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Executive Summary 
 
Legal settlements with prescription opioid manufacturers and distributors will direct sizable funds to the 
state of Connecticut over the next several years for the purpose of opioid abatement and related activities. 
In 2023, the Connecticut Department of Mental Health and Addiction Services (DMHAS) commissioned 
the Yale Program in Addiction Medicine to revise its 2016 Connecticut Opioid REsponse (CORE) Report, to 
inform and guide the statutorily created Opioid Settlement Advisory Committee (OSAC), charged with 
distributing Opioid Settlement Funds in the state. This report describes the existing state of the opioid 
overdose crisis in Connecticut, summarizes the current scientific literature, and presents 
recommendations regarding readily fundable priorities to address opioid-related harms, including 
overdose deaths and addiction. These recommendations, listed below, are not exhaustive rather are 
focused on maximizing return on investment to save lives. They derive from available evidence, and align 
with available guidance on use of funds, including Exhibit E of the Opioid Litigation Settlement and 
Principles for the Use of Funds from the Opioid Litigation, a framework developed by a coalition of over 
sixty organizations.  
 
Mission: To decrease the adverse impact of opioids on Connecticut residents, with an immediate 
emphasis on reducing overdose deaths. 
 
Vision: To identify sources of current Connecticut data and to apply evidence to most urgently and 
efficiently guide efforts to achieve the stated mission. 
 
Values: Evidence, timeliness, respect, access, collaboration, and measurable high-impact efforts. 
 
Funding Priorities  

1. Increase Access to the Most Effective Medications (Methadone and Buprenorphine) for Opioid 
Use Disorder Across Diverse Settings 

2. Reduce Overdose Risk and Mortality, Especially Among Individuals at Highest Risk and Highest 
Need with Linkage to Treatment, Naloxone, and Harm Reduction 

3. Improve the Collection, Analysis, Sharing, and Use of Data Across Agencies and Organizations 
Relevant to Addressing the Opioid Overdose Crisis 

4. Invest in Training and Support to Increase the Size of the Addiction Workforce and Help Non-
Specialists to Provide Services 

5. Simultaneously Deploy and Evaluate Select Primary, Secondary, and Tertiary Prevention 
Strategies 

6. Invest in Efforts to Reduce Community Stigma Against Opioid Use Disorder and Opioid Use 
Disorder Treatments 

7. Address Social Determinants and Structural Needs of At-Risk and Impacted Populations 

 
 
 
 
 
 
 
 

https://portal.ct.gov/CORE
https://portal.ct.gov/-/media/DMHAS/UpcomingEvents/Exhibit-E-Final-Distributor-Settlement-Agreement-8-11-21.pdf
https://opioidprinciples.jhsph.edu/
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Background 
 
In 2016, the Connecticut Opioid REsponse (CORE) team issued a report detailing a strategic plan to reduce 
opioid-related deaths. That document, a summation of the scientific literature at the time, provided 
guidance to the state alongside efforts from the Alcohol and Drug Policy Council (ADPC), a statewide 
stakeholder group. In the intervening years, substantial progress has been made toward enacting the 
recommendations of the 2016 report. Many of the outlined strategies have been implemented by various 
state agencies and jurisdictions. Among these strategies, increasing access to medications for opioid use 
disorder (MOUD), especially methadone and buprenorphine, and increasing access to naloxone have been 
particularly central.  
 
The Opioid Overdose Crisis in Connecticut Since 2016 
 
Most of the data cited in this report are publicly reported by state agencies. As they move forward, the 
Opioid Settlement Advisory Committee (OSAC) can take advantage of timely updates and reports 
generated by the Department of Public Health (DPH) on non-prescribed opioid use, substance use 
disorders, and fatal and non-fatal overdoses in the state, which are publicly available.  
 
Estimated number of individuals at increased risk of an opioid overdose  
 
There are few reliable estimates of the number of people in Connecticut at increased risk of an overdose. 
The most recent data from the National Survey on Drug Use on Health, administered yearly by the federal 
government, estimates that there are 118,000 Connecticut residents who report non-medical use of 
opioids or use of heroin or fentanyl. This number is similar to estimates from 2016, and is likely an 
underestimate of the true number of people in the state who use non-prescribed opioids.1,2 Given 
widespread infiltration of the illicit drug supply with fentanyl, there are a large number of people who 
primarily use cocaine or fake pills, who are now unknowingly exposed to fentanyl and are at increased 
risk of overdose. Similar to 2016, there are approximately 250,000 people in the state with a substance 
use disorder (SUD). Among those with an opioid use disorder (OUD), it is estimated that only 20% received 
treatment in the past year.   
 
Number, distribution, and epidemiology of overdose deaths since 2016 
 
Since the publication of the initial CORE report, overdose deaths in the state have continued to rise. Where 
in 2016 there were 931 opioid-related deaths in the state, in both 2021 and 2022 there were over 1,400 
overdose deaths.3 The reasons for this continued rise are multiple and interacting, but the main driver has 
been a changing illicit opioid market now dominated by fentanyl, fentanyl analogues, and other high 
potency synthetic opioids. Stimulant-related deaths are increasing and xylazine adulteration of fentanyl 
has become increasingly prevalent. Overdose deaths are dominated by those involving fentanyl and 
fentanyl analogues by themselves or in combination with other substances (over 85% in 2022), those 
involving a combination of opioids and stimulants (41% in 2022), and those involving a combination of 
opioids and xylazine (over 24% in 2022). While overdose deaths have occurred in all towns in the state, 
they are concentrated in our urban centers with those occurring in New Haven, Hartford, Bridgeport, and 
Waterbury accounting for the majority of people dying from overdose. Per-capita overdose death rates 
illustrate this, but also highlight higher death rates in some of our smaller cities and in rural parts of the 
state, although the overall number of people dying is lower in these areas.  
 

https://portal.ct.gov/CORE
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The demographics of overdose decedents in Connecticut have also evolved since 2016. Similar to the 
breakdown of race and ethnicity in the state, the majority of people dying by overdose in the state are 
white, non-Hispanic residents, but there are significant disparities in per-capita overdose rates. Whereas 
earlier in the overdose crisis, the per-capita overdose rate among white, non-Hispanic residents in the 
state was higher than in other racial and ethnic groups, the per-capita overdose rates among Black and 
Latine residents in Connecticut are now higher than those in white residents (69 per 100,000 for Black 
residents, 51 per 100,000 for Hispanic/Latine residents, and 37 per 100,000 for white residents in 2022).4 
Overdose deaths occur among people of all ages in the state, but primarily in those 25 to 64 years old, 
with a peak in those aged 35 to 44 years old. While opioid involved overdose and poisoning deaths do 
occur in children, youth, and young adults under the age of 25, these make up a small number of overdose 
deaths in the state.4,5 Overdose deaths occur primarily in men, who comprise three quarters of all 
overdose decedents.  
 
Beyond demographics, several groups are overrepresented among people experiencing overdose deaths: 
people returning to the community from incarceration, those experiencing homelessness, and those with 
certain occupations. In 2016, 44% of overdose decedents had been incarcerated by the Connecticut  
Department of Correction (DOC) at some point prior to their death, reflecting the extremely high risk of 
overdose in the month following release from incarceration.6 Since 2016, the DOC has made significant 
efforts to improve access to methadone and buprenorphine for people while they are incarcerated and 
to offer naloxone to everyone being released from custody. Data from DOC pilot programs in Bridgeport 
and New Haven, predating efforts to substantially increase MOUD access in the DOC, demonstrated 
access to methadone for jail-incarcerated individuals decreased the risk of post-release overdose by half 
and increased the likelihood that someone would re-engage with methadone treatment in the community 
following release.7 It is likely that the broader efforts to increase access have substantially improved 
overdose risk in people released from custody throughout the state. Nonetheless, there remains a 
disproportionate number of overdoses in this population. In 2022, 14% of overdose deaths in the state 
occurred among those released within the last month from institutional settings, including jails or prisons 
such as the DOC.  
 
Similarly, people experiencing homelessness are over-represented among those dying from overdose. In 
2022, 7% of overdose deaths occurred in people who were experiencing homelessness or housing 
instability. Although there is limited data specific to Connecticut on risk of overdose by profession, 
nationally several occupations experience higher risk of overdose. These most notably include 
construction, food services, and the fishing industry.8  To date, overdose prevention work in the state 
focused on addressing higher risk in certain occupations has been limited.9 Implementation of screening 
and interventions in the workplace seems appropriate to bolster employee assistance programs.  
 
The context of overdose deaths in the state is also important. The majority of overdose deaths in 
Connecticut occur in the decedent’s or someone else’s residence. A majority of overdose deaths occur 
with a potential bystander present, but in another room or otherwise spatially separated from the 
decedent.4 And, most overdose deaths occur in people with a history of substance use, primarily past 
opioid use. Having a history of a prior overdose is a common major risk factor, having occurred in 1 in 8 
overdose decedents (though the previous overdose typically occurred greater than a month in the past). 
Over a third of overdose decedents have a history of a co-occurring mental health disorder.  
 
It is worth noting that there has been a decrease in overdose deaths in both 2022 and 2023 compared to 
prior years. Whereas 2021 saw over 1,500 overdose deaths, in 2022 there were 1,464 and in 2023 there 
were 1,331, by preliminary estimates. The cause of this decrease is uncertain, though it may reflect efforts 
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by state agencies to increase access to MOUD and increase naloxone distribution. It remains to be seen if 
this demonstrates a robust new trend in the overdose crisis.  
 
Changes in opioid and benzodiazepine prescribing in Connecticut since 2016  
 
One focus of the 2016 CORE Report was the role that opioid and benzodiazepine prescribing patterns had 
in driving the overdose crisis. This reflected both the surge in opioid prescribing through the mid-1990s 
into the mid-2010s and that most overdose deaths in the United States prior to 2015 involved a commonly 
prescribed opioid (e.g., oxycodone, hydrocodone, oxymorphone).10-12 Already, in 2016, overdose deaths 
due to illicitly manufactured opioids, primarily heroin at that time and subsequently fentanyl/fentanyl 
analogues, were rapidly climbing and would soon overtake those involving a commonly prescribed opioid. 
 
Opioid prescribing in Connecticut has significantly decreased since 2016,13 going from 2.5 million opioid 
prescriptions to 1.6 million opioid prescriptions in 2022.14 This change was driven by national efforts, such 
as the CDC’s recommendations on safe opioid prescribing (first published in 201615 and updated in 
202216), and by Connecticut-based efforts and policy changes, such as increased use of the CT Prescription 
Monitoring and Reporting System maintained by the Department of Consumer Protection (DCP) which is 
both mandated by law (PA 15-198) and supported by outreach and education efforts in addition to 
increased point-of-care access within electronic medical records. There has also been a decrease, 
although less pronounced, in benzodiazepine prescribing going from 1.6 million in 2016 to 1.3 million in 
2022.  
 
Given changes in overdose epidemiology (now driven largely by fentanyl and fentanyl analogues) and 
opioid prescribing since 2016, we have decreased the emphasis on safer opioid prescribing in this report. 
This deemphasis additionally seeks to acknowledge concerns raised about unintended consequences of 
decreased opioid prescribing, particularly in the context of decreased use in treatment of acute pain and 
rapid discontinuation of opioids without adequate support for people on long-term opioid therapies.  
 
Naloxone use and access to methadone and buprenorphine in Connecticut since 2016 
 
We have included an update of changes in naloxone access and MOUD (methadone and buprenorphine) 
access in our text on the rationale and evidence of Priorities 1 and 2.  
 
How This Report Was Prepared 
 
At the request of DMHAS and in coordination with the ADPC, the CORE team was invited to issue a revised 
CORE report for the OSAC, summarizing the existing scientific literature and making recommendations 
regarding funding priorities. 
 
To provide immediate guidance to the OSAC as they convene and plan for the initial disbursement of funds 
received by the state, the CORE team delivered an initial draft of this report in September 2023. Following 
submission of this draft, a period of public review was observed, beginning September 6, 2023 and 
concluding November 12, 2023. The report was made publicly available on the OSAC website and widely 
circulated by DMHAS, the CORE team, members of the OSAC, and various stakeholders, alongside an 
open-access Qualtrics survey form inviting commentary. Leading up to an throughout this period of public 
review, from June 2023 through February 2024, the CORE team solicited input and feedback from 
leadership of the ADPC subcommittees, representatives from state agencies, organizations representing 
the specialties of addiction medicine and addiction psychiatry, public health researchers and practitioners, 
community-based harm reduction, treatment and recovery service providers, people with lived and living 
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experience, and the Office of National Drug Control Policy, via email and by teleconference. All comments 
on the September draft were reviewed by the CORE team. The CORE team made efforts to incorporate 
commentors’ recommendations and suggestions insofar as they were supported by available evidence 
and within the purview of this report, which is to present evidence-based, readily fundable strategies and 
tactics that will decrease the adverse impact of opioids on Connecticut residents, with an immediate 
emphasis on reducing overdose deaths. 
 
This final report provides guidance to the members of the OSAC for immediate use of settlement funds. 
The priorities, strategies, and tactics outlined reflect current understanding, both via empiric research and 
computer-based modelling, of what interventions have the best evidence of efficacy and likelihood to 
reduce overdose deaths and adverse public health effects in the near, middle, and long term. We 
specifically identified strategies most likely to have the greatest immediate impact (number of overdose 
deaths prevented) per dollar spent. We have also included strategies that have lesser evidence to support 
their effectiveness. We recommend that any use of opioid settlement funds for these strategies be directly 
tied to rigorous evaluation to make sure their desired goals are being achieved. Given the length of time 
over which the settlement funds will be distributed, there is an opportunity to build evidence for 
strategies that are promising but currently lacking a robust evidence base.  
 
Although not specific to Connecticut, several studies have created computer models evaluating the 
relative efficacy of different strategies to reduce overdose deaths.17-20 These studies consistently identify 
strategies that reduce overdose risk especially among those at highest risk – for example, harm reduction 
efforts including naloxone distribution among people who use fentanyl and other drugs – as the most 
likely to reduce overdose deaths by the greatest magnitude in the near term. The strategies next most 
likely to reduce overdose deaths in the near term are those that increase access to medications, especially 
methadone and buprenorphine, and support treatment engagement, retention, remission, and recovery. 
Despite inherent uncertainty regarding the impact of various strategies, we believe funds should be 
distributed across diverse priority areas in a manner that reflects potential impact rather than 
concentrated in a few priority areas. 
 
Exhibit E and Principles to Guide the Use of Opioid Litigation Funds 
 
Priorities identified in this report conform to the nine core abatement strategies identified in the Opioid 
Litigation Settlement (also known as Exhibit E) to address the opioid overdose crisis. The language of the 
settlement encouraged states to dispense funds to strategies identified within Exhibit E List of Opioid 
Remediation Uses, although states are ultimately given discretion on how to spend funds.  
 
In addition, these recommendations align with the Principles to Guide the Use of Opioid Litigation Funds 
(Principles Group), endorsed by over 60 organizations including the Yale Program in Addiction Medicine, 
national medical societies, national public health organizations, schools of public health, and national 
addiction advocacy groups. The Principles are as follows: 
  

1. Spend the Money to Save Lives 

2. Use Evidence to Guide Spending 

3. Invest in Youth Prevention 

4. Focus on Racial Equity 

5. Develop a Fair and Transparent Process for Deciding Where to Spending Funding 

https://portal.ct.gov/-/media/DMHAS/UpcomingEvents/Exhibit-E-Final-Distributor-Settlement-Agreement-8-11-21.pdf
https://portal.ct.gov/-/media/DMHAS/UpcomingEvents/Exhibit-E-Final-Distributor-Settlement-Agreement-8-11-21.pdf
https://opioidprinciples.jhsph.edu/
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Of potential benefit to the OSAC, the Principles Group has developed several resources that members of 
the Committee should consider in their funding allocation processes. 
 
