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COMMONLY USED ACRONYMS

MEANING

ACRONYM

ADHD
AIDS
AMA
APHA
ASAM
BIPOC
CAHOOTS
CDC

DEA

DIH

DOJ

ECHO

ED

EMS

FDA

FTS

HCV
HHS/DHHS

HIV

Attention-deficit/hyperactivity disorder
Acquired immunodeficiency syndrome
American Medical Association

American Public Health Association

American Society of Addiction Medicine

Black, Indigenous, and other People of Color
Crisis Assistance Helping Out On The Streets
Centers for Disease Control and Prevention
Drug Enforcement Administration

Drug-induced homicide

Department of Justice

Extension for Community Healthcare Outcomes
Emergency department

Emergency medical services

Food and Drug Administration

fentanyl test strips

Hepatitis C virus

Health and Human Services/ Department of Health and Human Services

Human immunodeficiency virus



LEAD

MOUD

OEND

ONDCP

OPC

OoubD

PDMP

PWUD

SAMHSA

SIM

SMI

SNAP

SSP

SUD

TANF

TB

UN

WHO

Law Enforcement Assisted Diversion
Medications for opioid use disorder

Overdose education and naloxone distribution
Office of National Drug Control Policy
Overdose prevention center

Opioid use disorder

Prescription drug monitoring program
Person/people who use drugs

Substance Abuse and Mental Health Services Administration
Sequential intercept model

Serious Mental lliness

Supplemental Nutrition Assistance Program
Syringe services program

Substance use disorder

Temporary Assistance for Needy Families
Tuberculosis

United Nations

World Health Organization



EXECUTIVE SUMMARY

For roughly 50 years, the federal government and the states have implemented drug policies rooted in
prohibition, with the goal of banning the use, sale, possession, production, and cultivation of
designated controlled substances in hopes of reducing or eliminating the supply and the demand for
drugs.'

Yet year over year, deaths attributed to drug use continue to increase, killing more than 1,000 people
in Minnesota annually-more than the number killed by firearms or COVID-19.% Racially
disproportionate sentencing, law enforcement overreach, HIV and HCV epidemics, and collateral
consequences that follow people for years and sometimes decades cascade down from these policies.

Recognizing a gap in successful policy, this report was ambitiously commissioned by Minnesota’s state
government, to advance us toward a comprehensive, evidence-based approach to drug policy that
aligns public safety goals with health and socioeconomic goals. For while Minnesota has made
important strides in health- and socioeconomic-related drug policies, what we refer to as “drug
policing” in this report continues to operate at odds with the evidence.

The research team undertook a rigorous review of the scientific and gray literature to surface successful
drug policies. Expanding upon the traditional indicators of drug policy associated with supply and
demand reduction, we expanded the definition of success to include health and other socioeconomic
impacts as well as public safety. This helps us to evaluate drug policies fully.

This report, the first of two, reviews the scientific evidence across four domains of drug policy: health
care, harm reduction, social determinants of health, and drug policing. The report also features the
experiences of four jurisdictions that have innovated on drug policy to elucidate what policy looks like
when operationalized: Oregon, San Francisco, Rhode Island, and Portugal.

We concluded that the following key policies and interventions meet the criteria for successful drug
policy:

Health Care

® Medications for opioid use disorder, and telehealth flexibilities that increase their accessibility

e Substance use disorder treatment that is voluntary, available on demand, culturally
appropriate, and geographically accessible

¢ Medicaid coverage for treatment for SUD

e Peer support/recovery coaching

e Across provider types, increased competency working with people who use drugs, including
harm reduction techniques and expanding training and education curricula



Harm Reduction
e Safer drug using supplies
Access to naloxone, including distribution directly to people who use drugs.

[ ]
e Overdose prevention centers
e Fentanyl test strips

Social Determinants of Hedlth

e Housing First and other programs that ease access to housing for people who use drugs

e Criminal record expungement

e Supporting families to remain together in cases of caretaker drug misuse

e Ensuring access to employment opportunities, public benefits, higher education for people with
criminal histories

Drug Policing
e Decriminalization with targeted diversion to health/social services
e Defelonization
e Diversion to drug treatment for people who need it and that is tailored to the individual
® Sentence commutations

Evidence is mixed or limited for the following bulleted policies and interventions: Prescription drug
monitoring programs; 911 Good Samaritan laws; depenalization; de facto and de jure police
diversion; decriminalization with civil or administrative penalties; decriminalization with no sanctions
attached; and regulation.

