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Needs Assessment and Priority Setting 
A. Introduction/Background Information 

Include a summary of the geographical areas addressed in this needs assessment, 

including community culture and history. 

 
Demographics of the target population of the rural service area 
Iowa has a population of 3,145,711 persons in 99 counties with a rural population of 1,270,833 (RHIhub, 
2017). 1 There are 21 counties in Iowa that have opioid overdose death rates of 3.59 to 7.07, highest 
rates in the state (UI, 2017). 2 Within those counties, the average percent living below poverty line is 11.77 
3 and 1.94 are estimated to be unemployed 4(Census, 2018; Iowa Workforce Development, 2018). Most 
of the population have health insurance and are between the ages of 18 and 65 years old. See tables 
below for detail on state and target population demographics. The unemployment rate was cited from the 
2018 Iowa Workforce Development 4, and all other demographic data are from the 2018 Census 3. 

 
Demographics and health status of the target population 
 
Figure 1 presents the map of the 21 target counties (highlighted in red). 
 
Figure 1. Iowa Opioid Use Disorder Consortium Target Population 

 
 
 
Demographics of target counties 
As described in Table 1, Jefferson (92.7%), Louisa (92.1%) and Wayne (92.6%) counties have lower 
rates of health insurance coverage, compared with the Iowa State average (94.5%). In general, target 
counties have higher poverty rates, and counties like Appanoose (16.9%), Wayne (16.6%) and Webster 
(15.0%) have significantly high poverty rates, compared to the state average (10.7%). Unemployment 
rates are low in Iowa (1.9%) and the target counties (1.9%), and counties like Appanoose (2.6%), Des 
Moines (2.7%) and Union (2.4%) have higher unemployment rates.  
 
 
 
 



  

Table 1: Demographics by target county 
 

County Persons with health 
insurance, under age 65 
years, percentage 

Persons in poverty, 
percentage 

Unemployment Rate 

Iowa Average 94.5 10.7 1.9 

Average of 21 
target 
counties 

94.7 11.8 1.9 

Adair  95.5 10.2 1.7 

Appanoose  94.2 16.9 2.6 

Clarke  94.4 11.0 2.1 

Clayton  93.7 9.6 2.1 

Des Moines  95.2 13.5 2.7 

Greene  94.8 10.4 1.5 

Harrison  95.0 10.0 1.4 

Jackson  94.8 11.7 1.8 

Jasper  96.1 9.0 2.1 

Jefferson  92.7 14.0 2.1 

Louisa  92.1 9.9 2.1 

Lucas  94.7 13.6 1.3 

Mahaska  95.6 13.0 1.7 

Marion  96.2 7.9 1.6 

Mills  95.9 9.2 1.6 

Montgomery  94.0 12.5 1.9 

Sac  94.7 10.1 1.5 

Shelby  95.3 8.4 1.5 

Union  95.1 14.0 2.7 

Wayne  92.6 16.6 2.3 

Webster  95.0 15.0 2.4 

 
As described in Table 2, all target counties have higher percentages of persons 65 years and over than 
the state average. In other words, the target rural counties have more senior residents.  
 
Table 2: Age by target rural county 

County Persons under 
5 years, 
percent 

Persons under 
18 years, 
percent 

Persons 18 - 65 
years, percent  

Persons 65 
years and 
over, percent 

Iowa Average 6.3 23.3 51.3 16.7 

Average of 21 
target counties 

5.9 22.5 51.2 20.3 

Adair  5.1 21.4 51.2 22.3 

Appanoose  5.8 22.0 49.7 22.5 

Clarke  7.2 25.3 49.3 18.2 

Clayton  5.6 21.4 50.1 22.9 



  

Des Moines  6.0 22.6 51.2 20.2 

Greene  6.2 23.1 48.9 21.8 

Harrison  6.1 23.1 51.2 19.6 

Jackson  5.7 22.4 51.2 20.7 

Jasper  5.8 22.5 52.7 19.0 

Jefferson  4.4 15.6 58.6 21.4 

Louisa  6.1 22.8 53.4 17.7 

Lucas  5.7 22.3 50.4 21.6 

Mahaska  6.8 24.3 51.2 17.7 

Marion  5.8 23.7 52.9 17.6 

Mills  5.7 23.7 52.7 17.9 

Montgomery  6.0 22.6 50.2 21.2 

Sac  6.0 22.3 48.9 22.8 

Shelby  5.2 22.6 49.8 22.4 

Union  5.5 22.4 52.2 19.9 

Wayne  7.3 25.4 45.9 21.4 

Webster  5.9 21.7 54.3 18.1 

Data Resource: United States Census Bureau. 
https://www.census.gov/quickfacts/fact/table/IA/AGE135218  
 
As shown in Table 3 below, in general, most of the residents in Iowa (state average 85.7%) and the 21 
target counties (county average 92.7%) are white alone, not Hispanic or Latino. Clarke (14.3%) and 
Louisa (15.9) counties have significantly more Hispanic or Latino, and Jefferson county has significantly 
more Asian (13.2%). This indicates culturally appropriate interventions should be considered and 
community input is necessary. 
 
