
2026
BLUEPRINT FOR
ACTION UPDATE



 1 

Purpose 
The purpose of the 2026 Roanoke Valley Collective Response (RVCR) Blueprint for Action 
Update is to provide a comprehensive, data-driven roadmap that guides regional partners 
in addressing the evolving substance use and overdose crisis across the Roanoke Valley–
Alleghany region. Building on the foundation of the 2020 Blueprint for Action, this update 
reflects shifts in the local and national landscape—including the increase of fentanyl in the 
illicit drug supply, changing patterns of substance use, and new opportunities for 
cross-sector collaboration. 

This report synthesizes insights gathered through a year-long, community-driven process 
involving stakeholders, subject-matter experts, people with lived experience, and regional 
leaders. It identifies priority areas, evidence-based and emerging best practices, and 
actionable recommendations to strengthen prevention, treatment, crisis response, 
recovery services, and long-term pathways to thriving. 

The Blueprint for Action Update is intended to: 

• Provide a unified framework that supports coordinated, multisector strategies 
across the recovery ecosystem. 

• Guide decision-makers, funders, service providers, and community partners in 
aligning eRorts to meet the region’s most urgent needs. 

• Establish clear priorities for the next 3–5 years that enhance the region’s capacity to 
reduce substance-related harms and promote recovery. 

• Support the ongoing development, evaluation, and sustainability of the RVCR as a 
regional backbone organization grounded in the Collective Impact Model. 

Ultimately, the purpose of this document is not only to inform—but to empower. This 
Blueprint serves as a practical tool to help partners mobilize resources, strengthen 
collaborative practices, and implement solutions that improve the health and well-being of 
individuals, families, and communities throughout the Roanoke Valley–Alleghany region. 
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Executive Summary 
The Roanoke Valley Collec4ve Response (RVCR) began in 2018 as a volunteer-led coali4on of 
healthcare providers, law enforcement and criminal jus4ce officers, nonprofit leaders, public 
officials and concerned ci4zens to address the region’s substance use and overdose crisis. 
Housed as a quasi-governmental agency under the Roanoke Valley Alleghany Regional 
Commission (RVARC), the RVCR aims to address the addic4on crisis in the Roanoke Valley 
through ac4vi4es such as collabora4ve assessment and planning, addressing root causes of 
addic4on, implemen4ng evidence-based prac4ces, local tailoring of efforts, embracing 
comprehensive strategies and providing community educa4on and support.  
The RVCR serves individuals within the RVARC footprint which includes Alleghany County, 
Botetourt County, Craig County, Franklin County, Roanoke County, the ci4es of Covington, 
Roanoke and Salem; and the towns of Cli^on Forge, Rocky Mount and Vinton.  

The RVCR’s ini4al collabora4on and ongoing delibera4on over 18 months resulted in the release 
of the Blueprint for Ac4on (Blueprint) in September 2020. The Blueprint was intended to be a 
strategic plan to build a recovery-oriented system of care (ROSC). The RVCR has since evolved 
into a formally staffed program under the Roanoke Valley-Alleghany Regional Commission 
(RVARC) with support from the American Rescue Plan Act (ARPA), Substance Abuse and Mental 
Health Services Administra4on (SAMHSA), and the Virginia Opioid Abatement Authority (VOAA).  

As the environment around substance use, addic4on and 
response to these crises have shi^ed, with the rise of 
fentanyl and changing partner dynamics, so too did the 
urgency for an updated plan and expansion of scope and a 
broader focus. The Blueprint remains cri4cal for guiding 
strategic priori4es, informing policy and iden4fying funding 
needs across the region. The RVCR Blueprint for Ac4on is 
supported by three opera4onal components: RVCR staff, the 
Collec4ve’s Advisory Commi8ee (CAC), and approximately 50 
– 60 ac4ve members of the stakeholder group. 

