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Director's Note
For almost half a century, the United States has waged a war on drugs and
on people who use drugs, investing billions of dollars in the enforcement
of punitive laws. The “war on drugs” has helped fuel mass incarceration and
perpetuate racial disparities in the justice system, without any lasting, measurable impact on drug use or drug-related crime. Today, after decades of
prioritizing arrest and incarceration, communities around the country are
finding themselves ill-equipped to address spiking rates of drug use and
overdose. In some jurisdictions, the police, courts, and corrections agencies
are recognizing that drug use is primarily a public health problem and are
supporting initiatives rooted in prevention, harm reduction, and treatment.
However, in other places, justice agencies are doubling down on punitive,
zero-tolerance policies that continue to stigmatize drug use, increase racial
disparities, and drive people who need help away from harm reduction
supports and treatment services.
This report from the Vera Institute of Justice, produced with support from
the Robert Wood Johnson Foundation, is a resource for jurisdictions seeking
to rethink how they respond to drug use. It describes a range of approaches
that exist at the intersection of health and criminal justice, including practical
examples from two jurisdictions: Ross County, Ohio and Atlanta, Georgia. It
concludes with a series of recommendations for shifting practice and policy.
Addressing the drug overdose crisis is complex, but the lessons embodied
in this report are relatively straightforward. In some cases, justice agencies
can provide a bridge to treatment services and other forms of support.
More often, they can remove barriers by stepping aside and letting health
and harm-reduction entities intervene. History has demonstrated that the
“war on drugs” has failed. We hope that the lessons contained in this report
can help communities chart a path towards health and safety.

Jim Parsons, vice president and research director
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Introduction

F

or the first time in a century, life expectancy in the United States
declined for three consecutive years from 2015 to 2017, driven largely
by the staggering number of drug overdose deaths: 70,237 in 2017
alone.1 Overdose death rates peaked in 2017 at 21.7 per 100,000 people
before modestly declining in 2018.2 These deaths exist alongside quieter,
but no less devastating headlines; localized HIV outbreaks, increased hepatitis C diagnoses, and rising numbers of child welfare placements have all
been tied to increases in problematic drug use.3 And with the drug supply more dangerous and potent than ever—due to an influx of heroin and
counterfeit pills adulterated with fentanyl and other synthetic opioids—
there are signs that rates of opioid-related overdose deaths in particular
could get worse before they get better.4
The roots of this drug overdose crisis are deep, spanning four decades of
documented growth in drug-related deaths, though only in the past decade
has it received significant attention nationally.5 The current heightened
focus has varied explanations: the sheer number of deaths; the lawsuits
against the pharmaceutical industry related to the aggressive push to treat
pain with powerful prescription medications; and the new visibility of
overdoses in white, rural, and suburban communities.6 But along with
the reports and public dialogue about the opioid overdose crisis, there is
increasing recognition that relying on criminalizing drug use and enforcement-led approaches does not work. Indeed, it is now firmly established
that the long-running “war on drugs” in the United States has not only
failed to reduce illicit drug use and associated crime but has also contributed mightily to mass incarceration and exacerbated racial disparities
within the criminal justice system, with a particularly devastating impact
on Black communities.7
Researchers at the Vera Institute of Justice (Vera) have long been working to provide accurate information about the latest evidence regarding
justice system responses to problematic drug use and the opioid overdose
crisis. In so doing, Vera has highlighted innovative strategies that justice
system actors are using to move away from enforcement-led approaches
to drug use.8 Furthermore, Vera, like others, has pushed for a public health
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approach to problematic drug use—one that simultaneously seeks to reduce
contact with the justice system for people who use drugs and ensure that
people who use drugs and do have such contact can access harm reduction,
treatment, and recovery services to reduce the negative consequences of
their drug use.9
This report provides a look at the current intersection of problematic
drug use and the criminal justice system. It offers practical guidance for
practitioners, policymakers, and funders by compiling the wide range of
interventions that communities can consider to minimize justice system
contact for people who use drugs and to improve public health and safety.
In this report, Vera starts from the perspective that there is an urgent
need to transform the criminal justice system’s response to drug use and
to implement policies and practices that advance health. The findings and
recommendations in this report are guided by the principles of harm reduction—a set of practical strategies and ideas aimed at reducing the negative
consequences of drug use without insisting on cessation of use—and by the
conviction that problematic drug use should be addressed primarily as a public health problem rather than a criminal justice issue. This report addresses
the long-standing history of racialized drug policies in the United States and
highlights the ways they have fueled mass incarceration and racial disparities
at every point along the justice continuum. It also shows that a new path forward requires not only bold leadership at the local level, where real change
is more tangible, but also sustained investment in community organizations
led by people who are directly impacted.
This report is organized into four main sections. To begin, it offers a
brief overview of the context of the current drug overdose crisis and the
ways that an enforcement-led approach to drug use has harmed people
and communities. The report then outlines the spectrum of community-based and justice system-based interventions that are currently applied
in response to drug use at the local level. The third section of the report
describes how these interventions come together in two places: Ross
County, Ohio, and Atlanta, Georgia. These case studies describe responses
in two different contexts, highlighting successes, common themes, and
ongoing challenges. The report concludes with key strategies and recommendations for changing the trajectory of justice system responses to drug
use by drawing on these two case studies and interviews with advocates,
scholars, and practitioners in the field.
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Methodology
The analysis, observations, and recommendations in
this report are based on a review of the literature at the
intersection of criminal justice, substance use, and harm
reduction; interviews with experts; and site visits to Ross
County, Ohio, and Atlanta, Georgia.
Vera researchers conducted phone and video interviews
between February and April 2019 with experts in the fields
of drug policy, harm reduction, public health, policing,
corrections, law, and history. Researchers interviewed 19
people in 16 interviews (two interviews contained multiple
people from the same organization; see Appendix, page 56).
Interview questions covered the consequences of a criminal
justice-based response to drug use and the policy changes and
programmatic innovations needed for more effective responses
across the health and justice systems. Experts were asked to
identify the most important priorities in, and biggest barriers
to, addressing the opioid overdose crisis today. All interviews
were audio-recorded and transcribed. The research team then
analyzed them for common themes.

The research team conducted site visits over four to five days
each in Ross County, Ohio, and Atlanta, Georgia, in May
2019. The sites were chosen based on a number of specific
criteria related to the magnitude of the problem of drug
overdose deaths in each jurisdiction, the presence of clear
programmatic or policy innovations, the geographic location,
the demographic composition of the population, and the
research team’s ability to access a range of stakeholders. The
researchers narrowed down a list of potential sites by focusing
on one urban and one rural location with high rates of overdose
deaths and that also demonstrate regional and racial diversity.
At the time of selection, Georgia and Ohio ranked, respectively,
16th and second in the country for drug-related deaths (based
on the Centers for Disease Control and Prevention’s 2017 data).
Demographic and drug overdose data from Atlanta and Ross
County are reflected in Table 1 below. Additional details about
the people interviewed in each location during the site visits are
detailed in the respective case studies on page 20 and page 32.

Table 1

Demographics and drug overdose data: Ross County, Ohio, and Atlanta, Georgia
Site

Population

Race

Total drug overdose
deaths (2017)

Drug overdose death
rate, per 100,000 (2017)

Ross County, Ohio

76,931

90.7%
5.8%
0.6%
2.6%

White
Black
Asian
Two or more races

28

36.2

Atlanta, Georgia

498,044

40.3%
51.8%
4.2%
2.4%

White
Black
Asian
Two or more races

164
(Fulton County)

15.7
(Fulton County)

United States

327,167,434

76.5%
13.4%
5.9%
2.7%

White
Black
Asian
Two or more races

70,237

21.7

Sources: United States Census Bureau Quick Facts, Centers for Disease Control and Prevention, National Center for Health
Statistics, “Underlying Cause of Death 1999-2017” on CDC WONDER Online Database, https://wonder.cdc.gov.
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Contextualizing the current
drug overdose crisis and its
associated harms

T

he current overdose crisis in the United States is unprecedented in
scale, but drug overdose deaths have followed an exponential growth
curve for 40 years.10 Opioid-related overdose deaths (from drugs
including prescription opioids, heroin, and synthetic opioids such as fentanyl) accounted for nearly 68 percent of drug overdose deaths in 2017 and
increased almost sixfold from 1999 (8,048 deaths) to 2017 (47,600 deaths).11
This trend has been described as a “triple wave” of opioid-related overdose
deaths: from those attributed primarily to prescription painkillers (beginning in the 1990s); to those driven by heroin as tightened control of opioid
prescribing and dispensing resulted in an expansion of street-based heroin
markets (beginning in 2010); to those involving synthetic opioids, such
as fentanyl, as adulterants of street drugs (beginning in 2013).12 Although
fentanyl has long been used in medical environments, the fentanyl analogs
responsible for many of these deaths are illicitly manufactured and distributed, often being added to other drugs or sold as “heroin” or counterfeit
opioid or benzodiazepine pills, but much more potent (30 to 40 times
stronger than heroin and 80 to 100 times stronger than morphine).13
Since 2010, overdose mortality rates have been increasing for all drug
types (except methadone and “unspecified drugs and narcotics”), and
overdose deaths increased across all geographic regions and demographic
groups between 2010 and 2016.14 However, the types of drugs involved in
overdose deaths vary by location and race.15 For example, though the absolute number of overdose deaths is greatest in urban counties, where most
Americans live (87 percent of overdose deaths in 2017), the counties with
the highest overdose death rates have fluctuated over time between urban
and rural areas. Drug overdose death rates were higher in rural counties
from 2007 through 2015 before being overtaken by rates in urban counties
in 2016 and 2017 (20.0 per 100,000 and 22.0 per 100,000 in rural and urban
counties respectively in 2017; see Figure 1).16 Drug overdose mortality rates
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Figure 1

Age-adjusted rates of drug overdose deaths, by urban and rural
residence: United States, 1999–2017
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Source: Holly Hedegaard, Arialdi M. Miniño, and Margaret Warner, “Urban–rural Differences
in Drug Overdose Death Rates, by Sex, Age, and Type of Drugs Involved, 2017,” National
Center for Health Statistics(NCHS), NCHS Data Brief No. 345 (Washington, DC: NCHS, 2019).
https://perma.cc/MK8Q-SDJ7.

are higher for men than women, and rates for white people exceed those
for Black people for all opioids.17 However, Black people experienced the
largest percentage increase in opioid-involved deaths in 2017 (25.2 percent),
and cocaine-related overdose death rates are higher for Black people.18
Native Americans, Alaskan Natives, and Latinx Americans have also experienced large increases in overdose deaths in recent years.19

Health-related, social, and economic harms
The rise in overdose deaths is but one devastating consequence of the drug
epidemic. Additional health-related, social, and economic harms must be
considered to capture its collective human toll. Along with the rise in drug
overdose deaths, the United States is experiencing increases in hepatitis
C virus (HCV) infections, increases in infective endocarditis, and localized HIV outbreaks in some communities related to lack of access to new
syringes and subsequent syringe sharing among people who inject drugs.20
For example, between 2004 and 2014, the incidence rate of acute HCV
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infection doubled, with a 400 percent increase among people ages 18 to
29.21 A 2018 study documented a nearly eightfold increase between 2000
and 2016 in hospitalizations for endocarditis.22 Further, there are very real
health impacts to nonfatal overdoses, including both acute outcomes stemming from respiratory depression and longer term outcomes associated
with repeated opioid overdoses such as decreasing cognitive performance,
increases in depression symptoms, and suicidal ideation.23
Dramatic social and economic costs of the current drug crisis have
also compromised the stability of communities, especially those already
afflicted by intergenerational poverty and diminishing economic mobility.24 A recent report estimates costs of at least $631 billion from 2015
through 2018 when accounting for lost wages to affected workers, lost
productivity and health care costs borne by the private sector, and lost
tax revenues and additional spending on health care, social services,
education, and criminal justice for local, state, and federal governments.25
From 2013 to 2017, the number of children in foster care nationwide
increased 10 percent to nearly 442,995; parental drug use was cited as a
factor in 36 percent of cases.26

