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	Goal of the project: The goal of the information collection request (ICR) is to conduct regular program assessments of the Overdose Response Strategy (ORS). The ORS is a national public health and public safety program created to help local communities reduce drug overdose and save lives. 

	Intended use of the resulting data: Information collected will provide crucial data for program performance monitoring, reporting and where applicable, program success. The information will also inform technical assistance and guidance documents.

	Methods to be used to collect: A survey will be disseminated annually to public health and public safety partners and to ORS teams. Additionally, all ORS teams will report activity progress and capacity and workplan updates using web-based tools.

	The subpopulation to be studied: Respondents include public health and public safety professionals and ORS teams. No subpopulations are being studied.

	How the data will be analyzed: The data will be analyzed using descriptive and summary statistics, and qualitative summaries.





A.  JUSTIFICATION 

A.1. 	Circumstances Making the Collection of Information Necessary

The Centers for Disease Control and Prevention (CDC) National Center for Injury Prevention and Control (NCIPC) seeks OMB approval for this revision of the information collection request (ICR), for a 3-year period, to continue to conduct regular program assessments of the Overdose Response Strategy (ORS). The ORS is a national public health and public safety program created to help local communities reduce drug overdose and save lives. The ORS is co-funded by CDC and the Office of National Drug Control Policy (ONDCP) and implemented through partnerships with the National Foundation for the Centers for Disease Control and Prevention (CDCF) and the High Intensity Drug Trafficking Areas (HIDTA) program. The ORS is implemented by teams of Drug Intelligence Officers (DIOs) and Public Health Analysts (PHAs) who work together on drug overdose issues within and across sectors and jurisdictions. 

The data collected will be used to inform program enhancements and improvements and describe program successes. By collecting this data, CDC will be able to monitor ORS program implementation, ensure fidelity to ORS goals and strategies, inform the creation of technical assistance tools and resources, and highlight ORS successes to support program sustainability and continued funding. It will also provide CDC with the capacity to respond in a timely manner to requests for information about the program from the Department of Health and Human Services (HHS), the White House, Congress, and other sources. 

Background 
Drug overdose death rates, including those involving synthetic opioids (such as fentanyl) and stimulants (such as cocaine and methamphetamine) rose over the past several decades in the United States, becoming a topic of national importance. [1-3] Drug overdoses remain a leading cause of death in the United States.[4] CDC predicts that around 67,000 Americans died from a drug overdose in the 12-month period ending April 2026 [2]. 

Coordination between public health and public safety is critical to ensure that we understand evolving overdose threats and leverage all available resources to effectively save lives. [5]. CDC demonstrates strong commitment to public health/public safety partnerships through implementation of several national programs, including the ORS.

The ORS is a unique collaboration between public health and public safety agencies designed to help local communities reduce drug overdoses and save lives by sharing timely data, pertinent intelligence, and evidence-based and innovative strategies. The ORS is co-funded by CDC and the Office of National Drug Control Policy (ONDCP) and currently implemented by 61 teams of Drug Intelligence Officers (DIOs) and Public Health Analysts (PHAs) serving in all 50 states, the District of Columbia (D.C.), Puerto Rico, and the U.S. Virgin Islands. 

ORS teams support public health and public safety entities in their jurisdictions by:
· Sharing data systems to inform rapid and effective community overdose prevention efforts.
· Supporting immediate, evidence-based response efforts that can directly reduce overdose deaths.
· Designing and using promising strategies at the intersection of public health and public safety.
· Disseminating information to support the implementation of evidence-informed overdose prevention strategies.

As the ORS is one of CDC’s flagship overdose prevention programs, and partnering with public safety is one of CDC’s key overdose prevention strategies, a greater understanding of the impact and effectiveness of the ORS is needed to inform program enhancements and improvements. CDC is authorized to collect information for public health purposes by Section 301(a) of the Public Health Service Act (Attachment A).


