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Introduction 

The Adirondack Health Institute, Inc. (AHI), lead organization for the Consortium, engaged John Snow, 

Inc. to serve as a technical consultant to the Consortium as it relates to its HRSA Rural Communities 

Opioid Response Program-Planning (RCORP-Planning).  The purpose of this project was to accomplish 

two goals / objectives within the Consortium’s Opioid Response Program Plan. Those being: 

● Goal #2 – Promote data-driven decision-making capability. Objective #1 – Compile all necessary 

data and information to make a formal analysis and identification of unmet needs and service 

gaps; and 

 

● Goal #4 – Support the development of a qualified and competent substance use disorders 

workforce. Objective #1 – Determine the adequacy of current substance use disorders 

workforce supply in the eight-county service area, predict future needs and identify the gaps. 

The work completed under this project is being used to inform the Consortium’s comprehensive 

strategic plan (Goal #3) and advance HRSA’s efforts under the Rural Communities Opioid Response 

Program- Planning to support treatment for and prevention of substance use disorder, including opioid 

use disorder, in rural counties. 

 

The Adirondack Health Institute, Inc. (AHI) serves as the lead organization for the eight-county 

Consortium that will undertake the planning and capacity building goals and objectives as they relate to 

the HRSA Rural Communities Opioid Response Program-Planning (RCORP-Planning). The Consortium 

members include Council for Prevention (Warren & Washington counties), Essex County Health 

Department, HFM Prevention Council, United Way of the Adirondack Region, Seaway Valley Prevention 

Council, and St. Joseph’s Addiction Treatment & Recovery Centers. The “planning region” is composed of 

New York State HRSA-designated rural counties of Clinton, Essex, Franklin, Fulton, Hamilton,  

St. Lawrence, and the HRSA-designated rural census tracts in Warren and Washington counties (see 

Figure 1).  
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The Consortium members are currently involved in local community opioid use prevention coalitions 

and can provide local expertise that will develop a regional coordinated infrastructure and 

comprehensive plan. AHI and the Consortium members will also engage a wide range of stakeholders to 

participate in this project as well as strategic planning and implementation work going forward.   

Figure 1. RCORP Planning Region 

 

 

Approach 

Environmental Scan 

An initial step in the project was for the JSI project team to learn more about the context in which the 

detailed analysis of needs assessment and capacity would be conducted. The environmental scan 

included a combination of reviewing secondary data as well as gathering information and insights from 

AHI, Consortium members, and stakeholders.  
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Document review - JSI conducted a critical read of the RCORP Planning Grant application submitted by 

AHI, on behalf of the Consortium. The application defined the planning area and provided demographic 

information about the population residing within the service area, about substance use prevalence, and 

about major coalitions and providers working within the planning region. Using this information, JSI was 

able to better understand provider relationships, connections of local organizations to state-based 

agencies (e.g., OASAS), connections of providers to New York’s Medicaid Performing Provider Systems 

(PPS), and roles of county/community-based coalitions. JSI also read the 2019 Local Service Plans for 

Mental Hygiene Services for each county in the RCORP planning area. The Service Plans include further 

detail on organizations providing mental health/substance use services. The Local Service Plans were 

also used by JSI to build a structure for measuring service capacity (see Results section below). Other 

documents reviewed by JSI included AHI PPS Mental Health, Emotional, and Behavioral Health Well 

Being (MEB) Integration Plan (DSRIP project 4aiii, Strengthen Mental Health and Substance Use 

Infrastructure Across Systems).  

Demographic profile for planning region - The RCORP Planning grant application provided information 

about the planning region. To gain a 

deeper understanding of the population 

residing within the planning region - and 

the variations across the region, JSI 

obtained demographic data from the US 

Census and American Community Survey 

(5 year estimates). Other sources of 

information for demographic and health 

status information included RWJF County 

Health Rankings and Health Services and 

Resources Administration (HRSA) UDS 

mapper. Where possible, information 

was obtained for the rural-designated 

census tracts within Warren and 

Washington counties (all of the other 

counties are designated as rural across 

the entire county). The demographic 

profile at the county/census tract level 

helped to identify variations across the 

region that would be important for 

needs assessment and capacity planning. 

