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Governance

Track what we do and create lines of accountability

while strengthening the community’s voice in
the Task Force, especially the voices of people

who use drugs.

Prevention
Focus on proven strategies to address trauma and
disparities across the lifespan, especially for older
Rhode Islanders and people in recovery.

Treatment ““REDUCTI
Create low-barrier treatment for all ’2"‘ RESCUE Harm Reduction
substances to maximize access, drive Create and share innovative services for
more effective data sharing between the A TIGHTLY- safer drug use practices while supporting
treatment community and clients, and COORDINATED, community outreach services and

innovate ways to promote and engage rebuilding trust of law enforcement.
people in treatment and recovery MORE INCLUSIVE
support services. STRATEGY TO Recovery
SAVE LIVES. ; ; )
Support recovery capital while developing
a more diverse certified peer recovery

support specialist workforce.

Messaging
Craft linguistically and culturally-appropriate
language by collaborating with community
partners to ensure the most effective, real-time
communications - recognizing the mistrust of
state and medical messengers.

Data

Consolidate analysis across all reporting data
sources and build a state profile that clearly tells
us “what the data say" as we measure outcomes.
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EVIDENCE UPDATE & STRATEGIC PROGRAM
REVIEW REPORT | FEBRUARY 2021

EXECUTIVE SUMMARY:

Starting in November 2019, the Co-Chairs and other members of the Governor’s Overdose Task
Force recognized that accidental fatal drug overdoses were rising. During the fall of 2020, the Task
Force Co-Chairs asked the Executive Office of Health and Human Services (EOHHS) to examine the
rising numbers with an Evidence Update and Strategic Program Review.

The overarching research team carried out a mixed method review with quantitative and qualitative
components. The data team analyzed demographic, medical, and economic differences in two
groups of people - a 2020 cohort, who died between Dec. 2019 and June 2020 and a 2019 cohort,
who died between Dec. 2018 and June 2019. The research team also held 44 Focus Groups or Key
Informant Interviews with over 100 experts in Rhode Island: people who use drugs and family
members of people using drugs or who overdosed, plus leaders of community-based organizations
and state agencies, and healthcare providers and academic researchers.

The combined qualitative and quantitative Evidence Update and Strategic Program Review (SPR)
uncover the centrality of three drivers of fatal overdoses - and a key response challenge:
A. The sustained presence of fentanyl and analogues in the drug supply, including nearly 75%
of all overdose deaths in 2020. Fentanyl is now present in many types of drugs (not limited
to opioids), and potentially growing in potency.

B. COVID-driven social isolation, fear of disease to the point of not calling paramedics for help,
and economic insecurity - all of which may exacerbate, or be exacerbated by, underlying
anxiety and depression, which were significantly more common in our 2020 cohort.

e The 2020 group showed more evidence of being in a fragile state of recovery before
death and were more likely to die at home before rescue arrived.

e Middle age men - those 40-59, especially those with underlying mental health
conditions - were especially hard hit in 2020.

C. These factors are more acute for communities of color, for whom historical inequities and
ongoing structural racism have deprived them of equitable capital (recovery, financial,
social), trust in institutions, and access to equitable services.

Further, an insufficient governance and project management structure underlines the state’s
difficulty in pivoting quickly enough to assess and respond to the changing drivers of the crisis. It
also limits our ability to guide a consistent, focused, strategic response that weaves emerging
information into action.

A companion analysis by Brown University analyzed two additional months of death data (July and
August 2020), which were finalized in late December 2020.
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The core recommendation from the SPR is that Rhode Island must accelerate a tightly coordinated,
more inclusive strategy centered on harm reduction and recovery resiliency for people at high risk of

fatal overdose right now to save lives.

We chose these words very carefully:

Tightly coordinated means better governance - better project management that holds people

[ )
accountable to doing what's assigned to them - and shares the outcomes transparently

e More inclusive means including a more diverse group of people in the work, racially and
ethnically, gender, sexual orientation and gender identity, and age - and with a race equity
lens to all activities

e Centering on the key things we learned harm reduction and recovery resilience means

Focus on proven strategies to address trauma and
disparities across the lifespan, especially for older

prioritizing those activities to save lives.

Governance

Track what we do and create lines of accountability

while strengthening the community's voice in
the Task Force, especially the voices of people

who use drugs.

Prevention

Rhode Islanders and people in recovery,.

Treatment

Create low-barrier treatment for all
substances to maximize access, drive

Harm Reduction
Create and share innovative services for
safer drug use practices while supporting

more effective data shlaring bemeen the A TIGHTLY- ‘ .
S b S i
i W uildi u: w .
people in treatment and recovery MORE INCLUSIVE
support services, STRATEGYTO Recovery
SRS Support recovery capital while developing

Craft linguistically and culturally-appropriate
language by collaborating with community
partners to ensure the most effective, real-time

communications - recognizing the mistrust of

a more diverse certified peer recovery

Messaging
support specialist workforce

Data
Consolidate analysis across all reporting data
sources and build a state profile that clearly tells
us "what the data say” as we measure outcomes.

state and medical messengers.

To accomplish these updated strategies, the report lays out a set of 14 prioritized recommendations,

12 short-term recommendations that are either in process already or that stakeholders thought
could or should be implemented more quickly, and then a more complete set of long-term
recommendations that complete the proposal.

Together, these will help the Governor’s Overdose Task Force move forward to an overall more
organized and effective response to addiction and overdose.

Besides the recommendations, this report includes:

1. The data and information stemming from the analysis, plus the updated companion analysis

2. Adiscussion of the key drivers of the overdose deaths - fentanyl, COVID, structural racism,
plus the governance challenges of dealing with the overdose epidemic
3. Areview of current activities taking place to address the rising number of overdose deaths,

including work in the months immediately following the evidence update (through Feb. 2021)
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INTRODUCTION & BACKGROUND:

Rhode Island is on track to exceed 400 overdose fatalities in 2020, despite years of steady progress,
and heroic efforts to continue treatment, outreach, and recovery services as much as possible during
COVID. Most performance metrics are strong and stable across all pillars, yet more people are dying
than ever before.

Performance trends are generally strong or stable, but deaths are historically high.

Pillar Metric Trend, 20192020 Cumulative Overdose Deaths, 2014-2020
Prev New opioid prescriptions 450

Prev  Benzo + Opioid Combo Rx 2020
400 403

Prev Opioid Rx to <18-year olds 1

278 projected
Prev  Project SUCCESS classes 350

——2016 (336)

Resc Naloxone distributed —2017 (324)
Resc Naloxone to high-risk groups 300 2018 (314)

) 2019 (308)
Resc Naloxone covered by insurance

Resc Overdoses - layperson gave naloxone

Tx People in sustained medication assisted treatment
Tx Peaple in medication assisted treatment

Tx People in medication assisted treatment, % BIPOC
1b ED visits for those with MAT record

Tx Treatment within 6 months of first OUD Dx or 0D
Rec  Recovery Center enrollment, current and new

Rec Licensed Peer Recovery Coaches

Rec  Wages > FPL for those with a prior OUD diagnosis

Rec Recovery - self-reported well-being Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

* Treatment enrollment is plateauing across all groups in 2020 after several years of steady climbing

The Co-Chairs of the Governor’s Overdose Task Force asked Rhode Island’s Executive Office of
Health and Human Services (EOHHS) to study the situation and help determine:

What changed?

How do we know?