The 2026 Blueprint for Ac4on Update consists of a full review, scope expansion, and update of 
the 2020 Blueprint for Ac4on as the guiding document for those working in the SUD space in 
the region to achieve the RVCR mission. Ac4vi4es to create the update included (1) review of 
the current state of the addic4on crisis in the RVARC service area, (2) assessment of the impact 
of the original 2020 Blueprint, evalua4ng where specific measurable outcomes of the work of 
the RVCR can be tracked to date, (3) assessment of the current workgroup structure and 
recommenda4ons for changes, and (4) strategic plan and priority sefng to guide the ac4vi4es 
of the RVCR over the next 3 years.  
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The 2026 Blueprint for Ac4on Update priori4zed presents 47 community-driven 
recommenda2ons for priori2es across 9 workgroups. Of note, these recommenda0ons are not 
ranked or weighted in any par0cular order and will henceforth be referred to as Priori0es.  
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Snapshot of Workgroups 
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Introduction & Background 
Geographic Communities of Focus 

The Roanoke Valley Alleghany Regional 
Commission serves residents in 11 geographic 
areas including Alleghany County, Botetourt 
County, Craig County, Franklin County, Roanoke 
County, the ci4es of Covington, Roanoke and Salem; 
and the towns of Cli^on Forge, Rocky Mount and 
Vinton. According to the U.S. Census Bureau (2023), 
among the total popula4on of 351,741 people, 48% 
are female and 52% are male. Approximately 21% of 
the MSA’s residents are aged 65 years and older, 
which is a higher rate than both the Virginia and 
na4onal levels. Within the region, about 12% of 
residents live in poverty, 3% of whom are children. 
Median household income ranges from 
approximately $35,222 to $88,228, with a median of 
$68,772 in 2025 infla4on-adjusted dollars. In terms 
of educa4onal a8ainment, among the popula4on 
aged 25 and over, 58% have a8ained some college 
educa4on or more, which is lower than both Virginia 
and the United States (See Table 1). 

Table 1. Demographic, Socioeconomic, and Income Characteris4cs of the Roanoke Valley–
Alleghany Region Compared to Virginia and the United States. (2023) 

 Roanoke Valley Alleghany Regional 
Commission  

Virginia United States 

Total Popula;on 351,741 8,657,499 332,387,540 

Gender 
Female 169,608 48% 4,278,490 49% 164,545,087 50% 
Male 182,133 52% 4,379,009 51% 167,842,453 50% 

Age 
Under 18 years 72,143 21% 1,893,985 22% 73,645,238 22% 

18-64 years 205,680 58% 5,353,354 62% 202,772,255 61% 
65 years and over 73,918 21% 1,410,160 16% 55,970,047 17% 

Poverty Status in 2023 
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Living in poverty under 
18 12,245 3% 236,443 13% 11,829,878 16% 

Living in poverty, 18-64 
years 23,547 7% 484,270 9% 22,905,636 12% 

Living in poverty, 65 
years and over 7,011 2% 114,153 8% 5,654,531 10% 

Total populaDon living in 
poverty 42,803 12% 834,866 30% 40,390,045 38% 

Educa;onal AJainment for Popula;on 25 Years and Over 
PopulaDon 25 Years and 

Over 251,799 5,958,915 228,434,661 

Less than High School 21,175 8% 516,186 9% 24,230,217 11% 
High School Graduate or 

More (Includes 
Equivalency) 

230,624 92% 5,442,729 91% 204,204,444 89% 

Some College or More 146,769 58% 4,019,027 67% 144,367,955 63% 
Median Household 

Income (In 2025 
Infla;on-Adjusted 

Dollars) 
Range: $35,222-$88,228 $96,785 $83,555 

Source: U.S. Census Bureau, American Community Survey (ACS) 5-Year Estimates (2019–2023) 

Statement of the Problem 

While Virginia has experienced escalated rates of opioid misuse and drug overdose in the past 
several years, rates are declining ever so slightly among some key indicators. In 2023, there 
were “2,463 drug overdose deaths among Virginians, a 1% decrease from 2022; drug overdose 
deaths peaked in 2021 at 2,622 deaths” (Virginia Department of Health, 2024a). However, more 
than three quarters of drug overdose deaths involved fentanyl, fentanyl analogs, and tramadol, 
so the threat of fentanyl that spiked during COVID-19 persists (Laing & Donnelly, 2024). Rates of 
neonatal abs4nence syndrome (NAS), which is a developmental condi4on among newborns 
exposed to substances in utero, have decreased since 2019 (Virginia Department of Health, 
2024b). The decrease in NAS is credited in large part to the increased access to Medica4on 
Assisted Treatment (MAT) for pregnant women and greater awareness of providers in the 
con4nuum of care for pregnant women. 