The map below demonstrates the 

regional variation of low-income population. 

Input from AHI, Consortium, and Stakeholders - Throughout the project, the JSI project team had 

regular calls with AHI Project Manager, Rebecca Evansky. While the calls were used for project 

management activities, this time was also used by JSI to ask questions that would inform the analysis, 

for examples, provider network and referral relationships, regional cultures and travel patterns, and 

data sources and limitations. One call was dedicated to discussing and ensuring consensus on the 

concept of “regionness” for planning purposes, that is, what does it mean to plan and implement as a 
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Region. The desire for a strong broad sense of “regionness” was expressed by AHI Project Manager and 

confirmed at the Consortium and Stakeholder working session on March 13, 2019.  

 

The AHI Project Manager facilitated a Consortium meeting on February 25, 2019, to gather thoughts on 

the top issues related to the opioid epidemic for their specific service area and to lay the groundwork for 

the March all-day in-person workshop and site visit by the JSI Team. AHI provided minutes from the 

meeting to JSI.  

JSI conducted a webinar with AHI, Consortium members and stakeholders to present and solicit input on 

the Rush model for estimating need/demand for SUD/OUD services (see description of model and 

application to planning below). Invitations were sent to attendees of the March 13, 2019 workshop as 

well as other key stakeholders identified by AHI. JSI obtained buy-in and support for using the model for 

this project from those attending the webinar as well as AHI, based upon positive feedback from 

Consortium members and participating stakeholders.  

Information and data gathering 

JSI collected data - both quantitative and qualitative - using various sources and approaches, including: 

● Two on-site workshops; 

● Three local site visits; 

 

● Information gathered through AHI, including Workforce Study, Community Advisory Committee 

focus group transcripts; and 

● National and New York State reports on opioids.  
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On-site Workshops 

JSI conducted two on-site workshops with AHI, Consortium members and stakeholders operating within 

the planning region, as well as key providers that served the region. The AHI Project Manager actively 

engaged Consortium members and stakeholders on attending and organized a convenient and 

comfortable meeting space in Lake Placid, New York for both workshops. Both workshops were well 

attended with stakeholders from across the planning region. The initial workshop was held on March 13, 

2019, and was divided into morning and afternoon sessions. At the morning session, participants 

learned about the HRSA RCORP Planning effort led by AHI as well as JSI’s role on the project and 

approach. Participants provided feedback and input to the approach and confirmed their commitment 

to functioning as a region for planning and strategy implementation (see above). Participants then 

divided into small groups to develop an “idealized model” for prevention, treatment and recovery. 

In the afternoon session, participants 

reconvened as a large group to: 

1) Build consensus on the 

continuum of OUD/SUD services 

needed to achieve idealized 

model, 

2) Discuss key findings from the 

2018 State Opioid Report to 

planning activities, and  

3) Review a draft service matrix by 

county based upon information 

extracted from the 2019 Individual Local Services Plans for Mental Hygiene.  

A second workshop was conducted June 26, 2019, also held in Lake Placid.  The primary goals for the 

second workshops were: 

1) Build general consensus around an ideal state for prevention, treatment, and recovery (plus 

harm reduction) for opioid use disorder (OUD), 

2) Review and solicit feedback on the need/demand for SUD/OUD services (using Rush model),  

3) Review the most up-to-date service matrix and identify strategies for populating with capacity 

measures on services available to respond to need/demand and gaps, and  

4) Generate ideas on best approach for refining gap analysis and filling gaps and connecting 

services across the region.  

Local site visits - JSI conducted site visits to three provider locations. Site visits were conducted on 

March 14, 2019, the day after the first workshop. The local site visits were used to have more in depth 

conversations with provider organizations about their services, community need, barriers to care, and 

gaps in services. These interviews were also used to gain further understanding of the various 

communities that compose the planning region. A JSI team member, along with an AHI staff member, 

conducted the site visit interviews. Site visit interviews were conducted with Champlain Valley Family 

Prevention: What would it look like to have a community 

where there is no opioid use disorder (OUD)? 

Treatment: What would it look like to have a community 

where those with OUD are able to get the treatment they 

need to move to recovery? 