Table 3: Race/ethnicity by target rural county 

County White  Black or 
African 
American 

American 
Indian and 
Alaska 
Native  

Asian  Native 
Hawaiian 
and 
Other 
Pacific 
Islander  

Two 
or 
More 
Races 

Hispanic 
or 
Latino 

White 
alone, 
not 
Hispanic 
or 
Latino 

Iowa 
Average 

91.1 3.80 0.50 2.60 0.10 1.90 6.00 85.7 

Average of 
21 target 
counties 

95.5 1.37 0.39 1.40 0.13 1.30 3.77 92.1 

Adair  97.8 0.60 0.20 0.40 0.10 0.90 1.90 96.2 

Appanoose  96.8 0.80 0.30 0.70 0.10 1.40 1.90 95.2 

Clarke  95.8 1.10 1.00 0.70 0.10 1.30 14.3 82.8 

Clayton  97.8 0.80 0.20 0.30 0.10 0.90 1.90 96.1 

Des Moines  90.0 5.90 0.30 1.00 0.10 2.70 3.10 87.4 

Greene  97.1 0.50 0.50 0.60 0.10 1.20 3.00 94.4 

Harrison  97.8 0.40 0.40 0.30 0.00 1.10 1.80 96.2 

Jackson  96.5 0.80 0.30 0.40 0.70 1.30 1.50 95.3 

https://www.census.gov/quickfacts/fact/table/IA/AGE135218


  

Jasper  95.5 2.20 0.40 0.70 0.10 1.20 2.20 93.6 

Jefferson  82.4 2.40 0.30 13.2 0.00 1.70 2.90 79.9 

Louisa  93.3 1.00 0.40 3.70 0.10 1.40 15.9 78.4 

Lucas  98.0 0.40 0.30 0.30 0.10 0.90 2.00 96.4 

Mahaska  95.0 1.70 0.40 1.50 0.10 1.30 2.10 93.2 

Marion  96.3 0.80 0.20 1.40 0.10 1.20 2.00 94.6 

Mills  97.0 0.70 0.60 0.40 0.10 1.20 3.10 94.2 

Montgomery  97.3 0.60 0.50 0.40 0.10 1.10 4.10 93.4 

Sac  97.8 0.40 0.20 0.40 0.10 1.20 3.00 95.1 

Shelby  96.7 1.30 0.50 0.50 0.10 1.00 3.20 94.3 

Union  96.6 1.20 0.50 0.70 0.00 1.00 2.90 94.1 

Wayne  97.5 0.50 0.20 0.50 0.10 1.20 1.60 96.1 

Webster  91.4 4.60 0.50 1.30 0.10 2.10 4.80 87.2 

 
General health status of the residents of the target rural counties 
Table 4 presents selected health and risk behavior indicators from the 2013-2015 Iowa Behavioral Risk 
Factors Surveillance System (BRFSS) by target county. In general, our target counties have more 
residents with worse general health, more residents with chronic mental health stress, and a higher 
percentage of smokers. Counties with indicators that were significantly worse than the state average 
and the average of 21 target counties were highlighted in blue. 
 
Table 4. Selected general health data indicators by county 

Location % of population 
with good or 
better health 

 

% reported 
having 
chronic 
mental 
health 
stress 

% of adults 
that currently 

smoke 

% of adults 
that are 
binge 

drinkers 

% of adults 
that are 
heave 

drinkers 

Iowa State 
Average 

85.1 
8.12 

18.5 19.2 5.6 

Average of 21 
target counties 

82.3 
9.22 

20.8 17.7 5.4 

Adair 92.5 10.2 11.1 12.8 6.9 

Appanoose 78.4 10.3 24.1 14.6 2.0 

Clarke 78.6 13.6 25.5 21.7 5.1 

Clayton 89.9 5.0 15.5 21.5 2.9 

Des Moines 85.0 9.3 21.6 21.2 3.8 

Greene 79.6 12.7 18.5 23.8 8.4 

Harrison 77.9 7.2 23.7 23.5 2.9 

Jackson 86.9 7.0 14.3 28.1 9.6 

Jasper 82.2 11.0 23.4 18.1 5.6 

Jefferson 84.1 8.0 12.7 11.3 3.0 

Louisa 79.4 6.6 19.5 18.2 6.5 

Lucas 69.8 9.3 29.9 14.1 13.2 

Mahaska 83.6 10.6 29.3 7.3 2.6 

Marion 86.4 10.4 18.6 16.2 3.9 



  

Mills 78.2 8.0 21.9 12.8 4.9 

Montgomery 79.8 12.4 22.5 14.1 8.2 

Sac 88.6 6.6 10.4 16.7 4.6 

Shelby 89.1 12.0 16.3 19.0 7.0 

Union 79.7 9.8 24.8 25.3 5.2 

Wayne 76.0 2.9 28.1 9.8 1.8 

Webster 83.7 10.9 24.7 21.8 4.7 

Data source: Iowa BRFSS 2013-2015. Chronic mental health stress was defined as having 15 or more 
bad mental health days in the past 30 days. 
 
Based on the BRFSS, all 99 counties in Iowa developed their Community Health Needs Assessment 
and Health Improvement Plans. Among the 21 target counties, 19 counties identified mental health or 
substance misuse or addictive behavior as the county health priority.   
 

B. Vision/Mission/Planning Values 

Example of your values may include transparency, community input, equity, and data-

informed processes. 

The Iowa Opioid Use Disorder Consortium as identified the following goals and objectives: 

Mission:  To reduce the morbidity and mortality related to opioid use disorder in rural Iowa. 

1. Goal: Convene statewide leaders who have an impact on prevention, treatment, and 
recovery related to the opioid crisis in rural Iowa. 

Objective: To identify current initiatives and identify gaps in OUD prevention, treatment, 
and recovery services in the twenty-one identified Iowa counties.  
Objective: To create solutions to gaps identified in OUD prevention, treatment, and 
recovery services in the twenty-one identified Iowa counties. 

2. Goal: Create a statewide strategic plan to address OUD prevention, treatment, and 
recovery. 

Objective: Establish a living document with a plan to improve OUD prevent, treatment, and 
recovery services in the twenty-one identified counties. 

3. Goal: Establish a sustainable model to address OUD prevention, treatment, and recovery.  
Objective: Utilizing the collective knowledge of the convened statewide leaders to create a 
sustainability and workforce plan.  

 



  

 

The Consortium is committed to several different values and practices to make for a strong, cohesive 

group including effective collaboration, providing best practices, avoiding duplication, combining efforts, 

aligning messages, and co-promoting services for the identified counties. 

Additionally, the Consortium is taking a data driven, community-focused approach to identifying and 

developing necessary resources for the identified counties. 

C. Needs Assessment Methodologies  

Include strategies for collection and use of quantitative and qualitative data.  