How do we respond?

How do we ensure that this does not happen again?

Study Format: EOHHS carried out a mixed method research project, with both quantitative and
qualitative research components. In both approaches, we sought to understand changes that were
occurring before and after the inflection point in year over year increases in overdose related deaths
in Rhode Island - around December 2019 - and before and after the social and economic effects of
the COVID pandemic hit - around March 2020.
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QUALITATIVE ANALYSIS:

The Evidence Update + Strategic Program Review Team carried out qualitative research - focus
groups or key informant interviews with over 100 people in 44 Key Informant Interviews or Focus
Groups. The participants interviewed included:

People who use drugs and family members of people who use or used drugs

Every state agency involved in opioid response

SUD community providers, including large and small agencies and PCPs who provide services
Hospital staff

Community organizations, with a focus on harm reduction orgs

Law enforcement representatives

Academic and programmatic experts

This was a chance to take another look at the data and dig deep in a set of interviews - to be
humble and determine what has changed. How do we know? What might we — as a community - not
be doing right? And what can we do differently?

The main questions the team asked participants were the following:

o What are the positive things Rhode Island’s system is accomplishing?

e What changed over the past two years?

o Between January 2019 and February 2020, when deaths were first rising, and
o From March 2020 on, because of COVID?

e What impact did structural racism and the focus on race equity that rose up over the summer
have on the changes?

e What insights could we gain about how the actions of the organizations and individuals
involved in the Task Force (state leadership and staff, the provider community, community
organizations, and families and people who use drugs) were misaligned, or where there was
overlap or duplication in activities?

e If the interviewee had a magic wand and could change anything about our response to the
addiction and overdose epidemic, what would they do?

As the research team noted in each of our Focus Groups, the Task Force and its participants all know
too well about the pain of all of the overdose deaths since the beginning of the Task Force - a high
of 336 in 2016, then decreasing - until this year. Rhode Island may exceed 400 overdose deaths
despite amazing efforts to continue on with services during COVID, and stable and strong
performance metrics across all pillars. These deaths are not just numbers - they're our neighbors,
friends, family members - our loved ones.

WHAT WE LEARNED FROM THE QUALITATIVE INTERVIEWS:

In over 50 hours of interviews, participants shared input on what was going well, what had changed
before and during COVID, what wasn’t going well, and what the state should do differently to save
lives. The response fell in six areas, described below:

Harm Reduction: Partners noted that no matter what we do, there will still be people in Rhode Island
who use drugs. Deadly fentanyl, COVID isolation and anxiety, and racial disparities make the risk of
using drugs more dangerous than ever. In particular, the existence of fentanyl in so much of Rhode
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Island’s drug supply, in drugs beyond just opioids, means that people will encounter it more and
more, deliberately or not. Participants underlined that ignoring this reality is wrong — and attempts to
ban behavior only drives it underground. Therefore, a clear takeaway from the qualitative study was
the need to focus intently on harm reduction as a life-saving strategy. This focus includes provision of
resources, policy changes, institution of new programs, and direct and specific messaging - as well
as understanding and grappling with the challenging connection between opioid use and the criminal
justice system.

Recovery: Peer Recovery specialists are a critical part of the recovery story - and we must ensure
that we recruit and retain more specialists of color. But focus group participants returned over and
over to the need to strengthen recovery capital, by addressing social determinants of health - the
lack of housing especially, and stable employment that is conducive to recovery lessons. The
research team also heard about problems with the ways that we currently measure recovery.
Recovery cannot only be about the number of people participating in MAT - the state should also
measure smaller recovery accomplishments. Finally, participants identified the lack of face-to-face
engagement during COVID as a significant problem contributing to people’s challenges staying in
recovery.

Governance: Rhode Island has a broad and diverse group of individuals and organizations
participating in the Overdose Task Force and focused on supporting and saving lives of Rhode
Islanders who use drugs. Throughout the interview, though, the research team heard about gaps in
coordination between and among the various Task Force participants and a lack of project
management that makes it more difficult for the state to reach our goals. Participants also focused
on the need to include a more diverse set of community voices in decision-making.

Treatment: Participants noted that the state does a lot right here, with Medication Assisted
Treatment (MAT), especially for people with insurance and for people in the Adult Correction
Institute. But for people without insurance - people who are undocumented, for instance - and for
people who find it more difficult to negotiate the healthcare system, it is much more difficult to
secure ongoing treatment, and participants talked about how it got even harder during COVID. In
particular, the research team heard that we need to focus in on improving the quality of treatment
across the board through investments in providers, increase cultural competence in our treatment
providers, and address the challenges of insurance companies’ requirements for ongoing
authorizations for treatment.

Prevention: The message we heard here was clear: look farther upstream to prevent addiction.
Participants urged the state to return to addressing the social determinants of health, because true
prevention comes from ensuring safety and security through housing and jobs, preventing violence
and trauma, and addressing disparities and discrimination. The team clearly heard that prevention
needs to be across the lifespan - not just youth.

Messaging: Here, the research team heard about challenges in our content, messages, and our
messengers. Participants were clear that the state is not a trusted messenger about issues related
to drug use. The state must do better to engage the community - including people who use drugs or
who are in short-term recovery - to improve how we’re reaching out in culturally competent ways.
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QUANTITATIVE APPROACH:

To best see the trends that may have contributed to rising overdoses in 2020, but may have
preceded COVID, we looked closely at deaths from overdoses of any drug - not just opioids - that
occurred from December 2019 - June 2020, the most recent month of finalized data at the time our
study began. A companion study from Brown University added July and August to the study and is
discussed in later pages.

We also looked at broader trends in addiction, treatment, incarceration, police activity, and drug
seizures during that time. Notably, this period begins in the first month we observe year of year
increases and fully includes the early stages of COVID spread, awareness, mitigation, and isolation.

We compared this group to those who died in the same months the year prior, resulting in two
cohorts:

1.) 2020: Those who died between December 2019 and June 2020 (223 people)

2.) 2019: Those who died between December 2018 and June 2019 (181 people)

The Department of Health (RIDOH) provided a list of individuals who died of a confirmed overdose
during these periods, along with their month of death. The EOHHS analytic team matched other
records using the existing Data Ecosystem integrated data platform to pain a more complete picture
of each person prior to death. Data sets included:

1.) Death certificate data from Vital Records, including demographics known at the time of
death, cause(s) of death, toxicology information, residence, and location of death

2.) Earnings and Income Support from Department of Labor and Training (DLT) quarterly earned
wage and employment records; and claims for unemployment insurance (Ul), Pandemic
Unemployment Assistance (PUA), and Temporary Disability Insurance (TDI)

3.) Medicaid medical claims and eligibility for approximately 60% of individuals who had a
Medicaid record at some point between July 2013 and June 2020: Medicaid eligibility and
claims, including opioid agonist therapy (methadone and buprenorphine), non-fatal overdose,
mental health diagnoses, and treatment

a. Medicaid eligibility also provides an imperfect but useful proxy for department of
corrections stays and lengths of stay. When someone is on Medicaid and moves to
DOC, their Medicaid is suspended during incarceration and indicated as such in their
eligibility records.