Recovery: What would it look like to have a community 

where those that have been treated for OUD and their 

caregivers to be put on a road to recovery and remain 

there? 
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Center in Plattsburgh, HFM Prevention Council in Johnstown, and St. Joseph’s Addiction Treatment and 

Recovery, Saranac Lake. 

Community Advisory Committee (consumer input) - Consumer input was obtained through focus 

groups with the two established Community Advisory Committees - one for the North area and one for 

the South area of the Adirondack region.  The AHI Project Manager facilitated the focus groups and 

participant responses were provided to JSI. The focus groups were used to gather consumer input rather 

than a consumer survey (as initially considered) as the Community Advisory Committees were 

established and trusted advisors to AHI. Workshop participants also included representatives from 

consumer advocacy organizations and brought a consumer perspective to the planning process. 

Workforce Study - JSI obtained the results of the workforce study conducted for the AHI PPS. The study 

reported, by job category and position, the number of individuals and full-time equivalents (FTEs) for 

2015 and 2017, as well as vacancy rates. The study covered the AHI PPS regions, which encompasses the 

RCORP planning region plus Saratoga, so there is considerable overlap.  

National and New York data on opioid and substance use - JSI gathered publicly available data from 

various national and New York State reports and substance use generally and opioid use specifically, 

where available. Data sources reviewed included: 

● SAMHSA National Survey Substance Use and Health (NSDUH)  

● OASAS  

● New York Department of Health (Opioid Annual Data Report 2018) 

● Psychiatric Services and Clinical Knowledge Enhancement System (PSYCKES) 

● 2-1-1 Counts (Clinton, Essex and Franklin County reporting, data on the volume of calls and 

types of services requested, e.g., housing and shelter, food, utilities, health 

care).https://adirondack.211counts.org/ 

Framework for Analysis 

The data and information gathered through the environmental scan and the data and information 

gathering processes outlined above were used to define a formal analysis for identifying unmet needs 

and service gaps. The framework for analysis has three major components: 1) idealized state across the 

major service areas, 2) methodology for estimating need and demand for SUD/OUD services, and 3) 

approach for assessing current capacity to meet need/demand and identifying gaps in services. 

Idealized State 

As discussed in the Approach section, Consortium members and stakeholders attending the initial on-

site workshop developed a concepts of idealized state for each service area of the three major service 

areas – prevention, treatment, and recovery. The idealized state was refined at the second on-site work 

shop to add ‘harm reduction’ as a recognized service category. The importance of including harm 

reduction as a service was identified at the initial workshop, but developed even further at the second 

site visit to be included as its own service category. Harm reduction is especially important to those that 

cannot or do not wish to enter into withdrawal. Some key components identified by the idealized state 

are explored below. A list of key components generated from the workshops is included in attachments. 

https://adirondack.211counts.org/
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Prevention – There was general consensus that prevention was multi-faceted, involving the general 

community, schools, medical providers, and employers. Prevention, just like treatment and recovery, 

needs to be designed and implemented using evidence-based practices, for example, the use of in 

school detention and trauma informed response. Education is also needed throughout – from education 

to reduce stigma of providers, community members, teachers, employers, and law enforcement to 

education of elderly recognized alcohol addiction.  Prevention requires community cohesion, 

recognizing the value of all of the community residents. Prevention also need business community to be 

engaged, recognizing employment as prevention. 

Treatment – Similar to prevention, there was a desire to have a holistic approach to treatment, 

recognizing and addressing the social determinants of health that contribute to addiction. There was 

also general agreement on the benefits of having treatment services in close proximity to one another, 

allowing for “one-stop shopping” and reducing barriers related to transportation. Open access (allowing 

same day appointment) was seen as important to allow for early engagement in treatment. 

Commitment from the provider community, increased MAT (methadone and waivered) providers, 

immediate access to MAT (next business day admission) were expressed as key for treatment. The 

idealized state for treatment includes capacity for jailed population as well as coordination between the 

medical community and the judicial system to implement jail diversion programs. 