Impact Indicators  

A study by the Virginia Department of Health (VDH) and Virginia Commonwealth University 
(VCU) reports that the opioid epidemic cost Virginia $5 billion in 2021, with at least 6 Virginians 
dying of an overdose every day on average (Trani, 2024). Costs are notably higher per capita in 
the Roanoke Valley compared with the surrounding regions (Figure 1). 
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Figure 1. Annual Economic Burden of Opioids per Person by Locality in Virginia (2021) (Trani, 
2024) 

 

Trends in Opioid-Related Emergency Department (ED) Visits and Overdose Mortality in 
Virginia  

Virginia is experiencing a persistent opioid crisis, as reflected in the trends of opioid-related 
emergency department (ED) visits and overdose mortality over the past six years. The data 
shows fluctua4ons, but the overall trend indicates a sustained increase in opioid-related health 
emergencies through 2022. Between 2018 and 2019, ED visit rates remained rela4vely stable at 
86.4 and 88.5 per 100,000, respec4vely. However, in 2020, there was a sharp increase, with ED 
visits surging to 117.2 per 100,000, con4nuing to climb un4l peaking at 134.8 per 100,000 in 
2022, before slightly declining to 132.5 per 100,000 in 2023. When comparing drug-related ED 
visits in the Roanoke Valley to statewide trends, it is clear that several locali4es have 
consistently higher rates than the Virginia average (Figure 2). Roanoke City and Salem City stand 
out with persistently elevated rates, peaking significantly higher than the state average and 
showing a sharp increase before slightly declining in recent years. Smaller locali4es like 
Covington have also experienced spikes, notably in 2020. 
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Figure 2. Rate of Fatal Drug Overdoses by Locality of Injury, 2020-2024* for All Substances and 
All Opioids per 100,000 Popula4on (VDH Office of Vital Sta4s4cs, 2025) 

 
*Deaths among residents of each locality, regardless of locaDon at Dme of death. Does not count non-resident 
deaths in localiDes. 

Other locali4es, such as Alleghany and Franklin Coun4es, have shown rela4vely stable trends, 
with moderate fluctua4ons over 4me. While their rates have not surged as drama4cally as 
Roanoke’s, they have exceeded the statewide average.  
Virginia’s Office of Data Governance and Analy4cs Framework for Addic4on Analysis and 
Community Transforma4on (FAACT) plaqorm1 tracked a number of indicators related to the 
opioid and substance use crisis. In January 2025, Virginia experienced an average of 20.9 EMS 
substance use incident responses per 100,000 popula4on, with 1 a.m. being the most ac4ve 
hour. In contrast, Roanoke City had a per capita rate of 59.5 substance use incident responses. 
In January 2025, EMS opioid use responses per 100,000 averaged 5.6 incidents per 100,000 
popula4on in Virginia, with Craig County being the most impacted locality at 40.8 per capita. 
Figure 3 shows an overarching trend that EMS incident responses in the Roanoke City and 
Alleghany Health Districts related to opioids have been decreasing slightly over 4me since the 
peak in 2020-2021, however 2025 data is not complete. Several factors could be influencing this 
trend, including fewer calls to EMS in the event of an overdose, increased access to naloxone 
among people who use drugs (PWUD), increased harm reduc4on behaviors among PWUD, a 

 
1 The FAACT Platform was decommissioned in June of 2025.  
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less lethal drug supply, or more awareness of what is in the drug supply due to spike alerts and 
drug checking.  
 