We would like to highlight two aspects of these Principles. First, we agree with Principle 1, that funding 
should be allocated to maximize likelihood of reducing overdose deaths and saving lives. Second, to see 
the highest return on investment, in overdose deaths averted and lives saved, we recommend that 
distribution of funding allocations match the geographic burden of overdose deaths in the state, which is 
overwhelmingly concentrated in Connecticut’s major cities.  
 
Opioid settlement funds and a focus on racial equity 
 
We wish to emphasize the global importance of Principle 4, a focus on racial equity. People of color are 
disproportionately affected by adverse outcomes of substance use and SUD. As highlighted on pages 2-3 
of this report, recent years have seen a rapid increase in overdose deaths in Black and Latine residents of 
Connecticut. They now experience a higher per capita rate of opioid overdose deaths compared to white 
residents. Disparities in overdose deaths are coupled with inequitable provision of evidence-based 
treatment services, highlighted by differences in access to and use of MOUD. Methadone, exclusively 
available from brick-and-mortar opioid treatment programs (OTPs) regulated by federal and state law, is 
often more readily available and taken by Black individuals for the treatment of OUD whereas 
buprenorphine, available in non-specialty settings such as primary care and dispensed in commercial 
pharmacies, is used disproportionately by white individuals.21,22 OTPs are also predominately located in 
urban areas whose residents primarily comprise racialized minorities. As described under Priority #1, we 
strongly recommend that the state use Opioid Settlement Funds to ensure equitable access to both 
medications. 
 
Furthermore, people of color shoulder a disproportionate burden of the criminalization of substance use. 
Reflecting a broader national trend, Black and Latine Connecticut residents are much more likely to be 
incarcerated on charges related to substance use.23-25 Applying a racial  equity lens to addressing the 
overdose crisis in the state necessitates our attentiveness to the role that racialized policies and practices 
play in perpetuating harm.  
 
To that end, we have included tactics targeting efforts to decrease racial and ethnic disparities in multiple 
priorities in this report. It merits emphasis that all funding decisions made by the OSAC should incorporate 
a racial equity lens and funds should be allocated to address systemic racism and inclusion of diverse 
populations across systems designed to abate the opioid overdose crisis.  
 
Specific attention should be given to ensure that communities that have been historically excluded or 
have not uniformly benefited from funding receive resources and technical assistance that foster 
independence and allow for provision of prevention and treatment services to diverse populations. It is 
essential to invest in workforce and organizational leadership development within communities most 
impacted by the overdose crisis. One targeted approach to addressing the increasing overdose deaths 
among Black, Latine, and other people of color in Connecticut is to direct resources to leaders already 
operating in these communities who have established trust and existing relationships, as well as towards 
cultivating new leaders with vision and skills to respond. This could involve investments earmarked for 
community training and education, community organizing, expanded service provision, capacity building, 
operations support, and leadership development strategies. Creating and sustaining funding 
opportunities to foster the next generation of these leaders and their organizations will ensure a diverse 
workforce pipeline able to address overdose, addiction, and other substance use issues in specific 
communities and contexts among future generations.   

https://opioidprinciples.jhsph.edu/implementation-tools/
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Supplement, don’t replace 
 
The Principles Group recommends, and we agree, that funds received by the state should be used to 
supplement rather than replace existing funding. Current funding and programing are not meeting the 
needs of people who use opioids as evidenced by the high number of overdose deaths. For example, the 
state of Connecticut already funds a large portion of the medications used for the treatment of OUD either 
via reimbursement through billable services from Medicaid or grants through DMHAS. Opioid settlement 
funds should not be used to replace these funding streams, but to fund new initiatives to increase the 
number of people accessing these services.  
 
The use of opioid settlement funds for research and program evaluation  
 
Exhibit E explicitly includes research activities as possible targets of funding from Opioid Litigation 
Settlement Funds. As it is unclear what impact on opioid overdose research activities would have, 
especially in the near-term, we have not included recommendations regarding funding of research 
activities in this report. If the OSAC determines that funding research activities is of interest, we can 
provide recommendations regarding research priorities.  
 
To assess the impact of the OSAC efforts however, we highly recommend evaluation of funded 
interventions and allocation of funds toward efforts to measure opioid overdose trends, treatment 
uptake, and related metrics in the state. Evaluating the impact of programs implemented, generating 
knowledge on implementation barriers and facilitators, and measuring implementation fidelity can guide 
continued effective allocation of resources via the opioid settlement funds and other entities in the state. 
As such, we recommend that funded interventions be required (and funded) to measure program 
implementation and report outcomes, adaptions, and lessons learned in meeting the needs of targeted 
populations. We recommend that funded interventions implementing similar strategies (e.g., increasing 
access to methadone) should measure common elements to foster improved understanding of facilitators 
and barriers to implementing within and across sites and interventions.  
 
We acknowledge that programs funded via the OSAC might lack capacity to engage in robust data 
collection and reporting activities and therefore may also benefit from training and consultation to build 
internal program evaluation capacity. As needed, we recommend that the OSAC consider funding these 
technical assistance activities, potentially in a centrally coordinated manner. Similarly, we recommend 
that the OSAC be cognizant that funding decisions should not hinge on the ability of entities to perform 
these data collection activities. Often, the entities that can most successfully engage in service provision 
to individuals at risk of opioid overdose do not have substantial data collection and program evaluation 
capacity. Instead of passing over these entities for funding, the OSAC should include funding to support 
capacity building of these entities.     
 
How to Read This Report  
 
Organization of each funding priority section 
 
For each funding priority, we have identified a primary goal, strategies targeting that goal, along with 
potential tactics for the OSAC to fund. The key provided below supports navigation of these components.  
 

Component Description 

Priority Overarching funding category supporting a specific goal and encompassing 
one or more strategies and several tactics. 
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Goal The summary target outcome for a given funding priority. 
Strategy A specific approach belonging to a stated strategy to achieve a stated goal. 

Tactic A specific action that may be funded to implement a strategy. 

 
Tactics included are not exhaustive. We anticipate other initiatives or approaches may be proposed by 
others that target the same the goals. Included in this report are four appendices. Appendix A outlines 
several model programs from other states that have demonstrated success in achieving one or more of 
the priorities laid out in this report and that we suggest the OSAC consider funding in Connecticut. 
Appendix B describes initiatives that we explicitly caution against the OSAC funding, due to current 
sufficient funding, demonstrated inefficacy, or a paucity of evidence. Appendix C summarizes 
recommendations received during the comment period observed between the issuance of the report 
draft and this final version that involve regulatory or statutory change. While important to capture and 
discuss, these recommendations fall outside the primary scope of this report (readily fundable 
interventions that do not require intermediate policy steps).  
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Funding Priorities 
 

Funding Priority 1: Increase Access to the Most Effective Medications (Methadone and 
Buprenorphine) for Opioid Use Disorder Across Diverse Settings 

 
Rationale 
 
Medications for opioid use disorder (MOUD), particularly methadone and buprenorphine, are the most 
effective form of treatment for opioid use disorder (OUD). MOUD is endorsed by entities ranging from the 
World Health Organization, the White House Office of National Drug Control Policy, the National Institutes 
of Health, the National Academies of Science, Engineering and Medicine, and numerous other bodies 
because of its ability to decrease rates of substance use, overdose deaths, transmission of viral infections, 
and criminal behavior.26,27 There is strong evidence that OUD treatments that do not use methadone or 
buprenorphine are inferior to those that do and result in more deaths.26,28,29 In data from Connecticut 
(Figure 1), individuals receiving OUD treatment with either methadone or buprenorphine reduced their 
risk of fatal overdose compared to those not receiving any addiction treatment (39% reduction with 
methadone, 34% reduction with buprenorphine).1 These results are consistent with analyses in other 
states28,30, other countries, and within high-risk subpopulations.31-33 Treatment with MOUD is also cost-
effective.34,35 Thus, Opioid Settlement Funds should be used to fund initiatives that increase the 
proportion of people with OUD who initiate treatment with methadone or buprenorphine and are 
retained on these medications.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Data source: Heimer R, Black A, Lin H, Grau LE, Fiellin DA, Howell BA, Hawk K,  
D’Onofrio G, Becker WC. Receipt of opioid use disorder treatments prior to  
fatal overdoses and comparison to no treatment in Connecticut, 2016–17.  
Drug Alcohol Depend. 2024; 254 (111040). 

 
 
Consistent access to MOUD for people with OUD is a crucial tool for reducing overdoses in the state, but 
people confront several barriers when attempting to initiate or maintain treatment with MOUD, including:  
 

• Limited access to clinicians and treatment programs offering same-day provision of MOUD  

• Inadequate numbers of clinicians who accept certain insurances, including Medicaid 
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• Lack of routine initiation of patients with untreated OUD on MOUD by clinicians in ambulatory 
(outpatient) care sites, including emergency departments (EDs) and primary care  

• Inadequate number of clinicians and treatment programs offering MOUD to adolescents  

• Challenges with transportation to treatment settings 

• Pharmacies that opt to not dispense buprenorphine (as initiated by prescription) or have limits 
on dispensing36-38 

Funding should be directed to decreasing all potential barriers to accessing MOUD and improving 
retention in MOUD treatment.  
 
Evidence 
 
Evidence regarding the efficacy of methadone29 and buprenorphine26 to improve outcomes for people 
with OUD is overwhelming, particularly with respect to reduction in risk of overdose.  Both medications 
have been demonstrated to reduce the risk of overdose by as much as 50% in clinical trials and in real 
world clinical practice.  
 
Methadone and buprenorphine use in Connecticut since 2016  
 
Since 2016, several state agencies, including DMHAS, DCP, the Department of Children and Families (DCF), 
Department of Social Services (DSS), and DOC, have made efforts to increase the number of individuals 
initiating and engaging in methadone or buprenorphine treatment, including efforts to lower barriers to 
accessing methadone, increase capacity to prescribe buprenorphine and methadone, and increase access 
to methadone and buprenorphine for incarcerated people with OUD.39  
 
The number of individuals receiving methadone increased in the state substantially between 2012 
(14,000) and 2017 (21,000), but there have been minimal increases since that time. (Figure 2) Similarly, 
the estimated number of individuals receiving buprenorphine increased in the state substantially between 
2015 (21,000) and 2020 (30,000), with only modest increases since that time. There is less data on the 
proportion of people who are retained on either methadone or buprenorphine long-term. There are no 
reliable estimates of the number of people in the state at risk for overdose who would benefit from 
treatment with MOUD. Nonetheless, the rising number of opioid overdoses indicates there is an unmet 
need for these treatments in the state. This unmet need includes individuals who use opioids or have OUD 
and are at risk of overdose but have not initiated MOUD as well as individuals who have initiated MOUD 
but were not retained in treatment.  
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                   Data Sources: Methadone treatment data displayed in this figure is sourced from the ADPC 
                   2022 Substance Use Triennial Report and Hsiu-Ju Lin, PhD (DMHAS, University of Connecticut 

   School of Social Work). Buprenorphine treatment data reflects an estimate based on DEA 
   Automated Reports and Consolidated Orders (ARCOS) reporting of buprenorphine shipments 
   to the state. Some percentage of unduplicated recipients of buprenorphine may reflect  
   diagnoses or applications other than OUD (e.g., pain management).  

 
Methadone and buprenorphine access in Connecticut since 2016  
 
There are geographic, socioeconomic, and racial disparities in access to methadone and buprenorphine 
within the state. Methadone access is limited to federally certified opioid treatment programs (OTPs) that 
are largely concentrated in our state’s urban centers. Given the number and location of these facilities, 
there is inequitable access to methadone treatment. The location of OTPs in Connecticut, their limited 
service hours, the fact that many individuals with OUD are reliant on mass-transit for their transportation 
needs, and policies governing methadone administration pose in combination a significant logistical 
burden for individuals to engage in methadone treatment. This logistical burden makes it harder for 
individuals in methadone treatment to achieve other important goals, such as gainful employment. Of 
note, this is an area of evolving federal regulation. Historically, regulations required 6 day a week, in-
person dosing of methadone for the first 90 days of treatment, but during the COVID-19 pandemic, and 
only recently extended, SAMHSA loosened these regulations40  increasing the ability OTPs to provide take-
home doses to stable patients, as determined by clinical judgement of the OTP even within the first 14 
days of treatment.40  
 
In preparing this report, we conducted an analysis of transportation access to OTPs in the state. In this 
analysis we estimated both the average weekday morning car-based and the mass transit (bus or train) 
travel time to at least one OTP from all points in the state. The results of this analysis are presented in 
Figure 3. In these maps, the gradations in color (yellow-to-red) represent cut-offs for travel time (i.e., 0-
15 mins, 15-30 mins, etc.). In the map representing mass transit travel times, the bulk of the state is 
represented in gray, which reflects locations in the state that do not have ready access to mass transit. 
There are markers for each OTP in the state (blue mark) and overdose deaths (black dots) in the state. The 
overdose deaths have been geo-masked to obscure the actual location of the fatality. 
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      Data Source: Maps generated in ArcGISTM by Junghwan Kim, PhD (Virginia Tech). Data on 

                      average weekday morning travel time via driving and mass transit to OTP locations  
                      generated from Google Distance Matrix Applied Programming Interface (API) and  
                      General Transit Feed Specification (GFTS) datasets, respectively. 

 
To account for density of unmet need for methadone treatment, we also estimated the average car-based 
and mass-transit based travel time from the location of all 1,018 opioid-involved overdose fatalities that 
occurred in 2019 to at least one OTP. This analysis demonstrated relatively good car-based access to OTPs, 
with the average travel time from the location of an overdose fatality to at least one OTP being 9 minutes 
and the vast majority of overdose locations (83%) being less than 15 minutes from an OTP. Mass-transit 
based access was much worse. The average mass-transit travel time to at least one OTP was 75 minutes 
and OTPs were inaccessible by mass-transit (no mass transit options at all) from one quarter of locations. 
Among locations with any mass-transit access, the majority (71%) were over 30 minutes of travel time by 
mass transit away from at least one OTP.  
 
Due to differing federal regulations, access to buprenorphine is fundamentally different than access to 
methadone. Whereas methadone dispensing is limited to OTPs, any pharmacy can dispense 
buprenorphine. Given the distribution of pharmacies in the state, buprenorphine is therefore 
(theoretically) accessible throughout the state if an individual can locate a provider to prescribe 
buprenorphine. Following passage of the MAT Act by U.S. Congress in 2022, federal law changed allowing 
for buprenorphine to be prescribed by any DEA-licensed prescriber in the state. Although all prescribers 
can prescribe buprenorphine, not all prescribes do prescribe41, and there are no publicly available means 
to identify prescribers who are actively prescribing buprenorphine in the state.  
 