Recovery – The idealized state for recovery continues what was developed in prevention and treatment 

– services provided without stigma, supported by community and employers, done in collaboration with 

judicial system, and accessible (transportation, etc.). Also identified was the need for family-based 

recovery since addiction effects the entire family of the person with the addiction.  

Harm reduction – Consortium members/stakeholders noted the importance of having harm reduction 

as a separate service category to support those individuals that would continue to use substances. The 

primary goal of harm reduction is to keep those who use substance alive (prevent overdose deaths) and 

to reduce harms of substance use (e.g., HIV or other STDs). As with prevention, treatment, and recovery, 

education is needed to reduce or eliminate stigma associated with support for this population. 

 

Methodology for estimating need/demand for SUD/OUD services 

The methodology for estimating need/demand for SUD/OUD services is outlined in detail in the 

following section. JSI introduced the concept of using the Rush model to project need/demand for 

SUD/OUD services, providing a research-based and data-driven approach. JSI hosted a webinar on the 

Rush model on May 31, 2019, to allow Consortium members and stakeholders to explain the rationale 

for using the model and how it works. Participants at the second workshop were presented with 

estimated need/demand generated from the model and asked to comment. Refinements were made to 

the values for underlying assumptions based on feedback from participants.1 Final estimates of 

                                                           

1 Participants expressed concern that the projected demand for Level 4 was low. Post meeting, JSI revisited the 

assumptions and made adjustments that would more accurately reflect demand given data available within the US 

and New York. JSI had to use alternative prevalence rates than Rush because of the lack of national survey data in 

the United States. 
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need/demand are included in this report, along with accompanying worksheets included in the 

attachments. 

 

Quantifying need/demand for SUD/OUD services using county and state level data was originally 

planned, but there were significant concerns about data presented in the 2018 State Opioid Report. 

These included: 

○ The volume by county for certain services indicated that count was based on location of 

service and not residence of persons being served (confirmed to be true based on 

review of methodology). There was further concern that the location of the provider 

was based on the address of administrative offices/main site and not specific service 

locations. 

○ Opioid related EMS events may be underreported because first responders do not 

always know or include in reporting of events. 

○ Opioid overdoses may be underreported because of Narcan distribution preventing 

overdose deaths, and therefore overdoses are not a reportable event. 

○ Jailed population (in County jails) are not included in data; hence, population in need of 

services is underreported. 

○ The RCORP Planning Area lies within three National Survey on Drug Use and Health 

(NSDUH) regions, making it difficult to use NSDUH data for planning. 

 

The Rush model uses multiple prevalence indicators to estimate need and demand for the services 

within the continuum, excluding prevention. A detailed description of the methodology used to estimate 

need and demand in provided in the following section – Needs Assessment Methodology 

Approach for measuring current capacity and identifying gaps in services 

The approach for measuring current capacity and identifying gaps in services was refined through the 

project in response to several factors, including data sources and soliciting information from provider 

organizations. Obtaining data and measuring current capacity and gaps in service is in progress and will 

be completed as part of the ongoing strategic planning process. AHI will work with Consortium members 

and stakeholders to populate the service matrix with the capacity, measured as the number of 

individuals that can be accommodated within each service category. The service matrix template was 

developed by JSI using the county-specific Individual Service Plans, with refinements and additional 

information gathered directly from AHI, Consortium members and stakeholders, as coordinated by the 

AHI Project Manager. The service matrix also includes a cross-map between services defined by the Rush 

model and those defined by SAMHSA within the US. Capacity by service across the planning region will 

be compared to projected demand for services to determine gaps.  

As noted above, other sources were considered for measuring current capacity, specifically the 

workforce study developed as part of DSRIP and NY 211 database but were found to have limitations for 

planning purposes. The workforce study provided information about the number of FTE providers for 

the region, but the results could not be used to quantify SUD/OUD capacity as needed for this project, 

for several reasons. First, detailed data used to produce the workforce study report could not be shared 

with AHI or JSI to use for RCORP planning; participating organizations shared data with the written 

understanding that it would be used only for the workforce study. Without the detail data, it was not 
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possible to know the geographic distribution of services across the region. Having appropriate 

distribution within the region was identified as essential, given that the area is rural, cultural differences, 

lack of public or private transportation and desired travel patterns. Secondly, the workforce study did 

