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Executive Summary
Opioids are currently the main driver of drug overdose deaths in the United States. Of the
estimated 67,000 drug overdose deaths in 2018, nearly 70 percent involved some type of
opioid.1 Over the course of the overdose crisis, deaths have shifted from primarily being
attributable to prescription drugs, to heroin, and now to illicitly manufactured fentanyl and other
synthetic opioids, often seen in combination with other substances.
Addressing this crisis requires strong and collaborative multi-sector partnerships within local
communities. One potentially critical partnership is between public health and public safety.
Each of these sectors offers unique opportunities and resources for effective intervention
strategies: public safety agencies hold real-time data on overdoses, arrests and emerging
drug threats in the community, as well as having frequent, front-line contact with individuals
at high risk of overdosing. Public health agencies bring a data-driven and scientific approach
to investigating and responding to public health crises. Neither sector can reduce overdose
deaths independently, and a lack of coordination may limit each sector’s ability to fulfill its roles.
State and local entities working to implement and enhance programs and policies to reduce
overdose deaths can partner to bridge knowledge, data, and service gaps through cross-sector
collaboration, coordination, and shared accountability.
Although many jurisdictions are already engaged in multi-sector partnerships to address the
overdose crisis, overcoming siloed strategies is challenging. Bridging philosophical and practical
gaps between public health and public safety can be particularly difficult, given their different
roles, duties and training. The Public Health and Safety Team (PHAST) toolkit is a resource
developed to help local jurisdictions reduce opioid overdose deaths by increasing collaboration
and coordination among all sectors, with a particular focus on public health and public safety
agencies. The PHAST framework is modeled after New York City’s RxStat initiative. PHAST
engages multi-sector partners through a data-driven process known as “SOS,” which stands for
1) shared understanding, 2) optimized capacity, and 3) shared accountability – these represent
the specific goals of PHAST’s data sharing and collaboration activities.
The toolkit begins with an Introduction, which describes the need for effective partnership
among public health and public safety agencies and provides an overview of PHAST and the
SOS Process. The toolkit contains two distinct modules for two different audiences. Module
1 is designed for PHAST leadership. It describes the guiding principles, a recommended
organizational structure, the resources needed to initiate a PHAST, and suggested activities
and strategies for effectively leading a PHAST through the SOS process using regular (monthly)
meetings to engage in data-driven discussions, collaborative learning, collaborative problemsolving and performance management.
Module 2 is considerably shorter and is intended for use by multi-sector partners. This module
describes the differences between public health and public safety. It describes the roles,
responsibilities, and expertise each sector brings to the PHAST and the local overdose crisis
response, and it provides guidance to support participation in the SOS process.
The toolkit also includes examples of public health and public safety data sharing, including the
use of data dashboards, data mapping, and overdose fatality review teams. Lastly, it provides
a number of tools, templates, sample materials and links to additional resources that may be
useful to jurisdictions in their efforts to reduce overdose deaths.
1 Hedegaard H, Miniño AM, Warner M. Drug overdose deaths in the United States, 1999–2018. NCHS Data Brief, no 356. Hyattsville, MD: National
Center for Health Statistics. 2020.
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Introduction

What is the Opioid Overdose Crisis?
In 2006, public health scientists noticed an uptick in “poisoning” deaths and heard troubling
news from state medical examiners about increases in drug overdose deaths. Most of these
overdose deaths involved an opioid.1 Soon after, public health organizations initiated efforts to
better track and understand data related to the growing opioid overdose crisis.
Through public health surveillance, scientists identified prescription opioids as the primary
concern, but over time, this crisis has evolved. Overdose deaths have shifted from primarily
being attributable to prescription drugs, to heroin, and now to illicitly manufactured fentanyl and
other synthetic opioids (see Figure 1), often seen in combination with other substances. Recent
data has shown that rates of overdose deaths involving stimulants has been steadily increasing
since 2012.2 In 2018, there were over 67,000 drug overdose deaths in the United States, nearly
70 percent of which involved some type of opioid.3
Figure 1: Three Waves of the Rise in Opioid Overdose Deaths4
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Recognizing substance misuse and overdose as a health issue is fundamental to addressing
the overdose crisis. Opioid use disorder (OUD) is a chronic, treatable disease and overdose
death is preventable.5 All sectors tackling this crisis should understand the physical effects of
opioid use on a person’s brain and why recurrent relapse and repeat overdoses tend to occur
despite negative consequences.
With a shared understanding of OUD as a chronic disease, communities are better equipped to
help people with OUD gain access to needed treatment and support services and jointly combat
the challenges associated with this complex public health crisis.

What Roles Do Public Health & Public Safety Play in the Crisis?
The role of public safety in the opioid overdose crisis
Although OUD is a disease that can be managed with appropriate harm reduction services
and treatment, much of the burden of responding to overdoses and the opioid crisis is falling
on members of the public safety sector, which includes first responders, law enforcement and
criminal justice professionals.

Who are members of public safety?
Public safety encompasses law enforcement officials; criminal justice
authorities, such as prosecutors, judges, and those working in
correctional settings or in community corrections; and all first responder
personnel, including police, fire, and paramedics.

First Responders (Police, Fire, Paramedics)
Local police, fire, and paramedics are among the first responders frequently called to a person
experiencing a suspected overdose. With proper training and equipment, they are often in the
position to save lives with timely administration of the overdose-reversing drug naloxone.
Sometimes, after experiencing an overdose reversal by a paramedic, a person will refuse
transport to the emergency department for further assessment and care. In these situations, the
first responders can offer harm reduction resources and information about available treatment
and support services. They can attempt to have the individual consent to share their name
and contact information with others, such as a peer support specialist, who can conduct postoverdose outreach. They also may be able to provide naloxone kits and resource information
to bystanders, who also may be at risk of overdosing or may be in a position to help others in
the future. These tactics are only possible when first responders are trained, equipped, and
empowered to offer this type of assistance.
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For police, responding to overdoses and other drug-related calls that involve illicit drug use,
possession, or sales is complicated and multidimensional. As first responders, police represent
a life-saving opportunity; as law enforcement officials, they also can be an entry point into the
criminal justice system. Police must be empowered to work within a criminal justice system
that partners with other sectors to provide evidence-based support for people with OUD. For
example, instead of arresting individuals engaged in low-level drug crimes, officers could partner
with prosecutors and behavioral health sectors to connect people to the support services they
need. Without effective cross-sector coordination, and buy-in from sector leadership, front-line
officers are limited in their ability to support the needs of people with OUD.

Criminal Justice System
The corrections arm of the criminal justice system, which
includes prisons, jails, probation, and parole, is responsible for
a particularly vulnerable population at high risk of overdose.
An estimated 58% of state prisoners and 63% of sentenced
jail inmates met the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-IV) criteria for
drug dependence or abuse.6 These numbers show the
burden on correctional settings to provide appropriate harm
reduction services and medications for treatment for people
with substance use disorders while they are incarcerated.
However, the burden of the crisis does not start and stop when a person
enters or leaves a prison or jail. A study found that in Washington State overdose was the
leading cause of death among those who were previously incarcerated.7 In a recent study of
previously incarcerated individuals in North Carolina, the risk of dying of a heroin overdose in
the first two weeks post release was 74 times that of the general population.8 The immediate
post-release period is an especially high-risk time for a number of reasons. Return to substance
use after a period of abstinence while incarcerated can result in lower drug tolerance levels, and
the post-release community context, which often includes a lack of social support and economic
resources, also increases risk post-release.9
Prosecutors represent another arm of public safety’s role in the opioid overdose crisis. They
work closely with law enforcement to try to curb the drug supply by focusing their efforts on
penalizing/convicting drug traffickers and reducing the drug supply in communities. Yet, they
also often have much of the power deciding the fate of a person arrested for drug possession.
This critical time can be leveraged to offer defendants health support and treatment as opposed
to prosecution and punishment for behaviors attributable to drug dependence or disorder.
Pre-booking diversion programs, such as Law Enforcement Assisted Diversion (LEAD), first
developed in Seattle-King County in 2011, have shown positive outcomes related to improved
access to health and treatment services, housing, employment and education, reduced
recidivism, and cost savings.10, 11 But achievement (and measurement) of the program’s success
relies on cross-sector coordination.
Unfortunately, at present, the public health, behavioral health, and medical sectors that can
provide effective treatment and support services to people with OUD are not sufficiently linked
to the public safety sectors that are frequently encountering those at highest risk of overdose
death. Thus, it is critical that these sectors build effective partnerships to take advantage of the
numerous opportunities for intervention along the criminal justice continuum (See Figure 2).12

PAGE 8
I N T R O D U C T I ON

PU B LIC H E A LTH A N D SA FE TY TE A M (PH A S T) TO OLK IT
D R AFT V E R S ION 2.0 FOR PIL OTIN G

Figure 2: Criminal Justice Continuum for Opioid Users at Risk of Overdose
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The role of public health
As an often poorly understood field, public health professionals largely operate “behind the
scenes,” researching and tracking risks and protective factors while working with partners
to implement health and safety programs, policies and interventions. In fact, leveraging
partnerships with multiple sectors is one of public health’s essential strategies.13 Through
partnerships, researchers and scientists can track and monitor population-level health,
disseminate health messages, implement and test programs and policies, and investigate and
respond to public health threats. Many public health partners also hold the key to a valuable
public health resource – data. Real-time data (as well as insights and observations) from a
variety of sources is needed to continuously characterize, track, and adapt to an evolving public
health threat, like the opioid overdose crisis.

A Case for Strong Partnerships
A strong and collaborative partnership between public health and public safety is critical to address
the current opioid crisis. Each sector offers unique opportunities and resources for effective
intervention strategies: public safety agencies hold real-time data on overdoses, arrests, and
emerging drug threats in the community as well as front-line contact with individuals at high risk of
overdosing; public health agencies bring a data-driven and scientific approach to investigating and
responding to health crises. Neither sector can reduce overdose deaths independently, and their
lack of coordination severely limits each sector’s ability to fulfill its roles. State and local entities
working to implement and enhance programs and policies to reduce overdose deaths must work
to bridge knowledge, data, and service gaps through cross-sector collaboration, coordination, and
shared accountability.

A Call to Action
Multi-sector collaboration is challenging for a variety of reasons discussed in this toolkit. Individuals
may be hesitant to initiate or engage in cross-sector partnerships, especially when a lack of
precedent exists, as is the case for public health and public safety. A jurisdictional authority, be it a
city mayor or a county commissioner, is in the best position to encourage cross-sector collaboration.
A call-to-action from a jurisdictional leader also encourages the necessary buy-in from public health
and public safety leaders, who themselves may be hesitant to partner with one another.
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Many jurisdictions are already engaged in multi-sector partnerships to address the overdose crisis
but overcoming siloed strategies and finding ways to bridge informational gaps and philosophical
differences among cross-sector stakeholders can be difficult. The Public Health and Safety Team
(PHAST) toolkit is a resource developed to help facilitate and guide this process. This toolkit offers
a structure and framework specifically designed for local-level public health and public safety
stakeholders working to reduce overdose deaths.

What is PHAST?
To support local jurisdictions’ implementation of multi-sector opioid overdose response initiatives,
the Public Health and Safety Team (PHAST) guidance toolkit provides an organizational structure
as well as recommended processes to enhance cross-sector relationship-building, data use, and
opioid overdose prevention.
The PHAST guidance toolkit was developed in 2019 to assist jurisdictions in reducing opioid
overdose deaths by increasing collaboration and coordination among all sectors, with a particular
focus on public health and public safety agencies. PHAST combines CompStat and public
health principles, both of which use data 1) as a foundation for understanding and monitoring a
phenomenon, and 2) to facilitate targeted, action-oriented intervention and problem-solving.14
CompStat was the basis of the RxStat initiative in New York City (NYC), which was the first public
health/public safety collaborative of its kind, originally developed to tackle the prescription opioid
crisis in NYC. Both CompStat and RxStat follow four guiding principles, each of which are aligned
with public health strategies (See Table 1).
Table 1: CompStat Principles and Comparable Public Health Strategies
CompStat / RxStat Principles

Public Health Strategies

Accurate and timely intelligence
information (Know what’s happening!)

Epidemiology and surveillance (Monitor the health of the
population)

Effective tactics (Have a plan!)

Evidence-based interventions (Do what works)

Rapid deployment of personnel and
resources (Do it quickly!)

Public health emergency response (Do it quickly)

Relentless follow-up (If it works, do more
of it! If it doesn’t work, do something else!)

Scientific monitoring and evaluation (Know what works)
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How is a PHAST Structured?
Each PHAST is led by a core leadership team comprised of leaders from public health and
public safety. (See Figure 3). Co-leadership by public health and public safety is not intended
to exclude other community champions who may also join the leadership team. Rather, as two
non-traditional partners, public health and public safety leaders are required to continuously
set an example and encourage collaboration between their respective sectors.
The PHAST is supported by a dedicated program coordinator to manage the team’s
administrative and logistical needs and a data analyst to ensure data drives activities and
decision-making. Once the core team is in place, the leadership team invites local partners
from public safety, public health, behavioral health, and other sectors to join the PHAST.
Figure 3: PHAST Organizational Structure
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What is the PHAST SOS Process?
PHAST partners are required to participate in regular (usually monthly) action-oriented
meetings, which build on the principles listed above. The PHAST toolkit further operationalizes
these principles by guiding engaged multi-sector partners through a data-driven process known
as “SOS,” which stands for: 1) Shared understanding, 2) Optimized cross-sector capacity, and
3) Shared accountability (Table 2 defines these goals). The SOS goals drive PHAST activities,
thereby ensuring purposeful, action-oriented, and measurable collaboration.
As shown in Table 2, each part of the SOS Process relies on data-driven strategies and
activities. Examining and sharing multi-sector data allows for a comprehensive, shared
understanding of the local-level crisis. As data are shared, public health and public safety
stakeholders bring to bear their subject-matter expertise and experience to contextualize and
interpret data. They then work together to optimize capacity and prioritize opportunities for
intervention as well as program and policy improvement. Data are continually used to monitor
progress alongside new or expanded programs, policies and interventions. Through this
ongoing performance management process, partners maintain shared accountability by
celebrating wins, problem-solving and making course corrections together as a team.
Table 2: Data Use Strategies and the SOS Process
Shared Understanding
A comprehensive, common understanding of broad-based as well as local-level opioid use disorders,
associated risk factors and evidence-based prevention, rescue, and recovery strategies.

Data use strategies to understand addiction and overdoses
Collaborative Learning

What can we learn about addiction, recovery, stigma, treatment effectiveness, and the ways
the overdose crisis is encountered and experienced throughout our community?

Simple Data Sharing

What data are currently being collected and what do the data tell us about overdoses and
at-risk populations?

Data Mapping/“Hot-spotting”

What geographical patterns of overdose can help us prioritize and target interventions?

Systematic Overdose Fatality Reviews (OFR) (Case-level)

What agency-level and systems-level gaps, strengths, and opportunities are observed in
overdose cases?

Data use strategies to understand the context surrounding the local overdose crisis
Data on Treatment and Harm Reduction Service Availability and Use

To what extent do available treatment and harm reduction services sufficiently meet the
needs of at-risk individuals (address disparities)?

Drug Supply: Trafficking Arrests, Seizure and Toxicology Data
What are the drug supply trends and emerging threats?

Community and Partner Organization Data/Observations

What other data may help us better respond to the needs of those at risk of overdose?
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Data Use Strategies and the SOS Process (continued)
Optimized Capacity
Fully leveraged multi-sector resources and opportunities for intervention that mutually enhance and
strengthen the jurisdiction’s or community’s overall capacity to reduce overdose deaths.

Data-driven strategies to optimize capacity to reduce overdose deaths
Collaboratively Problem-Solve/Intervene

Leverage cross-sector data, ideas, resources, and capabilities

Improve Data Collection and Use

Identify and address data gaps and limitations that compromise shared understanding

Enhance/Expand Response Strategies and Programs

(E.g., targeted naloxone distribution, linkage to care programs, harm-reduction education/
service provision, pre-arrest diversion, safe stations)

Coordinate Crisis Intervention and Response Efforts

Identify the types of events that trigger the need for coordinated investigations across
agencies and conduct “Tabletop exercises” to learn from and improve coordination

Shared Accountability
Shared responsibility for monitoring and achieving desired outcomes that are beyond the control of any
single entity or individual.

Data use strategies to implement performance management
Identify Appropriate Performance Indicators to Assess Progress
Determine agreed-upon markers of “achieving success”

Conduct Performance Measurement

Leverage available data; collect new data to measure short-term and intermediate progress
as well as long-term outcomes

Monitor and Report on Performance Measurement Results

Share cross-sector performance measurement data, insights, challenges, successes

Quality Improvement

Celebrate small wins together, share what is working, and build on positive momentum to
achieve continued progress; use evidence of stalls or setbacks as learning opportunities to
help strategize improvements
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How Should This Toolkit be Used?
The PHAST toolkit was developed to assist city, county or municipal public health and public
safety agencies interested in working collaboratively to reduce opioid overdose deaths. It is
relevant to those initiating, expanding or enhancing existing taskforces, workgroups, coalitions
or collaboratives. In addition to this introduction, the toolkit contains two modules – one
for PHAST leadership teams, and another for all public health and public safety partners
participating in a PHAST. Each module includes links to additional resources and in some
cases templates, which can be tailored to a particular jurisdiction. A Glossary of Terms can be
found in the back of the toolkit.
Module 1 is designed for the PHAST leadership team. The leadership team is responsible
for PHAST oversight, logistics, and follow-up, as well as ensuring that key programmatic
resources are available and in place for effective PHAST implementation. This module begins
with a description of PHAST guiding principles, followed by a recommended organizational
structure and the resources needed to initiate a PHAST. Lastly, it details the specific SOS
Process strategies, along with tips to help facilitate each of the SOS Process goals – Shared
Understanding, Optimized Capacity, and Shared Accountability.
Module 2 is intended for use by Public Health and Safety Team (PHAST) partners, all of
whom play a critical role in the opioid overdose crisis response. The module begins by
describing the general roles of public health and public safety. It then lists both sectors’
potential roles in the overdose crisis. The module briefly describes the data-driven SOS
process and strategies partners can use to achieve the SOS Process goals.
Appendices include the PHAST logic model, specific templates jurisdictions may find useful,
select examples of public health and public safety data use, and a list of resources to assist
throughout the SOS Process.
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Module 1 — For PHAST Leadership Team:

Establishing and Maintaining a
Public Health and Safety Team

Establishing and Maintaining a Public Health and Safety Team
This module is designed for the Public Health and Safety Team’s leadership. It begins with a
description of PHAST guiding principles, followed by a recommended organizational structure
and the resources needed to initiate a PHAST. Lastly, this module details activities and
strategies for effectively leading a PHAST.

Guiding Principles
The leadership team is responsible for ensuring that partners agree with and commit to PHAST
guiding principles.

Guiding Principles
• The “North Star” (shared goal of reducing overdose deaths)
• Recognition of opioid use disorder as a chronic, treatable disease
and overdose as a preventable injury
• Responsible use of multi-sector data to inform response strategies
• Continuous Improvement
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Figure 1A. Logic Model for Expanding Naloxone Administration Capacity Among Police Officers

Logic Model for Expanding Naloxone Administration Capacity Among Police Officers
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The North Star: Reduce Overdose Deaths
Multiple sectors, often employing divergent viewpoints and approaches, are united in the
principle of the protection of life. A key to maintaining a PHAST is the explicit identification of
and commitment to a common goal: reduction in overdose deaths. This explicit common goal
should ground all PHAST work and its partners. When issues or challenges arise that seem
intractable, the leadership team should refer back to this unifying and simple, but critically
important “North Star.”

Tips:
Remind partners of the common goal by using a logic model to draw
connections between interventions and short-term, intermediate, and
long-term outcomes. Logic models can be useful visual aids for those
trying to understand a complex program or intervention. The logic model
on the next page demonstrates how a program’s resources, activities,
and objectives can be depicted graphically. The arrows between
boxes show the intended causal/contributing relationships between
the program’s inputs/activities and outputs/outcomes. A detailed logic
model for establishing a PHAST and implementing the SOS Process
can be found in the Module 1 Appendices.

Recognition of Opioid Use Disorders (OUD) as a Chronic, Treatable Disease1,2
Recognizing substance misuse and overdose as a health issue allows for a shared approach to
helping people with OUD gain access to needed treatment and support services, including harm
reduction. All partners tackling this crisis should understand the physical effects of opioid use on
a person’s brain and why recurrent relapse and repeat overdoses tend to occur despite negative
consequences. With a shared understanding of OUD as a chronic disease partners are better
equipped to combat stigma and tackle common challenges like compassion fatigue, which is
likely to occur among people who often witness repeat overdoses.

