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	Agenda Item
	Detail
	Action Item
	Responsible Party

	Welcome, Introductions (as needed) and roll call
	Quorum is 50% +1 of committee membership
	Committee: 
(Benton) Sara Hartstein, (Benton) Tatiana Dierwechter, (Clackamas) Jamie Zentner, (Clatsop) Julia Hesse,  (Crook) Katie Plumb, (Deschutes) Jessica Jacks, (Deschutes) Julie Spackman, (Jackson) Ann Ackles, (Jackson) Tanya Phillips),  (Jefferson) Carolyn Harvey, (Klamath) Jennifer Little, (Lane) CA Baskerville, (Lane) Jocelyn Warren, (Lincoln) Nicole Fields, (Lincoln) Shelley Paeth, (Linn) Rachel Petersen,  (Malheur) Sarah Poe, (Malheur) Rebecca Stricker, (Marion) Patty V, (Multnomah) LaRisha Baker, (Multnomah) Tameka Brazile, (Union) Carrie Brogoitti, (Washington) Ahmed Mohamad (Washington) Gwyn Ashcom, (Yamhill) Lindsey Manfrin (Chair), (HO Rep) Jennifer Vines, (HO Rep) Steve Krager

OHA: (Administrator CP&HP) Tim Noe, (CLHO Support CP& HP) Jackie Harris, (HPCDP) Karen Girard,  (HPCDP) Luci Longoria, (IVPP) Ashley Thirstrup, Mary Borges, (IVPP) Laura Chisholm, Matt Laidler, Julie Plagenhoef, Jennifer Hauschildt, Sarah Wylie, Amanda Cue, Cate Wilcox, Anna Steifvater

	Jennifer Little

	Review of minutes
	Review minutes from last meeting, make corrections as needed 
	The July minutes were approved. 
	Jennifer Little

	Injury and Violence Prevention Program
	RFP Overdose Prevention Funding
	There is new funding available for Opioid and other Drug Prevention to LPHAs for increasing partnerships and drug overdose response collaborations. Funding will be offered to 11 regional LPHA collaboratives in partnership with CCOs in two categories (1) as base funding up to $100,000, or (2) as supplemental funding for up to five different regional projects that are currently underway. Tribes will not be eligible. Applicants will indicate lead and fiscal organization. 

This funding concept is currently working through approval in CLHO subcommittees (Prevention & Health Promotion and Preparedness) in September and CLHO for feedback and approval in October. 

Funding will distribute through the OHA Program Element process beginning February 1st with bridge funding in place from September 1st through February 1st. Funding for February 1, 2020 – September 1, 2020 will include the possibility of two more years if OHA receives federal funding and satisfactory completion of the work.

OHA is interested in the equity perspective and will convene four representatives from this subcommittee and representatives from CLHO Preparedness subcommittee to engage this process.






	Mary Borges and Laura Chisholm

	Maternal & Child Health
	Babies First Changes
	The Maternal and Child Health Home Visiting Programs include: Babies First, Nurse-Family Partnership, CaCoon (special needs), and Universally Offered Home Visiting (Family Connects).

Babies First is reviewing program changes that include a review of the state nurse consultants, home visiting practices and protocols and program administration and orientation from OHA to LPHA programs. A review of changes to the Triennial Review Tool include administration and nursing practices. Nurse Consultants will schedule an October meeting and training for local staff working on Babies First. 





	Julie Plagenhoef

	Maternal & Child Health PRAMS
	
	The PRAMS Survey explored the familiarity of PRAMS in Oregon. Linn, North Central Health district and Baker, and Confederated Tribes of Coos, Lower Umpqua, and Siuslaw Indians responded that they were unfamiliar with PRAMS. Benton, Linn, Douglas, Grant and Harney, and Confederated Tribes of Coos, Lower Umpqua, and Siuslaw Indians indicated that they had never used PRAMS data.

Based on the survey data, OHA-MCH will prioritize outreach and education on PRAMS with LPHAs that indicated there was a need for more familiarity in PRAMS data. 

The survey was disseminated to Health Administrators, Health Officers and Local Tribal Health Directors. 




	Jennifer Hauschildt

	HPCDP
	Tobacco and Alcohol Retail Assessment Report
	TPEP provided a review of the statewide report and press release distributed to LPHA health administrators, health officers and Tribal Health Directors. 

TPEP reviewed priorities including tobacco retail licensure, raising the price of tobacco through non-tax approaches, regulating flavored tobacco products, proximity and density and tobacco-free pharmacies.

Communication products available for earned media including a toolkit and technical assistance from OHA TPEP were distributed to the committee. 




	Sarah Wylie

	Standing Items
	ADPEP, others
	[bookmark: _GoBack]The group discussed if they would like ADPEP as a standing agenda item or as an needed item. It was decided that ADPEP would be a standing agenda item.

	Amanda Cue

	Adjourn
	
	The meeting was adjourned at 2:00 PM 
	Jennifer Little

	Next Meeting 9/5/2019
	
	
	

	Future Topics
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Maternal and Child Health Home Visiting

MCH Mission: Fosters the foundations of lifelong health with safe and responsive environments, resilient and connected families and communities, and nutrition and healthy development



System of Public Health Nurse Home Visiting:

Babies First! (prenatal to age 5, parents/caregivers of a child)

Nurse-Family Partnership (28 weeks gestation-age 2, first births)

OCCYSHN CaCoon (0-21 with special needs)

Universally Offered Home Visiting (Family Connects)





Our mission is to support families to lifelong health, and one of the ways we do this is through a system of Nurse Home Visiting Programs. There are three (soon to be four) nurse home visiting programs in Oregon. These include:



Babies First! is a nurse home visiting program for families with babies and young children up to age 5 and program guidelines come from the MCH section. It is eligible to receive TCM reimbursement



CaCoon is a statewide public health nurse home visiting program that provides community-based CAre COordinatiON for children with special health needs. The CaCoon program has operated in most Oregon counties for over 20 years. Guidelines come sfrom OCCHYSHN.  It is TCM eligible as well.



NFP is an evidence-based, home visiting program that serves vulnerable mothers pregnant with their first child. Each mother served by NFP is partnered with a registered nurse early in her pregnancy and receives ongoing nurse home visits that continue through her child’s second birthday. The guidelines for NFP come from a National Service Office. It is also eligible for TCM reimbursement



MCM is (or was, for most counties) a case management service for pregnant women. It is sunsetting in Oregon, though we don’t have a specific date when MCM Reimbursement from Medicaid will no longer be available, most counties have stopped doing MCM.