Quantitative data was collected utilizing currently available information from members of the Iowa 

Opioid Use Disorder Consortium Leadership Board.  Additionally, prescription drug monitoring plan data 

was able to be collected from the Iowa Board of Pharmacy regarding opioid prescribing and patient 

receipt behaviors. 

This data can provide insight into several different population health related areas including prevalence 

of opioid use disorder and other related factors, benchmarks for prescribing behaviors/patterns, gaps 

and demand for different services, and impact of opioid use disorder on the identified counties. 

Qualitative data was collected via a broad needs assessment/gap analysis survey completed by 

Consortium members.  This survey and additional topics were discussed at the initial Iowa Opioid Use 

Disorder Consortium meeting held on 10/29/19.  The data was recorded and transcribed via written 

minutes.  The Consortium is representative of the identified rural counties and discussed several topics 

at the meeting including appropriate data collection and reporting, education and training, gaps in care 

services (in particular medication assisted treatment), improving care coordination, untapped resources, 



  

law enforcement involvement, stigma, social determinates of health, and collaborating with patients and 

patient advocates for personal stories of improvement. 

D. Overview of Results/Findings  

a. Assess findings for populations of focus, including a summary of quantitative and 

qualitative data from the perspective of prevention, treatment, and/or recovery. 

Identify prevalence and severity of needs, as well as impact on and demand for 

services. Summarize relevant context and conditions affecting populations of focus. 

Opioid Use Disorder among the residents of the target rural counties 

Target counties have the highest rates of opioid related mortality in the state. Data are inconclusive 

regarding prevalence of overdoses and use disorder. This could be from claims data limitations and 

ICD-10 coding errors. According to a study performed by the Iowa Healthcare Collaborative, persons 

aged 18-39 had the highest prevalence of opioid related adverse events in the hospital setting from Q4-

2015 to Q2-2018. 5 The target service area population has 51.24 % aged 18-65 years. 3 The consortium 

will consider how to best address the needs of this population as they are most at risk as identified in 

this analysis. 

Table 5. Breakdown of opioid use 

Indicator Iowa National Target Population and 

service area  

Prevalence and/or incidence rate 

of OUD  

1.283a 8-12 b 1.588 a 

Prevalence and/or incidence rate 

of opioid overdoses  

0.097 a 14.71 per 

100,000 c 

0.140 a 

Opioid overdose mortality rate  6.2 d 13.3 d 3.59 – 7.07 a 
a Rates for prevalence were calculated using Iowa Statewide Inpatient/Outpatient Claims data 5. Data are limited. 
Transition between ICD-9 to ICD-10 reduced the amount of claims codes associated with OUD and overdose.  
b Data from Opioid Overdose Crisis, National Institute on Drug Abuse. 6  
c Data from Drug Overdose Deaths, Centers for Disease Control and Prevention. 7 
d Data from Opioid Overdose Death Rates and All Drug Overdose Death Rates per 100,000 Population (Age-
Adjusted), 2016. Kaiser Family Foundation 8 

 
As shown in Figure 2, among the target rural counties, Des Moines and Jasper had more opioid related 

deaths between 2015-2017. 

As shown in Figure 3, in 2017, there were 206 overdose deaths involving opioids in Iowa—a rate of 6.9 

deaths per 100,000 persons compared to the average national rate of 14.6 deaths per 100,000 persons. 

The greatest rise occurred among heroin-involved deaths which more than quadrupled from 14 deaths 

in 2012 to 61 deaths in 2017.  Deaths involving synthetic opioids other than methadone (mainly 

fentanyl), rose threefold from 29 cases in 2011 to 92 cases in 2017. Since 1999, prescription opioid-



  

involved deaths steadily rose to a peak of 132 in 2012, but since then, they have declined by 20% to 

104 cases in 2017. 

As shown in Figure 4 and Figure 5, among the 21 target rural counties, Appanoose and Des Moines 

have more opioid related hospitalization, between 2014-2017; and Appanoose, Clarke, Des Moines, 

Lucas, Montgomery, Union have more opioid prescriptions per 100 residents.  

 

Figure 2. Opioid Related Deaths by County of Residence, 2015-2017 

 

 

 

 

 

 



  

Figure 3:  Opioid related overdose deaths in Iowa (CDC WONDER) 

 

 

Figure 4: Opioid related hospitalizations rates per 100,000 persons by county of residence, 2014-

2017 

 

 



  

Figure 5. Iowa Prescription Monitoring Program (PMP) opioid prescriptions per 100 in 2018 by 

county of residence 

 

 

 

 

 

 

 

 

 

 



  

Figure 6:  Overdose deaths involving prescription opioids and opioid prescribing rate in Iowa 
(CDC and CDC WONDER) 

 

Figure 7:  The 3 waves of opioid overdose deaths 

 

 

As shown in Figures 6 and 7, In 2017, Iowa providers wrote 56.4 opioid prescriptions for every 100 

persons.  The average U.S. rate in the same year was 58.7 prescriptions per 100 persons.  The rate of 



  

overdose deaths involving opioid prescriptions has not significantly risen in the past few years with 3.4 

deaths per 100,000 persons reported in 2017.  This puts Iowa in the context of the three waves of opioid 

overdose deaths while being removed from the national trend of heroin and fentanyl overtaking 

prescription drug overdoses. 

There is clearly a need and demand for services in the targeted counties.  However, several barriers 

were identified during the Consortium meeting for OUD prevention, treatment, and recovery with the two 

major contributing factors including stigma associated with all facets of OUD and social determinants of 

health such as transportation, housing, education, and economic security. 

Additionally, the Consortium want to ensure that federal and state associated funding or resources is 

reaching rural communities. 

 

b. Assess findings for service systems, including summary of existing efforts for 
prevention, treatment, and recovery; availability and access to care; assets and 
opportunities; and gaps and constraints. Estimate prevalence of and demand for 
OUD services. Identify existing and possible federal, state, and local resources that 
can be leveraged.  
 