Tips:
• Educate all partners on the science and biological effects of
addiction, and specifically opioid use.
• Leverage the knowledge and expertise of medical, behavioral, and
mental health professionals in your community.

PAGE 1 9
MODULE 1

PU B LIC H E A LTH A N D SA FE TY TE A M (PH A S T) TO OLK IT
D R AFT V E R S ION 2.0 FOR PIL OTIN G

Responsible Use of Multi-sector Data to Inform Response Strategies
Public health practice and success relies on the public’s trust in institutions and agencies serving
them. Similarly, achieving long-term, population-level reductions in overdose deaths relies on
PHAST partners to maintain and perhaps even strengthen this trust among people in their
community. One way to maintain the public’s trust is by respecting the privacy rights of everyone
they serve. The PHAST framework focuses on strategies for using multi-sector data to gain a
comprehensive understanding of the overdose crisis and context and inform response strategies.
To achieve this understanding, the PHAST framework focuses primarily on aggregate/populationlevel data and only uses case-level data for the purposes of conducting overdose fatality reviews.
For intervention purposes, case-level data sharing may be needed, such as for post-overdose
outreach and linkages to care. This type of case-level data-sharing would likely occur between
agencies that have specific data-sharing agreements in place and comply with federal and statespecific data protection laws and regulations.
Module 2 addresses some of the data-related frustrations that may be experienced by public
safety partners, who are accustomed to having access to personal information for criminal
investigation and prosecution purposes and may feel hamstrung by data protections. As PHAST
leaders, you can play an important role by demonstrating appreciation for the differences between
aggregate (non-identifiable) and case-level data use. Table 1A provides some examples of each.
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Table 1A: Examples of Uses for Aggregate- and Case-Level Data
Uses for Aggregate
(non-identifiable) Data

Data
•
•
Non-fatal overdose
data from first
responders

•
•
•

Uses for Case Level Data (possibly
requiring data sharing agreements)
•

Track overdose rates over time

Monitor rates of naloxone
administration by first responders

•

Identify high-burden/priority areas,
neighborhoods
Track enforcement of 911 Good
Samaritan Laws (police data on
dispositions)

Track ambulatory transfer rate post
reversal with naloxone

Non-fatal
overdose data
from emergency
departments

•

Track overdose rates over time

Drug-related
arrests

•

Track drug-related arrests by crime
level

•

Track drug seizure data by type of
substance, quantity, location, polysubstance seizures

•

Drug seizures

•

Overdose deaths
from coroner

•

Track numbers of Emergency
Department inductions of
medication for opioid use disorder

Identify trends related to overdoses among
people
• under community corrections
supervision
• previously incarcerated

•

Track repeat overdoses for heightened
intervention targeting

•

Conduct post-overdose outreach/follow-up
with harm reduction services and treatment
maintenance

•

Determine eligibility for pre-arrest diversion

•

Identify, arrest, convict high quantity drug
traffickers

•

Conduct overdose fatality reviews with data
gathered from multiple stakeholders

Monitor for changes to local drug
supply

Track overdose death rates, trends
over time

Conduct post-overdose outreach/follow-up
support for harm reduction

Tips:
• Identify the key questions you are trying to answer and the data
sources that may help answer these questions. This will help
determine the need for sharing and analysis.
• Use and enforce data use agreements that protect confidentiality
and align with applicable state and federal laws and regulations.
Jurisdictions often stumble over issues of personally identifiable
information (PII) and confidentiality when it comes to data
sharing. We strongly urge you to consider how aggregatelevel data can be optimized to avoid these issues and potential
conflict between partners.
• Share only the minimum data necessary for analysis purposes;
remove any unnecessary PII from datasets before sharing to avoid
possible data misuse.
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Continuous Improvement
One of the guiding principles of NYC’s RxStat initiative is “Relentless Follow-up.” When talking
about this principle, RxStat leaders state, “What gets measured gets done.” The PHAST toolkit
combines these tenets into a “continuous improvement” principle, which emphasizes the need to
continuously strive for measureable progress, even when faced with challenges. Doing so may
require persistence, a willingness to listen to and learn from others and an openness to try new
strategies.To understand whether you are making measurable progress toward your “north star,”
PHAST encourages the use of a performance management approach. Performance management
is the process of using information and feedback on the work of an organziation or activity to
improve its processes and outcomes. Performance management is the primary PHAST strategy
for ensuring shared accountability.

Tips:
• Monitor and report on all local overdose prevention program
progress in PHAST meetings that are dedicated to performance
management and align with applicable state and federal laws
and regulations.

Organizational Structure
The exact organizational structure of your PHAST will vary depending on existing taskforces
and resources already engaged in local opioid overdose response. The structure is teambased so that partners can participate based on capabilities, whether it be through simple
data sharing, overdose fatality reviews, strategic interventions in specific settings, or more
general provision of contextual information and insights. At a minimum, we recommend the
following structure:
1. Leadership Team — The leadership team includes both a public health leader – ideally
a representative from the local health department or drug overdose prevention division,
and a public safety leader – ideally the county sheriff, police chief, of district attorney.
The leadership team may also include a local respected champion of overdose response
and prevention such as the director of a jurisdiction’s drug coalition or taskforce. This
small team is responsible for PHAST oversight and logistics such as meeting scheduling,
agenda setting, and follow-up action item tracking.
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2. Representative Partners from Local Agencies and Community Organizations —
Multi-sector partners in a PHAST act as a representative of their agency’s head. They are
engaged in or highly aware of the day-to-day activities of their own agency personnel and
are able to speak with authority regarding potential programmatic and policy changes.
The number of multi-sector representatives in a PHAST may vary based on its needs,
but partners are required to commit to convene in person on a monthly basis in order
to ensure a successful collaboration. Leadership may consider inviting representative
partners from the following agencies or sectors to participate in regular PHAST meetings
and serve on select workgroups:
• Behavioral and Mental Health
Treatment Agencies/Providers
• Hospitals (EDs), Health Systems
• Payers/ Insurance
• State Health Department
• Medical Examiner/ Coroner
• Pharmacies
• Veterans Services

• Community-based Organizations
• Harm Reduction NGOs
• Large Local Employers
• Advocacy
• Transportation
• Police
• Fire Departments

• Housing/ Homeless Services

• Emergency Medical Services /
Paramedics

• Child and Family Services

• Corrections, Parole & Probation

• People in Recovery

• District Attorney, Prosecutors

• Education / Schools

• Courts / Judges

3. Data Analyst — Data analysis is a cornerstone of PHAST. Analysts have ability to clean
data sets, de-identify data, run queries or pivot tables, create rates using raw data, and
consider data limitations. Analysts participate in PHAST meetings to understand what
questions the team needs to answer, the types of data available, and additional data or
analytic needs. Analysts may also present or support other presenters of data at team
meetings and support the work of each data-driven workgroup.
4. Program Coordinator — As an ongoing, multi-agency collaboration with a considerable
administrative component, a PHAST requires a coordinator to manage meeting
logistics, channel inter-agency communications, organize content, work with agency
representatives and staff to access data, finalize presentations, and more. The
coordinator also serves in a planning role, laying groundwork for upcoming meetings
through informal, preparatory conversations with agency representatives between
meetings.3 Table 1B presents recommended skill sets and potential job responsibilities
for the PHAST program coordinator.
5. Data-driven, Action-oriented Workgroups – Specific workgroups should be
developed to address common response strategies that cut across multiple sectors or
require coordination. For each of the PHAST workgroups, a specific set of steps (see
Figure 1C) can guide their activity. For interventions already underway, a workgroup
may start at Step 5 or 6.
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Examples of possible workgroups include the following:
• Improving quality and synthesis of data on non-fatal overdoses
• Overdose fatality reviews
• Targeted naloxone distribution
• Criminal justice diversion
• MAT in correctional settings and during transitions
• Peer recovery support
Figure 1B: PHAST Staff

PHAST Leadership Team
Public Health Leader

Public Safety Leader

Project Coordinator

Public Health /
Healthcare Partners
Behavioral and Mental
Health Treatment Agencies
/ Providers
Hospitals
(EDs),
Health Systems

Medical
Examiner /
Coroner

Payers /
Insurance

Pharmacies

State Health
Department

Veterans
Services
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Other Community Partners
Housing /
Homeless
Services

Community-based
Organizations

Child and Family
Services

Harm Reductions
NGOs

People in
Recovery

Large Local
Employers

Educations /
Schools

Advocacy
Transportation

Data Analyst

Primary Public
Safety Partners
First
Responders

Criminal
Justice

Police
Fire
Departments
Emergency
Medical
Services /
Paramedics

Corrections,
Parole &
Probation
District
Attorney,
Prosecutors
Courts /
Judges
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Figure 1C: Workgroup Action Steps

STEP 1:

What do we know?
(Collect / analyze data)

STEP 7:

How can we do
better? (Problem solve
collectively)

STEP 2:

What else do we need to
know? (Obtain additional
needed data)

STEP 6:

STEP 3:

How are we doing?
(Measure and share
progress)

What can we do?
(Innovate / problem-solve)

STEP 5:

How will we know if our
strategy is effective? (Identify
performance measures)
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Table 1B: Recommended Skills and Responsibilities of the Program Coordinator
Recommended Skills of the Program Coordinator
• Familiar with the jurisdiction’s public sector/government organizations
• Strong organizational skills
• Background in public health, public safety, or a related field
• Skilled at building trust among and collaboration across large agencies or programs, often with
divergent view points
• Able to facilitate information access, exchange, and analysis*

Potential Job Responsibilities of the Program Coordinator
• Serve as a primary point of contact for the PHAST
• Facilitate meetings to engage and elicit input from all stakeholders
• Coordinate outreach on behalf of the leadership team
• Ensure proper confidentiality and data use agreements are in place
• Help coordinate PHAST partner and workgroup meetings and follow-up on key action items
• Support the development and improvement of business processes, policies and procedures, and
other protocols commonly associated with information management and data sharing, integration and
analysis
• Establish a communication strategy to provide policymakers, practitioners, and the public information
about the PHAST
• Collect, share, and report performance measurement data
*The program coordinator position should be based in a location to facilitate information access and exchange,
and therefore may be best situated within the agency contributing the majority of the data, likely the public health
department. Alternatively, the coordinator could be centrally located within the Mayoral or county executive office.4
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Resource Requirements and Other Prerequisites
We recommend several elements be in place before a PHAST is initiated. These
recommended prerequisites set the stage for accountable collaborative and coordinated
efforts. A jurisdiction’s resources, interests and motivation for public health/public safety
collaboration will determine how quickly the recommended prerequisites can be achieved.
We recommend leadership spend time assessing their jurisdiction’s readiness to formalize a
PHAST with these suggested prerequisites in mind to identify potential
struggles and set realistic expectations from the start.

Call to Action from Jurisdictional Leadership
A key first step in establishing a PHAST is a “call to action” by a
jurisdiction’s executive leadership, such as the mayor or county
executive. Depending on the jurisdiction, multiple preliminary
conversations may need to take place among ranking officials
from different sectors to initiate interest in developing a formal
PHAST. Encouragement from a city or county executive, whose
authority and relationships cut across multiple public sectors, can
help facilitate these conversations and speed up the buy-in process.5
Jurisdictions already employing some collaborative activity may benefit from
having its leadership formalize the ongoing work through a directive or executive order. This
may contribute to long term sustainability for interagency representatives coming together and
cooperating to share, analyze, and interpret data. Finally, this level of buy-in can also help
establish a PHAST as a cornerstone of the jurisdiction’s overdose response.

A Common Goal
A key to maintaining a PHAST is the explicit identification of and commitment to a common goal:
reduction in overdose deaths. This explicit common goal should ground all PHAST work and
its partners, collectively. When issues or challenges arise that seem intractable, the group’s
leadership should refer back to this unifying and simple, but critically important, “North Star.”

The ‘North Star’
The single shared goal of reducing overdose deaths is referred to among
NYC’s RxStat partners as their “North Star.” This imagery helps partners
maintain momentum even as they experience significant challenges
overcoming differences of opinion and approach.
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Joint Leadership
It is important to have high level representatives from both public health and public safety in
the leadership team. This joint public health and public safety leadership team sets the stage
for cross-sector engagement and collaboration by a diverse set of stakeholders with access to
different types of information, different perspectives, and different approaches to the opioid crisis
including targeting the drug supply and engaging in linkages to care, harm reduction, treatment
and supportive services.
Depending on the structure of the jurisdiction, it may make sense to have one or two additional
leadership members; however, this group must remain small enough to be nimble and actionoriented. The leadership team may draft and sign a Memorandum of Understanding to establish
mutual support and commitment to their collaboration. (The New York/ New Jersey High
Intensity Drug Trafficking Area Program co-leads NYC’s RxStat with the NYC Department of
Health and Mental Hygiene’s Bureau of Alcohol and Drug Use Prevention Care and Treatment
and the New York Police Department).

Partner Buy-in
Involvement of senior-level representatives from government agencies helps prioritize
a PHAST’s work. It also ensures that meeting time is well spent and
decision-making is streamlined. It may be necessary to start with
just a few key partners who are fully invested in the process. Visible
high-level commitment can encourage leadership from other
agencies who may be more hesitant to join and actively participate,
including separately elected individuals, such as prosecutors and
coroners or medical examiners. Informal dialogue may also help
to identify and rally individuals working in the public health and
public safety agencies to generate interest in and support for
your PHAST.
In order for PHAST participants to actively engage in this work and
effectively contribute to the common goal, partners must act as a representative of
their agency during PHAST meetings and speak with authority regarding potential programmatic
and policy change.

Establishing RxStat
In New York City, the Deputy Mayor of Health and Human Services and
the city’s Director of Criminal Justice formally convened a mayoral task
force on prescription opioid misuse, and RxStat was developed as its
data working group. The conveners invited agency commissioners from
city and state government to participate (or designate senior leaders
to participate) in the task force and in the data working group. The
conveners extended similar invitations to county prosecutors and local
leadership from federal agencies.

PAGE 2 8
MODULE 1

PU B LIC H E A LTH A N D SA FE TY TE A M (PH A S T) TO OLK IT
D R A FT V E R S ION 2.0 FOR PIL OTIN G

Designated Resources to Support a Program Coordinator and Data Analyst
The cost of having a PHAST will vary depending on the number of partners, communication
frequency, the data analysis capabilities of your partner agencies, and the existing staff capacity.
The cost could include 25-100% of a project coordinator’s time and 25-100% of a mid-level data
analyst position. No matter what, a PHAST should help communities work “smarter,” and not
necessarily “harder,” as it facilitates leveraging existing resources across agencies.
Many jurisdictions should be able to initiate a PHAST without additional funding if they already
have an existing overdose-related taskforce or coalition with a data workgroup. In these cases,
adoption of the PHAST framework may involve restructuring the taskforce or inviting additional
partners. It may place a greater emphasis on data analysis and use, in which case more of a
data analyst’s time may be needed. In some communities, law enforcement might benefit from
a centralized data analyst resource to prepare public safety data such as drug paraphernalia
seizure data, naloxone administrations and drug-related arrests. Similar agencies may be able
to pool their efforts to analyze data or rely on the best resourced among them to manage the
data and conduct analyses, while the others may simply arrange for routine transfer of specific
data files (this may require data sharing agreements).
For example, in NYC, each of the five counties has an independent prosecutor, but one office
uses its resources to prepare the data for all five prosecutor offices. In communities with very
limited resources, building data analysis capacity can be a challenge. In these cases, it may
be necessary to apply for a grant to support the hire of a new analyst. It may be possible to tap
into expertise at a local college or university or offer internships to graduate students. Other
strategies, such as sharing an analysts’s time across agencies may be considered as well.

Program Coordinator
The Program Coordinator plays a critical role in managing the administrative components and
day-to-day activities of the PHAST. Some jurisdictions may be able to reallocate existing agency
resources to fund this position or dedicate a staff member to the initiative on a part-time basis.
In other jurisdictions, this position may require new funding procurement from the start.

Data Analyst
The data analysis cornerstone of a PHAST cannot be accomplished without the person-power of
data analysts. At a minimum, the public health department needs expertise to conduct statistical
and epidemiologic analyses, but other agencies may benefit from having jointly-funded or parttime data analysts as well.
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Similar to the program coordinator position, the data analyst position may be funded through
existing financial or human resources or may require additional funding procurement from the start.
Over time, PHAST activities may yield additional analytic and research needs, calling for additional
funding. For example, agencies with extensive data sources may choose to invest in an internal
data analysis unit as they consider new uses for these data through participation in PHAST
meetings. In addition, both quantitative and qualitative research may be needed to explain a local
level phenomenon, or a new data surveillance or reporting system may be deemed necessary
to help identify and respond to real-time needs. All of these possibilities could warrant additional
resources. A collaborative plan that lays out why the data would be used by PHAST stakeholders
is critical to make the case for additional resources in grant applications.

Meeting Schedule, Location and Communication Protocols
The frequency of meetings should reflect the urgency of the crisis while still allowing sufficient
time between meetings for required follow-up, decision-making, data collection, preparation
and analysis, and meeting planning. At a minimum, monthly meetings are strongly suggested
for all partners, with flexibility for interim meetings among the leadership team and various
workgroups. Attendance records should be kept and should include each attendee’s agency,
title, name, and email for follow up correspondence.
The success of a PHAST depends on the commitment and investment of time from very busy
individuals across multiple sectors. Consistent attendance by key agency representatives is
critical for continuity of knowledge transfer and the SOS process. The absence of key partners
compromises meeting productivity, which in turn can threaten other partners’ commitment
levels and trust. Particularly when momentum is building, the leadership team plays a vital role
ensuring consistent and full attendance at meetings. To help encourage consistent participation,
meeting schedules and location should be consistent, and necessary changes should be
communicated well in advance.

Lesson from NYC’s RxStat
Regular attendance at meetings, the willingness to supply data when
requested, and a respectful, critical learning environment among
participants and across disciplines have advanced the cooperative spirit
of the initiative.6
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Best Practices for Standing PHAST Meetings
• Engage key stakeholders in setting meeting agendas (ask
partners what information they want/need to ensure the meetings
are immediately useful)
• Utilize commanding, respected meeting facilitators who can keep
attendees on track and adhere to the agenda
• Identify a standing location and day/time when monthly meetings
will occur
• Develop and distribute draft agendas 3-6 months in advance;
attach final agendas to meeting invitations when ready
• Craft agendas so that partners are expected to provide
information (their attendance and input is needed and expected)
• Have attendees sign-in to each meeting for accountability
purposes
• Send follow-up correspondence (not meeting summaries) with
specific, assigned action items following each meeting
• Have agendas generally follow a consistent format:
• Check-in on action items from last meeting
• Presentation of updated numbers of fatal/non-fatal overdoses
• Presentation (by pre-determined individual, agency, or
workgroup)
• Q/A/Discussion (document action items, as they emerge)
• News to Share
• Adjourn

Memoranda of Understanding and Data-Sharing Agreements
A Memorandum of Understanding (MOU) is a formal agreement between two or more parties
to establish mutual support, commitment, and shared understanding of their collaboration.
MOUs can be used to clearly specify roles and responsibilities of each partner as well as
project timelines, deliverables, and other key information. Similarly, a Data Sharing Agreement
is a formal contract between partner agencies that documents the terms in which data will
be shared. These agreements can protect the entity providing the data as well as serve as a
channel for communicating data needs and expectations between partners.
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Data Sharing Agreements will often include, but are not limited to:
• A list of specific data elements that will be shared (What will be shared?)
• The purpose of sharing these data (Why will it be shared?)
• The intended use of the data (How will it be used?)
• Method of data-sharing (How will it be shared?)
• Data confidentiality and security (How will confidentiality be maintained? What security
protocols are in place?)
• Period of agreement (How long does this data sharing agreement in effect?)
• Data destruction (What happens after this project is over? How long will the data be
saved?)
Both Memoranda of Understandings and Data Sharing Agreements should be thoroughly
reviewed by each agency’s privacy officer, leadership, or legal team to ensure compliance with
applicable state and federal laws and regulations.