UoHV is currently being discussed in the legislature. We will know whether funding and insurance coverage requirements will be implemented after this Legislative session is over. Stay tuned for more information about that.
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Babies First! Program

In all counties except Multnomah, Curry, Harney and Wallowa

Last program manual update in 2006

New, Updated Program Manual in 2019

Workgroup of Local Implementing Agency representatives from across the state (2018)

Evidence-informed practice

Final manual published 2019 (https://www.oregon.gov/oha/PH/HEALTHYPEOPLEFAMILIES/BABIES/HEALTHSCREENING/BABIESFIRST/Pages/coord.aspx)









Developed as a home grown Oregon Nurse Home Visiting program in the 1990s

Last program manual update was done in 2006

There is a Growing body of evidence-practice in nurse home visiting for the prenatal to 5 population and we felt that it was time to provide updated guidance for the Babies First! program. To that end, a workgroup was formed last year with attendance from ___ county representatives from around the state. They worked to provide feedback that resulted in a final manual that is due to be published in the next month. 
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Program Changes

“New” State Consultants (Julie, Anna, New Nurse)

Population

Prenatal

Newborn, infant, toddler

Caregivers

Home Visiting Practice

Assessments, timing, protocols

Interventions and resources

Continuing education

Team meetings and Case Conferences

Program Administration

Caseloads/staffing 

Reflective Supervision, chart reviews, joint visits, nurse consultation

Orientation/training of staff





There are a few key changes that have been made to the program, that I would like to share with you here. 



Population – (this change was actually made in 2017, but is now explicitly stated in the manual). 



Assessments and timing – we ask that nurses conduct assessments for specific health domains, done at certain times

Interventions – better defining health education, motivational interviewing and case management activities, specifically identified resources

Continuing education and expected participation in team meetings and case conferences.



We also have protocols to help guide practice around certain topics – e.g., physical assessment



At the program administration level, we ask that supervisors ……



Recommended vs Required: a point of discussion in the workgroup was that due to the wide variety of resources to implement this program across the state, and because some of these are significant changes, that we would use the “recommended” language for most changes. Those counties that are unable to support these changes will be asked to discuss them with the state nurse consultants and determine a plan to come into compliance or maintain a variance. 
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What hasn’t changed?

TCM

Orchids (change coming!)





Babies First! Program and Record Triennial Review Tool Changes

Program administered according to manual guidance

Minimum FTE/Caseload requirements

Policies/procedures

Reflective supervision

Team meetings

Visit schedule

Screening and Assessments

Interventions

Training







The Triennial review tool was changed to better align with the new PE-42 and Program manual changes



The main changes refer to some specific administration and nursing practices, including:
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Funding Sources (unchanged)

State general funds

Targeted Case Management

County general funds

Title V

Other (grants, etc.)







Universally Offered Home Visiting and Babies First!

Evidence-based model

Connecting families to resources

Target population: all births, voluntary





Adds to the system of home visiting in a community

Community alignment to benefit all programs

Changes culture around home visiting





Provides coverage for those who do not qualify or are not interested in a more intensive home visiting program



Changes culture – decreases stigma around home visiting
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What’s next

October meeting

THEO roll-out

Regular review of manual and protocols







Babies First! Program
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PRAMS Dissemination and Outreach Survey Results


Jenny Hauschildt, CPH

PRAMS Dissemination and Partnership Project Graduate Intern

&

Suzanne Zane, DVM, MPH 

Senior MCH Epidemiologist / CDC Assignee to Oregon











Hello, and thank you for having me back. I attended the June meeting and briefly spoke about the Pregnancy Risk Assessment Monitoring System (PRAMS) 

 Data Dissemination efforts that Suzanne Zane and I have been working on. 



As part of this project, we sent out a survey to assess level of engagement with PRAMS data, I wanted to circle back to share what we did and the results of the survey.
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Why and HOW

MCH would like to better understand where and how PRAMS data are being used.



Sent to Local Public Health Administrators, Tribal Health Directors, and Local Public Health Officers. Survey link was emailed by Danna Drum in OHA Public Health Strategic Partnerships.



Anonymous unless respondent indicated preference to be contacted (and provided name, phone and email).









The purpose of doing the survey was to understand current knowledge and past use of PRAMS, data needs, and any barriers to accessing or utilizing PRAMS. 



PRAMS data has been used in policy making at the state level but prior to this survey, we did not have a good understand of local county or tribal needs. 



What I am presenting is a first assessment of what is understood at the local level about PRAMS,. This information helps us to also identify areas that need more assistance accessing and utilizing PRAMS data 



We sent the survey to Local public health authorities, tribal public health authorities and other community organizations (for example….)
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Survey Respondents
n=31



Confederated Tribes of Coos, Lower Umpqua, and Siuslaw Indians





Yellowhawk Tribal Health Center

















This heat map shows the areas that responded to our survey and how many respondents from each area.



There were 31 respondents from 23 distinct counties and tribes with relatively even distribution across the state. 



The lightest green color indicates that we received 1 response from that area/county



We received multiple responses from the following counties in the darker green shades:

Clackamas 

Harney

Washington 

Clatsop

Umatilla

Marion
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“Are you familiar with the PRAMS Survey and what topics it covers?”
n=22 areas

















Confederated Tribes of Coos, Lower Umpqua, and Siuslaw Indians









Yellowhawk Tribal Health Center







This next heat maps shows the results of the first questions we asked, “are you familiar with the PRAMS survey and what topics it covers.”



There were 7 areas (in light purple) that reported they were not at all familiar with PRAMS (they did not know what PRAMS is).



Another 7 areas reported they were either slightly or somewhat familiar, denoted in medium purple color. 



There were 8 areas (Dark purple) that responded with either a 4 moderately or 5 extremely familiar (grouped)



N/A= did not respond


Clatsop reported 1, 2 and 4
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“What have you used PRAMS data for?”
Check all that Apply
n=31

.





We recognize there is some overlap in the categories.



We were deeply surprised that so few responded that they used PRAMS data when applying for funds.



This begs the questions: 1) Is this solely a function of local public health not knowing about PRAMS and that it can be used? 2) Or they need technical assistance in using the data or don’t have resources. And 3) are we asking the right questions on PRAMS??? 



So we will keep this at the front of our minds during the PRAMS revision planned for ~2021 (from CDC), when we can insert revised or new state-specific questions. We will begin work on new questions between now and the survey revision.