A.2.     Purpose and Use of Information Collection 

The purpose of this information collection request (ICR) is to answer the following evaluation questions: 
1. To what extent does the ORS program carry out its strategies and activities?
2. What overdose prevention and response gaps are addressed by ORS teams? 
State and local agencies are responsible for tracking and controlling local overdose epidemics by implementing prevention and response strategies that increasingly include both public health and public safety sectors. ORS teams support agencies in those cross-sector efforts; however, there is currently no mechanism to collect information on activities implemented by ORS teams, the extent to which ORS teams are helping state, local, and territorial partners build cross-sector partnerships, the impact and effectiveness of those partnerships, and elements or attributes that support the successful implementation of public health and public safety partnerships to reduce drug overdose. 

This ICR focuses on a survey and a reporting tool that ORS teams and their partners will complete to provide critical data to CDC on a quarterly and annual basis for program monitoring, to inform technical assistance and guidance documents produced by CDC or other partners, and to assess the extent to which the ORS program is achieving the goal of supporting public health and public safety partnerships to reduce drug overdose. It will also provide CDC with the capacity to respond in a timely manner to requests for information about the program from the Department of Health and Human Services (HHS), the White House, Congress, and other sources.

This ICR is needed to gather information about how the ORS has contributed to shared, collective efforts to reduce drug overdoses and save lives. It will also allow for the collection of summaries of activities implemented by ORS teams, challenges encountered, success stories, and progress updates. 

The following data collection instruments are part of this ICR. All instruments can be found in the following attachments:
1. Attachment D: ORS Annual Evaluation Survey
2. Attachment E: ORS Quarterly Reporting Template
3. Attachment F: ORS Logic Model
4. Attachment H: Invitation Email
5. Attachment I: Reminder Email

ORS Annual Evaluation Survey (Att. D)
The ORS Annual Evaluation Survey will be disseminated each year for up to 3 years to solicit feedback on how the ORS program operated in the previous year (e.g., the survey disseminated in 2027 will ask respondents to reflect on their experiences with the program in 2026). The survey will be administered through an online data collection platform, to each of the 4 key respondent groups: Public Health Analysts (PHAs), Drug Intelligence Officers (DIOs), public health partners, and public safety partners. Public health and public safety partners in each jurisdiction will be individuals who serve as designated site leads for ORS teams. In some cases, a jurisdiction may have multiple site leads or multiple jurisdictions may share a site lead. 
The survey includes 29 questions.
Most close-ended questions ask respondents to rate the extent to which the ORS has contributed to specific outcomes using a six-point response scale ranging from "Not at all" to "Very significantly," with an "I don't know" response option. Additional questions use a five-point agreement scale ranging from "Strongly disagree" to "Strongly agree," with an "I don't know" response option. Respondents will also be asked to characterize the current level of collaboration between public health and public safety partners in their jurisdiction using a five-level collaboration continuum and to rank the four ORS strategies based on where they believe the program has had the greatest impact.
The survey concludes with one open-ended question asking respondents to identify challenges, gaps, and opportunities for improvement. The survey will remain open for two weeks, during which two reminder emails will be distributed to encourage participation. Responses will be collected anonymously.
Table 1 below provides a crosswalk showing the relation between the ORS program evaluation questions, logic model outcome and indicators measured by the annual survey. The ORS logic model is provided in Att. F.

[bookmark: _Hlk216967725]Table 1
	Evaluation Questions 
	Logic Model Outcomes 
	Indicators 

	N/A 
	N/A 
	Demographic information: 
1. Which of the following best describes your role? 
2. Please select your ORS region. 
3. How long have you been in your role? 
4. Thinking about the past year, which of the following best describes the level of collaboration between public health and public safety partners in your jurisdiction?  

	To what extent does the ORS program carry out its strategies and activities? 
	Increased reach of information facilitated by ORS info sharing 
	Thinking about the past year, to what extent did the ORS program contribute towards impact in the following areas in your jurisdiction? Please rate the ORS program’s contribution on a scale of 1 to 5, with 1 being “Not at all” and 5 being “Very significantly.” (Q5-25): 
 
5. Increased information sharing to a wide range of partners. 

	
	Increased coordination and collaboration among public health and public safety partners 
	6. Increased collaboration among public health and public safety partners. 
 

