
One Care of 
Southwest Virginia

Blueprint for Substance Abuse 
and Misuse Prevention, 
Treatment and Control

Fall 2019



All landscape photography credited to Brad Deel.



All landscape photography credited to Brad Deel.

“It is our belief that this blueprint can function as an ongoing 
reference for individuals and organizations seeking to improve issues 
of substance abuse and misuse in their communities, and that it can 
serve as a staging area for unifying our regional efforts towards 
health improvement and health-enabled prosperity . . . ”
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LETTER FROM THE STATE HEALTH COMMISSIONER

Dear Reader,

Southwest Virginia is a complex place, full of life, natural beauty and its fair share of challenges.
Poverty rates twice the number of the state's overall, low economic stability as a result of job
loss, and limited access to health care and public transportation are just some of the limitations
facing the region. The epidemic of substance abuse that has deservedly garnered national
attention was recognized in the Southwest Virginia region decades before it became a national
issue, with little acknowledgment of the problem or assistance in addressing it from state and
national agencies and resources at that time. This blueprint is focused on the Virginia
Department of Health's Southwest planning districts, from Lee to Montgomery County. It
provides an update to the work of the many regional organizations and entities that continue their
devotion to decreasing substance abuse and misuse, and related social, economic and health
factors here and abroad.

The One Care of Southwest Virginia Blueprint for Substance Abuse and Misuse Prevention,
Treatment and Control was first created in 2011 to be a summary of the scope, characteristics
and response to the region's substance abuse issues, including but not limited to those attributed
to opiate use both from prescription and illicit opioids, methamphetamine, alcohol, tobacco and
other drugs. This update is compiled by One Care of Southwest Virginia, with input from
stakeholders across the region, and direction from a dedicated cross-sector planning team. The
purpose of this document is to serve as a presentation of not only health measures as a result of
substance abuse and substance use disorder, but also the trajectories of those measures among
people in the area, some of whom may often be considered to be living on the margins,
sometimes underrepresented in state and national data metrics, but always valued as an integral
part of our commonwealth's great community.

The devastating effects of substance use disorder are not limited to marginalized groups of
people, but reach into the intimate spaces of the varied lives of everyone it touches, attacking
workforce, community resilience, mental health, family structure and life itself. We invite you to
take a closer look at this blueprint and consider the goals and strategies mentioned within, and
we thank you for your important work. It is our belief that this blueprint can function as an
ongoing reference for individuals and organizations seeking to improve issues of substance abuse
and misuse in their communities, and that it can serve as a staging area for unifying our regional
efforts towards health improvement and health-enabled prosperity, supporting healthy people
where they live, learn, work, play and worship.

State Health Commissioner
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1. EXECUTIVE SUMMARY

In June of 2011, One Care of Southwest Virginia released the Blueprint for Substance Abuse and 
Misuse Prevention, Treatment and Control to highlight key issues for substance abuse and 
misuse in the Virginia Department of Health’s Southwest Planning Districts: LENOWISCO (PD1), 
Cumberland Plateau (PD2), Mount Rogers (PD3) and New River (PD4) as well as the state of 
Virginia. This blueprint serves as an update to the original, and presents data compiled from 
several public databases, community listening sessions, and assessments of the region’s 
themes and strengths as it relates to the issue of substance use disorder (SUD). It demonstrates 
the collaborative work of dedicated individuals and their organizations throughout the region.  

Several of these dedicated individuals served directly on a blueprint planning team formed as 
the first step in the update process. This planning team provided essential input on all areas of 
the blueprint update, from the formation of a list of stakeholders to the final development of 
the updated goals and objectives.  

One Care of Southwest Virginia secured funding from the Human Resources and Services 
Administration’s (HRSA) Rural Communities Opioid Response Program (RCORP) grant, and used 
these funds to partner with Healthy Appalachia Institute of the University of Virginia’s College 
at Wise (HAI) to update this blueprint. 

In addition to data collection conducted by HAI researchers and in partnership with Virginia 
Department of Health, HAI facilitated meetings and implemented strategies for community 
assessment. Using an evidence-based process from the National Association of County and City 
Health Officials (NACCHO), seven broad goals with 32 underlying objectives were developed. 
These are designed to be a point of reference for the region’s stakeholders, coalitions, and 
other organizations for the next three years. 

The data measures in this blueprint represent updates to the measures presented in the 2011 
One Care of Southwest Virginia Blueprint for Substance Abuse and Misuse Prevention, 
Treatment and Control and include additional data from more recent studies. Research 
presented in this document is not designed to represent the entirety of data available. The 
results from focus group meetings as presented in the methodology portion of this document 
do not represent the views or opinions of Healthy Appalachia Institute or One Care of 
Southwest Virginia, but are in place to convey the information and opinions provided by those 
in attendance. This blueprint will continue to require updates and changes as new research 
efforts progress, and is to be considered a living document.  

1. EXECUTIVE SUMMARY
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2. INTRODUCTION

To an outsider, Southwest Virginia may be imagined in black and white, as economically-
disadvantaged and rural communities may often be depicted. This image, however, washes out 
the spirit of the many people undeterred by the hardships associated with lack of resources. 
When pictured in color, Southwest Virginia can be seen in the bright eyes of the coal miners 
contrasted by the dust on their faces, the kaleidoscope of fall pigments reaching into the sky, 
and the greenery that blankets the hillsides and climbs the tree trunks framing the highways. 
The stain of substance use disorder has prevented many from seeing the region for its beauty, 
but with the right resources, the people of Southwest Virginia can overcome the adversity 
presented by poverty and substance use, and prosper in ways not previously imagined. 

The opioid epidemic has wreaked havoc on the region much like a natural disaster, leaving scars 
across the landscape that are as easily noticed as they are difficult to heal. Escalation in fentanyl 
and heroin overdose deaths across the nation and the state sparked fear in the hearts of many, 
and resulted in the declaration of a state-wide epidemic in 2016. 

Many of the region’s people, their lifestyles, family structures and children have changed. 

This region seeks to leave a legacy of strong character steeped in a rich and diverse cultural 
heritage, not one of too many lives and opportunities lost. But across the years, our region’s 
problems persist. Substance use disorder, including opiate use both from prescription and illicit 
opioids, stimulant use disorder (methamphetamine and cocaine primarily), alcohol, tobacco 
and other drugs, continue to plague a region already burdened with high rates of heart disease, 
diabetes, cancer, family separation, unemployment, isolation, high rates of incarceration and 
poor metrics for general health. 

During the height of the opioid epidemic in Southwest Virginia, the average age range of 
individuals lost to overdose was between the ages of 30 and 40 years old.  The age range for
these overdose deaths resulted in a large number of children who suddenly found themselves
without parents. The foster care system, which remains over-burdened with some of the 
highest drug-related placements rates in the state, stepped in to help care for those children
left behind. Joining them was almost an entire generation of grandparents raising 
grandchildren.

The resulting years highlighted a profound differences between a generation who spent most
of their lives living without technology, the internet, and digital communication, and the other;
the first generation to have never known life without these advances. Many in this younger 
generation were living with the trauma of neglect and abuse developed in the most formative
years of their lives. In short, the region was not prepared.
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Cities

Counties

Towns (population < 3,500)

Towns (population >= 3,500)

Highways

VA PDC Boundaries
District

1 - LENOWISCO PDC

2 - Cumberland Plateau PDC

3 - Mount Rogers PDC

4 - New River Valley PDC

5 - Roanoke Valley-Alleghany RC

6 - Central Shenandoah PDC

7 - Northern Shenandoah Valley RC

8 - Northern Virginia RC

9 - Rappahannock-Rapidan RC

10 - Thomas Jefferson PDC

11 - Region 2000 LGC

12 - West Piedmont PDC

13 - Southside PDC

14 - Commonwealth RC

15 - Richmond Regional PDC

16 - George Washington RC

17 - Northern Neck PDC

18 - Middle Peninsula PDC

19 - Crater PDC

22 - Accomack-Northampton PDC

23 - Hampton Roads PDC

Note: The Richmond Regional PDC and the Crater PDC share Chesterfield County and Charles City County.
The Middle Peninsula PDC and the Hampton Roads PDC share Gloucester County.
The Crater PDC and the Hampton Roads PDC share Surry County.
The Roanoke Valley-Alleghany RC and the West Piedmont PDC share Franklin County.

COUNTIES TOWNS
Accomack 33,164 449.50 73.78 Isle of Wight 35,270 315.61 111.75 Washington 54,876 560.97 97.82 Abingdon 8,191 8.07 1,015.60 Clintwood 1,414 1.90 744.91 Iron Gate 388 0.33 1,177.04 Port Royal 126 0.10 1,202.25 Warsaw 1,512 3.06 494.16
Albemarle 98,970 720.70 137.33 James City 67,009 142.44 470.45 Westmoreland 17,454 229.37 76.09 Accomac 519 0.38 1,350.20 Coeburn 2,139 2.07 1,033.79 Irvington 432 1.50 287.24 Pound 1,037 2.58 401.52 Washington 135 0.26 514.09
Alleghany 16,250 445.46 36.48 King and Queen 6,945 315.14 22.04 Wise 41,452 403.19 102.81 Alberta 298 2.13 139.59 Colonial Beach 3,542 2.55 1,389.90 Ivor 339 1.09 311.12 Pulaski 9,086 7.90 1,149.83 Waverly 2,149 3.08 696.62
Amelia 12,690 355.27 35.72 King George 23,584 179.64 131.29 Wythe 29,235 461.82 63.30 Altavista 3,450 4.91 703.18 Courtland 1,284 0.92 1,400.25 Jarratt 638 1.26 506.99 Purcellville 7,727 3.15 2,454.07 Weber City 1,327 1.77 750.79
Amherst 32,353 473.93 68.26 King William 15,935 273.94 58.17 York 65,464 104.78 624.77 Amherst 2,231 4.90 455.32 Craigsville 923 2.04 452.26 Jonesville 1,034 1.26 819.76 Quantico 480 0.07 6,774.90 West Point 3,306 5.05 654.59