We concluded that the following prevalent health care and harm reduction policies and

interventions do not meet the criteria for successful drug policies: compulsory treatment; involuntary
civil commitment; policies requiring prior authorization, abstinence, drug screening, and/or counseling
before initiating HIV, HCV or SUD treatment; prescription drug take-back programs, and residential
rehabilitation houses.

The following prevalent social determinants policies and interventions do not meet the criteria for
successful drug policies: restricting access to housing based on criminal history; removing children to
the foster care system for parental drug misuse; policy barriers to employment, education, and public
benefits based on criminal history or drug use; laws that prohibit public behaviors associated with
houselessness, like sleeping or camping in public, begging, and loitering; and fines, fees, and debt
associated with criminal-legal system involvement.

Last, the following prevalent drug policing policies and interventions do not meet the criteria for
successful drug policies: arresting people for drug use and criminal repercussion for simple
possession; imprisoning people for drug use; arug paraphernalia laws; drug-induced homicide laws;
and opioid-related drug seizures.

The report also reviews the needs of special populations in drug policy, including racial and ethnic
minorities; people in detention settings; people experiencing houselessness; people with severe mental



health disorders; women, pregnant, and parenting persons, people who engage in sex work, and
youth. The final section closes with recommendations regarding data collection and evaluation.

The failure of contemporary drug policy represents a complex systems problem. Responses to
substance use made by one arm of government undermine the responses made by other arms of
government. Consider one example of Minnesota taxpayers paying twice for oppositional
interventions: until August 2023, the effective date of drug paraphernalia legalization, an individual at
an encampment of people experiencing houselessness in Minneapolis could receive evidence-based
harm reduction supplies, paid for in part by taxpayer dollars, while law enforcement, also funded by
taxpayer dollars, shut down the encampment and confiscate the same supplies.

Solving this problem requires not only excising a prohibition-based law enforcement response but
replacing it with a new approach. Such a complex systems problem requires a cooperative, cohesive,
“whole of government” solution - one that eliminates situations in which agency policies undermine
each other and instead work together to make better use of scarce resources and maximize the health
and safety of all Minnesotans.
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SCOPE OF THE PROBLEM

Minnesota faces an unprecedented overdose epidemic, with the most recent data showing levels of
drug-related morbidity and mortality higher than ever reported. Over 1,000 Minnesotans died of
opioid-related overdose in 2022, nearly three times as many as in 2018.° This number represents only
the tip of the iceberg: in 2021, there were over 4,000 nonfatal opioid-involved overdoses that resulted
in emergency room visits and over 11,000 admissions to treatment for opioid use disorder.* Strikingly,
over two-thirds of patients who entered treatment for opioid use disorder left without completing
treatment. This too represents only the tip of the iceberg: nationally, it is estimated that only 15% of
people with a substance use disorder even receive treatment.’

These population-level reports mask Figure 1. Map of Minnesota drug overdose deaths by county per
important racial disparities. While 100,000 populuﬁon, 2019-2022

Minnesota as a whole reports substance
use indicators that are roughly parallel
to those of the US (see Table 1),
Minnesota has some of the nation’s most
severe disparities by race/ethnicity in
the country. Native Americans in
Minnesota have a drug overdose
mortality rate that is ten times higher
than that of white people (192 per
100,000 residents compared to 19 per
100,000 residents), and African
Americans have a rate that is more than

[ | Nodeaths

three times as high (67 per 100,000 o
. . I 359 - 645
residents). I o5 - 95.1
B o5 - 1812
Rates of drug overdose death vary B s 03516

substantially by county, with some of the
counties with the highest proportion of
Native American residents having the
highest rates. (See Figure 1.)

Accurate reporting of drug use

prevalence is notoriously difficult and

can hide some of the important ways in Image Source: Ingraham, C. “The Topline: New data on overdose crisis” (2023). Minnesota

which communities are Reformer. Available at https://minnesotareformer.com/2023/10/16/the-topline-new-data-

disproportionately impacted by the orhe-overdose «isis/
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morbidities and mortality associated with drug use. About 2.3% of Minnesotans report any illicit drug
use other than marijuana in the past month, a number lower than the national average. Opioids make
up the most frequently used class of drug, which includes heroin and prescription painkillers. For more

detailed information on estimated drug use prevalence, see Table 1.