Data-driven public health and public safety collaboration presents
some challenges due to the ways each sector uses data and
handles personal identifiable information. For effective data sharing
and actionable data use, these differences must be mutually
acknowledged and addressed in alignment with applicable state
and federal laws and regulations. Data use agreements and open
conversations can help ensure responsible, appropriate data use to
inform your crisis response.
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The SOS Process (PHAST Activities and Strategies)
A PHAST is designed to increase the use of available resources within a jurisdiction. Data are
a valuable, yet often underutilized, resource in the fight against an evolving opioid overdose
crisis. The SOS process relies heavily on the use of data to focus and motivate collaboration.
Each SOS objective—shared understanding, optimized jurisdictional capacity and shared
accountability—is achieved by using data-driven strategies: 1) Data analysis and presentation,
2) Data-driven discussion/collective interpretation, 3) Collaborative problem-solving and
intervention, and 4) Performance monitoring.

Develop a Shared Understanding of the Local Level Crisis and Context
PHAST stakeholders work together to leverage and share with one another available data that
shed light on the frequency, locations, and characteristics of people experiencing both fatal and
non-fatal overdoses within the jurisdiction; emerging drug threats and drugs associated with
overdoses; associated risk factors; evidence-based prevention, rescue and recovery strategies;
and available resources and barriers in the community.
Table 1C: Data Use Strategies and the SOS Process
Shared Understanding
A comprehensive, common understanding of broad-based as well as local-level opioid use disorders,
associated risk factors and evidence-based prevention, rescue, and recovery strategies.

Data use strategies to understand addiction and overdoses
Collaborative Learning

What can we learn about addiction, recovery, stigma, treatment effectiveness, and the ways
the overdose crisis is encountered and experienced throughout our community?

Simple Data Sharing

What data are currently being collected and what do the data tell us about overdoses and
at-risk populations?

Data Mapping/“Hot-spotting”

What geographical patterns of overdose can help us prioritize and target interventions?

Systematic Overdose Fatality Reviews (OFR) (Case-level)

What agency-level and systems-level gaps, strengths, and opportunities are observed in
overdose cases?

Data use strategies to understand the context surrounding the local overdose crisis
Data on Treatment and Harm Reduction Service Availability and Use

To what extent do available treatment and harm reduction services sufficiently meet the
needs of at-risk individuals (address disparities)?

Drug Supply: Trafficking Arrests, Seizure and Toxicology Data
What are the drug supply trends and emerging threats?

Community and Partner Organization Data/Observations

What other data may help us better respond to the needs of those at risk of overdose?
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Collaborative Learning
The opioid overdose crisis is a complex problem with multiple causes and contributing factors.
Successful cross-sector collaboration relies on a common understanding that opioid use disorder
is a disease and overdose death is preventable. Engaging in collaborative learning about the
biological, psychological, and social aspects of drug use, addiction, and treatment can help all
partners establish a starting point for discussing effective community-wide prevention strategies.
PHAST partners are jointly tasked with educating the group on strategies that can achieve the
shared goal of reducing overdose deaths. Public health partners can share and explain the
science on what works and does not work in overdose prevention. This includes the scientific
definition of evidence and principles of substance use disorder as a chronic health condition,
harm reduction (i.e., a set of practical strategies and ideas aimed at reducing negative
consequences associated with drug use), treatment, and recovery. Public safety partners can
provide important context on how they currently engage with and serve people who use drugs,
including responding to overdoses and engaging with people with OUD throughout the criminal
justice system.
Resources such as CDC’s Evidence-based Strategies for Preventing Overdose and the
National Institute on Drug Abuse’s Principles of Effective Treatment can be shared and
discussed, drawing on lessons learned through local level experiences.7 You may want to bring
in guest speakers who can speak to existing programs or interventions already underway in the
jurisdiction or elsewhere. Informational sessions may also include presentations on medicationassisted treatment (MAT) as the most effective treatment for opioid use disorder. This can
include a comparison of the different types of MAT (i.e. methadone, buprenorphine, and
naltrexone) and the availability of each in your jurisdiction’s jails and prisons.
After any guest presentations, be sure to leave time for questions and discussion. Part of the
collaborative learning process also may involve developing shared terminology, addressing
stigma, and learning about local contextual factors as well as existing prevention programs
and resources.

Contextual Factors and Prevention Programs
For greater situational awareness, PHAST partners may want to
review relevant state and local opioid-related policies and regulations
including the following:
• Good Samaritan Laws
• Naloxone distribution laws and programs
• Medication-assisted treatment (MAT) coverage by payers
(Medicaid, Medicare, private health insurers)
• MAT availability in local jails or regional/state prisons
• Prescription Drug Monitoring Program (PDMP) data (Though
access to PDMP data are highly restricted, those with access can
report on aggregate analyses)
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Shared Terminology and Addressing Stigma
The process of developing a shared understanding of the opioid crisis requires time to identify
shared terminology upon which the collaborative working relationship will operate. This will likely
happen organically over time, but having a process or plan for how to navigate those issues is
advisable. Partners may discuss certain terms that perpetuate myths and stigma. Your PHAST
may establish guidelines that discourage the use of slang or derogatory terminology, while also
recognizing that it can take time for new ways of thinking and speaking about a topic to permeate
an entire sector or agency. Having opportunities for education from respected professionals in
addiction, sociology and law enforcement may help foster a shared understanding and reduce
stigma. See resources on stigma-reducing terminology.

Simple Data Sharing
Simple data sharing is the most basic and fundamental way data can be used at the local level
to develop a shared understanding of the opioid overdose crisis. It usually does not require
data use agreements or data transfers, but rather involves each agency or set of agencies
that collect data in disparate ways, sharing aggregate data. With the help of your PHAST data
analyst(s), through data presentation and discussion partners can learn a) what types of data
related to the overdose crisis are collected by different partner agencies, b) what the data reveal
about the local crisis, local resources, or potential needs, and c) what data gaps may need to be
filled to improve the quality of the data for a specific purpose.

PHAST Investigation Questions and Data Inventory
PHAST stakeholders work together to leverage and share with one another available data that
shed light on the frequency, locations, and characteristics of people experiencing both fatal
and non-fatal overdoses within the jurisdiction; emerging drug threats and drugs associated
with overdoses; associated risk factors; evidence-based prevention, rescue and
recovery strategies; and available resources and barriers in the community.
The table below provides a list of some specific investigation questions
your PHAST data analyst may be able to help answer by leveraging
available data. Facilitate a PHAST meeting at which the group seeks
to identify available data that can help answer these investigation
questions. Identify which questions cannot be answered sufficiently
with available data.
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Table 1D: Examples of PHAST Investigation Questions Linked to Possible Data Sources
Question

What is
the opioidrelated
overdose
death
rate in our
jurisdiction?

How will you use
this information?

To track cases of
overdose death
longitudinally

Where are
the deaths
happening
in our
jurisdiction?

To determine
geographical
high-burden
areas and target
interventions

What is the
non-fatal
overdose
rate?

To track nonfatal overdose
occurrences
longitudinally (for
surveillance)

Level of detail needed
(case-level vs. aggregate)

Possible data sources
Confirmed: State Unintentional Drug
Overdose Reporting System (SUDORS),
which captures detailed information on
toxicology, death scene investigations, route
of administration, and other risk factors that
may be associated with a fatal overdose
associated risk factors
Local and state health departments

Aggregate

Provisional: National Vital Statistics System
(provisional counts for drug overdose deaths
occurring within the 50 states and the
District of Columbia. The counts represent
the number of reported deaths due to drug
overdose occurring in the 12-month periods
ending in the month indicated.
Medical examiner/coroner suspected
overdose data

Aggregate

Overdose Detection Mapping Application
(ODMAP), an overdose mapping tool that
provides real time suspected overdose data
in local and surrounding jurisdictions.

Aggregate

State health department’s syndromic
surveillance data (from emergency
departments) – does not include individuals
who decline transfer to emergency
department post overdose.

Aggregate

Coroners observations/reports
Increase in 911 calls related to overdose

Are we
seeing a
spike in
overdoses or
a particular
type of
overdose?

To identify spikes
for early detection
of emerging
threats and rapid
response

Sharp increase in EMS treating suspected
overdoses and reversing opioid overdoses
with naloxone. (May be tracked and
monitored through ODMAP.)
Hospital Emergency Departments report
large numbers of overdoses presenting

Aggregate

Police report increase in illicit drug seizures
or rapid increases in illicit drug seizures
containing a new type of synthetic opioid
such as fentanyl, fentanyl analogs, or other
synthetic opioids such as U-47700.
Medical examiners/coroners noting a sharp
increase in overdose Deaths
continued
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Examples of PHAST Investigation Questions Linked to Possible Data Sources (continued)
Question

How will you use
this information?

Level of detail needed
(case-level vs. aggregate)

Possible data sources
State health department’s syndromic
surveillance data (from emergency
departments)
EMS/Emergency responder data

Who is
overdosing
and in need
of care,
treatment,
support
services?

To target
interventions and
response efforts
by population

Client records from harm reduction service
providers
Treatment service requests
Medical examiner/coroner suspected
overdose data (may be an entry-point to
connect with family or friends who may be at
risk of overdose or a way to identify high-risk
populations)

If targeting by population:
aggregate.
If targeting by individual:
case-level

Inmate release information (to provide further
supports to this high-risk group)
Treatment service records including waitlists,
retention, and reasons for drop out

What are the
limitations in
the current
overdose
prevention
services?

To improve
effectiveness
of interventions
aimed at reducing
overdose

What are the
local trends
in illicit drug
use?

To identify
treatment and
harm reduction
needs

Law enforcement drug seizure data

What is in
the local
drug supply?

To anticipate
increased risks
among people
who use drugs

Law enforcement drug seizure data,
possession arrests

What are the
local opioid
prescribing
practices/
trends?

To anticipate
potential risks
among people
who use
prescription
opioids,
benzodiazepines,
etc.
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Community surveys and client records by
harm reduction providers

Aggregate

Pharmacy records on naloxone distribution

Community surveys by harm reduction
providers

Community surveys by harm reduction
providers

Prescription Drug Monitoring Program
(PDMP) data

n/a

n/a

Aggregate
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For a full listing of public and non-public opioid-related data sources, including city and state
dashboard listings, links, and considerations for use, click here.

Tips:
As you consider available local data sources, consider the following:
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•

Know your data. The quality of local data varies widely; the key
is to identify your strongest data sources for the intended purpose.
For some jurisdictions, EMS data are collected systematically
and accurately; whereas in others, EMS data are less reliable. It
is important to consider all of the information captured in a given
source and the level to which that information is captured (e.g.
admission-, individual-, facility-, or jurisdiction-level). Also, as
you explore your options for data, remember, there is no need to
inventory and use every available data source, and often there is
more than one data source that can meet your needs.

•

Start small and focused. Don’t let perfection be the enemy of the
good. Local jurisdictions can make great progress by maintaining
focus on specific high-priority targets. They may be determined
geographically or by risk factor (e.g. persons recently released from
jail or prison).

•

Reach out to your state health department when you need to.
This is particularly useful if you are identifying overdose spikes.
You may need to check with your health department to see if they
are detecting a state-wide spike (through state-level syndromic
surveillance), because your response will likely be different if it is a
local phenomenon versus a state-wide phenomenon.

•

Data integration is not always necessary. There may not be a
need to integrate data sets. Data integration can be costly and timeintensive, so consider whether it is absolutely necessary to achieve
your desired objective. Data layering (i.e. displaying one dataset on
top of or next to another) may be an efficient way to utilize multiple
data sets without formal integration. For example, one map or graph
displaying both overdose fatality and treatment availability rates by
zip codes could be useful in determining where to focus resources.

•

Consider using data and intelligence gathered from a variety
of partners. Harm reduction providers, treatment providers, and
law enforcement personnel all have different insights into the types,
severity, and locations of drug use happening in a community.
Leveraging all of these sources can help partners to understand the
crisis and how best to intervene.
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Example: The New Hampshire Drug Monitoring Initiative (DMI) is
a strategy to provide awareness and combat drug distribution and
misuse. In line with this approach the DMI obtains data from various
sources (including, but not limited to, Public Health, Law Enforcement,
and EMS) and provides monthly products for stakeholders as well as
situational awareness releases as needed. To view an example of their
report click here.8

For jurisdictions in which a lot of overdose prevention programs are in place and data are being
utilized and shared to some extent, you may want to begin with a “SWOT Analysis” meeting.
A PHAST SWOT Analysis Facilitation Guide for this meeting can be found in the Tools and
Templates section in the Appendices of this toolkit.

Data-Driven Discussions/Collective Interpretation
After the group identifies which data can be used to answer specific investigation questions,
data analysis and presentation can begin. Meetings should be organized for the purposes of
sharing data analysis results with the group and engaging in data-driven discussion, including
data interpretation, implications, and recommendations.
The process of developing a shared understanding is also an opportunity for different sectors
to learn from one another’s experiences with people who have overdosed or are at-risk for
overdose. It may also be an opportunity to learn how opioids affect the human brain, how cooccurring diseases can lead to opioid misuse or disorders, and of evidence-based treatment
and recovery processes. By discussing these topics and examining data together, input and
perspectives from multiple sectors will help shape the interpretation and contribute to a more
holistic understanding of the crisis. With a comprehensive perspective, discussions can then
move to systems-level problem-solving.

Data-driven Discussions
Simply sharing data tables or charts is insufficient without explanation
and opportunity for discussion. A major benefit of discussing data
together is that partners can offer their individual perspectives on
the underlying factors contributing to the data. Much like pieces of a
puzzle that fit together, SOS uses partners’ collective experience and
expertise to make sense of discrete data elements and the overall
opioid overdose crisis.
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Data Mapping and “Hot-Spotting”
Data maps can be useful for presentation purposes to highlight priority geographic areas in
need of intervention. Depending on how real-time they are, maps can help identify overdose
spikes or high-burden areas that warrant rapid response by public health and public safety
officials. They can then highlight potential discrepancies in availability of services and
overdose burden. Mapping can also help consolidate data and help local government
officials target resources. Below is a list of data types for which mapping capabilities may be
useful to help target resources.
• Non-fatal and fatal overdoses
• 911 Overdose Calls
• First responder naloxone administration
• Treatment facilities
• Recovery resources
• Harm reduction services
• Naloxone access (via pharmacies or other service providers)

Potential Indicators of an Overdose Spike
• Increase in 911 calls related to overdose
• Sharp increase in EMS treating suspected overdoses and reversing
opioid overdoses with naloxone
• Hospital EDs report large numbers of individuals presenting with
overdose
• Police report increase in illicit drug seizures or rapid increases in
illicit drug seizures containing a new type of synthetic opioid such
as fentanyl, fentanyl analogs, or other synthetic opioids such as
U-47700
• Medical examiners/coroners noting a sharp increase in overdose
deaths
• Community/provider reports and observations
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Overdose Fatality Reviews
Local overdose fatality reviews (OFRs) are a process by which a sub-committee of partners
conduct a confidential review of a selection of overdose death cases in the jurisdiction. Unlike
aggregate or population-level data, which are commonly used for public health surveillance and
to understand the scope of the opioid crisis, OFRs serve a different but complementary purpose.
First, the process of conducting an OFR personalizes the local problem for the partners; it is far
different to consider the true story of a real local individual than it is to consider the crisis in terms
of numbers and statistics alone. Second, by examining a decedent’s lifecycle in terms of drug use
history, co-morbidity, major health events, social-emotional trauma (including adverse childhood
experiences), encounters with law enforcement and the criminal justice system, treatment
history and other factors, partners are able to identify both agency-level and systems-level gaps,
strengths, and opportunities to prevent similar future deaths. By conducting a series of OFRs,
jurisdictions begin to see patterns of need and opportunity not only within specific agencies, but
“in the space between” where new services or programs could fill a gap or serve as a bridge
to an existing resource. Such new programs could include specific “linkage to care” programs,
targeted naloxone training and distribution, educational campaigns, mobile MAT units, or improved
continuity of care protocols.

Overdose Fatality Review is one strategy used by health departments and
their partners to facilitate an understanding of the circumstances of a death
and possible opportunities for intervention. This is an example of an activity
that both increases shared understanding and optimizes capacity through
collaborative problem-solving. Those involved in overdose fatality reviews
develop agency-specific and inter-agency recommendations to prevent
future overdoses based on fatality review trends.
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Shared Understanding Tips:
As you consider available local data sources, consider the following:
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•

Have all PHAST partners attend a training on addiction and the
biology of opioid use and OUD.

•

Invite non-partner guest speakers (e.g., professional addiction
specialists, people who use drugs, those who have successfully
implemented interventions) to speak at partner meetings; have
discussion and Q&A

•

Engage in open discussions about stigma, compassion fatigue and
first responder wellness, and perceptions of treatment and recovery
processes, including Medication-assisted treatment (MAT)

•

Have criminal justice sector explore and present on the Sequential
Intercept Model to all partners. See Resource: Sequential Intercept
Model.

•

Begin by holding a “SWOT Analysis” meeting where you discuss your
community’s strengths, weaknesses, opportunities, and threats. A
PHAST SWOT Analysis Facilitation Guide for this type of meeting
can be found in this toolkit’s Appendices section.

•

Determine what questions you need to be able to answer to have a
better understanding of the crisis and to target resources to those
most at-risk of overdose.

•

After you know what questions you need more data to help
answer, work together to inventory available data sources across
agencies, including any cross-agency reporting frequency and data
considerations. See Data Inventory Template.

•

Determine the best data sources available to answer questions (this
could include combined data sets).

•

Present data analysis findings in regular data sharing meetings and
engage in data-driven discussions. See Sample Agenda.

•

Conduct “Tabletop exercises” (A discussion-based exercise where
personnel are presented with a scenario to validate the content
of plans, procedures, policies, cooperative agreements or other
information for managing an incident.) See Tabletop exercise
resources.
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Optimize Jurisdictional Capacity
When PHAST partners feel they have a sufficient baseline understanding of the local opioid
overdose crisis and available jurisdictional resources and services, partners will naturally want
to start focusing on improving response strategies – namely, how their respective agencies can
build upon and support available services to reduce opioid overdoses.
Table 1E: Strategies for Optimizing Jurisdictional Capacity
Optimized Capacity
Fully leveraged multi-sector resources and opportunities for intervention that mutually enhance and
strengthen the jurisdiction’s or community’s overall capacity to reduce overdose deaths.

Data-driven strategies to optimize capacity to reduce overdose deaths
Collaboratively Problem-Solve/Intervene

Leverage cross-sector data, ideas, resources, and capabilities

Improve Data Collection and Use

Identify and address data gaps and limitations that compromise shared understanding

Enhance/Expand Response Strategies and Programs

(E.g., targeted naloxone distribution, linkage to care programs, harm-reduction education/
service provision, pre-arrest diversion, safe stations)

Coordinate Crisis Intervention and Response Efforts

Identify the types of events that trigger the need for coordinated investigations across
agencies and conduct “Tabletop exercises” to learn from and improve coordination

Collaborative Problem-Solving/Intervention
Facilitators of PHAST meetings should encourage solution-oriented discussions whenever
possible. Brainstorming and problem-solving may naturally occur throughout the process of
developing a shared understanding, as data-driven discussions allow your PHAST partners to
leverage cross-sector data, ideas, resources, and capabilities they previously were unaware of.
As partners work together to identify ways different partners can intervene, you may consider
those agencies that can
1. Implement and ensure sufficient program/service quality or availability,
2. provide or facilitate linkages to care with follow-up support,
3. address service gaps or transitions, and
4. influence key decision makers and policies that support or enhance evidence-based
interventions.
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Improve Data Collection and Use
During PHAST meetings, partners and data analyst(s) will also be able to identify data gaps
that limit your understanding of the crisis. This includes examining whether certain at-risk
populations are not captured in the available datasets or datasets appear incomplete. Track
data gaps and collaboratively discuss ways to fill data gaps, including inviting additional partners
to join your PHAST.