The team also reviewed data sets related to broader environmental factors, including:
1.) Incarceration census, intake, and release trends from January 2018 to Sept. 2020 split by:
a. Offense type
b. Security level
c. Gender
d. Sentenced status

2.) Drug supply information
a. New England High Intensity Drug Trafficking Area (HIDTA) reports on drugs seized
b. Rhode Island State Health Lab (RISHL) Toxicology reports on drugs seized

3.) Overdoses and treatment patterns for those who received treatment at Roger Williams
Medical Center prior to its closure in May 2019.
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QUANTITATIVE ANALYSIS RESULTS: DEC 2018 - JUNE 2019 VS. DEC 2019 - JUNE 2020
There were 24% more overdose deaths (n = 223) in

the 2020 cohort than the 2019 cohort (n = 181),

though the two cohorts were demographically

Population 2019

Full Population

similar and had about the same rate of enroliment Also in Medicaid

in Medicaid at any point between July 2013 and
their date of death.

Figure 1 shows fatal overdoses by month from
December of 2018 through the preliminary
Nov. 2020 data. These are the most recently
available data and are being finalized by the
state’s Medical Examiner. At the time of the
study, data through June were finalized (grey
text box). Figure 1 also includes the months of
data that are now finalized as of this writing
(February 2021) - July, August, September,
and October 2020.

Note that the year over year growth, by month,
starts in December 2019 and continues through at
least October.

Table 1 highlights that few
demographic fields are statistically
significantly different. The largest

Medicaid % of Total

Figure 1 Fatal Overdoses (All drug types)

2019 m 2020

[ Study: Dec. through June: +24% 1
2019: 182 | 2020: 225

Dec. through Oct.: +30%
i 2019 256 | 2020: 363

181
108

60%

2020

223
129

58%

Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov

Table 1: Summary of Key Demographic Features

November data
are not finalized

differences, as a percent of the % of total % of total % of total,
total cohorts in each year, are Factor 2019 2020 Diff.
Hispanic ethnicity (+4.5 percentage Medicaid 60% 58% 2%
points), Ages 50-59 (+2.3%) and Female 30% 27% 3%
African American race, Ages 40-49 Veteran 6% 8% +2%
(-2.0, each). Race: White 78.5% 79.0% +0.5%
Race: African American 8.3% 6.3% -2.0%
Race: Asian, Native American, Mixed, Other, Unk 13.2% 14 7% +1.5%
Ethnicity: Hispanic 55% 9.0% +4 5%
Ages: 20-29 14 4% 13.8% 0.6%
Ages: 30-39 24.9% 26.8% +1.9%
Ages: 40-49 26.0% 24.0% 2.0%
Ages: 50-59 23.2% 255% +2.3%
Ages: 60-69 9.9% 8.9% -1.0%
Ages: T0+ 1.1% 0.9% 0.2%
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DIFFERENCES IN OTHER KEY FACTORS AND SUBGROUPS

There were, however, more significant and telling differences when we examined key factors at the
whole group level and in select subgroups - specifically, those who had fentanyl and/or methadone
listed as a cause of death, those in their 50s, and those who died at home (rescue services were
either not called or arrived too late for transport). We detail the significance of each of these areas
below.

Figure 2: Key differences among subgroups

The significant differences - though few - when combined
contributed to a substantial rise in overdoses

Prior anxiety and methadone (treatment and as a contributing cause of death) - especially for 50-59 year
olds

Factor % of pop %of pop % ofpop, Changein ppl, P-

2019 2020 Diff. 2019102020 value
Full Population- Fentanylinvolved death 69.6% 74.0% +4.4% +29 017  Also. heroin dropped
Vitals 181 223 . A . DIEELZIE
Iy ] ' +, +
Medicaid 108 120 Medicaid (MCD) population: Prior Anxiety diagnosis 44 4% 52.7% 8.3% 20 0.10
Methadone listed as cause of death + methadone 50% 69% +19% +12
treatment within 3 mo of death and in MCD (6 of 12) (18 of 26)
i . Note that methadone
==z i = 50-59 years: Methadone contributed to death 0.9% 5.4% +4.5% +6 000 rarely the only drug
. 50-59 years (MCD): Prior Anxiety 9.3% 19.4% +10.1% +15 000 that contributed to
Medicaid 27 1 death
50-59 years (MCD):- Methadone tx within 3 mo of death 0.9% 7.8% +6.9% +9 0.00
50-59 years (MCD): Prior Alcohol Use Disorder 7.4% 15.5% +8.1% +12 0.02 Both methadone
50-59 years (MCD): Prior SUD (excluding OUD) Dx 16.7% 24.8% +8.1% +13  oo4  1Eclos af’j'ag'g‘)a 0
it -
Died at home: Married 75% 21.1% +13.6% +17 0.00 year olds
DicdElseri 10 114 bied at home: Any Medicaid claim 62 5% 50.5% 12.0% +5 005
Medicaid 58 74 In 2020, those who
Died at Home 80 109 Died at home: Tobacco listed as a contr. cause of death 58.8% 46.8% -12.0% +4 005 died elsewhere were
Medicaid 50 55 Died elsewhere (MCD)- Prior OUD diagnosis 48.3% 62.2% +13.9% +18 005 @also3xmore likelyto
have a prior overdose
Died elsewhere (MCD): Prior AUD diagnosis 552% 40.5% -14.6% -2 0.05 (23% vs. 7%)

51% (+28) more men died
at home than in 2019, but

the difference was not RHODE
We highlight these three groups because, of the hundreds of factors we reviewed, these groups
showed the most statistically significant differences, year over year - and in fact, were the few that
showed any statistical significance.

Though the differences are small, marginal changes layered together drive substantial growth in
fatalities. Indeed, from these data emerge a pattern that more closely describes the 2020 group
than the 2019 cohort:
e A population who may be in recovery (methadone in their system at the time of death and
recently in treatment),
e Those whose recovery may be fragile (evidence of prior anxiety or depression symptoms),
and
e Those who were either using alone or with people who did not (could not or would not) call for
rescue services with enough time to prevent the death.

Those in their fifties were more likely to have prior mental health diagnoses, have methadone at the
time of death, or to have recently been in treatment
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THOSE WITH FENTANYL AND / OR METHADONE LISTED AS A CAUSE OF DEATH

Figure 2: Key differences among subgroups

Factor %ofpop %ofpop %ofpop, Changein ppl, P-

2019 2020 Diff. 2019 t0 2020 value
Full Population: Fentanylinvolved death 69.6% 74.0% +4.4% +29 0.7 Also. heroin dropped
Vitals 181 203 DRI
I icaid (I il N i i iagr j " 2. +. +.
Medicaid 108 129 Medicaid (MCD) population: Prior Anxiety diagnosis 44.4% 52.7% 8.3% 20 0.10
Methadone listed as cause of death + methadone 30% 69% +19% +12
treatment within 3 mo of death and in MCD (60f12) (18 of 26)

Figure 3: Toxicology results of fatal overdoses, by cohort

Fentanyl | 74% of overdoses  pegpite saturating the market, fentanyl-involved deaths are still

In the 2020 cohortinvolved  gygwing — a5 are deaths with combined drugs and methadone
fentanyl or an analogue, up “2020™ Dec. 2019 - June 2020

from 69% in the 2019 group. 5019" Dec. 2018 - June 2019

While this jump was not Drug Type Noted on Death Certificate at Time of Death
technically statistically
significant (p = 0.17), it
underscores that the drug
supply is approaching
fentanyl saturation. A nearly
5 percentage point increase,
year over year, on an already
large base is a frightening
trend on its own, and over a slightly longer period with more growth, would likely have been statistically
significant.