	
	
	7. Increased coordination among public health and public safety partners. 

	
	Increased sustained commitment to multi-sector teams among partners 
	8. Enhanced multi-sector teams (e.g., Overdose Fatality Reviews, Public Health and Safety Teams, spike response planning, etc.). 

	
	Increased partner and community knowledge and skills related to effective overdose prevention 
	9. Increased partner and community knowledge about effective overdose response and prevention practices. 

	
	Increase in use of shared data to inform real-time decision making and intervention planning 
	10. Real-time decision-making using data shared by the ORS team. 

	
	
	11. Intervention planning using data shared by the ORS team. 

	
	Improved shared understanding of overdose and trafficking trends, risk factors, and threats among multi-sector partners 
	12. Multi-sector partners have improved understanding of overdose and trafficking trends, risk factors, and threats. 

	
	Increased uptake and saturation of effective overdose prevention programs/services 
	13. Increased the number of effective overdose prevention programs in my jurisdiction. 

	
	Sustained real-time information sharing among public health and public safety partners 
	14. Increased real-time information sharing among public health and public safety partners. 

	
	Public health and public safety collaborate to effectively respond to and prevent overdoses 
	15. Improved effective multi-sector collaboration in responding to overdoses.  

	
	Sustained real-time information sharing among public health and public safety partners 
 
Improved community and partner capacity in preventing fatal and non-fatal overdoses and facilitating access to effective SUD treatment and recovery support 
 
Policy changes supporting effective overdose prevention, treatment, and recovery support services 
 
Public health and public safety collaborate to effectively respond to and prevent overdoses 
	16. Thinking about the past year, where did the ORS Program have the greatest impact in your jurisdiction? Please rank the ORS strategies in order of impact (1-greatest impact, 4-lowest impact). 

	What overdose prevention and response gaps are addressed by ORS teams? 
	Gaps, barriers, solutions identified 
	17. Identified barriers to effective overdose response and prevention practices. 

	
	
	18. Addressed barriers to effective overdose response and prevention practices. 

	
	Increased partner awareness of resources, tools, protocols to support overdose prevention, treatment, and recovery 
	19. Increased partner and community awareness of resources, tools, or protocols that support overdose response, prevention, treatment, and recovery.  

	
	Recommendations implemented at local or state level 
	20. Recommendations implemented at the state or local level.  

	
	Improved community and partner capacity in preventing fatal and non-fatal overdoses and facilitating access to effective SUD treatment and recovery support 
	21. Improved capacity to prevent fatal and non-fatal overdoses among public health partners.  

	
	
	22. Improved public health partners’ ability to facilitate access to effective substance use disorder treatment and recovery support. 

	
	
	23. Improved capacity to prevent fatal and non-fatal overdoses among public safety partners. 

	
	
	24. Improved public safety partners’ ability to facilitate access to effective substance use disorder treatment and recovery support. 

	
	Policy changes supporting effective overdose prevention, treatment, and recovery support services 
	25. Implemented policy changes that support effective overdose prevention, treatment, and recovery support services. 

	
	Increased engagement and information sharing within ORS national network 
	Rate your level of agreement with the following questions on a scale of 1 to 5, with 1 being “Strongly disagree” and 5 being “Strongly agree.” (Q26-27): 
 
26. I have leveraged information and resources from other ORS jurisdictions to support my work. 

	
	
	27. I have leveraged information and resources from the ORS National Team to support my work (e.g., ORS annual conference, ORS learning communities, technical assistance, ORS newsletters, etc.). 

	N/A 
	N/A 
	28. What areas of improvement do you see for the ORS? Please share any challenges or gaps the ORS can work to address.  

	N/A 
	N/A 
	29. What additional feedback would you like to share? 