Enhance/Expand Response Strategies and Programs
In the context of a public health crisis, limited resources necessitate prioritization of interventions
and activities. Consider establishing criteria to prioritize collaborative efforts, such as focusing
on the highest-risk populations, addressing risks posed by transitions experienced by persons
at risk of overdose, or working within systems over which you have the most immediate control
or influence. Some examples of priority populations include the following identified response
strategies may be implemented within agencies, but may also occur through collaboration. Here
are a few examples:
• People living in a particular “hot spot” or high-burden location
• People experiencing an overdose
• People who have had a non-fatal overdose in the past
• People who recently detoxed - due to incarceration without MAT or due to patient “firing”
or lack of appropriate prescription opioid tapering
• People who use illicit opioids
• People who misuse or are at risk of misusing prescription opioids
Depending on your prioritized target populations, you may consider different types of
interventions such as the following:
• Community-wide outreach and educational campaigns, such as “RxAwareness”
• Post-overdose outreach and peer support
• Increased access to harm reduction services, including naloxone distribution
• Increased access to treatment, including MAT and supportive recovery services
• Criminal justice diversion programs
• Law enforcement “leave behind” naloxone kits
Finally, it may make sense to focus your efforts on a small
population or area so that you can achieve some quick,
measurable successes. This will help further strengthen
partner commitment as you plan for larger, more resourceintensive strategies.
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The Sequential Intercept Model was developed in the early 2000s
by Mark Munetz, Patricia A. Griffin, and Henry J. Steadman as a
conceptual framework to help communities address the disproportionate
representation of people with behavioral health issues in the criminal
justice system. It is predicated on the ideal that “the presence of mental
illness should not result in unnecessary arrest or incarceration” and
that stakeholders across multiple systems (justice, behavioral health,
addiction, etc.) share responsibility for identifying viable alternatives
(Munetz and Griffin 2006, 544). For more information on how your public
safety partners can use the Sequential Intercept Model, click here.

Coordinated Crisis Investigation and Response Efforts
Data sharing and existing cross-agency relationships are critical when multi-agency coordination
is needed in a crisis response. PHAST participants and leadership should work together to
identify the types of events that trigger the need for coordinated investigations among agencies
and to establish shared written protocols for responding to these events. Examples of these
types of events include the following:
1. A highly publicized fatality where drug poisoning or accidental overdose is suspected,
such as the death of participants in a public event or the reported death of a particular
individual in the jurisdiction.
2. A geographic cluster of adverse (fatal or non-fatal) health events over a brief period of
time where drug poisoning is suspected.
3. A law enforcement drug seizure, purchase, or investigation where atypical and/or
potentially lethal drugs, such as fentanyl, are identified.
4. A physician’s arrest or pain clinic closure due to suspected prescribing patterns that
deviate from recommended prescribing practices.
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Tabletop exercises can help community leaders plan for and test
crisis response plans. These are discussion-based exercises that are
widely used in emergency preparedness. The relationships built through
PHAST meetings can facilitate an efficient, comprehensive process and
a timely, unified response to events. A shared plan developed through a
coordinated investigation can be particularly important in the context of
fast-moving media coverage on highly-visible cases.9

Shared Accountability
The SOS Process defines shared accountability as “shared responsibility for monitoring and
achieving desired outcomes that are beyond the control of any single entity or individual.”
To establish shared accountability for progress, the PHAST toolkit uses a performance
management approach, which is a continuous cycle. See Figure 1D. The goal of performance
management is to assess whether the PHAST is on the right path, whether it is making a
difference, and how partners can collectively improve their efforts to reduce overdose deaths.
Table 1F: Strategies for Ensuring Shared Accountability
Shared Accountability
Shared responsibility for monitoring and achieving desired outcomes that are beyond the control of any
single entity or individual.

Data use strategies to implement performance management
Identify Appropriate Performance Indicators to Assess Progress
Determine agreed-upon markers of “achieving success”

Conduct Performance Measurement

Leverage available data; collect new data to measure short-term and intermediate progress
as well as long-term outcomes

Monitor and Report on Performance Measurement Results

Share cross-sector performance measurement data, insights, challenges, successes

Quality Improvement

Celebrate small wins together, share what is working, and build on positive momentum to
achieve continued progress; use evidence of stalls or setbacks as learning opportunities to
help strategize improvements
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Figure 1D: The PHAST Performance Management Cycle

Identify performance
indicators

Select performance
measures

Make improvements

Monitor and report
on measures

Key Definitions:10
• Performance management is an ongoing practice of using
information and feedback on the work of an organization or activity
to improve its process and outcomes.
• Performance indicators are markers of achieving success.
They summarize the focus of performance measures, often used
for communication purposes and preceding the development of
specific measures.
• Performance measures are quantitative measures of capacities,
processes, or outcomes relevant to the assessment of a
performance indicator.
• Performance targets are specific and measurable goals related to
agency or system performance.
• Reporting progress is the documentation and reporting of how
standards and targets are met, and the sharing of such information
through appropriate feedback channels.
• Quality improvement is the continuous effort to improve public
health and safety policies, programs, or infrastructure based on
reviewing and addressing performance standards, measures, and
reports.
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Data use is just as much about understanding the local level overdose crisis as it is about
understanding PHAST’s impact on the crisis. The performance management approach uses
appropriate performance indicators to monitor progress. You can schedule a specific PHAST
meeting to discuss performance management. This is an engaging brainstorming meeting in
which the meeting facilitator(s) poses questions to the group. For each activity or intervention,
engage the group in answering questions listed in the left column in Table 1G. Example
responses are included in the column to the right of each corresponding question and are based
on a pre-arrest diversion program.
Table 1G: Performance Management Questions for a Specific Intervention Activity
Performance Indicators
1. “How will we know how well we are
implementing the activity?”

Example: Police have integrated the diversion protocol into
their policing practice.

2. “How will we know our activity/intervention is
working?”

Example: Eligible at-risk individuals are diverted to support
services.

3. “What do we hope to see happen as a result of
the activity?”

Example: Fewer at-risk individuals arrested for low-level
drug offenses; More at-risk individuals referred to supportive
services

Performance Measurement
4. “What data can we easily access or collect to
measure our identified indicators?”

Example: Track police diversion attempts (include
denominators) to calculate rates; track arrests for low-level
drug offenses; follow-up on support service use following
diversion

5. “What are our “best” (based on accessibility/
feasibility, utility, and accuracy) measures and
data sources?”

Example: Determine based on stakeholder input and
available or easily created data tracking systems

6. What is our target for each measure?

Example: Determine based on contextual knowledge of
stakeholders and informed by baseline data on arrest rates for
low-level drug offenses

7. “What is our expected timeline for seeing
results?” / “How frequently can we measure
our success”?

Example: Determine based on stakeholder input and arrest
rates.

Performance Monitoring and Reporting
8. How do we share performance data back to
partners in a timely manner for collaborative
interpretation of findings?

Example: In-person monthly meetings? Electronic tracking
reports? Email updates?

9. Based on the measurement data, how are we
doing (based on measurement data)?

Determine based on measurement data.

Quality Improvement
10. If performance is worse/less than expected,
why? If working, should program be
expanded? How can efforts be sustained/
improved?

Use data to inform decisions about modified, expanded,
continued/discontinued activities.

11. What needs to change to see better results?

Use data to inform decisions about modified, expanded,
continued/discontinued activities.
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Identify Performance Indicators of Achieving Progress
Your initiative’s or intervention’s logic model can help you identify indicators of achieving
success. It may be helpful to think about indicators as those variables you would want to report
out to the public or other stakeholders to demonstrate measurable improvements.

Select Performance Measures
Although PHAST partners’ common goal (or “North Star”) is reduced overdose deaths, merely
assessing overdose rates will not tell you whether or to what extent your activities are working
to contribute to those rates. Performance management must be aligned with your overdose
response strategies. This means you must choose measures that are proximally aligned with
your activities, while still encouraging partners to remember the ultimate goal of reducing
overdose deaths. You may find it useful to develop a logic model, which graphically depicts your
assumptions about how a particular intervention strategy is intended to achieve your desired
outcome. See logic model template.
Depending on what your indicators are, you’ll want to select both short-term and long-term
measures of progress. It can be challenging when some changes are intended to produce
outcomes that won’t be detectable for a long time. Data that measures both processes and
short-term and long-term outcomes should all be considered, to maintain PHAST momentum.

Monitor and Report on Performance Measurement Results
Report back to the group on any progress made between meetings or at performance
management PHAST meetings. You may want to designate semi-annual meetings as
performance management meetings. Reporting measurement results and discussing them
openly with partners can support collaborative learning. Group discussions about measurement
findings can help identify areas in need of course correction or may even help partners identify
different data needed to help explain findings.

Quality Improvement
Collaborative brainstorming is the key to unlocking creativity and innovation to solve communitylevel challenges, as multi-sector knowledge, skills and insights are leveraged in combination
with one another. Yet, meetings in which performance measurement data are shared can be a
source of frustration if expectations do not match results. The leadership team can facilitate a
problem-solving, solution-oriented approach with the unified objective of identifying what needs
to change to see better or faster results. Measurable community-level “wins” are celebrated
together, just as measurable community-level setbacks or stalls are shared without placing
blame on a single agency or sector.
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Module 2 — For PHAST Partners:

Public Health and Public
Safety Coordination

Public Health and Public Safety Coordination
This module is intended for use by Public Health and Safety Teams (PHAST) partners, all
of whom play a critical role in the opioid overdose crisis response. The module begins by
describing the general roles of public health and public safety. It then describes both sectors’
roles in the overdose crisis. The module briefly describes the data-driven SOS process
carried out by PHAST, and concludes with examples of public health and public safety data
sharing strategies.

The Need for Coordination
Currently, opioids are the main driver of the rapidly increasing number of drug overdose deaths
in the Untied States. To address this, government officials are calling for an “all hands” response
to reduce the death toll from opioid overdoses. Multiple sectors are heeding the call as the
widespread public health crisis intersects with governmental and non-governmental agencies,
including behavioral and mental health, medicine/healthcare, criminal justice, law enforcement,
treatment, faith-based entities, and social services.
No one sector can tackle this complex and evolving crisis alone. Health and safety agencies
within state and local jurisdictions receive federal funding from the White House’s Office of
National Drug Control Policy (ONDCP), the Department of Health and Human Services (DHHS),
and the Department of Justice (DOJ) to enhance capacity to address opioid use disorder and
overdose. In some cases, federal funds may even be contingent upon partnerships specifically
between public health and public safety sectors. Engaging across sectors allows partners
to fully leverage the collective knowledge, data, and skill sets available to them and creates
opportunities to share insights and resources for effective intervention strategies that are unique
to each field. Thus, state and local entities working to support the needs of those at risk of
overdose may improve their overall success by working collaboratively, coordinating strategic
interventions, and sharing accountability for their collective efforts to reduce overdose deaths.
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Examples of Collaborative Public Health and Public Safety
Response Strategies:
• Police officers administering the overdose-reversing drug, naloxone
• 911 Good Samaritan Law
• Drug court expansion and criminal justice diversion programs
• Introduction of Medication-assisted Treatment (MAT) into prison
systems or jails
• Linkage to care / “warm handoffs” to safe stations
• Simple Data Sharing

PHAST Guiding Principles
• The “North Star” (shared goal of reducing overdose deaths)
• Recognition of opioid use disorder as a chronic, treatable
disease and overdose as a preventable injury
• Responsible use of multi-sector data to inform response
strategies
• Continuous improvement

Understanding Differences Between Public Health and Public Safety
Although many jurisdictions are already engaged in multi-sector
partnerships to address the overdose crisis, overcoming
siloed strategies is challenging. Table 2A briefly outlines
key differences between traditional public health and public
safety approaches. While the characteristics listed are
generalizations, they highlight why collaboration can be
challenging and possibly why coordination between these
sectors is rare and short-lived at best.
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Table 2A: Differences between traditional public health and public safety approaches 1
Method

Public Health

Public Safety

Goal of Investigations

Effective disease control and prevention
measures

Hold perpetrators accountable; prevent
and deter future activity via indictment,
arrest, and conviction

Investigative
approach

Generally inductive (collect evidence,
develop hypothesis, test hypothesis; if
confirmed through controlled scientific
studies, then develop, implement, and
evaluate interventions)

Generally deductive (collect evidence,
follow leads; if evidence is “adequate,”
then identify, arrest, and prosecute
“perpetrator”)

Standards and goals

Scientific, peer review

Legal, constitutional

Surveillance

Systematic population-level data
collection and epidemiological
investigation

Individual, case level, covert
investigation

10 Essential Public Health Services

Services/Strategies

Data protections

•

Monitor

•

Diagnose and investigate

•

Inform, educate and empower

•

Preventive patrol

•

Mobilize

•

Routine incident response

•

Develop policies and plans

•

Emergency response

•

Enforce

•

Criminal investigation

•

Link

•

•

Assure a competent workforce

Problem solving/communityoriented policing

•

Evaluate

•

Research

Concern is around risk to human
subjects/individuals

Law enforcement’s core operational
duties:

Concern is around threat to
investigations and criminal justice
activities or protection of victim or youth
offender information

The nature and severity of the opioid overdose crisis are such
that sustained coordination between public health and public
safety within a jurisdiction are critical. The PHAST framework
provides an organizational structure and recommended
processes to better understand the unique roles served by
different agencies, build cross-sector trust and coordination,
and leverage cross-sector data and other resources to
inform policies and practices that reduce opioid overdose
deaths within the jurisdiction.

PAGE 5 4
MODULE 2

PU B LIC H E A LTH A N D SA FE TY TE A M (PH A S T) TO OLK IT
D R A FT V E R S ION 2.0 FOR PIL OTIN G

PHAST partners must begin with a basic understanding of each other’s roles in the context of
the overdose crisis. In this section, we describe public health’s role and public safety’s role in
general terms.

Public Health’s Role
A fundamental guiding principle of PHAST is that it recognizes substance use disorder (SUD)
is a chronic, treatable health condition and overdose is a preventable injury,2,3 both requiring a
public health response. While the concept of a “public health response” likely resonates with
some partners, it is important to recognize that public health is generally a poorly understood
field – primarily because much of public health operates behind the scenes and does not
include direct service provision.

Public health is the science of protecting the safety and improving the health of
communities through education, policy making, and research for disease and
injury prevention.

Public Health Services and Strategies
The strength of a public health system rests on its capacity to effectively deliver the 10
Essential Public Health Services:4
1. Monitor health status to identify and solve community health problems.
2. Diagnose and investigate health problems and health hazards in the community.
3. Inform, educate and empower people about health issues.
4. Mobilize community partnerships to identify and solve health problems.
5. Develop policies and plans that support individual and community health efforts.
6. Enforce laws and regulations that protect health and ensure safety.
7. Link people to needed personal health services and assure the provision of health care
when otherwise unavailable.
8. Assure a competent public health and personal health care workforce.
9. Evaluate effectiveness, accessibility and quality of personal and population-based
health services.
10. Research for new insights and innovative solutions to health problems.
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Figure 2A: The 10 Essential Public Health Services: 5

Whereas medical clinicians assess
the health of an individual through
examination and assessment of a
patient, public health professionals
focus on the collective health of a
community’s population using a variety
of data sources and techniques. As
such, many are (or work closely with
those who are) trained in data analysis,
presentation, and interpretation. They
also work closely with direct service
providers to implement populationlevel interventions, including health
education and risk communication
campaigns as well as other disease
or injury prevention strategies. Public
health professionals rely heavily on
partnerships with healthcare clinicians,
community-based organizations,
and many other service providers
to conduct research and evaluation
and to disseminate information and
implement evidence-based practices
and programs.

Public Health Investigations and Scientific Standards
The public health approach to investigation is generally inductive, meaning they gather
scientific evidence, then develop a hypothesis about what may be contributing to a health
problem, and then they test the hypothesis in highly controlled research studies that must
hold up to peer review. If their study confirms their hypothesis, they use that information to
develop interventions or programs, which are evaluated to determine their effectiveness.
There are many different types of research and evaluation activities carried out in public
health, but generally, they seek to inform an evidence base that must stand up to peer review.
The current opioid overdose crisis presents new threats and unique challenges requiring
innovative strategies. In this way, public health must work closely with their partner sectors
and collaborating agencies who are encountering the crisis to help
strategize and build an evidence base as they simultaneously
research and evaluate strategies and solutions.
Public health’s data-driven, scientific approach serves
PHAST by ensuring that data interpretations, decisions,
and response efforts are informed by the scientific literature
and the best available data. By applying public health
evaluation principles to PHAST, they further encourage
partners to monitor progress over time keeping everyone
focused on their common objective and evaluating the
extent to which programs, policies, and practices are
moving them closer to their desired outcomes.
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Potential Roles of Public Health in PHAST
• Co-lead a Public Health and Safety Team.
• Collaboratively examine and share jurisdiction-level data, analysis
results, and monitoring trends with partners to consider context and
implications of the data.
• Present any established evidence-based practices to reduce
overdose deaths. See Evidence-Based Strategies for Preventing
Opioid Overdose: What’s Working in the United States.
• Share evidence about what works and what doesn’t, including but
not limited to – harm-reduction literature, outcomes for people with
opioid use disorder in criminal justice settings, abstinence-based
programs, and effective treatment for opioid use disorder including
medication-based treatment.
• Engage and learn from individuals who represent multiple
perspectives on the opioid crisis – including public safety
professionals, community members, and people who actively use
drugs to ensure that all perspectives are heard and considered
when developing intervention strategy protocols.
• Help remind partners of a common goal of reducing overdose
deaths.
• Ensure that PHAST decisions are evidence-based.
• Evaluate community-level efforts to reduce overdose deaths by
establishing performance measures and encouraging shared
accountability for outcomes achieved to help build the evidence
base for specific response strategies.
• Research innovations and strategies shown to be effective in other
jurisdictions and share that knowledge with relevant partners in
positions to inform policy and program decisions.
• Collaboratively inform, educate and empower communities through
education campaigns, trainings and tools.
• Coordinate linkages among public safety, behavioral and mental
health treatment services, the public and private healthcare sectors,
the coroner/medical examiner, schools, and more.
• Work with local managed care organizations to ensure policies
support evidence-based practices and programs.
• Listen to public safety partners and strategize opportunities for
intervention together.
• Develop technology and information systems that can support crisis
response and continuity of care for persons with opioid use disorder.
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Public Safety’s Role
Public safety, encompassing law enforcement, criminal justice, and first responders, has a
core mission that includes the protection of the public. Historically, the law enforcement and
criminal justice arms of public safety are known for enforcing laws designed to protect the
public and issuing penalties to those who break the law. However, there are other contexts
where public safety protects individuals, families and the public absent an underlying criminal
or law-breaking matter. Examples include the police role in managing individuals with mental
illness or under the influence of drugs or alcohol. With these dual roles, public safety becomes
more complicated and multi-dimensional. Specific to the current opioid overdose crisis, local
law enforcement officials are among the first responders frequently called upon to respond to
persons experiencing a suspected overdose.
Criminal justice authorities overseeing jails and prisons as well as community corrections
(parole and probation) are responsible for a particularly vulnerable population; the risk for
overdose death in the first two weeks after being released from a criminal justice
setting is 40 times higher than someone in the general population.6 Professionals
working within correctional settings ensure the health and safety of the
populations they serve. To fulfill this role, they need to know how to
best serve people with OUD while they are in their custody and
how to help transition them out of custody.
Prosecutors also play a key role in public safety by working
closely with law enforcement to try to curb the drug supply.
Prosecutors focus their efforts on penalizing/convicting drug
traffickers and reducing the drug supply in communities. Yet,
they also often have much of the power deciding the fate of
a person arrested for drug possession. This critical time can
be leveraged to offer defendants health support and treatment
as opposed to prosecution and punishment for behaviors
attributable to drug dependence or disorder. Pre-booking diversion
programs, such as the Law Enforcement Assisted Diversion (LEAD), first developed in
Seattle-King County in 2011, have shown positive outcomes related to improved access to
health and treatment services, housing, employment and education, reduced recidivism, and
cost savings.7,8 But the success of such programs relies on coordination with other sectors.
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Understanding Local Law Enforcement’s Operational Duties
In general, compared to public health’s essential strategies, law enforcement tactics are much more
“operational,” meaning they are actively service- and/or response-oriented. Five core operational
strategies of modern law enforcement are: Preventive patrol, routine incident response, emergency
response, criminal investigation, and problem solving/community-oriented policing.
• Preventive patrol is the showing of police presence as a deterrent to criminal activity
(on the basis that criminals will not commit crimes in the presence of the police).
• Routine incident response is the attendance of police at everyday events, likely to
involve no malicious intent, such as minor traffic accidents.
• Emergency response is the attendance by police at events at which there is an
immediate and credible threat to life or property, such as an overdose.
• Criminal investigation is the process by which a trail of facts relating to an existing
crime is amassed, often leading to an arrest of a person suspected of committing the
crime in question.
• Problem solving, also known as community-oriented policing is the use of
“organizational strategies [that] support the systematic use of partnerships and problemsolving techniques, to proactively address the immediate conditions that give rise to
public safety issues such as crime, social disorder, and fear of crime.”9
In addition to the core operational strategies of law enforcement, Compstat is a widely
accepted performance management approach used by law enforcement agencies across
the country. The CompStat model emphasizes data-sharing, accountability, and continuous
improvement (See Introduction). Compstat can help focus attention and resources on crime
and the causes of crime. In turn, this focus can lead to better deployment plans. Compstat can
also be a helpful tool to demonstrate that police resources are monitored and used effectively.
Furthermore, many agencies report that Compstat has improved information-sharing within
their organization.10
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Examples of specialized-policing response models specifically
designed to better serve people with mental illness or substance
use disorders include:
• Co-Responder Teams: Specially trained officers pair up with
specially trained mental health clinicians to respond to calls
involving mental illness or SUD with the goal of transporting and/or
referring the individual to services, rather than resulting in an arrest.
• Follow-Up Teams/Community Outreach Teams: Law
enforcement or crisis responders work closely with mental health
partners and peer navigators to conduct follow-up with at-risk
individuals.
• Crisis Intervention Teams: Officers that are trained in
identification of signs and symptoms of mental illness, have deescalation tactics, and the ability to transport individuals in crisis to
the appropriate service centers.
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PHAST public safety partners should consider the following roles, openly discuss why some
activities may be harder than others, and acknowledge and validate hesitation in adopting
unfamiliar roles.