 
Overview of existing OUD treatment programs and services, and gaps in services in target rural service 
area  
 
There are eight opioid treatment programs in Iowa: 

1. Cedar Rapids Treatment Center – Linn County 
2. UCS Healthcare – Marion County* 
3. UCS Healthcare – Polk County (2 locations) 
4. Covert Action – Polk County 
5. Center for Behavioral Health – Polk County 
6. Center for Behavioral Health – Scott County 
7. Center for Behavioral Health – Woodbury County  

 
There are 11 medication units in Iowa which is a facility established as part of, but 
geographically separate from, an opioid treatment program, from which licensed private 
practitioners or community pharmacists dispense or administer an opioid agonist treatment 
medication or collect samples for drug testing or analysis:  

1. Pathways – Blackhawk County 
2. Zion – Cass County 
3. New Opportunities – Carroll County 
4. Crossroads Behavioral Health – Clarke* 
5. Area Substance Abuse Council – Clinton County 
6. Alcohol and Drug Dependency Services – Lee County 
7. Area Substance Abuse Council – Linn County 
8. Community and Family Resources – Story County 
9. SIEDA Community Action– Wapello County 
10. Community and Family Resources – Webster County* 
11. Northeast Iowa Behavioral Health – Winneshiek County 

*Denotes targeted county 



  

 
In 2015, Iowa had five outpatient treatment programs (OTP), with a combined total of eight locations in 
six counties. Since that time, Iowa has increased the number of OTPs, including satellite “Medication 
Unit” locations, to 19 locations in 15 counties with three being in targeted rural counties.  There plans to 
open additional medication units in 2020. 
 
Iowa increased the number of buprenorphine waivered providers from 31 in 2015 to 161 in 2019. 
However, only one targeted rural county has a local buprenorphine waivered provider.  There are 
several in adjacent counties.  Iowa has seen a significant increase in the availability of MAT services 
statewide, including in previously underserved areas of the state. That increase is due in part to the 
addition of Nurse Practitioners and Physician Assistants to the list of eligible prescribers and to the 
implementation of Medication Units. UCS Healthcare has established several medication units across 
the state of Iowa to provide better access to MAT over the last two years and have two more soon to 
open with plans to continue expansion.  
 
The Iowa Department of Public Health’s (IDPH) State Targeted Response (STR) federal grant has 
played a valuable role in expanding MAT. Through STR grant activities, including community needs 
assessments and strategic planning, 16 of the 23 local programs in IDPH’s treatment provider network 
used STR funding to enhance or expand MAT services. In the first year of the STR grant, 118 more 
Iowans received MAT as part of their treatment experience than in the previous year. 
 
With federal grant funding from 2012-2017, IDPH led SBIRT Iowa - Screening, Brief Intervention and 
Referral to Treatment which helps Iowans who may be at risk for excessive alcohol and substance use. 
The SBIRT process continues across the state including targeted counties. 
 
Table 6: OUD Workforce in Target Rural Areas  

County Number of MAT 
Providers 

Number of Controlled 
Substance Disposal Sites 

Number of Pharmacies participating in 
Statewide Naloxone Standing Order 

Adair 0 2 1 

Appanoose 0 1 0 

Clarke 0 2 0 

Clayton 0 2 1 

Des Moines 0 1 0 

Greene 0 1 0 

Harrison 0 2 0 

Jackson 0 4 0 

Jasper 0 2 0 

Jefferson 0 1 0 

Louisa 0 1 0 

Lucas 0 1 0 

Mahaska 0 1 0 

Marion 0 1 1 

Mills 0 1 0 

Montgomery 0 1 0 

Sac 0 1 0 

Shelby 0 1 0 

Union 0 1 0 

Wayne 0 1 0 

Webster 1 3 0 

 



  

It is worth noting that only 4.5% (n=9) of clients that used Medication Assistant Treatment in Iowa 
resided in rural counties of Iowa (Aug 2015 – July 2017), even though Iowa has 61 rural counties, 
according to the  Medication Assisted Treatment - Prescription Drug and Opioid Addiction, MAT Iowa. 
Year Two Biannual Evaluation Report. This indicates that great efforts are needed to engage residents 
of rural counties and fulfill needs of rural residents. 
 
As shown in Table 7, residents of Lucas and Sac counties must travel over 30 miles to receive opioid 
misuse treatments in addition to mental health and substance misuse treatment. For mental health (-
0.43) and substance misuse treatments (-0.57), moderately high correlation were observed between 
travel distance to treatment and number of treatments received – meaning greater distance to 
treatment was negatively associated with number of treatments received. This indicates that increasing 
geographical access to mental health and substance misuse treatment may help residents seek or 
follow up needed treatments.  
 
Table 7: Counts of hospital treatments of mental health, opioid misuse, substance misuse, and 
travel distance to treatment by county 
 

County Opioid 
Opioid Per 1,000 
population 

Opioid Avg 
Distance 

Records of 
any 
treatment 

Avg. 
Distance for 
any 
treatment 

Adair 3 0.43 32.90 1851 23.63 

Appanoose 18 1.46 32.51 5428 21.15 

Clarke 8 0.85 15.00 3245 16.79 

Clayton 12 0.68 39.43 4315 25.44 

Des Moines 68 1.73 19.91 19314 11.91 

Greene 9 1.00 40.86 3360 19.28 

Harrison 28 1.98 14.74 3131 15.06 

Jackson 16 0.83 20.87 6121 22.58 

Jasper 56 1.51 24.57 11232 16.23 

Jefferson 24 1.30 25.15 5790 16.70 

Louisa 6 0.54 35.89 4040 26.80 

Lucas 14 1.64 62.16 2885 34.39 

Mahaska 23 1.03 26.55 7285 14.28 

Marion 59 1.78 16.91 10203 14.45 

Mills 9 0.60 17.99 2317 17.65 

Montgomery 15 1.48 24.41 3920 7.91 

Sac 12 1.22 34.38 3128 20.82 

Shelby 10 0.86 12.11 3564 11.20 

Union 11 0.88 21.11 4580 13.72 

Wayne 11 1.70 27.60 2287 20.06 

Webster 35 0.96 21.05 12781 15.98 

21 County 
Average 21 1.16 26.96 5751 18.38 

Correlation between distance to treatment and 
number of treatments -0.02  -0.37 

Data Source: Iowa State Inpatient and Outpatient Database, for treatments in January-June 2019 only, 

Average distances to treatment are highlighted in blue if the distance is larger than 30 miles each way. 