We are currently revising ECHO (all questions are state-specific/state-produced) and we are currently working with stakeholders to help inform these revisions. (Explain what ECHO is—i.e. Early Childhood Health in Oregon survey, in which PRAMS respondent mothers will be resurveyed when their child turns 3.)
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What was PRAMS used for?2	

Other (please specify).	Assessing health at the state level.	 To advocate for or to inform policy	Applying for funds.	Policy planning or policy evaluation.	Developing educational materials.	Needs assessment.	Program planning and evaluation.	Assessing the health of county or local community.	0	3	3	3	4	5	7	10	11	





“Have you or your organization ever used PRAMS Data?”

n=31





Confederated Tribes of Coos, Lower Umpqua, and Siuslaw Indians





Yellowhawk Tribal Health Center















Next, we asked if “you or your org. ever used PRAMS Data”



GREEN= Yes we’ve used PRAMS



RED=No we have not used PRAMS



**Realize that more than one person from each surveyed group may have answered the survey. This helped add to our understanding in those areas, although it also could be a function of their job role. 



**Respondents from 7 areas responded that they didn’t know. We know that in three cases, it was from someone who was more removed from PRAMS data in that area. Because someone else in the county reported either using or not using. 



1 person responded from Clackamas & Klamath “don’t know” in addition to 1 yes



1 person responded from Harney “don’t know” in addition to 1 no



In Clatsop, there was 1 no, 1 yes, and 1 don’t know. 
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“Why have you not accessed or utilized PRAMS data?”
Check as many as apply








If they responded “no” to the previous question, they were asked why they have not used PRAMS.



13 areas responded to this question about why they have not accessed or utilized PRAMS data: 2 were tribal organizations and 11 counties



There were 6 possible answers here, as well as an area to fill in other reasons. This chart shows the total number of AREAS (in gray) that indicated each reason, and the total number of individuals (from those areas) that indicated each reason. 



The next slide pulls out the top 3 reasons.
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Total respondents	Thought that the sample size for my county or population was too small to get local or population-specific data	We don't have analytic capacity in my organization	Did not know that a specific analysis could be provided	Was not sure PRAMS data could meet the needs of my county or program	Did not know PRAMS data/results were available to me	Did not know about the PRAMS survey	0	4	0	6	10	4	Total areas represented	Thought that the sample size for my county or population was too small to get local or population-specific data	We don't have analytic capacity in my organization	Did not know that a specific analysis could be provided	Was not sure PRAMS data could meet the needs of my county or program	Did not know PRAMS data/results were available to me	Did not know about the PRAMS survey	0	1	0	2	5	4	







“Why have you not accessed or utilized PRAMS data?”
Check all that apply
n=13 areas

Top 3 reasons:

	“Did not know PRAMS survey data/results were available to me”



	“Was not sure if PRAMS data could meet the needs of my county or program”	

	

	“Did not know about the PRAMS Survey”





n=10



n=6



n=4







These were the top three reasons why 





 Survey responses from the 2 tribal organizations indicated that more outreach from OHA to tribal organizations is needed to talk about PRAMS and how it might be useful to them, as each had at least 2 reasons for not having used PRAMS data. One of the entities asked for us to contact them back, so we will reach out directly, the other did not, but we can foster them getting more info about PRAMS indirectly through our partners at the NW Portland Area Indian Health Board
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Outreach plans



22 areas let us know that they would like to connect with us to learn about how PRAMS can be useful to them.



Over the course of the next year, we will be working with local public health authorities and tribes directly to start conversations to meet their needs. 



Ritu Ghosal will be continuing this project starting in September. 











Based on findings on individual areas, we will plan to prioritize whether they wanted to have a conversation with our team/be contacted, as well as urgency of data needs,  as well as geography (Eastern counties and tribes). We will use level of familiarity to frame outreach conversations. 



We would hope people use PRAMS data more for funding applications, as a surveillance tool for emerging PH needs, hope it could be a tool for Title 5 admins to supplement their programs- PRAMS is the best source of data on Oregon new mothers and babies. 



Future: send survey to community organizations
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Thank you!

Thank you to CLHO, and to all our survey respondents who made this analysis possible! 



Thank you to Cate Wilcox for supporting this work in MCH!



Thank you to Suzanne Zane, who will continue this work along with Ritu Ghosal (Graduate Intern) and Tyler Moore, MPH (two year CTSE fellow)
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ASSESSING 
OREGON’S RETAIL 


ENVIRONMENT 
SHINING LIGHT ON TOBACCO INDUSTRY TACTICS 


If we thought the tobacco industry didn’t advertise anymore, 
it’s time to think again. This assessment shines light on 
how the industry spends over $100 million to promote its 
products in Oregon stores and to hook the next generation. 







 


 


 


  
  
  


 


DID YOU KNOW THE TOBACCO 
INDUSTRY SPENDS OVER 
$100 MILLION EACH YEAR 
IN OREGON?*1 


Tobacco products are front and center, where people — including kids — will see them every day. To gauge what tobacco 
retail marketing looks like across the state, local health department staf and volunteers visited nearly 2,000 Oregon 
tobacco retailers in 2018. Data provide striking information about how the tobacco industry 
pushes its deadly products across Oregon. 
The fndings are clear: The tobacco industry is aggressively marketing to  people in Oregon, and especially targets youth, 
communities of color and people living with lower incomes. This report outlines fndings from the retail 
assessment and explores ways Oregon communities can reduce tobacco marketing, help people who smoke quit, and keep 
youth from starting — and ultimately save thousands of Oregon lives each year. 


 * This amount does not include spending on advertising and marketing of e-cigarettes, for which statewide data is not yet available. When added in, this number climbs even higher.







 


 


 
 


 


 


 


 


 
 


 


 


 
 


THE TOBACCO INDUSTRY SPENDS 
BILLIONS TO RECRUIT NEW CUSTOMERS. 


Every year, the tobacco industry spends 
more than $8.6 billion nationally on tobacco 
advertising.2 When TV and billboard advertising 


respectively),
for tobacco was restricted (in 1971 and 1998, 


3 the tobacco industry shifted its 
multibillion-dollar investment into convenience 
stores, grocery stores, gas stations and other 
retail locations. This means the tobacco retail 
environment is packed with sponsorships, 
discounts, coupons and other promotions. 


E-cigarette companies rapidly increased their 
retail advertising from $6.4 million to $115 
million nationally between 2011 and 2014 
alone.4 Advertising restrictions do not apply to 
e-cigarettes. 