The harms of criminalizing and punishing
drug use
Although there is increasing rhetoric around the notion that problematic
drug use is primarily a health problem, punitive approaches to drug use
remain widespread. The history and consequences of the “war on drugs”
have been well documented and will not be covered in depth here.27 Since
the 1970s, the U.S. government has relied extensively on the criminal legal
system to attempt to control the supply of drugs and deter their consumption. During the 1980s and 1990s, drug laws became harsher through
legislation at the state and federal levels to establish mandatory minimum
sentences, three-strikes rules, and “truth in sentencing” laws.28 At the same
time, police began aggressively targeting low-level, quality-of-life crimes
that swept both users and dealers of illegal drugs into the criminal justice system.29 Three major takeaways can be gleaned from this history of
enforcement-led approaches to drug use.
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›

An enforcement approach to drug use has significantly contributed to mass incarceration. From 1980 to 2016, drug-related
arrests increased by 171 percent and now account for more than
1.6 million arrests annually—with the vast majority (86 percent)
associated with drug possession charges.30 The number of people
in jail and prison for drug offenses has increased more than tenfold
since 1980, though in recent years some systems have seen declines;
people incarcerated for a drug conviction at the federal level account
for nearly half of the federal prison population.31

From 1980 to 2016, drug-related arrests
increased by 171 percent and now account
for more than 1.6 million arrests annually

›

Increased enforcement and incarceration have not significantly
reduced drug use or drug crime. There is considerable evidence
that an enforcement-led approach to drug use has not significantly
reduced drug use, substance use disorders, or drug-law violations.
A 2017 study by the Pew Charitable Trusts found no statistically
significant relationship between drug imprisonment and three
measures of drug problems: self-reported drug use (excluding
marijuana), drug arrests, and overdose deaths.32 A recent study of
the 96 largest U.S. metropolitan areas found no association between
levels of per capita arrests, corrections spending, and police presence and changes in rates of intravenous drug use, suggesting that
enforcement does not measurably reduce drug consumption.33 As a
committee of 19 leading criminologists concluded in a 2014 review
of the research, “the best empirical evidence suggests that the successive iterations of the war on drugs—through a substantial public
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policy effort—are unlikely to have markedly or clearly reduced drug
crime over the past three decades.”34
›

8

Enforcement of drug laws exacerbates racial disparities in
the justice system. It is well known that people of color experience discrimination at every stage of the justice system, and this
is particularly true for drug law violations.35 Although Black and
Latinx people use drugs at similar rates to people of other races,
they are disproportionately more likely to be stopped, searched,
arrested, convicted, and incarcerated for drug law violations.36 For
example, in 2014, Black people were more than two-and-a-half
times more likely than white people to be arrested for drug possession and almost six times more likely to be in prison for drug
possession.37 Their overrepresentation in the criminal justice system
means that people of color are also more likely to face the collateral
consequences of mass incarceration—fractured family structures;
diminished access to housing, public assistance, education, and
employment opportunities; and restricted voting access, to name a
few.38 In short, the hyperincarceration of communities of color via
the drug war has perpetuated systematic racism and intergenerational economic injustices.

Vera Institute of Justice

Addressing drug use as a
health problem

W

ith millions of Americans entangled in the criminal justice system every year as a result of drug law enforcement and a spiraling
overdose crisis, policymakers and practitioners are increasingly
adopting a range of harm reduction and public health strategies to address
the harms associated with problematic drug use and substance use disorders.
Internationally, support is growing for the four-pillar model to transform
drug policies and improve public health, which comprises prevention,
treatment, enforcement, and harm reduction.39 Although any comprehensive
strategy requires work in all of these areas, the focus in this report is on the
specific interventions that communities can adopt to move their response
to drug use upstream—ensuring low threshold access to a range of harm
reduction, treatment, and recovery services; keeping people who use drugs
out of the justice system altogether; and connecting people who do have justice-system contact to evidence-based care when needed.40 Below, this report
presents the current range of available interventions that exist both outside
and within the criminal justice system.

Community-based interventions
Transforming approaches to drug policy in the United States will require
commitment to adopting, expanding, and sustaining proven community-based interventions. This section briefly summarizes a spectrum
of public health and harm reduction interventions for reducing the
health-related harms of drug use, some of which have been widely implemented in the United States and some of which lack a supportive legal
framework and/or have not yet been brought to scale.

Naloxone distribution
Naloxone distribution is key to reducing the number of opioid-related
overdose deaths.41 Naloxone, an intranasal or injectable antidote that
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reverses respiratory depression from opioid overdose, can be administered
with minimal to no training and has no addictive properties or potential
for nonmedical use.42
Though all 50 states and the District of Columbia have passed laws
expanding access to naloxone, specifics of each law vary across states.43 Laws
differ with respect to whether naloxone can be sold without a prescription, whether it can be prescribed to third parties (that is, to people who do
not use opioids or are not personally at risk of experiencing overdose), and
whether it can be dispensed through community organizations. Most states
have laws that provide immunity from professional sanctions, criminal prosecution, and/or civil liability to health providers who prescribe or dispense
naloxone, and some states extend immunity from criminal prosecution
and/or civil liability to laypeople who administer naloxone.44
A national study of opioid overdose deaths from 2000 to 2014 found
that states with Good Samaritan laws (which protect people reporting
overdoses from criminal penalty) working in tandem with strong naloxone access laws had lower rates of overdose mortality, particularly among
African Americans.45 In light of this reduction, researchers estimate that, to
have maximum impact, the number of naloxone doses distributed should
be about 20 times the number of a region’s opioid-related deaths.46 Peerled and community-based naloxone distribution is essential avenue for
expanding access.47 Naloxone distribution is often combined with overdose
education (overdose education and naloxone distribution, or OEND)—
about such topics as risk factors for overdose, how to recognize when an
overdose is occurring, what to do in the event of an overdose, and an overview of relevant laws. And while this education is important, it should not
be a barrier to or requisite for naloxone access.48

Syringe service programs
Syringe service programs (SSPs) are highly effective at reducing the spread
of blood-borne diseases like HIV and hepatitis C.49 These programs can
help connect people to social and health services, while increasing public
safety by taking syringes off the streets.50
Though the exact number of programs is unknown, there are an
estimated 376 formal SSPs in the United States as of November 2019.51
Changes to the legal landscape in support of SSPs are crucial; SSPs are
technically illegal in 12 states and, in many states where SSPs are legal,
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there are significant barriers to opening and operating them.52 Additional
enhancements should include decriminalizing syringes and other injection
equipment considered to be “drug paraphernalia”; increasing and sustaining
funding for syringes, staffing, equipment, and services; and implementing
regulatory frameworks that adhere to evidence-based distribution models
supporting peer-led organizations to establish and implement SSPs.53 Law
enforcement practices must change in tandem with policies to support
SSPs. Specifically, law enforcement personnel must cease policing practices
that stigmatize SSP participants and conflate program engagement with
criminality, including, but not limited to, confiscating syringes and making
arrests on the basis of program participation.54

Supervised consumption sites
Supervised consumption sites (SCSs; also called safe or supervised
injection facilities, drug consumption rooms, and overdose prevention
sites or centers) are places where people can bring their own drugs to
use with new, sterile equipment, under the supervision of trained staff
who are prepared to respond to overdose incidents and other emergencies.55 SCSs can also provide people with information and supplies for
safer drug use and connections to withdrawal management care and
substance use treatment, health care, and other social services.56 And
when legal, SCSs are places where people can use illicit drugs without
the risk of arrest and prosecution.57
Research studies evaluating the impacts of SCSs have shown positive
benefits for public health, including reductions in HIV- and HCV-related
risk behavior, increased connections to substance use treatment and primary health care, and reductions in the number of overdose deaths. (There
has not been a single reported overdose death at any SCS worldwide.)58
SCSs have also been associated with lower levels of public drug use and
have not been found to increase drug use or crime in surrounding areas.59
In addition, based on the fiscal savings from averted HIV and HCV infections, SCSs have been found to be a cost-effective use of public health
resources.60 More than 100 SCSs are operating worldwide—mostly in
Europe, as well as in Australia and Canada.61 A range of models has been
implemented in recent years, including standalone storefronts, mobile vans,
peer-run sites, gender-specific sites, and SCSs integrated into and located
with other health or social services.62
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Although no legally sanctioned SCSs are operating in the United States
yet, health and social service providers, activists, organizers, and government officials in many jurisdictions have been working to change policies,
build community support, and figure out the logistics to open a SCS.63
Safehouse, the organization planning to open a SCS in Philadelphia, won
a key victory in October 2019 when a federal court ruled that Safehouse’s
plans for a SCS do not violate the federal Controlled Substance Act, paving
the way for other jurisdictions to implement SCSs.64

Medication-assisted treatment
Medication-assisted treatment (MAT) is the use of medications, often in
combination with counseling and behavioral therapies, to treat substance
use disorders and support a person’s recovery.65 MAT is considered the
standard of care to treat opioid use disorders.66 The U.S. Food and Drug
Administration has approved three prescription medications to treat
opioid use disorders: methadone, buprenorphine (the branded form of
buprenorphine combined with naloxone is called Suboxone), and naltrexone (naltrexone comes in pill and injectable forms; the branded form
of injectable, extended-release naltrexone is called Vivitrol).67 These
medications help treat opioid use disorders by reducing or eliminating
withdrawal symptoms and cravings to use opioids, or by reducing or
blocking the effects of opioid use.68 People can safely take medications
used in MAT for months, years, or even a lifetime.69 Research studies
have repeatedly shown that methadone and buprenorphine, in particular,
can reduce overdose and HIV risk as well as HCV-related risk behavior,
improve retention in treatment, and reduce criminal activity for people
who use opioids.70 Research on the effectiveness of extended-release naltrexone is less established.71 The accepted standard of care among health
professionals is to ensure that people are able to choose the MAT best
suited to their clinical needs and life situation.72
Despite strong consensus among public health authorities that
expanding access to MAT is critical for an effective response to the opioid
overdose crisis, access has been limited by a host of barriers, including
negative attitudes toward MAT among patients, providers, and the public;
limited treatment capacity and infrastructure; a lack of Medicaid expansion; and regulatory policies and legislation that place strict restrictions
on who can prescribe MAT and under what conditions.73 Rural areas have
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severe shortages of health providers who are certified to provide MAT,
fewer treatment facilities, and long waiting lists for services.74 Local and
national studies have found that people accessing buprenorphine treatment, which can be prescribed at a doctor’s office and in a variety of other
settings by certified professionals, are more likely to be white and have
higher levels of income or education compared to people accessing methadone treatment, which is dispensed through highly regulated treatment
programs.75 Access to MAT has also been particularly limited in criminal
justice settings, which have demonstrated a strong preference for providing
extended-release naltrexone only.76 (See “Drug courts” on page 16 and “Jails
and prisons” on page 17.)

Heroin-assisted treatment
Heroin-assisted treatment (HAT; also known as heroin prescription, heroin maintenance, supervised injectable heroin treatment, and diamorphine
prescription) provides people with free or low-cost pharmaceutical grade
heroin—a safe supply—for consumption in a medical setting. This treatment
option is most commonly made available to heroin-dependent people who
have not responded to more traditional therapies such as MAT and aims to
reduce the harms associated with using illicit opioids.77 Research has shown
that HAT contributes to reductions in criminal activity by decreasing people’s reliance on the black market to obtain drugs, and improves people’s
social functioning by stabilizing drug use patterns and providing a pathway
to additional services.78 HAT is a viable treatment option in several European
countries and Canada, but the legal landscape and public opinion toward
HAT in the United States suggest significant barriers to implementation.79

Drug content testing
Drug content testing gives people who use drugs information on the
content—especially the toxicity—of their drug supply, helping them make
informed decisions and potentially alter their behavior if an undesired substance is present.80 Widespread adulteration of heroin, methamphetamine,
cocaine, and counterfeit prescription pills with fentanyl has introduced
a need for more accessible drug content testing services in order to curb
unintentional overdose. Fentanyl testing strips can be used to test drug
residue and solutions for the presence of fentanyl and its analogs.81
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However, limitations to this method of content testing exist. Fentanyl
analogs and derivatives are constantly evolving and may go undetected
by fentanyl testing strips.82 Additionally, fentanyl testing strips give a
binary result indicating just the presence or absence of fentanyl, rather
than how much of the drug is present.83 Drug content testing using
mass spectrometry and similar technologies can address the potential
limitations of testing strips while also serving as a mechanism of surveillance.84 Results from these tests, which are typically conducted by harm
reduction organizations, can be used to alert relevant parties—such as
people who use drugs, harm-reduction service providers, first responders,
and emergency department personnel—when lethal concentrations have
been detected in the local supply.85

Responses across the justice system
continuum
In addition to strengthening responses in community- and health system-based settings, there is an urgent need to transform how the criminal
justice system responds to drug use. A public health approach to drug
use suggests that justice-system contact should be dramatically reduced
for people who use drugs whenever possible and that people who use
drugs should also have access to evidence-based interventions for harm
reduction, treatment, and recovery in all parts of the justice system. The
following section describes a range of responses across the justice continuum, highlighting both good practices and areas of concern.