The best estimates of geographic variation in buprenorphine prescribing in Connecticut come from yearly 
data from the Drug Enforcement Agency (DEA) reporting system on shipments of buprenorphine42 and 
publicly reported data from the DCP from the Connecticut Prescription Monitoring and Reporting System 
(CPMRS), otherwise known as the Connecticut Prescription Drug Monitoring Program (PDMP).43 In our 
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analysis of the DEA data, we found that shipments of buprenorphine to the state increased throughout 
the state from 2016 to 2022, but increases were unevenly distributed. Zip codes in the greater New Haven 
area and those in the eastern part of the state around New London and Norwich receive more 
buprenorphine per capita than other regions of the state. There have also been larger year-over-year 
increases in shipments of buprenorphine to the New London/Norwich area than in any other part of the 
state. This variation is reflected in publicly reported PDMP data from the DCP (Figure 3). These data 
demonstrate higher per capita buprenorphine prescription rates in the eastern part of the state, but also 
highlight towns in Litchfield County with similarly high per capita buprenorphine prescription rates. Data 
from the DEA and DCP should be interpreted with the understanding that buprenorphine can also be 
prescribed for the treatment of pain. We cannot distinguish in these datasets between receipt of 
buprenorphine for the treatment of OUD versus pain.  
 
 
 
          
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                              
 
                          Data Source: Map generated by Junghwan Kim, PhD (Virginia Tech), from data generated 

          by the DCP PDMP for buprenorphine dispensed in Quarter 3, 2023.  
 

There are long-standing variations in the demographics of who can access methadone or buprenorphine. 
Nationally, there are racial and ethnic disparities in buprenorphine prescribing, with prescribing 
concentrated in areas that are predominately non-Hispanic White, and less prescribing in areas that are 
predominately non-Hispanic Black.44 In contrast, methadone access is concentrated in areas with higher 
percentages of Black and Hispanic residents.45 Other populations with population-specific risk factors for 
overdose, for whom barriers to methadone and buprenorphine access have been documented, include 
adolescents and the elderly, pregnant and post-partum individuals, those with co-occurring psychiatric, 
developmental, or medical conditions, and those engaged in high-risk professions such as sex work. 
Heightened risk for overdose among the unhoused and recently incarcerated is discussed in prior sections 

https://data.ct.gov/stories/s/a2js-37an/


 17 

and will be revisited in sections to follow. MOUD access is further mediated by the influence of 
intersecting identities including race, ethnicity, gender, and sexual orientation.  
 
Building on substantial data supporting the efficacy of MOUD for a range of outcomes, there is evidence 
that programs can improve engagement in MOUD treatment by providing:  
 

• MOUD in a range of care settings, including EDs46,47, hospitals, telehealth, and via mobile 
delivery services.  

• Specialty addiction consult services in general medical hospitals. 

• Time-limited or “bridge” treatment between clinical settings.48  

• Broad access to low threshold MOUD treatment initiation and retention, including,  

o providing MOUD on the same day as presentation to treatment 

o reducing logistical and financial hurdles to receiving MOUD, and  

o avoiding discharging patients from care for ongoing substance use.47,49 

• Provision of dedicated technical support for Connecticut clinicians with state-focused initiatives 
such as Providers Clinical Support System, Project ECHO, California Bridge, the Maryland 
Addiction Consultation Service, and Project ASSERT (see Appendix A for further details). 

• "Medication first” models and interim MOUD (i.e., models providing MOUD without required 
counseling).50,51 

• Tailored interventional strategies for underserved and marginalized populations listed above. 

 
Potential Impact 
 
The potential impact of increased use of MOUD would be immediate, and retention of individuals in 
treatment is possible with near- and long-term continuing investment.19  Overall, the risk of overdose, 
death, and other significant medical and mental health complications can be substantially reduced with 
the increased use of MOUD.  
 
Strategies 
 
Strategy #1: Strategically expand access to and improve retention on methadone and buprenorphine via 
federally certified OTPs. 
 
Goal: Ensure geographically strategic, equitable, and timely access to methadone and buprenorphine in 
OTPs; lower barriers to MOUD initiation and continuation provided through OTPs.  
 

o Tactic #1:  Fund increased access at existing OTPs including expanded OTP service hours, same-
day medication initiation, expanded use of take-home doses, and provision of supportive  
behavioral health services (such as Cognitive Behavioral Therapy (CBT) and Contingency    
Management52). 
 

o Tactic #2: Fund initiatives that provide linkage to wraparound support services (emphasizing  
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             transportation, housing, insurance enrollment, vocational training, employment      
             support, and childcare) for individuals engaged in MOUD via OTPs to support initiation  
             and retention in treatment. 

 
o Tactic #3: Fund initiatives that expand and support existing efforts to provide direct integration 

of behavioral health and psychiatric comorbidity treatment into existing OTPs and otherwise 
facilitate access to methadone for individuals with co-occurring psychiatric disorders.  
 

o Tactic #4: Fund initiatives to develop, implement, and sustain substance use navigator services 
embedded in OTPs and general medical settings, who are trained to support MOUD initiation, 
specifically of methadone or buprenorphine, apply harm reduction principles, and collaborate 
with clinician oversight and quality review.     
 

o Tactic #5: Fund initiatives that advance mobile provision of methadone and buprenorphine. 
Funding should focus on start-up costs (i.e., costs of purchasing and outfitting needed vehicles) 
and incentivizing the provision of mobile services.  
 

o Tactic #6: Fund initiatives to standardize provision of and access to methadone via OTPs in 
Connecticut, including efforts that facilitate sharing of knowledge and best practices among OTPs  
within the state and from other states. 
 

o Tactic #7: Fund recovery support services that foster the use of MOUD through OTPs. 
 

o Tactic #8: Fund initiatives that provide office-based methadone in line with current federal 
regulations and pilot programs under exemptions from current regulations.53-55    

 
Strategy #2: Increase provision of MOUD for people with OUD who are interacting with emergency 
departments (EDs) and hospitals, and improve transitions for ongoing care. 
 
Goal: Equip all Connecticut EDs and hospitals to initiate MOUD, provide harm reduction strategies, and 
develop pathways for ongoing care. Increase access to such services via first responders. 
 

o Tactic #1: Fund initiatives that support ED and hospital initiation and continuation of MOUD, 
inclusive of clinician training and development of clinical pathways, to ensure widespread 
adoption of screening/identification, brief intervention and referral to treatment (SBIRT), 
overdose prevention and provision of naloxone upon discharge, and development of 
collaborations between community addiction providers and hospital-based providers.56,57 This 
may include efforts to disseminate protocols, knowledge, and best practices across all 
Connecticut EDs and hospitals on MOUD initiation or continuation, treatment of psychiatric 
comorbidity, pain with acute and chronic illnesses or injuries, and plans for OUD treatment 
during the perioperative period for elective and emergent surgeries. 
 

o Tactic #2: Fund initiatives that support first responders’ linkage of patients to evidence-based 
treatment and harm reduction for persons with OUD. 

 
o Tactic #3: Fund initiatives to develop and sustain hospital-based addiction specialist consult 

services to address hospital-based care of individuals with opioid use and OUD across the 
lifespan (i.e., including hospitalized infants, children, adolescents, pregnant/birthing people and 
the elderly).58 
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o Tactic #4: Fund initiatives to expand, where existing, and  implement, where currently not 

existing, recovery support and substance use navigator services in EDs and hospitals who work in 
collaboration with clinicians, highlight the benefits of MOUD, and collaborate with community 
partners such as in the Project ASSERT model (see Appendix A for further details).59  
 

o Tactic #5: Fund initiatives to develop and implement recovery support and substance use 
navigator services in pediatric EDs and hospitals focused on engaging with adolescents and youth 
at risk for opioid overdose, including the development of family-focused treatment plans.  
 

o Tactic #6: Fund initiatives to ensure provision of MOUD in skilled nursing facilities by addressing 
barriers and coordination of treatment across transitions of care. 
 

o Tactic #7: Fund initiatives to monitor and develop statewide reporting (e.g., dashboards) for 
Emergency Medical Services (EMS), ED, and hospital-based responses to the opioid overdose 
crisis, including universal adoption of standardized policies and practices focused on 
screening/identification, initiation of MOUD, referral to continuing treatment, overdose 
education, and provision of naloxone. 

 
Strategy #3: Increase availability of buprenorphine in office-based settings of primary care and behavioral 
health, federally qualified health centers, hospital-based clinics, recovery support services, and harm 
reduction services.  
 
Goal: Timely, convenient access to buprenorphine in all parts of the state, especially for underserved and 
marginalized populations, regardless of insurance status. Lower barriers to buprenorphine treatment 
initiation and continuation. 
 

o Tactic #1: Fund initiatives that train clinicians throughout the state to effectively screen for OUD, 
address and lower barriers to prescribing buprenorphine, support retention of patients on 
buprenorphine, and connect patients to wraparound support services (see Appendix A for a 
description of Maryland Addiction Consult Service (MACS), CA Bridge, PCSS, and ECHO models). 

o Tactic #2: Fund initiatives to expand access to buprenorphine in office-based settings that are 
tailored to engage patients with co-occurring psychiatric disorders, pregnant and parenting 
people, adolescents, and other populations with inequitable access to buprenorphine. Initiatives 
targeting pregnant and parenting people or adolescents should include support for training and 
implementation of family care plans.  
 

o Tactic #3: Fund initiatives that integrate recovery support and substance use navigators and 
other wraparound support services into MOUD treatment across office-based and general 
medical settings.  

o Tactic #5: Fund expanded access to select, evidence-based behavioral health interventions such 
as Motivational Enhancement Therapy, drug counseling, Contingency Management or CBT for 
patients receiving buprenorphine in office-based settings.52 

 
 
 



 20 

Strategy #4: Ensure access to all FDA-approved medications for OUD for people incarcerated in and  
transitioning out of DOC.  
 
Goal: All individuals incarcerated in DOC should be screened for OUD and have access to all three  
FDA-approved MOUD options at time of entry to and exit from DOC. 
 

o Tactic #1: Fund efforts to expand access to all FDA-approved MOUD in all DOC facilities. Funding 
can be allocated for clinical or security staffing, facilities, or medication costs otherwise not 
currently funded by the DOC budget to support the MOUD program.  
 

o Tactic #2: Fund initiatives to ensure timely connection to and retention on MOUD following 
release from DOC, including support for comprehensive discharge planning and expansion of 
guest-dosing of methadone at all OTPs in state for people released from DOC. 
 

o Tactic #3: Fund initiatives to increase referral to, use of, and retention on evidence-based opioid 
use prevention and treatment services for youth involved in the criminal legal system.60,61 
Currently, there is limited evidence on best practices for treatment and prevention of opioid use 
in youth involved in the criminal legal system and funded initiatives should be directly tied to 
evaluation of effectiveness to inform future funding and best practices.  

 
Strategy #5: Ensure access to methadone or buprenorphine for people engaging in inpatient or residential 
addiction treatment services.  
 
Receipt of inpatient or residential addiction treatment services should not preclude treatment with 
MOUD. Historically, there was significant variation in whether individuals seeking treatment for OUD in 
inpatient and residential addiction treatment facilities would be offered MOUD or, if already initiated, 
could be continued while receiving treatment in those facilities. The recently implemented DSS Section 
1115 Demonstration Waiver for Substance Use Disorder (SUD) Treatment62, which greatly expanded the 
ability of Medicaid to pay for inpatient and residential SUD treatment services, included provisions that 
required treatment providers of inpatient and residential addiction treatment services to offer MOUD, 
either via initiation or continuation, to all individuals accessing treatment in those facilities.  
 
Goal: All individuals accessing inpatient or residential addiction treatment services should be offered 
MOUD initiation, be able to continue MOUD while engaging in services, and be supported to continue 
MOUD at discharge from these facilities.  

 
o Tactic #1: Fund initiatives that provide technical support to clinicians in inpatient or residential 

addiction treatment settings and facilitate development of best practices for the provision of 
MOUD in these settings. MOUD, as standard of care, should be offered by OSAC-funded inpatient 
and residential treatment initiatives and the use (or non-use) of medications should be driven by 
informed choice on the part of the patient, not by policies, protocols, or systems barriers that 
exclude MOUD as an option. Funded initiatives can provide technical support for transitions in 
care models prompted by the above mentioned 1115 demonstration waiver.  

 
Strategy #6: Provide services to improve access to MOUD (methadone or buprenorphine) and retention 
in MOUD across all settings via provision of community-tailored, culturally responsive, and trauma 
informed models, especially for populations with unique needs (e.g., psychiatric comorbidity) and those 



 21 

at high risk for overdose but not currently engaging in MOUD treatment, and particularly where evidence 
demonstrates that tailored services improve outcomes such as retention and mortality. 
 
Goal: Ensure that all individuals accessing MOUD treatment, especially those with unique needs or those 
at high risk for overdose, are able to access community-tailored, culturally responsive, and trauma-
informed models of care. 

o Tactic #1: Fund initiatives that provide community-tailored, culturally responsive and racially 
concordant initiatives to increase methadone and buprenorphine initiation and retention among 
racialized minorities.   

o Tactic #2: Fund initiatives that support increased methadone and buprenorphine initiation and 
retention for youth with OUD, including provision of wraparound support services, recovery 
support, behavioral treatments, and family-involved models such as the Adolescent Community 
Reinforcement Approach (A-CRA).  

o Tactic #3: Fund initiatives that provide community-tailored, culturally responsive interventions to 
educate, correct misconceptions, and improve community perceptions around the use of MOUD  
(methadone or buprenorphine) for the treatment of OUD. 

o Tactic #4: Fund initiatives to advance technology-based solutions with strong evidence of 
improving MOUD (methadone or buprenorphine) treatment engagement, retention, and 
substance use outcomes that provide 24/7 recovery support, including telehealth and digital 
delivery of CBT such as CBT4CBT. 

o Tactic #5: Fund efforts to identify and characterize locations and populations currently with 
unmet need for MOUD and novel tailored methods to meet the needs of these populations.  

 
Strategy #7: Improve analysis, linkage and timely reporting of existing data pertinent to provision of    
MOUD in the state.  
 
Goal: Create timely reported metrics on MOUD provision in the state via merging and linking  
relevant existing data from treatment providers, state agencies, and other entities in the state. Metrics 
can be used by stakeholders and policymakers to guide funding, policy, and agency efforts to improve 
MOUD provision.  

 
o Tactic #1: Fund the generation of reports on access to methadone and buprenorphine via 

federally certified OTPs, office-based practices, hospitals, EDs, and other treatment settings with 
focus on geographic, socio-economic, and racial disparities in MOUD access.  

 
o Tactic #2: Fund efforts to generate and support the timely reporting of metrics on the number of 

overdose survivors in the state who access methadone or buprenorphine within one month of a 
non-fatal overdose. 

 
o Tactic #3: Fund initiatives to track the percentage of people incarcerated in DOC screened for 

OUD, the percentage with OUD receiving MOUD, and the percentage successfully linked to 
MOUD following release into the community. 
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Funding Priority 2: Reduce Overdose Risk and Mortality, Especially Among Individuals 
at Highest Risk and Highest Need with Linkage to Treatment, Naloxone, and Harm 

Reduction 

 
Rationale 
 
Although opioid-involved non-fatal overdoses in Connecticut have been recorded in the thousands and 
every municipality in the state except for two have experienced fatalities, the burden falls mostly heavily 
on specific cities and specific underserved and marginalized groups of Connecticut residents. Reviewing 
the scientific literature and state-specific data, we conclude that efforts to reduce overdoses will have the 
greatest possible impact if strategies are focused on individuals who:  
 

• have recently experienced a non-fatal overdose 

• use opioids alone  

• have a history of OUD and have lost tolerance to opioids 

• are opioid-naïve or have low opioid tolerance and are purchasing stimulants, anxiolytics, or other 
non-prescribed drugs from the illicit market, inclusive of counterfeit medications, that are 
contaminated with fentanyl 

• are unhoused or marginally housed  

There are a significant number of people who fall into one or more of these groups residing in the state. 
Recommendations in this section focus on how to reduce overdoses among these groups beyond 
increased access to MOUD, as addressed in Priority 1. 
 