CITIES
Appomattox 14,973 333.49 44.90 Lancaster 11,391 133.25 85.49 Alexandria 139,966 15.03 9,314.30 Appalachia 1,754 2.22 790.02 Crewe 2,326 2.01 1,155.05 Keller 178 0.36 497.77 Remington 598 0.22 2,706.41 White Stone 352 0.98 359.83
Arlington 207,627 25.97 7,993.50 Lee 25,587 435.52 58.75 Bristol 17,835 13.01 1,370.55 Appomattox 1,733 2.20 789.40 Culpeper 16,379 6.72 2,437.71 Kenbridge 1,257 2.31 545.23 Rich Creek 774 0.83 933.76 Windsor 2,626 4.01 654.09
Augusta 73,750 967.00 76.27 Loudoun 312,311 515.56 605.77 Buena Vista 6,650 6.70 992.00 Ashland 7,225 7.13 1,012.88 Damascus 814 0.79 1,024.34 Keysville 832 1.16 718.81 Richlands 5,823 5.72 1,018.41 Wise 3,286 3.05 1,077.37
Bath 4,731 529.16 8.94 Louisa 33,153 496.30 66.80 Charlottesville 43,475 10.24 4,246.26 Bedford 6,222 6.88 904.61 Dayton 1,530 1.02 1,492.87 Kilmarnock 1,487 3.42 435.35 Ridgeway 742 0.95 777.05 Woodstock 5,097 3.91 1,303.73
Bedford 68,676 753.02 91.20 Lunenburg 12,914 431.68 29.92 Chesapeake 222,209 340.80 652.02 Belle Haven 532 1.49 356.89 Dendron 272 3.57 76.28 La Crosse 604 1.17 514.28 Rocky Mount 4,799 6.84 701.49 Wytheville 8,211 14.49 566.69

Bland 6,824 357.72 19.08 Madison 13,308 320.68 41.50 Colonial Heights 17,411 7.52 2,315.35 Berryville 4,185 2.27 1,846.87 Dillwyn 447 0.64 693.62 Lawrenceville 1,438 1.15 1,248.79 Round Hill 539 0.37 1,474.20 SUMMARY Count Tot. Pop.
Botetourt 33,148 541.20 61.25 Mathews 8,978 85.93 104.48 Covington 5,961 5.47 1,090.06 Big Stone Gap 5,614 4.89 1,148.16 Drakes Branch 530 4.13 128.31 Lebanon 3,424 4.46 768.52 Rural Retreat 1,483 2.29 646.82 Cities 38 2,452,405 2,350.94
Brunswick 17,434 566.17 30.79 Mecklenburg 32,727 625.49 52.32 Danville 43,055 42.93 1,002.82 Blacksburg 42,620 19.89 2,142.51 Dublin 2,534 1.36 1,858.22 Leesburg 42,616 12.39 3,439.45 St. Charles 128 0.18 723.73 Counties 95 5,542,397 241.53
Buchanan 24,098 502.76 47.93 Middlesex 10,959 130.31 84.10 Emporia 5,927 6.89 859.76 Blackstone 3,621 4.49 805.61 Duffield 91 0.61 148.79 Louisa 1,555 1.83 851.22 St. Paul 970 1.33 728.42 Towns 190 507,713 1,004.79
Buckingham 17,146 579.66 29.58 Montgomery 94,392 387.01 243.90 Fairfax 22,565 6.24 3,616.65 Bloxom 387 0.33 1,156.56 Dumfries 4,961 1.54 3,213.56 Lovettsville 1,613 0.88 1,834.45 Saltville 2,077 7.91 262.45 Total 323 8,502,515 938.67

Campbell 54,842 503.87 108.84 Nelson 15,020 470.86 31.90 Falls Church 12,332 2.00 6,169.77 Bluefield 5,444 9.32 584.20 Dungannon 332 0.36 915.15 Luray 4,895 4.75 1,029.88 Saxis 241 0.42 567.84
Caroline 28,545 527.51 54.11 New Kent 18,429 209.73 87.87 Franklin 8,582 8.21 1,045.85 Boones Mill 239 0.73 326.47 Eastville 305 0.19 1,602.08 McKenney 483 0.93 520.58 Scottsburg 119 0.69 171.98
Carroll 30,042 474.69 63.29 Northampton 12,389 211.61 58.55 Fredericksburg 24,286 10.44 2,326.21 Bowling Green 1,111 1.62 685.97 Edinburg 1,041 0.76 1,360.84 Madison 229 0.21 1,096.14 Scottsville 566 1.53 369.94
Charles City 7,256 182.82 39.69 Northumberland 12,330 191.30 64.46 Galax 7,042 8.24 854.65 Boyce 589 0.36 1,642.54 Elkton 2,726 3.04 897.29 Marion 5,968 4.12 1,447.50 Shenandoah 2,373 2.18 1,090.62
Charlotte 12,586 475.27 26.48 Nottoway 15,853 314.39 50.42 Hampton 137,436 51.41 2,673.16 Boydton 431 0.82 525.30 Exmore 1,460 2.64 552.38 Melfa 408 0.28 1,435.48 Smithfield 8,089 9.48 853.42

Chesterfield 316,236 423.30 747.08 Orange 33,481 340.78 98.25 Harrisonburg 48,914 17.42 2,808.23 Boykins 564 0.69 812.27 Farmville 8,216 7.21 1,140.30 Middleburg 673 1.04 649.26 South Boston 8,142 13.06 623.67
Clarke 14,034 176.18 79.66 Page 24,042 310.86 77.34 Hopewell 22,591 10.28 2,197.95 Branchville 114 0.43 267.06 Fincastle 353 0.24 1,497.99 Middletown 1,265 0.78 1,630.09 South Hill 4,650 9.83 473.28
Craig 5,190 329.53 15.75 Patrick 18,490 483.10 38.27 Lexington 7,042 2.50 2,820.30 Bridgewater 5,644 2.53 2,227.00 Floyd 425 0.46 931.81 Mineral 467 0.89 525.83 Stanardsville 367 0.36 1,027.14
Culpeper 46,689 379.23 123.11 Pittsylvania 63,506 968.94 65.54 Lynchburg 75,568 49.13 1,538.20 Broadway 3,691 2.35 1,569.86 Fries 484 0.64 758.82 Monterey 147 0.31 466.92 Stanley 1,689 1.43 1,179.33
Cumberland 10,052 297.46 33.79 Powhatan 28,046 260.22 107.78 Manassas 37,821 9.88 3,827.77 Brodnax 298 0.70 422.89 Front Royal 14,440 9.24 1,562.40 Montross 384 1.03 372.60 Stephens City 1,829 2.39 766.34

Dickenson 15,903 330.53 48.11 Prince Edward 23,368 349.96 66.77 Manassas Park 14,273 2.53 5,633.14 Brookneal 1,112 3.51 316.60 Gate City 2,034 3.91 520.29 Mount Crawford 433 0.48 898.74 Stony Creek 198 0.58 343.82
Dinwiddie 28,001 503.72 55.59 Prince George 35,725 265.16 134.73 Martinsville 13,821 10.96 1,261.47 Buchanan 1,178 2.18 541.08 Glade Spring 1,456 1.22 1,193.92 Mount Jackson 1,994 2.72 733.99 Strasburg 6,398 3.75 1,706.43
Essex 11,151 257.12 43.37 Prince William 402,002 336.40 1,195.01 Newport News 180,719 68.71 2,630.03 Burkeville 432 1.00 431.63 Glasgow 1,133 1.48 767.89 Narrows 2,029 1.26 1,604.18 Stuart 1,408 3.24 434.47
Fairfax 1,081,726 390.97 2,766.78 Pulaski 34,872 319.86 109.02 Norfolk 242,803 54.12 4,486.35 Cape Charles 1,009 3.66 275.84 Glen Lyn 115 0.65 177.76 Nassawadox 499 0.79 630.56 Surry 244 0.83 295.08
Fauquier 65,203 647.45 100.71 Rappahannock 7,373 266.23 27.69 Norton 3,958 7.48 529.08 Capron 166 0.17 1,004.23 Gordonsville 1,496 0.92 1,619.86 New Castle 153 0.16 927.57 Tangier 727 1.25 583.60

Floyd 15,279 380.42 40.16 Richmond 9,254 191.49 48.33 Petersburg 32,420 22.93 1,413.76 Cedar Bluff 1,137 2.22 512.87 Goshen 361 1.70 212.34 New Market 2,146 2.03 1,058.77 Tappahannock 2,375 2.59 915.29
Fluvanna 25,691 286.01 89.83 Roanoke 92,376 250.52 368.74 Poquoson 12,150 15.32 793.26 Charlotte Court House 543 3.99 136.07 Gretna 1,267 1.73 732.78 Newsoms 321 0.50 642.25 Tazewell 4,627 6.91 669.16
Franklin 56,159 690.43 81.34 Rockbridge 22,307 597.56 37.33 Portsmouth 95,535 33.65 2,838.85 Chase City 2,351 2.19 1,075.11 Grottoes 2,668 1.88 1,416.30 Nickelsville 383 0.48 790.41 The Plains 217 0.26 819.47
Frederick 78,305 413.50 189.37 Rockingham 76,314 849.09 89.88 Radford 16,408 9.87 1,662.15 Chatham 1,269 2.03 625.36 Grundy 1,021 4.98 205.07 Occoquan 934 0.17 5,397.46 Timberville 2,522 1.27 1,990.69
Giles 17,286 355.78 48.59 Russell 28,897 473.82 60.99 Richmond 204,214 59.81 3,414.65 Cheriton 487 1.03 471.77 Halifax 1,309 3.78 346.34 Onancock 1,263 1.05 1,201.37 Toms Brook 258 0.14 1,796.99

Gloucester 36,858 217.81 169.22 Scott 23,177 535.53 43.28 Roanoke 97,032 42.56 2,279.80 Chilhowie 1,781 2.57 692.03 Hallwood 206 0.24 844.90 Onley 516 0.81 634.84 Troutdale 178 3.12 56.97
Goochland 21,717 281.42 77.17 Shenandoah 41,993 508.78 82.54 Salem 24,802 14.44 1,718.00 Chincoteague 2,941 9.11 322.68 Hamilton 506 0.21 2,413.46 Orange 4,721 3.31 1,428.21 Troutville 431 0.69 622.89
Grayson 15,533 442.17 35.13 Smyth 32,208 450.93 71.43 Staunton 23,746 19.98 1,188.77 Christiansburg 21,041 14.38 1,463.20 Haymarket 1,782 0.56 3,171.98 Painter 229 0.64 358.74 Urbanna 476 0.42 1,124.75
Greene 18,403 156.25 117.78 Southampton 18,570 599.14 30.99 Suffolk 84,585 400.17 211.37 Claremont 378 2.53 149.38 Haysi 498 3.56 139.86 Pamplin City 219 0.32 693.84 Victoria 1,725 2.82 612.51
Greensville 12,243 295.23 41.47 Spotsylvania 122,397 401.50 304.85 Virginia Beach 437,994 249.02 1,758.90 Clarksville 1,139 1.96 581.20 Herndon 23,292 4.27 5,450.47 Parksley 842 0.62 1,353.02 Vienna 15,687 4.41 3,560.50