Police
Police represent the front end of the justice system, and decades of enforcement-led approaches to drug use in the United States have driven mass
incarceration and its collateral consequences, particularly in communities
of color.86 Wherever possible, police practices should be reconfigured to
keep people who use drugs out of the justice system and facilitate access to
public health, harm reduction, and treatment services, rather than relying
on arrest and other forms of enforcement.
In some communities, police officers may be the first responders to
the scene of an overdose and therefore are an important group to equip
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with naloxone.87 The number of law enforcement agencies that carry
naloxone has increased dramatically in recent years; the North Carolina
Harm Reduction Coalition (NCHRC) reported that as of November 2018,
at least 2,482 law enforcement agencies in 42 states equipped their officers
with naloxone, up from 1,214 agencies in 38 states in 2016.88 Training law
enforcement personnel to use naloxone can also help overcome stigma
toward drug use and build understanding and support within law enforcement agencies for other harm reduction initiatives.89
In addition to carrying naloxone and providing assistance at the scene
of an overdose, some law enforcement agencies have sought to facilitate
access to treatment and harm reduction resources for people after incidents
of nonfatal overdose.90 Despite the good intentions of these initiatives, relying on police to conduct outreach after a person experiences an overdose
raises concerns. NCHRC highlights the value of treatment, harm reduction,
and/or peer-support staff leading follow-up visits and outreach rather
than police, due to mistrust toward law enforcement among people who
use drugs.91 (See “Case study: Ross County, Ohio” on page 20, for more on
post-overdose response teams led by police and public health collaborators
in Ross County, Ohio.)
Police agencies are also expanding alternatives to making an arrest
and/or booking people into jail for a variety of offenses, including
drug-related offenses. These alternatives may be formal programs or
informal practices in which police officers use their discretion to divert
people to treatment and supportive services. Seattle’s Law Enforcement
Assisted Diversion (LEAD) program, launched in 2011, is one of the most
widely replicated models for police-assisted diversion. One key element
of the LEAD model is that, following a harm reduction framework,
people are not sanctioned for drug use or relapse once they are diverted
to services.92 A three-year evaluation of Seattle’s LEAD program demonstrated positive outcomes and cost savings; LEAD participants were
more likely to obtain housing, employment, and legitimate income and
were less likely to be arrested or charged with a felony.93 According to
the LEAD National Support Bureau, LEAD programs are now operating
in almost 40 communities across 20 states, and exploration and development is underway in many other jurisdictions.94 (See the Atlanta, Georgia,
case study on page 32 for more about the Atlanta/Fulton County PreArrest Diversion Initiative.)
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Although many diversion programs are a promising intervention for
the justice system, formalized programs are still limited in scope and scale,
and some have narrow eligibility criteria that limit participation to those
charged with low-level offenses or exclude people with prior criminal
justice involvement.95 And, because they rely on police discretion, the possibility of bias presents a critical threat to their efficacy and equity.96

Drug courts
Drug courts (also known as drug treatment courts) are one of the primary
criminal justice responses to drug use that continue to expand. These
specialized courts offer court supervised treatment as an alternative to
incarceration for drug charges for cases in which substance use disorder
is deemed to be an underlying cause of the offense.97 People enter into an
agreement that their charges will be reduced or dismissed on successful
program completion.98 Drug courts have become widespread since the
1990s; as of mid-2018, there were more than 3,100 drug courts across the
United States.99 (See “Case study: Ross County, Ohio,” page 20, for more on
local experiences with drug courts).
Reviews of the research evidence have concluded that, compared to traditional probation approaches, drug courts reduce both general and drug-related
recidivism.100 Yet the overall impact of drug courts on incarceration has been
mixed: research has found that any benefits from fewer instances of incarceration resulting from the use of drug courts may be negated by longer
sentences imposed on participants when they fail drug court programs.101
Drug court requirements may be particularly onerous for women,
including pregnant women and women with childcare needs, and although
research is limited, drug courts may exacerbate racial disparities, as people of color are less likely to be admitted to drug court, more likely to
receive punitive sanctions, and less likely to graduate from drug court.102
Drug courts have also been criticized for serving a limited number of people because eligibility and access are strongly influenced by prosecutorial
decision-making.103
The effectiveness of drug courts as a setting for evidence-based,
patient-centered treatment and recovery is also questionable. Many drug
court programs expect participants to abstain from substance use and implement punitive sanctions, including incarceration, for people who relapse
or fail a drug test.104 As mentioned previously (See “Medication-assisted
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treatment,” page 12), drug courts have not historically facilitated access to
MAT, particularly to buprenorphine and methadone and particularly in rural
areas, though there are signs that this has improved in recent years.105

Prosecutors
Prosecutors wield tremendous power and discretion over both individual
outcomes and broader changes within the criminal justice system, including
responses to drug use. In some jurisdictions, prosecutors have pledged to
reduce charges or not prosecute some drug possession cases (typically setting a threshold for small amounts and/or specifying certain types of drugs)
and support diversion to treatment and support for people who use drugs.106
Some prosecutors are also considering international models of decriminalization and legalization; in May of 2019, a group of more than 20 American
prosecutors visited Portugal to learn about how the country decriminalized
low-level possession and use of all drugs almost 20 years ago.107
Prosecutors must also acknowledge and address the ways that existing
laws and policies are counteracting the goals of public health and harm
reduction. Even as states have been expanding Good Samaritan laws, which
decriminalize drug use and possession at the scene of an overdose to encourage witnesses to call 911 for emergency medical assistance, many states have
enacted drug-induced homicide laws, which allow prosecutors to charge the
person who provided the drugs in the event of an overdose death.108 Druginduced homicide laws may contribute to fears of arrest and prosecution
among people who witness an overdose, dissuading them from calling 911.109
District attorneys should issue formal policies instructing prosecutors not to
bring manslaughter or homicide charges against people who are involved in
minor drug transactions that precede an accidental death, and drug-induced
homicide laws should be repealed in states where they exist.110

Jails and prisons
Despite an expansion of programs aimed at diverting people who have substance use disorders from the justice system, large numbers of people who
use drugs are still incarcerated in jails and prisons across the United States.111
Additionally, many people who use drugs are incarcerated for nondrug-related
charges, so they are not reached by attempts at diversion initiated by law
enforcement or drug courts. The most up-to-date figures from the Bureau of
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Justice Statistics show that 58 percent of people in prisons and 63 percent of
sentenced people in jails meet the criteria for drug dependence or abuse.112
Given the high prevalence of people with substance use disorders and
the increased risk of opioid-related overdose people face on release, it is
the duty of correctional facilities to respond to the needs of those who
are incarcerated by offering evidence-based treatment options that match
the same standard of care as those available in the community.113 However,
barriers to effective jail- and prison-based responses make achieving this
mission difficult. Due to perceived institutional limitations and a lack of
uniform and enforced national health care standards for jails and prisons,
correctional facilities across the country fail to meet some of the basic
needs of their populations, and responding to an issue as complex as substance use presents many unique challenges.114 Additionally, the prevailing
culture of punishment in jails and prisons could lead to mismanaged care
with a heavy emphasis on social control and abstinence.115
People should receive confidential screening for substance use disorder on intake into a correctional facility to ensure connection to
treatment during incarceration and post-release.116 Procedures for medical
management of withdrawal, like those recommended by the American
Correctional Association and other accredited bodies, should be in place,
and methadone, buprenorphine, and naltrexone should all be available.117
Rhode Island has led the way in providing MAT in correctional facilities by launching a comprehensive, statewide MAT program in 2016 that
offers all three FDA-approved medications through a partnership with a
community-based provider.118 Correctional systems in a number of other
states have followed suit in expanding access to MAT, but many correctional facilities still do not offer all forms of MAT (preferentially providing
naltrexone only) and/or place restrictions on which groups of people are
eligible for treatment.119 Although expanding access to MAT in correctional
facilities is crucial, MAT is not a viable solution for people with substance
use disorders who do not use opioids; services such as counseling and peer
education of appropriate intensity should also be available to ensure that all
people have access to the support they need while incarcerated.120

Reentry and community corrections
Due to periods of forced abstinence, during which tolerance to opioids
decreases, compounded by a lack of supports on returning to the community,
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people who are incarcerated (or in abstinence-oriented residential treatment)
face dramatically increased risk of overdose death post-release.121 To begin
to address this increased risk, corrections-based overdose education and
prevention programming should be widespread, and every person who
leaves jail or prison, as well as the people who have visited them during their
incarceration, should be offered naloxone and accompanying information on
overdose prevention.122
Increased risk of fatal and nonfatal overdose after release can also be
addressed by ensuring continuity of care on reentry into the community.
Research has shown that few people pursue their MAT referrals after they
are released from prison, so corrections staff should work in concert with
community providers to ensure timely and sustained follow-up.123 Access
to health insurance is also crucial to minimizing disruptions in care. Health
insurance disparities between people with and without criminal justice
system involvement are well documented, but changes to Medicaid eligibility in 2014 mean that many justice-involved people now qualify for
coverage.124 Although some facilities already do so, all corrections facilities
should screen for Medicaid eligibility and facilitate enrollment before each
person’s release.125 States should also adopt policies that prevent termination of Medicaid coverage during periods of incarceration.126
People who are convicted of drug-related offenses are commonly placed
on probation, and people who are released from prison prior to the end of
their court-imposed sentence are placed on parole. In 2015, an estimated
4.65 million people were under community supervision—nearly twice the
number of people incarcerated in jails and prisons.127 Thirty-one percent of
people on parole were placed there for a drug-related offense, as were 25
percent of people on probation.128
Community corrections agencies typically impose abstinence requirements on the people they monitor, which can have harmful consequences
for people with substance use disorders.129 Failed drug tests are one of
the most common technical violations (failure to follow the conditions of
probation or parole) resulting in incarceration among people on community supervision.130 In general, the role of community corrections should be
downsized, and particular attention should be given to the harms of mandating conditions that do not promote personal recovery goals, prohibit
or fail to facilitate access to MAT or other evidence-based treatments, and
routinely turn to technical violations for positive drug tests.131
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Local manifestations of and
responses to the drug overdose
crisis: Two case studies

T

he justice system and community-based interventions described
above exemplify the range of strategies needed for a comprehensive,
health-centered response to drug use across the United States. Given
that the current drug overdose crisis occurs in diverse communities across
the country, Vera sought to better understand what is happening at the
local level and how research and best practices are being implemented on
the ground and in response to real world circumstances and constraints.
The following section presents case studies from Ross County, Ohio, and
Atlanta, Georgia.
As described earlier (see “Methodology,” page 3), these sites were
chosen after considering the magnitude of the drug-related harms in the
jurisdiction, the presence of clear programmatic or policy innovations,
the geographic location and demographic composition of the population,
and the research team’s ability to access a range of stakeholders. The case
studies make clear the very local nature of the drug overdose crisis, as well
as the need to balance providing communities with clear guidance about
best practices and evidence for discrete interventions with recognizing that
interventions must be flexible and adaptable to local communities.