E2019 m2020

e,
", E
E

Fentanyl is a synthetic opioid that
is used to treat pain but is 50-100
times more potent than morphine
(National Institute of Health,
2020). Fentanyl and its analogues
have been poisoning the drug
supply for years, but grow
substantially between 2014 and
2018. After a slightly lower year in
2019, we see the trend rising
again to 75% of all calendar year
2020 fatal overdoses.

Figure 4: Overdose deaths related to fentanyl, 2014-2020

Overdose Daaths due to Fentanyl, 2014-June 2020
B

The qualitative aspects of the
evidence update, detailed in
further sections below, provide
context for why the supply is poisoned, including what incentives dealers have to taint drugs - opioids and non-
opioids - with such a lethal substance. From a quantitative perspective, however, we note its substantial and
rising presence among all fatal overdoses, the near absence of heroin, and the growth of “combined” drugs
contributing to death.
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Drug Supply: Toxicology of drugs seized

It is important to note, however, that while fatal
overdoses increasingly involve fentanyl and the
drug supply is substantially tainted with fentanyl,
analysis of drugs seized did not show a fentanyl
increase in 2020 - in fact, we see a decline, due
to fewer drug seizures during the early COVID
quarantine period. These reduced drug seizures
result from more people at home - so less public
activity and crime - and less proactive policing for
fear of unnecessarily spreading the virus.

Figure 5: Contaminants in Drugs Seized by Municipal Police Departments, as reported by the Rhode Island State Health Lab

350
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Methadone as a Cause of Death and Those in Recent Treatment

The 2020 cohort also saw a rise in the number of people (+12) and percent of total (+19 percentage
points) people who had methadone listed as a cause of death who had a record of recent
methadone treatment. The data show that 51 people - 19 in 2019 and 32 in 2020 - had
methadone listed

as a cause of Figure 6: Methadone as a cause of death: Key statistics from death certificate data
death. Of these .
51, 38 had a Methadone Deaths and Enroliment in Treatment

record in Medicaid, =
. - We analyzed the deaths dataset and Medicaid claims dataset to determine the enrollment percentage in MAT within 3 months of death date
which would allow
. There were 51 people, in total. who died of Methadone as one of the causes. Of these 51 people, 38 (74.5%) of them were in Medicaid . Of those,
us to see if they 24 people were in Treatment within 3 months of death. Sorel 200 o1 ~520

Enrolled in MAT within 3 months of Death 6 18] 24) 50.0%| 69.2%|

were recently in [ 2019] 2020 Grand Total | NOT Enrolled in MAT within 3 months of Death 6 8 14] 50.0%) 30.8%
Med |Ca |d'fu nd ed |Number of Pecple | 19 32| 51| (Grand Total 12 24 3g]

The table shows the frequency count of co-occurrence of Methadone with other codes as causes of Death

methadone Code

[Ta04

treatment. Of these  juoiown T 2o oo Z
38, 6 of 12 (50%) 3
in 2019 and 18 of b

M.

26 (69%) in 2020 i

Fraquency

(Fentanyl etc) 2

xa2 Drug Poisoning
Ta24
F101
1509
F109
1517
Dec K746

T405

had a methadone (orand Tora Fr

treatment record I
within three
months of their

death.

Take-home Methadone | Notably, during this period, Rhode Island’s opioid treatment programs,
following updated emergency regulations from the federal government, greatly expanded take-home
methadone services beginning in Mach 2020. Take-home methadone was previously permissible for
those who had evidence of stable long-term recovery and successful daily in-person medication
pickup. But reduced in-person access during the early COVID period pushed the government to
expand approved take home use for many more people including those recently entering recovery.
The take-home program was a life-saving innovation and ensured that people who rely on opioid
agonist therapy (OAT), such as methadone, received consistent access to these critical drugs. And,
as with any sudden, massive change in how a program operates, we may find opportunities for
improvement to ensure these powerful changes stick in as sustainable a way possible.

i
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Methadone as a “Cause of Death” | Though methadone was listed as a primary cause of death
(“Cause Line A” on the death certificate), it was rarely, if ever, listed as the single cause of death. It
was almost always listed with another drug that contributed to death. However, the growth in the
population who had recently been in treatment and died with methadone in their system, listed as a
primary cause of death, is notable. It tells us that the 2020 cohort was more likely to have people
who were in opioid agonist therapy (OAT), such as methadone, and who may have returned to use
due to the isolating and anxiety-triggering effects of the pandemic. They may have also had reduced
tolerance or not expected fentanyl to be as present or as potent in the drug supply and then suffered
a fatal overdose.

The data tell us that the transition into and out of supported recovery services, such as OAT - are
critical periods. Interventions that stabilize and strengthen the recovery period - increasing recovery
capital and resiliency - or actively support recovery in whatever form possible may be among our
most powerful options for reducing fatalities. We detail policy and program options in the coming
pages, as well as qualitative findings to give context to these quantitative themes.
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THOSE WITH PRIOR ANXIETY DIAGNOOSES, AND THOSE BETWEEN AGES 50-59

From the second row in Figure 2, we see that in 2020, nearly 53% of the population with a Medicaid
record - about 60% of those who experienced a fatal overdose - had a prior diagnosis of anxiety.
That figure represents an 8.3 percentage point increase over 2019, and 20 more people total.

Figure 2: Key differences among subgroups

Factor %ofpop %ofpop %ofpop, Changein ppl, P-

2019 2020 Diff. 2019 10 2020 value
Full Population: Fentanylinvolved death 69.6% 74.0% +4.4% +29 017 Also. heroin dropped
lls 181 223, licaid (MCD) population: Prior Aniety di 44.4% 527% 83% 20 010 e
1 1 il - T X 2 + +,
Medicaid 108 129 edicaid ( ) population: Prior Anxiety diagnosis i
Methadone listed as cause of death + methadone 50% 69% +19% +12
treatment within 3 mo of death and in MCD (6of12) (18 of 26)
- Note that methadone
50-59 years: Methadone contributed to death 0.9% 5.4% +4.5% +6 0.00 rarely the only drug
Vitals 42 57 _ . . :
S 50-59 years (MCD): Prior Anxiety 9.3% 19.4% +10.1% +15 000 that contributed to
Medicaid 27 41 death
50-59 years (MCD): Methadone tx within 3 mo of death 0.9% 7.8% +6.9% +9 0.00
50-59 years (MCD): Prior Alcohol Use Disorder 7.4% 15.5% +8.1% +12 0.02 Both methadone
50-59 years (MCD): Prior SUD (excluding OUD) Dx 16.7% 24.8% +8.1% +13  0.04 S‘Ef:;i’c”a':ff';as'z‘?s o
Died at home: Married 7.5% 21.1% +13.6% +17 Q.00 year olds

Though, like the growth in fentanyl-related overdose death, prior anxiety diagnoses is (barely) not
statistically significant (p = 0.10), the size of this diagnosed population - over half - and the trend is
notable. It is even more notable when we consider that these data only reflect those with a
diagnosis and is likely an undercount.

However, prior anxiety diagnoses and several other factors were strongly statistically significant for a
key subgroup: those who were in their fifties when they died. In 2020, this group was more likely to
have methadone listed as a cause of death; have recently been in treatment; and have had prior
diagnoses of anxiety, depression, severe and persistent mental illness (SPMI), alcohol use disorder,
and substance use disorder (other than OUD).