Figure 3. Average Number of Opioid Related EMS Incidents by VDH Health District Per Year 
(2018-2025) (Virginia Department of Health, 2025) 

 
Overall, opioid- and all drug-related rates in Southwest Virginia remain higher than the state 
average, with certain locali4es experiencing more vola4lity than others. While some areas show 
signs of stabiliza4on, the persistent dispari4es indicate that substance use disorder (SUD) 
con4nues to be a major public health challenge in the region. 

The Collective Impact Model 
The Collec4ve Impact Model (CIM) first emerged from structured collabora4ve efforts that 
substan4ally addressed large-scale social problems. Collec4ve impact ini4a4ves involve a long-
term commitment by a group of influen4al actors from different sectors to a common agenda 
for solving a specific social problem whose ac4ons are supported by a shared measurement 
system, mutually reinforcing ac4vi4es, and ongoing communica4on and are staffed by an 
independent backbone organiza4on (Hanleybrown et al., 2012; Kania & Kramer, 2011, 2013). 
The CIM emphasizes that the challenges of addressing complex issues, such as improving 
community health, cannot be tackled by a single organiza4on or sector alone and argues that 
solving such problems requires a shi^ from isolated efforts to a systemic approach. This 
framework is built on five core components known as the condi4ons for achieving alignment 
and impacqul results: (1) common agenda, (2) shared measurement systems, (3) mutually 
reinforcing ac4vi4es, (4) con4nuous communica4on, and (5) backbone support organiza4on 
(Hanleybrown et al., 2012).  
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Figure 4. How the CIM 5 core elements relate to activities of the RVCR.  
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Successes & Growth 
There have been many successes throughout the formation and operation of the Roanoke 
Valley Collective Response, notably the ongoing engagement of stakeholders, active 
working groups, continuing assessment, and securing grant funding. Some detailed 
accomplishments are detailed as follows: 

1. Continued commitment from community stakeholders. The RVCR holds standing 
monthly meetings (1st Wednesday of each month), averaging 45 members across 
meetings. Total individual membership is approximately 360 (as of this report).  

2. Sustained and expanded workgroups. In 2018 the RVCR operationalized 5 
workgroups: Prevention, Treatment, Child and Family Support, Crisis Response and 
Connection to Care, and Recovery. These workgroups were refocused in 2023 in 
response to updated needs identified and with consideration post-COVID-19 
pandemic. The updates were organized into 6 workgroups: Prevention & Education, 
Treatment, Crisis Intervention, Housing, Workforce, Public Safety, and Recovery 
Services. Further updates to the workgroups based on current needs have been 
presented in this Blueprint for Action Update.  

3. Integration under Roanoke Valley Alleghany Regional Commission. As of December 
2021, the RVCR has been a program of the RVARC. The RVARC has a strong history of 
project management and oversight and serves many of the same localities as the 
RVCR, with strong relationships with local governments. In the transition to a stand-
along 501-C3, the RVARC is serving as a backbone organization, giving the RVCR 
structure to develop a strategic framework to better work towards its mission.  

4. Development of the Peer Recovery Network. The Peer Recovery Network is 
comprised of peer recovery specialists in the Roanoke Valley with a common mission 
rooted in the principles of cooperation, sharing of valuable resources, and fostering 
innovation to tackle issues eRectively. This group recognizes the critical role of peer 
support in recovery and acknowledges the importance of holistic approaches to 
wellness. Total individual membership is approximately 250 (as of this report). 

5. Updated asset mapping. Asset mapping was first conducted 2018 as the RVCR was 
launched and was updated in 2024 to understand the current state of the recovery 
ecosystem to build on regional strengths and resources. Please see attachment 1 for 
the Asset Mapping of the Regional Recovery Ecosystem full report.  

6. Successful grant funding support for RVCR and stakeholder agencies. The RVCR 
and stakeholders have been successful in applying for a received several grants 
supporting activities aligned with the Blueprint for Action priorities. Some sources 
include, but are not limited to, the American Rescue Plan Act (ARPA), Substance Abuse 
and Mental Health Services Administration (SAMHSA), Vibrant Virginia and Combating 
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Overdose through Community Level Interventions (COCLI), and Virginia Opioid 
Abatement Authority (VOAA).  