not have information on the facility, e.g., substance use and behavioral disorder providers were working 

within a residential facility or outpatient clinic. Thirdly, provider information is not specific to SUD/OUD, 

for example, the report provides the number of primary care physicians but no details on number 

providing MAT. Finally, the workforce study provided number of FTEs but not capacity (# of individuals 

served) by provider/service type. While the number of FTEs could be converted to number of patients 

served based on known productivity standards (for example, number of active patients per FTE primary 

care provider), these may not hold true for the reporting organizations as well as would not be specific 

to patients with SUD/OUD. So while the workforce study results can certainly help to assess overall 

provider capacity and gaps, another approach was needed to measure capacity for RCORP planning. 

Consideration was also given to using New York 211 database, but it was not possible to download all 

providers’ specific data from the site into a worksheet or database that could be manipulated. The 

primary purpose of New York 211 is for individuals to locate a specific service provider in a specific area, 

and does not lend itself to pulling together data across a region as needed for this project.  

Needs Assessment Methodology 

Methodology for projecting need/demand for SUD/OUD services  

The approach to defining the need or demand for SUD/OUD was developed through a two-part process. 

The first phase was interviewing and information gathering with JSI colleagues who lead the New 

Hampshire Center of Excellence for Substance Use Prevention and Treatment. The second phase was 

conducting a literature review, utilizing JSI’s in house librarian, to identify articles in the last five years 

that describe methodology for defining the community level demand for substance use services for 

planning purposes. To date there is no widely accepted framework for substance use treatment 

planning. There have been efforts to develop decision supports and tools for individual clinical pathways 

(i.e. a specific SU disorder), but not a comprehensive approach to all the SUD/OUD services needed 

within the community.   

Thus, JSI reviewed current approaches and identified the work of Brian Rush and colleagues who have 

developed a comprehensive approach to planning that takes into consideration both the range of 

complexity of substance use need in the population and the range of services required to meet that 

need. Their methodology has been under development and refined over the last two decades. Their 

most recent publication “Development of a Needs-Based Planning Model to Estimate Required Capacity 

of a Substance Use Treatment System” was published in early 2019.i One feature of the Rush model that 

is particularly appealing is that the model defines services of different types and intensity to match the 

varying levels of need in the community.  

The Rush Model has a four-step process for defining service demand. 

Step 1: Determine the geographic area and size of the population to be served (based on the RCORP 

defined planning area). 
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Step 2: Estimate the number of people at varying levels of risk and harm within the geographic area (see 

Figure 2). 

Step 3: Estimate the number of people from Step 2 that should be planned for treatment in a given year. 

Step 4: Estimate the number of individuals that will require services in each service category. 

JSI applied this approach to create a demand forecast for the RCORP planning region. One of the 

adaptations to the approach used in this project is the data used in Step 2 to determine people at 

varying levels of risk and harm. In the Rush model a single population survey, the Canadian Community 

Health Survey 1.2, was used to determine the prevalence of substance use across a continuum of acuity 

and complexity. A comparable health survey is not available in the United States. Thus, JSI cross-mapped 

the categories of need developed by Rush to the population level survey data available in the United 

States, and where possible at the New York State and county level. Figure 2 provides the range of 

prevalence rates across the counties with the RCORP planning region. The details of the population 

health data utilized, the data sources, and their mapping to the Rush categories of need is provided in 

the “capacity assessment workbook,” included as an attachment to this report. Included with the 

workbook is a job aid that describes how to use the workbook. The workbook is in Excel and can be 

refined going forward with updates to prevalence rates, population, and other underlying assumptions. 

Also included as an attachment is a table of the specific rates used for the mode and, where available, 

comparable state and US rates for comparison to county rates. 

 

Figure 2. Estimate of the number of people at risk or harm in the geographic area 

Severity Level Indicator Range in prevalence across RCORP Planning Region* 

Category 1 No problem use 75% - 86.5% (county level) 

Category 2 Binge drinking 13.5% - 25.2% (county level) 

Category 3 Substance use disorder  2.7% (state level, National Survey on Drug Use and 

Health, NSDUH) 

Category 4 4a.  