ORS Quarterly Reporting Template
ORS teams will be required to provide summaries of implemented activities and challenges encountered, detailed descriptions of sub activities and their dates of completion, success stories, progress updates, and implementation plans within each sub activity on a quarterly basis. The Overdose Response Strategy Team Reporting System (ORSTRS) is a web-based platform used for all reporting. Data will be analyzed by CDC and CDCF and recommendations will be provided to ORS teams to strengthen their activities and partnerships. Success stories and program achievements will also be collected, analyzed, and a portion will be reported in the ORS annual report, which will be posted on the ORS Website and shared with the public. Past success stories have been featured on the ORS Website and shared with CDC, HHS, and ONDCP leadership. Furthermore, CDC and CDCF staff will use the successful implementation examples to help recommend program improvements and strategies to other ORS teams. Please see Attachment E for the ORS Quarterly Reporting Template which provides information on all fields collected in the system.

The main purpose of ORSTRS is to track and monitor ORS teams’ activities across the ORS network to improve program monitoring, evaluation and reporting to partners, like ONDCP and CDC. Data collection includes adding projects, tracking projects through updates, and reviewing projects with commentary. Users add projects and project updates that national reviewers can track and review with commentary. Project updates include documents, presentations, and success stories. Users also add data on external partners, such as the organizations and the key contacts they partner with.

Categories and subcategories are standardized throughout the system for ease of use, reporting, and analysis. 

The ORS Team Reporting System is also a collaborative tool. Users can use the project directory to search for projects led by other ORS teams in other parts of the country, as well as search for other ORS staff to foster cross-state and jurisdictional collaboration in the staff directory. This feature allows ORS teams to better leverage the ORS Network by having access to projects that have completed internal review and approval in other states/jurisdictions, as well as contact information for the respective ORS Teams for direct outreach and learning.

PHAs and DIOs are expected to report project activities on a quarterly basis. Reports are due 15 days after the quarter ends or the following business day, if the 15th falls on the weekend or a holiday. Quarterly periods and submission due dates are as follows: 

• First Quarter (Q1): January 1 – March 31 
• Submission due: April 15 
• All reviewer feedback resolved and projects approved: May 15 
• Second Quarter (Q2): April 1 – June 30 
• Submission due: July 15
 • All reviewer feedback resolved and projects approved: August 14 
• Third Quarter (Q3): July 1 – September 30 
• Submission due: October 15 
• All reviewer feedback resolved and projects approved: November 14
 • Fourth Quarter (Q4): October 1 – December 31
 • Submission due: January 15
 • All reviewer feedback resolved and projects approved: February 14



Proposed Data Use 

Aggregate-level information collected from the Annual Survey will be disseminated to ORS teams and to the public via an annual Program Evaluation Report within 3 months of closing the survey. Information collected through the ORS Quarterly Reporting Template in ORSTRS will be disseminated to ORS teams and to the public via the ORS Annual Report. Data from both the Annual Survey and the ORS Quarterly Reporting Template will largely be used to develop programmatic reports, tools, and implementation guides for the purposes of program improvement. In collaboration with ORS teams, other dissemination tools such as webinars, abstracts, presentations, and manuscripts may be developed.

A.3. 	Use of Improved Information Technology and Burden Reduction

The ORS Annual Survey will be collected via SurveyMonkey, an online data collection platform. Online data collection tools, such as SurveyMonkey, provide a secure, cost-effective way to create the survey, disseminate it via email, track responses, and conduct initial data analysis and visualizations of responses. Responses can also be exported to Excel or other software for further analysis. SurveyMonkey is also an accessible platform for all ORS partners, including public safety partners who may be restricted in platforms they can access. 

CDC and CDCF developed the aforementioned ORSTRS web-based platform that will be used to collect the quarterly updates outlined in this ICR. The data entry interface of ORSTRS was developed through a subcontract with Mathematica, a research and data analytics consultancy.


