual platforms
facilitated the work as busy stakeholders and the research team were
able to allocate more time for virtual meetings that did not require
travel. COVID-19 also highlighted infrastructure disparities across
communities. In some HCS communities, coalition members did not
have sufficient internet speeds and had to call in via a telephone,
limiting their engagement. This raises concern that differential broad-
band internet access may exacerbate pre-existing power imbalances in
community coalitions.

5. Conclusions

Community level variation poses a significant challenge to the
widespread implementation of EBPs to reduce opioid overdose deaths
(Glasgow et al., 2003). HCS is designed to show how community
engagement can support the adoption of EBPs for addressing the opioid
crisis in highly-impacted communities despite this variation. While we
experienced many expected challenges early in the engagement process,
our CTH protocol and process allowed us to successfully address them.
Important next steps include rigorous examination of community
engagement approaches employed, and their impact on EBP sustain-
ability as well as community-academic relationships. Findings from this
study have the potential to advance community engagement research,
develop an intervention model other communities can use to address the
opioid epidemic, and contribute to the sustainability of adopted EBPs in
local communities (Albert et al., 2011; Alexandridis et al., 2018).
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