Process for Blueprint Development and Updates 
Following the Collective Impact Forum’s (CIF) best practices for learning and evaluating the 
collective impact context, the Blueprint for Action Update process began with assessment 
of the current state of the overdose crisis in the Roanoke-Alleghany regions as a foundation 
to build recommendations to address the identified needs. As shown in Table 2, the 
Blueprint for Action Update evolved over a one-year timeframe and involved 6 distinct 
activities.   

Table 2. Blueprint Development Process 
Breakout Group Discussions with the Roanoke Valley Collec8ve Response (RVCR). 
Description Location/Event 

Where Data Was 
Gathered 

Type of Data Analysis 

Thirty-five a-endees of the RVCR monthly 
mee8ng were randomly assigned to six groups 
to begin the Blueprint for Ac8on update 
process by reviewing the current state of the 
opioid and addic8on crisis, as well as recent 
changes, gaps, and other factors. Each group 
was facilitated by a member of the VT IPG 
faculty or a RVCR leadership. Facilitators 
recorded each group discussion for thema8c 
analysis, as well as took wri-en notes of major 
themes and discussion points.    

This session was 
held virtually at the 
monthly RVCR 
mee8ng in April 
2025.  
 

Basic coding and thema8c 
analysis of responses were 
completed on the 
transcripts of each group 
session. Notes from 
notetakers and facilitators 
were also used to 
triangulate the iden8fica8on 
of major themes. 
Please see Attachment 2 
for the full narrative results 
of this activity.  
 

Dot Voting Session with the Roanoke Valley Collective Response (RVCR). 
Description Location/Event 

Where Data Was 
Gathered 

Type of Data Analysis 

Approximately 40-50 a-endees par8cipated in 
a structured dot vo8ng session as part of the 
2026 Blueprint for Ac8on update process. They 
represented a broad range of organiza8ons and 
roles with varied levels of experience and 
involvement in the Collec8ve Response. The 
session was organized into four facilitated 
sta8ons. Each sta8on was dedicated to 2–3 
workgroups and their associated priori8es. 
These priori8es were drawn from two 
founda8onal reports: 

The data was 
collected in-person 
during the RVCR 
June 2025 monthly 
stakeholder 
mee8ng. 
 

Votes for each priority were 
collected and counted. 
Response counts ranged 
from 33 to 44 votes per 
priority. The results were 
organized into a pivot table 
and visualized through bar 
graphs by workgroup. These 
visuals provided a clear 
snapshot of perceived 
implementa8on levels. The 
data was then narra8vely 
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• The 2020 Blueprint for Ac1on u8lized 
five strategic workgroups to create 
strategies and priori8es to build a 
recovery-oriented system of care: Child 
and Family Support, Crisis Response, 
Preven8on and Educa8on, Recovery, 
and Treatment.  

• The second, Building on Hope (2023), 
updated these strategies post COVID-19 
pandemic and amid a worsening 
addic8on crisis. The Collec8ve 
Response expanded to seven 
workgroups: Crisis Interven8on, 
Housing, Preven8on and Educa8on, 
Public Safety, Recovery Services, 
Treatment, and Workforce. 

Stakeholders were divided into four groups and 
rotated every 10 minutes un8l they had visited 
all sta8ons. At each round, par8cipants 
reviewed the displayed priori8es and used 
vo8ng dots to assess whether priori8es had 
been “Fully,” “Par8ally,” or “Not at all” 
achieved. They could also select “I don’t know.”  
 

analyzed to highlight major 
pa-erns, including 
perceived strengths, 
uncertainty, contradic8ons, 
and gaps and summarized 
by workgroup area. 
Please see Attachment 3 
for the full narrative results 
of this activity.  
 