Table 1. Selected drug use among people aged 12 or older by age group for total US and Minnesota (2021)

12-17 yrs. 18-25 yrs. 26+ yrs

Estimate Estimate Estimate

Illicit Drug Use in the Past Month
Total US 7.09% 25.32% 13.47%
Minnesota 7.96% 28.35% 12.58%

Illicit Drug Use Other Than Marijuana in the Past Month
Total US 1.83% 4.07% 3.26%
Minnesota 2.19% 4.00% 2.21%

Cocaine Use in the Past Year
Total US 0.15% 3.51% 1.61%

Minnesota 0.07% 4.00% 1.98%

Heroin Use in the Past Year
Total US - 0.20% 0.47%

Minnesota - 0.18% 0.45%

Methamphetamine Use in the Past Year
Total US 0.14% 0.50% 1.06%

Minnesota 0.30% 0.67% 0.83%

Prescription Pain Reliever Misuse in the Past Year
Total US 1.91% 3.04% 3.27%

Minnesota 1.89% 2.66% 2.97%

Opioid Misuse in the Past Year
Total US 1.91% 3.09% 3.50%
Minnesota 1.90% 3.0% 2.87%

Another way to understand patterns in drug use is by looking at the ways in which drug crimes show
up in the criminal-legal system. Based on data from Minnesota’s Uniform Crime Report, 2022 saw a
total of 14,933 drug-related arrests, the vast majority of which were for possessing/concealing drugs.®
By drug type, marijuana was responsible for the greatest number of arrests, with amphetamines/

methamphetamines second.
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People convicted of drug offenses represented 16% of Minnesota’s state prison population in 2023.”
While Minnesota has one of the lowest incarceration rates in the country, the criminal-legal system also
has some of the most severe racial and ethnic disparities. This has been confirmed by bodies like the
Minnesota Department of Human Rights, the Minnesota Sentencing Guidelines Commission, and the
federal Department of Justice, which found that the Minneapolis Police Department and the City of
Minneapolis have violated federal law by unlawfully discriminating against Black people and Native

American people.
These racial disparities in the criminal-legal system extend to drug crimes:

e Despite drug use rates that are similar across races, Black and Native American Minnesotans
are more likely to be arrested, denied bail, incarcerated, and have their probation revoked
compared to white Minnesotans.®

e In 2019, Hispanic Minnesotans were 1.2 times as likely, Black Minnesotans 3.1 times as likely,
and Native American Minnesotans 9.0 times as likely as white Minnesotans to be arrested for
drug possession or cannabis sales.” @

e In 2023, 100% of Minnesotans incarcerated for a drug offense involving crack and 86% of
those incarcerated for a drug offense involving cocaine identified as Black, Native American,
and/or Hispanic.”

Policy responses to date

There is an emerging recognition in state legislatures, including Minnesota’s, that an evidence-based
response to drug use means approaching it with a public health lens. We see evidence of this in
policies like “Good Samaritan Laws” that provide some legal protections for people who call 911
following an overdose, and in policies expanding access to medications for opioid use disorder.

In Minnesotaq, significant evidence-based changes passed by the Minnesota legislature during the last

couple years include:’

e Extending medical assistance’s coverage of telehealth services, which will support more
people’s ability to access medications for opioid use disorder in sitreet outreach settings (§
62A.673);

e Establishing the Task Force on Pregnancy Health and Substance Use Disorders (2023 Laws,
Chapter 70 - S.F. No 2995, Sec. 110);

@ All reported risk-ratios for Minnesotans are population-adjusted by race, using the racial distribution of the adult
Minnesota population reported by the Minnesota Sentencing Guidelines Commission.**°

b Evidence supporting these policy interventions is described in the following pages.
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e Leveraging a Medicaid 1115 waiver demonstration to integrate the American Society for
Addiction Medicine levels of care into statutes governing treatment for substance use disorder
(§ 256B.0759);

e Creating funding dedicated to culturally specific recovery communities (2023 Laws, Chapter 61
- S.F. No. 2934, Sec. 21);

e Funding “safe recovery sites” (§ 254B.18);

e Creating protections and boosting funding for syringe services programs;

e Removing barriers to public assistance for people who commit drug offenses (§256J. 26, Subd.
1 and 3).

e Creating the Psychedelic Medicine Task Force (2023 Laws, Chapter 70 - S.F. No. 2995, Sec.
99); and

e Restricting instances when revocation is used for parole and probation violations (§ 609.14).