All Public Safety Partners …
•

Co-lead a PHAST

•

Train/equip frontline staff with naloxone

•

Examine evidence about what works and what doesn’t, including but not limited to – harmreduction literature, outcomes for people with opioid use disorder in criminal justice settings,
effective treatment for opioid use disorder including medication-based treatment (i.e., methadone,
buprenorphine, and naltrexone)

•

Reduce concern about exaggerated diversion risks associated with introducing agonist
treatments (i.e., methadone and buprenorphine) in correctional settings

•

Ensure coordination between drug courts, judges, correctional facilities and treatment providers to
determine appropriate treatment and continuity of care in times of transition and reentry

•

Better understand the evidence that supports medication-based treatment for opioid use disorder

•

Engage and learn from individuals who represent multiple perspectives on the opioid crisis –
including public health, community members, and people who actively use drugs to ensure that all
perspectives are heard and considered when developing intervention strategy protocols

•

Learn about public safety overdose prevention and response efforts in other jurisdictions

•

Collaboratively inform, educate and empower communities through evidence-based education
campaigns, trainings and tools

•

Strategize with fellow PHAST partners around opportunities for data use and coordinated
interventions

•

Discuss enforcement strategies with public health, behavioral health, and treatment providers to
minimize conflicting approaches

•

Share and discuss your personal experiences and interactions with the opioid overdose crisis
among your PHAST partners. Provide a safe space to discuss issues related to compassion
fatigue and stigma with the goal of helping eliminate barriers that can help save lives

•

Utilize technology and information systems that can support crisis response and continuity of
care for persons with opioid use disorder during various intercept points throughout the criminal
justice system

Emergency Medical Services
(EMS) / Fire

Public Defenders
•

Improve the ways your agency personnel
work with people with substance use
disorder through education and training

•

Link people with substance use disorder
to appropriate support services and/or
treatment
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•

Offer naloxone to families and friends of
individuals who previously overdosed

•

Share non-fatal overdose case information
with a health partner for follow-up with
patient consent

•

Open fire houses as “Safe stations” and
initiate a linkage to care program
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Correctional Facilities
•
•
•
•
•
•
•

Co-lead a PHAST workgroup

Implement best practices in substance
use disorder screening, monitoring, and
treating opioid withdrawal
Improve care for people with addiction
while in a jail/prison

Law Enforcement (Police/
Sheriff)
•

Co-lead the jurisdiction’s PHAST

•

Share seizure and other law enforcement
data with partners to understand trends
and detect emerging threats

•

Utilize overdose surveillance tracking
systems, such as ODMap to help track
real-time overdose data, detect overdose
spikes and inform deployment of resources
and priority intervention areas

•

Enforce/educate the public on 9-1-1 Good
Samaritan Laws

•

Provide linkage to care and treatment in
encounters with at-risk individuals through
pre-arrest/pre-arraignment diversion
programs

•

Explore additional ways to support people
following a non-fatal overdose

Start or expand MAT services within your
correctional facilities*

Implement an addiction treatment program
for pregnant inmates
Improve discharge planning/managing
the transitions of people with addiction
returning to the community

Expand naloxone distribution to families
and friends visiting a loved one in local jails

Courts/Judges
•

•
•

•

Explore implementation of pre-arrest/
pre-arraignment diversion/deflection into
treatment

•

Develop/expand court diversion into
support services and/or clinically
appropriate treatment

Apply best practices to drug court protocols

•

Ensure all court mandates include clinically
appropriate treatment levels of care,
including MAT

•

Share seizure and other relevant data to
address emerging threats

•

Train/equip frontline staff with naloxone

•

Improve the ways your agency personnel
work with people with substance use
disorder through education and training

•

Link people with substance use disorder to
the appropriate support and/or treatment
services

Align court treatment mandates with
professional clinical evaluations and
evidenced-based treatment

Community Corrections
(Probation/Parole)
•
•
•
•

Prosecutors

Examine evidence about what works and
what doesn’t, including but not limited
to – harm-reduction literature, MAT
literature, outcomes for people with opioid
use disorder in criminal justice settings,
effective treatment for opioid use disorder

Share non-fatal overdose case information
with a health partner for follow-up
Improve the ways your agency personnel
work with people with substance use
disorder through education and training

Link people with substance use disorder to
appropriate support services and treatment
Respond to substance use violations with
referrals to treatment rather than other
sanctions
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Data Sharing and the SOS Process
A major goal of a PHAST is to leverage all available local-level resources to combat the opioid
overdose crisis. Data is one of the most valuable resources in this crisis. The SOS process
helps break down data silos by bringing various sectors together for specific purposes, or goals,
that are listed in Table 2B. Next to each goal are examples of specific activities PHAST partners
can do to help meet these goals.
Table 2B: The SOS Goals and PHAST Partner Activities
SOS Goal

PHAST Partner Activities
•

Collaborative learning (by sharing research,
science, and lived experiences)

•

Identifying and using multi-sector data to help
inform response strategies and interventions
(using simple data sharing, data mapping, and
overdose fatality reviews)

•

Improving data collection and use

Optimized Capacity: Fully leveraged multi-sector
resources and opportunities for intervention that
mutually enhance and strengthen the jurisdiction’s
or community’s overall capacity to reduce overdose
deaths.

•

Collaborative problem-solving

•

Improving coordination of services and care for
those at risk of overdose death

•

Implementing/improving evidence-based
interventions

Shared Accountability: Shared responsibility for
monitoring and achieving desired outcomes that are
beyond the control of any single entity or individual.

•

Measuring progress

•

Monitoring and reporting on progress as a group

•

Continuously seeking improvements together

Shared Understanding: A comprehensive, common
understanding of broad-based as well as local-level
opioid use disorders, associated risk factors and
evidence-based prevention, rescue, and recovery
strategies.

Multi-sector Collaborative Learning to Increase Shared Understanding
Collaborative learning is a critical first strategy of the SOS process. It enables different sectors
that encounter the overdose crisis in different ways to “connect the dots” and understand how
various agencies and systems can work more collaboratively to reduce
deaths. In some cases, collaborative learning may actually reveal
that sectors are working at odds with one another, despite sharing
the same goal of reducing overdose deaths. With effective facilitation and joint public health and public safety PHAST leadership,
the SOS process can highlight each sector’s strengths, obstacles, and opportunities for improvements, while also appreciating that everyone is working towards the same “North Star.”
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Share research, science, and lived experiences
PHAST partners attend regular meetings to learn from one another. Sometimes this takes the
form of guest or partner presentations. Other times learning occurs through data-driven discussions in which data is presented, and the various partner participants bring their perspectives
and experiences to interpret the data. Partners ask questions of one another with the goal of
increasing their collective understanding of broad-based as well as local-level opioid use disorders, associated risk factors and evidence-based prevention, rescue, and recovery strategies.
PHAST Partners: Ask yourselves, what can I learn from others about the crisis? What
can I teach others about the crisis?

Identify and use available data to help inform response strategies and
interventions
PHAST partners will work together to answer key questions that can help increase their collective understanding of the local-level opioid crisis. Table 2C provides a list of example questions
and potential data sources to help answer each one. The key is to leverage multi-sector data to
answer the questions. Working with the PHAST data analyst(s), partners will present available
data to the group. Select partners may choose to participate in overdose fatality review (OFR)
teams to examine systems-level gaps or opportunities for intervention. For more information on
OFRs, please refer to the resource section of this toolkit.
PHAST Partners: Ask yourselves, what data do I currently have that may help us answer
these questions?
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Table 2C: Examples of PHAST Investigation Questions Linked to Possible Data Sources
Question

What is
the opioidrelated
overdose
death
rate in our
jurisdiction?

How will you use
this information?

To track cases of
overdose death
longitudinally

Where are
the deaths
happening
in our
jurisdiction?

To determine
geographical
high-burden
areas and target
interventions

What is the
non-fatal
overdose
rate?

To track nonfatal overdose
occurrences
longitudinally (for
surveillance)

Level of detail needed
(case-level vs. aggregate)

Possible data sources
Confirmed: State Unintentional Drug
Overdose Reporting System (SUDORS),
which captures detailed information on
toxicology, death scene investigations, route
of administration, and other risk factors that
may be associated with a fatal overdose
associated risk factors
Local and state health departments

Aggregate

Provisional: National Vital Statistics System
(provisional counts for drug overdose deaths
occurring within the 50 states and the
District of Columbia. The counts represent
the number of reported deaths due to drug
overdose occurring in the 12-month periods
ending in the month indicated.
Medical examiner/coroner suspected
overdose data

Aggregate

Overdose Detection Mapping Application
(ODMAP), an overdose mapping tool that
provides real time suspected overdose data
in local and surrounding jurisdictions.

Aggregate

State health department’s syndromic
surveillance data (from emergency
departments) – does not include individuals
who decline transfer to emergency
department post overdose.

Aggregate

Coroners observations/reports
Increase in 911 calls related to overdose

Are we
seeing a
spike in
overdoses or
a particular
type of
overdose?

To identify spikes
for early detection
of emerging
threats and rapid
response

Sharp increase in EMS treating suspected
overdoses and reversing opioid overdoses
with naloxone. (May be tracked and
monitored through ODMAP.)
Hospital Emergency Departments report
large numbers of overdoses presenting

Aggregate

Police report increase in illicit drug seizures
or rapid increases in illicit drug seizures
containing a new type of synthetic opioid
such as fentanyl, fentanyl analogs, or other
synthetic opioids such as U-47700.
Medical examiners/coroners noting a sharp
increase in overdose Deaths
continued
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Examples of PHAST Investigation Questions Linked to Possible Data Sources (continued)
Question

How will you use
this information?

Level of detail needed
(case-level vs. aggregate)

Possible data sources
State health department’s syndromic
surveillance data (from emergency
departments)
EMS/Emergency responder data

Who is
overdosing
and in need
of care,
treatment,
support
services?

To target
interventions and
response efforts
by population

Client records from harm reduction service
providers
Treatment service requests
Medical examiner/coroner suspected
overdose data (may be an entry-point to
connect with family or friends who may be at
risk of overdose or a way to identify high-risk
populations)

If targeting by population:
aggregate.
If targeting by individual:
case-level

Inmate release information (to provide further
supports to this high-risk group)
Treatment service records including waitlists,
retention, and reasons for drop out

What are the
limitations in
the current
overdose
prevention
services?

To improve
effectiveness
of interventions
aimed at reducing
overdose

What are the
local trends
in illicit drug
use?

To identify
treatment and
harm reduction
needs

Law enforcement drug seizure data

What is in
the local
drug supply?

To anticipate
increased risks
among people
who use drugs

Law enforcement drug seizure data,
possession arrests

What are the
local opioid
prescribing
practices/
trends?

To anticipate
potential risks
among people
who use
prescription
opioids,
benzodiazepines,
etc.
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Community surveys and client records by
harm reduction providers

Aggregate

Pharmacy records on naloxone distribution

Community surveys by harm reduction
providers

Community surveys by harm reduction
providers

Prescription Drug Monitoring Program
(PDMP) data

n/a

n/a

Aggregate
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Improving data collection and use
To improve cross-sector data use, partners may want to combine or integrate multiple data sources
to present at future PHAST meetings. This may help partners identify priority populations at higher-risk for overdose uncover overdose “hot spots” in their community. At this point, partners may
want to enter into data sharing agreements with other partners, including the agency at which the
PHAST data analyst sits so that this person can help prepare data presentations for the group.
You can keep track of your data sources with a data source table that denotes the indicator(s) of
interest, data sources, owning agencies, and considerations (see Data Source Table Template in
Appendices). Include data sources you are presently unable to access or share and note the reasons why so you can revisit access as partnerships evolve. For a full listing of public and non-public
opioid-related data sources, including city and state dashboard listings, links, and considerations for
use, click here.
This is also a time to discuss ways to increase the quality, timeliness, and completeness of data,
perhaps by linking multiple datasets, or by developing new data systems, such as a data dashboard or using ODMap (see Data Use Examples), through which data can be entered and shared
instantaneously. As you explore data sources that can help answer key questions, together you will
uncover data gaps as well as opportunities to enhance your data collection efforts. By discussing
available data as well as any data limitations as a collective group, partners can help brainstorm
ways to improve the quality, timeliness and completeness of data.
PHAST Partners: Ask yourselves, are there ways to make data collection and use more
consistent across agencies or individuals? For example, do all police departments within
your jurisdiction use the same codes to report suspected overdoses?
You may also determine that new data collection is needed to answer questions. Whatever the gap
is, try to consider the simplest and easiest fix to gather the data you need. If some problems can be
fixed with a training on data entry or coding protocols, that would be easier (and less costly) than
developing a new data system.
If your PHAST partners are lacking a key data source, new data collection efforts can be considered. Things to think about when considering primary data collection are:
1. Human subjects protections and minimal burden to respondents must be assured – note
that any human subjects research should be approved by a formal institutional review
board.
2. Partners should consider the most appropriate agency to collect, maintain, and manage the
data, including the possibility of partnering with an outside organization for data collection
purposes.
Possible primary data collection activities could include:
• Qualitative interviews with people who actively use drugs or those in recovery.
• Exit interviews with those using available overdose prevention interventions (e.g. treatment,
outreach).
• Surveys of people with a history of non-fatal overdose to assess risk factors and readiness
for linkage to care.
• Surveys of members of the public to assess stigma and perceptions of people with opioid
use disorder.
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Tips:
As you consider available local data sources, consider the following:
1. Know your data. The quality of local data varies widely; the key
is to identify your strongest data sources for the intended purpose.
For some jurisdictions, EMS data are collected systematically
and accurately; whereas in others, EMS data are less reliable. It
is important to consider all of the information captured in a given
source and the level to which that information is captured (e.g.
admission-, individual-, facility-, or jurisdiction-level). Also, as
you explore your options for data, remember, there is no need to
inventory and use every available data source, and often there is
more than one data source that can meet your needs.
2. Start small and focused. Don’t let perfection be the enemy of the
good. Local jurisdictions can make great progress by maintaining
focus on specific high-priority targets. They may be determined
geographically or by risk factor (e.g. persons recently released from
jail or prison).
3. Reach out to your state health department when you need to.
This is particularly useful if you are identifying overdose spikes.
You may need to check with your health department to see if they
are detecting a state-wide spike (through state-level syndromic
surveillance), because your response will likely be different if it is a
local phenomenon versus a state-wide phenomenon.
4. Data integration is not always necessary. There may not be a
need to integrate data sets. Data integration can be costly and timeintensive, so consider whether it is absolutely necessary to achieve
your desired objective. Data layering (i.e. displaying one dataset on
top of or next to another) may be an efficient way to utilize multiple
data sets without formal integration. For example, one map or graph
displaying both overdose fatality and treatment availability rates by
zip codes could be useful in determining where to focus resources.
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Optimizing Capacity to Prevent Overdose Deaths
The second goal of the SOS Process is to fully leverage
multi-sector capacities and intervention opportunities to reduce overdose deaths. This is achieved through collaborative
problem-solving, improved coordination of services and
care, and expanded or enhanced interventions.

Collaborative problem-solving
As partners share data, perspectives, and their lived experiences to develop a shared understanding of the local-level overdose
crisis, they may also naturally reveal obstacles and challenges they encounter in their work. It is
important to make note of all identified challenges. PHAST partners can then systematically help
strategize solutions to both small-scale obstacles and long-standing systems-level challenges
that require innovative solutions.
PHAST Partners: Ask yourselves, is there another way of doing things? Are there other
jurisdictions where they have been able to overcome the same challenges? If so, can we
learn from them?

Improved coordination of services and care
Reviewing system-level gaps, perhaps through OFRs, can help partners better understand
where greater coordination may be needed. Partners may discuss ways to strengthen existing
linkages to care or identify new opportunities for intervention.
PHAST Partners: Ask yourselves, what happens to the people we serve before, during,
and after we interact with them? How can we help provide continuity of care, including
treatment and/or harm reduction?

The authors of this toolkit recognize the desire among many public
safety partners to share the identities of individuals at-risk of overdose
with public health and behavioral health agencies for the purposes of
linking the individual to treatment. Linkage to care protocols should
be developed collaboratively and with careful consideration for
maintaining an individual’s right to privacy. In addition to treatment
options, individuals at-risk of overdose should also be offered referrals
to other support services such as peer-support specialists and harmreduction resources. For more information on Linkage to Care, please
see the Resources Section of this Toolkit.
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Expanded/enhanced evidence-based interventions
After understanding what works according to the evidence base, partners can examine which interventions they feel they can implement or possibly expand in their jurisdiction. Some interventions may be carried out by independent partners, but they should share their interventions with
PHAST partners to maintain situational awareness. PHAST meeting agendas can include time
for independent partners to describe their overdose prevention programs, policies, and interventions to all the partners for continued shared understanding of the community context.
PHAST Partners: Ask yourselves, which evidence-based strategies could we implement,
expand, or improve?

Continuously Improving
The third goal of the SOS Process is to share responsibility for monitoring progress and achieving the collective goal of preventing overdose deaths. By monitoring progress over time, PHAST
partners can better understand the extent to which existing interventions are effective in reducing the risk of overdose death and identify opportunities for improvements. Shared accountability also helps to maintain focus on the group and emphasizes that preventing overdose deaths
in a community is beyond the control of any single entity or individual. This does not mean that
a single entity is absolved of responsibility; rather, it means each entity is responsible for doing
whatever is within its control to reduce the risk of overdose death. To encourage a shared sense
of accountability, PHAST uses a performance management approach.

Key Definitions:11
• Performance management is an ongoing practice of using
information and feedback on the work of an organization or
activity to improve its process and outcomes.
• Performance indicators are markers of achieving success.
They summarize the focus of performance measures,
often used for communication purposes and preceding the
development of specific measures.
• Performance measures are quantitative measures
of capacities, processes, or outcomes relevant to the
assessment of a performance indicator.
• Performance targets are specific and measurable goals
related to agency or system performance.
• Reporting progress is the documentation and reporting
of how standards and targets are met, and the sharing of
such information through appropriate feedback channels.
• Quality improvement is the continuous effort to improve public
health and safety policies, programs, or infrastructure based on
reviewing and addressing performance standards, measures,
and reports.
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Measuring progress
Ongoing performance management supports the notion that “what gets measured gets done.”
Monitoring how interventions are implemented as well as the extent to which they are working
as intended can help PHAST partners better understand what works and why. To begin this
process, PHAST partners will first identify the interventions or programs that fall under their purview. Then, for each one, PHAST partners will discuss and collectively brainstorm ideas of what
to measure, how it will be measured, how often it will be measured, who is responsible, and how
the data will be shared. PHAST partners may find it useful to develop a logic model for this step
to graphically depict the assumptions about how a particular intervention strategy is intended to
achieve the desired outcomes. This will ensure that the measures chosen are aligned with each
specific PHAST activity.
Identifying performance measures is meant to be an engaging brainstorming activity for the
PHAST partners. Table 2D lists performance management questions that a PHAST can answer
for each identified intervention activity. Examples are included in the column to the right of each
corresponding question and are based on a pre-arrest diversion program.
PHAST Partners: Ask yourselves, how can we measure success? What is an appropriate “success rate” or “target”? What data can we easily collect to monitor success?
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Table 2D: Performance Management Questions for a Specific Intervention Activity
Performance Indicators
1. “How will we know how well we are
implementing the activity?”

Example: Police have integrated the diversion protocol into
their policing practice.

2. “How will we know our activity/intervention is
working?”