Halifax 36,241 817.84 44.31 Stafford 128,961 268.96 479.49 Waynesboro 21,006 15.04 1,396.77 Cleveland 202 0.13 1,604.92 Hillsboro 80 0.08 942.84 Pearisburg 2,786 3.16 882.46 Vinton 8,098 3.16 2,561.38
Hanover 99,863 468.54 213.14 Surry 7,058 278.95 25.30 Williamsburg 14,068 9.02 1,559.29 Clifton 282 0.25 1,149.32 Hillsville 2,681 8.88 301.95 Pembroke 1,128 1.10 1,022.67 Virgilina 154 0.62 249.04
Henrico 306,935 233.70 1,313.39 Sussex 12,087 490.22 24.66 Winchester 26,203 9.23 2,838.06 Clifton Forge 3,884 3.02 1,286.11 Honaker 1,449 1.68 862.45 Pennington Gap 1,781 1.62 1,098.63 Wachapreague 232 0.23 989.99
Henry 54,151 382.33 141.63 Tazewell 45,078 518.85 86.88 Clinchco 337 2.80 120.18 Hurt 1,304 3.48 375.14 Phenix 226 1.15 195.96 Wakefield 927 1.24 744.76
Highland 2,321 415.16 5.59 Warren 37,575 213.47 176.02 Clinchport 70 0.67 104.98 Independence 947 2.34 404.21 Pocahontas 389 0.52 747.36 Warrenton 9,611 4.50 2,136.47

Avg.
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* Source: Source: U.S. Census Bureau, 2010 Census, Redistricting Data (Public Law 94-171) Summary File
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Source: Virginia Department of Housing and Community Development, Commission on Local Government; U.S. Census Bureau, 2010 Decennial Census

Cities

Counties

Towns (population < 3,500)

Towns (population >= 3,500)

Highways

VA PDC Boundaries
District

1 - LENOWISCO PDC

2 - Cumberland Plateau PDC

3 - Mount Rogers PDC

4 - New River Valley PDC

5 - Roanoke Valley-Alleghany RC

6 - Central Shenandoah PDC

7 - Northern Shenandoah Valley RC

8 - Northern Virginia RC

9 - Rappahannock-Rapidan RC

10 - Thomas Jefferson PDC

11 - Region 2000 LGC

12 - West Piedmont PDC

13 - Southside PDC

14 - Commonwealth RC

15 - Richmond Regional PDC

16 - George Washington RC

17 - Northern Neck PDC

18 - Middle Peninsula PDC

19 - Crater PDC

22 - Accomack-Northampton PDC

23 - Hampton Roads PDC

Note: The Richmond Regional PDC and the Crater PDC share Chesterfield County and Charles City County.
The Middle Peninsula PDC and the Hampton Roads PDC share Gloucester County.
The Crater PDC and the Hampton Roads PDC share Surry County.
The Roanoke Valley-Alleghany RC and the West Piedmont PDC share Franklin County.

COUNTIES TOWNS
Accomack 33,164 449.50 73.78 Isle of Wight 35,270 315.61 111.75 Washington 54,876 560.97 97.82 Abingdon 8,191 8.07 1,015.60 Clintwood 1,414 1.90 744.91 Iron Gate 388 0.33 1,177.04 Port Royal 126 0.10 1,202.25 Warsaw 1,512 3.06 494.16
Albemarle 98,970 720.70 137.33 James City 67,009 142.44 470.45 Westmoreland 17,454 229.37 76.09 Accomac 519 0.38 1,350.20 Coeburn 2,139 2.07 1,033.79 Irvington 432 1.50 287.24 Pound 1,037 2.58 401.52 Washington 135 0.26 514.09
Alleghany 16,250 445.46 36.48 King and Queen 6,945 315.14 22.04 Wise 41,452 403.19 102.81 Alberta 298 2.13 139.59 Colonial Beach 3,542 2.55 1,389.90 Ivor 339 1.09 311.12 Pulaski 9,086 7.90 1,149.83 Waverly 2,149 3.08 696.62
Amelia 12,690 355.27 35.72 King George 23,584 179.64 131.29 Wythe 29,235 461.82 63.30 Altavista 3,450 4.91 703.18 Courtland 1,284 0.92 1,400.25 Jarratt 638 1.26 506.99 Purcellville 7,727 3.15 2,454.07 Weber City 1,327 1.77 750.79
Amherst 32,353 473.93 68.26 King William 15,935 273.94 58.17 York 65,464 104.78 624.77 Amherst 2,231 4.90 455.32 Craigsville 923 2.04 452.26 Jonesville 1,034 1.26 819.76 Quantico 480 0.07 6,774.90 West Point 3,306 5.05 654.59

CITIES
Appomattox 14,973 333.49 44.90 Lancaster 11,391 133.25 85.49 Alexandria 139,966 15.03 9,314.30 Appalachia 1,754 2.22 790.02 Crewe 2,326 2.01 1,155.05 Keller 178 0.36 497.77 Remington 598 0.22 2,706.41 White Stone 352 0.98 359.83
Arlington 207,627 25.97 7,993.50 Lee 25,587 435.52 58.75 Bristol 17,835 13.01 1,370.55 Appomattox 1,733 2.20 789.40 Culpeper 16,379 6.72 2,437.71 Kenbridge 1,257 2.31 545.23 Rich Creek 774 0.83 933.76 Windsor 2,626 4.01 654.09
Augusta 73,750 967.00 76.27 Loudoun 312,311 515.56 605.77 Buena Vista 6,650 6.70 992.00 Ashland 7,225 7.13 1,012.88 Damascus 814 0.79 1,024.34 Keysville 832 1.16 718.81 Richlands 5,823 5.72 1,018.41 Wise 3,286 3.05 1,077.37
Bath 4,731 529.16 8.94 Louisa 33,153 496.30 66.80 Charlottesville 43,475 10.24 4,246.26 Bedford 6,222 6.88 904.61 Dayton 1,530 1.02 1,492.87 Kilmarnock 1,487 3.42 435.35 Ridgeway 742 0.95 777.05 Woodstock 5,097 3.91 1,303.73
Bedford 68,676 753.02 91.20 Lunenburg 12,914 431.68 29.92 Chesapeake 222,209 340.80 652.02 Belle Haven 532 1.49 356.89 Dendron 272 3.57 76.28 La Crosse 604 1.17 514.28 Rocky Mount 4,799 6.84 701.49 Wytheville 8,211 14.49 566.69

Bland 6,824 357.72 19.08 Madison 13,308 320.68 41.50 Colonial Heights 17,411 7.52 2,315.35 Berryville 4,185 2.27 1,846.87 Dillwyn 447 0.64 693.62 Lawrenceville 1,438 1.15 1,248.79 Round Hill 539 0.37 1,474.20 SUMMARY Count Tot. Pop.
Botetourt 33,148 541.20 61.25 Mathews 8,978 85.93 104.48 Covington 5,961 5.47 1,090.06 Big Stone Gap 5,614 4.89 1,148.16 Drakes Branch 530 4.13 128.31 Lebanon 3,424 4.46 768.52 Rural Retreat 1,483 2.29 646.82 Cities 38 2,452,405 2,350.94
Brunswick 17,434 566.17 30.79 Mecklenburg 32,727 625.49 52.32 Danville 43,055 42.93 1,002.82 Blacksburg 42,620 19.89 2,142.51 Dublin 2,534 1.36 1,858.22 Leesburg 42,616 12.39 3,439.45 St. Charles 128 0.18 723.73 Counties 95 5,542,397 241.53
Buchanan 24,098 502.76 47.93 Middlesex 10,959 130.31 84.10 Emporia 5,927 6.89 859.76 Blackstone 3,621 4.49 805.61 Duffield 91 0.61 148.79 Louisa 1,555 1.83 851.22 St. Paul 970 1.33 728.42 Towns 190 507,713 1,004.79
Buckingham 17,146 579.66 29.58 Montgomery 94,392 387.01 243.90 Fairfax 22,565 6.24 3,616.65 Bloxom 387 0.33 1,156.56 Dumfries 4,961 1.54 3,213.56 Lovettsville 1,613 0.88 1,834.45 Saltville 2,077 7.91 262.45 Total 323 8,502,515 938.67

Campbell 54,842 503.87 108.84 Nelson 15,020 470.86 31.90 Falls Church 12,332 2.00 6,169.77 Bluefield 5,444 9.32 584.20 Dungannon 332 0.36 915.15 Luray 4,895 4.75 1,029.88 Saxis 241 0.42 567.84
Caroline 28,545 527.51 54.11 New Kent 18,429 209.73 87.87 Franklin 8,582 8.21 1,045.85 Boones Mill 239 0.73 326.47 Eastville 305 0.19 1,602.08 McKenney 483 0.93 520.58 Scottsburg 119 0.69 171.98
Carroll 30,042 474.69 63.29 Northampton 12,389 211.61 58.55 Fredericksburg 24,286 10.44 2,326.21 Bowling Green 1,111 1.62 685.97 Edinburg 1,041 0.76 1,360.84 Madison 229 0.21 1,096.14 Scottsville 566 1.53 369.94
Charles City 7,256 182.82 39.69 Northumberland 12,330 191.30 64.46 Galax 7,042 8.24 854.65 Boyce 589 0.36 1,642.54 Elkton 2,726 3.04 897.29 Marion 5,968 4.12 1,447.50 Shenandoah 2,373 2.18 1,090.62
Charlotte 12,586 475.27 26.48 Nottoway 15,853 314.39 50.42 Hampton 137,436 51.41 2,673.16 Boydton 431 0.82 525.30 Exmore 1,460 2.64 552.38 Melfa 408 0.28 1,435.48 Smithfield 8,089 9.48 853.42

Chesterfield 316,236 423.30 747.08 Orange 33,481 340.78 98.25 Harrisonburg 48,914 17.42 2,808.23 Boykins 564 0.69 812.27 Farmville 8,216 7.21 1,140.30 Middleburg 673 1.04 649.26 South Boston 8,142 13.06 623.67
Clarke 14,034 176.18 79.66 Page 24,042 310.86 77.34 Hopewell 22,591 10.28 2,197.95 Branchville 114 0.43 267.06 Fincastle 353 0.24 1,497.99 Middletown 1,265 0.78 1,630.09 South Hill 4,650 9.83 473.28
Craig 5,190 329.53 15.75 Patrick 18,490 483.10 38.27 Lexington 7,042 2.50 2,820.30 Bridgewater 5,644 2.53 2,227.00 Floyd 425 0.46 931.81 Mineral 467 0.89 525.83 Stanardsville 367 0.36 1,027.14
Culpeper 46,689 379.23 123.11 Pittsylvania 63,506 968.94 65.54 Lynchburg 75,568 49.13 1,538.20 Broadway 3,691 2.35 1,569.86 Fries 484 0.64 758.82 Monterey 147 0.31 466.92 Stanley 1,689 1.43 1,179.33
Cumberland 10,052 297.46 33.79 Powhatan 28,046 260.22 107.78 Manassas 37,821 9.88 3,827.77 Brodnax 298 0.70 422.89 Front Royal 14,440 9.24 1,562.40 Montross 384 1.03 372.60 Stephens City 1,829 2.39 766.34