The substantial impact of the criminal legal system on people who use opioids and those with OUD 
presents a formidable barrier to preventing overdose fatalities when considering these high-risk groups. 
People who are arrested, incarcerated, or otherwise exposed to the criminal legal system often find that 
opportunities to increase their wellbeing are diminished by restrictions of community supervision and 
repeated incarceration.63 Return to substance use often precipitates re-incarceration, prompting 
concealment of use and using alone, resulting in unwitnessed, potentially fatal overdoses. Since return to 
use frequently occurs shortly after release from custody, people in the month after their release have 
demonstrably high overdose mortality.64   
 
The unregulated stimulant (i.e., cocaine and methamphetamine) supply is increasingly contaminated with 
fentanyl, leading to overdoses in people who use stimulants (and not opioids). Harm reduction programs 
can offer fentanyl test strips or other forms of drug checking to alert stimulant users to fentanyl-
contaminated drugs. It is important to fund programs that link at-risk individuals to naloxone, drug supply 
testing, syringe service programs, and education about fentanyl contamination of the stimulant supply. 
 
Housing instability exacerbates an individual’s risk of overdose in myriad ways that are compounded by 
de jure criminalization of substance use and de facto criminalization of homelessness. Programs and 
initiatives that recognize low-barrier, stable housing as a critical measure to reduce harm and promote 
treatment engagement and retention have the potential to address a litany of overdose risk factors among 
people who use drugs and those with a SUD. 
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Evidence 
 
Connecticut currently has several community-based organizations (CBOs) that have extensive experience 
implementing harm reduction services, engaging with people who use drugs, and collaboration with state 
and municipal government to produce harm reduction-focused activities. DMHAS, DPH, and DCP have 
made significant efforts to increase distribution of naloxone in the state including direct distribution of 
naloxone to CBOs65 and, since 2015, efforts to support naloxone prescribing by pharmacists who have 
received training through a program operated by the DCP.66 Importantly, in 2023, the FDA approved sale 
of naloxone without a prescription (aka “over the counter”), a promising step towards expanding 
naloxone access. The ability of the DCP to accurately track pharmacy sales will be limited moving forward, 
given uncertainty in how much naloxone will be dispensed via prescription versus over the counter.  
 
Since 2016, DOC has also increased efforts to provide naloxone to people released from prisons and jails. 
The Connecticut legislature has also made several changes to increase naloxone access and, in the latest 
legislative session, a law (Public Act No. 23-97) was enacted to pilot harm reduction centers in the 
state.67,68 This logistical and policy environment puts Connecticut in an advantageous position to 
implement and enhance harm reduction efforts.  
 
Public Act No. 23-97 does not include language on provision of overdose prevention centers (OPCs), 
locations where a person can use their drug(s) of choice under supervision of trained personnel, within 
these harm reduction centers. Given current interpretation of state and federal statute that would 
prohibit provision of OPCs, our report does not include recommendations to fund them. However, if state 
or federal statute, or their interpretation, were to change, these types of interventions should be 
considered given growing evidence on their efficacy in preventing overdose deaths. Two overdose 
prevention sites opened in New York City in November 2021 and have since witnessed thousands of 
substance use episodes and more than 700 potentially fatal overdoses without a single fatality. OPCs 
operate in other countries, without experiencing a single fatal overdose to date.69 The legality of these 
services in the United States is evolving as a lawsuit within the federal judicial system is currently pending 
regarding provision of these services in Philadelphia. Rhode Island and Minnesota have passed legislation 
aimed at opening OPCs and Rhode Island has allocated opioid settlement funds to support these 
services.70 These examples demonstrate efficacy of this unique, pragmatic if controversial approach to 
reducing overdose mortality. They also provide a blueprint for what might be offered in Connecticut harm 
reduction centers beyond supervised consumption, as OPC models typically offer expedited addiction 
treatment access, other medical services, and wraparound support services.  
 
Potential Impact 
 
Improving access to services that reduce overdose risk in individuals at the highest risk via linkage to 
treatment, naloxone, and harm reduction services has significant potential to reduce overdose deaths in 
the near term. Several models comparing different community-based interventions to address the 
overdose crisis have demonstrated that increased naloxone access has the greatest potential and is the 
most cost-effective intervention to reduce overdose deaths.17-20 As noted above, the recent change 
making naloxone available over the counter complicates tracking and reporting on distribution since there 
is no formal or informal monitoring system for over the counter drugs. Efforts to determine if the state is 
achieving naloxone saturation will need to include novel methods to estimate over the counter naloxone 
sales.  
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Strategies 
 
Strategy #1: Increase use of naloxone, drug supply testing, and syringe service programs by people at high 
risk of overdose. 
 
Goal: All at-risk individuals using opioids and those near them will have to access naloxone, drug supply 
testing, syringe service programs. 

 
o Tactic #1: Fund initiatives that directly distribute naloxone to high-risk individuals or people 

around them including families, friends, and caregivers. This can include community groups 
that work directly with people who use drugs (e.g., harm reduction, substance use 
treatment and behavioral health programs, NA/AA groups) or who interact with those who 
are experiencing an overdose (e.g., EMS, police officers, crisis response teams), targeted 
outreach interventions for people who use opioids specifically, or novel naloxone 
distribution methods such as vending machines.  

o Tactic #2: Fund targeted naloxone distribution in high-risk locations (public locations 
associated with opioid use or past overdoses) and other efforts to ensure at-risk individuals 
using opioids are near someone who can administer naloxone if needed. Mechanisms to 
expand access at such locations could include those listed under Tactic #1, posted QR codes 
to link to digital harm reduction information, or vending machines in court houses.  

o Tactic #3: Fund outreach, education, and harm reduction service linkage efforts targeting 
people who are inadvertently exposed to illicit fentanyl when seeking other substances (e.g., 
stimulants, benzodiazepines).    

o Tactic #4: Fund initiatives that provide community-tailored, culturally responsive, socially 
and racially concordant initiatives to increase access to and use of harm reduction services 
in populations at high risk of overdose who are currently accessing harm reduction services 
at lower rates. This should include a focus on funding organizations that have a proven track 
record of reaching these populations.  

o Tactic #5: Fund initiatives to create and track metrics on naloxone provision, use of 
naloxone to reduce overdoses, and geographic access to naloxone in the state reported in a 
timely fashion via merging and linking relevant existing data from treatment providers, 
pharmacies, state agencies, and other entities. Metrics can be used by stakeholders and 
policymakers to guide funding, policy, and agency efforts to improve naloxone provision.  

o Tactic #6: Fund initiatives that support near real-time reporting of fatal and non-fatal 
overdoses that include geographic, contextual, and other granular data and partner with 
jurisdictions to support targeted public health responses to reduce overdoses.71-73   

 
Strategy #2: Create harm reduction centers that provide ancillary support services for people using 
drugs. 
 
There is evidence that centers that provide a range of harm reduction services reduce overdose death and 
other complications of opioid use from studies in Canada, Western Europe, Australia, and most recently 
in New York City.74 During the 2023 legislative session Public Act No. 23-97 was enacted which allows the 
establishment of three harm reduction centers in Connecticut municipalities.75 The final bill did not 
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include language allowing for the provision of supervised consumption or overdose prevention centers. 
As such, we do not recommend funding of services not legal under current interpretation of federal and 
state statute in this report. Nevertheless, we do recommend that Connecticut learn from model overdose 
prevention centers (OPCs) regarding what and how other services can be provided in these harm 
reduction centers. The facilities will also supplement currently DMHAS and otherwise state-supported 
harm reduction services. The following tactics are recommended to ensure that the centers have the 
greatest chance of reducing overdose mortality and can more broadly inform provision of harm reduction 
services in the state. 
 
Goal: All individuals at-risk of an opioid overdose will have to access harm reduction centers. 
 

o Tactic #1: Fund initiatives that develop, create guidance for, and facilitate community 
consensus on a minimum package of services for harm reduction centers and the staffing 
needs to deliver services. 
 

o Tactic #2: Fund needs assessment activities, education, and consensus-building efforts to 
support selection of harm reduction center locations that are acceptable to both people 
who use drugs and other community stakeholders.  
 

o Tactic #3: Fund the establishment of harm reduction centers in all areas where the density 
of drug use maximizes their impact. 
 

o Tactic #4: Fund evaluation of the performance and effectiveness of harm reduction centers. 
This can include generating metrics and analyzing data for harm reduction centers to assess 
volume of use, overdose fatalities averted, referrals to and entry into treatment for 
substance use disorders, referrals to and utilization of medical and social services, and 
changes in community attitudes regarding the harm reduction centers. Evaluation should be 
linked to demonstrable process improvement. 
 

o Tactic #5: Fund initiatives to assess and respond to community attitudes regarding OPCs, 
akin to those being run in New York City and proposed in Rhode Island and Minnesota, in 
anticipation of changes in federal or state statutes.  

 
Strategy #3: Reduce solitary opioid use. 
 
Individuals who use drugs alone are at greatest risk for fatal overdose since there is no one around to 
recognize and respond to the overdose, either by summoning help or administering naloxone. Reducing 
solitary drug use can greatly reduce opioid overdose deaths, but this will require tactics that promote 
informing others when using. 
 
Goal: Decrease the number of individuals using drugs alone.  

 
o Tactic #1:  Fund creation and evaluation of initiatives designed to decrease the number of 

individuals using drugs alone such as a safe drug use hotline. Components needed would 
include a 24-hour telephone or smartphone accessible service that will monitor callers while 
they use and send help if not alerted that the caller is fine.76,77  
 

o Tactic #2: Fund community education about the risks of using alone. Such efforts need to 
focus on destigmatizing drug use and promoting safer use strategies. 
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While Tactic #1 is promising given evidence that a high percentage of overdose deaths occur during 
solitary opioid use78,79, evidence for specific interventions to address this issue is scant. Existing hotlines 
have not been evaluated, and people’s willingness to use a system that keeps tabs on them while in the 
act of using has not been formally assessed.80 Efforts to determine the benefits of promoting use of such 
services are worth funding as a near-term tactic. Changing community attitudes around substance use 
and reducing stigma (Tactic #2) are long-term undertakings.  
 
Strategy #4: Reduce unanticipated exposure to opioids among opioid-naïve individuals who use drugs. 
 
Fake prescription opioid pills that contain high potency synthetic opioids such as fentanyl are increasingly 
prevalent. Opioid-naïve individuals are at high risk for fatal and non-fatal overdoses if they use these 
illicitly manufactured pills. In addition, the unregulated stimulant (i.e., cocaine and methamphetamine) 
supply is increasingly contaminated with fentanyl. Drug testing services, a growing presence in the state, 
are reporting cases of cocaine mixed with high potency fentanyl and occasionally other synthetic opioids. 
As a result, Connecticut has witnessed multiple clusters of fatal stimulant-involved opioid overdoses with 
survivors claiming that they were seeking cocaine, not opioids. Drug testing can reduce exposure to 
unwanted contaminants and has seen some limited effectiveness in preventing the consumption of 
adulterated drugs.81,82 A recent study in Connecticut found that among those who sought to consume 
cocaine but not opioids, only 13% used a fentanyl test strip in the last year while 45% felt that the risk of 
contaminants in their cocaine was always a possibility.83 Reaching these at-risk individuals will require 
expanding the harm reduction work force and this, too, should be supported with settlement funds.    
 
Goal: Decrease fatal and non-fatal overdose among opioid-naïve individuals 

 
o Tactic #1: Fund provision of real-time testing of opioids, including fake opioid pills and 

stimulants, as the drug supply and the technology for point-of-use testing evolves. Current 
approaches to consider include using fentanyl testing strips or supporting more sophisticated 
technology like Fourier transform infrared spectroscopy.  
 

o Tactic #2: Fund expansion of harm reduction outreach staff who are trained to inform people 
who use drugs, as well as parents and guardians of youth who use drugs, of the prevalence 
and persistence of fentanyl in opioids, including fake opioid pills and stimulants, and instruct 
on appropriate harm reduction measures. 

 

o Tactic #3: Fund efforts to collect, report, and disseminate real time data on the drug supply in 
Connecticut. Potential data sources can include overdose events, drug seizures, or voluntary 
testing of drugs. Dissemination might include local efforts to engage and report to 
communities or networks of people who use drugs on status of the illicit drug supply.  
 

o Tactic # 4: Fund initiatives to examine and address overdose risk among youth including 
infants. These efforts should be commensurate with the documented prevalence of these 
events and relative risk compared to other poisonings. Specific caution should be taken to 
avoid disincentives for parents who use drugs interacting with treatment or social service 
organizations.      
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Funding Priority 3: Improve the Collection, Analysis, Sharing, and Use of Data Across 
Agencies and Organizations Relevant to Addressing the Opioid Overdose Crisis 

 
Rationale 
 
The COVID-19 pandemic has demonstrated the need for and value of a rapid and efficient process of 
collecting, accessing, analyzing, and reporting data for a coordinated public health response. The same 
approach is needed to address the opioid overdose crisis. Important data relevant to addressing opioid 
overdoses includes existing data collected by state agencies and other entities (e.g., admissions into 
addiction treatment, opioid prescribing, use of harm reduction services, fatal and non-fatal overdoses). 
However, these data are collected in separate, siloed data systems. Confidentially tracking how people at 
risk of opioid overdose are interacting with various systems and subsequent overdose outcomes can only 
be achieved by linking and merging these data. A robust data infrastructure accessible to policy makers, 
public health professionals, clinicians, and researchers able to produce reliable metrics pertinent to 
preventing overdoses can support evaluation of existing and novel programs and in so doing ensure 
effective, data-driven funding allocation.  
 
In addition to current data siloes, use of available data is presently constrained by insufficient support for 
data management and regulations protecting personal identifiable information and personal health 
information. Funding sufficient support at all relevant agencies and establishing processes and 
frameworks, as endorsed by the National Governor’s Association, that facilitate breaking down barriers 
between data systems, linking relevant datasets, and addressing these regulatory burdens is crucial to 
maximizing the use of existing data to inform policy decisions.  Connecticut has developed some 
processes, including existing collaborations between relevant state agencies and the Office of Policy and 
Management’s P20 WIN system, which have the potential to provide a roadmap and platform for 
optimizing the use of existing data in the state to reduce opioid overdose deaths.  
 
Beyond optimizing the use of existing data there are opportunities to use opioid settlement funds to 
generate new data to inform the state’s response to the opioid overdose crisis. This includes data 
generated from programs receiving funding from the opioid settlement, improved data collection to 
address racial inequities in opioid overdose-related outcomes, and collection of data highlighting the 
experience and needs of communities and individuals with lived and living experience of opioid use. In 
particular, development of shared metrics, data collection, and public reporting of these metrics and data 
from programs receiving funding from the opioid settlement will provide transparency, oversight, and 
accountability in the use of funds to address the overdose crisis. This is consistent with Principle #5 of the 
Principles for the Use of Funds from the Opioid Litigation. 
 