Example: Eligible at-risk individuals are diverted to support
services.

3. “What do we hope to see happen as a result of
the activity?”

Example: Fewer at-risk individuals arrested for low-level
drug offenses; More at-risk individuals referred to supportive
services

Performance Measurement
4. “What data can we easily access or collect to
measure our identified indicators?”

Example: Track police diversion attempts (include
denominators) to calculate rates; track arrests for low-level
drug offenses; follow-up on support service use following
diversion

5. “What are our “best” (based on accessibility/
feasibility, utility, and accuracy) measures and
data sources?”

Example: Determine based on stakeholder input and
available or easily created data tracking systems

6. What is our target for each measure?

Example: Determine based on contextual knowledge of
stakeholders and informed by baseline data on arrest rates for
low-level drug offenses

7. “What is our expected timeline for seeing
results?” / “How frequently can we measure
our success”?

Example: Determine based on stakeholder input and arrest
rates.

Performance Monitoring and Reporting
8. How do we share performance data back to
partners in a timely manner for collaborative
interpretation of findings?

Example: In-person monthly meetings? Electronic tracking
reports? Email updates?

9. Based on the measurement data, how are we
doing (based on measurement data)?

Determine based on measurement data.

Quality Improvement
10. If performance is worse/less than expected,
why? If working, should program be
expanded? How can efforts be sustained/
improved?

Use data to inform decisions about modified, expanded,
continued/discontinued activities.

11. What needs to change to see better results?

Use data to inform decisions about modified, expanded,
continued/discontinued activities.
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Monitoring and reporting on progress as a group
Once performance indicators have been established and data have been collected, results
should be reviewed with PHAST partners on a recurring basis. Partners may choose to work
closely with the dedicated PHAST data analyst to review and prepare the data for presentation.
During these data presentations, PHAST partners will work together to make sense of the data
and collectively decide what, if any, actions need to be taken as a result. In some cases, partners may be able to offer additional information not captured in the presentation that can help
further contextualize the findings or can bring to light systems-level factors that may contribute
to or interfere with success.
PHAST Partners: Ask yourselves, what do the data tell us about how we are doing? Are
we meeting our targets? Is it working well for some, but not for others? Do we need to
change anything we are doing?

Continuously seeking improvements together
Measuring performance is central to the PHAST guiding principle, continuous improvement.
Performance data can be used to confirm or challenge decisions and strategies. It can also help
identify needed adjustments or changes in policy or program direction. Lastly, it can help justify
investments in specific response strategies, making it easier to secure and sustain funding for
successful programs.
PHAST Partners: Ask yourselves, based on this information, what changes should we
make to get us closer to our goal of reducing overdose deaths?
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Appendices

PHAST Logic Model

PHAST Logic Model

PHAST Logic Model
Inputs

Formal call-to-action
Leadership buy-in
Shared common goal
Basic MOU

Activities
Initiate PHAST
• Formally establish PHAST
leadership team (Public Health /
Public Safety)
• Engage partners
• public health
• public safety
• other partners
• Implement and enforce meeting
schedules, communication protocols,
data use agreements and MOUs

Impact

Shared Understanding Aims
Optimize Capacity Aims
Shared Accountability Aims

Optimized Capacity to
Develop / Enhance Programs
and Policies to Strengthen
Interventions
• Identify / prioritize / enhance
agency-level and inter-agency
response strategies

Coordinated Response Action Plans
• Plans to enhance / expand response strategies / programs

Establish Shared Accountability
of Progress and Outcomes
• Identify indicators of progress
and performance measures

Funding resources

Long-term Outcomes

Key:

Shared Data and Information
• Regular meetings and
information sharing
• Shared data or analysis results
• Identified data sharing and use
opportunities

Data analytic capability
(access, rights, skills)

Intermediate Outcomes

Sustained PHAST
• Improved cross-sector relationships, coordination, and communication

Develop / Increase Shared
Understanding of Local Level
Epidemic, Prevention
Strategies, and Resources
• Identify data sources and use
• Analyze data trends
• Regularly discuss data, analysis
findings, trends, and data gaps
• Collaboratively learn about
addiction and opioid use disorders

Shared Understanding

Meeting schedules and
protocols

Established PHAST
• An established collaborative
• Committed multi-sector partners

Optimized
Capacity

Collaborate governance
structure

Short-Term Outcomes

Shared
Accountability

Program coordinator

Outputs

Accountability and Evaluation Plan
• Identified performance measures

Improved Data Use
• Better data use across-sectors
• Shared understanding of
problem, prevention, resources,
and barriers

Increased Understanding
• More timely, accurate, and
complete shared understanding
of the problem, prevention
resources, and barriers

Program / Policy Improvement
• Enhanced / expanded response
strategies / programs

Improved Intervention
Effectiveness
• Improved agency and
inter-agency response strategy
outcomes*

Reduced Overdoses

Implemented Accountability and Evaluation Plan
• Performance measurement
• Effective reporting of performance measurement results
• Celebrating wins and problem-solving together

Laws, Policies, Programs, and Other Contextual and Environmental Factors
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Module 1 Tools and Templates

Readiness Checklist
Are you ready to implement PHAST in your jurisdiction? Review the key elements and their
components.
 A formal call-to-action from jurisdictional leadership
 An explicitly identified and commitment to a common goal
 Establishment of a Leadership Team consisting of both public health and public safety
leadership
 List of identified and engaged public health partners
 List of identified and engaged public safety partners
 Designated Resources to Support a Program Coordinator and Data Analyst
 A Program Coordinator
 Epidemiologic and other data analytic capability (access, rights, skill set)
 Plan for meeting frequency, location, structure, and facilitation protocols
 Memoranda of Understanding / Data use agreements
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Logic Model Example and Template

Inputs

Activities

Outputs

Short-term
Outcomes

(E.g. resources,
engaged
leadership,
capabilities, etc)

(E.g. meeting
schedules,
data review
investigations,
creation of
protocols, data
sharing efforts,
implementation
of strategies,
data collection,
trainings)

(List the resulting
elements that
activities produce
such as datasharing protocols,
systems, meetings
that have occurred,
agenda topics
discussed, new
data)

(List what was
achieved by an
activity or group
of activities, such
as increased
knowledge,
networking,
relationships,
increased numbers
of police trained)

Intermediate
Outcomes of
Interventions
(List desired
goals related
to introducing,
enhancing,
expanding,
improving
interventions)

Long-term
Outcomes
(List desired
objectives
of expanded
or improved
interventions)

Impact
(Reduced
overdose deaths)

EXAMPLE:

EXAMPLE:

EXAMPLE:

EXAMPLE:

EXAMPLE:

EXAMPLE:

EXAMPLE:

• Naloxone kits
and training
protocols

• Conducted
training for
police officers
on naloxone
distribution and
administration

• 3 trainings
conducted

• Increased
police capacity
to administer
overdose
reversing drug
naloxone

• Increased
naloxone
administration
during police
encountered
opioid overdoses
(measure:
# policeadministered
naloxone dose in
May)

• Increased rate
of overdose
reversals during
911 calls to
suspected opioid
overdoses
(measure:
number of
overdose
reversals or
lives saved
with policeadministered
naloxone in May)

• Mortality
rate among
individuals
involved in ODrelated police
encounters

• 150 police
officers trained
on naloxone
administration
• 300 kits given to
police officers
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Logic Model Template

Inputs

EXAMPLE:
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Activities

EXAMPLE:

Outputs

EXAMPLE:

Short-term
Outcomes

EXAMPLE:

Intermediate
Outcomes of
Interventions

EXAMPLE:

Long-term
Outcomes

EXAMPLE:

Impact

EXAMPLE:
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Sample Memorandum of Understanding

SAMPLE MEMORANDUM OF UNDERSTANDING
INTERAGENCY COORDINATION, COLLABORATION & FUNDING

AGREEMENT (“Agreement”) made by and between LEADERSHIP ENTITY A. having its
principal office at LOCATION OF LEADERSHIP ENTITY A and the LEADERSHIP ENTITY
B and having its principal office located at LOCATION OF LEADERSHIP ENTITY B.
The goal of this memorandum is to outline the collaboration and coordination of efforts between
the ENTITY A and ENTITY B in their partnership to reduce overdose deaths within
JURISDICTION.
EXPERTISE AND MISSIONS
Add brief overview on each signatory agency. Agency overview, mission, and commitment
to addressing overdose, etc.
BACKGROUND & PURPOSE
Whereas, ENTITY A and ENTITY B therefore enter this agreement to maximize public safety
and neighborhood/individual wellness through improved joint planning, accountability,
coordination and oversight of our overdose reduction efforts.
Whereas, ENTITY A and ENTITY B agree to the following guiding principles to:
1. Support a Public Health/Public Safety collaborative aiming to improve public safety and
community wellness.
2. Recognize the respective responsibilities and missions of each agency, and that neither
agency is an agent of the other.
3. Acknowledge that booking, prosecuting and jailing individuals committing low-level
offenses related to mental illness, drug use, chronic homelessness and other health and
wellness issues has limited effectiveness in improving public safety.
4. Agree that people experiencing a health, mental health, or substance related crisis should
be supported and managed in the most appropriate manner, and by the most appropriate
agency.
5. Acknowledge harm reduction as a proven public health philosophy and intervention for a
broad range of health, mental health and substance-related conditions.
6. Recognize and commit to improving racial equity in all initiatives.
7. Encourage information and data sharing when necessary and in the public interest, when
in accordance with all applicable federal, state and local laws, rules and regulations and
agency restrictions.
8. Commit to optimize the use of inter-disciplinary training and team-building.
9. Commit to measure and evaluate outcomes and impacts toward reaching shared goals.
10. Agree to a partnership approach to policy formulation and public messaging/press as
relates to shared programs/initiatives.
11. Ensure that the shared programs/initiatives cited in this document perform in accordance
with these agreed upon principles, the terms of this agreement and any agreed upon policies
and procedures governing the specific program.
Page 1 of 4
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12. Commit to work across organizational boundaries in achieving these intentions.
NOW THEREFORE, upon the mutual agreement of the parties, it is agreed as follows:
1.

TERM.
State the term of the agreement or state it will be in effect until terminated by one or both
parties.

2.

SCOPE OF SERVICES. ENTITY A and ENTITY B shall provide the scope of services as
set forth under the current MOUs between the parties, unless terminated earlier by either
party in accord with provisions set forth in the respective MOUs.
GOVERNANCE AND OVERSIGHT
A. In an effort to ensure that the shared guiding principles and programmatic aims are met,
the parties agree to:
i. Establish a PHAST Leadership Team, an inter-agency oversight body, which
will be co-led by the both the Commissioner/Lead Executive of ENTITY A and
the Commissioner/Lead Executive of ENTITY B.
i. The PHAST Leadership Team shall be comprised of the
Commissioner/Lead Executive of ENTITY A (or designee), the
Commissioner/Lead Executive of ENTITY B (or designee), and a
member(s) of each programmatic management team (to be appointed by
the respective agency commissioners).

3.

ii.
4.

Have equal authority and decision making for all joint programs/initiatives.

INFORMATION SHARING, CONFIDENTIALITY & RECORD KEEPING
A. Information Sharing. PHAST Leadership Team members may request and share
information from/with the PHAST, in accordance with applicable laws, rules, regulations
and data use agreements, if applicable.
B. Confidentiality of Records. ENTITY A and ENTITY B agree to hold all individually
identifiable information obtained, learned or developed under, or in connection with, this
Agreement confidential in accordance with applicable federal, state, and local laws, rules
and regulations and, where applicable, ENTITY A and ENTITY B confidentiality
procedures. The provisions of this Section shall remain in full force and effect both
during and after any termination of this Agreement.
C. Record Keeping.
i.

ENTITY A and ENTITY B shall retain all books, records and/or other documents
relevant to this Agreement for a period of six (6) years after the termination of this
Agreement. In accordance with applicable law, rules and regulations, any Federal,
State or City auditors and any person duly authorized by the payor (ENTITY A or
ENTITY B, as established in any and all Agreements between the parties) shall
have full access to, and the right to examine, any books records and documents that
are necessary to certify the nature and extent of costs associated with the program.
Page 2 of 4

PAGE 8 3
APPENDICES

PU B LIC H E A LTH A N D SA FE TY TE A M (PH A S T) TO OLK IT
D R A FT V E R S ION 2.0 FOR PIL OTIN G

The provisions of this Section shall remain in full force and effect both during and
after any termination of this Agreement.
ii.

ENTITY A and ENTITY B shall comply with respective agency record keeping
policies and procedures, if applicable.

5.

MEDIA & PUBLIC MESSAGING. ENTITY A and ENTITY B each agree not to use the
name of the other in any public information without permission.

6.

MONITORING AND EVALUATION. ENTITY A and ENTITY B, under the governing
structure outlined in Section 3 (A)(i) above, shall be responsible for monitoring, auditing and
evaluating the joint PHAST services. The parties shall also be responsible for monitoring,
auditing and evaluating that the joint PHAST program initiatives are in accord with the
programmatic aims and guiding principles as provided under this Agreement. As to funded
initiatives, if applicable, the receiving Department (payee) shall submit program and fiscal
reports in the manner and format prescribed by the funding Department (payer).

7.

MODIFICATION AND AMENDMENT. This Agreement may only be modified and/or
amended in writing, as mutually agreed upon by ENTITY A and ENTITY B.

8.

ASSIGNMENT. ENTITY A and ENTITY B shall not assign, transfer, convey or otherwise
dispose of this Agreement to any other person, or the right to execute it, or the right, title or
interest in it or any part of it, or assign, by power of attorney or otherwise, any of the monies
due or become due under this Agreement, without the prior, written consent of both
Commissioners.

9.

TERMINATION.
A. This Agreement may be terminated:
i.
Without cause, by either party upon sixty (60) days’ written notice to the other
party.
B. Program Termination. In the event that a program/initiative is to be terminated and
there are contractual funding agreements in place, the payee will submit a program
close-out plan and a proposed close-out budget to the payer within thirty (30) days prior
to closing, unless the program is terminated under section 9 (A) of this Agreement.

10.

CIVIL ACTIONS. The parties recognize that during civil actions against PHAST and the
JURISDICTION and in criminal prosecution, attorneys for the parties involved have
attempted to subpoena PHAST records in the possession of JURISDICTION Agencies that
they could not lawfully obtain directly from PHAST. The parties agree that when they are
in receipt of a subpoena duces tecum for PHAST records contained in the joint PHAST
program/initiative databases, the receiving party shall notify the Legal Bureau or Office of
General Counsel of the other agency. In a matter where the City is a party, the receiving
party shall also notify the Law Department or other City legal oversight entity.
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11.

NOTICES. All notices and requests under this Agreement by either party shall be in writing
and directed to the address of the parties as follows:
Notices to ENTITY A shall be mailed to:
Notices to ENTITY B shall be mailed to:

12.

Nothing in this Memorandum shall be interpreted to restrict the ability of any signatory to
exercise any procedure right or remedy available to it by law.

13.

Entire Agreement. This MOU represents the whole agreement of the parties hereto with
respect to the subject matter contained herein. No other agreement, oral or written, regarding
the subject matter of this Agreement will be deemed to exist or to bind any of the Parties or
to vary any of the terms contained herein.

IN WITNESS WHEREOF, the parties hereby execute this Agreement on the date set opposite
their respective signatures.
ENTITY A
_____________________________
NAME
Authorized Public Safety Leader
Affiliation

Dated: _____________________

_____________________________
NAME
Authorized Public Health Leader
Affiliation

Dated: _____________________

Page 4 of 4

PAGE 8 5
APPENDICES

PU B LIC H E A LTH A N D SA FE TY TE A M (PH A S T) TO OLK IT
D R A FT V E R S ION 2.0 FOR PIL OTIN G

Sample Data Sharing Agreement

Affiliation Agreement for Meeting Participation and Data Sharing
Agency/Individual: __________________________________________________________
Street Address: _____________________________________________________________
City: _______________________________

State: ________ Zip: _______________

The [ORGANIZATION] AND ________________ (agency/individual) are entering in to an agreement on
__________(date) for the [PROGRAM NAME] for the purpose(s) of ______________________________
______________________________________________________________________________________. This is a
voluntary program in which the [ORGANIZATION] stakeholders will come together in a program to examine data
regarding opioid overdose in [JURISDICTION].
1.

________________(agency/individual) will provide one staff to be the main contract for the [PROGRAM
NAME] to represent [NAME OF PARTNER AGENCY/INDIVIDUAL]. An alternate is permissible. This person
will receive the confidential information on the decedents and be responsible for the following:
a) Receiving the following confidential information:
[Please provide the exact data fields to be shared and a brief description of the data source]
b) Checking the clinical system/electronic health records to see if the decedent had engaged with the agency:
• If the agency has information on the decedent, a form will be filled out and brought to the meeting.
This form may include the following data elements:
[Please provide the exact data fields to be shared and a brief description of the data source]
•

If the agency does not have information on the decedent, they can either respond that there was no
engagement and not come to the meeting or come to the meeting to provide general information.

2. _____________ (agency/individual) understands that this information is for the purpose of gaining a better
understanding of the overdose fatalities in [JURISDICTION]. This information is confidential. The
[ORGANIZATION] will not be responsible for any clinical documents. The [ORGANIZATOIN] will only
maintain de-identified data.
3. ____________ (agency) CEO or leadership designee and the main contact person are to sign a confidentiality
agreement for the annual term of the program. The designated contact person will sign a confidentiality agreement
at every meeting attended.
4. ____________(agency/individual) understands that the [ORGANIZATION] is the facilitator of this program in
collaboration with [LIST OF ORGANIZATIONAL PARTNER/LEADERSHIP AGENCIES]
5. Designated Agency Contact: ______________________________
Phone: _______________________ Email: ____________________________
__________________/___________
Individual Signature /Date
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Sample PHAST Partner Meeting Agenda

Sample PHAST Partner Meeting Agenda
Date
Time
Location
[Special Building Entry Instructions] (if necessary)

Time
5 mins
10-15
mins

Agenda Item
Partners Sign-in
Presentation on overdose data – These could be standing
templates that are created (data placemats, handouts, or
PowerPoint).
• Data presentation of overdose deaths/total
deaths from past month or past 6-12 months
• Simple report out on any other non-fatal
overdose data
• Simple report out on naloxone administration
data
• Simple report out on any criminal
justice/corrections/community corrections data?

•
•

25 mins

30 mins

10 mins
5 mins
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Simple report out on law enforcement data
Simple report out on any emergency medical
services or hospital data
Program/initiative Presentation (rotate monthly)
• Program name
• Key stakeholder agencies/partners implementing
the initiative
• Purpose/objectives
• Measures of success – how we will know if it’s
working
• Results (if any)
• Challenges/barriers (could be anticipated)
Q&A/Discussion – coordinator or leadership team have
questions prepared ahead of time in case other
attendees do not have any.
• What would make this initiative easier to
implement? What might get in the way? What
happens before? What type of follow-up is
needed?
• What recommendations/strategies arise (note
those requiring follow-up, and assign person
responsible for reporting out progress at next
meeting’s News to Share)
Updates on previous meeting’s “follow-up items” and
News to Share (from any partners)
Reminder of next meeting’s date and agenda items

Facilitator/Presenter
Coordinator
Coordinator/Leadership
Team

Coroner/Health
Department
Health Department
Health Department
Criminal
Justice/Corrections/
Probation & Parole
Sheriff/Police Chief
Hospital/EMS/Health
Department
Lead person in charge
of program/initiative

Member of PHAST
Leadership team or
Coordinator

Coordinator/All
Partners
Coordinator
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PHAST SWOT Analysis Facilitation Guide
Activity #1
Conduct a “SWOT Analysis” to identify strengths, weaknesses, opportunities, and threats to
your existing collaborative overdose response efforts:
Begin with “Readiness Checklist” and identify the extent to which you have the pre-requisite
elements. Which of these requirements are clear strengths? Which are weaknesses?