The use of ORSTRS provides several advantages:
· This user-friendly online interface requires little training and is easy and intuitive for ORS teams to use to enter data for the information collection.
· Standard data elements, definitions, and specifications at all levels improve the quality and comparability of information that ORS teams submit and enhance the consistency of reports to examine information across ORS teams.
· The structure of the data collection in ORSTRS is flexible such that different ORS teams are still able to capture and report information relevant to their program context and structure.  
· The ability to carry information and populate from one reporting period to the next increases the efficiency of data entry, reduces errors and redundancies, and therefore increases the quality and reliability of information that ORS teams submit each quarter.

The ORSTRS tool improves information quality by minimizing errors and redundancy. Having information consistently collected from all ORS teams in the same manner year-over-year reduces the level of burden attributable to redundancy and reduces the workload to enter and maintain the data. Additionally, ORS teams will have data self-populated from one quarter to another, which minimizes data re-entry, burden, and potential errors. Finally, by providing one, centralized data collection tool, ORS teams will experience less burden because each team will not need to figure out how to collect data on their own. 

Further, standardization enhances the consistency of information collected, thereby enabling examination of cross-program strategies. The report generation capabilities of the web-based tool reduce the respondent burden associated with paper-based reports. Without the reporting tools and the integrated approach to information collection and reporting, ORS teams and CDC would need to continue to use time consuming and labor-intensive procedures for information collection and reporting.


Project updates can be saved without submitting, allowing users to input data throughout the quarter and submit for reviewer approval at the end of the quarter. For projects with a status of ‘In Progress’ or ‘On Hold’, data in the project overview, project team, and project focus sections can be copied over to the next quarter once reviewed and approved by the National ORS Team, and the data in these sections can be updated as needed to reflect the current quarter. Sections for outcomes in progress and outcomes completed are blank in any new or copied project entry and can be completed with applicable information reflecting activities in the quarter.

Users will also be asked to set up multi-factor authentication (MFA) when they activate their accounts. MFA is an authentication method that requires the user to provide two or more verification methods to gain access to a resource such as an application, online account, or a Virtual Private Network (VPN). MFA is a core component of a strong identity and access management (IAM) policy. Rather than just asking for a username and password, MFA requires one or more additional verification factors for security, like a verification code sent via text message to a mobile number. 

A.4. 	Efforts to Identify Duplication and Use of Similar Information

This is the only data collection carried out by CDC related to the ORS. Although the ORS is co-funded by another federal agency, ONDCP, NCIPC has confirmed that this data collection is not duplicative of any ONDCP data collection efforts as it relates to the ORS. These discussions were held on August 23, 2024, with the deputy director of ONDCP’s High Intensity Drug Trafficking Areas (HIDTA) program. From the discussion, it was concluded that CDC should move forward with obtaining OMB approval and that this data collection would not be redundant because of any ONDCP data collection efforts related to the ORS. NCIPC will share information from this data collection in aggregate form with partners at ONDCP. 

No ICR currently exists that would allow for the collection of this information. This ICR serves a practical and necessary purpose of collecting information that will identify and inform any ORS program enhancements or improvements needed. The collection of this information is essential to ensure that this national, multi-million-dollar program co-funded by two federal agencies continues to achieve its mission and goals. 

A.5. 	Impact on Small Businesses or Other Small Entities 

No small businesses will be involved in this data collection.

A.6. 	Consequences of Collecting the Information Less Frequently 

Less frequent reporting would undermine accountability efforts at all levels and negatively affect monitoring recipient progress. The annual and quarterly reporting schedule ensures that CDC responses to inquiries from HHS, the White House, Congress, and other stakeholders are based on timely and up-to-date information. 


A.7. 	Special Circumstances Relating to the Guidelines of 5 CFR 1320.5(d)2

The request fully complies with the regulation 5 CFR 1320.5. 

A.8. 	Comments in Response to the Federal Register Notice and Efforts to Consult 			Outside the Agency 

A.8.a)	Federal Register Notice

A 60-day Federal Register Notice was published in the Federal Register on August 20, 2026, vol. 91, No. 160, pp. 53867-8 (Att. B). There were 3 substantive and 1 non-substantive public comments to the 60-day Federal Register Notice, a CDC response was sent for each substantive comment (Attachment B-1).