• Opioid overdose rate 

• Opioid emergency department 
visit (no admission) 

• Opioid hospitalizations 

• EMS Naloxone administration 

 

• 0-12.3 per 100,000 

• 0-59.4 per 100,000 
 

• 0-14.9 per 100,000 

• 1-57 (number over one year, county level) 

4b. 

Category 3 + history of OUD 

treatment in last 12 months 

 

219-602 per 100,000 (county level) 

Category 5 Serious mental illness and substance 
use diagnosis (estimated based on 
NSDUH and NY MH) 

1.2% (estimated, state level) 

*See attachment for county-specific rates within the ranges and comparative rates, where available. 

Of particular note is Category 4 defined by Rush as: substance users experiencing 4 our more substance 

use related problems potentially indicative of abuse or dependence AND utilizing or feeling the need to 
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utilize substance use or mental health services in the last 12 months OR showing significant interference 

in their lives due to substance use.  For this level of severity, JSI created a prevalence of combined opioid 

events that included opioid deaths, opioid emergency room visits, opioid hospitalizations, and number 

of naloxone administrations to determine an estimate of prevalence of individuals with high severity 

opioid needs. This we defined as category 4a, with the limitation and knowledge that a single individual 

may be counted multiple times in this category. For example, someone who has received naloxone and 

had an opioid related hospital admission.  To understand the number of people in treatment in the last 

year, category 4b is those that have had opioid treatment in the last year based on the OASAS data from 

New York State Opioid Dashboard. 

The model considers the range in prevalence across the RCORP region. The range is illustrated in Figures 

3, 4, and 5.  

Figure 3. Percent of Adult Population Reporting Binge Drinking in RCORP Region 

Data Source: 2013-2014 NY Expanded Behavioral Risk Factor Surveillance System Survey (eBRFSS)  and the 2016 BRFSS  used to 

generate percentages of non-institutionalized adult (18+) NYS residents 
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Figure 4. Opioid overdose deaths in RCORP Region (2017) 

 
Data Source: NY State DPH: New York State-County Opioid Quarterly Report published April 2019. ***2017 Total Year Data 

*Preliminary Data as of February 2019, subject to change. 
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Figure 5. Opioid overdose emergency department visits (no inpatient) per 100,000 (2017) 

Data Source: NY State DPH: New York State-County Opioid Quarterly Report published April 2019. 2017 Total Year Data. 

Preliminary Data as of February 2019, subject to change. 

The percent of people seeking help in each year is estimated at a different rate for each category of 

substance use severity (Figure 6). These estimates were identified by a meta-analysis of Rush and 

colleagues. JSI modified the estimate for category 4 based on our own research because we defined this 

category utilizing data of those with opioid use disorder. Utilizing the population health data and the 

Rush model JSI created an estimate of number people in demand of services. 
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Figure 6. Percent of those in need that seek services in a given year 

 

*Estimate based on meta-analysis of evidence-based research by Rush (2014) 

** Exception: Not based on Rush Model- Based on:  Larochelle MR, Bernson D, Land T, Stopka TJ, Wang N, Xuan Z, et al. 

Medication for Opioid Use Disorder After Nonfatal Opioid Overdose and Association With Mortality: A Cohort Study. Ann 

Intern Med. [Epub ahead of print 19 June 2018]169:137–145. 

Utilizing the estimate that Rush and colleagues developed for the proportion of individuals in each 

category need who require different level of services, JSI created the forecast of the demand for each 

type of substance use treatment service at the county and regional levels (Figure 7). Demand estimates 

by service at the county level is detailed in Table 3 included in the capacity tables workbook (included in 

the attachments). The attachments also include a formatted Table 3 that summarizes the demand by 

county by service, as a quick reference. 

Figure 7. Regional demand for substance use services 

 

*Does not included demand for jailed population.  
** Home based for OUD planning would include MAT services, as well as withdrawal for other substances. 
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The continuum of services developed by Rush was cross-mapped to the continuum of services defined in 
the service matrix developed by the RCORP planning region. Cross-map between services is shown in 
Figure 8, a more detailed description of services under the US service continuum and the Rush model is 
included as an attachment. The development of the service matrix is detailed in the section below – 
Method for quantifying capacity. 