This overwhelming amount of advertising — in 
places people visit every day to purchase food, 
beverages, medications, health supplies and other 
necessities — is intentional. It is designed to 
manipulate consumers, spark nicotine cravings 
and generate impulse tobacco purchases among 
people trying to quit. These ads also lure teens 
and young adults to a deadly product, fulflling 
the tobacco industry’s need to recruit new 
smokers to replace those who either quit 
or die.5 


The industry targets locations popular with youth, 
communities of color and communities with 
lower incomes.6 


OREGON TAKING A CLOSER LOOK 


THE TOBACCO INDUSTRY 
SPENDS OVER 


$100 
MILLION 


EACH YEAR 
ON CIGARETTE AND SMOKELESS 


TOBACCO PROMOTIONAL MARKETING 
AND ADVERTISING IN OREGON.1 


MORE THAN 


11x 


STATE SPENDING ON TOBACCO 
PREVENTION EFFORTS


TOBACCO 
INDUSTRY’S 


SPENDING ON 
MARKETING 


1 


THE INDUSTRY’S 
INVESTMENT IS 


WORKING. 


1IN5 
HIGH SCHOOLERS 
USES TOBACCO; 


THE MOST COMMONLY 
USED PRODUCT IS 


E-CIGARETTES (13%).6 


MORE THAN 


25% 
OF ALL OREGON ADULTS USE 


TOBACCO (26%); 
THE MOST COMMONLY USED 


PRODUCT IS CIGARETTES (17%).7 
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TRAINED TEAMS INVESTIGATE 
INDUSTRY SPENDING. 
To understand how much space the tobacco industry occupies in Oregon, the Oregon Health 
Authority (OHA) Tobacco Prevention and Education Program (TPEP) conducted a statewide 
assessment of tobacco advertising, marketing and promotion in retail locations. 


To collect data in a clear and objective way, TPEP trained and partnered with teams of local health 
department staf, nonproft organizations, tribes and community volunteers to use a standard 
assessment tool. The retail assessment led to new collaborations between OHA/TPEP and OHA 
Alcohol and Drug Prevention Education Program (ADPEP), as well as prevention coalition members, 
health department staf, volunteers, and youth. 


The retail assessment fndings provide a snapshot of the tobacco industry’s presence across Oregon. 
It sheds light on the ways the industry targets people in Oregon, particularly youth. 


THE ASSESSMENT INCLUDED 


RETAILERS 
IN 


EVERY 
COUNTY 
IN TOTAL, TEAMS VISITED NEARLY 


2,000
GROCERY STORES, 
CONVENIENCE STORES, GAS 
STATIONS, PHARMACIES 
AND OTHER RETAILERS 


ALL 
RETAILERS ALLOWED YOUTH 
UNDER 18 TO SHOP 
IN THEIR STORES 


Assessing Oregon’s Retail Environment  | 4 
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THE TOBACCO INDUSTRY CONTROLS 
THE RETAIL ENVIRONMENT. 
Research shows that if people do not start 
smoking before they turn 19, they are far less 
likely to ever start, making young people a highly 
valuable audience. Young people are an ideal 
target9 — and more than half of all teens shop in 
convenience stores at least once a week.6 


The tobacco industry surrounds young people 
with marketing as they walk through the store. 
Two in three stores assessed advertised a price 
promotion and more than half advertised favored 
tobacco products. 


This heavy marketing sends a message to 
young people that tobacco use is common 
and cheap and that tobacco products 
are easily accessible. In Oregon, more 
than half of high schoolers think that 
e-cigarettes are easy to get.6 


The tobacco industry makes it difcult for 
local tobacco retailers who do not want 
to promote tobacco products. Industry 
contracts tell them how to market and give 
incentives to keep products cheap. 


“Recently, a Juul representative had 
come in and was aggressive in their 
sales tactics. They said this to the 
storeowner: ‘I see you aren’t selling 
Juul — but we bring in the most money. 
How much do you want to buy today?’ 
When she said she didn’t want to 
purchase any Juuls to sell in her store, 
the representative became aggressive 
and mean to her. She explained that she 
had to threaten to call the police and tell 
this representative never to come back 
before they fnally left her property.” 


— Retail staf 


“During a retail assessment, we were 
approached by the storeowner, who 
made a comment about how tobacco 
companies are experts at making money. 
He said that he sells tobacco products 
cheaper than what he buys them for. 
In return, tobacco companies send him 
checks if he’s keeping their products 
at the lowest price, flling space with a 
certain amount of their product and/or 
selling a certain amount of product.” ”Assessing Oregon’s Retail Environment  | 5 


— Curry County volunteer 







  
 


 


 
 


  


THE TOBACCO INDUSTRY PURSUES OREGONIANS 
AT EACH STEP THROUGH THE STORE. 
From the moment a customer approaches a store, to the time they pay at the register, they receive suggestions to buy tobacco. This marketing strategy 
is intentional. Exposure to tobacco ads has been linked to impulse purchases in adults who are trying to quit and to relapse among people who used to 
smoke.8 More than 60 percent of people in Oregon who smoke want to quit and over half have tried in the past year.7 


ABOUT HALF OF TOBACCO 
RETAILERS HAVE ADS OUTSIDE 


Outdoor ads lure people in. 


Ads are big and colorful 
and are often at the eye 
level of a young child. 


20% OF TOBACCO RETAILERS 
PLACED PRODUCTS WITHIN A 


FOOT OF CANDY OR TOYS 


YOUTH-TARGETED PROMOTIONS 
BEGIN ON THE EXTERIOR 


ADS FOR TOBACCO PRODUCTS 
ARE PLACED ALONGSIDE ADS 


FOR SNACKS 


Ads are placed alongside ads for snacks and treats 
that kids love, such as ice cream, sodas and chips. 


Ads 


3 OUT OF 4 PROMOTIONAL AD 
DOLLARS ARE SPENT ON ADS 
PLACED AT STORE REGISTERS9 
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TOBACCO IN OREGON:  
SWEET, CHEAP AND PLENTIFUL.