Survey of Stakeholders.  
Description Location/Event 

Where Data Was 
Gathered 

Type of Data Analysis 

A survey was distributed to RVCR 
stakeholder to gather insights on the 
development, function, and evolution of the 
RVCR. The survey solicited opinions 
regarding how the RVCR functions as a 
collective impact community coalition to 
address the addiction crisis, along with 
supporting a continuum from prevention to 
recovery. Participants represented a diverse 
range of perspectives and expertise, as well 
as roles within the RVCR such as 
stakeholders, staQ members, the Collective 
Advisory Council, and workgroup chairs. 
 

The survey was 
distributed online 
in June through the 
Virginia Tech survey 
software, Question 
Pro. After being 
open for 6 weeks 
with weekly 
reminders for 
completion via 
email, it was 
closed in July. A 
total of 68 
responses were 
recorded, and 23 
were fully 
completed.  
 
 

All data was analyzed 
using basic descriptive 
statistics, and incomplete 
answers were also 
retained for analysis. 
Responses to open-ended 
questions were organized 
by theme and summarized 
into narrative form. 
Please see Attachment 4 
for the full narrative results 
of this activity.  
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Review of Priorities with RVCR Stakeholders.  
Description Location/Event 

Where Data Was 
Gathered 

Type of Data Analysis 

Approximately 45 stakeholders participated 
in a first-round review of the drafted 2026 
Blueprint for Action. Participants left written 
reviews, feedback, and suggestions on 
largely printed posters of the priorities. The 
session was organized into the nine newly 
proposed workgroups, and participants 
reviewed the associated priorities in 
randomized groups in a round-robin style 
with approximately eight minutes at each 
station. Each station was facilitated by a VT 
IPG or RVCR member, to answer questions 
and guide participants to write down their 
feedback on the posters. 

The review was 
conducted in-
person during the 
October monthly 
RVCR stakeholder 
meeting. 

Feedback from the 
stakeholders was 
combined and reported 
exactly as written to 
project personnel and 
leadership within the 
RVCR.  
Please see Attachment 5 
for the full narrative results 
of this activity.  
 

Review of Priorities with the Ad Hoc Committee. 
Description Location/Event 

Where Data Was 
Gathered 

Type of Data Analysis 

Six Ad Hoc Committee members participated 
in a second-round review of the drafted 2026 
Blueprint for Action priorities that had been 
updated based on stakeholder feedback that 
had been previously gathered. AHC members 
were also presented the feedback collected 
at the October RVCR stakeholder meeting to 
add consider context, changes, or additional 
guidance. 

This review was 
conducted in two 
sessions. The first 
session was held in 
person on October 
27, 2025, as part of 
the monthly Ad 
Hoc Committee 
meeting. Due to 
thorough 
discussion and 
time constraints, a 
second session 
was held virtually 
on October 30. 
 

During the mee8ngs, 
highlights of previous 
stakeholder feedback on the 
priority areas were 
presented to commi-ee 
members, and they were 
asked to add comments or 
suggest ideas for further 
revision. The sessions 
included real-8me 
notetaking. All notes were 
collected and presented 
narra8vely and taken into 
considera8on for review by 
the Collec8ve Advisory 
Commi-ee. 
Please see Attachment 5 
for the full narrative results 
of this activity.  
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Review of Priorities with the Collective Advisory Council (CAC).  
Description Location/Event 

Where Data Was 
Gathered 

Type of Data Analysis 

Five CAC members participated in the third 
and final review of the drafted 2026 Blueprint 
for Action priorities that had been updated 
based on all previous feedback and review.  
 

Project leadership 
attended the CAC 
regularly 
scheduled monthly 
meeting in person 
on November 19, 
2025. 

During the meeting, some 
highlights of previous 
feedback on the priority 
areas were presented to 
committee members, and 
they were asked to provide 
detailed feedback via 
email or tracked changes 
or comments on the 
drafted priorities. All notes 
were collected and 
presented to RVCR and 
RVARC in consideration for 
final revisions to the 2026 
Blueprint for Action 
priorities.  
Please see Attachment 5 
for the full narrative results 
of this activity.  