Figure 8. Service continuum mapped to the Rush model service categories 

 

Methodology for quantifying capacity 

AHI, the Consortium and stakeholders are committed to ensuring that there is adequate capacity at the 

regional level, but also to ensure that the distribution of the capacity is such that residents will have 

access to services where and when needed. Understanding the need to quantify capacity at a granular 

level (by service type, by county), JSI worked closely with AHI, Consortium members and stakeholders to 

develop a service matrix to assess and quantify capacity. As noted earlier, JSI created an initial service 

matrix using the 2019 Individual Service Plans for Mental Hygiene (which includes both mental health 

and substance use services). The service matrix was introduced at the March 28, 2019 workshop and has 

been updated over the course of the project - and will be carried forward into the strategic planning 

phase. Table 4 (included in attachments) includes projected demand for services by county by service 

type. As a continuation of the planning process, AHI will work with Consortium members and 

stakeholders to refine the service matrix by 1) ensuring accuracy of providers and services included in 

the matrix and 2) adding in service capacity quantified as number of individuals served. The capacity 

information can then be input into Table 4 of the capacity assessment workbook to compute gaps in 

capacity across the continuum of substance use services. 
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Completing Table 4 will quantify service capacity and gaps, but other considerations are important in 

capacity planning. Workshop participants provided several considerations for capacity planning related 

to access: 

● A desire to have “one-stop shopping” for services, allowing for better coordination among 

providers working within the same location and reducing the need to travel for those seeking 

services. 

● A sometimes reluctance of residents to leave the North Country (northern part of the planning 

region) for services. For example, at the June workshop, a provider from Schenectady noted that 

they had capacity to provide residential services but residents from the North Country would 

not come. Transportation and distance are usually an issue in rural areas, but even with 

transportation, individuals need to feel “safe” when they access services. Providers outside of 

the planning region can add capacity to serve residents of the planning region. 

● The need for providers within different affiliate networks to work together to provide SUD/OUD 

services.  

● The need to include county jailed population when considering capacity needs - those in county 

jails (excluding those that are federal housed which is generally a small number) are considered 

members of community and need capacity to provide care while in jail (e.g., telemedicine) and 

upon re-entry into the community.   

● Travel patterns and cultural differences. For example, Hamilton County has a well-resourced 

retiree population (28% of the population is age 65 or older) that live in the middle and northern 

parts of the county and often travel to Glens Falls or Malone for health care services. Culturally, 

residents living in the western (less populated) part of the county include those that do not 

necessarily want to engage in substance use treatment but could benefit from harm reduction 

services to keep them as safe as possible. 

JSI also produced maps to locate services at the county level. The maps provide a visual representation 

of the service distribution of services across the region. The maps could be further enhanced by 1) 

locating serves using exact addresses of service locations and 2) mapping catchment areas.  

On-going capacity monitoring across the region 

The results of the demand analysis and the capacity assessment represent the current state, but 

ensuring access to services across the region will require that the results be updated on a regular basis. 

In addition, information from the service matrix (provider information, service mix, capacity) could be 

input into a database that would serve as a referral source and data from which would be used to 

populate service maps. Below is an example of a provider directory with mapping capabilities.  
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Completing analysis for ongoing planning 

As described above, the Rush model was adapted to produce estimated need and demand for substance 

use/opioid use disorder services.  Figure 7 (see page 12) provides a summary of the demand for services 

(as classified in the Rush model). Detailed projections are included in Table 3 of capacity assessment 

workbook (included as an attachment) and formatted Table 3 for quick reference. It is important to note 

that the demand projections include both opioid and other substances. The Rush model is an all 

substance model using prevalence data from a national (Canadian) survey. JSI adapted the model, 1) by 

using prevalence data available in the US that correlated as closely as possible to those used in the Rush 

Model, and 2) by developing demand specific to opioid use disorder since that is the focus of RCORP. 

AHI, Consortium members, and stakeholders agreed that it was important to assess capacity for other 

substances given the interconnectedness of addiction and the fact that there continues to be a trend in 

alcohol as the primary substance use disorder. Category 4 demand projections are specific to opioid use 

disorder. 