Case study: Ross County, Ohio
In some ways, Ross County (population 76,931) and Chillicothe, the
county’s major city (population 21,698), fit the dominant narrative about
the opioid overdose crisis in Ohio, which had the second highest rate
of overdose deaths in the United States in 2016 and 2017, the two most
recent years for which the CDC has available data.132 According to the
local stakeholders who spoke to Vera, as more people became addicted to
opioid painkillers, fatal overdoses increased, particularly as fentanyl made
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the drug supply more lethal. More young people now struggle with problematic drug use, and officials say that Ross County’s jail population has
swelled due to drug-related offenses, nearly doubling over the past decade
to a daily average population of about 162 people (a rate of 314 people per
100,000 residents).133
But in the face of these challenges, Ross County has embraced an
innovative response to the overdose crisis: a local, community-driven effort
characterized by collaboration, creative problem-solving, and leadership
by key people who have been instrumental in bringing the issue out in the
open and persuading skeptics to embrace new ideas. “I think my standing in the community as a family physician and as coroner helped attract
people to the table,” said Dr. John Gabis, who first sounded the alarm about
the rise in drug overdoses in Ross County. Fatal overdoses, according to
records from the Office of the Coroner in Ross County, peaked at 44 deaths
in 2016 and fell to 32 in 2018.134
Local leaders attribute some of this decline to an aggressive effort to
distribute naloxone led by the Ross County Health District. Ross County has
also begun to expand the number of treatment options available and operates
three drug treatment courts—two providing an alternative to incarceration

Ross County, Ohio: Methods and sources
In May 2019, a team of three Vera researchers visited Ross
County to observe the local responses to the drug overdose
crisis in a primarily white, rural county in the United States.
Prior to arriving in Ross County, the research team connected
with nearly 20 key stakeholders in the community to get a sense
of the landscape and plan the site visit. The team then spent
four days in Ross County interviewing a range of people and
observing a variety of local interventions. The visit included:

› interviews with health and criminal justice stakeholders,

› interviews with drug court and recovery support group
participants;

› a ride-along and observations with the Hope Partnership
Project and the Post Overdose Response Team;

› observations of drug court proceedings; and
› attendance of a recovery support group gathering.

including representatives from the Ross County Hope
Partnership Project, Ross County Sheriff’s Office,
Chillicothe Police Department, Ross County Court of
Common Pleas, Ross County Health District, Adena
Health System, BrightView Health, Recovery Council,
OhioCAN, and Project 4-14;
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for misdemeanor and low-level felony offenders, and one for parents with
substance use disorder whose children have been removed from the home.
A newer initiative involves training and hiring people in recovery to provide
peer support services, including in the drug courts and the local jail.
Even so, Ross County residents recognize that many challenges remain.
Funding for critical initiatives comes from a patchwork of short-term
grants, jeopardizing the sustainability of these efforts. There is a dire
need for safe, affordable housing for people at different stages of recovery,
including those in outpatient treatment or returning to the community
from jail or prison. Ross County Jail’s high intake numbers—5,621 admissions in 2015—also indicate a need for more alternatives to incarceration,
as well as help for people navigating the consequences of criminal justice
involvement.135 But one advantage of a smaller community is that personal
connections make collaboration easier and give overdose statistics the
urgency of recognizable faces and names. “My motivation is helping my
friends, my neighbors, and my friends’ kids get better,” said one resident
who works in the treatment field. “So many of us have been touched by it.”

Fostering community collaboration
Recognizing the need for a coordinated strategy to address rising overdose
rates, community leaders created the Heroin Partnership Project in 2015
with a $100,000 grant from the Ohio Office of Criminal Justice Services.136
In 2018, it was renamed the Hope Partnership Project to reflect the realities
of polysubstance use and a desire to emphasize the potential for change.137
The group works with local, state, and federal partners and includes representatives from law enforcement, corrections, the courts, and the health
department in addition to treatment and mental health providers and community members impacted by drug use and overdose.
To guide their efforts, partnership members participated in a structured mapping and planning workshop in 2015.138 By mapping how Ross
County residents with substance use and co-occurring disorders move
through the criminal justice system, the partnership identified its top
priorities for change: 1) addressing housing needs; 2) educating families
about substance use disorder and treatment options; 3) developing a
protocol for emergency room patients who have overdosed; 4) creating
opiate prescribing and detox guidelines; and 5) expanding medicationassisted treatment.139
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Although the partnership has made progress on many of these goals,
community members recognize the need to continue shifting toward a
more holistic approach to substance use and mental health.140 In addition
to addressing justice system intercepts, the Hope Partnership Project also
focuses on prevention and trauma-informed care for children, recovery
supports, advocacy, and public relations, including initiatives to counter
stigma. “I really think, through the work of the coalition and the efforts of
the community partners, we’ve shed light on the problem and talked about
it pretty openly,” said Melonie Oiler, overdose prevention program coordinator at the Ross County Health District. “Through that, we’ve been able to
reduce stigma. . . . It’s not gone, but it has certainly changed.”

Decreasing overdose deaths and harms
associated with drug use
One of the partnership’s main goals is reducing overdose deaths through
naloxone distribution. The Chillicothe Police Department started carrying
naloxone in late 2015, and soon after, the Ross County Sheriff’s Department
started carrying it too. “We’ve really seen a culture change with our law
enforcement,” Oiler said, describing a shift from an attitude of “That’s not
my job; I’m not an EMT,” to a few officers reviving someone and feeling
gratified by that success. “It was like a domino effect, and the buy-in then
completely changed.”
Although naloxone is available at 11 pharmacies in Ross County under
a standing order, officials said that Ohio regulations, lack of pharmacist
awareness, and cost and insurance barriers can limit the use of this channel.141 Ohio regulations have also hampered naloxone distribution by
community groups.142 The result is that most naloxone for laypeople is
administered through the Ross County Health District, which is one of
Ohio’s Project DAWN (Deaths Avoided With Naloxone) sites.143 Using the
health department as the main avenue for naloxone distribution could
inadvertently exclude people who are less likely to engage with formal
services, but distribution through this pathway does allow for tracking of
doses administered and facilitates easier follow-up with people who have
experienced a nonfatal overdose.
Tracking is coordinated through weekly meetings of the county’s Post
Overdose Response Team (PORT), which includes health district staff,
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treatment providers, the Hope Partnership Project coordinator, and representatives from the police department and sheriff’s office. Every Wednesday
morning, the team reviews all of the overdoses during the past week,
sharing the location, whether naloxone was used, how many doses were
administered and by whom, and demographic information about the people involved, including previous overdoses if known.
After the meeting, a group of law enforcement officials and treatment
providers take the list of addresses of the people who experienced a nonfatal overdose in the past week and conduct home visits to offer information
about treatment options, as well as offer packs of naloxone and information
on how to use it. Concerns about relying on police to conduct outreach after
a person experiences an overdose are outlined earlier in this report; however,
Hope Partnership and PORT team members feel that the involvement of law
enforcement in these visits is valuable given resource constraints and the
relationships and standing of the police department’s community resource
officer.144 Team members said the response to their visits from people who
have overdosed is mixed—some people do not think they have a problem—
but team members often have success engaging family members, who may
appreciate the chance to talk.145 If no one answers the door, the team leaves a
packet of information about treatment options.
The county also hopes to start distributing naloxone to people upon
release from jail and has launched an initiative, called the Emergency
Department Intercept and Navigation to Support (EDINS) project, at the
local hospital’s emergency department, to provide naloxone and case management to patients who have been treated for an overdose. The EDINS
project was established with help from the Hope Partnership Project and
is staffed by a social worker who, if on duty at the time of an arrival, meets
with patients who have been treated for an overdose or presented to the
emergency department with a health issue related to substance use—and
conducts case management follow-up after people have been discharged.
The EDINS project also provides fentanyl testing strips and bags for safe
syringe disposal. This is particularly important in Ross County, where
syringe exchange takes place largely through informal avenues and a formal program has not yet been established. The number of syringe service
programs (SSPs) in Ohio has increased in recent years, largely due to
changes in state law that allow for the formation of a SSP without declaring a public health emergency and for the use of federal Health and Human
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Members of the Post Overdose Response Team (PORT) check in on a Ross County resident.
Credit: Jess Grimm/USA Today Network

Services dollars for program operating costs.146 Some Ross County community members feel that public opinion is not supportive of an SSP, but
others are more optimistic, suggesting that it is mostly a matter of figuring
out who will lead the program.

Addressing concerns about drug courts
Ross County has three drug treatment courts: within the Municipal Court,
the Juvenile and Family Court, and the Court of Common Pleas, which
was the first to be certified in 2014.147 The Ohio Supreme Court establishes
standards that specialized dockets must follow, but judges can tailor court
operations and participant requirements, and as a result, drug court practices and outcomes across the state depend heavily on the judge.148 For
example, although Ohio regulations allow for the use of all FDA-approved
MAT medications for drug court participants, it is not required that courts
provide all options.149
Judge Michael M. Ater oversees the Court of Common Pleas drug court
docket, which is for people who have committed low-level felony offenses
that are related to their problematic drug use. His team includes peer
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recovery supporters, a probation officer (the drug court coordinator), representatives from the sheriff’s office, and treatment providers. Participants
apply to be in the program, which includes four phases of supervision and
treatment and lasts at least 54 weeks. From 2014 through mid-2019, 132
people enrolled, 71 graduated, 28 were discharged as unsuccessful (and
then sentenced), and the rest were still participating.150 However, there have
been a number of relapses and new criminal charges among the graduates,
so the team recently added six more months of monitoring before graduates’ charges are dismissed and sealed. The hope is that the extra monthly
meetings and drug tests will offer a way to compel anyone who is struggling to return to treatment. The court supports MAT for participants,
including methadone and buprenorphine, but there was frustration among
the judge, team members, and participants about local MAT offerings, such
as long waits at the methadone clinic and lack of counseling in conjunction
with buprenorphine treatment.
Some community members shared concerns about drug courts, such
as who is accepted into the program, how sanctions are imposed, and who
graduates (based on factors like race, drug of choice, and the crime committed). People also shared concerns about population-level impacts of drug
courts. Although Judge Ater’s court expanded eligibility by accepting some
people with drug trafficking charges if they were selling only small quantities of drugs to support their habit, drug courts are resource-intensive and
typically serve a limited number of people.151
Ross County’s family treatment court, part of the Juvenile and Family
Court overseen by Judge Jeffrey Benson, aims to address the complex
needs of parents with substance use disorder whose children have been
removed from the home, and as such, the court wrestles with a range
of challenges in the process.152 In addition to debating when and how to
extend visitation hours with a child, Judge Benson’s team helps participants with public benefits and other practical matters, such as qualifying
for Section 8 housing vouchers and dealing with fines to reinstate their
driver’s licenses. Participation in the program involves attending status
review hearings, maintaining sobriety while completing alcohol and other
drug treatment, abiding by court orders, and submitting to random home
visits and drug and alcohol tests.153 The program does allow MAT, and, of
those using MAT (fewer than half of family treatment court participants
at the time), most participants were taking naltrexone. As of mid-2019, 47
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Members of Judge Ater’s drug court treatment team discuss options for drug court participants.
Credit: Robert McGraw/USA Today Network

people had enrolled in the family treatment court program. Twelve had
graduated, 16 withdrew or were discharged for noncompliance, two had a
neutral discharge, and the rest were still active participants. Rates of family
reunification are high—out of 88 children served, 45 had been reunified
with a parent— and family drug court participants appreciated the holistic
approach and dedication of the treatment team.154

Reducing incarceration and strengthening
treatment in custody
Mirroring trends of rising incarceration in rural counties around the country, the annual intake at the Ross County Jail has increased—climbing from
3,869 admissions in 2000 to 5,621 admissions in 2015—and Sheriff George
Lavender has proposed building a second jail to alleviate overcrowding.155
Staff reports that the average daily population is now 200 people, 80
percent of whom are charged with felonies and 20 percent with misdemeanors, a shift from the opposite ratio a decade ago.
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In 2016, the Hope Partnership Project created a new position for a jail
case manager to identify and support people with problematic drug use
and mental health problems, through screening, assessment, and reentry
support. But with a two-week average stay and little space for programming, the services offered at the jail are limited.156 Although jail staff said
about 80 percent of people entering the jail have some type of substance
use disorder, there is no detox protocol for people held in jail and many
people go through withdrawal.157 The jail case manager accompanies people
who are incarcerated and interested in naltrexone to a local provider, but
the logistics required to arrange for a corrections officer and transportation
mean that this can take up to 30 days. Jail staff cited space limitations and
the need for a dedicated wing as barriers to administering MAT in custody,
but the jail can help people set up appointments to start those medications
once they are released. The case manager also helps with Medicaid enrollment, a priority of the Ohio Department of Rehabilitation, and connects
incarcerated people to residential or outpatient treatment after their
release.158 “If a person really wants to get into treatment, we can get them
someplace,” the case manager said.