Table 2: Select Statistically Significant Factors for Those Who Died Between 50 and 59 Years of Age

[ 2019 | 2020 | Percentoffotal |

| e | P | Mae [ female | Total | Male | Femae | Totl | zo10% | 2020% | it | _ source ]
Methadone Enrollment, 3 months prior to death 0.00 1 0 1 6 4 10 1% 8% 7% Medicaid_Claims
Tobacco use listed as a cause of death 0.00 15 10 25 8 5 13 14% 6% -8% Vitals_Deaths
Prior diagnosis of anxiety 0.01 5 5 10 13 12 25 9% 19% 10% Medicaid_Claims
First time Heroin use 0.01 3 2 5 ] o o] 3% 0% -3% Vitals_Deaths
Prior diagnosis of Alcohol Use Disorder (AUD) 0.02 7 1 8 14 6 20 7% 16% 8% Medicaid_Claims
Prior Methadone Treatmetnt 0.02 3 ] 3 7 4 11 3% 9% 6% Medicaid_Claims
First time Methadone 0.03 2 1 3 7 4 11 2% 5% 3% Vitals_Deaths
Psychostimulants as a cuase of death 0.04 o ] o 2 1 3 0% 1% 1% Vitals_Deaths
Prior diagnosis of depression 0.04 6 5 11 13 10 23 10% 18% 8% Medicaid_Claims
Prior Opioid prescription 0.06 6 3 9 13 [ 19 8% 15% 6% Medicaid_Claims
Prior diagnosis of severe and persistent mental iliness [SPMI) 0.07 3 7 10 11 9 20 9% 16% 6% Medicaid_Claims
Prior opioid use disorder (OUD) diagnosis 0.07 6 4 10 14 [ 20 9% 16% 6% Medicaid_Claims
Veteran Status-Y 0.07 2 2 7 7 1% 3% 2% Vitals_Deaths
Prior Substance use Disorder Diagnosis [excluding OUD) 0.08 10 8 18 20 11 31 17% 24% 7% Medicaid Claims

This constellation of factors paints a picture of a group of people who may be more significantly
predisposed to be triggered by COVID-related isolation or insecurity, but also who may just have a
more fragile recovery experience regardless of COVID. They are more likely to struggle with other
substance use disorders, and with layered, significant, mental health conditions. As people in their
fifties, they may worry about losing a job and not being able to reconnect to or retrain to re-enter.

For both the overall population and those in their 50s, it is worth considering how COVID isolation,
economic insecurity, and service disruption may have triggered these underlying diagnoses. Beyond
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COVID, we see in the data what we heard repeatedly in the focus groups: substance use disorder
never occurs alone It is often paired with mental health struggles, and those are often trauma-
based. These insights tell us we have opportunities in how we design our substance use treatment
programs, at the very least ensuring that mental health services and substance use services can
occur at the same time with no payment or administrative penalty. Ideally, however, we serve the
whole human being whose personal sense of recovery may only come once their whole self is
healed.
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THOSE WHO DIED AT HOME

In 2020, nearly half (49%, up from of the 44% in 2019) of fatal overdoses occurred at the person’s
home - listed as “died in residence” on the death certificate. For these people, the death occurred

before rescue
services arrived, or
before they could

Figure 7: Key statistics on those who died at home

Died at residence vs elsewhere

Full Population (Vitals) 181 223
Also in Medicaid 108 129
transport the person
to a hospital. We analyzed the differences between 2019 and 2020 cohorts on those who died at their _mm
to
residence vs who died elsewhere. 2020
i i All Overdases 181 223 23%
B B B ; B : : All Overdoses - Male 127 164 29%
This group who died People who died in their residence in were less likely to be on Medicaid, more likely to be e = = —
i married, less likely to have tobacco contribute to death.
at home in 2020 Y Dl Residree Tt e
were more |||,(e|y to Those who died in other places were more likely to have tobacco contribute to death and D,i;i‘{;;if;ﬁig"fgexzij ii 22 5},:
. have a previous OUD diagnosis (and less likely to have an AUD diagnosis). :
be married (+136 Died Elsewhere 101 114 13%
percentage points of Died at Residence
. Standard
those who died at Factor 2019 2020 2019-% 2020-% Difference%  Source Emor  UpperCl LowerCl  Z p

Marital Status : Married 6 23 750% 2110%  13.60%Vitals Deaths 005 2319% 401% 278 000
home, +17 people) Tobacco as a cause : No 47 51 5875% 4679%  -1196%Vitals Deaths 007 233% 2625% 164 005
Any Medicaid Claim 50 55 6250% 5046%  -1204%Medicaid Claims 007  212% -2621%  -167 005
and not have been ,
Died Elsewhere
; fo Standard
enrolled in Medicaid Factor 2019 2020 2019-% 2020-% Difference % Source Emor  UpperCl LowerCl  Z P
. Tobacco as a cause : Yes 8 20 7.92% 17.54% 9.62%Vitals_Deaths 004 1837% 088% 216 002
at any point between  proraiconol use bisorcer 32 30 55.47% 4054%  -14.63%Medicaid Glaims 009  237% 3163% 169  0.05
Prior Opioid Use Disorder 28 46 4828% 6216%  1389%MedicaidGlaims 009 3084% -307% 161 005

July 2013 and the

time of death (-12 percentage points, 5 fewer people). Conversely, those who died elsewhere - so, in
a hospital emergency room, in an inpatient setting, during transport, in a location other than the
person’s home - were more likely to have a prior opioid use disorder diagnosis (+14 percentage
points, +18 people) and less likely to have an alcohol use disorder diagnosis (-15 percentage points,

-2 people).

We also noted that males made up a
greater share of those who died at

home in 2020, growing from 69% of 2019
the total to 76% of the total in 2020. Men 55
This gender balance reflects the Women 25
overall overdose rates as well: 73.5% Total 80
of fatal overdoses in 2020 were men, Men as % of Total 69%

up from 70.2% in 2019. The growth

Change,
2019 - 2020
2020 Count Percent
83 28 51%
26 1 4%
109 29 36%
76% +7 pp

in male overdose victims, though, appears to be concentrated among those who died at home.
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We also reviewed the differences between those who died at home in 2020 and those who died
elsewhere in the same cohort. The group who died at home were more likely to be in their forties or

fifties and be married at the time of death. Those who died elsewhere were younger, more likely to

have been on Medicaid, and to have prior SUD, OUD, or overdose diagnoses.