A.8.b) Efforts to Consult Outside the Agency

The data collection instruments were designed collaboratively by CDC, CDCF and ONDCP/HIDTA staff. Consultation will continue throughout the implementation process. 

Name: Kiersten Nicholson 
Title: Associate Director for Programs and ORS Grant Lead, CDC Foundation 

Name: Chris Jakim
Title: HIDTA ORS National Coordinator 


A.9. 	Explanation of Any Payment or Gift to Respondents 

Respondents receive no gift or payment for their participation in any information collections.


A.10. 	Protection of the   Privacy    and   Confidentiality   of   Information   Provided    by  Respondents

The NCIPC Information Systems Security Officer (ISSO) has reviewed this submission and has determined that the Privacy Act does not apply.  Activities do not involve the collection of sensitive or personally identifiable information (PII). The NCIPC Information Collection Request PII and Privacy Act Determination is attached (Att. C). 
All data will be reported in aggregate form, with no identifying information included. Because data are maintained in a secure, password-protected system, and information will be reported in aggregate form, there is no impact on respondent privacy. Key program staff will provide information related to programmatic improvement and they will be notified that their responses on the electronic information system will be treated in a secure manner. Staff identifiers will not be used in any performance reports. The information collection does not require consent from individuals. All procedures have been developed, in accordance with federal, state, and local guidelines, to ensure that the rights and privacy of key program staff will be protected and maintained. 

While consent is not required to report aggregate data, ORS teams’ approval will be obtained if team-specific data are used for publications, reports, or other publicly disseminated information. No system of records will be created under the Privacy Act. Submission and access to ORS teams' data will be controlled by a password-protected login site. Access levels vary from read-only to read-write, based on the user’s role and needs. CDC and CDCF staff will have varying levels of access to the system with role-appropriate security training, based on the requirements of their position(s). Aggregated information will be stored on an internal CDC Access server subject to CDC’s information security guidelines.  


A.11.	Institutional Review Board (IRB) and Justification for Sensitive Questions	


IRB Approval

The CDC National Center for Injury Prevention and Control’s OMB and human subject’s liaison has determined that this information is non-research and therefore, IRB approval is not needed.  The information collection does not involve the collection of personal information or the participation of human subjects in research. (Att. G).


Justification for Sensitive Questions

The proposed data collection instruments do not collect sensitive information.  


A.12. 	Estimates of Annualized Burden Hours and Costs 

A.12.a) Annual Burden Hours

[bookmark: _Hlk184907312]ORS Annual Evaluation Survey (Att. D) respondents will be the ORS PHAs (n=61), ORS DIOs (n=61), and public health (n=70) and public safety (n=70) personnel across 50 states, D.C., US Virgin Islands, and Puerto Rico. The estimated burden for each instrument includes time for reviewing instructions, searching sources, data collection, and completion of the instruments. The ORS Annual Evaluation Survey has an estimated burden of 15 minutes per respondent annually. The burden is based on 5 staff volunteers completing the survey. 

Invitation and Reminder emails for ORS Annual Evaluation Survey (Att. H & I) respondents will be the ORS PHAs, ORS DIOs, and public health and public safety personnel across 50 states, D.C., US Virgin Islands, and Puerto Rico. The invitation email and the reminder email will each have an estimated burden of 2 minutes per respondent annually, based on prior experiences.

ORS Quarterly Reporting Template (Att. E) is a web-based tool. Based on feedback from PHAs and DIOs who completed the template under a previous funding opportunity, the burden is estimated to be 30 minutes quarterly for both PHAs and DIOs. 