Evidence 
 
Connecticut has made significant progress in improving publicly reported data pertinent to the overdose 
crisis since 2016. This includes a DPH-developed publicly accessible dashboard of overdose data, monthly 
reports from DPH on overdose data, treatment data reported by DMHAS and DSS, DCP reporting of 
controlled substance, buprenorphine and naloxone prescriptions84, efforts to link DCP data from the 
PDMP with overdose deaths by DPH, among other efforts.85 The DPH has also developed a system of near-
real time reporting of EMS responses to non-fatal overdoses in the state (Statewide Opioid Reporting 
Directive, aka SWORD) which has already shown benefits in alerting the state to incidents of fentanyl-
contaminated stimulant supply. In addition to these cross-sectional and longitudinal reports, in response 
to the 2016 CORE recommendations, there has been successful linkage of data across multiple state 

https://www.nga.org/publications/implementing-best-practices-across-the-continuum-of-care-to-prevent-overdose/
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agencies.1,86-88 These linkages have demonstrated key features of the overdose crisis in Connecticut, 
including the low proportion of overdose survivors that engage in addiction treatment within 30 days of 
their non-fatal overdose, the nearly 50% improvement in survival rate of individuals with non-fatal 
overdose who receive methadone or buprenorphine treatment, and the decreasing impact of prescription 
opioids on the overdose crisis in the state.87,88 Despite progress with these one-time linkages, there remain 
missed opportunities for the state to improve its data infrastructure to address the evolving crisis and 
inform the state’s response.   
 
There are several examples of data linkages worth emulating from other states. Following the Chapter 55 
legislation passed in 2015, the Massachusetts Department of Public Health developed and manages a data 
platform merging 10 datasets from five different government agencies as mandated by statute.89 These 
data are available to state agencies but also vetted researchers who have generated a wealth of near real-
time, relevant epidemiological data to guide targeted public health responses.30,90 Similar efforts have 
taken place in Rhode Island91,92, Vermont93, Maryland94,95, Minnesota96, Kentucky97, among many other 
states.  
 
Strategies 
 
Strategy #1: Develop and report in a public, timely fashion high-priority metrics pertinent to reducing 
overdoses and overdose mortality in Connecticut, especially around provision of MOUD and distribution 
of naloxone, with special focus on at-risk populations. 
 
Goal: Create and maintain publicly accessible dashboards where specific metrics along the OUD cascade 
of care98,99 and pertinent to reducing overdoses in the state, are regularly reported. 
 

o Tactic #1: Fund efforts to estimate the number of people at risk of overdose in the state 
including those with at risk opioid use and OUD. These efforts should include estimation of 
those at risk in sub-populations of special interest (e.g., racialized minorities, pregnant 
people, adolescents, people engaged in care in EDs or hospitals for opioid-related issues, 
people being released from jails and prisons). 
 

o Tactic #2: Fund initiatives to improve statewide reporting of addiction treatment 
engagement and retention, especially methadone and buprenorphine, and subsequent 
outcomes, with special attention to people at high risk or other vulnerable populations such 
as those mentioned under Tactic #1. 

 
Strategy #2: Improve access to, analysis of, and timely reporting of existing data pertinent to reducing 
overdoses in the state. 
 
Goal: Create a data platform linking relevant existing data accessible to agencies, policy makers, 
healthcare providers, and researchers. 

o Tactic #1: Fund initiatives that support existing data collection and reporting efforts relevant 
to addressing the opioid overdose crisis. This can include initiatives to support and optimize 
systems like the PDMP, Office of Chief Medical Examiner post-mortem investigations, real-
time surveillance efforts collecting data from the Poison Control Center, hospitals, 
emergency medical services, and drug testing/checking.  
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o Tactic #2: Fund state efforts to create a data platform to merge and link relevant existing 
data from state agencies, first responders, health departments, and health care providers 
(including hospitals, emergency medical services) which allow for generation of metrics 
relevant to reducing opioid overdose deaths. The data platform should include processes 
accounting for data security and privacy and allow for access by agencies, policy makers, 
and researchers relevant to efforts to reduce opioid overdose deaths.   

 
o Tactic #3: Fund staffing and organizational infrastructure within or across relevant agencies 

(DMHAS, DSS, DCP, DPH, DCF, OPM, DOC, OCME), health departments, and health care 
providers (including hospitals, emergency medical services) to improve and expedite data 
sharing and analysis relevant to the opioid overdose crisis. Activities can include 
implementing systems and processes for data sharing and protection, hiring staff to perform 
and support data analysis activities, timely analysis, development of timely metrics, and 
development of public-facing dashboards reporting timely data. 

 
o Tactic #4: Fund collaborations between state agencies and academic partners to develop 

novel, timely epidemiological reporting systems and program evaluation efforts related to 
the opioid overdose crisis and initiatives funded via the opioid settlement funds.  

 
Strategy #3: Develop metrics, benchmarks, and reporting systems for programs that are focused on 
reducing overdose deaths in the state, especially those funded by opioid settlement funds. 
 
Goal: Develop common metrics for reporting efficacy that are reliable, reproducible, and timely to inform 
policy decisions for programs targeting opioid overdoses throughout the state. Metric development and 
data collection should include participation from community members and people who use funded 
programs, with an emphasis on addressing potential racial biases in data collection and interpretation. 
Require initiatives funded with opioid settlement dollars to employ these metrics.  

 
o Tactic #1: Fund initiatives that create and track opioid overdose metrics within an existing 

state agency to support evaluation of OSAC-funded programs and decision-making by the 
OSAC and state policy makers. 

o Tactic #2: Fund initiatives that create an open, public-facing platform to share data and 
metrics generated by OSAC-funded programs, to improve transparency and consistency of 
reporting across these programs in line with public reporting in other states.100  

o Tactic #3: Fund initiatives that provide technical assistance and training to entities funded 
by the OSAC, especially those providing direct services to high need populations, to improve 
data collection and reporting on services provided. A secondary benefit of these efforts will 
be to develop the capacity in these organizations for data collection and reporting.   
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Funding Priority 4: Invest in Training and Support to Increase the Size of the Addiction 
Workforce and Help Non-Specialists Provide Services  

 
Rationale 
 
Reducing opioid overdoses in Connecticut requires an adequately trained and well-supported addiction 
workforce. In particular, the ability of the state to focus on the priorities laid out in this report, such as 
increasing engagement with MOUD and harm reduction services, is directly tied to the ability of providers 
in the state to recruit, hire, and retain a range of staff with the needed skills and knowledge related to 
substance use and addiction. Currently, there is a shortage of clinicians and non-clinicians in the state with 
specialty training in addiction across the spectrum of the addiction workforce.101 This shortage exists in a 
range of roles within the addiction workforce including specialty addiction-trained clinicians treating 
addiction, professionals who do not primarily treat addiction but engage with people who use drugs, and 
individuals who can serve as substance use navigators or in other non-clinical roles. Besides an insufficient 
quantity of adequately trained individuals in these roles, there is also insufficient infrastructure in the 
state to support this workforce, disseminate best practices, and offer continuing training as the overdose 
crisis evolves.  
 
Evidence 
 
Increasing the number of addiction specialty trained clinicians is associated with increased provision of 
evidence-based treatments. Also, enhancing the skills of non-addiction focused clinicians improves the 
likelihood that individuals at risk for overdose will be identified, counseled, and referred to treatment 
regardless of the clinical setting where they present. CORE team faculty helped establish national 
programs supporting MOUD provision in primary care and EDs.102,103 In addition, several states have 
implemented programs to ensure that clinicians in non-addiction focused clinical settings, most often 
primary care104 and EDs, which have seen an increase in the number of referrals and addiction treatment 
engagement in people with opioid use disorder, receiving training and support.47,57,104,105  Also, given the 
shortfall of specialty addiction trained clinicians in the state in combination with changes in training 
requirement needed for the provision of buprenorphine, non-specialist prescribing clinicians (doctors, 
PAs, and APRNs) can be utilized to quickly increase the number of MOUD prescribers in Connecticut. 
Sufficient systems of support for non-specialist clinicians that can provide referral services for more 
complicated cased are needed to maximize the potential of the non-specialist workforce.  
 
In addition to the specialist and non-specialist clinician workforce, addiction specialty training and 
certification is available for nurses, social workers, counselors, and other health professionals. Several of 
our priorities also highlight, as was echoed in many of our conversations with providers and other 
stakeholders in the state, the need for an adequately trained non-clinician workforce inclusive of 
substance use navigators and the harm reduction workforce.  
 
Connecticut agencies, including DMHAS, DCP, and DPH, have already committed resources to supporting 
addiction workforce development in the state. DMHAS supports addiction and mental health care 
providers, DCP provides education of clinicians and pharmacists on the use of the prescription drug 
monitoring program, and DPH supports harm reduction providers in the state.  
 
Potential Impact  
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An increase in the number of clinical and non-clinical addiction specialists (nursing, social work, 
counselors, physicians, etc.) will have an immediate impact on access to and the quality of treatment for 
Connecticut residents. Programs to train and support non-specialist clinicians should provide timely 
improvements, too, particularly with respect to provision of MOUD in general medical settings. 
 
Strategies 
 
Strategy #1: Grow the addiction specialty workforce in Connecticut. 
 
Goal: Improve access for people with OUD to credentialed addiction specialists providing evidence-
based treatments. 

 
o Tactic #1: Fund initiatives that grow the addiction specialty workforce working with patients 

across the lifespan (in childhood, adolescence, adulthood, and/or old age) by providing 
specialty training in addiction to nurses, social workers, advanced practice providers (e.g., 
PAs and APRNs), pharmacists, psychologists, harm reduction interventionists, recovery 
support specialists, substance use navigators, and physicians. 

o Tactic #2: Fund initiatives that increase representation of affected populations within the 
addiction specialty workforce via targeted efforts to recruit and retain racially, ethnically, 
socioeconomically, and experientially diverse candidates.  

 

Strategy #2: Improve non-specialist addiction training within the medical, mental health, and behavioral 
health care workforce.  
 
Goal:  All clinicians and non-clinicians in medical, mental health, and behavioral health settings should 
provide or support screening, treatment, and linkage to evidence-based addiction treatments.  

 
o Tactic #1: Fund provision of non-specialist training and support in addiction to prescribing 

clinicians who care for individuals with substance use and/or substance use disorder in non-
addiction focused medical (e.g. primary care, pediatrics, ob-gyn) and behavioral health 
settings to improve overall knowledge, skills, and attitudes regarding addiction.  

 
o Tactic #2: Fund provision of non-specialist training and support in addiction to non-

prescribing clinicians, including psychologists and clinical social workers, to improve overall 
knowledge, skills, and attitudes regarding addiction in the health care workforce. 

 
o Tactic #3: Fund initiatives to train and support substance use navigators, addiction-focused 

community health workers, and recovery support specialists who work in non-addiction 
focused medical and behavioral health settings.  This should include efforts to train and 
support individuals with lived and living experience of addiction, especially those currently 
on methadone or buprenorphine.  

 
Strategy #3: Increase the harm reduction workforce in Connecticut.  
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Goal: Entities that provide harm reduction services have access to an appropriately trained and 
adequately supported workforce.  

o Tactic #1: Fund initiatives to train and support non-clinicians who provide harm 
reduction services (e.g. syringe service program staff, harm reduction center staff). 

o Tactic #2: Fund expansion and continuing support of technical assistance to harm 
reduction service providers to develop and support the capacity of these entities to 
collect data, competitively apply for grants, process and issue contracts, coordinate with 
community partners, and manage logistics of service delivery.  
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Funding Priority 5: Simultaneously Deploy and Evaluate Select Primary, Secondary, 
and Tertiary Prevention Strategies 

 
Rationale  
 
Public health efforts to address the opioid overdose crisis can be categorized as primary, secondary, or 
tertiary prevention. Preventive efforts can be considered across the lifespan, from youth through old age. 
In general, primary prevention focuses on averting development of harms or disease and, in the case of 
the opioid overdose crisis, targets initiation of nonprescribed opioid use. Secondary prevention targets 
initiation among the highest risk groups or progression to more regular use or riskier use patterns. This 
can include early identification of people at risk for injury, efforts to prevent progression of use of 
nonprescribed opioids to OUD, or early treatment for people with diagnosed OUD prior to experiencing 
opioid-related harms. Tertiary prevention attempts to attenuate the consequences of disease and, in the 
context of the opioid overdose crisis, can include efforts to reduce the fatality of overdose events, mitigate 
other harms related to opioid use, and provide low barrier treatment for OUD. Where primary prevention 
involves universal interventions, secondary prevention interventions are targeted, and tertiary prevention 
interventions are even more selective. Primary prevention efforts are appealing for their prospective long-
term benefits, but they require targeting a large number of individuals without OUD to effectively reduce 
overdose risk downstream. Secondary and tertiary efforts are appealing because they target the small 
number of people who are at highest risk of overdose, but often require a larger per-person investment 
of resources to be effective.  
 
Evidence 
 
Primary Prevention  
 
Prevention, especially among youth, can have important long-term benefits.106 However, as highlighted 
by the National Institute on Drug Abuse (NIDA), unfortunately, there are few scientifically valid programs 
that specifically prevent prescription opioid, heroin, or fentanyl initiation among youth. Some commonly 
used programs do not work and most prevention programs have focused on preventing initiation of other 
substances (e.g., alcohol, tobacco or cannabis), not opioids.107,108-112 Risk and protective factors for non-
opioid substance use have been identified that might provide guidance for preventing opioid initiation113 
and universal prevention shows promise.114 NIDA acknowledges “there is a gap in the evidence for 
interventions and strategies to prevent non-medical use of opioids and OUD in the transition from 
adolescence to young adulthood.” A recent scoping review of prescription opioid misuse among youth 
and emerging adults concluded that, importantly, few evidence-based prevention or early intervention 
programs were identified.115 Because of this, the Principles recommend that “jurisdictions should be sure 
that the programs that they are funding are supported by a solid evidence base. Jurisdictions should also 
fund long-term evaluations of youth prevention programs to ensure that they are having their desired 
effect.” Strategies to consider, that require ongoing evaluation to demonstrate efficacy, include 
identifying and treating comorbid mental health in youth, trauma prevention, and treatment and 
education regarding the dangers of polysubstance use (e.g., in school and community settings). Safe 
opioid prescribing can limit diversion of prescription opioids and minimize transitions to OUD in 
individuals receiving chronic long-term opioids.116 Addressing social determinants (as discussed under 
Priority 6) and community mental health can further decrease opioid initiation and progression to OUD. 
 
DMHAS currently supports a range of primary prevention efforts including public-facing educational and 
media efforts (e.g., Change the Script), college and school-based awareness campaigns (e.g., Connecticut 

https://grants.nih.gov/grants/guide/rfa-files/RFA-DA-19-035.html
https://grants.nih.gov/grants/guide/rfa-files/RFA-DA-19-035.html
https://opioidprinciples.jhsph.edu/the-principles/
http://www.drugfreect.org/
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Healthy Campus Initiative, State Educational Resource Center), community coalition-based interventions 
and SAMHSA’s Strategic Prevention Framework, and parent-targeted education campaigns (e.g., 
Governors Prevention Partnership). In addition, DMHAS and DPH have supported efforts to educate 
prescribers on safer opioid prescribing practices via academic detailing. Evidence on the effectiveness of 
these efforts should inform the OSAC’s decisions regarding funding primary prevention efforts. Primary 
prevention efforts implemented in the state that are evidence-based and have demonstrated success via 
rigorous evaluation should be considered for additional financial support.   
 