Expanding community-based responses
Increasing affordable housing options was another top priority identified
in the sequential mapping exercise Ross County completed.159 This is also
recognized as a priority at the state level, as Ohio has made a commitment
to expanding Housing First, a model of housing assistance that focuses on
connecting homeless or housing-insecure people to housing as quickly as
possible and to additional supports once housing needs have been fulfilled.160 Still, in Ross County few options exist for people returning to the
community after residential treatment or incarceration, and many become
homeless or live in residences that are not supportive environments for
recovery.161 Addressing this gap would make it possible to divert more people from jail and move upstream from justice system responses.
Ross County has one homeless shelter and limited recovery housing,
including two faith-based residences for men, transitional housing for
women, and a sober home for women operated by a local resident who lost
her daughter to an overdose.162 Most treatment in the county is outpatient,
and local officials and community members expressed a need for more
evidence-based inpatient and residential programs. Though community
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members would like to open more recovery homes, many financial challenges, transportation barriers, and zoning restrictions present hurdles.163
Two of the main treatment providers offer group therapy, individual
counseling, case management, and peer support, and work with many drug
court participants.164 Medication-assisted treatment is available from several outpatient clinics as well as more than two dozen providers authorized
to prescribe buprenorphine—all in Chillicothe, which is challenging for
many residents to reach from other parts of the county.165
Although the public has become more accepting of MAT, community
members expressed concerns about providers dispensing opioid medications without offering counseling and other services, particularly as
polysubstance use becomes the norm.166 Another challenge is finding
treatment that a person’s insurance plan will cover. Medicaid expansion
has been critical to extending treatment access in Ohio, but people said
that some programs do not accept Medicaid and that Medicaid could pose
certain restrictions, such as limited coverage for inpatient care.167 Another
concern is about cash-only MAT providers that do not accept any insurance, especially in rural Ohio.168

Uplifting peer support
Ross County has made significant investments in supporting and promoting Peer Recovery Supporters (PRSs)—people who have experienced
a mental health and/or substance use disorder and have completed Ohio
state-regulated training and certification. PRSs are being embedded in a
variety of treatment settings, both in the community and across the criminal
justice continuum.169 Their role is to increase treatment readiness and retention while serving as a source of advice for local officials, service providers,
and families. Although the criminal justice system has traditionally relied on
referrals to 12-step meetings for this type of support, PRSs embrace a range
of pathways to harm reduction and recovery, including MAT.
So far, several peer supporters have been hired in Ross County and
there is momentum to increase their numbers and expand their duties.170
The hope is that people struggling with problematic drug use will relate to
someone who has been through a similar experience—like one person in
jail who told a PRS, “You understand everything; I feel like I can trust you.”
Although many service providers recognize peer support as a best
practice, there has been some resistance to embracing this role. “I thought it
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would be awesome for them: Here I am, an example of all your hard work,”
one PRS commented, but in some cases the response was, “‘I remember
you. . . .What can you do for somebody when I was just arresting you?’”
The Hope Partnership Project has been trying to educate people about what

One person in jail told a peer recovery
supporter, “You understand everything;
I feel like I can trust you.”

PRSs do, and support from the local sheriff, judges, and other leaders has
helped overcome some skepticism about the purpose of this role. In August
2019, the Hope Partnership Project was one of a number of local advocacy and support groups—including OhioCAN, Project 4-14, and the Peer
Recovery Group—to support the opening of the Ross County Recovery
Center, which serves as a supportive gathering place for PRSs and people
seeking support and resources for substance use disorders, mental illness,
and homelessness.171 The center operates on a drop-in basis, offering peer
recovery services, support groups, access to naloxone and other resources,
as well as a place to do laundry, take a shower, and get a coffee and a hot
meal.172

Finding and maintaining funding
Although Ohio has received many federal grants to address the opioid epidemic, most of Ross County’s initiatives are supported by a patchwork of
local, state, and federal grants that are often small, short-term, and limited
in terms of how the money can be spent.173 “They’ll fund the biggest health
issue two years after you need the money, and then three years later, the
funding goes away and there’s something else that’s the new priority of
the day,” one official said. Officials also cited a need for help finding and
writing grant applications, noting that without the time and expertise to
navigate this process, it’s easy to miss out on funding opportunities.
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Even though some grant requirements can strengthen local
responses—such as mandating the formation of an overdose fatality review
committee—other restrictions can decrease the community’s ability to
innovate and shift course as the epidemic evolves. For example, many grants
have focused on opioids alone and cannot be used to address broader problems associated with problematic drug use—a significant challenge for Ross
County and other regions with rising methamphetamine use.174
Some residents expressed concern about whether investments in
research—or potential settlements from opioid litigation—will ultimately
benefit the people who need help.175 Although building an evidence
base and sharing data are vital, some community members expressed

Ross County, Ohio: Summary of promising practices, current gaps, and recommendations
Promising practices

› Collaboration and information sharing among health

providers, justice system agencies, and community
members have fostered holistic responses to problematic
drug use, including identifying priorities for the criminal
justice system, health providers, and community-based
prevention, treatment, and recovery supports.

› Public education and open conversation about

problematic drug use led by respected community
leaders have reduced stigma and increased support for
adoption of evidence-based practices.

› Efforts to increase naloxone access have resulted in a
decrease in drug-overdose death rates, and efforts to
expand access to laypeople are promising.

› Peer recovery supporters have been integrated into

treatment roles in community and criminal justice
settings, and people with personal and family experience
with drug use, overdose, and recovery are leading
community-based responses.

Gaps and recommendations

› Funders should promote flexibility by limiting restrictions
that are tied to funding so that communities can tailor
their responses to changes in drug use patterns and
address local root causes and barriers.

› The county devotes significant resources to drug courts

and is considering construction of a new jail, which could
take away resources from investments in community
supports and increase rates of incarceration. The county
should explore additional ways—such as alternatives to
arrest—to divert people who use drugs from the justice
system whenever possible.

› State legislation in Ohio should be amended to create an

environment that is more supportive of harm reduction.
For example, the state should amend Good Samaritan
laws to further protect people who seek medical
assistance in the event of an overdose and lift restrictions
on syringe distribution.

› Community members expressed a need for more

substance use treatment and recovery supports,
including inpatient treatment, recovery homes, and
MAT providers who accept Medicaid and other forms of
insurance. All forms of MAT should be offered in criminal
justice settings.
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frustration about the lack of financial support for treatment and interventions that have already been proven effective, as well as public education
about why they are important. For instance, a tax levy to support the Ross
County Health District failed to pass several years ago, in part due to voter
opposition to the district’s activities distributing naloxone. That experience
has contributed to hesitancy from the health department toward opening a syringe exchange, illustrating the range of issues local officials must
navigate to implement and sustain initiatives, always mindful of financial,
political, and public support.
Fortunately, a $1 million grant awarded to Ross County by the U.S.
Department of Health and Human Services in August 2019 could help
alleviate some tensions caused by limited and restricted funds. This money
will fund prevention, treatment, and recovery efforts, allowing the county
to operate its services and develop less-established programs.176 Still,
additional flexible, long-term funds are crucial to create and maintain the
infrastructure required to minimize the harms associated with drug use.
Overall, Ross County residents Vera interviewed believe they are making
progress, especially as compared to commzunities where the stigma of
substance use has stymied an effective response. “That might be one of the
reasons we are ahead of certain other areas in the state of Ohio,” one official said. “We’re willing to recognize and be open about the true issues that
are here, and then we’re able to tackle them.”

Case study: Atlanta, Georgia
As the birthplace of Martin Luther King, Jr. and an important organizing
center of the civil rights movement, the city of Atlanta (population 498,044)
has long been a political, economic, and cultural hub for the state of Georgia
and the Deep South.177 Atlanta is still one of the largest majority Black cities
in the United States (52 percent of the population as of 2018) and also has
one of the highest LGBT populations per capita; it is also one of the country’s
fastest gentrifying cities. Atlanta has high income inequality and has experienced large increases in its white population since the 2000s.178
Like many U.S. cities, Atlanta has experienced decades of police violence and mass incarceration as a result of “war on drugs” policies in the
aftermath of slavery, Jim Crow, and racial segregation. But the city is also
known for its resilience and resistance in the face of oppression. Indeed,
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present-day Atlanta is notable for its bold strategic efforts—anchored in
the leadership of community organizers, formerly incarcerated people,
LGBTQ activists, and harm reduction advocates—to advance policies that
divest from criminal justice responses to drug use. Local organizations are
distributing new, sterile syringes and naloxone to people who use drugs; a

“We’re willing to recognize and be open
about the true issues that are here, and
then we’re able to tackle them.”

new diversion initiative is encouraging police to cut down on arrests and
connect people to health and community services; and a landmark campaign to close down and repurpose a city jail is gaining traction. Although
there are ongoing challenges facing community, health, and justice stakeholders, Atlanta appears to be charting a path to reorient its services,
institutions, physical infrastructure, and systems to better support community health and wellness for its residents.

Harm reduction in the heart of the city
For nearly 25 years, the Atlanta Harm Reduction Coalition (AHRC) has
been providing syringe services, health education, HIV prevention, medical
care, linkages to social services, and advocacy to people who use drugs and
engage in sex work throughout the city. AHRC cofounder Mona Bennett
explained that the coalition formed in response to the HIV epidemic of the
mid-1990s by activists from the Atlanta chapters of the AIDS Coalition to
Unleash Power (ACT-UP) and Prevention Point, along with collaborators
from Emory University’s Rollins School of Public Health.
AHRC operates weekly syringe service programs (SSPs) that allow people
to pick up sterile syringes, cookers, cotton, and other equipment, and return
used syringes for disposal. For decades, it has been the only place in Atlanta,
and all of Georgia, providing free syringes and injection equipment. In recent
years, with funding from the state government and in collaboration with the
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Georgia Overdose Project, AHRC has also had a relatively steady supply of
naloxone to distribute at its SSPs and other service outlets in the community, providing a critical source of naloxone for people most likely to witness
or experience an overdose. The organization reported distributing 12,828
doses of naloxone in 2018, resulting in at least 900 successful overdose
reversals.179 AHRC clients Vera interviewed said that most people they know
carry naloxone, and many had administered the life-saving drug to multiple
people or had been revived themselves. An older man who had been using
heroin for the previous 13 years explained that people in his neighborhood
“look out for one another.” But the fluctuating quality and potency of heroin
and the changing mix of fentanyl and its analogs are contributing to spikes
in overdose; drug-checking supplies are high on the wish list of AHRC staff
and clients, though such funding has not been easy to secure.