 



  

 
 
Routes between home and the treatment hospital were analyzed using zip code data. As shown in 
figure 8, 9, and 10, Significant portions of treatments were performed outside of target countries and 
were in metropolitan areas. Therefore, this is a need to increase access to healthcare treatments in the 
21 counties. It is also important to work with healthcare providers that locate outside of target counties, 
yet serve significant number of residents from target counties, in order to improve the quality of care 
provided for mental health, substance misuse, and opioid misuse. 
 
Figure 8. Routes between home and the treatment hospital for residents in 21 counties for 
mental health treatments 

 
Data source: Iowa State Inpatient and Outpatient Database, for treatments in January-June 2019 only. 
Each line represents 50 or more trips. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  

 
Figure 9. Routes between home and the treatment hospital for residents in 21 counties for 
substance misuse treatments 

 
Data source: Iowa State Inpatient and Outpatient Database, for treatments in January-June 2019 only. 
Each line represents 50 or more trips. 
 
Figure 10. Routes between home and the treatment hospital for residents in 21 counties for 
opioid misuse treatments 

 
Data source: Iowa State Inpatient and Outpatient Database, for treatments in January-June 2019 only. 
Each line represents two or more trips. 
 
 
 
 



  

 
 
Prevention and Recovery Resources 
There are few devoted prevention and recovery resources in the targeted rural counties.  As discussed 
at the initial Consortium meeting there are several gaps and needs necessary for prevention and 
recovery resources mostly related to social determinants of health issues such as lack of transportation 
and stigma.   
 
Although, Iowa has a controlled substance disposal sites in all 99 counties, most of the target counties 
only have one or two sites can make it more challenging for patients to properly dispose of their 
medications. There is a need for education and greater emphasis on safe storage and proper disposal 
of opioid medications. 
 
Iowa allows pharmacists to dispense naloxone, the overdose reversal agent, without a prescription 
through a statewide standing order and statewide protocol. However, it unknown at this time how 
pharmacists are actually participating. It is evident that there are areas for improvement in expanding 
services to address OUD in the targeted rural counties to better provide care for patients in rural parts 
of Iowa.  
 
There is a need for initiatives in schools involving students advocating for abstention of drugs/alcohol 
along with education from students.  There is a need for more family involvement and peer support for 
prevention, treatment, and recovery. Additionally, there is a general lack of education around 
appropriate harm reduction practices as well. 
 
There are needs in both primary care and mental health providers in the targeted rural counties. Gaps 
in receiving medical care are presented in Table 8, using selected indicators from the Iowa BRFSS 
2013-2015 data. In general, compared to the state average, target counties have more residents that 
skipped needed medical care due to cost, and more residents that haven’t had regular health providers 
for more than two years. Counties with indicators that are significantly different from the state or target 
county averages are highlighted in blue. 
 
Table 8: Gaps in receiving general medical care 

Location % not having a 
regular health 

provider 

% skipped 
needed 

medical care 
due to cost 

% haven’t had 
a routine 

checkup for 5 
or more years 

% haven’t had a 
routine checkup for 
more than 2 years 
(less than 5 years) 

Iowa State Average 17.1 8.8 9.4 8.4 

Average of 21 target 
counties 

16.5 9.9 13.7 10.1 

Adair 10.1 3.7 8.7 19.2 

Appanoose 18.7 13.9 15.3 6.8 

Clarke 20.6 14.2 15.2 9.4 

Clayton 18.5 5.5 12.5 10.1 

Des Moines 21.6 10.6 10.7 8.4 

Greene 17.4 12.6 19.8 7.0 

Harrison 13.2 14.6 7.3 1.8 

Jackson 16.5 9.6 6.8 16.6 

Jasper 18.3 10.6 8.5 12.1 

Jefferson 26.4 8.2 15.9 8.8 



  

Louisa 20.7 8.0 10.7 2.5 

Lucas 15.7 20.1 5.3 5.9 

Mahaska 20.1 9.6 10.6 8.4 

Marion 12.0 6.5 4.8 5.5 

Mills 11.8 5.4 4.8 7.8 

Montgomery 14.3 6.7 11.3 3.9 

Sac 8.3 8.4 8.6 5.2 

Shelby 9.6 7.5 10.9 7.1 

Union 22.6 12.6 11.8 1.7 

Wayne 12.9 10.3 4.2 9.7 

Webster 18.3 10.1 10.3 8.6 

Data Source: Iowa BRFSS 2013-2015 
 

There is clearly a need and demand for services in the targeted counties.  However, several barriers 

were identified during the Consortium meeting for OUD prevention, treatment, and recovery with the 

two major contributing factors including stigma associated with all facets of OUD and social 

determinants of health such as transportation, housing, education, and economic security. 

Federal, State and Local Resources 

There are several federal/state resources and grants that can be leveraged to assist in the prevention, 

treatment, and recovery of OUD in the targeted counties. 

Several grants led by the Iowa Department of Public Health (IDPH) are currently in progress to help 

combat OUD statewide.  These are funded federally but administered via the state. Funding is 

available to the targeted counties. 

IDPH Opioid-Related Grants 
 
1. Strategic Prevention Framework for Prescription Drugs (SAMHSA Grant) $371,616 annually          

Project Period: September 2016-August 2021 
 
IDPH was awarded a SAMHSA Strategic Prevention Framework – Prescription Drugs Grant (SPF-
Rx) in September 2016.  The 5-year grant directs $371,616 per year to reduce prescription drug 
disparities, reduce use, and reduce consequences of prescription drugs (including overdose). This 
project focuses on primary and secondary approaches aimed at preventing/reversing prescription 
drug misuse by youth and young adults. The project also will target traditionally underserved 
groups including racial and ethnic minorities as well as and LGBTQ communities.  