Secondary Prevention 
 
There is evidence to support programs designed to prevent progression of nonprescribed opioid use 
among those who have started, provide MOUD treatment and harm reduction where indicated – 
especially among high-risk populations (overdose survivors, pregnant and parenting people, hospitalized 
patients, people leaving carceral or non-medication-based treatment settings, individuals with psychiatric 
comorbidities) – and, where indicated, provide multi-modal evidence-based chronic pain treatment. 
Abrupt tapering of long-term opioid treatment for chronic pain can increase risk for overdose and should 
be avoided.117-120  
 
Tertiary Prevention 
 
There are effective interventions that decrease risk for injection-related infections such as endocarditis, 
Hepatitis C, and HIV. There is, additionally, robust evidence to support naloxone, syringe services, and 
other harm reduction services (discussed under Priority 2) for the prevention of harms associated with 
opioid use and OUD.  
  
Potential Impact 
 
The impact of efforts to prevent overdose deaths in youth will not be immediate. One computer modeling 
analysis found that, across strategies designed to 1) prevent prescription opioid misuse, 2) reduce heroin 
initiation, 3) decrease the number of people receiving a prescription, and 4) decrease the rate of 
development of OUD, no strategy achieves more than a 2% reduction in overdose by 2032; however, 
impact grows over time.20 Reducing heroin initiation (and by extension, fentanyl initiation) should have a 
more immediate and meaningful impact on overdose deaths than reducing prescription opioid initiation.  
 
Strategies 
 
Primary Prevention 
 
Strategy #1: Fund primary prevention of opioid use among youth. 
 
Goal: Reduce the number of Connecticut youth who initiate opioids. 

o Tactic #1: Fund initiatives to increase access to interventions with high levels of evidence 
ratings such as those listed by the Blueprints for Healthy Youth Development or the 
SAMHSA Evidence-based Practices Resource Center.  

o Tactic #2: Fund rigorous simultaneous and long-term evaluations of primary prevention 
programs that are initiated to assure these interventions are meaningfully decreasing opioid 
initiation and producing other anticipated outcomes. These could be implemented and 
evaluated in a variety of settings including school, afterschool, summer, extracurricular, and 

http://www.prevention.serc.co/prevention-library/
https://www.samhsa.gov/sptac/strategic-prevention-framework
https://pubmed.ncbi.nlm.nih.gov/36043414/
https://www.cdc.gov/hepatitis/populations/idu.htm
https://www.cdc.gov/hiv/group/hiv-idu.html
https://www.blueprintsprograms.org/program-search/?localPageSize=5000&keywords=opioid
https://www.samhsa.gov/resource-search/ebp
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community-based settings. Given the association between childhood trauma and mental 
health with substance use, particular attention should be paid to these comorbid or 
antecedent events such as preventing adverse childhood experiences (ACEs).  

Strategy #2: Expand access to programs that address social determinants of health and community 
mental health to decrease opioid initiation and progression to OUD (see Funding Priority 6 for tactics). 
 
Strategy #3: Support safe opioid prescribing, limit diversion of prescription opioids, and decrease the 
transition to OUD in those receiving chronic long-term opioids.  
 
Goal: Decrease any adverse personal and public health impact of opioid prescribing for acute and 
chronic pain.  

o Tactic #1: Fund initiatives that support prescribing clinicians to embed the Prescription Drug 
Monitoring Program into the electronic medical record systems of all Connecticut 
prescribers. Facilitating access to the PDMP in prescriber workflow when they may write 
prescriptions for controlled substances increases the likelihood that this information will be 
used to inform clinical decisions. Currently, several large health care systems in the state 
have done this, but not all Connecticut prescribers, especially ones outside of large systems, 
have access to these enhanced electronic medical record systems to track controlled 
substance prescribing.  

o Tactic #2: Fund initiatives that provide training on safe and effective opioid prescribing and 
multimodal treatment of acute and chronic pain (including buprenorphine for acute pain), 
especially efforts that reduce unnecessary opioid prescriptions following common acute 
painful conditions (e.g., dental procedures121,122, minor musculoskeletal injuries123,124).  

Secondary Prevention 
 
Strategy #4: Expand access to MOUD treatment with special attention to access for youth and young 
adults and individuals with co-occurring psychiatric disorders (see Funding Priority 1 for tactics). 
 
Strategy #5: Provide multimodal chronic pain treatment.  
 
Goal: Increase access to multimodal chronic pain treatment.  

o Tactic #1: Fund programs to expand access to multimodal chronic pain treatments and CBT 
for chronic pain in the community and general medical settings. 

Strategy #6: Prevent injection-related infections. 

Goal: Reduce infectious complications of injection drug use. 

o Tactic #1: Fund initiatives that expand access to services demonstrated to help prevent 
injection-related infections (e.g., distribution of sterile syringes and injection equipment) 
across community-based, general medical (hospitals, EDs, primary care), behavioral health, 
carceral, specialty addiction treatment, and harm reduction settings. 

Tertiary Prevention 
 
Strategy #7: Expand access to naloxone, syringe services, and other harm reduction services (see 
Funding Priority 2 for tactics relevant to this strategy). 
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Funding Priority 6: Invest in Efforts to Reduce Community Stigma Against Opioid Use 
Disorder and Opioid Use Disorder Treatments  
 
Rationale 
 
Opioid use, OUD, and MOUD are heavily stigmatized.125-128 Inadequate education and frank 
misinformation are threats to improving public understanding of the medical basis of OUD, 
manifestations, and effective treatments, resulting in missed opportunities to improve and expand 
treatment access.129-131  A recent survey of Connecticut residents conducted by Shatterproof 
demonstrates that Connecticut residents are less willing on average, when compared to a national sample, 
to want someone with OUD to marry into their family, be a close friend, or spend an evening with them 
socializing.132 Education initiatives to confront stigma and promote accurate information about opioid use, 
OUD, treatment, and harm reduction targeting the general public are needed. Besides the general public, 
targeted education addressing stigma for individuals in professional roles that interact with people who 
use drugs and those with SUD133-135, including first responders and health professionals136, are also 
needed. Professions that interact with people who use drugs and those with SUD play a pivotal role in 
providing access points for harm reduction and MOUD.  
 
Evidence 
 
The language used to describe people with OUD can have a profound effect on attitudes held by the public 
and health professionals.137 Interventions that directly aim to reduce public and provider stigma have 
demonstrated mixed results.138,139 A widely cited New England Journal of Medicine commentary details 
the need for an evidence-base for anti-stigma campaigns, yet acknowledges that measurement of these 
programs’ effectiveness is challenging.140 The authors point to three attributes that tend to contribute to 
successful anti-stigma campaigns: 1) use of person-first language; 2) emphasizing solutions and the 
benefits of treatment; and 3) use of sympathetic narratives — stories that humanize people with 
addiction. Recognizing that the stories we see and hear about addiction are often told by media, in 2016, 
the CORE initiative provided dedicated training designed to increase knowledge and address stigma to 
media professionals in Connecticut. The ADPC Prevention Subcommittee has hosted several similar events 
focused on the media. Additionally, DMHAS has launched the Live LOUD campaign to address stigma in 
the state. 
 
Potential Impact  
 
Awareness of and education about OUD among health professionals and the public have not been tied 
directly to lives saved or cost-effectiveness. However, as above, they are generally considered essential 
components of successful public health campaigns and may drive long-term improvements in treatment 
initiation, retention, and acceptability. 
 
Strategies 
 
Strategy #1: Expand educational efforts regarding substance use, OUD, MOUD, and harm reduction 
strategies, to increase dissemination of accurate, evidence-based, non-stigmatizing information among 
health professionals and the public. Educational efforts should address the causes and manifestations 
of, as well as treatments and harm reduction strategies for OUD, including MOUD.  
 
Goal: Improve understanding of and decrease stigma toward OUD and its treatments. 

https://news.yale.edu/2017/06/14/yale-faculty-host-media-roundtable-about-opioid-crisis
https://portal.ct.gov/-/media/DMHAS/Publications/Power-of-Media-Press-Release-2020-FINAL.pdf
https://portal.ct.gov/-/media/DMHAS/Publications/Power-of-Media-Press-Release-2020-FINAL.pdf
https://liveloud.org/
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o Tactic #1: Fund initiatives that increase dissemination of accurate, evidence-based, non-

stigmatizing information on OUD causes, manifestations, MOUD, and harm reduction 
strategies to clinical and non-clinical audiences. These efforts should be based on evidence-
based best practices for public health messaging.141,142  

o Tactic #2: Fund initiatives that disseminate accurate information about the risks of high 
potency synthetic opioids such as fentanyl. 

Strategy #2: Increase targeted educational efforts regarding substance use, OUD, and MOUD, and harm 
reduction to increase dissemination of accurate, evidence-based, non-stigmatizing information for 
individuals who interact with PWUD and those with SUD, including, but not limited to, health professionals 
(doctors, nurses, pharmacists, etc.) and first responders (police officers, fire fighters, EMS).  
 
Goal: All interactions in the state between PWUD and service professionals will be non-stigmatizing, 
grounded in accurate information, and will facilitate entry into evidence-based treatment and/or uptake 
of harm reduction interventions.  

o Tactic #1: Fund initiatives to provide targeted education of health care professionals 
(doctors, nurses, pharmacists, etc.) to reduce stigma related to opioid use, OUD, MOUD, and 
harm reduction. Efforts should focus on dissemination of accurate, evidence-based, non-
stigmatizing information.  

o Tactic #2: Fund initiatives to provide targeted education of first responders (police officers, 
fire fighters, EMS) to promote accurate information on risks of high potency synthetic 
opioids such as fentanyl and harm reduction with goal to reduce stigma related to opioid 
use, OUD, MOUD, and harm reduction.  
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Funding Priority 7: Address Social Determinants and Structural Needs of At-Risk and 
Impacted Populations 

 
Rationale 
 
Disparities in social, economic, and environmental determinants of health exacerbate adverse outcomes 
of substance use, including overdose mortality, and create barriers to addiction treatment, pointing to a 
need for interventions that address these determinants.143,144 In Connecticut, the largest number of 
deaths and greatest burden of opioid-related morbidity is in urban centers and disproportionately falls on 
racially and ethnically minoritized communities; the unhoused, unemployed, uninsured; and recently 
incarcerated individuals. Additional disparities in care access and outcomes are mediated by barriers 
introduced by the urban-rural service divide, by age, sexual orientation and gender identity, 
developmental and physical ability, as well as culture, language, and citizenship status. Applying a health 
equity lens to addressing the overdose crisis, recognizing the intersectional nature of individual- and 
community-level risk environments, and prioritizing upstream solutions can meaningfully reduce 
morbidity and mortality, improve access to and retention in treatment, and be cost-effective.  
 
Potential Impact 
 
Funding interventions to address social determinants of health constitutes an investment in ameliorating 
the structural drivers of illicit substance use, SUD, and related harms including overdose. Positive benefits 
of such interventions may be observed in the short-, intermediate-, and long-term, reflecting the 
compounding nature of these interventions. For example, taking action to expand access to affordable 
and safe housing may reap immediate benefits by providing shelter and a place to securely store 
medications and belongings, intermediate benefits by facilitating the stability needed to gain and maintain 
financial capital through employment and public benefits; and, long-term benefits by aiding establishment 
of supportive community connections, social networks, and place-based identity.145-147 Lack of access to 
stable housing and other basic needs such as transportation, food, and childcare, are cited by many 
Connecticut-based community organizations, clinicians, and by people who use drugs as the primary 
barrier to initiation of and retention in treatment for OUD.  
 
Given the multiyear timeframe for the disbursement of opioid settlement funds, tactics outlined below 
are a productive use of the funds with the potential to promote individuals’ well-being and decrease 
community disorder in a longitudinal manner with return on investment for primary, secondary, and 
tertiary prevention (see Funding Priority 5).  
 
Strategies 
 
Strategy #1: Ensure that all individuals at risk for overdose have access to comprehensive social 
wraparound services including transportation, insurance, employment services, and childcare.  
 
Goal: Address key social determinants of overdose risk and addiction treatment access and 
engagement. 
 

o Tactic #1: Fund initiatives embedded within OTPs and other addiction treatment 
settings that directly provide or facilitate linkage to wraparound services addressing 
social determinants, including transportation, insurance, employment, and childcare. 
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This should include linkage to wraparound service as part of comprehensive hospital 
discharge planning and discharge planning from prisons and jails. 

 
o Tactic #2: Fund initiatives that provide low-barrier community-located wraparound 

services for people who use drugs regardless of treatment engagement status.  

o Tactic #3: Fund initiatives the provide wraparound services, in treatment settings and in 
the community, offering services tailored to the unique needs and interests of 
underserved and marginalized groups. Recognizing identity, culture, and faith as 
important mediators of connection and engagement, this can include targeted provision 
of culturally and racially concordant services, services administered in faith-based 
settings, multicultural and multilingual services. Funded services should support 
evidence-based OUD treatment. 

Strategy #2: Ensure that individuals at risk of overdose engaging in addiction treatment have access to 
behavioral health services including low-barrier psychiatric care. 
 
Goal: People engaging in treatment will have co-occurring mental health needs impacting overall health, 
wellness, and retention addressed. 

o Tactic #1: Fund initiatives that provide low-barrier psychiatric interventions including 
walk-in psychiatric assessment, street psychiatry teams and mobile behavioral health 
services.148  

o Tactic #2: Fund initiatives aimed at expanding access to evidence-based psychiatric 
services embedded in all OUD treatment settings.149,150 

o Tactic #3: Fund initiatives that provide trauma-informed psychiatric care for adults and 
adolescents addressing comorbidities demonstrated to exacerbate lifetime overdose 
risk including but not limited to ACEs, depression, anxiety, bipolar disorder, and post-
traumatic stress disorder. 

Strategy #3: Provide affordable supportive and transitional housing for people with SUD; increase access 
to “Housing First” models and other models of affordable, supportive, and transitional housing to 
unhoused people with or at high risk for OUD.  
 
The cure for homelessness is housing, and housing dominates the list of needs reported by people with 
OUD. As part of the Opioid Settlement Agreement, the provision of housing to people with OUD appears 
in several sections of Exhibit E.  

Goal: All individuals with or at high risk of OUD will have same-day access to housing. 

 
o Tactic #1: Fund initiatives that identify, obtain possession of, retrofit, and maintain 

existing housing units that provide shelter for unhoused or marginally housed 
individuals with OUD without regard to their engagement in OUD treatment or harm 
reduction services. 

o Tactic #2: Fund initiatives to support residential housing that contain a substantial 
portion of units reserved for individuals with OUD. 
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o Tactic #3: Fund initiatives that provide essential behavioral health services, including 
crisis stabilization, and harm reduction services for individuals housed in the units 
created by Tactics #1 and #2. 

o Tactic #4: Fund initiatives that increase the capacity of transitional homes, shelters, and 
other temporary housing to adopt harm-reduction and treatment-supportive policies 
and practices and reduce discrimination towards and punitive actions against individuals 
who use opioids, those with OUD, and those receiving MOUD.  
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Appendices  
 

Appendix A: Model Programs for OSAC To Highly Consider Funding to Replicate in 
Connecticut 
 
(listed in alphabetical order)  
 
CA Bridge Model of low-barrier buprenorphine treatment in emergency departments47,151 (Priority 1) 
Emergency department-based interventions that promote initiation of effective, evidence-based 
treatment for opioid use disorder (OUD), especially buprenorphine, and continuation of MOUD following 
discharge, have several advantages. First, people with OUD often present to EDs for medical reasons 
associated with opioid use (overdose, infection). Second, EDs are geographically dispersed through the 
state and provide twenty-four-hour access to assessment and treatment for OUD. Third, use of ED services 
for people with OUD is a marker of a high overdose risk and is associated with a high risk of mortality.  
 