A complicated relationship with the police
Over the years, AHRC has had a complex relationship with police.
Bennett explained that until Georgia’s laws were changed in 2019, distributing syringes was considered illegal “unless you were doing it for
a legitimate medical purpose.”180 Ever since they first started giving out
syringes, Bennett said that AHRC “clung fiercely and tightly to those three

Atlanta, Georgia: Methods and sources
In May 2019, a team of two Vera researchers spent four days
in Atlanta to observe the local responses to overdose and
drug-related harms in a large city with a majority Black
population and a long history of civil rights activism. The
team met with a range of stakeholders and observed a harm
reduction program and a pre-arrest diversion initiative in
action. This included the following:

› A ride-along with an APD community liaison to learn

› Interviews with health and justice stakeholders from the

› Visit to the PAD initiative office in downtown Atlanta

Atlanta Harm Reduction Coalition (AHRC), Atlanta/Fulton
County Pre-Arrest Diversion Initiative (PAD), the Georgia
Public Defender Council, Atlanta Police Department
(APD), Fulton County Department of Behavioral Health
and Developmental Disabilities, Women on the Rise, and
the Racial Justice Action Center
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about pre-arrest diversion and the daily interactions
among police officers and people who use drugs in
downtown Atlanta

› Visit to the AHRC syringe service program in the English
Avenue neighborhood

› Interviews with 16 AHRC and PAD clients

words”— legitimate medical purpose. Although courts have never ruled on
AHRC’s interpretation of that phrase, she said that for the most part, police
have looked the other way and allowed the SSP to operate. Bennett and her
colleagues believe AHRC’s early alliance with the Rollins School of Public
Health at Emory University helped prevent police interference when the
SSP started. “We acted as if, especially with the presence of the [Emory]
public health students, that we were doing public health [work]. And we
also had the conviction of ‘f--- the law, we’re going to save some lives,’” she
recalled. AHRC staff noted that educating police over time on the benefits
of the SSPs for the health and safety of the neighborhood has also helped
build tacit support for harm reduction.
Although police reportedly never arrested AHRC staff for distributing
syringes, AHRC clients said that profiling, arrests, and incarceration are
an ever-present fear.181 One AHRC client explained that police routinely
stop, interrogate, and search people for “basically breathing and being a live
human in a high-intensity drug-trafficking area.” Mistrust of police and
the criminal justice system is deeply rooted. Even though Georgia’s 911
Good Samaritan law covers people on probation or parole, AHRC clients
said that some of their peers, particularly those who have criminal records
or outstanding warrants, still prefer not to be at the scene of an overdose
when police arrive.182
AHRC staff and clients have also emphasized how gentrification and
demographic shifts have shaped police activity. Most of AHRC’s operations
are anchored in the English Avenue neighborhood in Northwest Atlanta, an
area that historically has been and remains one of the most underserved and
over-policed parts of Atlanta. Longtime Black residents who lived through
the crack cocaine era of the 1980s recounted experiencing harassment,
brutality, and mass arrests at the hands of the Atlanta Police Department’s
notorious Red Dog unit (known colloquially as “Running Every Drug Dealer
Out of Georgia”).183 The neighborhood’s nickname is “The Bluff,” which
Chucky, a resident and AHRC outreach worker, explained is an acronym for
“Better Leave, You F---ing Fool,” to convey that it may be an unsafe place
for many people who visit. Several interviewees noted that nowadays, more
young, white adults are coming in from Atlanta’s suburbs to buy heroin or
pick up syringes and naloxone from AHRC, sometimes ending up “stuck”
living in the Bluff. An older Black man said that police continue to target
Black residents, and if a white person is walking down the street with a
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Black person, police assume that the Black person is selling the white person
drugs and will stop and question them: “When the cops see a lot of white
kids coming into the neighborhood, they really start cracking down. They
crack down hard.” At the same time, a young white woman explained that
police assume that all white women in the neighborhood are sex workers
and drug users: “Police stop me all the time, search, run my name,” she said,
adding that it is easier to cooperate than to challenge the officers. A young
Black man living in the Bluff said he understands that the city wants to
address drug sales and use in the neighborhood, but he fears that police will
double-down on their old tactics of arresting, incarcerating, and displacing
people. If it were up to him, he would want the city to think about what
neighborhood residents need, increase economic opportunities, and expand
access to treatment and recovery services.

Expanding access to treatment
Many AHRC clients that Vera researchers spoke with have experienced
barriers to accessing substance use treatment, including MAT. One primary
issue is lack of health insurance; Georgia has one of the highest uninsured
rates in the United States (nearly 14 percent of residents, according to 2018
U.S. Census data), and the state did not expand Medicaid eligibility under
the Affordable Care Act.184 According to several AHRC client interviewees,
MAT is also difficult to access in Atlanta because most providers operate
on a cash-based system. One client said that he has faced waiting lists for
residential treatment that are “so long that you are back out there using
again” and that many health care providers do not understand that relapse
is a normal part of a substance use disorder.
AHRC clients Vera interviewed also described how their interactions
with the criminal justice system caused them significant harm and hampered their prospects for recovery. Atlanta has long had drug courts, but
several AHRC clients described how drug court programs set them up to
fail: a young woman said, “It is too hard to keep a job and go on with your
life,” and a middle-aged man explained, “Everybody is still craving and trying
to sneak around the system, and if they get caught, they get kicked out.”
Many AHRC clients also described negative experiences in Atlanta jails, such
as going through the extremely painful process of withdrawal without any
withdrawal management supports. Although the Fulton County Jail recently
started providing buprenorphine to alleviate withdrawal symptoms, AHRC
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client interviewees indicated that people were not provided a supply of the
medication or connections to providers in the community when they were
released.185 What’s more, people are not receiving naloxone when they are
released, a critical missed opportunity to reduce overdose mortality during
this high-risk transition. When asked what the criminal justice system could
do to better respond to drug use, one AHRC client who has been coming to
the SSP since he got out of prison in 2002 put it simply: “Stop locking people
up. That’s the main thing.”

Moving from criminalization to health and
wellness
A few neighborhoods over, in downtown and midtown Atlanta, police have
been adopting a new approach to keep people out of jail who are struggling with issues related to substance use, mental illness, homelessness,
and poverty. Instead of arresting people for criminalized behaviors such as
trespassing and panhandling, officers have been making diversion referrals
to the Atlanta/Fulton County Pre-Arrest Diversion Initiative (PAD). PAD
is a local adaptation of LEAD that launched in October 2017 on four police
beats, and has since expanded to a 28-beat area.186 In its first two years, 150
people were diverted from arrest and referred to the initiative.187 PAD has
a team of care navigators who provide intensive case management guided
by Housing First, harm reduction, and trauma-informed approaches and
engage with people immediately to address their needs for housing, medical care, mental health and substance use treatment, job training, and more.
In Atlanta’s pre-arrest diversion model, no charges related to the diversion
are filed, and there are no conditions or requirements for people to engage
in services or penalties for relapsing. As one of PAD’s care navigators
explained, “There’s nothing hanging over their head” that could lead to
re-arrest for the original offense.
Moki Macías, PAD’s executive director, explained that the program
was born from many years of community organizing by groups directly
impacted by policing and incarceration. Back in 2013, a coalition of community activist groups, including Women on the Rise, Trans(forming),
LaGender, and the Racial Justice Action Center launched the campaign
“Solutions Not Punishment” and later, a coalition to fight back against
the criminalization, policing, and marginalization of Black trans and
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gender-nonconforming people engaging in sex work in Midtown Atlanta.188
The coalition presented pre-arrest diversion as a potential alternative and
was closely involved in designing PAD with a group of government, criminal justice, social service, and community stakeholders.
Building support for PAD in the police department has been an ongoing
process, yet many Atlanta police officers have told PAD staff that they have
come to understand that repeatedly arresting and incarcerating people is
not working and are excited to have the initiative as an alternative option.

“We’re really trying to do that reframing
. . . bringing the harm reduction
framework into every conversation we
are having with all these partners.”

“We’re not trying to arrest and put everyone in jail,” said Officer Crawford, the
department’s PAD liaison officer. Still, diversion relies on police discretion,
and increasing the use of diversion instead of arrest has required PAD to
work closely with the police department to train officers, keep them engaged
with the initiative, and pay close attention to equity issues. Even though PAD
staff tell officers that they can make a diversion for any charge (the only exclusion is if someone has a prior open case for one of seven violent crimes), they
still tend to think of people charged with quality-of-life offenses as the primary candidates for diversion.189 As Macías explained, “there’s a lot of pressure
on the police department to basically handle every social issue that is visible
on the street,” and in many cases, there is pressure from business owners,
residents, or other community members who expect arrests to be made.190
Another challenge is that so far only a small number of transgender and
gender-nonconforming people have been diverted from arrest to PAD. In a
recent encounter described by one of PAD’s partners illustrating how police
discretion plays out for this population, an officer who decided to arrest a
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Members of the “Close the Jail ATL: Communities Over Cages” campaign gather at Atlanta City
Hall to discuss plans to repurpose the Atlanta City Detention Center. Credit: Lovette Thompson

transgender woman outside of a Walgreens store instead of making a diversion referral said, “I just didn’t think she deserved to be diverted to PAD.” The
staff of PAD hopes that devoting additional resources for outreach to the
transgender community, as well as dedicating spots on its caseload for trans
and gender-nonconforming people, can help reduce the frequency of negative encounters with the police and criminal justice system.
Importantly, PAD continues to work at the systems level to help the city
of Atlanta move away from arrest and criminalization and strengthen its
capacity for health-centered and community-based responses. Every month,
PAD convenes a working group of its criminal justice partners to review
recent referrals, identify resolutions for open cases or re-arrests, and discuss
broader system reforms. At a recent meeting, for example, PAD asked prosecutors to put together a list of all the types of charges that recur and pile
up, charges they would prefer not to have to prosecute. “We’re really trying
to do that reframing . . . bringing the harm reduction framework into every
conversation we are having with all these partners,” explained PAD program
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manager Mary Naoum. This is something PAD staff learned from Seattle and
the LEAD model: acting as the convening body is one of the critical components for successful diversion programs, not just for the program itself on
the ground, but also in fostering shifts among criminal justice partners as
they consider alternatives to policing and punishment. Arrest numbers suggest that the city is moving in the right direction. In late 2019, Atlanta police
were on pace to make roughly 28,000 arrests, including about 4,300 for
narcotics and more than 5,000 for quality-of-life violations.191 This represents
a big change from a decade ago when, in 2009, 46,432 arrests were made
citywide, with 7,215 narcotics arrests and 14,415 quality-of-life arrests.192
“If the point [of diversion] isn’t ultimately decriminalization, what are you
doing?” Macías asked. And recognizing that the initiative relies on having
health and social services to divert people to, one of PAD’s overarching goals
and ongoing priorities is to continue to advocate for reallocating criminal
justice funding to mental health crisis services, supportive housing, and
other community-based services.

Communities over cages
Building on the life-saving services and support of AHRC and PAD, a
larger movement is gaining momentum in Atlanta to divest from the criminal justice system and shift funding and resources to community services
and supports instead.
The same organizing forces that paved the path for PAD—Women on
the Rise, the Racial Justice Action Center, the Solutions Not Punishment
Coalition, and a coalition of more than 40 other community organizations
committed to a range of criminal justice, racial justice, and gender justice issues—came together again in 2018 to campaign to close the Atlanta
City Detention Center (ACDC) and transform the facility into a wellness
and freedom center.193 Marilynn Winn of Women on the Rise explained
that they have been building up to the campaign “Close the Jail ATL:
Communities Over Cages” through sustained organizing and advocacy
efforts to reduce the number of people being held in ACDC—a strategy
she refers to as “starving the beast.” In 2017, the city reduced the penalty
for marijuana possession from $1,000 to $75 and eliminated jail time.194
With pressure and support from community groups, Mayor Keisha Lance
Bottoms (who took office in January 2018) has passed bail reform legislation and signed an executive order to remove U.S. Immigration and
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Bridgette Simpson, lead organizer from Women on the Rise, addresses the crowd at Atlanta City
Hall during a rally and press conference for the “Close the Jail ATL: Communities Over Cages”
campaign. Credit: Jerome Bryant

Customs Enforcement detainees from the detention center.195 The coalition
of community groups is campaigning to close the jail and reallocate the
millions of dollars spent annually on its operation to programs, services,
and physical spaces that will support community safety, civic engagement,
health, and wellness. In May 2019, the campaign won a key victory when
the city council passed a resolution to close ACDC and create a task force
to develop the plan.196 When the mayor and city council got behind the proposal, Winn said, “It was like divine order. Like a spirit or a power greater
than us that was bringing things to us.”
The task force began meeting in July 2019 and has been asked to report
back to Mayor Lance Bottoms with its recommendations by February
2020.197 Xochitl Bervera of the Racial Justice Action Center wants the task
force to tackle the physical repurposing of the facility, consider the range
of programs and services that could be funded when ACDC shuts down,
and advocate for policy changes to support further decarceration. Winn
explained her vision for transforming the facility from a space of punishment and oppression into one for health, healing, and liberation; she wants
Atlantans to have a “one-stop shop” where they can access a whole range
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of services, including health care, substance use treatment, food, childcare,
temporary housing, employment services, and literacy and educational
services. “The jail has been a drain on the human and financial capital of
Atlanta,” Winn said, but there is an opportunity for transformative investment to address the history of structural racism and oppression in this city.
There are challenges ahead and the stakes are high—Bervera is firm that the
outcome of Close the Jail ATL “won’t be a gentrification project.” Looking
beyond ACDC, the Fulton County Jail in northwest Atlanta has been
severely overcrowded in recent months.198 But Atlanta is a place where
people who use drugs and those directly impacted by the criminal justice
system are leading the transformation of the systems, institutions, and
policies that cause harm.