Table A12.A  Estimated Annualized Burden Hours 

	Type of Respondents
	
Form Name
	Number of Respondents
	Number of Responses per Respondent
	Average Burden per Response
(in hours)
	Total Burden (in hours)

	ORS Respondents
	
Invitation email (Att. H)
	262
	1
	2/60
	9

	ORS Respondents
	
Reminder email (Att. I)
	262
	1
	2/60
	9

	ORS Public Health Analysts 

	ORS Annual Evaluation Survey (Att. D)
	61
	1
	15/60
	15

	
	ORS Quarterly Reporting Template (Att. E)

	61
	4
	30/60
	122

	ORS Drug Intelligence Officers 

	ORS Annual Evaluation Survey (Att. D)
	61
	1
	15/60
	15

	
	ORS Quarterly Reporting Template (Att. E)

	61
	4
	30/60
	122

	Public health and public safety partners 
	ORS Annual Evaluation Survey (Att. D) 
	140
	1
	15/60
	35

	Total
	327



A.12.b) Annual burden cost 

[bookmark: _Hlk92806507]The average hourly wage for public health and public safety respondents is $38.60 based on the national average hourly wage for all federal, state, and local government excluding state and local schools and hospitals and USPS according to the May 2025 Occupational Employment and Wage Statistics from the U.S. Bureau of Labor Statistics Occupational Employment and Wage Statistics. HHS currently assumes that benefits plus indirect costs equal approximately 100 percent of wages. In other words, multiplying wages by a factor of 2 provides an estimate of the fully loaded wage rate, as summarized in Table A12.B.

The total estimated annualized cost of [327 burden hours x $38.60/hour] = $12,622 [(x2) wage multiplier] leaving a fully loaded cost = $25,244 as summarized in Table A12.B. 


Table A12.B Estimated Annualized Burden Costs 
	
Type of Respondent
	
Form Name
	Total Burden Hours
	Average Hourly Wage Rate (in dollars)
	Costs
	Wage Rate Multiplier
	Fully Loaded Cost

	ORS Respondents
	
Invitation Email (Att. H)
	9
	$38.60
	$347
	x2
	$695

	ORS Respondents
	
Reminder Email (Att. I)
	9
	$38.60
	$347
	x2
	$695

	ORS Public Health Analysts 

	ORS Annual Evaluation Survey (Att. D)
	15
	$38.60
	$579
	x2
	$1,158

	
	ORS Quarterly Reporting Template (Att. E)

	122
	$38.60
	$4,709
	x2
	$9,418

	ORS Drug Intelligence Officers 

	ORS Annual Evaluation Survey (Att. D)

	15
	$38.60

	$579
	x2
	$1,158

	
	ORS Quarterly Reporting Template (Att. E)

	122
	$38.60
	$4,709
	x2
	$9,418

	Public health and public safety partners 
	ORS Annual Evaluation Survey (Att. D)
	35
	$38.60
	$1,351
	x2
	$2,702

	TOTAL
	
	327
	
	$12,622
	
	$25,244





A.13. 	Estimates of Other Total Annual Cost Burden to Respondents or Record Keepers
No capital or maintenance costs are expected.  Additionally, there are no start-up, hardware, or software costs.



A.14. 	Annualized Cost to the Government 


The average annualized cost to the federal government is $156,289 with a fully loaded cost of $312,578.  CDC personnel costs follow the General Schedule General Schedule (GS) Base Pay Scale for 2026. We used the average annual base pay rate for GS Grades 13 and 14 to estimate costs for CDC personnel. We used the salaries listed in the CDC Foundation’s approved budget for their cooperative agreement with CDC to calculate costs of CDCF personnel. HHS currently assumes that benefits plus indirect costs equal approximately 100 percent of wages. In other words, multiplying wages by a factor of 2 provides an estimate of the fully loaded wage rate, as summarized in Table 4.