Table 3: Statistically Significant differences between Those who died at home in 2020 vs. those who died elsewhere

Age 20-29
Age 40-49

Age 50-59

Marital Status : Married

Tobacco as a cause : Yes

Any Medicaid Claim

Prior Claim of Substance Use Disorder other than AUD
Prior claim of Substance Use Disorder other than OUD
Prior Opioid Use Disorder

Prior Overdose

2020 Other

21

20

34

15

20

74

56

58

46

17

2020
Residence
9

24

23

23

10

55

34

37

22

4

18.4%

17.5%

29.8%

13.2%

17.5%

64.9%

75.7%

78.4%

62.16%

22.97%

83

31.2%

21.1%

21.1%

9.2%

50.5%

61.8%

67.3%

40.00%

727%

-10.2% Vitals_Deaths

13.6%Vitals_Deaths

-8 7%Vitals_Deaths

7.9%Vitals_Deaths

-8 4%\itals_Deaths
-14 5% Medicaid Claims
-13.9% Medicaid Claims
-11 1% Medicaid Claims
-22 16% Medicaid Claims

-15.70% Medicaid Claims

2020
Other 2020 Difference Standard | Upper
places | Residence % % Error
%
%

0.045

0.057

0.058

0.050

0.045

0.066

0.082

0.079

0.086845

0.060145

[¢}
1.4%
24.8%
26%
17.8%
05%
1.6%
23%

4.4%

-5.14%

-391%

-19.0%
2.5%
-20.1%
-1.9%
17 2%
-27.3%
-30.0%
-26.7%

-39.18%

27 49%

-2.265

2399

-1.504

1579

-1.856

-2.206

-1.683

-1.400

-255

261

At a high, broad level, we see a picture of those who died at home to have markers of stability -
fewer prior substance use related diagnoses, fewer prior overdoses, marriage, middle age, less likely
to be eligible for Medicaid - and, as the category implies, having a home. The growth in this group is

not massive - it's 29 more people and five percentage points of the total - but that is in just one

year. We know rather than being a one-time aberration, COVID has caused weaknesses in our

support system that will take years to repair — and it exposed and worsened existing weaknesses,

which we must address.

0012

0.008

0.066

0.057

0032

0.014

0.046

0081

0.01

0.00

There are many reasons why a death may occur at home, and the previous factors we’ve highlighted,

combined with concurrent trends, may explain some of this pattern in 2020. We detail these
findings in the qualitative sections as well:

COVID-Related:

1.) Because of COVID-related business closures, people were more likely to use alone, or in
private residences, and less likely to be using in a public space, such as a public bathroom,
where bystanders may have been more likely to call rescue services.

2.) Beyond required closings, COVID-driven isolation may have also come from fear of public

places and mixing with those who may have the virus.
3.) People may have avoided calling rescue services because of fear of COVID contamination -
either through contact with rescue services or in the hospital

Fentanyl: Continued contamination of the drug supply, including of non-opioids, means that
people may not have been prepared, especially at home, for the potency of the drugs they

ingested
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Civil Unrest and Institutional Mistrust: Finally, the killings by police of George Floyd, Breonna
Taylor, and too many others this year ignited civil unrest, anger, and open mistrust of law
enforcement from years of historical inequities and structural racism. Police officers are
generally called to the scene of a drug overdose or drug activity when rescue is called, which may
have had a chilling effect on people’s willingness to call for rescue services. Indeed, some of our
law enforcement colleagues noted a substantial drop in calls for service in 2020, despite rapidly
increasing overdoses.

OTHER KEY ANALYSES TO INFORM QUANTITATIVE REVIEW

Finally, we investigated a few other environmental trends that may have exacerbated the fatal
overdoses in 2020. First, we looked at those who received opioid agonist therapy - buprenorphine,
specifically - at Roger Williams Medical Center (RWMC) before it closed in May 2019. We tested the
hypothesis that this closure may be associated with more deaths among those who were treated and
may not have found a treatment home after the closure.

The results allowed us to rule out the closure as a cause of the increase in deaths. Of the 96 people
in Medicaid who had a treatment record at RWMC during April or May 2019, none died in the six
months following closure and three died in the 12 months following closure. This rate was
approximately the same for those who received treatment elsewhere during this period. We also
found that 77% of people had records with other locations after the treatment center closed.

Roger Williams: Impact of MAT Facility Closure

* For comparison, we identified individuals who received MAT at other (non-Roger Williams) facilities
for the same time period as the RW-MAT Cohort, 4/1/19 to 5/31/19 (NRW-MAT Cohort)

* Higher mortalitv among RW-MAT Cohort 12-months post-closure. but O deaths 6-months post
Where RW-MAT Cohort Received MAT 6-months Post-Closure (n=96)

23%
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CENSUS, INTAKE, AND RELEASE TRENDS IN THE DEPARTMENT OF CORRECTIONS

We also reviewed trends in the department of corrections during this period to help us understand
environmental factors that may contribute to overdose. The Rhode Island Department of Corrections
(RIDOC) plays an important role in the treatment system as one of the largest, most consistent, and
most comprehensive locations for medication assisted therapy - including naloxone - in the country,
let alone the state. However, we also know that those recently released from incarceration are at
very high risk of fatal overdose if the treatment was short or interrupted, or the handoff is not
successful.

COVID also brought about already-developing census trends due to partnership with the courts and
local police to reduce unnecessary admissions and to accelerate releases of those who were ready
to reintegrate. To accommodate the COVID-pressed capacity limits, the courts and local police
reduced the number of people who were sent to RIDOC for admission and RIDOC accelerated
releases for those who were ready to integrate. The result was a 20-30% sudden drop in the prison
census, especially in minimum security, driven more by increased releases than reduced admissions.

The implication is that our non-RIDOC treatment and recovery system had to absorb a large number
of people in need of support at a time when the system itself was deeply stretched and trying to
adapt to its own new COVID reality. The reduced intakes also mean that fewer people may have been
assessed and started on treatment during this period. These trends do not imply that the RIDOC is
the ideal place for treatment to occur, nor that arrests and incarceration exist in part to provide a
public health function - just that those who are incarcerated receive the medical treatment they
need. However, the bottom line stands that, in 2020, the population receiving these services
declined sharply and suddenly and entered an already weakened treatment and recovery system.

Total by Year, Month and Facility

Facility ®High Security @Medium Security ®Minimum Security @Women's Facility | ®Women's Facility |

031 418 1015

Total

§
S
S

Date Month
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Total by Year, Month and Facility
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WAGES AND INCOME SUPPORT

One final analysis we undertook was income patterns - both earned wages and additional supports
- for those who had a fatal overdose during our study period. We tested whether the 2020 cohort
had significantly different wage patterns that might explain their increased overdoses - whether it
was more wages that could have fueled drug purchases, or fewer wages and associated economic

and mental anxiety that may have driven a return to use.

For context, during this period, the unemployment rate in Rhode Island grew from 3.5% (Nov. 2019)
to 12.6% (June 2020) (US Bureau of Labor Statistics, 2021). We would then expect to see lower
wages for the 2020 cohort, especially those who died towards the end of the study period (April -
June 2020) and a much larger portion of people receiving unemployment or Pandemic

Unemployment Assistance (PUA) benefits.

And indeed, we see those trends emerge. Median wages for the 2020 cohort were lower than the
2019 cohort in the first and second quarters (individually) prior to death. We also saw that in the

quarter immediately prior to death, the 2020 cohort was
more likely (44% vs. 20% of 2019) to have wages below the
federal poverty line for a single adult with no dependents.
There was less difference over the whole year, implying that
to the extent there were differences, it was mainly in the
gquarter immediately preceding the death, which will naturally
have a substantial effect on behavior and outcomes.

Finally, we did review the claims for income support, such as
Ul, PUA, and TDI - but found that the number of recipients
was too small and the underlying circumstances were two
difference between the two years for a reliable analysis.