In addition, to note, the demand projections do not include the jailed population, but the jailed 

population should be included in the capacity assessment; they would need to be added in separately 

based on their specific service requirements that may differ from the general population. Within the 

planning region, there are examples of excellent working relationship with the criminal justice 

community. For example, Hamilton County Community Services (HCCS) has implemented a tele-

behavioral health program within the county jail as well as having tele-behavioral health services 

available in HCCS’s office for individuals to connect with a psychiatrist.  Table 5 (included in 

attachments) includes the jailed population by county and estimated number needing services using 

national estimates.  

Services available to respond to demand for services are included in the service matrix (included as an 

attachment). Through ongoing planning efforts, the service matrix will be filled in with capacity 

(measured by the number of patients served) and compared to projected demand to determine where 

there is adequate capacity and where there are gaps. The service matrix includes a crosswalk between 

services in the US-defined continuum and the Rush model (Canadian based), as summarized in Figure 8 

above. Of particular note, the Rush model include home-based withdrawal services, whereas in the US 

MAT would be classified as home-based withdrawal. Housing, including supported housing, is included 

in other support services. The Rush model does not include prevention, but certainly prevention efforts 

(as defined in the idealized model) will be a part of the strategic plan to address the needs of the 

community. Based upon input from AHI, Consortium members, and stakeholders prevention efforts are 

active in every county. 

Transition to strategic planning  

As noted in the introduction, the work completed under this project is being used to inform the 

Consortium’s comprehensive strategic plan (Goal #3) and advance HRSA’s efforts under the Rural 

Communities Opioid Response Program- Planning to support treatment for and prevention of substance 

use disorder, including opioid use disorder, in rural counties. AHI has engaged external consultants to 

facilitate transition to strategic planning and the consultants were present at the June 26, 2019 
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workshop to participate in the discussion and provide an overview of their strategic planning facilitation 

process. 

The idealized model for a regional strategy is a jumping off point for developing a comprehensive 

strategic plan. The demand estimates and service matrix (updated to include quantitative capacity) will 

show where there are gaps in services. The strategic plan will include ways to fill those gaps through 

workforce development as well as other strategies, such as using telemedicine to reach individuals in 

remote areas. 

 

The strategic plan may include approaches to increase the number of individuals that are seeking 

services, i.e., closing the gap between those in need of services and demand. Ways to influence demand 

include addressing stigma, outreach and education, screening for substance use disorders, and effective 

referral and collaboration. These are all strategies that the AHI, the Consortium, and other stakeholders 

embraced and are ready to take on as they transition into the strategic planning phase.  

 

 

Regional 
Capacity Adequate / Accessible  

Coordinated 
Individualized  

Inclusion of jail population 

Figure 9. Idealized Model for SUD/OUD Services  
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List of Attachments 

The following attachments should be considered as part of the final report: 

● Workshop Presentations/Webinars 

○ March 13, 2019 Workshop  

○ May 31, 2019 - Webinar on Rush Model 

○ June 26, 2019 - Workshop 

○ June 26, 2019 - Workshop, updated to incorporate feedback 

● Capacity Assessment Workbook (in Excel) and Job aid (in Word) 

○ Table 1 – Estimated population at risk (need) 

○ Table  2 – Estimated number seeking service (demand) 

○ Table  3 – Estimated demand by service category (by county) 

○ Table  4 – Capacity assessment (demand vs. supply) – to be populated with quantitative 

measure of capacity as continue planning process 

○ Table 5 – Estimated number of jailed population in need of services 

○ Job aid – narrative with screen shots on how to use the workbook and detailed 

descriptions of services across the continuum for US and Rush model 

○ Formatted Table 3 (demand by service category) for reference 

○ Expanded Figure 2 - table of prevalence rates used for the model with comparative data 

● Services inventory and distribution 

○ Service matrix worksheet 

○ Service distribution maps 

● Service area demographic maps (includes service distribution maps) 

● Idealized State – list generated at Consortium/Stakeholder workshops  

 

List of Appendices 

● Questionnaire for stakeholders (not able to attend initial workshop) 

● Articles on Rush model 
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