SWEET TOBACCO FLAVORS ARE 
DESIGNED TO HOOK YOUTH


Nearly half of 11th graders in Oregon 
who currently use tobacco started with 
e-cigarettes.6 


In 2017, 13% of Oregon 11th graders  
used e-cigarettes.6 


A national study of youth and adults that 
examined flavored tobacco product use found 
that four out of five youth and young adults 
who have used tobacco started with a flavored 
tobacco product.11


Flavors appeal to underage consumers by 
masking the natural harshness and true taste 
of tobacco.10 


9 10OUT
OF


TOBACCO RETAILERS SOLD FRUIT & 
CANDY-FLAVORED E-CIGARETTES OR 


CIGARILLOS


TOBACCO RETAILERS KEEP 
TOBACCO CHEAP FOR PEOPLE  
ON A LIMITED BUDGET 


The tobacco industry frequently offers 
discounts and coupons, as well as “single 
servings” that can be sold for $1 or less. These 
pricing tactics encourage tobacco purchases 
among youth, people with low incomes and 
people who use tobacco.12


57% of tobacco retailers who sold cigarillos or 
small cigars advertised them for less than $1.


34% of retailers in Oregon with pharmacy 
counters discounted e-cigarettes compared  
to 23% without pharmacy counters.


TOBACCO RETAILERS DISCOUNTED 
AT LEAST ONE TOBACCO PRODUCT


THE TOBACCO INDUSTRY 
TARGETS COMMUNITIES OF 
COLOR


The tobacco industry strategically supplies 
stores with customized products based on who 
lives nearby. For example, studies show that 
menthol products are given more shelf space in 
African American neighborhoods.13 


Marketing also tends to be more concentrated 
in neighborhoods where people have lower 
incomes and within communities of color.14 
Tactics include marketing menthol heavily in 
African American communities with themes of 
Black empowerment and identity. 


60% of African American youth prefer 
Newport (menthol) cigarettes compared to 
22% of white youth.15 
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WE CAN TURN THIS AROUND: 
SOLUTIONS TO COUNTER THE TOBACCO 
INDUSTRY’S PRESENCE IN STORES. 
Communities across Oregon can come together to make a change in the retail environment. 
Despite the tobacco industry’s marketing might, communities across Oregon are already working 
on changing the retail environment to protect kids and help people to quit. 


HERE’S WHAT WORKS: 


TOBACCO RETAIL 
LICENSURE 


Tobacco retail licensure requires tobacco retailers 
to get a license to sell tobacco products. This 
makes it easier to enforce laws prohibiting 
sales to people under age 21. It also creates 
opportunities to limit density of tobacco retailers, 
including locations near schools, and provides an 
opportunity to pursue other prevention policies.16 


Licensing tobacco retailers is a local action 
that is being implemented in several Oregon 
communities. Tobacco retail license policies could 
reduce the number of Oregon youth and young 
adults who become addicted to tobacco, help 
people who use tobacco quit and reduce health 
care costs.16 


Nearly 3 in 4 Oregon adults support requiring 
stores that sell tobacco to get a license — and 
66 percent are not aware that Oregon does not 
require a state tobacco license. Oregon is one of 
only nine states without retail licensure.17 


RAISING THE PRICE 
OF TOBACCO PRODUCTS 


Across the country, communities are raising 
the price of tobacco, a strategy proven to help 
people quit and keep youth from starting.13 


Raising the price of tobacco products can happen 
through tax increases or through other options 
that directly address industry tactics to keep 
prices low. Common non-tax strategies include 
prohibiting the distribution and use of coupons 
(e.g., buy one get one free), implementing a 
tobacco minimum price and requiring a minimum 
pack size for products like cigarillos. Federal law 
already prohibits most promotional samples.13 


In Oregon, both local and state governments 
have the authority to raise taxes on e-cigarettes. 
Only the state government has the authority to 
raise cigarette and smokeless tobacco taxes. 


Half of Oregon adults support prohibiting the 
use of tobacco coupons or discounts.17 


REGULATING FLAVORED 
TOBACCO PRODUCTS 


In the United States, it is against the law to 
manufacture or distribute favored cigarettes, 
excluding menthol. Yet other favored tobacco 
and nicotine products, including e-cigarettes, 
remain legal and easily accessible — and are 
designed to appeal to youth. Policies that restrict 
favors could prohibit the sale of these tobacco 
products, including fruit and candy favors as well 
as menthol.16 


Fifty-four percent of Oregon adults support 
prohibiting the sale of favored products, and 
nearly half don’t know that Oregon could pass 
a law that would prohibit stores from selling 
favored tobacco.17 
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PROXIMITY AND 
DENSITY POLICIES 


Research shows that the more exposure children 
have to tobacco products and advertising, 
the more likely they are to try tobacco.5 In 
neighborhoods with more tobacco retail locations 
and advertising, children smoke at higher rates.18 


Most communities can pass policies to address 
this problem. Tobacco retail licensure and zoning 
restrictions can cap the number of retailers in 
a geographic area or the number of retailers 
relative to population size. Cities and counties 
may also require a minimum distance between 
retailers or prohibit retail locations near schools 
or other areas youth frequent.13 


Sixty-six percent of Oregon adults support 
setting limits on how close tobacco stores can 
be to schools. 17 


TOBACCO-FREE 
PHARMACIES 


Nationally, there is a growing movement 


pharmacies, where people go for medicine, fu 
shots and health care advice. In 2014, CVS 
Pharmacy made the decision to remove tobacco 
products from all stores nationwide. The chain’s 
continued success demonstrates that pharmacies 
can fourish without selling tobacco products.16 


to prohibit the sale of tobacco products in 


RAISE THE MINIMUM 
AGE OF LEGAL ACCESS 
TO TOBACCO PRODUCTS 


In Oregon, we have made important progress by 
raising the minimum legal sale age for tobacco 
products, including e-cigarettes, to 21. By 
implementing this law, Oregon decision-makers 
showed their support for an important step in 
helping the next generation to live tobacco free. 