DLT - Wages Analysis

Q1
YEAR count (>=$0) mean 25th perc  median 75th perc
2019 45 $7,308 $2,612 85,077 $10,911
2020) 68 $6,267 $1,614 $3,840 $8,205
Q2
YEAR count (>=$0) mean 25th perc  median 75th perc
2019 47 $6,343 $1,384 $4,585 39,619
2020 72 $8,158 51,437 $3,702 $7,990
Q3
YEAR count (>=$0) mean 25th perc  median 75th perc
2019) 43 $6,895 $1,887 $4,260 $9,987
2020 66 56,165 $939 $3,197 59,316
Qa4
YEAR count (>=$0) mean 25th perc  median 75th perc
2019 43 $6,965 $1,996 $5,410 $9,487
2020 65 $9,887 $1,452 $4,328 $9,518
QltoQ4
YEAR count (>=50) mean 25th perc  median 75th perc
2019 60 $20,383 $3,798 $12,334 $30,169
2020 85 524,271 4,016 $10,112 526,116

2020 cohort: More people with wages in recent quarters, but overall, those wages are lower

Four Quarters (Total) Prior to Death:
% Wages by FPL Wage Bands, 2019 vs 2020 OD Deaths
60.0% 60.0%
m2019 w2020

50.0% 50.0%

40.0% 40.0%
30.0%

30.0%

20.0%
18.8%

17.6%
16.7%
150%
10.0%

01012759 1276010 25519 2552010 38279 3RO+ 0.0%

10.0%

1 Quarter Prior to Quarter Death:

% Wages by FPL Wage Bands, 2019 vs 2020 OD Deaths

2019 m2020

356%

221%

0tn 3199 3200 to 6399 6400 to 9599 9600+
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QUALITATIVE + QUANTITATIVE: COMBINED STUDY RESULTS

The team has aligned the results of the quantitative study and the 44 interviews and focus groups to
lift up three major drivers of the rising numbers of deaths, and an overarching structural issue which
has made it difficult to address the situation.

The three major drivers were abundantly clear from the data and the interviews:

o Fentanyl: The inclusion of fentanyl and analogues in more drugs (including non-opioids), with deadly
potency. Experts shared with us that:

Fentanyl is cheap to make, is physically addictive (unlike some stimulants) and may be,
within the past 12-24 months, infiltrating the US through new non-opioid distribution
channels.

According to experts, fentanyl is present in much of the drug supply in Rhode Island, and
76% of people who died from overdoses had fentanyl in their toxicology screens. The
research team heard and saw that it is difficult to find pure heroin now, if someone wanted
to - and fentanyl exists in cocaine, counterfeit pills, and marijuana.

The team also heard that it is difficult enough to fight a fentanyl overdose when you're
prepared with naloxone - let alone if you don’t think you are using opioids at all and your
cocaine is laced with fentanyl.

e COVID-19: COVID-driven social isolation, fear of disease, and economic insecurity. Experts shared
with the research team that:

COVID has increased anxiety and other mental health issues for a majority of people in the
world (see this World Health Organization article) - and so to find increased concerns within
the population of people who use drugs is no surprise. Experts saw most of the people who
use drugs in Rhode Island present with co-occurring mental health challenges pre-COVID.
The enforced isolation stemming from COVID was difficult for everyone. In the case of people
who use drugs, the team heard that isolation could lead to more of a desire to use, even for
people in recovery (especially early recovery). It also meant that more people were using
drugs alone, which puts people at risk for overdoses without the ability for anyone else to
administer naloxone.

e Structural racism: All of the factors the team studied are more acute for communities of color, for
whom historical inequities and ongoing structural racism have deprived them of equitable capital
(recovery, financial, social), trust in institutions, and access to equitable services.

One of the most important issues the research team uncovered within this driver is
institutional mistrust. This includes mistrust between people who use drugs and law
enforcement.

This institutional mistrust exists alongside the historical effects of racism, which has led to a
significant difference in response to people using opioids (focus on treatment since the early
2010s) than to people using stimulants (focus on prison, since the 1980s). The historical
effects of racism also include economic barriers, with less generational transfer of wealth,
and thus less chance at having adequate recovery capital.

The structural issue which exacerbated these drivers and made them more difficult to deal with is:

e Governance: An insufficient governance and project management structure limits our ability to guide
a consistent, focused, strategic response that weaves emerging information into action. A more
effective governance structure, with a single point of accountability, and no single points of failure,
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https://www.who.int/news/item/14-05-2020-substantial-investment-needed-to-avert-mental-health-crisis

would allow us to react more quickly to upticks and changes in the data. Experts shared with the
research team that:

o There are dozens of state and community programs and efforts that are achieving important
gains. However, when they are not aligned or communicated, there is risk of duplication of
effort, lack of full impact, and/or an inability to grow the efforts to scale.

e Fractured funding from federal and other grants - each with their own requirements,
timelines, and ending dates - makes it difficult to sustain programs that work or truly
innovate with new programs in a timely way.

e Challenges in data production about causes of death make it difficult for outreach workers to
move quickly to hot spots.

As we reflect on these drivers, it is important to take a look back at the end of 2019 and the
beginning of 2020. At that point, leadership of the Governor’s Overdose Task Force was recognizing
that numbers of deaths were growing. What the Evidence Update and Strategic Program Review
uncovers is that the combination of the significant amount of fentanyl in the drug supply added to
the risk posed by the COVID pandemic plus the additional trauma of structural racism can explain
the growing number of deaths in 2020, and an insufficient governance structure underlines the
state’s difficulty in pivoting quickly enough to prevent them.
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CURRENT ACTIVITIES:

It is important to note that the recommendations of this report are not made in a vacuum. The
people and organizations participating in the Governor’s Overdose Task Force are already doing a
tremendous amount of work to address rising overdose deaths - and the recommendations are
meant to align with the existing work. The list below are examples of the ongoing activities, and not
an exhaustive review:

Harm Reduction:

1. Through the CARES Act dollars, the state made the following investments in December 2020:
a. 10,000 Chances Project: Purchase and distribution of 10,000 naloxone kits
b. New funding for Peer Outreach Team, who have been working and distributing harm

reduction kits, adapting quickly to continue throughout COVID
¢. New van for AIDS Care Ocean State for clean needle distribution
d. Reworking naloxone messaging short-term (for December 2020 and the beginning of
2021
2. Naloxone access through pharmacies and law enforcement agencies carrying kits
Recovery:

1. More Peer Recovery Specialists positions filled - and now being reimbursed by insurance

2. Recovery Friendly Workplace program

3. More COVID and State Opioid Response dollars to support Recovery Housing

Treatment:
1. MAT: No waiting lists, strong methadone infrastructure, and MAT at the Adult Correctional
Institutions

2. 24 hours buprenorphine induction hotline

3. BH Link’s services

4. Coordination between DCYF and social workers at birthing hospitals, to support pregnant

moms
5. Telemedicine started quickly when COVID began, through work of providers, insurers, and the

state - and is continuing into 2021 through Executive Order

Governance/Overall Activities:

1.

ook

Being a small state and having the ability to connect, network, and share resources across
the state. Examples include the Overdose Task Force and Community Overdose Engagement
(CODE) meetings

Strong support of the recovery community from state's top administrative and legislative
leaders

Starting to talk about race equity in a serious way, including with the creation of the
Overdose Task Force Racial Equity Workgroup

More community engagement - listening to community voices

More state interagency coordination and collaboration

More data collection - and sharing data between the state and community organizations
more quickly
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CONTEXT OF THE REPORT RECOMMENDATIONS

The situation that sent the Task Force Co-Chairs to request this Evidence Update and Strategic
Program Review from EOHHS was the rising number of deaths. The Co-Chairs specifically asked the
research team not to redo the existing Task Force Strategic Plan nor to reconsider the existing four
pillars that make up the plan: Prevention, Rescue, Treatment, and Recovery.