At the same time as state lawmakers in Minnesota are legislating policy best practices to address the
harms of drug use in the arenas of health care, harm reduction, and social determinants of health, the
question of how to legislate on what we call here “drug policing” remains more contested. Minnesota
and most states continue to address personal drug use and possession as crimes, in conflict with the
evidence that drug use is best addressed using a public health lens.'

Alternatives to the criminalization approach have been tested in several jurisdictions, including in
Oregon (which decriminalized the possession of small amounts of drugs for personal use), Vermont
(which decriminalized the possession of non-prescribed buprenorphine), and Denver (which
decriminalized psilocybin). Twenty-four states, including Minnesota, and the District of Columbia have
legalized the personal use of cannabis. Minnesota’s Legislature also legalized drug paraphernalia and
established a Task Force to consider the legalization of psychedelic medicines during the 2023 session.

The Minnesota Legislature in 2023 voted to commission a research report to help further inform illicit
drug policy in Minnesota. Three main goals of the one-time appropriation are to:

1. Review current policies, practices, and funding;

2. Describe alternative approaches utilized effectively in other jurisdictions; and

3. Make policy and funding recommendations toward a drug policy that reduces and, where
possible, prevents harm and expands individual and community health, safety, and autonomy.

This initial report, which comes at the midpoint of the contract period, aims to address Goals 1 and 2.
A final report that addresses Goal 3 will be released in 2025.

14



What's in this report?

This report will present evidence associated with different approaches to drug policy. Evidence will be
divided into six sub-sections: Health Care, Harm Reduction, Social Determinants of Health, Drug
Policing, Special Populations, and Data Collection and Evaluation. The first four section titles are
adapted from the white paper series, “A Transformative Whole of Government Model to Reduce
Opioid Use Harms and Death,” which groups policy recommendations into those four domains.'® We
add two additional domains: Special Populations, to discuss populations that deserve special attention
in each of the four previous domains, and Data Collection and Oversight, to discuss evaluation needs
specific to drug policy.

In addition to reviewing the evidence in each of these domains, this report features four case studies
highlighting the way drug policy can be operationalized on the ground. These include two US states
(Oregon and Rhode Island), one US city (San Francisco), and one country (Portugal).

Public policy plays a vital role in shaping health outcomes. This is true not just for public policies that
have an obvious link to health, like health insurance or tobacco control, but also for policy subjects
where the connection to public health might be less clear.!' For example, zoning regulations can have
the unintended consequence of placing factories that emit pollution near communities of color,
increasing the prevalence of asthma in those communities.

The World Health Organization defines the social determinants of health as “the conditions in which
people are born, grow, work, live and age, and the wider set of forces and systems shaping the
conditions of daily life.”'? This framework illustrates how upstream policy, governance, and
socioeconomic factors cascade downstream to influence people’s health (See Figure 2, next page).

Thus, aside from understanding the public safety outcomes associated with a criminal-legal system
approach to the crisis of overdose, this report will review the health and social outcomes associated
with different drug policy schemes. Whereas only analyzing public safety outcomes would not provide
a complete look at the costs or benefits, this report will provide a comprehensive view of the effects of
these policies on society.

This report is not an exhaustive review of all drug policies; it prioritizes those that have the most
evidence base and those with documented outcomes in the areas of health, safety, and socioeconomic
factors. It does not evaluate cost effectiveness, which is a key consideration and important body of
literature, but beyond the scope of this report. Last, this report does not systematically connect the
available scientific evidence to the current policy context in Minnesota: that will be more thoroughly
explicated in the final report in 2025.
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Figure 2. Conceptual framework of the social determinants of health
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Image Source: Solar, 0., and A. Irwin. 2010. A conceptual framework for action on the social determinants of health. Social Determinants of Health
Discussion Paper 2 (Policy and Practice). World Health Organization. Available at: https://iris.who.int /bitstream/handle/10665/375732/9789240088320-eng.pdf?sequence=1

In this report, we have used language that is non-stigmatizing, neutral, and non-judgmental. We are
guided by the National Movement to End Addiction Stigma, and uphold the belief that language has

the power to shape opinion. For example, we use terms such as “person with a substance use
disorder,” if clinically accurate, or “person who uses drugs,” rather than abuser, addict, or user.
Likewise, we use “person arrested for a drug violation” or “person with criminal legal involvement”
rather than drug offender. In some places, however, we have included terminology that may
perpetuate stigma to ensure fidelity to cited literature. For more information on non-stigmatizing
language and word choice employed in this report, see Shatterproof’s Addiction Language Guide.