Yale researchers developed and refined the initial implementations of ED-initiated buprenorphine.46,152,153 
This work has led to replication nationally. Despite this, ED-initiated buprenorphine is not the norm in 
Connecticut-based EDs. In California, the Public Health Institute in collaboration with the California 
Department of Health implemented the CA Bridge Model supporting low-barrier buprenorphine 
treatment in 85% of the state’s EDs.46,151 The basic elements of the CA Bridge model include low-barrier 
buprenorphine treatment, active patient navigation from ED to outpatient treatment, and provision of 
harm reduction interventions. Early results from this program have been encouraging. Of all the patients 
with OUD presenting to participating EDs, 60% were provided buprenorphine during their ED or hospital 
visit, 45% received a buprenorphine prescription, and 40% attended at least one follow-up visit following 
discharge. Given the need for broad implementation of ED-initiated buprenorphine in Connecticut, the 
broad reach of the CA Bridge program and its proven effectiveness, we recommend the OSAC highly 
consider funding an intervention mirroring CA Bridge in Connecticut.  
 
Life skills Training and Project Toward no Drug Abuse (Priority 5)  
The Blueprints for Healthy Youth Development lists only one (Lifeskills Training) program that achieves its 
highest “Model Plus” rating. However, it should be recognized that there is no scientific evidence to date 
that this intervention decreases initiation of opioids among youth. A second program, Project Toward no 
Drug Abuse, achieves a “Model” rating and reports a “hard drug use” outcome. We recommend consulting 
the Blueprint database, or similar databases such as the California Evidence-based Clearinghouse for Child 
Welfare, for details of these programs or similar prevention programs supported by evidence. We also 
recommend if funds are used to support programs currently lacking evidence that they require rigorous 
simultaneous evaluations to assure these interventions are meaningfully in decreasing opioid initiation 
and producing other anticipated outcomes. These could include primary prevention models with more 
evidence regarding effectiveness of reducing youth alcohol and other (non-opioid) drug use initiation that 
should be evaluated for their efficacy related to reducing youth opioid use.   
 
Maryland Addiction Consultation Service/MACS154,155 (Priorities 1 & 4) 
Increased access to buprenorphine is contingent on increasing the number of prescribers who are actively 
prescribing buprenorphine. Historically, prescribing buprenorphine required a special waiver from the 
DEA (aka “X-waiver”) of which, nationally, only 6% of DEA-licensed prescribers pursued with very few 
among them actively prescribing. Prescribers, especially those practicing in general medical settings (e.g., 
primary care) regularly cite limited training in OUD assessment and treatment, lack of institutional 

https://www.blueprintsprograms.org/program-search/?localPageSize=5000&keywords=opioid
https://www.cebc4cw.org/
https://www.cebc4cw.org/
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support, insufficient referral options, burdensome regulatory procedures, and prescribing stigma as 
barriers to increased buprenorphine prescribing. In 2023, Congress passed the MAT Act, which eliminated 
the need for a special waiver to prescribe buprenorphine, but without addressing these barriers to 
increase prescribing we are skeptical that, by itself, this change in law will drastically improve the rate of 
buprenorphine prescribing.  
 
To support increased buprenorphine prescribing in their state, the Maryland Addiction Consultation 
Service (MACS) model was developed and launched by the University of Maryland School of Medicine in 
collaboration with the Maryland Department of Health Behavioral Health Administration. The model is 
tailored to address prescriber-identified barriers to prescribing buprenorphine and included a warmline 
consultation staffed Monday-Friday/9am-5pm, targeted statewide outreach, diverse prescriber-tailored 
training offerings, and real-time connection to individualized patient resources and referrals. Early 
evidence from this model have demonstrated increased geographic penetration of buprenorphine 
throughout the state of Maryland.   
 
Massachusetts Chapter 55 Public Health Data Warehouse (Priority 3) 
Responding to a lack of actionable data in the state to target efforts to address the opioid overdose crisis 
and the structural barriers to data sharing, in 2015 the Massachusetts Legislature passed a law (aka 
“Chapter 55”) which mandated that the Massachusetts Department of Health analyze and maintain a data 
set linking individual level data from 10 data sets held by state agencies. The law also obligated DPH to 
generate a report analyzing seven key questions pertinent to addressing the overdose crisis. This data 
revealed several insights (e.g., economic costs of OUD, prevalence of OUD, demographic differences of 
treatment use) that have directly informed the response by policy makers in the state. This process has 
led to biannual data briefs, legislative reports, and 25 scientific publications. Among these are publications 
that document the high rate of death among Massachusetts opioid overdose survivors which is 5% within 
12 months. Massachusetts data demonstrates that this death rate can be cut in half if overdose survivors 
receive methadone or buprenorphine. Similar data linkages in Connecticut have been conducted and 
reveal opportunities to target interventions in the state. We recommend that OSAC fund such efforts.  
 
Multidimensional Family Therapy Helping Youth and Parents Enter Recovery Treatment Model 
(MDFT-HYPE Recovery)156-159 (Priority 1) 
Early intervention for youth with problems related to opioid use is an important target for secondary 
prevention. Currently supported by DCF, MDFT-HYPE Recovery is an in-home family-focused substance 
use treatment program for youth with opioid use problems. The model incorporates the use of MOUD 
and Multidimensional Family Therapy (MDFT) for a period of intensive treatment followed by recovery 
monitoring and support for up to 6 months after the focused treatment period ends. This model is 
supported by evidence to improve substance use and social functioning in youth. Opioid settlement funds 
could be used to supplement, not replace, those already committed by DCF to expand this youth focused 
treatment model. Similarly, DCF has significant experience supporting other programs focused on 
addressing issues of youth substance use or caregiver substance use (e.g., Multisystemic Therapy – 
Building Stronger Families (MST-BSF)160, Community Reinforcement Approach161 models) and we 
recommend the OSAC rely on their expertise when considering using funds targeting these domains or 
supporting these efforts.  We recommend if funds are used to support these programs that rigorous 
simultaneous evaluations be used to assure these interventions decrease adverse opioid-related 
outcomes. 
 
OnPoint NYC162 (Priority 2)  
Building on evidence generated by international models163, New York City opened the first two sanctioned 
overdose preventions sites in the United States. This model, which allows for consumption of substances 

https://www.samhsa.gov/medications-substance-use-disorders/waiver-elimination-mat-act
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on-site under direct supervision of medically trained professionals, has demonstrated to reduce overdose 
deaths. In addition to a space for supervised consumption, OnPoint, the model implemented in New York 
City, also serves as a no-barrier drop-in center providing access to food and showers, harm reduction 
services, health and wellness services, and case managers that facilitate linkage to mental health services, 
counseling, and public benefits navigation. These sites also offer screening for HIV and HCV, wound care, 
and rapid connection to MOUD and other addiction treatment programs for individuals who are 
interested.164,165 As Connecticut moves towards its own model of harm reduction centers, as mandated in 
Public Act No. 23-97, we support the OSAC funding services for these centers in line with lessons learned 
about provision of a range of services from New York City’s models, as feasible within the present scope 
and interpretation of Connecticut law. If in the future Connecticut or federal statue, or interpretation 
thereof, were to change to allow provision of safe consumption center services, we also recommend that 
OSAC fund those efforts.  
 
Physician Clinical Support System – Medications for Opioid use Disorder (PCSS MOUD) (Priorities 1 & 4) 
PCSS-MOUD is a program funded by the Substance Abuse and Mental Health Services Administration 
(SAMHSA) created in response to the opioid overdose epidemic to train primary care providers in the 
evidence-based prevention and treatment of opioid use disorders (OUD) and treatment of chronic pain. 
The project is geared toward primary care providers who wish to treat OUD. Through a variety of trainings 
and a clinical mentoring program, PCSS-MOUD’s mission is to increase healthcare providers’ knowledge 
and skills in the prevention, identification, and treatment of substance use disorders with a focus on opioid 
use disorders.103 
 
Project ASSERT59,166 (Priorities 1 & 6) 
Project ASSERT (Alcohol and Substance Abuse Services, Education, and Referral to Treatment) is an 
innovative program which is embedded in EDs to help patients access drug treatment services. First 
launched and developed in the Yale-New Haven Hospital emergency department in 1999, it uses health 
promotion advocates, who are integrated into the ED and directly collaborate with healthcare providers, 
to screen, provide brief interventions, and directly refer patients to specialty substance use treatment. 
The Project ASSERT model has been effectively deployed on the Yale Addiction Medicine Consult Service 
at Yale-New Haven Hospital.  
 
Project ECHO (Priorities 1 & 4) 
Project ECHO is a model of education in which participants engage in a virtual community with their peers 
where they share support, guidance and feedback. ECHO models have been successfully implemented in 
a variety of jurisdictions to improve adherence to opioid prescribing guidelines and the use of MOUD.104 
 
Recovery Support Services (Priority 1) 
Recovery Support Services refer to a broad range of interventions that aim to establish and maintain 
environments supportive of recovery; remove personal and environmental obstacles; enhance linkage to 
and participation in local recovery communities; and increase the hope, motivation, confidence, 
relationships, and skills needed to initiate and sustain the long-term work of recovery. Two of the most 
widely implemented such services have been peer recovery support services and recovery community 
centers. Recovery Support Services are increasingly used in general medical settings such as EDs, hospitals, 
and primary care. Recovery Support Services are consistent with MOUD, although historically have 
discouraged MOUD or not been tailored to those receiving MOUD. Recovery community centers such as 
the Yale Program for Community Health are entities designed specifically to help provide this growth in 
recovery capital and enhance remission and quality of life. Additional information is available from 
SAMHSA and the Recovery Research Institute at Harvard. 
 

https://pcssnow.org/about/
https://projectecho.unm.edu/
https://medicine.yale.edu/psychiatry/prch/
https://www.recoveryanswers.org/
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U.S. Department of Veterans Affairs (VA) Housing First initiatives (Priority 7) 
Housing First is an evidence-based permanent supportive housing approach for vulnerable individuals that 
emphasizes immediate, rapid access to supportive housing without preconditions such as treatment 
engagement or abstinence from substance use. Housing First programs often emphasize provision of 
community-based, client-centered services and have been shown to be able to accommodate and achieve 
housing stability for many, including individuals with serious mental illness and severe substance use 
disorders. Since 2011, the VA has implemented Housing First nationally with significant success in housing 
high risk veterans throughout the country including Connecticut.167,168 There is strong evidence that 
Housing First can achieve housing stability, some evidence that it reduces health care utilization costs, 
especially ED and inpatient hospitalizations169, but currently no evidence that it improves substance use 
disorder symptoms.170 If OSAC funds initiatives to improve housing stability in people at risk of opioid 
overdose, we recommend they be based on Housing First principles and be tied to rigorous evaluation of 
their effectiveness in reducing overdose risk.  
 
Vermont Hub and Spoke Model (Priority 1) 
Vermont has implemented a system of hubs and spokes for treating OUD and offering MOUD. Nine 
Regional Hubs offer daily support for patients. At over 75 local Spokes, doctors, nurses, and counselors 
offer ongoing OUD treatment that is integrated with general healthcare and wellness services. This 
framework uses MOUD for treatment and efficiently deploys OUD expertise to help expand access to OUD 
treatment those in the state. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://blueprintforhealth.vermont.gov/about-blueprint/hub-and-spoke
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Appendix B: Strategies that Should Not Receive Expanded Funding  
 
Increasing the proportion of individuals with OUD exclusively receiving “detoxification” or inpatient 
and residential services as a treatment for OUD 
There is little evidence to support the initial treatment of OUD using detoxification or residential services 
(rehabilitation) alone without connection to long-term treatment, especially MOUD, regardless of 
duration.171,172 A recent study in Connecticut demonstrated that more opioid overdose deaths occurred 
in those who only received detoxification or rehabilitation and not MOUD1. Detoxification procedures are 
associated with a high rate of relapse and increase the risk of overdose because individuals lose their 
physical tolerance to opioids.173,174 Inpatient or residential treatments that initiate or continue MOUD are 
often clinically indicated and needed `in individuals who are not able to benefit from outpatient or 
intensive outpatient services, especially those meeting clinical indication for higher levels of care.172 
Compared to detoxification or extended inpatient treatment, initial treatment with MOUD has the most 
scientific support and is an approach endorsed by state, federal and international entities.172 
 
Increasing the number of programs that exclusively or preferentially treat people with naltrexone 
(instead of methadone or buprenorphine) 
Naltrexone is FDA-approved for the treatment of OUD. However, naltrexone does not prevent symptoms 
of withdrawal or address opioid craving. Initial treatment with naltrexone requires a period of opioid 
abstinence of up to 7 days, which is difficult for many individuals with OUD to attain. Also, in both clinical 
trials and epidemiological data, naltrexone’s efficacy for preventing relapse is lower than methadone and 
buprenorphine.30,175 There is also less data indicating it decreases overdose death, human 
immunodeficiency virus (HIV) or hepatitis C virus (HCV) transmission, or other adverse consequences 
associated with opioid use as compared to methadone and buprenorphine. In programs that offer all 
three FDA-approved medications, a minority of individuals opt for naltrexone and the overwhelming 
majority opt for treatment with methadone or buprenorphine. Therefore, given both its relative inferiority 
compared to methadone and buprenorphine as well as patient preferences, we recommend against 
funding initiatives that exclusively or preferentially offer naltrexone for the treatment of opioid use 
disorder. Instead, we recommend funding initiatives that offer access to all three FDA-approved 
medications or those that prioritize methadone or buprenorphine. 
 
Enhancing criminal legal efforts to reduce illicit drug supply  
Historically, criminal justice efforts to reduce opioid supply – increased policing, harsher penalties, 
increased rates of imprisonment – have often been the default intervention of federal and local 
governments to address the harms of drug use in the United States. We do not recommend funding these 
strategies as they have proven ineffectual in reducing overdose death (in fact are associated with 
increased risk of overdose death)6,176,177, do not center addiction as a medical condition, increase stigma 
related to opioid use and treatment seeking behaviors178,179, and come with high rates of collateral 
consequences including disparate impacts on minoritized populations.180,181 This does not preclude 
funding of interventions – such as diversion programs or interventions to increase access to treatment, 
naloxone, and harm reduction services via criminal justice entities. 
 