VICTORY FOR OREGON 


IN 2017, THE OREGON LEGISLATURE RAISED THE REQUIRED MINIMUM AGE FROM 


18 TO 21 
FOR A PERSON TO BE ABLE TO LEGALLY BUY OR OBTAIN TOBACCO PRODUCTS  


AND INHALANT DELIVERY SYSTEMS,  LIKE E-CIGARETTES. 
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HELP KEEP THE TOBACCO INDUSTRY AWAY FROM OREGON 
YOUTH AND COMMUNITIES. TO FIND OUT MORE, 
CHECK OUT THE RESOURCES BELOW. 
1 Campaign for Tobacco-Free Kids. “The Toll of Tobacco in 
Oregon,” n.d. www.tobaccofreekids.org/problem/toll-us/oregon. 
2 U.S. Federal Trade Commission (FTC). Cigarette Report for 
2017, 2019, See also, FTC, Smokeless Tobacco Report for 
2017, 2019, state total is a prorated estimate based on cigarette 
pack sales in the state. 
3 What do tobacco advertising restrictions look like today? 
truthinitiative.org/news/what-do-tobacco-advertising-restrictions-
look-today. 
4 Vital Signs Issue details: Exposure to Electronic Cigarette 
Advertising Among Middle School and High School Students 
— United States, 2014, Morbidity and Mortality Weekly Report 
(MMWR). www.cdc.gov/vitalsigns/ecigarette-ads/ 
index.html. 
5 Centers for Disease Control and Prevention. “Preventing 
Tobacco Use Among Youth and Adults: A Report of the Surgeon 
General.” 2012. pg. 2. www.cdc.gov/tobacco/data_statistics/ 
sgr/2012/consumer_booklet/pdfs/consumer.pdf. 
6 Oregon Health Authority. Behavioral Risk Factor Surveillance 
System (2017). 
7 Oregon Health Authority. Oregon Healthy Teens (2017). 


8 U.S. Department of Health and Human Services. The Health 
Consequences of Smoking: 50 Years of Progress. A Report 
of the Surgeon General. Atlanta, GA: U.S. Department of 
Health and Human Services, Centers for Disease Control and 
Prevention, National Center for Chronic Disease Prevention 
and Health Promotion, Office on Smoking and Health, 2014. 
9 Counter Tobacco. FTC Reports Show Tobacco Companies 
Spent $7.3 Billion at the POS in 2017. countertobacco.org/new-
ftc-reports-show-tobacco-companies-spent-over-7-3-billion-at-
the-point-of-sale-in-2017/. 
10 Centers for Disease Control and Prevention. 2012. www.cdc. 
gov/tobacco/data_statistics/sgr/2012/ consumer_booklet/pdfs/ 
consumer.pdf.  
11 Villanti, A. C., Johnson, A. L., Ambrose, B. K., Cummings, K. 
M., Stanton, C. A., Rose, S. W., Hyland, A. (2017). Flavored 
Tobacco Product Use in Youth and Adults: Findings From the 
First Wave of the PATH Study (2013-2014). American Journal 
of Preventative Medicine, 53(2), 139-151. doi:10.1016/j. 
amepre.2017.01.026. 
12 Centers for Disease Control and Prevention. 2012. www.cdc. 
gov/tobacco/data_statistics/sgr/2012/ consumer_booklet/pdfs/ 
consumer.pdf. 


13 Center for Public Health Systems Science. Point-of-Sale 
Strategies: A Tobacco Control Guide CDC-pdf[PDF–15.6 MB] 
External. St. Louis: Center for Public Health Systems Science, 
George Warren Brown School of Social Work at Washington 
University in St. Louis and the Tobacco Control Legal 
Consortium, 2014. 
14 Achieving Health Equity in Tobacco Control. 2015. 
truthinitiative.org/news/achieving-health-equity-tobacco-control. 
15 Lee, J. G., Henriksen, L., Rose, S. W., Moreland-Russell, S., 
& Ribisl, K. M. (2015). A Systematic Review of Neighborhood 
Disparities in Point-of-Sale Tobacco Marketing. American 
Journal of Public Health, 105(9), e8-18. doi:10.2105/ 
AJPH.2015.302777. 
16 Oregon Health Authority. Tobacco Retail Environment. 
17 Oregon Health Authority. Smokefree Oregon Ad Recall 
Survey. November 2018. Unpublished data. 
18 Oregon Health Authority, HPCDP Connection. 
Tobacco Retail Environment. www.oregon.gov/oha/ 
PH/DISEASESCONDITIONS/CHRONICDISEASE/ 
HPCDPCONNECTION/TOBACCO/Pages/RetailLicensing.aspx. 


Recommended citation: 
Oregon Health Authority Public Health Division, 
Health Promotion and Chronic Disease Prevention Section. 
Oregon Tobacco and Alcohol Retail Assessment, 2018. 


Stay up to date on tobacco prevention in Oregon: Follow Smokefree Oregon on Facebook. 
Learn more: SMOKEFREEOREGON.COM/WHAT-YOU-CAN-DO/ 
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		DID YOU KNOW THE TOBACCO INDUSTRY SPENDS OVER $100 MILLION EACH YEAR IN OREGON?

		THE TOBACCO INDUSTRY SPENDS BILLIONS TO RECRUIT NEW CUSTOMERS. 
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Health Promotion and Chronic Disease Prevention
PUBLIC HEALTH DIVISION


Overview
Defining the Problem
Why assess the tobacco and alcohol retail environments?


Assessing the Retail Environment
What did we do? What did we find?


Sharing Results and Building Community Support
How are we and local grantees disseminating findings? How do the 
findings support grantee workplans?
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$8.6 billion
National advertising and promotional 
expenditures for cigarettes and smokeless 
tobacco in 2017


CENTER FOR PREVENTION 
AND HEALTH PROMOTION


Tobacco Industry Spending


$7.3 billion National advertising and promotional 
expenditures for cigarettes in 2017 at point 
of sale
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History of Oregon Retail Assessments
• 2015: County-level tobacco retail assessment
• 2016: State-level assessment 


– Modeled after the Standardized Tobacco Assessment of 
Retail Settings (STARS) 


– Additional questions on alcohol and food environments
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2018 Retail Assessment Timeline


December 
2017 


User group 
workshops


January 2018
Assessment 


training 
webinars


February 
2018


Samples 
drawn


April-October 
2018


Technical 
assistance


April 2018
Began 


assessments 


November 
2018


Completed all 
county 


assessments 
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2018 Assessment Snapshot


3,100 Tobacco retailers in Oregon 
(accessible to people under 18)


2,000 Retail assessments completed


36 Counties participated 
(both Tobacco and Alcohol Prevention 
and Education Programs)


2 Tribal partners participated
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Outdoor Ads


Nearly 50% of 
tobacco retailers had 
outside advertising 
for at least one 
product
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98%


Product Availability


68% 91%


90%
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Price Promotions


63% of retailers offered a price 
discount for at least one tobacco 
product


57% of retailers who sold 
cigarillos or small cigars 
advertised them for less than $1
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Flavored Products
93% of retailers sold fruit- and candy-flavored e-
cigarettes or cigarillos


96% of cigarette retailers sold menthol products.


20% of retailers placed products within a foot of 
candy or toys
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SHARING RESULTS


How are we and local grantees disseminating findings? How 
do the findings support grantee workplans?