Therefore, research team asked questions aimed at determining why more people were dying,
starting at the end of 2019 and into 2020 - and each focus group or interview included an
overarching question: If the interviewee had a magic wand and could change anything about our
response to the addiction and overdose epidemic, what would they do?

As noted above, the interviews uncovered the three specific drivers and the governance structural
challenge. The magic wand question, though, led to hours of insightful commentary on all of the
pillars and how changes in implementation efforts could address the three drivers of the growing
numbers of deaths - as well as ongoing challenges within the rest of the work.

And therefore, as noted above, the report includes a large number of recommendations to address
rising deaths and the ability of the Task Force to implement its strategic plan:

e Short-Term: These can be implemented right away, to have an immediate impact on the
rising overdose deaths. They include the institution of a more rigorous project management
structure for the Task Force, to ensure that the implementation is tracked appropriately.

e Priority Recommendations: The priority recommendations home in on urgent calls for a
renewed focus on harm reduction and the promotion of increased treatment availability and
recovery resilience.

e Full Recommendations: These include ways to promote more effective prevention activities
and improving the state’s overall messaging capacity and output.

The recommendations come either specifically from the research participants or from documented
best practices - or in the case of the governance arena, from examples of existing or prior
governance structures (i.e., the state COVID response and the State Innovation Model Test Grant).
Not every recommendation addresses the specific drivers of the growing numbers of deaths, but
taken together, they are an implementation blueprint for the existing strategic plan, by pillar.

In discussing the recommendations, Task Force leadership acknowledged that the state will likely
not be able to carry out all of the recommendations - and that prioritizing them and ensuring that we
can implement them with fidelity can be even more important than accomplishing every single one.
The prioritization and planning process are taking place in the first Quarter of 2021 and will be
publicized through PreventOverdoseRl.org.
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SUGGESTED PRIORITY RECOMMENDATIONS:

These are the recommendations that rose to the top of the majority of the qualitative conversations
as ways to address Rhode Island’s rising overdose deaths.

(A) Fight Fentanyl Overdoses with Expanded Harm Reduction

1. Address the challenges of the Good Samaritan Law: Formally evaluate the Good
Samaritan Law to determine its implementation, and support proposed changes that
arise from that evaluation

2. Review the feasibility (including impacts of federal law and potential need for legislative
action) of a pilot overdose prevention site that would provide a broad range of drug user
health services

3. Establish a workplan to ensure every strategy and implementation plan has actions
steps to reduce structural racism, and that these actions are measured and reviewed
routinely

4. Add “Harm Reduction” specifically to the Rescue Pillar title

(B) Address COVID impact: Recovery Resiliency/Capital/Connections

1. Prioritize and fund a medication-first treatment approach that reduces barriers to
continued engagement with treatment, including residential treatment

2. Include and fund trauma-informed mental health services in SUD or alcohol treatment

3. Recruit and support peers who reflect the diversity of those they serve

4. Elevate focused employment and re-employment efforts (including Real Pathways &
Recovery Friendly Workplaces), with work that is more conducive to recovery

5. Safely prioritize in-person recovery services wherever possible
(C) Create a Focused, Staffed Governance Structure

1. Elevate the community's voice, including appointing community co-chairs to co-lead
each workgroup

2. Create a full time, dedicated Director of Overdose Prevention + Response, who leads an
interagency team with project management capacity, to address the full
recommendations

3. Create a standing legislative/policy team with membership from each of the
Workgroups, advisory to the Task Force
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4.

5.

Overhaul state messaging: fact-based; nationally researched, locally tailored for variety
of audiences: people who use drugs, their families and supporters, and people not
using drugs

Align and braid dollars and pursue new funding, to ensure sustainable support for key
efforts to prevent overdose death

Short-Term Recommendations

1.

10.

11.

12.

Secure Project Management and functional lead staff from existing state staff. Carry out
an audit of all existing meetings/stakeholder engagements to coordinate current work.

Continue more effective messaging development for harm reduction, especially focused
on men 50-59 years old, using SOR dollars

Seek dollars for basic needs for people who use drugs, as existing funding cannot
purchase many harm reduction items (needles, fentanyl strips, etc.)

Work with the Department of Labor & Training to create messaging promoting harm
reduction, treatment, and recovery support

Fully implement the 10,000 Chances Program, and get naloxone into public housing
Designate a facilitator for an ongoing conversation with community and

law enforcement leaders to enable harm reduction practices and by building champions
for harm reduction in law enforcement.

Recruit and train more Peer Recovery Specialists who speak languages other
than English, who are people of color, and who are recently in recovery

Ensure more face-to-face recovery services that take into account COVID restrictions

Strategize on hand-offs from treatment, especially for those with anxiety and prior
behavioral diagnoses, and those in the demographics most affected by fatal overdoses

Implement more effective data sharing between Peer Recovery Specialists and people
in treatment, with better sharing of consent

Maximize access to treatment: Allow health homes to serve the same people without
co-payment challenges, stop tox screens before treatment access

Engaging the judiciary system to promote treatment and recovery

Full Recommendations by Pillar - Finally, the research team culled all of the specific
recommendations proposed within the research, by the pillars of the original Task Force Strategic
Plan, and they are in Appendix 1 of this report.
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GOVERNOR'S OVERDOSE TASK FORCE IMPLEMENTATION PLANNING

The co-chairs of the overdose task force affirmed the overall findings and recommendations of the
Evidence Update and Strategic Program review at the December 9t and February 10t meetings.
They have tasked the workgroup chairs with implementing the recommendations, starting with select
focus areas for 2021 - the areas that are most likely to reduce deaths.

Broadly, we recommend a governance structure that enables this workgroup-led work to continue

with coordinated project management and strategic support. Facets of this governance structure will
include:

1. Continue sharing the results with key leadership and select community partners, including
presentations at Work Groups and Community Meetings, as requested.

2. Work Group Alignment:

a. Work Group Chairs have begun to meet and will continue to convene on a monthly
basis for cross-pillar insights and to implement the evidence update
recommendations

b. Workgroup Chairs have taken the recommendations from their pillars and in the
process of creating fully prioritized implementation plans in. They will report back on
progress monthly to Co-Chairs in the monthly Chairs forum.

c. Each Workgroup will have a community and state co-chair or will in some other way
elevate the community voice for public/private partnership.

3. Establish project management support, to assist with implementation of short-term
recommendations and coordinate across workgroups. EOHHS is in the process of helping to:

a. Set up Project Management software to track actions and tasks

b. Continue to define the roles of each regular overdose-related meeting that occur
around the Task Force strategic plan components, to begin to track action steps,
outcomes, dependencies, and gaps.

¢. Pair this inventory of current projects with a project management plan of all of the
recommendations listed in the Strategic Program Review report for tracking purposes
in an initial version of a dashboard.

d. Help track the outcomes of the Task Force Workgroup discussions and develop a
2021 Workplan for the state

4. Sustainability & Funding Decisions
a. Co-Chairs and other decision-makers continue to make funding decisions in line with
the Task Force Strategic Plan and this Evidence Update.
b. The Opioid Stewardship Fund, State Overdose Response (SOR) grant, RIDOH mini-
grants, and SAMHSA block grants are currently using the Evidence Update
recommendations framework
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