Dickenson 15,903 330.53 48.11 Prince Edward 23,368 349.96 66.77 Manassas Park 14,273 2.53 5,633.14 Brookneal 1,112 3.51 316.60 Gate City 2,034 3.91 520.29 Mount Crawford 433 0.48 898.74 Stony Creek 198 0.58 343.82
Dinwiddie 28,001 503.72 55.59 Prince George 35,725 265.16 134.73 Martinsville 13,821 10.96 1,261.47 Buchanan 1,178 2.18 541.08 Glade Spring 1,456 1.22 1,193.92 Mount Jackson 1,994 2.72 733.99 Strasburg 6,398 3.75 1,706.43
Essex 11,151 257.12 43.37 Prince William 402,002 336.40 1,195.01 Newport News 180,719 68.71 2,630.03 Burkeville 432 1.00 431.63 Glasgow 1,133 1.48 767.89 Narrows 2,029 1.26 1,604.18 Stuart 1,408 3.24 434.47
Fairfax 1,081,726 390.97 2,766.78 Pulaski 34,872 319.86 109.02 Norfolk 242,803 54.12 4,486.35 Cape Charles 1,009 3.66 275.84 Glen Lyn 115 0.65 177.76 Nassawadox 499 0.79 630.56 Surry 244 0.83 295.08
Fauquier 65,203 647.45 100.71 Rappahannock 7,373 266.23 27.69 Norton 3,958 7.48 529.08 Capron 166 0.17 1,004.23 Gordonsville 1,496 0.92 1,619.86 New Castle 153 0.16 927.57 Tangier 727 1.25 583.60

Floyd 15,279 380.42 40.16 Richmond 9,254 191.49 48.33 Petersburg 32,420 22.93 1,413.76 Cedar Bluff 1,137 2.22 512.87 Goshen 361 1.70 212.34 New Market 2,146 2.03 1,058.77 Tappahannock 2,375 2.59 915.29
Fluvanna 25,691 286.01 89.83 Roanoke 92,376 250.52 368.74 Poquoson 12,150 15.32 793.26 Charlotte Court House 543 3.99 136.07 Gretna 1,267 1.73 732.78 Newsoms 321 0.50 642.25 Tazewell 4,627 6.91 669.16
Franklin 56,159 690.43 81.34 Rockbridge 22,307 597.56 37.33 Portsmouth 95,535 33.65 2,838.85 Chase City 2,351 2.19 1,075.11 Grottoes 2,668 1.88 1,416.30 Nickelsville 383 0.48 790.41 The Plains 217 0.26 819.47
Frederick 78,305 413.50 189.37 Rockingham 76,314 849.09 89.88 Radford 16,408 9.87 1,662.15 Chatham 1,269 2.03 625.36 Grundy 1,021 4.98 205.07 Occoquan 934 0.17 5,397.46 Timberville 2,522 1.27 1,990.69
Giles 17,286 355.78 48.59 Russell 28,897 473.82 60.99 Richmond 204,214 59.81 3,414.65 Cheriton 487 1.03 471.77 Halifax 1,309 3.78 346.34 Onancock 1,263 1.05 1,201.37 Toms Brook 258 0.14 1,796.99

Gloucester 36,858 217.81 169.22 Scott 23,177 535.53 43.28 Roanoke 97,032 42.56 2,279.80 Chilhowie 1,781 2.57 692.03 Hallwood 206 0.24 844.90 Onley 516 0.81 634.84 Troutdale 178 3.12 56.97
Goochland 21,717 281.42 77.17 Shenandoah 41,993 508.78 82.54 Salem 24,802 14.44 1,718.00 Chincoteague 2,941 9.11 322.68 Hamilton 506 0.21 2,413.46 Orange 4,721 3.31 1,428.21 Troutville 431 0.69 622.89
Grayson 15,533 442.17 35.13 Smyth 32,208 450.93 71.43 Staunton 23,746 19.98 1,188.77 Christiansburg 21,041 14.38 1,463.20 Haymarket 1,782 0.56 3,171.98 Painter 229 0.64 358.74 Urbanna 476 0.42 1,124.75
Greene 18,403 156.25 117.78 Southampton 18,570 599.14 30.99 Suffolk 84,585 400.17 211.37 Claremont 378 2.53 149.38 Haysi 498 3.56 139.86 Pamplin City 219 0.32 693.84 Victoria 1,725 2.82 612.51
Greensville 12,243 295.23 41.47 Spotsylvania 122,397 401.50 304.85 Virginia Beach 437,994 249.02 1,758.90 Clarksville 1,139 1.96 581.20 Herndon 23,292 4.27 5,450.47 Parksley 842 0.62 1,353.02 Vienna 15,687 4.41 3,560.50

Halifax 36,241 817.84 44.31 Stafford 128,961 268.96 479.49 Waynesboro 21,006 15.04 1,396.77 Cleveland 202 0.13 1,604.92 Hillsboro 80 0.08 942.84 Pearisburg 2,786 3.16 882.46 Vinton 8,098 3.16 2,561.38
Hanover 99,863 468.54 213.14 Surry 7,058 278.95 25.30 Williamsburg 14,068 9.02 1,559.29 Clifton 282 0.25 1,149.32 Hillsville 2,681 8.88 301.95 Pembroke 1,128 1.10 1,022.67 Virgilina 154 0.62 249.04
Henrico 306,935 233.70 1,313.39 Sussex 12,087 490.22 24.66 Winchester 26,203 9.23 2,838.06 Clifton Forge 3,884 3.02 1,286.11 Honaker 1,449 1.68 862.45 Pennington Gap 1,781 1.62 1,098.63 Wachapreague 232 0.23 989.99
Henry 54,151 382.33 141.63 Tazewell 45,078 518.85 86.88 Clinchco 337 2.80 120.18 Hurt 1,304 3.48 375.14 Phenix 226 1.15 195.96 Wakefield 927 1.24 744.76
Highland 2,321 415.16 5.59 Warren 37,575 213.47 176.02 Clinchport 70 0.67 104.98 Independence 947 2.34 404.21 Pocahontas 389 0.52 747.36 Warrenton 9,611 4.50 2,136.47
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* Source: Source: U.S. Census Bureau, 2010 Census, Redistricting Data (Public Law 94-171) Summary File
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High poverty rates, increasing rates of high school drop outs, and residents leaving the 
area due to a decrease in quality jobs brought about by the decline in the economy 
only fuel the fire. Substance use disorder and social determinants of health are 
strongly related, and so, the need to address these issues has only increased. 

Although the Southwest Virginia region faces many barriers, we continue to lean on our 
strengths. Southwest Virginia continues to work together, and has demonstrated that the 
whole is greater than the sum of its parts. Southwest Virginia has discovered that it can build 
successful multi-jurisdictional and multi-disciplinary coalitions and routinely achieve quality 
outcomes. The region has launched prevention councils, re-entry programs, and faith-based 
programs and outreach.  Its organizations have banded together to expand and enhance the 
array of treatment services that are publicly accessible to those in need.  It has also developed 
two new recovery homes from grass-roots efforts, prioritized access to hepatitis treatment 
programs and reliable birth control for women, and has placed heavy emphasis on the 
training and availability of the life-saving opioid overdose reversal medication, Naloxone. 

Additionally, every jurisdiction from Smyth County south and west now has an active, 
life-changing, and life-saving drug court treatment program.  This drug court treatment 
program expansion, coupled with each of the Community Services Boards in the region 
that have prioritized expedient access to care, follow-up treatment services, and in-depth 
trauma training for its clinicians, also contributes to the strong foundations for positive 
change on which the region currently stands. Southwest Virginia is better prepared for 
challenges to come, and will continue to fight—one day and one life at a time.



Fall 201912 12

3.ONE CARE OF SOUTHWEST VIRGINIA

For more information about One Care of Southwest Virginia, Including their strategic plan,
sustainability plan, needs assessment, workforce assessment and the full list of data measures
discussed in this blueprint please visit:

https://onecareva.org/

Mission
One Care of Southwest Virginia is committed to decreasing substance abuse and misuse, and 
related social, economic and health factors through planning, policy, data, and advocacy.

Vision
One Care’s vision is to be a model for achieving significant reductions in substance abuse and
related social, economic and health factors by building and supporting community partnerships.

3. ONE CARE OF SOUTHWEST VIRGINIA

related social, economic and health factors by building and supporting community partnerships.

One Care of Southwest Virginia, Inc.

One Care of Southwest Virginia’s service area covers the counties of Bland, Buchanan, Carroll, 
Dickenson, Floyd, Giles, Grayson, Lee, Montgomery, Patrick, Pulaski, Russell, Scott, Smyth, 
Tazewell, Washington, Wise, Wythe, and the independent cities of Bristol, Galax, Norton, and 
Radford.  One Care of Southwest Virginia is an organization comprised of a Board of Directors 
from the Southwest Virginia region. Members are committed to decreasing substance use 
disorder and its related socioeconomic health factors through planning, evidence-based 
practice, addressing policy, and advocacy.  

For more information about One Care of Southwest Virginia, Including their strategic plan, sus-
tainability plan, needs assessment, workforce assessment and the full list of data measures 
discussed in this blueprint please visit: https://onecareva.org/

Mission
One Care of Southwest Virginia is committed to decreasing substance abuse and misuse, and 
related social, economic and health factors through planning, policy, data, and advocacy. 

Vision
One Care’s vision is to be a model for achieving significant reductions in substance abuse and 
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4. HEALTHY APPALACHIA INSTITUTE

Mission 
The Healthy Appalachia Institute at The University of Virginia’s College at Wise is a collaboration 
between critical thinkers, scholars, system planners and leaders in government, education, business 
and healthcare. Through this collaboration, HAI provides policy makers, healthcare systems, 
educators, the business community and the region’s citizens the necessary resources, ideas and 
strategies to foster a healthier citizenry in Central Appalachia. 

Vision 
The vision of the HAI is unique among university-based Appalachian programs in that it seeks to 
transform Central Appalachia into a leading model for rural community health throughout the world. 

This vision is moved forward through the Healthy Appalachia Institute’s mission to improve the 
health, education and prosperity for the residents of the region. 