 

2. State Opioid Response Grant (SAMHSA Grant) $6.7M in Year One/$4.4M in Year Two 
Project Period: October 2018-September 2020 
 
IDPH was awarded the SAMHSA State Opioid Response (SOR) Grant in October 2018. This 2-
year grant aims to address the opioid crisis by: 

• Increasing access to medication-assisted treatment using the three FDA-approved 
medications for the treatment of opioid use disorder 

• Reducing unmet treatment need 



  

• Reducing opioid overdose related deaths through the provision of prevention, treatment 
and recovery activities for opioid use disorder (including prescription opioids, heroin and 
illicit fentanyl and fentanyl analogs) 

 
3. Prevention of Opioid Misuse in Women (OWH Grant) $100,000 annually  

Project Period: July 2017-June 2020 
 
IDPH was awarded the Office of Women’s Health Prevention of Opioid Misuse in Women Grant 
(POMW) in July 2017. The 3-year grant directs $100,000 per year to expand prevention strategies 
that support the decrease of opioid misuse in women. IDPH will expand prevention strategies through 
two approaches:  

• Providing Screening, Brief Intervention, and Referral to Treatment (SBIRT) training to a 
range of professionals (domestic violence advocates, health professionals, social 
workers) who provide services to women 

• Developing and implementing a digital media campaign to increase awareness about 
the risks of opioid misuse for women 

 
4. Opioid Overdose Crisis Cooperative Agreement for Emergency Response (CDC) $2.2M 

Project Period: September 2018-March 2020  
 

IDPH was awarded the CDC Opioid Overdose Crisis Cooperative Agreement for Emergency 
Response Grant in September 2018. This one-year grant directs IDPH in activities designed to 
strengthen the states response within the six domains listed below: 

• Incident Management For Early Crisis Response 

• Jurisdictional Recovery 

• Biosurveillance 

• Information Management 

• Countermeasures and Mitigation 

• Surge Management 
 

5. First Responders Comprehensive Addiction and Recovery Act (SAMHSA Grant): $786,898 
annually 
Project Period: October 2018-September 2022 
 
IDPH was awarded the First Responders Comprehensive Addiction and Recovery Act Grant in 
October 2018. The purpose of this 4-year grant is to allow first responders and members of other 
key community sectors to administer naloxone for emergency treatment of known or suspected 
opioid overdose. Recipients will be expected to: 

• Train and provide resources to first responders and members of other key community 
sectors at the state, tribal, and local governmental levels on carrying and administering 
naloxone for known or suspected opioid overdose.  

• Establish processes, protocols, mechanisms for referral to appropriate treatment and 
recovery communities, and safety around fentanyl, carfentanyl, and other dangerous licit 
and illicit drugs. 
 

6. Substance Abuse Block Grant (SAMHSA Grant): $13.1M annually 
Project Period: October 2018-September 2019/Recurring  
This funding supports the delivery of the State of Iowa’s comprehensive substance use disorder 
and problem gambling prevention and treatment services. In addition to prevention efforts, through 
the Bureau of Substance Abuse Integrated Provider Network, specific subsidized treatment 
services are provided, which include: 



  

• Outpatient/Intensive Outpatient 

• Adult/Juvenile Residential 

• Women and Children 

• Methadone  
 

7. Overdose Data to Action (CDC grant): 2.6M/year for three years  
Project Period: September 2019-August 2022 
The Overdose Data to Action (OD2A) Grant will provide high quality, comprehensive, and timely 
data on overdose morbidity and mortality to better understand the drug overdose crisis in Iowa and 
to inform more effective prevention activities. 

 
Other Opioid-Related Grants in Iowa 

 
1. Bureau of Justice Administration Comprehensive Opioid Abuse Site-Based Program: Office 

of Drug Control Policy; $464,000 
 

2. HRSA RCORP (Rural Community Opioid Response Planning): Iowa Healthcare Collaborative; 
$200,000 

 
3. MAT-PDOA (Medication-Assisted Treatment – Prescription Drug and Opioid Addiction): 

University of Iowa; $524,670 
 
4. HRSA Behavioral Health Workforce Education and Training Program:  University of Iowa 

College of Education; $1.3M 
 

5. Rural Opioids Technical Assistance: Iowa State University; $550,000 
 

6. Rural Opioids Technical Assistance: Iowa State University; $1.1M 
 
7. SUD-MH Expanding Access to Quality SUD and MH Services: Community Health Centers 

(FQHCs); $3,194,500 
 

 
To the Consortium’s knowledge, there has been no participation in the NHSC Substance Use Disorder 
Workforce Loan Repayment Program. 
 
As there are many other groups providing OUD related resources, the Coalition is aware to report, 
share, and align resources to avoid duplication of efforts when necessary.  In addition, more reporting 
needs to be done to ensure resources are reaching the targeted communities.  
 
There are few local, community resources identified that are devoted to the prevention, treatment, and 
recovery of OUD in the targeted counties.  As shown in Table 9, counties have identified health 
priorities related to mental health and substance abuse which are developed by local public health 
departments and health-systems.  
 