Atlanta, Georgia: Summary of promising practices, current gaps, and recommendations
Promising practices

› SSPs and other harm reduction services can thrive and

meet their goals when state laws permit their operation
and expansion—and local police understand their
benefits for community health and do not interfere with
service delivery.

› Community-based overdose education and naloxone

distribution (OEND) programs that focus on distributing
naloxone directly to people who use drugs are an
effective way to prevent overdose deaths.

› Efforts to reduce reliance on the criminal justice system
and strengthen community-based services have been
driven by community groups directly impacted by
the justice system and focused on issues of racial and
gender justice.

› Diversion initiatives can also catalyze criminal justice
reform by engaging justice system stakeholders
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and building support for alternatives to arrest and
criminalization and strengthening the infrastructure for
health and social services.
Gaps and recommendations

› State lawmakers and health care agencies should

expand access to evidence-based substance use disorder
treatment, including MAT, and expand Medicaid to
address high rates of people who are uninsured.

› Corrections agencies should ensure access to MAT in

correctional facilities and provide naloxone to people on
release from jail or prison.

› State and philanthropic funders should create and

sustain reliable sources of funding for naloxone, syringes,
drug testing kits, and other harm reduction supplies for
local service providers.

Changing course:
Lessons from the field

T

he previous sections of this report provided a brief overview of the
context of the current drug overdose crisis, the ways in which criminal justice responses have affected people and communities, and the
spectrum of community-based and justice system–based interventions that
are applied in response to drug use. The two case studies in Ross County,
Ohio, and Atlanta highlighted a range of successes and ongoing challenges
for local health and justice systems responding to overdose and drug-related harms in two different contexts.
Drawing on the insights from interviews with national experts (see
Appendix, page 56), as well as the local experiences of health and justice
stakeholders in Ross County and Atlanta, this final section outlines five
key strategies and recommendations for minimizing the harms associated
with punitive responses to drug use while advancing health-centered and
community-based approaches. These strategies include advancing harm
reduction in criminal justice settings, diverting people from that system
and strengthening upstream responses, supporting diverse definitions
of recovery, elevating the experience and leadership of people directly
impacted by drug use and the criminal justice system, and centering racial
equity and justice in all policies and initiatives.

Adopt harm reduction across the justice
continuum
Key elements of advancing a public health approach to drug use rather than
a criminal justice approach include minimizing justice-system contact for
people who use drugs and shrinking the role of police, courts, and correctional agencies in responding to drug use. But the reality is that people
who use drugs continue to be arrested, incarcerated, and entangled in the
criminal justice system. Therefore, it is critical that people who use drugs
have access to evidence-based supports for harm reduction, treatment, and
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recovery in criminal justice settings. Leo Beletsky, professor of law and
health sciences at Northeastern University, underscored the necessity of
this strategy.199
“In the same way that we want to meet people where they’re at,
we need to also meet systems where they’re at. And right now
the systems are configured in a way that makes it much more
likely that a person with substance use disorder comes into
contact with the criminal justice system—and right now those
encounters are a source of major harm. So I think it is an imperative to reconfigure those encounters to be less of a source of
harm and more of a source of benefit."
Lindsay LaSalle, managing director of public health law and policy at
the Drug Policy Alliance, framed the issue similarly, emphasizing that harm
reduction and treatment services should be available in any place where lives
can be saved and positive change is possible, including carceral settings:
“As long as we’re operating within a prohibitionist system, we have
to embrace incremental reform, which includes things like providing buprenorphine and methadone in jails and prisons . . . and
trying to ensure that drug courts and probation and parole agencies do not penalize people for being on these medications."
As the quotes from Beletsky and LaSalle imply—and as described by
many of the experts Vera interviewed—expanding access to harm reduction
interventions throughout the justice-system continuum and continuing to
push for all forms of MAT in all settings are key priorities for improving
justice system responses to drug use. In Ross County, Ohio, and in Atlanta,
Vera saw examples of law enforcement stakeholders supporting syringe
service programs and naloxone distribution—and despite concerns about
access to treatment in the community, there were supporters and advocates
for MAT within Ross County’s drug court programs. But both jurisdictions
are struggling to provide comprehensive harm reduction and treatment
services in jails and prisons, as well as after release.
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Recommendations:
›

›

Police officers should carry naloxone to prevent overdose deaths and
support community-based harm reduction interventions, including
OEND, SSPs, and SCSs.
OEND and MAT should be available in all criminal justice
settings, including drug courts, jails, prisons, and through community corrections.

Move responses upstream
In addition to acknowledging the urgency needed in implementing evidence-based public health, harm reduction, and treatment services in
criminal justice settings, experts interviewed by Vera discussed the need to
move responses to drug use upstream by diverting people who use drugs
from the criminal justice system and ensuring that there are robust, accessible health and social services in the community.
Divert people from the justice system and disentangle health care
delivery. National experts were concerned with how the criminal justice
system has become entangled with health care delivery, such that police,
judges, corrections personnel, and probation officers frequently act as
gatekeepers to health care, treatment, and other services. Referring to
the proliferation of drug courts, Lindsay LaSalle highlighted, “There’s no
business of a judge adjudicating a treatment plan for someone when it
really should be [managed] by a doctor in the community.” Devin Reaves,
executive director of the Pennsylvania Harm Reduction Coalition, said
he would prefer communities that are expanding drug courts to consider
LEAD programs instead.200 Other experts noted the limitations of LEAD
and advocated for a future in which access to services does not hinge on
the threat of arrest or interactions with police. “Any program that retains
the control of what happens to a person in the hands of law enforcement
officers is inherently a broken program,” said Louise Vincent, executive
director of the Urban Survivors Union. Moki Macías explained the longer-term vision for Atlanta’s pre-arrest diversion initiative: “For us, the
long game is that officers are not the gatekeeper[s], and there’s another
place to bring people. There has to be another place to bring people, and
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we can get police officers out of the business of responding to these
kinds of things.”
To shift resources and capacity for responding to drug use upstream
from the domain of criminal justice agencies into the hands of health
systems and community-based harm reduction advocates and service
providers, experts discussed the importance of reforming laws and policies
to support the adoption and expansion of harm reduction services and
evidence-based treatment for substance use disorders. The proliferation of

“There has to be another place to bring
people, and we can get police officers
out of the business of responding to these
kinds of things.”

911 Good Samaritan and naloxone access laws, increased legalization of
SSPs, regulations that increase the types of providers eligible to prescribe
buprenorphine, and the recent federal court decision on SCS were cited as
examples of positive legal reforms.
Strengthen infrastructure for a robust public health response. When
considering the path forward to move away from criminal justice-focused
responses to drug use, many of the experts Vera interviewed highlighted
the need to address deficits in health systems and strengthen the capacity
of health and social services to meet the needs of people who use drugs.
This was a key priority for the Atlanta Harm Reduction Coalition and
the Atlanta/Fulton County Pre-Arrest Diversion Initiative, as well as the
community-led campaign to reallocate funding and repurpose the physical
facility of Atlanta’s city jail.
National experts, including Leo Beletsky, underscored that across wide
swaths of the United States that are experiencing overdose surges, there are
“treatment deserts . . . where there’s just no [medication-assisted, methadone
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and buprenorphine] treatment available still, and that’s just shocking given
that we know it works, and have had data on this for a long time.” Dr. Daniel
Ciccarone of the University of California, San Francisco School of Medicine,
added, “There are still plenty of places in the country that don’t have the
basics. They do not have syringe exchange. There isn’t enough naloxone
to handle this current overdose crisis. This is basic stuff that still needs to
happen that we need political muscle and money for.” When the resources
and infrastructure to deliver these services to communities are not in place,
localities will keep leaning on the criminal justice system to fill the void and
struggle to scale up public-health community-based responses. Dr. Daliah
Heller, the director of drug use initiatives at the global public health organization Vital Strategies, articulated this point: “The public health side is
broken. So while you’re working on convincing criminal justice people to
reform how they approach drug use, nothing looks appealing on the [public
health] side, since we’ve been lacking resources and internal coordination for
building out a true health response.”
Building a more robust health-centered response to the overdose crisis
is also inevitably related to the availability and distribution of funding.
Expanding Medicaid to ensure that people have coverage for a full array of
substance use treatments is essential in parts of the country where people still lack health insurance. Medicaid is also a vital funding stream for
expanding the capacity of MAT, as well as residential and outpatient services for people seeking abstinence. The decision not to expand Medicaid
in Georgia continues to frustrate stakeholders in Atlanta, and people in
Atlanta and Ross County noted that many MAT providers still do not
accept insurance. In addition to improving access to treatment, jurisdictions also need to invest in community-based groups that are providing
harm reduction services. Experts noted that drug user unions and harm
reduction organizations in particular are too frequently hampered by a lack
of financial support for supplies, staffing, and services.201 Public and private
funding mechanisms often fail to adequately support advocacy efforts and
frontline service delivery by grassroots community groups led by people
who use or have used drugs.
Decriminalize drug use. Experts also discussed the value of decriminalizing drug use and lessons learned from other countries. Scott Burris, the
director of Temple University’s Center for Public Health Law Research,
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described the basic building blocks for a legal framework to replace criminalization: “We should have a system of legal regulation for access and control
as the first piece to get rid of the criminal justice system. The second piece
would be to create a vigorous public health-based, harm-reducing regulatory
approach whose goal is to nudge people as much as possible toward less
dangerous drugs and less dangerous formulations of those drugs to suppress
consumption, as much as we reasonably can without causing black markets.”
Robert Childs, technical expert lead at JBS International and former
executive director of the North Carolina Harm Reduction Coalition,
described Portugal’s approach: “If you have an encounter with a law
enforcement officer and have no more than a 10-day supply of a substance,
instead of being incarcerated, you get interviewed by [a committee made
up of a social worker, a psychiatrist, and an attorney]. They look at the
underlying problems that a person has and then say, ‘Oh, you’re a recreational user who is managing their use without issue,’ and thus that person
may be given just community service or a small fine to [a] charity of their
choice or the government. Or they say, ‘There’s some items we may need
to help you out with here. Let’s offer you mental health services and assist
you with housing. Let’s get you access to methadone or Suboxone and
access to a harm reduction program. Let’s support you in your recovery.’ So
they actually work with people on getting them access to harm reduction,
treatment, recovery, housing and/or mental health care services instead of
incarceration.”202 Lindsay LaSalle said that although Portugal is the most
famous example, there is also much to learn from the Netherlands about
pairing decriminalization with large-scale investments in a full array of
harm reduction services. She noted that each country has its strengths and
limitations, but that each offers valuable lessons for the United States: “In
terms of harm reduction, the Netherlands, they’ve got it all. They’ve got
lots of safe consumption sites. They have heroin-assisted treatment and
wide access to syringe access.” Dr. Joanne Csete, an associate professor
at Columbia University’s Mailman School of Public Health and an expert
in international drug policy, said that Swiss police have supported harm
reduction services such as HAT “enormously because they know that otherwise they’re going to be encountering these people on the street.”
Address root causes. Many experts emphasized that policymakers must
consider the root causes of why people use drugs and prioritize policies
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and programs that address the social determinants of health and drug
use.203 Historian Dr. Samuel K. Roberts of Columbia University pointed out
that “drugs showed up in cities in the first place because by 1965, and certainly by 1984 a lot of these areas were severely economically depressed.
Unemployment was high, housing availability was getting low, the social
services and support net was fraying, and the education system no longer
promised upward mobility. Getting involved in the low-level drug trade
offered some sort of employment, and using drugs offered some reprieve
from the stress of it all. Although these considerations did not factor into
how the ‘war on drugs’ unfolded, this is no different from our understanding of the opioid epidemic in Appalachia today.” Mona Bennett of the
Atlanta Harm Reduction Coalition agreed and said that policymakers need
to listen to people who use drugs to figure out the root causes and longer-term solutions: “Let’s talk about why people use drugs in society. Let’s
really talk about that and listen to those answers and act upon them, immediately and fearlessly. Opioids for example. Effective painkiller. Where’s this
pain coming from? What kind of pain are people in that they have to take a
substance to deal with it?”
Although a full discussion of the social, economic, and political changes
necessary to address root causes of drug use is beyond the scope of this
report, experts highlighted several ways that policies and practices in the
justice system can undermine access to resources and support for someone with a substance use disorder. For instance, having stable employment
is vital to economic security, increasing a person’s prospects for recovery
and diminishing their future involvement in the justice system. Yet having an arrest or felony conviction record is a substantial barrier to gaining
employment.204 Legislation and regulatory policies to expunge and seal
criminal records for drug crimes are examples of policy changes that can
help address this.205 Other examples include ensuring that state laws do not
restrict access to food, housing, and other social benefits on the grounds of
drug use or a criminal record.206
Recommendations:
›
›

Reform laws and policies to expand access to evidence-based harm
reduction and treatment services, including OEND, SSP, and MAT.
Increase resources and infrastructure for public health,
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›
›

community-based responses including expanding Medicaid,
improving the capacity of substance use treatment providers, and
supporting peer and community-led harm reduction activities.
Enact regulatory frameworks to decriminalize drug use and minimize drug-related harms.
Reform laws and policies that limit and prohibit people with
criminal histories from accessing employment, housing, and other
social benefits.