For more information, please visit the website: http://www.healthyappalachia.org/ 
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5. METHODOLOGY 

 

Healthy Appalachia Institute at the University of Virginia’s College at Wise utilized the 
Mobilizing for Action through Planning and Partnerships (MAPP) strategy to update this 
blueprint. MAPP is a planning process designed to focus on the health of the community 
through the lens of four primary assessments:  

 Community Themes and Strengths  
 Forces of Change  
 Local Public Health System 
 Community Health  

Though originally designed for strategic planning as it relates to the local public health system, 
questions and assessments in this document have been augmented to reflect the specific topics 
of substance abuse and substance use disorder and to solicit community responses around 
these topics. MAPP relies on community input and is an evidence-based framework of the 
National Association of County and City Health Officials (NACCHO). 

The following paragraphs outline the steps taken in the blueprint update process and provide 
primary examples of the results compiled from the focus group meetings and community 
assessments. 
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Community Themes and Strengths 
The Community Themes and Strengths assessment measured the community perception of 
important issues regarding substance use disorder, opioid use disorder and substance abuse. 
An online survey was developed and distributed throughout the region via flyers, social media 
and email. Survey responses were anonymous and did not specify names or IP addresses. The 
survey took an average of 24 minutes to complete, and included 43 questions regarding 
substances of the most concern, access to drugs, trends regarding drug use and abuse, faith 
community involvement, demographic information and more. Categorized responses were 
assigned percentages and graphed, and 22 questions were left open-ended to avoid 
conditioning. These open-ended questions were assessed individually, and a word cloud was 
developed showcasing the reoccurring themes and buzzwords in answers provided.  

Limitations
Substance use disorder was defined in this survey to include alcohol, tobacco, e-cigs and other
drugs. Though available to the general public, responses from employed, degree-holding
professionals make up the majority of this assessment.

A total of 74 participated in the Community Themes and Strengths assessment, representing 
multiple stakeholder groups in Southwest Virginia. Thirty-three percent of the respondents 
were between the ages of 55-64, 29% between the ages of 45-54, and 21% from 35-44 years of
age. Seventy-one percent of the respondents were females, 26% were males, and an additional
2.4% opted not to provide gender information. Ninety-seven percent of respondents to this 
survey were employed, working full time at the time of the assessment. Fifty-four percent of
the respondents have lived in Southwest Virginia for more than 20 years, with 18% living in the
region somewhere between 10-20 years. Thirty-eight percent of respondents hold a bachelor’s 
degree, while 46% held a graduate or professional degree

Results
When asked about the effects of substance use disorder on families in their communities, 54%
of respondents identified family separation as a negative outcome, the number one response. 
When asked the same question about the effects of addiction/substance use disorder on
individuals in their communities, only 32% identified family separation as a primary negative
outcome.  For individuals, the highest ranked response for negative impacts was loss of jobs or
inability to find employment at 63%. These numbers indicate the heavy impact of SUD not only
on people living with SUD, but also on relatives, family members and people in close proximity.
Additionally, when asked, “What are the 3 most important outcomes/challenges related to SUD
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in your community,” 87% identified broken families, with deaths from overdose and increased
risk of bloodborne infections falling as the 2nd and 3rd responses respectively.

When asked to “Select three areas where you believe your community should focus its 
resources and attention,” the answers were more divided. The most popular answer, “Improving  
treatment for people with SUD,” was selected 43% of the time, and 42% reported “Focus on job 
creation, entrepreneurship and retraining.” The third most reported response resulted in a tie 
between two responses; 28.7% of respondents selected “Expand substance abuse education,” 
as well as “Support policy initiatives geared towards prevention” as priority focus areas for their 
community. 

As you will see mentioned in the Forces of Change portion of this document, the increased 
efforts by the faith community are making strides to serve people with SUD. Many are being 
referred to treatment and coached on a path to recovery through faith based institutions. 
Unifying the faith community to address SUD was a frequent response in focus group meetings 
as well as the Community Themes and Strengths assessment. 

When asked “What do you think the church’s role should be in addressing addiction/SUD in 
your community?” 79% of respondents felt that offering recovery groups such as Celebrate 
Recovery, AA or NA should be part of the church’s role, 66% selected “Referring people who 
live with addiction to addiction treatment professionals,”and 61% felt that  the church should 
emotionally or physically support the family members of people living with addiction. 

“What do you think the church’s role should be in addressing 
addiction/SUD in your community”? 

Offering Recovery Groups (Celebrate Recovery, AA, NA, etc.) 79.17% 

Referring people who live with addiction to addiction treatment 
professionals 

66.67% 

Emotionally of Physically supporting family members of people living with 
addiction 

61.11 % 

Meeting practical needs of people living with addiction 58.33% 

Praying for people living with addiction and their families 54.17% 

Encouraging people living with addiction to come and be a part of the church 
body 

50% 

Helping people living with addiction to learn life skills 48.61% 

Contributing funds to ministries or organizations equipped to help people 
living with addiction 

44.44% 
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Another important part of the Community Themes and Strengths assessment deals with the 
community perception of what substances, including alcohol, tobacco, and other drugs were of 
the most concern in each community. The emergence and increased cases of 
methamphetamine use was reported as a current trend by 93% of respondents. 

prescription  children  Less meds suboxone
Seeing   abuse  moved  increase

prescription  drug  use  area meth pills
drugs  years  peoplestarting now heroin

seems substance opioids prescribed opiates
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Forces of Change and Local Public Health System
The Forces of Change assessments and Local Public Health System assessments were conducted 
as in-person focus group meetings in six locations across Southwest Virginia. Meetings were 
held in the counties of Lee, Wise, Dickenson, Wythe, Montgomery, and Floyd. The Forces of 
Change focus group was combined with the Local Public Health System focus group to discuss 
forces such as legislation, technology, social perceptions or other impending changes that affect 
the context in which the community and its local public health system operate. Notifications for 
these meetings were publicized on social media, through mass emails to stakeholders, and 
through physical flyers and invitations. 

Attendees of the focus group meetings were presented with worksheets to brainstorm forces 
of change in six categories. These worksheets were used to develop facilitated conversations 
starting with each of the following categories: 

 Social and Ethical
 Economic
 Political

 Environmental
 Scientific and Technological
 Legal

This qualitative data was then compiled and assessed for reoccurring themes, and the results 
were used in conversations with the blueprint planning team during the creation of the 
updated goals and objectives.  

Social and Ethical
Of the six categories mentioned above, the Social and Ethical category garnered a significant 
amount of attention and response. Respondents identified both the presence of stigma, and 
potential efforts to address it, as the most powerful and relevant forces of change. This topic 
not only refers to a particular type of stigma (the one most often attributed to people living 
with SUD) but also notes that to adequately address and discuss it, the word stigma must be 
made plural. Provider stigma, stigmatization of those in medically assisted treatment versus 
abstinence-only methods, stigma within the faith community, and stigmatization of the faith 
community by those who need its assistance are some of the different types to be considered 
and addressed. The reoccurring presence of this topic in focus group meetings and in the 
Community Themes and Strengths assessment led to the creation of the priority goal, 
“Identifying and developing a unified, anti-stigma campaign.” 

Forces of Change and Local Public Health System
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Increased involvement of the faith community on the issue of SUD was also documented as a 
reoccurring force of change, as faith institutions are often a point of contact for people seeking 
assistance. As an example, organizations such as Holy Friendship Collaborative are working to 
increase capacity for the faith community to provide referral information, address stigma, and 
increase collaboration among community leaders. This was identified as a priority issue for 
Southwest Virginia and the goal, “Engage and support the faith community in prevention, 
treatment and recovery” was established as a result. 

Environmental 
Environmental factors become forces of change not only as they affect our region’s mountains, 

rivers and streams, but also includes forces that affect the living environments of people’s daily 
lives. Reoccurring forces of change mentioned in this context included the potential for impact
of law enforcement on the environment of a community. Law enforcement buy-in on 
addressing stigma within its own professional community can have a large impact on increasing 
the number of people in recovery instead of increasing the number of people incarcerated. 
Additionally, efforts to increase the number of referrals to care can have benefits on social
determinants of health, family resilience and barrier crimes.

Many other environmental forces were also identified, including the perception of pollution in 
the region leading to a lack of tourism and development, the lack of affordable and safe
housing options for people of low income, and the increased presence of coalitions in the 
region helping to create a community more aware of the issue of SUD. More community 
coalitions in Southwest Virginia leads to increased discussion of the topic of SUD, positively 
impacting stigma and allowing for additional entities to receive the increased amount of federal
and state funding allocated for opioid use disorder (OUD) and SUD.

Scientific and Technological
Of the scientific and technological changes, the emergence of Telehealth as a viable option for
treatment continues to be a major topic. This reoccurring theme also brought about discussions 
regarding increasing broadband infrastructure to increase capacity for telehealth patients and
telemental health. 

Social media’s impact on the issue was often mentioned as a force of change, as people noted
that addressing issues of stigma, advertising for treatment options and availability, as well as 
establishing a platform from which to promote improved and destigmatized language were a 
valuable asset. 
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Legal
One of the primary forces of change identified in the Legal category is the increase of the 
minimum age for buying tobacco products in Virginia. Though some doubted the effectiveness
of such a law, most identified this law as a legal force of change that could have a far-reaching 
effect on minimizing early exposure to tobacco products and other substances. Additionally,
opinions of those in attendance demonstrated that even though law enforcement buy-in on 
issues like Comprehensive Harm Reduction (CHR) have improved, there is still need for greater
collaboration. In some cases, participants in CHR clinics exchange syringes and receive care, but
upon leaving the location can be arrested for having the syringes they just received. Several
participants recognized a need for continued education about the benefits of CHR and referrals
to treatment, noting that in some places in neighboring Northeast Tennessee, law enforcement
has begun to implement recovery-oriented policing which enables officers to use their 
discretion to either arrest people or refer them to treatment. 

The legalization of marijuana was also identified as a Force of Change. Its increased social
acceptance leads more young people to early exposure to substances and creates an overall
low perception of risk related to SUD.

Economic
Many economic forces were identified as barriers. The removal of these barriers would be 
powerful to improve social determinants of health, including the barrier of the high cost of 
treatment, the lack of affordable child care, and the region’s lower number of job 
opportunities. Without fail, social determinants of health were mentioned in this portion of the
meetings, including the need for an increase in affordable transportation options and family
housing. Often, people with SUD may lose their driver’s license as a result of a drug-related 
offense, but then need to attend treatment.

On a more positive note, a Force of Change that many recognize is the increased amount of 
federal and state funding available for SUD. This pairs well with the increased number of
coalitions with non-profit status (also noted as a force of change), allowing them to receive 
grant monies. A primary focus for much of this funding is the mitigation of opioid use disorder. 
Although this is much-needed, many participants in the meetings identified a need for
increased federal and state dollars to be allocated to the other types of SUD as well.