 
 
 
 
 
 



  

Table 9. Summary of county health priority, objective, and progress, regarding mental health 
and substance misuse disorder 
 
 

County 
Mental Health 
Priority Objective SUD Priority Objective 

Adair Mental Health 

Reduce the 
number of youth 
in Adair County 
who have a 
feeling of 
worthlessness 
some of the time 
or greater from 
25% to 20% Binge Drinking   

Appanoose 
Access to Mental 
Health Services       

Clarke 
Health Care 
Workforce 

Increase usage 
of the mental 
health crisis 
hotline toll free 
number by 25% 
by 1/1/2017 

Addictive 
Behavior   

Clayton Mental Health       

Des Moines Mental 
Health/Substance 
Abuse 

By 2020, we will 
increase the 
education about 
Mental Health 
and Substance 
Abuse services 
to the citizens of 
Des Moines 
County 

Mental 
Health/Substance 
Abuse 

By 2020, we will 
increase the 
education about 
Mental Health and 
Substance Abuse 
services to the 
citizens of Des 
Moines County 

    

Unhealthy 
behaviors - 
smoking, 
drinking, food   

Greene 
Access to Mental 
Health Services 

By 2016, at least 
one member of 
the Greene 
County Medical 
Center Public 
Health will 
actively engage 
with the Greene 
County Mental 
Health Coalition 

Substance abuse 
(alcohol and 
marijuana) in 
youth, 8th-11th 
grades 

By 2021, the 
incidence of binge 
drinking in 11th 
graders in Greene 
County will 
decrease by 5% 

Harrison Mental Health   

Substance Abuse 
(Including Alcohol 
& Drugs)   



  

Jackson Jackson County 
will have a 
Behavioral Health 
24 hour crisis 
line, and 
residents will be 
informed 

By January 1, 
2021 Eastern 
Iowa MHDS 
Region and 
partners will 
establish a 24 
hour crisis hotline 
that will be 
available to all 
residents, and 
information will 
be disseminated 
through out the 
county 

Decrease under 
age drinking in 
Jackson County 

Increase Jackson 
county's 11 th 
graders' response 
to the question on 
the Iowa Youth 
survey "I have not 
used alcohol in the 
past 30 days" by 
5% above the 2014 
survey by 2020 

Suicide       

Jasper Mental Health 

Increase 
availability of 
qualified local 
providers in the 
community for 
assessment and 
treating crisis 
mental illness 
from zero to at 
least one 
provider option Substance Abuse 

Reduce over 
prescription and 
utilization of opioid 
medications 

Jefferson Mental Health       

Louisa         

Lucas 

Access to mental 
health services in 
Lucas County 
and increase 
awareness of 
mental health 
issues and s/sx. 

Increase the 
awareness of 
signs and 
symptoms of and 
treatment for 
mental health 
issues for 
middle-school 
and high-school 
aged children in 
Lucas County, as 
well as the adult 
population     

Mental Health 
Providers 

Recruit and 
retain quality 
mental health 
professionals in 
Lucas County     

Mahaska Mental Health   
Alcohol and 
Drugs   

Marion Mental Health   
Substance abuse 
alcohol/drugs   

Suicide       



  

Mills Crisis Care 

Increase the 
availability of 
mental health 
crisis care for 
Mills County 
residents by 
100%.  2016 
inventory of local 
services 
indicates 3 local 
counselors and 0 
crisis beds in 
county     

Montgomery         

Sac Mental Health   

Underage 
drinking/Youth 
Binge drinking   

Shelby 
Improve 
community 
support, 
community 
awareness, 
community 
resources, and 
access to mental 
health services in 
Shelby County 

By 2017, develop 
plans for one 
community 
mental health 
support group in 
Shelby County 

Decrease alcohol 
and other drug 
use in Shelby 
County among 
teens and adults 

By 2021, reduce the 
percentage of 
reported alcohol use 
by 11th grade 
students to 20% as 
measured by the 
Iowa Youth Survey 

By 2018, 
complete two 
educational 
campaigns to the 
community on 
the availability of 
behavioral health 
services and 
available 
employee 
assistance 
programs in 
Shelby County     

Prevent and 
reduce suicide in 
Shelby County       

Union 

Mental Illness 

Increase the 
number of 
psychiatrists in 
Union County by 
2017 

Drug and Alcohol 
Addiction   

Suicide       

Wayne 

Mental Health 
services are 
limited in 
availability to all 
ages of Wayne 
County's 
population   

Alcohol and 
Drugs use is 
prevalent among 
teens and older 
adults   



  

Webster Mental Health 

Increase the 
proportion of 
person's with 
mental health 
issues receiving 
mental health 
services. 
(developmental 
objective)     

 
 

c. Assess findings for workforce, including assessment of available relevant workforce, 

areas of workforce shortage, necessary competencies to provide OUD services, 

estimated service demands, and gaps in the workforce. Identify proposed EBPs and 

necessary capacity building. Identify resources that can support ongoing workforce 

development.  

 
Overview of existing OUD workforce, as well as gaps in workforce within the target rural service area  
 
In Iowa, there are 82 CAHs, 178 rural health clinics, and 34 federally qualified health centers (FQHC).  
Within the target counties there are 18 CAHs, 35 rural health clinics, and 11 FQHCS. There are over 
105 clinic locations providing OUD MAT treatment statewide. Many OUD treatment centers and clinics 
are in more urban counties (is identified in the previous section), making access difficult for rural 
patients. 
 
Mental Health 
 
The State of Iowa has 8,290 mental health providers. Only 4.28% (355) of them work within our target 
service areas, and two targeted counties have no mental health providers. 10 Detailed counts of mental 
health providers by county can be found in the table below. 
 
Table 10: Number of Mental Health Providers in Target Rural Areas 

County Number of providers 

Des Moines 73 

Montgomery 6 

Webster 82 

Appanoose 8 

Jefferson 19 

Clarke 1 

Union 18 

Wayne 0 

Clayton 2 

Harrison 3 

Greene 6 

Jackson 11 

Mahaska 29 

Louisa 2 



  

Shelby 7 

Lucas 9 

Adair 0 

Jasper 36 

Sac 6 

Marion 30 

Mills 7 

 
 
 
Figure 11: Rural Healthcare Facilities in Iowa 

 
Note. The figure is cited from the Rural Health Information Hub. 1 
 
 
As shown in Table 8, there are 10 HRSA designated Mental Health Professional Shortage Area 
covering 14 out of the 21 counties. To remove the designation of shortage area (achieving a population 
to mental health provider ratio of 30,000:1), 13.2 more mental health providers are needed in the 14 
listed counties. 
 