Health Promotion and Chronic Disease Prevention
PUBLIC HEALTH DIVISION


Local Tobacco Prevention Policy Priorities


• Tobacco Retail Licensure
• Raising the Price of 


Tobacco Through Non-
Tax Approaches


• Regulating Flavored 
Tobacco Products


• Proximity and Density 
• Tobacco-Free Pharmacies
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Communications Products


Reports
• County and Tribal Service 


Area Data Summaries
• Statewide Results
• County Retail Assessment 


Summaries


Earned Media 
• Toolkit


– Email announcement
– Press release
– Social media posts
– Newsletter article
– Talking points
– PPT presentation


• Technical Assistance 
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Statewide Report
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State and local results available at:
https://smokefreeoregon.com/retailassessment/



https://smokefreeoregon.com/retailassessment/
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County Retail Assessment Summaries 
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Earned Media Toolkit
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Full media toolkit available at: 
https://www.oregon.gov/oha/PH/DISE
ASESCONDITIONS/CHRONICDISEASE/H
PCDPConnection/Tobacco/Pages/Tobac
coMedia.aspx



https://www.oregon.gov/oha/PH/DISEASESCONDITIONS/CHRONICDISEASE/HPCDPConnection/Tobacco/Pages/TobaccoMedia.aspx
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Initial Earned Media Coverage 
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Columbia County 


Deschutes County 


Metro Area 
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Questions and Discussion
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Local Opioid & Other Drug Prevention Program 

Tiered Funding Description 



Program Guidance, Program Element, Application and Budget and Workplan Templates will be provided upon release of the request for application. 



The complex and changing nature of the opioid overdose epidemic highlights the need for an interdisciplinary, comprehensive, and cohesive public health approach. States, territories, and local partners need access to complete and timely data on prescribing, and on nonfatal and fatal drug overdoses to understand the scope, direction, and contours of the epidemic. They also need the tools and resources to then use these data to inform and target their prevention and response efforts. 



While the opioid overdose epidemic worsens in scope and magnitude, it is also becoming more complex. The increase in opioid overdose deaths involves three distinct, but interrelated trends: a 15-year increase in overdose deaths involving prescription opioid pain relievers, a surge in heroin deaths starting in 2010, and a significant increase in deaths involving illicitly- manufactured fentanyl and fentanyl analogs since 2013. 



According to national data, additionally, from 2015 to 2016, rate increases were observed in deaths involving cocaine and psychostimulants with abuse potential, with synthetic opioids (e.g., fentanyl) increasingly being involved in these deaths and used with other opioids, other illicit drugs, benzodiazepines, and alcohol. Oregon Health Authority along with national, state and local partners is addressing foundational drug response planning, which includes opioids and other illicit drugs.



Oregon Health Authority (OHA), Public Health Division’s (PHD) Injury and Violence Prevention Program (IVPP) has received SAMHSA (Substance Abuse and Mental Health Services Administration) State Opioid Response (SOR) and Centers for Disease Control (CDC) Overdose Data to Action grant funding. Some of these funds will be dispersed to local public health authorities. Continued funding for local public health authorities for up to three years is dependent upon OHA receipt of funding from the CDC and SAMHSA.  



The objective of this funding is to leverage local use of data to inform effective and coordinated local drug overdose prevention and response efforts. This funding aims to increase Oregon’s capacity for local drug overdose surveillance and response, as well as prevention and treatment, through new partnerships. Funding will build upon community strengths, including established response capacity and resiliency, linkages to care, and community recovery and treatment supports. Note that the focus of this funding opportunity is not prescription opioid-specific and pertains to all drugs that contribute to high rates of overdose mortality and morbidity. 



[bookmark: _Hlk13477262]Grants will be funded from September 1, 2019 – August 31, 2020. Multiple eligible entities (i.e. local public health authorities) are encouraged to submit a single proposal as a regional collaborative (i.e., two or more counties). Proposals from a regional collaborative must clearly identify the fiscal and programmatic lead in the proposal (i.e. specific local public health authority acting as fiscal lead) and letters of commitment from key partner organizations, such as CCOs operating in the region, must be included. OHA PHD will aim to fund projects in a variety of geographic areas and serving different populations.  



While IVPP expects to fund all activities that counties/regions propose, it is possible that the total number of proposed activities may exceed the available funds, which would require IVPP distribute funding based on objective criteria. If counties chose more activities than IVPP grant funds can allow, IVPP will prioritize activities for funding according to the following factors:

1. Collaborative proposals that include several counties per proposal

2. Counties and/or regions that have a letter of support from local CCO to demonstrate collaboration

3. Selected activities that are considered best practices as outlined in CDC Evidence-Based Strategies for Preventing Opioid Overdose   

4. Mortality rate per county or region. (All drug overdose burden (i.e. all drugs combined, not opioids exclusively) in county, or if a combined region, then burden in region (aggregated) 

Each county will be assessed based on these factors, in cases where the proposed activities and associated funding exceed the amount of funding IVPP can provide.



Funding Restrictions:   Per CDC and SAMHSA grant rules, funds cannot be used for food or beverage. Funds cannot be used for purchasing naloxone, implementing or expanding drug “take back” programs or other drug disposal programs (e.g. drop boxes or disposal bags), purchasing fentanyl test strips or directly funding or expanding provision of substance abuse treatment programs. Recipients may not use funds for research, clinical care, purchase of furniture or equipment (including vehicles). Funds may be used only for responsible program purposes and may include personnel, travel, supplies and services necessary to achieve project objectives. Funds shall not be used to carry out any program of distributing sterile needles or syringes for the hypodermic injection of any illegal drug.















About this tiered model

1. This proposal aligns with Program Element 27. 

2. The model was developed with careful consideration from CLHO recommendations.  

3. This proposal incorporates flexibility and clear expectations. 

4. [bookmark: _Hlk13550006]The flexibility of this model eliminates the need for competitive proposal processes.

5. Each tier includes a scope of work, funding range and FTE recommendations.  

6. Funding ranges within tiers will be determined based on proposed strategies. 

7. LPHA’s will self-select into regions and tiers. Confirmation is contingent on OHA’s approval of submitted Work Plans. 	

8. LPHA’s may defer authority and funding to Coordinated Care Organization (CCO) that operate within a region.  LPHA’s must submit a letter of denial for the funding and provide a letter of support and collaboration with the applying organization. 