The report proceeds as follows. After discussing our methodological approach, we review the state of
the evidence in drug policy as it relates to the four domains in a Whole-of-Government approach to
drug policy: (1) Health Care, (2) Harm Reduction, (3) Social Determinants of Health, and (4) Drug
Policing.'® We then address the specific needs of several subpopulations as they relate to drug policy
and end with a discussion of data collection and evaluation needs.
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METHODOLOGY

Search strategy and selection criteria

We performed a review of peer-reviewed scientific evidence as well as government reports and other
grey literature on drug use, drug policy, and the treatment and care of people with substance use
disorders. We searched databases including PubMed and Google Scholar, and hand-searched
reference lists of published reviews and meta-analyses. We did not use a firm date range, as data on
some types of drug policies and interventions are available in more recent literature than others, but
prioritized wherever possible the most recent literature available.

All study designs were included in the review, including observational studies. Only English-language
materials were included, except for two studies in Portuguese which were translated using Google
Translate.

All types of illicit drugs, modes of consumption, drug policy, and drug treatment were included in the
review. Policies regarding cannabis use and treatment were excluded because cannabis is no longer
an illicit drug in Minnesota, where this study has been commissioned. Policies regarding the regulation
of cannabis were included, when relevant, as much of the available evidence about alternative legal

frameworks to criminalizing drug use and possession comes from cannabis models.

The same methods, including key search terms, inclusion, and exclusion criteria, were applied to both
the reviews of the scientific literature and the grey literature.

Data analysis

All article titles and abstracts were reviewed for relevance, and irrelevant articles were excluded. Full
copy texts were obtained for the remaining articles. One author (AEM) conducted the primary review
of the grey literature, while the other author (AS) conducted the primary review of the scientific
literature. To ensure consistency in data extraction, the authors developed a standardized tool for data
extraction, which drew on the theoretical framework in Terry et al.’s legal analysis, dividing drug
policies and implementation models into four pillars: Health Care, Harm Reduction, Social
Determinants of Health, and Drug Policing." Priority was placed on papers with strong quality
evidence and rigorous methodology.

We came to a consensus to define elements of successful drug policy a priori. These elements are:
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e Improved health outcomes, as evidenced by measures of morbidity and mortality at the
individual level and the population level, as well as improved access to health care and
treatment.

e Improved safety outcomes, which we define as decreased violent crime and decreased drug-
related harms.'

e Improved socioeconomic outcomes, such as employment, education, poverty, housing, and
houselessness.

For each element, attention was paid to measures at both the individual and community levels with
particular focus on reducing racial and ethnic inequity. Such an expansive definition of successful drug
policy is a diversion from traditional metrics of drug policy success: the price of illicit drugs, the
perceived availability of illicit drugs, the number and volume of illicit drug seizures, the number of
drug-related arrests and incarceration, and the prevalence of drug use in the general population.'® But
those measures do not adequately capture the impact of drug policy on communities and individuals.
Including broader health, safety, and socioeconomic outcomes allow us to view the full picture.

This review of the evidence is of course only as good as the state of the evidence, and there are
significant challenges to rigorous evaluation of drug policy. Two key challenges, common across
ecological studies where broad policy change is attempting to be evaluated, are (1) disentangling
effects from changes in other policies and population trends in the same place, across the same period
of time; and (2) heterogeneity in policies and interventions implemented in different places, limiting the
ability to aggregate and summarize effects.

A few challenges are specific to evaluating drug policy. First, much of the available research has
focused on specific instances of reform, such as Portugal’s move to decriminalize the use and
possession of all illicit drugs or the decriminalization of cannabis use and possession in US states.
While this body of research examines outcomes of the policy changes, it does not analyze how specific
aspects of the policy change contributed (or did not) to the key outcomes.™

Second, research into alternatives to criminalization rarely delves into the political or cultural context
of the policy changes.'