Recommendations 
The following 47 recommendations for the Blueprint for Action Update include priorities 
identified by stakeholders and leadership as areas of importance to focus the eRorts of the 
RVCR over the next 3-5 years. The recommendations are based in evidence-based, and 
emerging best practices and have been thoroughly reviewed and revised by RVCR 
stakeholders, local leaders, and RVCR leadership.  
Twenty-five priorities are captured within 6 critical areas of the recovery ecosystem, also 
referred to as the “Workgroup(s)”: (1) Prevention, Education & Family Support, (2) Crisis 
Intervention & Public Safety, (3) Treatment, (4) Workforce & Economic Development, 
(5) Recovery Services, and (6) Thriving.  
Twenty-two priorities are categorized by areas of development and evaluation under the 
Collective Impact Model to guide, monitor, and assess activity of the workgroup progress 
towards recommended priorities as well as the overall goals of the RVCR. These areas 
include: (1) Overall Priorities for the Workgroups, (2) Funding, Policy & Advocacy, and 
(3) Data Collection, Measurement, and Evaluation. These recommendations will be the 
responsibility of the RVCR staR and leadership to implement.  
The workgroups, recommendations, and priorities as they are presented are not weighted 
or ranked.  
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2026 Blueprint for Action Update Recommended Priorities 
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Priorities for the Roanoke Valley Collective Response 
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While the RVCR and research team have put forth great eRorts in developing sustainable 
recommendations based on the evidence gathered throughout the Blueprint for Action 
Update process, the RVCR does not have broad authority to implement each individual 
priority presented. Rather, the intent of the Blueprint for Action Update is to empower those 
who do have the authority to distribute resources and implement these recommended 
priorities. The RVCR’s purpose is to serve as a place of collaboration and support to 
stakeholders and entities within the recovery ecosystem that serve individuals in the 
Roanoke-Alleghany region.  
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Next Steps and Ongoing Support 
Many achievements have already ensued through the 
development of the Blueprint for Action Update, 
however, the RVCR stakeholders, RVCR leadership, and 
the research team have identified several immediate next 
steps following to the Blueprint release: 

1. Present the Blueprint for Action Update to the RVCR stakeholders, as well as various 
community stakeholder groups, regional and state oRicials, and others identified by 
RVCR staR and leadership.  

2. Continue to explore information gathered from the Blueprint for Action Update 
process and asset mapping as a basis for developing a roadmap of care through the 
recovery ecosystem.  

3. Convene the workgroups to begin to make progress towards the recommended 
priorities presented in this document. Tasks of importance for the first several 
workgroup meetings include determining strategies and action items for each priority. 
The research team, along with RVCR staR, will support the workgroups by providing a 
guidance document for each workgroup that includes, but is not limited to, suggestions 
for action items, logic model outline and example, and tracking document to monitor 
progress.   

4. Identify workgroup chairs and/or co-chairs to work in conjunction with RVCR staR to 
lead their respective workgroup in convening and organizing immediate tasks.  

5. The Institute for Policy & Governance will develop a Social Impact Assessment to 
align with the recommended priorities within the Collective Impact Model to evaluate 
the social, environmental, and economic impact as a fundamental aspect of 
sustainability of the RVCR.  

6. Development of an evaluation plan with RVCR staR and leadership that outlines 
recommendations for sustainable and measurable action and tracking for each 
workgroup and priority.  

7. The institute for Policy & Governance will provide ongoing technical assistance to 
RVCR staR and stakeholders to advance the Blueprint for Action Update recommended 
priorities that contribute to the overall goals of the RVCR. This assistance may include, 
but is not limited to, identification of grant opportunities that align with proposed 
priorities, grant application support, literature review and/or searches for best 
practices, development of data collection instruments and/or tracking mechanisms, 
etc.  
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Appendices 
1. Asset Mapping of the Regional Recovery Ecosystem – August 2024 
2. Landscape of the Substance Use and Overdose Crisis, Discussion with Stakeholders, 

April 2025 
3. Review of Past Priorities, Dot Voting Activity with Stakeholders, June 2025 
4. Survey of Stakeholders, August 2025 
5. Review of Workgroups Priorities and Priorities for the Roanoke Valley Collective 

Response, October - December 2025 
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