Questions about Leadership, Resources and Multi-sector
Commitment:

Yes

No

1. Do you have a formal call-to-action from jurisdictional leadership
that clearly identifies cross-sector collaboration as a priority
directive?
2. Is there an established leadership team consisting of at least one
public health agency lead and at least one public safety agency
lead from either law enforcement or criminal justice?
3. Do you have a program coordinator dedicated 100% to this
collaborative effort?
4. Do you have some epidemiological or other data analytic
capability (including access, rights, and skill set)?
5. Do you have a plan for regular (monthly) meetings, with identified
location, and agreed upon meeting time for all partners?
6. Do you have a basic governance structure with agreed upon roles
and responsibilities?
7. Do you have a list of identified and committed public health
partners? Do you have a list of identified and committed public
safety partners?
8. Do you have a list of identified and committed other partners (e.g.,
behavioral health)?
Note: Commitment should be clearly defined by answering the
following question:
a. What is the expected and necessary level of investment of each of the partners?
i. In-person attendance at monthly 2-hour meetings
ii. Designated authority to represent and speak on behalf of their agency/
organization at these meetings
iii. Openness to collaborating with partner sectors to achieve a shared common
goal of reducing overdose deaths
Yes
No
iv. Others deemed appropriate by the leadership team
9. What partners are missing or insufficiently committed, and can
you proceed without them at this stage?
If any of the above are answered with a “NO” – you have work to do before you begin to
conduct formal PHAST Meetings.
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Bonus strength: Have any partners from different sectors shared
data or collaborated in the past? Build on past experiences, even
unsuccessful attempts teach you something about how to do things
differently next time.

Activity #2

Continue SWOT Analysis with Shared Learning:

Questions about Data and Information Strengths and
Weaknesses (What do we know? What do we need more data on?)
1. What types of data do partners have on individuals in the community who have
experienced a fatal or non-fatal overdose in the past or are known to be at risk of an
overdose? — partners present their information and data to one another. Show and
tell/Q&A
a. See Resource: Examples of PHAST Investigation Questions Linked to Possible
Data Sources.
b. What data gaps do the partners have that would help inform policy, programs, and
practices
c. What questions do partners have for one another?
d. What knowledge gaps still exist?

Questions about Program and Policy Strengths and Weaknesses (What are we currently
doing? How coordinated are we? How are we doing)?
1. What programs and policies does each partner sector engage in to reduce overdose
deaths among the populations they encounter?
a. Compare programs and policies against evidence-based strategies.
b. How do the different programs and policies complement/counteract one another?
2. What questions do partners have for one another?
3. What knowledge gaps still exist?

Activity #3

Prioritize Opportunities: Inventory all needs, gaps and questions identified and prioritize the
following:
1. Investigation, information and data analysis needs
2. Response strategy enhancements

Activity #4

Plan to Measure Progress: When strategies are selected, use performance management
strategies to measure progress and ensure shared accountability. See Resource: Performance
Management Framework and Stakeholder Engagement Questions
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Data Inventory Template
Dataset

Jurisdiction level

Owning Organization

Contact Person

Data use guidance and
agreements

N/A

St. Joseph’s Midtown
hospital emergency
department who upload to
local health departments for
analysis purposes.

John Smith
(ED Records Dept)

Interagency agreement
between
St. Joseph’s Hospital

Emergency Department
(ED) syndromic data

*Additional information to consider and potentially note (depending on use) for each data set:
1. Access – how the data can be accessed and stored, who has access to raw data (based on data use agreements)
2. Drugs included

3. Dataset fields of interest
4. How content is entered
5. Lag-time (max/min)
6. Analysis plan

7. Data notes – questions being answered by the data, issues of reliability, consistency,
missing data, or other quality issues
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Module 2 Tools and Templates
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Sample Data Source Table
Indicator
Suspected fatal overdoses
(rates, location, geography,
history of incarceration)

Suspected non-fatal
ovedoses

Sources

Owning Agency

Considerations

Medical examiner/coroner
reports

Medical examiner/coroner

Variable capacity, lab lag
time;

Hospital emergency
department syndromic
data (toxicology screens,
chief complaint/diagnosis
of suspected overdose)

Hospital ED data

HIPAA

Fire department,
Emergency medical
services, police
departments

Different reporting
systems, track rates
(numerators and
denominators)

Police seizure data

DEA/Law enforcement

Toxicology reports on
seized and crime scene
drugs and paraphernalia
(intentional/unintentional
mixing)

Law-enforcement
Sensitive (LES)

DEA/Law enforcement

LES, testing rates

Drug-related prosecutions
of high-volume trafficking
crimes

District Attorney’s office

LES

Decedent toxicology
reports

Medical examiner/coroner

Variable capacity, lab lag
time

First responder overdose
encounters
ODMAP

Drug supply

High risk opioid
prescribers (including coprescribers of opioids and
benzodiazepines)

Substance use /
polysubstance use

Drug-related crime

Treatment availability

Interviews with people
who use drugs,

Entity collecting data

Department of Corrections
(DOC) health services
intake data (self-report
and/or urine screen)

DOC

Arrest data

Police Departments

Parole/probation low-level
drug-related violations

P&P departments

Treatment facility capacity,
treatment types, wait lists

Treatment facilities

Types of MOUD provision
in prisons, jails

Contributing factors/service
gaps/opportunities

Overdose fatality reviews

APPENDICES

May require a standing
FOIA request

Physicians with waivers to
provide MOUD

Treatment options in
criminal justice settings
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Access to PDMP; data
may be aggregate only

PDMP, Pharmacy

Data use agreements
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Examples of PHAST Investigation Questions Linked to Possible Data Source
Question

How will you use
this information?

What is
the opioidrelated
overdose
death
rate in our
jurisdiction?

To track cases of
overdose death
longitudinally

Where are
the deaths
happening
in our
jurisdiction?

To determine
geographical
high-burden
areas and target
interventions

What is the
non-fatal
overdose
rate?

To track nonfatal overdose
occurrences
longitudinally (for
surveillance)

Level of detail needed
(case-level vs. aggregate)

Possible data sources
Confirmed: State Unintentional Drug
Overdose Reporting System (SUDORS),
which captures detailed information on
toxicology, death scene investigations, route
of administration, and other risk factors that
may be associated with a fatal overdose
associated risk factors
Local and state health departments

Aggregate

Provisional: National Vital Statistics System
(provisional counts for drug overdose deaths
occurring within the 50 states and the
District of Columbia. The counts represent
the number of reported deaths due to drug
overdose occurring in the 12-month periods
ending in the month indicated.
Medical examiner/coroner suspected
overdose data

Aggregate

Overdose Detection Mapping Application
(ODMAP), an overdose mapping tool that
provides real time suspected overdose data
in local and surrounding jurisdictions.

Aggregate

State health department’s syndromic
surveillance data (from emergency
departments) – does not include individuals
who decline transfer to emergency
department post overdose.

Aggregate

Coroners observations/reports
Increase in 911 calls related to overdose

Are we
seeing a
spike in
overdoses or
a particular
type of
overdose?

To identify spikes
for early detection
of emerging
threats and rapid
response

Sharp increase in EMS treating suspected
overdoses and reversing opioid overdoses
with naloxone. (May be tracked and
monitored through ODMAP.)
Hospital Emergency Departments report
large numbers of overdoses presenting

Aggregate

Police report increase in illicit drug seizures
or rapid increases in illicit drug seizures
containing a new type of synthetic opioid
such as fentanyl, fentanyl analogs, or other
synthetic opioids such as U-47700.
Medical examiners/coroners noting a sharp
increase in overdose Deaths
continued
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Examples of PHAST Investigation Questions Linked to Possible Data Source (continued)
Question

How will you use
this information?

Level of detail needed
(case-level vs. aggregate)

Possible data sources
State health department’s syndromic
surveillance data (from emergency
departments)
EMS/Emergency responder data

Who is
overdosing
and in need
of care,
treatment,
support
services?

To target
interventions and
response efforts
by population

Client records from harm reduction service
providers
Treatment service requests
Medical examiner/coroner suspected
overdose data (may be an entry-point to
connect with family or friends who may be at
risk of overdose or a way to identify high-risk
populations)

If targeting by population:
aggregate.
If targeting by individual:
case-level

Inmate release information (to provide further
supports to this high-risk group)
Treatment service records including waitlists,
retention, and reasons for drop out

What are the
limitations in
the current
overdose
prevention
services?

To improve
effectiveness
of interventions
aimed at reducing
overdose

What are the
local trends
in illicit drug
use?

To identify
treatment and
harm reduction
needs

Law enforcement drug seizure data

What is in
the local
drug supply?

To anticipate
increased risks
among people
who use drugs

Law enforcement drug seizure data,
possession arrests

What are the
local opioid
prescribing
practices/
trends?

To anticipate
potential risks
among people
who use
prescription
opioids,
benzodiazepines,
etc.
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Community surveys and client records by
harm reduction providers

Aggregate

Pharmacy records on naloxone distribution

Community surveys by harm reduction
providers

Community surveys by harm reduction
providers

Prescription Drug Monitoring Program
(PDMP) data

n/a

n/a

Aggregate
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Examples of Cross-sector
Data Use

Data Dashboards and Data Mapping
The New Hampshire Drug Monitoring Initiative
The New Hampshire Drug Monitoring Initiative (DMI) is a strategy to provide awareness and
combat drug distribution and misuse. In line with this approach the DMI obtains data from
various sources (including, but not limited to, Public Health, Law Enforcement, and EMS)
and provides monthly products for stakeholders as well as situational awareness releases as
needed. To view an example of their report click here.1

Allegheny County Data Warehouse
The Allegheny County’s Department of Human Services (DHS) Data Warehouse is an electronic
repository of information about publicly funded human services utilization in Allegheny County,
Pennsylvania. The Warehouse contains approximately 1.43 billion records representing more than
1.2 million distinct clients, and includes data from 29 sources (both internal and external to DHS)
such as behavioral health, aging, public benefits, housing, criminal justice and public schools. This
information, combined with data from the Allegheny County Medical Examiner’s Office (ACOME)
allows users to explore demographic information about individuals dying from opioid-related
overdose as well as where fatalities are occurring. For more information, click here.

Overdose Fatality Review Teams
Ocean County, NJ Overdose Fatality Review Program
New Jersey’s Ocean County Health Department (OCHD) collaborates with community
partners on an Overdose Fatality Review Program (OC-OFRP) to conduct a social autopsy
on overdose decedents. At each monthly social autopsy meeting six overdose fatality
cases, selected at random, are reviewed using the same process. Once confidentiality
agreements are signed by each partner in attendance and the meeting is called to order, the
facilitator reviews each decedent case with the affiliated partners. A timeline is developed
of the decedent’s life focusing on key events such as first substance use, hospitalizations,
substance use treatment, criminal history, and naloxone reversals. Affiliated members
discuss and track systems-level issues and patterns that are observed in the decedent cases.
Following the meetings, recommendations and observations of the OC-OFRP are organized
into five general categories:
1. Client trends
2. Needed programs/gaps
3. Agency policy and procedures
4. County level or inter-agency issues
5. State level issues
The OFRP Executive team, which includes OCHD, the Ocean County Prosecutor’s Office and
the Ocean County Medical Examiner, meets quarterly to discuss the overarching trends and
issues observed in the OC-OFRP, data sets from local, state and federal partners, and ways to
leverage partnerships to develop programming and policy change in Ocean County.
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Use of “Unconfirmed” Death Data
Maryland’s Local Overdose Fatality Reviews
Overdose fatality review (OFR) teams conduct confidential reviews of fatal overdose incidents
to identify key risk factors for overdose, opportunities for intervention with high-risk individuals
and changes to laws, policies, procedures and programs that may prevent future fatal and
non-fatal overdoses. Maryland’s statute (Health General Article, Title 5, Subtitle 9, Annotated
Code of Maryland (“OFR law”), paved the way for easy local-level data sharing of protected
health information (death records, as well as medical, behavioral health, social service,
criminal justice, prescription drug) for the purposes of identifying opportunities to prevent
future overdose deaths. 2
To facilitate the case review process, the Behavioral Health Administration (BHA), in
cooperation with the Office of the Chief Medical Examiner (OCME) and Vital Statistics
Administration (VSA), provides OFR teams detailed information on overdose decedents
and the circumstances of death. The OCME provides on at least a quarterly basis to the
fatality review teams unconfirmed death record data, including toxicology, matched to other
databases available to the State and useful in review activities. Confirmed Vital Statistics data
are usually sent from the state on a yearly basis.
The OFR law includes requirements for teams and team members to protect the
confidentiality of privileged information obtained by the team for case review purposes and
the proceedings of the team. Except as necessary to carry out a team’s purposes and duties,
members of a local team and persons attending closed session of a team meeting may
not disclose what transpired at the meeting (other than information that is public record).
Members of the team and those who provide information to the team cannot be questioned in
any civil or criminal proceeding about information presented in or opinions formed as a result
of a case review. Likewise, information, documents or records of a team are not subject to
subpoena, discovery or introduction into evidence in any civil or criminal court proceeding (5906, 5-637.2.)
For more information about the OFR data use process used in Maryland, please refer to the
Maryland Department of Health Behavioral Health Administration’s Overdose Fatality
Review Program Website.
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NYC SPOT: Suspected Potential Overdose Tracker (SPOT)
Background (Why the need for SPOT?)
One of the key accomplishments of the NYC RxStat initiative, which was established in 2011 as
a data-driven, public health/public safety partnership to reduce prescription opioid overdose, is
the sharing of population-level trends in overdose mortality in NYC,3 on a regular and ongoing
basis, with more than 30 partner agencies representing the public health and public safety
sectors. Epidemiologists from the NYC Department of Health and Mental Hygiene rigorously
assess data on confirmed overdose fatalities and provide updates on population level trends on
a quarterly basis at RxStat meetings.4 This has contributed to a greater shared understanding of
overdose fatality trends, citywide and within specific geographic areas and populations, among
representatives across the myriad of government agencies intersecting with the overdose crisis.
As the opioid crisis worsened in New York City in 2015 and 2016, driven in particular by an
influx of fentanyl and newly identified fentanyl analogues, leaders from the New York City Police
Department (NYPD) and the NYC Office of the Chief Medical Examiner (OCME) identified
two additional needs regarding data on overdose fatalities. The first was for near real-time
information on overdose fatalities to more rapidly and accurately target agency resources to
high burden areas of the city. The second was for case-level information on individual overdose
fatalities to inform quarterly RxStat overdose fatality reviews and assist RxStat partner agencies
in identifying systems-level gaps and barriers to the prevention of fatal overdoses.
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Description (What is SPOT and How is it generated?)
The need for more timely and actionable information on overdose deaths prompted
three of NYC RxStat’s lead agencies, NYPD, OCME and NY/NJ HIDTA to partner in
developing a daily report containing information on suspected fatal drug overdoses within
approximately 24 hours of occurrence. Every Monday through Friday, a team of interns
based at OCME and overseen by one full-time Epidemiologist and a Project Lead, conducts
a comprehensive review of every new OCME case (each representing one decedent) to
determine whether the case meets the criteria for a suspected accidental drug overdose
fatality. In making this determination, the interns rely heavily on information collected by
OCME Medicolegal Investigators (MLIs) at the actual scene of death. The interns review
this information, contained in MLI narrative reports, along with any other relevant case
documents (including police reports), and manually enter over 100 individual data points
on each suspected overdose case (decedent) into an Excel template. These data points
include sociodemographic factors, health histories, location of death (residence, public
space, hospital, etc.), and presence of drug paraphernalia at the death scene, among many
others. Based on these data, and following a set of strict and well-defined criteria regarding
the circumstances of decedent and death scene, the interns assign a likelihood ranking of 1
through 4 to each suspected overdose case, with 1 representing the highest likelihood that
the death will be confirmed as an accidental overdose death and 4 the lowest.

Daily SPOT Report
This daily list of cases (including all 100+ data points) is then sent to a team at NYPD’s Office of
Crime Control Strategies (CCS). CCS Detectives fill in additional fields of information on each
case (e.g., calls for service, arrest history, other police contact) and conduct a critical quality
control function by reviewing all information entered by the interns, adding missing data points,
viewing death scene photographic records, and re-assessing the likelihood ranking assigned
to each case. Once NYPD CCS has reviewed and updated the daily list of suspected overdose
cases, the list becomes the official OCME Daily Suspected Potential Overdose (SPOT)
Report. NYPD CCS uses this to generate an internal NYPD Daily SPOT Report, as well as a
weekly report, which are distributed to the leadership of multiple Department bureaus as well
as lead detectives within NYPD’s Overdose Response Squad. Since its inception in June 2016,
SPOT has captured 97 percent of total accidental overdose deaths in NYC.
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Monthly SPOT Report
The OCME Daily SPOT Report is used by the
Epidemiologists and other members of the OCME Drug
Intelligence and Intervention Group (DIG) to further
investigate individual overdose fatalities, report trends,
and share data with key RxStat partners (identified
below). Specifically, the cases identified in the OCME
Daily SPOT Report as having the highest likelihood
for being confirmed as accidental drug overdose
deaths are further analyzed by OCME Epidemiologists
and key findings are compiled and presented in the OCME
Suspected Overdose Fatalities Monthly Report. This report
includes analyses of suspected overdose fatalities for the preceding month broken out
by likelihood ranking, decedents’ demographic characteristics (age, race, gender), and location
of overdose. Where available, information regarding decedents’ employment status, insurance
status, prior substance use, participation in drug treatment, the existence of co-occurring
health conditions, and criminal justice involvement is also presented. The monthly report has
been modified over time to include information identified by recipients as being most relevant
and actionable for their agency. The report is distributed to representatives and leaders from
more than a dozen RxStat partner agencies, representing a cross section of public health and
safety partners that are most likely to intersect with people at risk of overdose. These include:
NYC Department of Health and Mental Hygiene, NYC Health + Hospitals/Correctional Health
Services, NYC Department of Homeless Services, NYC Housing Authority, New York Police
Department, the five New York City District Attorney’s Offices, the NYS Office of Alcohol and
Substance Abuse Services, and the NYS Department of Health (both its Bureau of Narcotic
Enforcement and Office of Drug User Health).

SPOT Data Extracts
OCME Epidemiologists continuously review and update all suspected drug overdose cases
included in SPOT to reflect final cause and manner of death information. The suspected cases
included in the OCME Suspected Overdose Fatalities Monthly Report collectively represent
72% of all confirmed overdoses, and are 90% accurate in correctly identifying unintentional
drug overdoses in NYC. On a monthly basis, the Epidemiologists share data on all deaths
confirmed by OCME to be unintentional drug overdose deaths with a handful RxStat partner
agencies who use the data to better understand the incidence of drug overdose fatalities within
the population they serve and to evaluate their own overdose prevention efforts. The fields
contained in the data extracts differ by agency and are specifically tailored to each agency’s
data needs.5 Collectively, these reports represent a first-of-its-kind model for sharing NYC
Medical Examiner data with external agencies. (The following RxStat partner agencies currently
receive SPOT Data Extracts: NYC Health + Hospitals/Correctional Health Services, New York
Police Department, NYS Office of Alcoholism and Substance Abuse Services, NYS Department
of Health/Bureau of Narcotic Enforcement, NYC Department of Health and Mental Hygiene, and
the Manhattan, Queens, and Bronx District Attorney Offices.) NYC OCME Data sharing with
RxStat Partners and NYC SPOT Reporting help illustrate the structure and purpose of this
data-sharing effort.
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Case-level Investigations
In a process known as a “360° Outreach,” the OCME Daily SPOT Reports are used by a team
of OCME-based Social Workers to further investigate the circumstances and psychosocial
factors contributing to individual overdose fatalities. Using SPOT data and other information
contained within the OCME electronic case management system, the social workers identify
and interview next-of-kin of overdose decedents, collecting critical historical and contextual
information that further informs the efforts of RxStat partners to reduce drug overdose fatalities.
In addition to enriching OCME’s monthly reports, the 360° Outreach process enables OCME to
provide pertinent information for quarterly RxStat Operations meetings (which serve as fatality
reviews for drug overdose deaths), connect grieving family members to bereavement services,
and refer individuals at high risk for overdose to MAT and other harm reduction services.
Through a partnership between OCME and the NYS Department of Health/AIDS Institute/
Office of Drug User Health (NYS ODUH), surviving members of decedents’ families and social
networks who are identified through OCME’s 360° Outreach process as being high risk for
overdose, or in urgent need of other social services, are referred to navigators and peers at
NYS ODUH for navigation to care and services.