Political
Comprehensive Harm Reduction clinics and the full range of their activities was Identified as a 

Force of Change. CHR clinics in Smyth and Wise counties are both forces of change that were
identified as having positive impacts for the region, delivering services to people living with SUD
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that extend far beyond syringe exchange alone. These services include but are not limited to risk 
reduction counseling, overdose prevention and Naloxone (Narcan®), and referrals to medical
care, insurance enrollment, mental health, alcohol and drug treatment, and medication assisted
treatment. CHR clinics were identified as a positive force of change, especially for their proven

 
 

effect on reducing transmission of viral infections associated with injection drug use (IDU). 
theirHowever,  adoption in the larger region has not been as forthcoming as anticipated. Two 

 
of 

   the first programs in the Commonwealth were in far Southwest Virginia, where the burden of
     infectious disease, associated with injection Drug Use (IDU) is greatest in the state. At the time 

                       of this writing, little further expansion has occurred, and there is great concern about the 
continuation of the existing CHR programs unless legislative support is continued.
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The four planning districts 
represented in this blueprint 
are located in the beautiful 
Central Appalachian 
Mountains and represent 
a population endowed 
with a rich history and 
cultural heritage. Southwest 
Virginia is comprised of 21 
localities and reaches from 
Lee County in the western 
part of the state, to Radford 
City three hours east. The mostly rural communities are connected by Interstate 81, and a quick study 
of an epidemiological map shows that this roadway acts as a passage for population shifts, economic 
expansion and change, and the spread of disease.
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Community Health Assessment
The Community Health Assessment targeted updated data measures specific to the topics 
covered in the original blueprint, including but not limited to health, employment and social 
determinants, and rates for substance use and abuse including alcohol tobacco and other 
drugs. Additional data was collected and assessed on measures such as neonatal abstinence 
syndrome, opioid distribution rates, maternal and child health, rates of HIV and Hepatitis C as
well as data from Comprehensive Harm Reduction clinics in Southwest Virginia’s Wise and 
Smyth Counties. This updated information was compiled in partnership with Virginia 
Department of Health and Healthy Appalachia Institute researchers, was presented to regional 
authorities for their input during the blueprint planning process and is represented in the 
following section. 
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6. HEALTH STATUS

The four planning districts represented in this blueprint are located in the beautiful Central
Appalachian Mountains and represent a population endowed with a rich history and cultural
heritage. Southwest Virginia is comprised of 21 localities and reaches from Lee County in the 
western part of the state, to Radford City three hours east. The mostly rural communities are 
connected by Interstate 81, and a quick study of an epidemiological map shows that this 
roadway acts as a passage for population shifts, economic expansion and change, and the 
spread of disease. 

Population
Although Southwest Virginia is a vast region, spanning more than one-fifth of Virginia’s land
mass, it only makes up 6.6% of Virginia’s population with 562,524 residents. This suggests a 
4.61% regional decrease in population since 2010. As economic opportunity decreases relative 
to the decline in the energy sector that once made up the foundation of Southwest Virginia
industries, people are travelling beyond the region in search of employment and prosperity.
Additionally, census data shows that 93% percent of residents identified as white, and 3.70% 
identified as African American or black, with an average of 2.18% being foreign born (born 
outside of the United States).
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Education
According to 2018 Census data, 81.6% percent of residents have a high school diploma or 
higher, while Virginia overall has a rate of 89%. The loss of population also contributes to lower 
educational attainment, as many people leave the region to attend higher education.  In 
Virginia, 37.60% of the population received a four year degree while only 17.69% of Southwest 
Virginians are be able to say the same. County Health Rankings and Roadmaps estimates the 
percentage of residents with some college is 70% in the state, while Southwest Virginia 
demonstrates a broad percentage range of residents receiving some college, from 43% in 
Buchanan County to 82% in Radford City. 

Poverty and income
As in many rural areas, the people of Southwest Virginia must deal with the hardships 
associated with financial stress. According to the County Health Rankings and Roadmaps, the 
percentage of people living in poverty in the region is twice the percentage of the state as a 
whole, with 20% of the region’s residents living in poverty. The percentage of children living in 
poverty ranges from 15% in Montgomery County to 40% in Buchanan County.  
According to Voices for Virginia’s Children, one out of every two children in Southwest Virginia 
is classified as economically disadvantaged, living in a household bringing in an average median 
family income of $39,799, compared to the state average of $71,535. Virginia Employment 
Commission data states that in 2018, there were 10,112 people without jobs in Southwest 
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Virginia, resulting in an unemployment rate of 4.25%. Kingsport-Bristol metro area had an 
unemployment rate of 4.2%, and Dickenson County had the highest rate in the region at 5.3%. 
The area also suffers from a lack of medical care providers and coverage. According to the 
Virginia Health Care Foundation, 10.30% of Virginians are uninsured and 12.20% of Southwest 
Virginians are uninsured.  

Mortality
Since 2011, the Virginia mortality rate has increased from 4.3 to 5.5 deaths per 1,000 
individuals per year. The crude mortality rate for the state was listed by the Virginia 
Department of Health to be 7.7. In 2017, the Centers for Disease Control and Prevention shared 
locality-specific data which showed that Southwest Virginia had an average mortality rate of 
9.9, with a regional high in Planning District 2 at 11.3. When looking at deaths categorically, 
Southwest Virginia had a rate of 82.2 per 100,000 for injury deaths, 21.7 for suicides, and 4.0 
for homicides. The Virginia rates in the same order were 63.5 for injury deaths, 13.7 for 
suicides, and 5.4 for homicides.  The overall number of deaths in Southwest Virginia in 2017 
was 6,848, producing an average mortality rate of 1,226.6 per 100,000.  
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Overall Mental Health
Although census data reveals that the region only makes up 6.6% of the total population of 
Virginia, it is the location for more than 10% of Virginia suicides. According to most recent data 
available from the CDC’s Behavioral Risk Factors Surveillance System (BRFSS), the percentage of 
people in Southwest Virginia reporting at least one poor mental health day in the past month is 
32.1%.  The locality reporting the poorest measures for mental health in the state is Bristol City 
with 42.3% of residents reporting a poor mental health day in the past month. LENOWISCO and 
the Cumberland Plateau Health Districts have nearly identical rates of poor mental health days 
reported by residents at 37.15% and 37.45% respectively. These numbers are estimated using 
responses to the question “Thinking about your mental health, which includes stress, 
depression, and problems with emotions, for how many days during the past 30 days was your 
mental health not good.” 

Substance Use 
 Southwest Virginia residents must also face a vast array of physical health challenges that may 
or may not be linked to ongoing mental health disorders. The Centers for Disease Control and 
Prevention have reported that Southwest Virginians are smoking at a greater rate than the rest 
of the state. Nineteen percent of Virginians and 23.25% of Southwest Virginians reported being 
smokers in 2018.  Upon closer inspection of the region, VDH data shows that the LENOWISCO 
planning district holds the highest rate for tobacco use in the state, with 36.1% using tobacco 
products of some kind.  

Additionally, CDC data states that in recent years, there has been an increase in nicotine use 
through electronic cigarettes and vaping. While there is a lack of regional data for e-cigarette 
and vape use, nicotine use may rise as the younger generation is increasingly exposed to such 
products. CDC data states that in Virginia, the percentage of 18-24 year olds currently using e-
cigarettes is 10.8%. In Virginia middle schools and high schools, 4.9% and 11.8% of students use 
vapes or electronic cigarettes, respectively. As of July 1, 2019, adults must be 21 years of age or 
older to purchase tobacco and nicotine-containing products. There is potential for this law to be 
an effective deterrent for some groups of students who are no longer of legal age and cannot 



One Care of Southwest Virginia Blueprint for Substance Abuse and Misuse Prevention, Treatment and Control 2728

purchase these products for their peers. Data from a 2014 BRFSS survey states that regional 
alcohol use was lower than that of the rest of the state, with a rate of 11.9% of adults reporting 
binge drinking compared to Virginia’s 15.5%. Binge drinking is classified as 4 or more drinks for 
women, and 5 or more drinks for men in one occasion. The planning district with the highest 
occurrence of binge drinking was New River Valley, where 15.2% of the adult population 
reported binge drinking. 

Car Accidents
As reported by the Virginia Department of Motor Vehicles, the total number of car crashes in 
the state of Virginia in 2018 was 131,848, with 7,181 being related to drunk driving. This same 
source indicates total traffic fatalities in Virginia numbering 819, with 278 being related to 
alcohol use. There were 4,475 reported drunk-driving injuries. The Southwest Virginia average 
crash fatality rate was 0.23 per 1,000 drivers, with highs in Wise County and Smyth County of 
0.42 and 0.43 respectively. 

Opioid Distribution 
The Washington Post released an article in July of 2019 revealing data from a Drug Enforcement 
Administration database which highlighted the extraordinary rates of prescription opioids 
supplied to pharmacies in Southwest Virginia. It was stated that in 2018, pharmacies in the city 
of Norton, Virginia received enough prescription opioid pills to supply every person in the 
locality with 306 pills per year, making the city the most opioid-concentrated locality in the 
nation. From 2006 to 2012 there were 1,596,911,249 prescription pain pills supplied to Virginia. 
In 2018, LENOWISCO planning district had the highest supply rate at 151.5 pills per person per 
year compared to PDs 2, 3, and 4, with rates of 98.5, 64.5, and 57.2 respectively.  

“The providers and pharmacies in Norton serve many 
more residents than just those who reside in Norton. A 
calculation and statement based only on the number of 

tablets dispensed, and the population of a small city that 
houses medical care for a significantly larger region is 

misleading.” 
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It is important to note that the report calculates the rate of prescription opiate tablets. 
Norton’s rate, which is calculated based on the number of pills dispensed per capita, is based 
only on the population of Norton.  The population of the City of Norton averages around 3,900 
over the last decade.  Norton has two acute care hospitals, staffing emergency departments 
and providing general and orthopedic surgery and other inpatient acute care services. Also 
present is an in-patient rehabilitation facility; a regional oncology (cancer) center providing 
both outpatient chemotherapy and radiation therapy; and many physician practices, including 
orthopedic, general surgery, ear, nose and throat (ENT), ophthalmology and other specialty and 
primary care practices.   

  These hospitals and medical practices serve people from Kentucky and several surrounding 
counties. Most people will agree that 1.5 million pills is too many.  However the "denominator" 
in evaluating the rate of pills dispensed in Norton was calculated using only the population of 
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· Scott Co 1:3,130 

· Lee County 1:4,030
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Norton (again about 3,900). These numbers did not include the population of the several 
surrounding counties that represent the patient population served by these pharmacies, 
hospitals, emergency departments, cancer center and various medical practices.   