 



  

Table 11: HRSA designated Mental Health Professional Shortage Area (HPSA-mental health) in 
Target Counties 

County 

HPSA 
Source 
Identification 
Number 

HPSA Total Full-
Time Equivalent 
Clinicians HPSA Formal Ratio 

HPSA Estimated 
Underserved 
Population 

Adair 7195665770 0 0 22701 

Clarke 7191042703 0 0 43661 

Clayton 7192865513 3.23 51585:1 69719 

Greene 7199699523 6 31118:1 6710 

Harrison 7192669795 2.01 60990:1 62289 

Jackson 7197776159 2.75 57648:1 76032 

Jasper 7191242443 6 31422:1 8531 

Jefferson 7196609671 2 31505:1 3010 

Marion 7191242443 6 31422:1 8531 

Montgomery 7194273362 0.5 90890:1 30445 

Sac 7199323989 0 0 75240 

Shelby 7199323989 0 0 75240 

Union 7191042703 0 0 43661 

Webster 7199699523 6 31118:1 6710 

 
 
As validated by the qualitative data, there was great deal of discussion about workforce gaps and 
shortages at the initial Consortium meeting.   

 
There is an identified need of additional healthcare workers in the shortage area including physicians, 

MAT providers, mental health providers – counselors, psychologists, case managers, pharmacists, and 

nurses.   Telehealth for OUD treatment and prevention could be of use, however, the extent of 

telehealth use currently is unknown.  As previously mentioned, there are services available, however, 

many non-mental health/SUD/OUD providers are unaware of how to assist patients or how patients 

can access.  A current, comprehensive reference and map of services is needed. 

 
The Coalition identified two large gaps of need for workforce development which include education and 
collaboration. 
 

1. Education & Training 

• Medication Assisted Treatment providers and access – need additional buprenorphine 
waivered prescribers and education regarding the buprenorphine waiver training (8 
hours for MD/DOs - 24 hours for NP/PAs), many providers are not comfortable with 
actively treating patients due to liability concerns, need for additional treatment support 
for patients and providers, telemedicine access and potential.  

• Role of Primary Care including the need for specific services, such as universal 
screening (e.g., SBIRT); targeted screening of vulnerable populations (e.g., pain 
patients, patients with comorbid conditions) and specific settings, such as patient-
centered medical homes (PCMHs) or primary care and behavioral health integration 
(PCBHI). 

• Additional outpatient treatment options and SBIRT implementation 



  

• Interprofessional, team-based education and practice to meet the demands of the field, 
workforce, and clients/communities. 

• PMP data and reporting 

• Mapping of Iowa prescription drug take back sites for Iowans to find nearby drop-off 
locations. 

• Naloxone education and availability  

• Recognition of OUD at schools and the workplace 

• Law enforcement roles and responsibilities  
 

 
2. Collaboration & Care Coordination 

• Patients and patient advocates to tell personal success stories 

• Prescribers including physicians, nurse practitioners, physician assistants, dentists, and 
veterinarians 

• Other mental health providers for easier referral 

• Hospice/Palliative care and chronic pain providers to ensure appropriate and adequate 
team-based care for patients with chronic pain 

• Emergency department providers to initiate MAT while the patient seeking treatment  

• Pharmacists for potential collaborative practice agreements, partial opioid prescription 
dispensing, and prescription drug take back programs 

• EMS staff and first responders 

• Law Enforcement for education, specific issues, fill voids, law enforcement drug 
education projects  

• Collaborate with other groups – Safety councils, Iowa Association of Business and 
Industry (ABI), Iowa State Association of Counties (ISAC), Iowa Alliance of Coalitions for 
Change (AC4C), National Alliance on Mental Illness (NAMI) 

• Transportation services 

d. Priority setting will inform the strategic plan. Describe the strategy for building 

concurrence within the consortium and among stakeholders for setting priorities. 

Describe priority needs, issues, feasibility, and possible strategies to address these 

priorities.  

The Coalition is committed to developing strategic priorities that are feasible and address the needs of 
the individual communities involved.  A survey will be developed and sent to consortium members to 
rank priority areas.  This survey will be utilized to develop the first draft of the strategic plan.  An 
additional Consortium meeting will be held to finalize the strategic plan. 

Priority areas that will be included on the survey will include: 

• Create centralized resources information webpage or flyer informing where and what OUD 
prevention, treatment, and recovery services are located 

• Increase number of buprenorphine waivered prescribers 

• Educate providers about medication assisted treatment and liability concerns 

• Allow medication assisted treatment to be initiated in the emergency department 

• Improve care coordination for patient with OUD 

• Increase naloxone access, education, and use 

• Engage and educate additional prescribers such as dentists and veterinarians  

• Capitalize on community pharmacists’ capability to assist including referrals, collaborative 
practice agreements, and prescription drug take back 



  

• Address social determinants of health such as transportation and housing  

• Educate regarding harm reduction practices 

• Develop standardized referral and tracking system 

• Education primary care providers regarding SBIRT 

• Engage schools and the workplace to recognize OUD 

• Combat stigma utilizing patient success stories 

• Provide additional recovery resources such as transitional housing, sober living, family support 
and peer recovery coaching  

• Improve data collection, reporting, and analysis 

• Involve, educate, and engage law enforcement officials  

The Consortium recognizes that some priorities may be more feasible than others.  Education, 
informing, and notifying the different stakeholders of the available resources is very feasible but may 
not have the necessary impact needed to improve OUD in the targeted counties.  Adding additional 
resources, workforce, and engaging additional stakeholders is less feasible without funding, however, 
would provide the impact necessary to improved OUD in the targeted counties. 

E. Discussion/Conclusion 

As evidenced by the data, there is a clear need for additional opioid use disorder prevention, treatment, 

and recovery services in the targeted 21 rural counties in Iowa.  The Iowa Opioid Use Disorder 

Consortium is committed to supporting and facilitating improvement.  The initial needs centralize 

around education & training and several different stakeholders and improving care coordination & 

collaboration.  There are current resources that can be utilized to help with these areas of need.  The 

Consortium will prioritize additional areas specific to each targeted county to develop a strategic plan. 

 
 
 
 