Impact (How can SPOT lead to improved outcomes in overdose prevention?)
• Allows for near real-time monitoring of overdose fatality levels and detection of atypical
patterns citywide, as well as within specific geographic areas and populations.
The New York County District Attorney’s Office (DANY) uses SPOT data extracts
to map the geographical distribution of overdose deaths involving fentanyl and
fentanyl analogs in Manhattan. DANY plans to use this information to tailor its
overdose prevention strategies and programs by neighborhood. The Bronx and
Queens DA offices are similarly using data transfers from the OCME to inform their
strategies.
• Provides mechanism for outreach to family and friends of overdose decedents who
may be at high risk for overdose. This provides an opportunity for connecting these
individuals to MAT and/or other needed services.
Example in practice: OCME Social workers conduct outreach with next-of-kin of
overdose decedents via 360° phone interviews and are able to make referrals to
navigators and peers at the NYS Department of Health, AIDS Institute, and Office
of Drug User Health where appropriate.
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• Allows for identification of gaps in overdose response preparedness of public health and
public safety agencies in NYC.
Example in practice: Sharing and discussion of case specific information on
identified overdose fatalities led NYPD to equip all patrol officers with naloxone.
• Affords opportunities for evaluation of overdose prevention interventions, programs and
policies being implemented by participating public health and public safety agencies.
Examples in practice:
NYC Correctional Health Services is using SPOT data on confirmed overdoses to
evaluate whether the expansion of their Opioid Treatment Program at the Rikers
Island jail facility in fall 2017 has been associated with a reduction in post-release
overdose deaths.
Transfers of confirmed overdose death data from the SPOT system to the NYS
Office of Alcoholism and Substance Abuse Services (OASAS) have allowed
OASAS to identify, through deterministic matching analysis, the number of
decedents that received treatment for substance use disorder in OASAS-certified
treatment programs. OASAS is analyzing demographics and other characteristics
of the decedent group (e.g., substance used at admission, treatment medications
used, discharge status, time between discharge and overdose death, toxicology)
for comparison with other clients served in certified treatment programs to identify
possible risk factors contributing to overdose fatalities. OASAS will also use
the data to identify service types and treatment programs to target for Narcan
training, harm reduction information, enhanced post-discharge outreach, family
interventions, and other innovative practices to prevent overdose deaths.
DIG notifies the Bureau of Narcotic Enforcement (BNE) at the New York State
Department of Health on a monthly basis of SPOT cases where the decedent has
a history in New York’s Prescription Drug Monitoring Program. These notification
reports highlight cases with suspicious prescribing histories. BNE uses this
information to identify prescribers who may need additional training in the legal
requirements that apply to prescribing practices, or in some cases, may need to
be referred to federal, state, or local investigators for criminal prosecution.
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Getting Started:
1. Find the right partner. Identify which agencies in your jurisdiction
collect data on overdose fatalities in near-real time (medical
examiner or coroner, law enforcement agencies, etc.) and
which of those are best positioned to support the analysis
and sharing of suspected overdose fatality data to inform
overdose response strategies.
2. Establish clear outcomes. Determine from the outset what
questions you are trying to answer and for whom.
•

Why is a daily report of suspected overdose fatalities important to reducing
overdoses in my jurisdiction?

•

Who are the end users of this information and how, specifically, will they use it?

•

How will we evaluate the utility of the information being generated and shared?

3. Prioritize efficiency. Identify the most efficient mechanism for collecting or extracting
required data on suspected overdose fatalities.
4. Identify resources. Evaluate the feasibility of using existing staff/resources to conduct the
work and be creative in seeking outside funding for data entry and analytical support.

Things to Consider:
• Before establishing a SPOT-like reporting system it’s critical to lay out a clear plan
for data collection, processing, management, analysis, dissemination/reporting and
evaluation (both process and outcome).
• Ensure that data on overdose death cases are used responsibly and purposefully,
in keeping with the minimum necessary information principle. In other words, do not
share or report more than is necessary for the intended purpose.
• Daily reporting on suspected overdose deaths will never be 100 percent accurate. It is
important to continuously review and refine your system to measure accuracy.
• It is critical to clearly identify the specific outcomes you are seeking in collecting and
sharing data on suspected overdoses. Establish agreed upon performance measures
prior to implementation and build in a mechanism for tracking them.
• This is a resource intensive undertaking and will require significant investment by agency
that holds the data OR an outside funding source. Available resources will vary greatly
from place to place: get creative in assessing resource availability and pursue multiple
avenues for securing financial support.
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NYC OCME Data-sharing with RxStat Partners
Bureau of Narcotic Enforcement
OCME DIG sends suspected overdose deaths
in which the decedent has a PMP history, with
especially suspicious histories highlighted. The
goal is to assist BNE in identifying problematic and
potential criminal prescribing.

ODMAP
NY/NJ HIDTA inputs suspected overdose death
data deemed to have the highest likelihood
of being confirmed as a fatal overdose by
OCME DIG into ODMAP. This allows
any RxStat partner with ODMAP to
view potential geographical clusters of
overdoses throughout NYC.

District Attorney of New York
DANY uses citywide overdose death
data from OCME DIG to inform strategies
in addressing overdose response programs in
highest risk Manhattan neighborhoods.

District Attorney of Bronx County
Bronx DA’s Office uses data from OCME DIG
to inform Bronx DA strategies in addressing
overdose response programs in highest risk Bronx
neighborhoods.
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Office of alcoholism and substance abuse
services
OASAS are using overdose death data sent by OCME DIG
to 1) Identify possible risk factors to address in preventing
overdose deaths; 2) Identify service types and treatment
programs to target for Narcan training, Harm Reduction
information, enhanced follow-up outreach, family
interventions, and other innovative practices to prevent
overdose deaths.

Correctional Health Services (Rikers)
CHS is using data from OCME DIG to review whether
the Opioid Treatment Program expansion at Rikers (Fall
2017) has been associated with a reduction in postrelease overdose death.

New York City Police department
OCME DIG data allows NYPD to report on
suspected overdose death data within NYPD on
a daily basis. NYPD is able to use this data to
inform NYPD overdose response strategies.

District Attorney of Queens County
Queen DA’s Office uses data from OCME DIG to inform
strategies in addressing overdose response programs in
highest risk Queens neighborhoods.
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NYC SPOT Reporting
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First Responder Reporting of Overdose Incidents
Massachusetts Ambulance Trip Reporting Information System (MATRIS):
Improving Existing Reporting Systems for More Accurate Surveillance
The Massachusetts Ambulance Trip Reporting Information System (MATRIS), is a statewide
database for collecting emergency medical service (EMS) data from licensed ambulance
services. It was not specifically designed to track opioid overdose incidents; however,
the Massachusetts Department of Public Health (DPH) is currently working with all EMS
providers to improve the quality and completeness of these data especially with respect
to opioid overdose incidents. To more accurately identify ambulance trips that are opioidrelated, several pieces of information from MATRIS are combined such as: a notation that
a trip was listed as a poisoning, that there was an administration of naloxone, or that the
patient admitted to drug use. In combination, this information allows DPH to more accurately
count opioid overdose incidents.6

OD Map
Historically, US jurisdictions did not share data among law enforcement, fire departments, and
emergency medical services, and even fewer do so in real time. To tackle this problem, the
Washington/Baltimore High Intensity Drug Trafficking Area (HIDTA) program developed the
Overdose Detection Mapping Application (ODMAP). ODMAP is an overdose mapping tool that
allows first responders to log an overdose in real time into a centralized database. This tool
allows a jurisdiction to capture overdose incidents responded to by public safety on a shared
data platform. A responder records basic information on whether an overdose incident is fatal
or nonfatal, as well as the number of doses of naloxone administered. For law enforcement,
the tool also includes a form where officers can intake additional information about individuals
involved, initiate an investigation, and enter data about the form and type of drugs. ODMAP
can be synced with a department’s local data entry platform.
From a law enforcement perspective, the real-time function of ODMAP allows a department
to understand both the current scope of overdoses and trends over time in their jurisdiction,
as well as neighboring jurisdictions. Departments can identify hotspots and respond
appropriately. The map has a built-in spike alert notification system and data analytics to
help law enforcement identify trends over designated time periods. Departments can overlap
overdose data with drug seizure, vacant housing, or other data maps in an attempt to
understand drivers or correlates of overdose. In Berkeley County, West Virginia, ODMAP data
showed that nearly 20 percent of overdoses occurred in a single location, allowing the police
department to focus their efforts within a small geographic area.
Law enforcement agencies can also view overdose information from neighboring jurisdictions,
which might share a drug supply source. For example, ODMAP data has shown that within
8-12 hours, an overdose spike in Baltimore City was followed by spikes in Anne Arundel
County, Maryland; Arlington County, Virginia; Alexandria, Virginia; Berkeley County, West
Virginia; and other nearby jurisdictions. This gave public health, police, and others involved
in the opioid response important information about a forthcoming overdose spike that they
wouldn’t have without this cross-jurisdictional comparison.7
Public health partners also have successfully used ODMAP information to target outreach
efforts and linkages to care.

Endnotes
1 https://www.dhhs.nh.gov/dcbcs/bdas/documents/dmi-2018-overview.pdf
2 Local Drug Overdose Fatality Review (OFR) Team Data Use Manual accessed at: https://bha.health.maryland.gov/OVERDOSE_PREVENTION/
Documents/OFR%20Data%20Use%20Manual%20March%202015.pdf on January 27, 2020.
3 Since its inception in 2011, the scope of NYC RxStat has expanded beyond prescription opioid overdoses to include all drug-involved overdoses in
NYC.
4 Data on accidental overdose deaths in NYC are typically presented to RxStat partners in preliminary form, six to nine months after the deaths have
occurred, but well before official NYC DOHMH reporting on overdose fatalities is publicly available. These data and related trends are presented in
RxStat meetings with the understanding that they are not to be shared outside the meeting.
5 In fielding and approving agency requests for data on drug overdose fatalities, OCME adheres to the minimum necessary information principle,
meaning OCME limits the disclosure of any case-specific information to the minimum necessary to accomplish the intended purpose of the requesting
agency.
6 https://www.mass.gov/files/documents/2018/11/16/Emergency-Medical-Services-Data-November-2018.pdf
7 https://nij.gov/publications/Pages/notes-from-the-field-opioid-epidemic-beeson.aspx
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Resources
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Compassion Fatigue, Wellness and Crisis Resources for First Responders
Blue H.E.L.P. (https://bluehelp.org): It is the mission of Blue H.E.L.P. to reduce
mental health stigma through education, advocate for benefits for those suffering
from post-traumatic stress, acknowledge the service and sacrifice of law
enforcement officers we lost to suicide, assist officers in their search for healing,
and to bring awareness to suicide and mental health issues.
Code 9 Project (https://www.code9project.org): Their mission is to provide
education, support and viable self-help tools to all Public Safety Personnel and
their families for the purpose of managing and reducing the compressive stress
effects, such as PTSD and suicide.
The Code Green Campaign (https://codegreencampaign.org): The Code
Green Campaign is a first responder oriented mental health advocacy and
education organization. Also known as Code Green, we serve all types of
first responders, including firefighters, EMTs, paramedics, dispatchers, police,
corrections, air medical, and search & rescue.
Badge of Life (badgeoflife.org): Badge of Life is a 501 (c) 3, Not for Profit
organization. Our focus is educating and training law enforcement on mental
health and suicide prevention. “To inspire hope and contribution to the health
and well-being of law enforcement personnel and their families. No more
broken cops.”
International Association of Chiefs of Police (https://theiacp.org): Visit their
topics on officer safety and wellness and mental health for more information on
Critical Incident Stress Management (CISM), post-shooting personnel support,
sleep deprivation, financial literacy, and more.
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1st Help (1sthelp.net): Quick and easy access to many support services for
law enforcement, fire, EMS, corrections, and dispatch. Confidentially answer
seven questions and receive resources in your area. Part of Blue H.E.L.P.
COPLINE National Law Enforcement Officers Hotline ((800) 267-5463):
COPLINE is a National hotline that provides a safe, confidential place to go
when there seems to be no one that understands the mindset of a cop. For
more information, visit www.copline.org.
Crisis Text Line (Text HOME to 741741): Text HOME to 741741 from
anywhere in the United States, anytime, about any type of crisis. Crisis Text
Line serves anyone, in any type of crisis, providing access to free, 24/7 support
and information via a medium people already use and trust: text. For more
information, visit https://www.crisistextline.org/texting-in.
Fire/EMS Helpline ((888) 731-3473): To ensure these individuals and their
families have access to the help they need, the National Volunteer Fire
Council teamed up with American Addiction Centers (AAC) to create a free,
confidential helpline available 24 hours a day, 7 days a week. The Fire/EMS
Helpline can serve as an individual resource, or departments can offer it as
an Employee Assistance Program for their members. For more information,
visit https://www.nvfc.org/fireems-helpline.
Frontline Responder Helpline ((866) 676-7500): 24/7 confidential support run
by first responders. More information available at https://frontlinerehab.com/
helpline.
IMAlive (https://www.imalive.org): IMAlive is the world’s first virtual crisis
center. It is the world’s first crisis center where 100% of the volunteers are
trained in crisis intervention. In the first year since the launch IMAlive has
helped thousands of people in crisis.
Safe Call Now ((206)-459-3020): Safe Call Now is a confidential,
comprehensive, 24-hour crisis referral service for all public safety employees,
all emergency services personnel and their family members nationwide. For
more information, visit https://www.safecallnow.org.
Suicide Prevention Resource Center ((800) 273-8255): The Lifeline provides
24/7, free and confidential support for people in distress, prevention and crisis
resources for you or your loved ones, and best practices for professionals. For
more information, visit www.suicidepreventionlifeline.org.
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Resources
Addiction 101 Resources
• Olsen, Y. and Sharfstein, JM. The Opioid Epidemic: What Everyone Needs to Know.
Oxford University Press (2019).
• Killing Pain Series: https://www.killingpain.com/

Stigma
• Stigma-reducing language: https://www.shatterproof.org/about-addiction/stigma/
stigma-reducing-language
• Words Matter: How Language Choice Can Reduce Stigma: http://www.wvha.org/
getmedia/53991bb8-2978-4e38-a58e-10a9e3b6506e/SAMHSA_Words-Matter.pdf.
aspx

MAT in Correctional Settings
• Medication-Assisted Treatment for Opioid Use Disorder in Jails and Prisons: A Planning
and Implementation Toolkit. (Mace, S., Siegler, A. Wu, K., Latimore, A., & Flynn, H.
The National Council for Behavioral Health and Vital Strategies. (2020): https://www.
thenationalcouncil.org/medication-assisted-treatment-for-opioid-use-disorder-injails-and-prisons/
• National Institute on Drug Abuse: Treating Opioid Addiction in Criminal Justice Settings:
https://www.drugabuse.gov/publications/treating-opioid-addiction-in-criminaljustice-settings/treating-opioid-addiction-in-criminal-justice-settings
• SAMHSA: Medication Assisted Treatment in the Criminal Justice System: https://blog.
samhsa.gov/2019/03/15/breaking-the-cycle-medication-assisted-treatment-mat-inthe-criminal-justice-system
• National Sheriffs Association (October 2018) Jail-based Medication-Assisted Treatment:
Promising Practices, Guidelines and Resources for the Field: https://www.sheriffs.org/
publications/Jail-Based-MAT-PPG.pdf
• SAMHSA In Brief Summer 2014; 8(1): Adult Drug Courts and Medication-Assisted
Treatment for Opioid Dependence: https://store.samhsa.gov/system/files/sma144852.pdf
• Misdemeanor/Low-level Drug Offense Diversion Protocols
• Principles of Problem-Solving Justice (BJA, Center for Court Innovation): https://www.
courtinnovation.org/sites/default/files/Principles.pdf
• Diversion and Alternatives to Incarceration - Fair and Just Prosecution: https://
fairandjustprosecution.org/issues/diversion-and-alternatives-to-incarceration/

Linkages to Care
• High Intensity Drug Trafficking Area Program (HIDTA) Overdose Response Strategy
2018 Cornerstone Project Report: Public Safety-led Linkage to Care Programs in 23
states: http://www.hidtaprogram.org/pdf/2018%20Cornerstone%20Linkage%20
to%20Care%20Report%20FINAL.pdf
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Understanding Public Health
• Mobilizing for Action through Planning and Partnerships: (www.naccho.org/topics/
infrastructure/mapp/index.cfm)
• National Public Health Performance Standards: www.cdc.gov/nphpsp
• Public Health Accreditation Board: www.phaboard.org
• MMWR on HIPAA Privacy Rule Centers for Disease Control and Prevention. HIPAA
Privacy Rule and public health: guidance from CDC and the U.S. Department of Health
and Human Services. MMWR 2003;52(Early Release): https://www.cdc.gov/mmwr/
pdf/other/m2e411.pdf

Understanding Public Safety
• COMPSTAT: Its Origins, Evolution, and Future in Law Enforcement Agencies, Bureau of
Justice Assistance: https://www.bja.gov/Publications/PERF-Compstat.pdf
• Drugs and Substance Abuse: Drug and Alcohol Crime and Offenses: https://www.
crimesolutions.gov/TopicDetails.aspx?ID=53
• The Unprecedented Opioid Epidemic: https://www.policeforum.org/assets/
opioids2017.pdf
• Ten Standards of Care: Policing and The Opioid Crisis: http://americanhealth.jhu.edu/
sites/default/files/inline-files/PolicingOpioidCrisis_LONG_final_0.pdf
• Sequential Intercept Model: https://www.prainc.com/wp-content/uploads/2017/08/
SIM-Brochure-Redesign0824.pdf

Tabletop Exercises
• King County, Washington Tabletop examples: http://www.cidrap.umn.edu/practice/
partnerships-tools-and-tabletop-exercise-tackle-preparedness-continuity-opioidtreatment
• A Guide for the Conduct of Emergency Response Tabletop Exercises: https://www.
hsdl.org/?abstract&did=7381

Overdose Fatality Reviews
• Toolkit in Development
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Glossary of Terms:
9-1-1 Good Samaritan
Laws

Good Samaritan immunity laws provide protection from arrest and prosecution for witnesses who
call 911. This policy only protects the caller and victim from arrest and prosecution for simple drug
possession, possession of paraphernalia, and/or being under the influence. Such legislation does not
protect people from arrest for drug sales or other offenses. These laws are viewed as an important
solution to encourage overdose witnesses to seek medical help

Compassion fatigue

Also called “vicarious traumatization” or secondary traumatization (Figley, 1995). The emotional strain of
working with those suffering from the consequences of traumatic events. Compassion fatigue can result
from exposure to one case or from cumulative exposure to trauma

CompStat

A widely accepted performance management approach used by law enforcement agencies to help focus
attention and resources on crime and the causes of crime

Drug court

Drug courts are problem-solving courts that take a public health approach using a specialized model
in which the judiciary, prosecution, defense bar, probation, law enforcement, mental health, social
service, and treatment communities work together to help addicted offenders into long-term recovery

Pre-arrest diversion

A strategy that interrupts traditional criminal justice pathways in the service of public health and
overdose prevention by diverting low-level offenders who have opioid use disorder into treatment or
support services

Epidemic

Rapid spread or increase in the occurrence of a disease

Harm reduction

Harm reduction, or harm minimization, is a range of public health policies designed to lessen the
negative social and/or physical consequences associated with various human behaviors, both legal and
illegal

Medication-assisted
treatment (MAT)

The use of medications in combination with counseling and behavioral therapies for the treatment of
substance use disorders. Currently, there are three drugs approved by the FDA for the treatment of
opioid dependence: buprenorphine, methadone, and naltrexone

Medication for Opioid
Use Disorder (MOUD)

Medications prescribed by a healthcare provider that can help manage and/or treat opioid use disorder

Naloxone

Sold under the brand name “Narcan” among others; a medication used to block the effects of opioids,
especially decreased breathing in overdose

Overdose Detection
Mapping Application
(OD MAP)

An overdose mapping tool that allows first responders to log an overdose in real time into a centralized
database

Opioids

A class of drugs used to reduce pain

Opioid Use Disorder

A problematic pattern of opioid use that causes significant impairment or distress. Symptoms of the
disorder include a strong desire to use opioids, increased tolerance to opioids, failure to fulfill obligations,
trouble reducing use, and withdrawal syndrome with discontinuation

Overdose fatality
review

A process of conducting a confidential review of a selection of overdose death cases in the jurisdiction

Performance
management

An ongoing practice of using information and feedback on the work of an organization or activity to
improve its process and outcomes

Performance
measures

Quantitative measures of capacities, processes, or outcomes relevant to the assessment of a
performance indicator

Public Health

The science of protecting the safety and improving the health of communities through education,
policymaking, and research for disease and injury prevention

Public Safety

Government agencies responsible for ensuring the well- being and safety of the public through law
enforcement, criminal justice, and first responder duties

Safe stations

Usually 24-hour safe environments where people seeing recovery support can go to be linked to
treatment or recovery support services

Stigma

A perceived negative attribute that causes someone to devalue or think less of the whole person;
discrimination; hate

Substance Use
Disorder

A condition in which the use of one or more substances leads to a clinically significant impairment or
distress
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