In support of the concentration of providers in the City of Norton being disproportionate to 
surrounding areas (and thus likely a significant contribution to the skewing of this calculation 
from reality) is the County Health Ranking data from 2019 (all prior years are consistent as 
well). There, the primary care provider to population ratio is given for every jurisdiction in 
Virginia. The ratio for the city of Norton was 1 (provider):350 (residents), meaning that for 
every 350 people in Norton, there was one primary care physician.   

  Overall in Virginia, this ratio is 1:1,310 (one primary care provider for every 1,310 people in 
Virginia). In the counties surrounding Norton, please note the following ratios of provider to 
population:  

 Wise county 1:1,780 (1 primary care
provider for 1,780 people)

 Dickenson Co 1:3,740

 Scott Co 1:3,130
 Lee County 1:4,030

People do not only see providers in the county or city where they live, but often travel to cities 
where providers are located, near hospitals and ancillary care services (lab, X-ray, Physical 
therapy, etc). These same people, many of whom are traveling for care, are also filling 
prescriptions near their providers. The providers and pharmacies in Norton serve many more 
residents than just those who reside in Norton. A calculation and statement based only on the 
number of tablets dispensed, and the population of a small city that houses medical care for a 
significantly larger region is misleading.  

Crime
Each year, the Virginia State Police release a Crime Publication documenting crimes throughout 
the state. Southwest Virginia localities fall under Division 4 of this publication, and in 2018, 
Division 4 reported 8,966 Group A arrests, with 398 in Group B as defined by the National 
Incident-Based Reporting System. There were 8,130 narcotic arrests in the region, 6,081 of 
which were for possession, and 3,483 arrests were made involving methamphetamine. 
Tazewell County had the highest number drug/narcotic violations at 765. Of the total state 
substance arrests, 59% were related to marijuana.  

Overdose 
In central and northern parts of Virginia, there is a much greater instance of heroin use than in 
the southwest region. Southwest Virginia has, for many years, been the epicenter of the opioid 
epidemic in the Commonwealth due to many factors including its proximity to other hot-spots 
in border-states. Recently, the use of methamphetamine has noticeably increased regionally, 
along with the narcotic known as fentanyl. Fentanyl has been attributed to the 
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Forces of Change and Local Public Health System 
The Forces of Change assessments and Local Public Health System assessments were conducted 
as in-person focus group meetings in six locations across Southwest Virginia. Meetings were 
held in the counties of Lee, Wise, Dickenson, Wythe, Montgomery, and Floyd. The Forces of 
Change focus group was combined with the Local Public Health System focus group to discuss 
forces such as legislation, technology, social perceptions or other impending changes that affect 
the context in which the community and its local public health system operate. Notifications for 
these meetings were publicized on social media, through mass emails to stakeholders, and 
through physical flyers and invitations. 

Attendees of the focus group meetings were presented with worksheets to brainstorm forces 
of change in six categories. These worksheets were used to develop facilitated conversations 
starting with each of the following categories: 

 

 Social and Ethical  
 Economic 
 Political 

 Environmental 
 Scientific and Technological 
 Legal 

 

This qualitative data was then compiled and assessed for reoccurring themes, and the results 
were used in conversations with the blueprint planning team during the creation of the 
updated goals and objectives.  

Social and Ethical  

Of the six categories mentioned above, the Social and Ethical category garnered a significant 
amount of attention and response. Respondents identified both the presence of stigma, and 
potential efforts to address it, as the most powerful and relevant force of change. This topic not 
only refers to a particular type of stigma (the one most often attributed to people living with 
SUD) but also notes that to adequately address and discuss it, the word stigma must be made 
plural. Provider stigma, stigmatization of those in medically assisted treatment versus 
abstinence-only methods, stigma within the faith community, and stigmatization of the faith 
community by those who need its assistance are some of the different types to be considered 
and addressed. The reoccurring presence of this topic in focus group meetings and in the 
Community Themes and Strengths assessment led to the creation of the priority goal, 
“Identifying and developing a unified, anti-stigma campaign.” 
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Community Themes and Strengths assessment led to the creation of the priority goal, 
“Identifying and developing a unified, anti-stigma campaign.” 
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exponential surge in overdose deaths across the nation because of its high risk for addiction, 
dependence and overdose. Across the state and at a national level, Fentanyl is frequently 
combined with other narcotics and methamphetamine, leading to a deadly potential substance 
users may not be aware of.  

VDH data states that in 2017, Virginia had an unintentional, non-fatal opioid overdose rate of 
102 per 100,000, whereas the Southwest region’s average rate was 121, with LENOWISCO 
reporting the highest number of unintentional overdoses at a rate of 151.3. The Virginia 
prescription opioid overdose fatality rate was 5.9, while Southwest Virginia had a rate of 9.0. 
There was also a significant number of expectant mothers using substances in the region in 
2017, leading to a Neonatal Abstinence Syndrome rate of 24.5 compared to the state rate of 
7.7. 

Bloodborne Infections 
With a rise in substance use also comes an escalation of communicable disease spread. 
Southwest Virginia has seen pockets of the hepatitis A and C viruses become regional threats as 
the use of substances travels up and down I-81. In 2018, the Virginia rate for hepatitis C 
infections was 122.8 per 100,000, with Southwest Virginia at a rate of 192.8. However, the 
Mount Rogers Health District, connected by I-81, reported a rate of 231.1.  
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Maternal and Child Health
The detrimental effects of substance and tobacco use can also influence the health of family 
and community members. Children living in homes where substances are used by one or 
multiple adults can lead to adverse experiences that are difficult to overcome. Additionally, fear 
of legal consequences for substance use and little access to resources during pregnancy can 
result in a lack of prenatal care, leading to poor birth outcomes. Virginia Department of Health 
data states that the rate of pregnancies receiving late to no prenatal care in Virginia was 4.21% 
in 2017. The same source shows that maternal smoking is more common among women in the 
Southwest Virginia region than in Virginia as a whole, with an average regional rate of 21.2% 
compared to the state rate of 5.6%.  

Tobacco use during pregnancy has been shown to lead to low birth weight and an elevated risk 
for disease later on in life. The Annie E. Casey Foundation’s Kids Count Data Center states that 
children in Southwest Virginia are also more likely to experience child abuse and neglect, live 
with food insecurity, and enter into foster care.  
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7. GOALS AND OBJECTIVES
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7. GOALS AND OBJECTIVES

A. Engage and support the faith community in prevention, treatment and recovery.

1. Provide the faith community with reliable response and referral information
2. Facilitate collaboration within the faith community as well as outreach and

collaboration to people with SUD, people in recovery and their families
3. Connect the faith community to new resources, trainings and service

opportunities
4. Advocate for making grant funds available to faith-based organizations

B. Develop a unified anti-stigma campaign.

1. Address community stigma by promoting people-first and non-judgmental
language as well as identifying negative language to be discontinued

2. Address provider stigma within health care to reduce fear of seeking and
providing treatment and to improve total patient care

3. Work to improve the faith community’s perception of people with SUD and
people in recovery

4. Work to improve the recovery community’s perception of the faith community
5. Increase number of REVIVE trainings and Harm Reduction Navigator Trainings
6. Increase the number of trauma-informed care and ACEs trainings in SWVA across

all organizations
7. Streamline anti-stigma messaging for coalitions, hospitals and CSBs across the

region
8. Address stigma against MAT within the abstinence-based recovery community

C. Engage regional stakeholders to increase coordination of resources.

1. Promote continued collaboration among hospitals, employers, education
institutions, economic development organizations, local government and law
enforcement as well as the local public health system

35

2. Create proactive, intentional and creative grant applications for community-based
funding opportunities across multiple organizations

D. Increase availability and awareness of current treatment options throughout the region.

1. Increase the number of behavioral health services and medical treatment services

2. Support the expansion of Telehealth and Telemental health for behavioral health
treatment. Develop educational materials describing available treatment options, when
and for what population they are appropriate, and offering a critical evaluation of
benefits and shortcomings of each

DI. Increase SUD workforce including Mutual Support, Certified Peer Recovery Coaches and
Family Support Specialists and volunteers.

1. Financially support peer recovery specialists during certification process
2. Strengthen the framework for developing and supervising additional peer recovery

specialists
3. Advocate for Health Care to have peer recovery specialists on staff at their locations

DII. Invest in the full continuum of care from prevention strategies through recovery to
reintegration.

1. Advocate for policy and funding to provide wellness-focused housing options
2. Encourage and support employer readiness to hire people with SUD to ensure

continued success for employees
3. Work with employers and behavioral health providers to prepare people with SUD and

people in recovery for success as employees
4. Increase access to affordable transportation options for people with SUD and people in

recovery
5. Increase access to affordable child care
6. Encourage a community of long-term support for people in recovery and their family

members
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     continued success for employees
3.  Work with employers and behavioral health providers to prepare people with SUD and
     people in recovery for success as employees
4.  Increase access to affordable transportation options for people with SUD and people in
     recovery
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G. Expand professional and community substance use disorder education opportunities and 
access to resources.

1. Educate the community about the dangers of all types of substance abuse
2. Use research and data to demonstrate the need for federal and state funding to 

address all types of substance abuse
3. Increase and sustain educational efforts in the region to include mental health first aid, 

Trauma Informed Care, Naloxone administration, Harm Reduction Navigator trainings 
and faith-centric programs

4. Continue education efforts for law enforcement and prescribers of Naloxone, MAT 
providers, recovery community and public about benefits and limitations of MAT 
through evidence-based approaches and research

5. Promote continued education in schools for the prevention of substance use and abuse 
including alcohol, tobacco, nicotine products, and other drugs

37

Implementation 
One Care of Southwest Virginia secured funding from the Human Resources and Services 
Administration’s (HRSA) Rural Communities Opioid Response Program (RCORP) grant, and used these
funds to partner with Healthy Appalachia Institute of the University of Virginia’s College at Wise (HAI)
to update this blueprint.

This blueprint will continue to require updates and changes as new research efforts progress, and is to 
be considered a living document. The goals and objectives outlined in this blueprint are designed to be
a point of reference for the region’s stakeholders, coalitions, and other organizations for the next three 
years.

One Care of Southwest Virginia secured funding from the Human Resources and Services Ad-
ministration’s (HRSA) Rural Communities Opioid Response Program (RCORP) grant, and used 
these funds to partner with Healthy Appalachia Institute of the University of Virginia’s College 
at Wise (HAI) to update this blueprint. 

This blueprint will continue to require updates and changes as new research efforts progress, 
and is to be considered a living document. The goals and objectives outlined in this blueprint 
are designed to be a point of reference for the region’s stakeholders, coalitions, and other orga-
nizations for the next three years.
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      HEALTHY APPALACHIA    INSTITUTE
   The University of  Virginia’s College at Wise

Interested in fighting 
substance use disorder?