Tier 1: Foundational Drug Overdose Prevention 



Tier 1 provides funding to develop regional approaches to implement comprehensive strategies that prevent morbidity and mortality associated with drug overdoses. These include strategies that prevent overuse, misuse, use disorder, overdose and drug related harms. Interventions will address drivers of use drugs. Funding will support the development of regional public health infrastructure and new partnerships that are essential for meeting regional goals. 



Scope of work: Programs in this tier are expected to develop and maintain foundational partnerships with community partners, health systems, and other appropriate stakeholders. Programs understand and follow CDC Best Practices listed in the CDC Evidence-Based Strategies for Preventing Opioid Overdose. Tier 1 applicants are expected to build capacity towards sustainability. 

 

Tier 1 applicants are required to collaborate with stakeholders to:

1. Identify a Coordinator staff position with minimum .75 FTE recommended through in-house hiring or contract;  

2. Develop regional infrastructure for drug abuse and overdose prevention through formation of regional partnership of local public health authorities (LPHAs) and other stakeholders. 

a. Assess community/county/regional opioid and other drug prevention related activities taking place; Consider community/county/regional needs to develop resilient communities that can confront and mitigate the long-term community impacts of drug abuse and overdose; 

b. Convene or expand multi-disciplinary workgroups to strengthen data-driven drug misuse and overdose prevention and response by local health systems and networks, within the region to ensure alignment and reduce duplication; 

c. Work with local preparedness stakeholders to develop or update an Overdose Emergency Response Plan (cluster/outbreak/mass overdose event response plan). The overdose emergency response plan should be based upon, and support, continued surveillance of fatal and non-fatal overdose via data generated by the county or other local partners, and/or OHA systems such as ESSENCE (syndromic surveillance) 

3. Collaborate with regional stakeholders to develop an inventory of drug overdose prevention-related projects throughout the grant cycle

4. Develop and monitor a regional work plan 

5. Participate in ongoing evaluation 



Deliverables: 
Written Overdose Emergency Response Plan 

Written Workplan Submitted to OHA 

Quarterly reporting to OHA 

Quarterly Budget Updates 

Inventory of drug overdose prevention-related initiatives and projects within the region



Program Element alignment: PE 27



Funding: up to $100,000 with a recommended .75 FTE





Tier 2: Regional Partnership Capacity Building 



Tier 2 funds will be dedicated for implementation of regional strategies for overdose prevention. Tier 2 applicants will develop regional infrastructure and identify strategies for overdose prevention and health systems integration. Optional projects in Tier 2 will allow LPHA’s to:  

· Collaborate with regional coalitions and stakeholders, CCO’s, Hospitals, Law Enforcement and other entities to develop meaningful relationships with populations with a disproportionate burden of disease and poor health outcomes related to drug misuse and abuse. 

· Provide technical assistance to health care and other strategic partners to implement evidence-based strategies. 

· Develop systems for communications with strategic partners. 

· Build capacity for more effective and sustainable surveillance and prevention efforts 

· Demonstrate meaningful integration and collaboration of all drug overdose-related projects within the county/region. 



Scope of work: Tier 2 provides funding to advance priority programs selected by local communities from a menu of options: ODMAP, Hospital Peer Mentor, OR-HOPE/Syndemic Approach, Public Health Detailing, Heal Safely health education campaign expansion; or other Evidence based projects. LPHAs have the flexibility to select relevant evidence-based program options based on organizational and community readiness. Tier 2 options allow LPHA’s to collaborate with key stakeholders to ensure coordination within the county/region. Applicants are not responsible for leading the project but collaborating with partners to ensure the project is implemented within the county/region. 



Tier 2 Optional Projects and sample LPHA role: 



1. OD MAP - Collaborate with local law enforcement to adopt the HIDTA ODMAP system and integrate data into local protocols for overdose outbreak response. http://www.odmap.org/

a. LPHA will: Partner with HIDTA and local Law Enforcement to develop a project plan for ODMAP Implementation 

b. Convene, facilitate or attend ODMAP planning 

c. Establish law enforcement, public safety, harm reduction community relationships to advance communications for overdose emergency planning. 

2. Syndemic Approach - Coordinate with the OR-HOPE project teams in project counties to a) integrate infectious disease data such as HIV, Hep C, and severe bacterial infections (due to drug injection) data into overall drug overdose prevention planning and community assessments and b) use data from OR HOPE project to support the Overdose Emergency Response Plan and community resilience plans. 

a. LPHA will: Support community stakeholder relationships – For example 

i. Support local peer-based SUD organizations to interface with criminal justice systems and law enforcement to conduct harm reduction 

b. Host at least one OR-HOPE half-day training for local primary care providers and assist with local outreach efforts.   

c. Integrate a syndemic approach into community resilience plan. (Integrate strategies and plans to collaborate with HIV, HCV and adult suicide related to substance use disorder prevention efforts.) 

3. Academic Detailing – Plan and implement an academic detailing program to support data-driven messaging to health care providers and other sectors to reduce the burden of opioids and other drugs. 

a. LPHA will: Form an interdisciplinary work group to develop implementation plan 

i. Implementation plan will include messaging topic/s, objectives, outcomes, target audience, technical assistance needs, and budget

b. Identify at least two team members to attend 2-day National Resource Center for Academic Detailing (NaRCAD) training in Oregon within the grant budget year

c. Participate in quarterly academic detailing community of practice conference calls hosted by OHA

4. Hospital Peer Mentor Program –Coordinate with local health systems participating in the Hospital Peer Mentor Program to ensure linkages to treatment for people treated for overdose in hospital settings, including emergency rooms.

a. Meet with lead project organization partners 

b. Attend, facilitate or convene meetings, if needed. 

c. Connect with community resources and partners 

d. Determine role of LPHA with lead organization

5. Health Education Campaigns:  Support local implementation or expansion of the OHA, opioid use primary prevention “Heal Safely” health education campaign.

a. LPHA will: Increase awareness of risk of opioids and non-pharmacologic acute pain management approaches; 

b. [bookmark: _GoBack]Support local implementation or expansion of the naloxone training campaign (being developed by Brink Communications in the summer of 2019). Develop public-private partnerships with employers; https://healsafely.org/

6. [bookmark: _Hlk14946779]Other evidence projects from CDC publication Evidence-Based Strategies for Preventing Opioid Overdose: What’s Working in the United States



Deliverables: 
Written Workplan Submitted to OHA 

Quarterly reporting to OHA 

Quarterly Budget Updates 

Catalogue of Opioid related projects within the region



Program Element alignment: PE 27 b-g 



Funding range: up to $15,000 per project 
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