Increasing use of mandated addiction treatment or civil commitment  
Involuntary civil commitment is a legal provision that allows for forcible addiction treatment of individuals 
typically in some form of detention facility. Jurisdictions throughout the country have increasingly 
directed resources to the use these provisions to address the opioid overdose crisis. Under current 
Connecticut statute (Conn. Gen. Stat. § 17a-685(a)) there are provisions allowing for commitment of 

https://www.cga.ct.gov/current/pub/chap_319j.htm#sec_17a-685
https://www.cga.ct.gov/current/pub/chap_319j.htm#sec_17a-685
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individuals with substance use disorders for up-to-180 days of involuntary detention providing the 
individual is determined to be a danger to self, danger to others, intoxicated, or gravely disabled, although 
to our knowledge this provision is rarely utilized. We do not recommend that the OSAC fund increased 
use of this legal provision given the ethical concerns and the limited data on its efficacy for preventing 
overdose deaths. Available evidence demonstrates that civil commitment is likely associated with 
increased risk of non-fatal overdoses182 and infectious disease transmission183, and that it reinforces 
negative perceptions of addiction treatment in people who use drugs making them less likely to access 
treatment in the future.184  
 
Increasing investment in novel formulations or new medications to reverse opioid overdoses 
In response to the ongoing overdose crisis, pharmaceutical companies have developed several expensive 
novel opioid antagonists (either new methods of administering naloxone or development of non-naloxone 
compounds) to reverse opioid overdoses. To date there is no evidence that these opioid antagonist 
formulations provide superior efficacy or effectiveness in reversing opioid overdoses even in an era when 
the drug supply is dominated by fentanyl and fentanyl analogues. In addition, newly approved, non-
generic medications carry a price often several times higher than prior formulations of naloxone. Given 
lack of superior efficacy and higher cost, we do not recommend the OSAC fund investment in these new 
formulations until they are proven to be more cost-effective than naloxone.185  
  
Funding primary prevention programs targeting youth substance use that are not based on evidence of 
efficacy or are not tied to ongoing rigorous evaluation 
Given concerns about opioid use initiation and the rising number of overdoses in children and adolescents, 
there is natural motivation to fund public health campaigns that decrease youth substance use. By far the 
best known recent historical example is the D.A.R.E. program which, at its peak, was the country’s largest 
school-based prevention program and received three quarter of a billion dollars of federal funding 
annually despite evidence that it was ineffective in preventing youth substance use.186  Unfortunately, 
although there is growing evidence for primary prevention programs that might impact youth substance 
use initiation, there remains limited data on effective youth prevention programs to impact opioid use 
initiation. Those with evidence supporting them are outlined under Priority #4.108-112 Use of opioid 
settlement funds on ineffective prevention programs will have no effect on reducing overdoses in the 
near, intermediate, or long term. As such we recommend that any opioid settlement funds that are used 
for primary prevention be tied directly to rigorous evaluation of their efficacy, and we do not recommend 
the OSAC fund youth substance use prevention programs that are not evidence-based.  
 
Funding public health programs that are not based on evidence of efficacy  
The use of public communication or media campaigns to educate, promote awareness, reduce stigma, or 
achieve other goals is a common strategy employed in public health. Despite their popularity, there is 
relatively little research to guide the design of these campaigns to address topics around substance use, 
harm reduction, stigma, or other opioid-related topics.187-189 There is also little evidence they are effective 
in achieving important outcomes around reducing opioid use, reducing stigma, increasing treatment 
engagement, and, importantly, reducing overdose rates. In some cases, poorly designed and thought-out 
public communication or media campaigns have been associated with increased stigma around opioid use 
or opioid use disorder. As such, if OSAC decides to fund public communication or media campaigns, we 
recommend that they be well-designed with input from people with lived experience, based on strong 
public health principles, and designed with a focus on reducing stigma and driving demand for effective 
evidence-based treatments.187,190  
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Appendix C: Public Comments on the November 2023 CORE Report Draft That Require 
Regulatory or Statutory Change  

 
The current report includes only those strategies and tactics considered feasible under the current 
regulations and laws, whether at the state or federal level, that currently govern Connecticut. This does 
not preclude potential changes to statute or regulation, supported by strong evidence, which may help 
achieve the priorities laid out in this report and may require funding. Public comments received on the 
initial draft of this report included several recommendations that would require a regulatory or statutory 
change. In this appendix, we have summarized those recommendations and our assessment of the current 
evidence to support these changes.  
 
Regulatory and Statutory Change to Improve Methadone Access  
 
Background 

 
As noted in our report and highlighted under Priority 1, the evidence-based interventions most likely to 
reduce overdose deaths in Connecticut are those focused on increasing the use of the most effective 
medications for opioid use disorder (methadone and buprenorphine) across diverse settings.  
 
The provision of methadone for the treatment of opioid use disorder (OUD) is regulated by federal and 
state agencies.191 Currently, under federal law, methadone can only be dispensed for the treatment of 
OUD from opioid treatment programs (OTPs) regulated at the federal level by the Drug Enforcement 
Agency (DEA), under standards enforce by Substance Abuse and Mental Health Services Administration 
(SAMHSA). The Connecticut Department of Mental Health and Addiction Services (DMHAS) serves as the 
State Opioid Treatment Authority (SOTA) in Connecticut and provides Connecticut-specific oversight. 
SAMHSA requires in-person physicals before initiation of methadone, daily in-person dosing early on in 
treatment, and the frequency of counseling services. These regulations limit the provision of methadone 
in a variety of circumstances and represent barriers for treatment initiation and retention for people with 
OUD. States and other jurisdictions can, additionally, adopt regulations dictating operations, clinical care, 
and staffing of their OTPs.192 The Connecticut SOTA has some flexibility in providing exemptions from 
SAMHSA regulations.  
 
Individuals engaging in methadone treatment are often required to travel to an OTP daily during the first 
months of treatment, a burden that is compounded by geographic distribution of OTPs in the state (see 
Figure 2 on pg. 14) and the fact that many patients rely on mass transit.193 These regulations also place 
burdens on OTPs that limit their ability to expand hours. The requirement that patients have an 
examination by a clinician (recently expanded from requiring a physician to allow nurse practitioners and 
physician assistants to serve this role194) prior to the prescription of methadone for OTP dispensing 
restricts the provision of same day (and seven day a week) initiation of methadone due to limited clinician 
supply. As a consequence, many programs limit hours of methadone dosing to morning hours and intake 
appointments to a few days of the week, further limiting accessibility.   
 
Regulations in the U.S. were temporarily modified during the COVID-19 pandemic to improve access and 
continuity of treatment under pandemic conditions. In January 2024, SAMHSA made these COVID-19 
changes to the rules governing OTPs permanent. For example, prior to the pandemic, individuals engaged 
in methadone treatment were required to have their methadone administered in-person six days a week 
for the first 90 days of treatment. After that point, OTPs have discretion to allow methadone to be 
dispensed to an individual for multiple days of treatment (aka “take-home doses”).195 Take-home doses 
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provide significantly more freedom to patients as they are no longer required to travel to an OTP on a 
daily basis. During the COVID-19 pandemic, SAMSHA provided guidance allowing for increased discretion 
to lower thresholds for OTPs to provide take-home doses.196 Connecticut OTPs did not all apply these 
modifications uniformly.197 Data has demonstrated that the rapid increase in access to methadone take-
home doses as a result of this regulatory change occurred without a measurable change in methadone 
poisonings or methadone-associated deaths.195,197-199  
 
Finally, the regulatory framework governing methadone access in the United States is different than those 
in other countries, where primary care/office-based prescribing with pharmacy dispensing of methadone 
is more common.  
 
Strategy: Update federal and state regulations to enable and fund provision of mobile methadone 
 
The pandemic has catalyzed policy change and regulations governing methadone provision are already 
evolving to address OUD treatment gaps and improve access to methadone, as evidenced by the adoption 
of mobile methadone.200 Mobile methadone units are appropriately outfitted vehicles that travel to 
different locations to provide medical services filling in geographic access gaps to methadone. In 2021, 
SAMHSA updated their rules governing OTPs to increase access to mobile methadone clinics and 
published guidance that states should adopt regulations allowing for the provision of mobile 
methadone.201 Currently, Connecticut agencies are actively implementing regulations in line with 
SAMHSA’s guidance that will dictate the provision of mobile methadone in the state. Several OTPs in the 
state have already expressed interest in supporting mobile methadone programs and our 
recommendations (Priority 1, Strategy #1, Tactic #5) highlight our endorsement of the use of OTPs to 
support the ramp up of these programs once the regulatory building blocks are in place.  
 
Strategy: Update federal and state regulations to facilitate pharmacy- and primary-care based methadone 
prescribing  
 
A model of primary care/office-based methadone in Connecticut that has demonstrated feasibility, safety 
and good patient outcomes.53  In 1997 the Connecticut legislature 48 authorized a pilot program to assess 
the feasibility of methadone maintenance, the Connecticut Methadone Medical Maintenance Pilot 
Project. We recommend that OSAC review the results of this pilot and consider funding similar strategies. 
 
Further regulatory change is needed and, therefore, we recommend that Connecticut policymakers 
review legislation being considered in the United States Congress to improve access to methadone (S.644 
– Modernizing Opioid Treatment Access Act aka MOTAA202) by allowing for pharmacy prescribing and 
similar innovations like primary care-based dispensing. If federal law is passed allowing for pharmacy 
prescribing or primary care-based dispensing, we recommend that the DMHAS, DCP, DPH, DSS and other 
state agencies work proactively to develop the payment, licensure and state regulatory changes needed 
to implement this model in Connecticut. If this statutory change were to occur, the evidence supports the 
use of opioid settlement funds to support these efforts.54  
 
Strategy: Update regulations to address restrictions and limitations around take-home doses, staffing, and 
counseling requirements 
 
Notwithstanding changes to federal law that would allow for pharmacy-based dispensing of methadone, 
we also recommend that Connecticut legislators and policymakers advocate that SAMHSA uses its agency 
discretion to change rules governing OTPs with an eye towards lowering barriers to methadone initiation, 
lowering barriers to take-home doses, and loosening rules about staffing or counseling requirements.  



 49 

 
Strategy: Organize and fund technical assistance and best practices dissemination for Connecticut OTPs 
 
In addition, we endorse the use of opioid settlement funds to develop and distribute best practices for 
OTPs in the state and, if needed, support programs to adopt them to promote uniform and low-barrier 
(e.g., same day) access to methadone throughout the state. We also would have the OSAC consider tying 
any funding to OTPs to adoption of best practices that promote uniform and low-barrier access to 
methadone.  
 
Overdose Prevention Centers  
 
Background 
 
We received a number of public comments requesting that Connecticut use Opioid Settlement funds to 
implement overdose prevention centers (OPC) in the state. Overdose prevention centers, sometimes 
called supervised consumption sites or supervised injection facilities, are facilities that allow individuals 
to use pre-obtained drugs in a hygienic environment under direct supervision. If an overdose occurs in an 
OPC, they can be quickly recognized, medical support can be provided, naloxone administered if needed, 
and emergency services alerted. In addition, OPCs can provide sterile syringes and other supplies, 
education, basic medical care, referral to health and mental health services, and rapid referral to addiction 
treatment. OPCs have been successfully implemented in 16 countries including Canada, Australia, and 
several European countries. They are also supported by evidence that they likely reduce risk of overdose 
morbidity and mortality and improve access to care (including addiction treatment), while not increasing 
crime or public nuisance in the surrounding community.163    
 
Under current interpretation of federal and state statutes OPCs cannot currently be implemented. 
Therefore, we do not recommend funding in our report.  
 
In the United States, officially sanctioned OPCs historically have not been implemented due to threat of 
federal prosecution under the “crack house” statute and, often, significant local resistance to their 
adoption. This status quo has been slowly changing with the opening of the first officially sanctioned OPCs 
in New York City. The experience of New York City has been noted by a large number of overdoses 
reversed without an overdose death. Initial evaluations have shown no increase in crime or other nuisance 
complaints in the surrounding community associated with the opening of these two OPCs.74,165 Following 
the lead of New York City, both Rhode Island203,204 and Minnesota205 have passed legislation to implement 
the OPC model. Of note, Rhode Island206 has expressly used opioid settlement funds to support the 
implementation of an OPC model there.  
 
Strategy: Update state regulations and statutes to enable and implement OPCs in Connecticut 
  
Given evidence supporting OPCs, we support the adoption of statutory and regulatory change in 
Connecticut to allow for the adoption of OPCs and evaluation of their efficacy in preventing overdose 
deaths in the context of opioid use epidemiology in Connecticut. If requisite statutory and regulatory 
changes were to happen, we would support the use of opioid settlement funds to support the 
implementation of these innovations.  
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Insurance Reimbursement and Billing Codes from Medicaid and Other Insurers 
 
Background 
 
Health care systems, including both those that are focused substance use treatment service providers and 
those that provide more general medical care, provide services in response to both the demand for those 
services but also the ability to be reimbursed adequately for those services.  Therefore, there are 
evidence-based health care services that are not offered or readily available to individuals in the state 
that might reduce opioid overdose or otherwise improve outcomes for people at risk of an overdose. We 
received several comments in our stakeholder meetings and via public comments about ways that 
reimbursement could be changed to address the overdose crisis.  
 
Strategy: Revisit and revise reimbursement policies and billing codes for substance use and SUD related 
services  
 
Several comments were specific to the use of billing codes and reimbursement for treatment services 
related to certain subpopulations (e.g., allowing hospitals to bill for inpatient medically supervised 
withdrawal for children). Other comments were more general regarding the ability to bill for services by 
non-clinicians (e.g., screening, peer-provided services, addiction counselors), differences in Medicaid 
reimbursement for services compared to other insurers, and the ability to bill for different services by the 
same provider on the same day.   
 
Addressing changes in reimbursement or billing practices, often under the purview by individual insurance 
providers and overseen by a mix of state and federal agencies, regulations, and statutes is beyond the 
scope of our report, but we acknowledge the role that these changes might have to improve outcomes 
and achieve the priorities and goals laid out in our report.  
 
Treatment and service provider practices 
 
We received several comments recommending that Connecticut should use its regulatory or statutory 
power to mandate practices or services provided by health care or other service providers in the state to 
address the opioid overdose crisis. Examples of these types of recommendations include requiring 
hospitals to connect individuals at risk of overdose to OUD treatment prior to discharge, mandates on 
provider education on OUD tied to licensure, and mandates around providing evidence-based OUD 
treatment or harm reduction services in entities that receive state funding and provide services to people 
at risk of overdose (e.g., transitional housing/halfway homes, sober homes). We agree with efforts that 
support the increased provision of MOUD and harm reduction services (see Priority #1 and Priority #2) 
though do not have particular insight or recommendations into the efficacy of these type of regulatory 
changes or their use to achieve that goal.    
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Glossary of Acronyms 
 

Acronym Definition 

ACE Adverse Childhood Experience 

ADPC Alcohol and Drug Policy Committee 

APRN Advanced Practice Registered Nurse 
CBO Community Based Organization 

CBT Cognitive Behavioral Therapy 

CORE Connecticut Opioid REsponse Initiative 
CPMRS Connecticut Prescription Monitoring and Reporting System  

DCF Connecticut Department of Children and Families 

DCP Connecticut Department of Consumer Protection 

DEA U.S. Drug Enforcement Administration 
DMHAS Connecticut Department of Mental Health and Addiction Services 

DOC  Connecticut Department of Correction 

DPH Connecticut Department of Public Health 
DSS Connecticut Department of Social Services 

ED Emergency Department 

EMS Emergency Medical Services 

FDA U.S. Food and Drug Administration 
HCV Hepatitis C Virus 

HIV Human Immunodeficiency Virus 

MDFT Multidimensional Family Therapy 
MOUD Medications for Opioid Use Disorder 

MST-BSF Multisystemic Therapy – Building Stronger Families 

NIDA National Institute on Drug Abuse 
OCME Connecticut Office of the Chief Medical Examiner  

OPC Overdose Prevention Center 

OPM Connecticut Office of Policy and Management 

OSAC Opioid Settlement Advisory Committee 
OTP Opioid Treatment Program 

OUD Opioid Use Disorder 

PA Physician Assistant/Associate 
PDMP Prescription Drug Monitoring Program 

PWUD People Who Use Drugs 

SAMHSA Substance Abuse and Mental Health Services Administration 

SBIRT Screening, Brief Intervention, and Referral to Treatment 
SOTA State Opioid Treatment Authority 

SUD Substance Use Disorder 

SWORD Statewide Opioid Reporting Directive 
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