Third, research that examines the outcomes of alternatives to criminalization tends to focus on the
prevalence of drug use, comparing jurisdictions that have or have not decriminalized drugs.'*'® While
these studies conclude that decriminalizing drug use is not associated with large increases in drug use,
this outcome is not tightly responsive to drug policy. These evaluations have less focus on other health
outcomes or the ways in which specific aspects of the policy and local context work to produce either
positive or negative results.'*'®

Finally, much of the available research about drug decriminalization and legal regulation is
concentrated in the US and on cannabis.'® Most have been published since 2014, driven by the
evaluation of cannabis legalization programs in many US states. The evidence base is therefore likely
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to grow as more jurisdictions implement and evaluate alternatives to criminalization. For an excellent

synopsis of the methodological challenges to measuring drug policy impacts, see Methodological
challenges and proposed solutions for evaluating opioid policy effectiveness.'”

Figure 3. Flow diagram of materials reviewed

Meta analyses and systematic reviews Peer reviewed scientific manuscripts

Grey literature: Reports from
government offices, research
institutes, and other key expert groups

Synthesis: Data extraction tool

Evidence basis for policies and
interventions
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HEALTH CARE

Substance use disorder is widely recognized as a chronic disease, and while the disease model is
sometimes contested, many of the responses to substance use disorder with the strongest evidence base
are in the domain of health care. This section addresses those responses. It is divided into subsections
on Interventions, Policies, and the Health Care Workforce. And while we’ve divided this section into
these three subsections for organizational reasons, we recognize that a conducive policy context is
necessary but not sufficient to implementing interventions and establishing a robust workforce.

Interventions

Medications for Opioid Use Disorder (MOUD)

Over five decades of research has shown that medications are an effective treatment for opioid use
disorder (OUD). There are three main types of medications to treat OUD that have been approved by
the FDA: methadone, buprenorphine or Suboxone, and naltrexone. Methadone and buprenorphine in
particular have copious amounts of evidence supporting their success in suppressing the use of illicit
opioids, retaining patients in treatment, protecting against opioid overdose, and minimizing risk of
infectious disease transmission.'®-'

A multitude of government and non-governmental expert bodies endorse MOUD as the gold standard
evidence-based practice for the treatment of OUD, including the Office of National Drug Control Policy
(ONDCP), the Centers for Disease Control and Prevention (CDC), Substance Abuse and Mental Health
Services (SAMHSA), the American Medical Association (AMA), American Society of Addiction
Medicine (ASAM), the American Public Health Association (APHA), the Global Commission on Drug
Policy, and locally, the Minnesota Medical Association.

Access to MOUD for people with opioid dependence is uneven and presents specific issues of equity
and inclusion. A large national study found that only about one quarter of people needing OUD
treatment received MOUD in the past year.?” Methadone, the oldest and most studied medication, is
only available for OUD through specialized, federally regulated opioid treatment programs, which are
divorced from the mainstream health care system. Opioid treatment programs often put into place
enormous hurdles to access, such as daily attendance for dosing under direct observation, required
participation in counseling, and regular urine drug screening. (The federal government provided
flexibility around the rules for take-home dosing for methadone treatment during the COVID-19
pandemic, providing a natural experiment. Extended take-home schedules of up to 28 days were not
associated with worse retention or adverse events, suggesting that daily dosing or short-term take-home
allowances may not be necessary.” In January 2024, SAMHSA made these flexibilities permanent,
though many states still enforce stricter regulations.)
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Buprenorphine, until recently, could only be prescribed by practitioners who had applied to the DEA
for a special “X waiver” and had completed special training. Waivered providers were subject to caps
on the maximum number of patients to whom they could prescribe. Buprenorphine treatment, which
can be prescribed outside opioid treatment programs, has more opportunities for take-home dosing
and autonomy from the clinic setting.

Access to MOUD is stratified by race, with rates of buprenorphine treatment higher in areas with the
highest incomes and lowest percentages of Black and Hispanic people. In a study from New York City,
rates of methadone treatment were highest in areas with the highest percentage of low income and
Hispanic people.?* Another study found that buprenorphine treatment expanded nationally from 2007
to 2017, but growth was highest in areas with higher percentages of white people.?