Diversify definitions of recovery
Stigmatization of people who use drugs and resistance toward harm
reduction, MAT, and patient-centered decision-making continue to persist
among criminal justice stakeholders, health providers, and policymakers. Too often, approaches to substance use disorders in community and
justice-system settings rely on coercive abstinence-based treatment paradigms that punish people who continue to use drugs or relapse rather than
offering them resources and support to work toward their own form of
recovery. Recognizing that abstinence is the goal for some but not all people who use drugs is an important principle of harm reduction that should
inform all responses to drug use.207
Mona Bennett of the Atlanta Harm Reduction Coalition reported that
when speaking to skeptics of harm reduction, she likes to highlight that
“harm reduction and treatment and recovery are not mutually exclusive.”
Bennet believes that “harm reduction is a bridge to treatment. . . . You can
even call it treatment readiness if you want to.” To Bennett’s point, a variety
of harm reduction, treatment, and abstinence-based interventions should
be widely available to all people with a substance use disorder, to determine
what works best for them.208 Dr. Daniel Ciccarone emphasized that medical
standards recognize that relapse is a common part of substance use disorder and said that community and correctional health systems need to adopt
“open-door policies for treatment that allow people to constantly be invited
back, because you don’t know whether it’s going to be the first time, the
third time, or the 13th time that the treatment sticks.” Without such policies,
“People disappear. They fall through the cracks. They try to hide. Hiding does
not help public health. Exposure helps public health.”
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Recommendations:
›
›

Ensure the availability of a variety of harm reduction, treatment, and
abstinence-based recovery interventions for substance use disorder.
Make sure that programs and interventions for substance use
disorder in community and criminal justice settings do not enforce
abstinence, punish relapse, or stigmatize MAT.

Empower people who use drugs
People who use drugs have long played critical roles in developing community-led responses to preventing overdose, promoting wellness and safety for
themselves and their peers, and advocating for policy and system changes.
People who use drugs and have firsthand interactions with the health and
criminal justice systems have unique knowledge and experience to guide
policymakers,—and they also play a key role in implementing new strategies.209 Before being officially legislated and implemented by formal health
systems, unsanctioned grassroots initiatives that save lives, support recovery,
and prevent disease transmission are frequently spearheaded by people who
use drugs, along with other harm reduction advocates.210 In Ross County,
Ohio, for example, responses to the opioid overdose crisis have been driven
by community members directly impacted by drug use—including people who have lost family members and loved ones to overdose—and peer
recovery supporters are contributing to treatment and support in a variety of
settings. In Atlanta, grassroots efforts to provide harm reduction services and
develop alternatives to arrest and incarceration have been led by people who
use drugs and other community members who have been directly affected
by the criminal justice system. Louise Vincent of the Urban Survivors Union
pointed to the importance of listening to people who use drugs and supporting the efforts they are fighting for:
“While this is a time when we have all of this pain and all of this
horrible stuff happening, it is also when you see the beauty of
community resilience. If people will look, then they will see that
there are drug users who are fighting to change things and fighting
to make things better.”
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Unfortunately, the efforts of people who use drugs who have firsthand
experience with the health and criminal justice systems have not always
been recognized or welcomed in institutional settings and policy-making, and there is not sufficient financial support for their involvement in
frontline service delivery or advocacy and policymaking. Interventions
developed without user input may be inaccessible and ineffective. Vincent

“There is a way to meaningfully engage
people that use drugs and it is done all
around the world; we just don’t do it well
here in the United States.”

expressed frustration about how often people who use drugs are not seen
as experts: “I’m often alarmed at how often we have police at the table
before we’ve established trust with the community. How are we gonna
bring the police to the table and have them at the table before we bring the
people who we’re trying to help to the table?”
There was widespread consensus among the drug policy experts Vera
interviewed that it is essential to elevate the leadership of people who use
drugs to develop effective responses to the overdose crisis. Corey Davis
of the Network for Public Health Law put it bluntly when saying that the
time is past due for policymakers to be “taking the beliefs, values, goals,
and desires of people who use drugs seriously.” Vincent emphasized that
people who use drugs should be meaningfully involved in the development
of U.S. drug policy. As she put it, “I’ve been sitting at the United Nations
while drug users were being consulted at community consultation about
everything from HIV, hepatitis C, to criminal justice responses. There is a
way to meaningfully engage people that use drugs and it is done all around
the world; we just don’t do it well here in the United States.”
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Recommendations:
›

›
›

Include people who use drugs and community members who have
been directly impacted by drug use and the health and criminal
justice systems in developing policies and programmatic responses.
Support the leadership of local and national groups representing the
perspectives of people who use drugs.
Expand opportunities for peer recovery supporters and other roles
in health, harm reduction, and recovery services.

Center racial equity and justice
Drug policy has never been race-neutral. For more than a century, drug
policy in the United States has criminalized people and communities of
color and contributed to police violence and mass incarceration while failing to acknowledge or address social and economic inequities.211
A transformative response to drug use requires centering racial equity
and justice in all policies and practices. Dr. Daliah Heller called for government agencies to “apply a racial equity lens” to all current and future policies,
including open, transparent data collection and reporting to allow for
assessment of the impacts of these policies.212 Heller emphasized that this is
particularly important because of how responses to the current opioid overdose crisis have centered the experience of white communities: “The issue
is how are you creating responses for the status quo? . . . If the mainstream
structures are built and powered by or emblematic of white supremacy, then
that’s how they’re going to function. They’re not going to serve the people
they’re already not serving unless they do something different.”
Several experts Vera interviewed highlighted the need to move beyond
discrete interventions for prevention and risk reduction to address structural inequities, particularly for communities of color. Devin Reaves of the
Pennsylvania Harm Reduction Coalition noted that efforts to implement
syringe service programs and supervised consumption sites without a focus
on addressing systemic oppression in educational, economic, health, and
criminal justice systems, for example, can seem inadequate: “There’s a lot of
arguments that Black people make, like. . . ‘Why aren’t you fixing the problems that led us to being jacked up instead of putting a Band-aid on it in a
supervised injection site?’ That’s hard to argue with. We should get that.”
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Others echoed the sentiment that addressing systemic issues should
be a focus for drug policy moving forward. A number of the experts Vera
interviewed discussed the context of the intergenerational harms of the
“war on drugs” on Black and Latinx communities and highlighted the
importance of reparative justice as a framework for advancing racial equity
and justice in drug policy.213 The Drug Policy Alliance’s campaign and
conference on race and reparative justice called for acknowledgment of and
atonement for the harm done to communities of color by criminalization
and punitive drug policies, as well as action to advance reforms that are
nonpunitive and health-oriented.214 Monique Tula of the Harm Reduction
Coalition highlighted how the organization’s recent North Star statement
makes an explicit call to broaden its vision of harm reduction to focus on
“reparative strategies to address trauma, social divisions, injustices and
inequities, and health” to heal the harms of racialized drug policies.215 A
few experts discussed the importance of reparative justice and racial equity
in current efforts to legalize marijuana.216 And echoing the calls to consider the root causes of drug use and move beyond discrete interventions,
Columbia University’s Dr. Samuel K. Roberts discussed the importance of
anchoring reparations for the “war on drugs” along with broader movements for racial justice and reparations: “What I’m saying is that all this ties
into justice across the board. If our schedule of reparations is only about
helping people who were ‘directly’ affected by the drug war, then that’s
really shortsighted because then the logic is everything else that we’re
doing was A-OK. A federal government (and many state governments)
which spent more time and resources in coordinating drug law enforcement than in coordinating education, the economy, and labor for the basic
survival of millions of its citizens must account for that.”
Recommendations:
›
›
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Apply a racial equity lens to all policies and programs to analyze,
monitor, and taken action to eliminate racial disparities.
Collaborate across criminal justice and drug policy reform and
broader health, racial, and social justice movements to address
structural inequities and root causes of drug-related harms.
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Conclusion

D

rug overdose is the leading cause of accidental death in the United
States, and communities across the country are struggling to
respond. Although it is widely recognized that the “war on drugs”
has driven mass incarceration, exacerbated racial disparities within the
criminal justice system, and devastated communities of color, U.S. policies,
practices, and systems continue to criminalize and punish people who
use drugs within and beyond the criminal justice system. It is clear that a
punitive approach is ill-equipped to address one of the most pressing public health emergencies of the 21st century. The United States needs a new
paradigm that prioritizes community health, harm reduction, and recovery.
In this report, Vera offers practical guidance to practitioners, policymakers, and funders to transform the criminal justice system’s response to
drug use. A new path forward requires not only bold leadership at the local
level, where true transformation can occur, but also sustained investment
in community organizations led by people who are affected directly. This
guidance is grounded in the experience and expertise of national experts
and local stakeholders and emphasizes the critical need to continue to move
responses upstream by increasing access to community-based harm reduction, treatment, and recovery services, while minimizing justice-system
contact for people who use drugs whenever possible and ensuring access
to evidence-based care for those who are entangled in the justice system.
And regardless of where services are provided, the recommendations of this
report also call for elevating the leadership and funding the efforts of people
who have been most directly impacted by punitive drug policies, as well as
centering racial equity and justice in all practices and policies.
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Appendix

Interviews
Interview #

Name

Organization and role

1

Robert Childs

JBS International, technical expert lead, and North Carolina Harm Reduction
Coalition, former executive director

2

Daliah Heller

Vital Strategies, director of drug use initiatives

3

Lindsay LaSalle

Drug Policy Alliance, managing director of public health law and policy

4

Corey Davis

The Network for Public Health Law, director, Harm Reduction Legal Project, and
deputy director, Southeastern Region

5

Scott Burris

Temple University, director of the Center for Public Health Law Research, and
professor of law and public health

6

Devin Reaves

Pennsylvania Harm Reduction Coalition, executive director

7

Daniel Ciccarone

University of California, San Francisco, professor of family community medicine

Moki Macías

Atlanta/Fulton County Pre-Arrest Diversion, executive director

Mary Naoum

Atlanta/Fulton County Pre-Arrest Diversion, program manager

9

Leo Beletsky

Northeastern University School of Law, professor of law and health sciences and
director of Health in Justice Action Lab

10

Monique Tula

Harm Reduction Coalition, executive director

11

Brandon del Pozo

Burlington, Vermont, former chief of police

12

Joanne Csete

Columbia University, associate professor of population and family health, and
director of the Health and Human Rights Program

13

Jennifer Clarke

Rhode Island Department of Corrections, medical programs director

Erica Poellot

Harm Reduction Coalition, director of faith and community partnerships, and
Judson Memorial Church, senior community minister of healing justice

Blyth Barnow

Faith in Public Life Ohio, harm reduction coordinator, and Femminary, founder

Charles King

Housing Works, chief executive officer

15

Louise Vincent

Urban Survivors Union, executive director

16

Samuel Kelton Roberts

Columbia University, associate professor of history and sociomedical sciences

8

14
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