 

What: Focus Group Meeting 
To update the One Care of Southwest 
Virginia Blueprint for Substance Abuse and 
Misuse Prevention, Treatment and Control

When & Where: Multiple locations 
*see full schedule

Who: Meetings facilitated by Healthy 
Appalachia Institute at The University 
of Virginia’s College at Wise
 
FREE to attend, but registration is 
required. 
RSVP to abarnes@uvawise.edu
 
We need your input. Please snap a photo of 
the QR code below to take the Community 
Themes and Strengths Survey

       Wed., June 19   •  10 a.m. - Noon
      Norton Community Hospital
      Suite 2 (Vitality Room)
 1490 Park Ave. SW Norton, VA 24273

Tues., July 2   •  10 a.m. - Noon.
       Pennington Gap Community Center 
     41670 W Morgan Ave, Pennington Gap, VA 24277 

Thurs., July 18   •  10 a.m. - Noon
 Dickenson County Kiwanis Building
  419 Fox Town Road, Clintwood, VA 24228

Thurs., July 25    •  10 a.m. - Noon 
 Town of Tazewell American Legion Building
 226 N Central Ave. Tazewell, Virginia 24651

Tue., July 16    •  9:30- 11:30 p.m.
 Wytheville Community College
 Grayson Hall, Room 219
 1000 E Main St, Wytheville, VA 24382

Tue., July 30    •  1 - 3 p.m. Radford University
 Radford VA. Heth Hall, Room 16
 802 East Main St, Radford, VA 24141

Wed., July 31    •  1  - 3 p.m. 
 The Community Room
 Jessie Peterman Memorial Library
 321 W Main St. Floyd, VA 24091 
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8 Address stigma against MAT within the abstinence-based recovery community

6 Increase the number of trauma-informed care and ACEs trainings in SWVA across all organizations

5 Increase number of REVIVE trainings and Harm Reduction Navigator Trainings

Streamline anti-stigma messaging for coalitions, hospitals and CSBs across the region

4 Work to improve the recovery community’s perception of the faith community

2 Address provider stigma within health care to reduce fear of seeking and providing treatment and to 
improve total patient care 

3 Work to improve the faith community’s perception of people with SUD and people in recovery 

B Develop a unified anti-stigma campaign.

1 Address community stigma by promoting people-first and non-judgmental language as well as 
identifying negative language to be discontinued.

3 Connect the faith community to new resources, trainings and service opportunities

4 Advocate for making grant funds available to faith-based organizations

Goal Related 
Objectives 

Goals and Objectives 

A

2 Create proactive, intentional and creative grant applications for community-based funding 
opportunities across multiple organizations

7

C

Provide the faith community with reliable response and referral information

Engage and support the faith community in prevention, treatment and recovery. 

1

2 Facilitate collaboration within the faith community as well as outreach and collaboration to people 
with SUD, people in recovery and their families

Increase availability and awareness of current treatment options throughout the region.

Engage regional stakeholders to increase coordination of resources.

1
Promote continued collaboration among hospitals, employers, education institutions, economic 
development organizations, local government and law enforcement as well as the local public health 
system   

Increase SUD workforce including Mutual Support, Certified Peer Recovery Coaches and Family 
Support Specialists and volunteers.

1 Financially support peer recovery specialists during certification process

1 Increase the number of behavioral health services and medical treatment services

Support the expansion of Telehealth and Telemental health for behavioral health treatment. 
Develop educational materials describing available treatment options, when and for what 
population they are appropriate, and offering a critical evaluation of benefits and shortcomings of 
each

2

F Invest in the full continuum of care from prevention strategies through recovery to reintegration. 

1  Advocate for policy and funding to provide wellness-focused housing options

2 Strengthen the framework for developing and supervising additional peer recovery specialists

3 Advocate for Health Care to have peer recovery specialists on staff at their locations

3 Work with employers and behavioral health providers to prepare people with SUD and people in 
recovery for success as employees

2 Encourage and support employer readiness to hire people with SUD to ensure continued success for 
employees

D

E

Goals and Objectives
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2 Strengthen the framework for developing and supervising additional peer recovery specialists
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4 Increase access to affordable transportation options for people with SUD and people in recovery

Encourage a community of long-term support for people in recovery and their family members

Expand professional and community substance use disorder education opportunities and access 
to resources. 

5 Increase access to affordable child care

G

5 Promote continued education in schools for the prevention of substance use and abuse including 
alcohol, tobacco, nicotine products, and other drugs

4
Continue education efforts for law enforcement and prescribers of Naloxone, MAT providers, 
recovery community and public about benefits and limitations of MAT through evidence-based 
approaches and research

Increase and sustain educational efforts in the region to include mental health first aid, 
Trauma Informed Care, Naloxone administration, Harm Reduction Navigator trainings and 
faith-centric programs

3

1 Educate the community about the dangers of all types of substance abuse

2 Use research and data to demonstrate the need for federal and state funding to address all types of 
substance abuse

6
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STAKEHOLDER ORGANIZATIONS
Appalachian Community Action and    
 Development Agency 

Appalachian Substance Abuse Coalition (ASAC) 

Appalachian Voices 

Ballad Health 

Buchanan County Healthy Youth 

Clinch River Health Services 

Cumberland Mental Health Services 

Cumberland Mountain Community Services

Dickenson County Behavioral Health 

Dickenson County Sheriff’s Office

Freedom of Worship Church 

Frontier Health 

Healthier Communities Coalition 

Highlands Community Services 

His Ministries 

Holly Families Collaborative 

Lee County Health and Wellness Coalition 

Lee County Sheriff’s Office 

LENOWISCO Oral Health Partnership

LENOWISCO Suicide Prevention Coalition 

Magellan Health 

Montgomery County Sheriff’s Office 

Mount Rogers Community Services 

Mount Rogers Industrial Development 

Mountain Empire Older Citizens 

New River Valley Community Services

New River Valley Medicine 

New River/Mount Rogers Workforce    
 Development Board 

North Carolina Training and Technical Assistance  
 Center (Previous One Care Board Member)

One Care of Southwest Virginia 

Planning District One Behavioral Health Services 

Radford Department of Psychology 

Radford School of Social Work 

Radford University 

Russell County Health Coalition 

Russell County Prevention Coalition 

Saltville Federally Qualified Health Center 

SATIRA 

Smyth County Public Schools 

Smyth County Sheriff’s Office 

Stone Mtn. Health Services 

Tazewell County Sheriff’s Office 

The Health Wagon 

Tri-Area Health 

United Health Care 

United Way of Southwest Virginia 

VDH Wise Comprehensive Harm Reduction 

VDH Wythe Comprehensive Harm Reduction 

Virginia Cooperative Extension 

Virginia Department of Health 

Washington County Sheriff’s Office

Washington County Substance Abuse Prevention 
Coalition 

White Rocks Community Center 

Wise County Sheriff’s Office 

Wythe County Sheriff’s Office 
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Forces of Change and Local Public Health System
The Forces of Change assessments and Local Public Health System assessments were conducted
as in-person focus group meetings in six locations across Southwest Virginia. Meetings were 
held in the counties of Lee, Wise, Dickenson, Wythe, Montgomery, and Floyd. The Forces of 
Change focus group was combined with the Local Public Health System focus group to discuss 
forces such as legislation, technology, social perceptions or other impending changes that affect
the context in which the community and its local public health system operate. Notifications for 
these meetings were publicized on social media, through mass emails to stakeholders, and
through physical flyers and invitations.

Attendees of the focus group meetings were presented with worksheets to brainstorm forces 
of change in six categories. These worksheets were used to develop facilitated conversations 
starting with each of the following categories:

 Social and Ethical
 Economic
 Political

 Environmental
 Scientific and Technological
 Legal

This qualitative data was then compiled and assessed for reoccurring themes, and the results 
were used in conversations with the blueprint planning team during the creation of the
updated goals and objectives. 

Social and Ethical
Of the six categories mentioned above, the Social and Ethical category garnered a significant
amount of attention and response. Respondents identified both the presence of stigma, and
potential efforts to address it, as the most powerful and relevant force of change. This topic not
only refers to a particular type of stigma (the one most often attributed to people living with
SUD) but also notes that to adequately address and discuss it, the word stigma must be made 
plural. Provider stigma, stigmatization of those in medically assisted treatment versus
abstinence-only methods, stigma within the faith community, and stigmatization of the faith
community by those who need its assistance are some of the different types to be considered
and addressed. The reoccurring presence of this topic in focus group meetings and in the
Community Themes and Strengths assessment led to the creation of the priority goal, 
“Identifying and developing a unified, anti-stigma campaign.”
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Local Public Health System
· Faith Institutions 
· Mental Health 
· Civic Groups 
· Drug Treatment 
· Law Enforcement 
· Dentists 
· Elected Officials 
· Schools 
· Employers 
· EMS 
· Health Care Providers 
· Public Transportation 
· Housing Agencies and Shelters 
· Youth Groups

· Peer Recovery/People with lived experience 
· Public Libraries 
· Nursing Homes 
· Job Corps 
· Coalitions 
· Fire Departments 
· Insurance Providers 
· Veterinarians
· Pharmacies 
· Workforce Development 
· Retail Clinics  
· Media 
· Community Service Boards
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Key Definitions

      Substance Use Disorder: Substance use disorder occurs when a person's use of alcohol or 
another substance (drug) leads to health issues or problems at work, school, or home this 
disorder is also called Substance Abuse. 
(ATOD): Alcohol, Tobacco and Other Drugs 
Substance Misuse: The harmful use of substances (like drugs and alcohol) for non-medical 
purposes. 
Resilience: Resilience refers to the ability of an individual, family, or community to cope with 
adversity and trauma, and adapt to challenges or change. 
E-Cigs: These are also known as electronic cigarettes or e-vaporizers  
Juuling/JUUL: A specific type of e-cig 
Vaping: The use of e-cigs  
Risk Factors: A risk factor is any attribute, characteristic or exposure of an individual that 
increases the likelihood of developing a disease or injury. (WHO)  
Comprehensive Harm Reduction:  (CHR) for persons who inject drugs includes, but is not 
limited to providing sterile needles and syringes and collection of used needles and syringes. 
CHR can reduce the spread of HIV and Hepatitis. CHR programs also offer access to other 
services such as testing, access to naloxone to reverse overdoses, and referrals to drug treat-
ment, mental health, medical and social services.  
Medicated-Assisted Treatment: (MAT) is the use of FDA- approved medications, in combina-
tion with counseling and behavioral therapies, to provide a “whole-patient” approach to the 
treatment of substance use disorders. (SAMHSA) 
Peer Recovery/Peer Support Specialists: Peer support workers are people who have been 
successful in the recovery process who help others experiencing similar situations.
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