Table 4.  Estimated Annualized Cost to the Government
	Type of Cost
	Description of Services
	Annual Cost
	Wage Rate Multiplier
	Fully Loaded Costs

	CDC Personnel 
	· 25% GS-13 @ $104,564/year = $26,141
· 25% GS-14 @ $123,565/year = $30,891
                                                    Subtotal, CDC Personnel
	$57,032
	X2
	$114,064

	CDCF Personnel 
	· 50% Performance Lead @ $104,914/year = $52,457
· 50% Performance Technical Advisor @ $93,600/year = $46,800
                                                   Subtotal, CDCF Personnel
	$99,257
	X2
	$198,514

	Total Annual Estimated Costs
	$156,289
	
	$312,578




A.15. 	Explanation for Program Changes or Adjustments 

Changes to the approved ICR include the following: 

1. Updated, revised program logic model (Att. F)
1. Updated, reduced number of evaluation questions, which better focus our evaluation. The program evaluation questions should inform/align with the program logic model which shows a high-level picture of its activities and anticipated results for a common understanding of the program. The program evaluation intends to both describe how the program works and measure its results. 
i. To what extent does the ORS program carry out its strategies and activities? (outputs-process evaluation) 
ii. What overdose prevention and response gaps are addressed by ORS teams? (outcomes) 
1. The ORS management and coordination team (n=25) will no longer receive an annual survey. With the focused evaluation questions, ORS management and coordination team participation in the survey is no longer needed.  
1. The previously approved separate data collection surveys for 5 different participant groups have been combined into a single survey (Att. D) to be administered to 4 survey response groups – Public Health Analysts, Drug Intelligence Officers, Public Health Partners and Public Safety Partners. The strategic planning and evaluation planning process identified inefficiencies in the annual data collection. This revision streamlines the surveys, the data collection, and the analyses by asking consistent questions of the four audiences. 
1. Questions asked in the survey instrument have been revised to better align with outcome language used in the updated logic model.  
1. The number of questions has been reduced for all respondent groups and the format has been changed.  Most questions now use a six-point likert-style scale. Question series also use consistent question roots for easier and faster interpretation and completion by the participants. Previous surveys included 45 questions for PHAs and DIOs, 38 questions for partners, and 18 questions for the ORS national management and coordination team. The survey now includes just 29 questions.

A.16. Plans for Tabulation and Publication and Project Time Schedule 

A. Time schedule for the entire project
OMB approval of this ICR is being requested for three years. The Annual Survey will be administered immediately upon OMB approval and annually thereafter. ORS teams will report into ORSTRS using the ORS Quarterly Reporting Template (Att. E) according to the following schedule:

• First Quarter (Q1): January 1 – March 31 
• Submission due: April 15 
• All reviewer feedback resolved and projects approved: May 15 
• Second Quarter (Q2): April 1 – June 30 
• Submission due: July 15
 • All reviewer feedback resolved and projects approved: August 14 
• Third Quarter (Q3): July 1 – September 30 
• Submission due: October 15 
• All reviewer feedback resolved and projects approved: November 14
 • Fourth Quarter (Q4): October 1 – December 31
 • Submission due: January 15
 • All reviewer feedback resolved and projects approved: February 14


CDC and CDCF will conduct analysis, visualization, and reporting of Annual Survey data within 3 months after data are submitted and finalized. 

CDC and CDCF will conduct analysis, summary and reporting of data entered into ORSTRS through the ORS Quarterly Reporting Template on a quarterly basis for program management purposes. The data will be summarized and reported annually. 

B. Publication plan
Data from both the Annual Survey and the ORS Quarterly Reporting Template will largely be used to develop programmatic reports, tools, and implementation guides for the purposes of program improvement. The information collected will not be used to make generalizable statements about the population of interest. However, in collaboration with ORS teams, other dissemination tools such as webinars, abstracts, presentations, and manuscripts may be developed.



C. Analysis plan
CDC will not use complex statistical methods for analyzing information. Summary statistics (e.g., counts) will be used to summarize the collected information.

Table 5 Project Time Schedule
	Activity Time Schedule
	Timeline 

	Dissemination of Annual Evaluation Survey
	Immediately upon OMB approval, then continuing annually 

	Populating Quarterly Reporting Template
	Immediately upon OMB approval, then quarterly through the period of performance

	Data Analysis
	Annually




A.17. Reason(s) Display of OMB Expiration Date is Inappropriate 

The display of the OMB expiration date is not inappropriate.

A.18. Exceptions to Certification for Paperwork Reduction Act Submissions 

There are no exceptions to the certification.
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