There are a few key vulnerable populations for whom MOUD is especially important, and for whom
treatment has been documented to be even less accessible than the general population. First, people in
detention settings have a higher prevalence of substance use disorder, and when re-entering the
community after periods of incarceration, they are at heightened risk of overdose fatality. Among
individuals leaving jail and prison, overdose is the leading cause of death.?**” A groundbreaking study
out of Washington found that during the first two weeks after release from prison, relative risk of death
from drug overdose was 129 times that of the general population.”® Yet very few correctional seftings
offer MOUD, and referrals to treatment at release are highly variable.”’~*' Key to decreasing overall
opioid fatality rates will be connecting people exiting detention settings to MOUD at this highly
vulnerable time.*

Second, people who are pregnant with OUD are at increased risk of a variety of complications
affecting both the parent and the infant. For the parent, potential complications include infectious
disease, bacterial endocarditis, septicemia, and cellulitis. For the infant, complications may include fetal
growth restriction, placental abruption, preterm labor, and even fetal death.** Both methadone and
buprenorphine are effective treatments for perinatal people and are the standard of care,
recommended by the American College of Obstetricians and Gynecologists. Yet access remains a
challenge.** Data is minimal, but one study found that only one third of pregnant people with OUD
received any type of MOUD, despite it being the standard of care.*® Black and Hispanic women are
less likely to be treated with MOUD during pregnancy.®’*® Additionally, prenatal child abuse laws
present in many states, including Minnesota, are significantly associated with lower rates of accessing
MOuUD.¥

Non-medication/psychosocial treatment

Non-medication treatment is an extremely heterogenous category of treatment and includes all
behavioral and psychosocial interventions, such as cognitive behavioral therapy, peer-led self-help
groups, and residential rehabilitation treatment. While the phrase “Treatment works” is quoted often
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among the addiction community, in fact, there is litlle or weak evidence for many types of non-
medication treatment.*° Residential rehabilitation houses, for example, have little evidence supporting
their use, despite their prevalence.*' Peerled self-help organizations, such as Narcotics Anonymous,
are perhaps the most common type of intervention and certainly the most accessible to PWUD.

Evidence is mostly favorable for opioid users but limited for people who use stimulants and alcohol.**#?

Two specific types of non-medication treatment have robust evidence supporting their effectiveness.

Contingency management, the practice of giving patients vouchers or other positive reinforcements,
usually monetary, for drug- free urine screens, has been tested in randomized controlled trials and
found to decrease opioid use and improve treatment retention.**** A systematic review of 29 studies
found that contingency management was the only effective intervention for treating stimulant use
disorder. There was insufficient evidence about psychostimulants, n-acetylcysteine, opioid agonist
therapy, disulfiram and antidepressant pharmacological interventions for the treatment of stimulant use
disorder.*

Brief interventions are structured, time-limited interventions often conducted in primary care,
emergency medicine, and other general medical and ancillary service settings.”” They often focus on a
single behavioral change associated with reducing one’s risk from the use of substances and are
usually theoretically based in the Stages of Change model. Brief interventions have been found to

increase help-seeking behavior and decrease risky drug use.***

Voluntary access to treatment on demand that is culturally appropriate.

Not all people who use substances want treatment, and in fact, not all need it; research shows that a
portion will recover from substance use disorders without accessing any treatment.“® What we know
about the remaining portion of the population with SUDs that require treatment to recover is that
treatment is more effective when it meets several criteria. One study showed that, among unhoused
individuals, how substance use treatment is delivered is even more important than the types of services
provided.*’

Substance use disorder treatment has been shown to be more effective when it is based in evidence,
and when:*°

e ltis voluntary, not mandated or coerced;*'*?

e It is available on demand, and patients do not have to wait on waitlists, go through time-
consuming bureaucratic processes, be abstinent, lack co-occurring disorders, or lack the ability
to pay;*°

e It is culturally appropriate, particularly for BIPOC communities, for whom structural racism and
stigma compound to impact access to treatment;** and

e ltis geographically accessible.**->¢
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In December 2023, SAMHSA released an important advisory calling for an increase in low barrier
care as a means to increase access to and engagement in treatment for SUD (see below). Defined as a

model that “seeks to minimize the demands placed on clients and makes services readily available and
easily accessible, ... it also promotes a nonjudgmental, welcoming, and accepting environment.”*’
Evidence shows that low barrier care can improve treatment engagement and outcomes, reduce risky

drug use, and lower rates of emergency department visits and hospitalizations.*®*°

COMPONENTS OF LOW BARRIER MODELS OF CARE

= Available and accessible. Treatment for substance use is incorporated into elements across the health care system,
particularly outside of specialty SUD settings. Treatment can be delivered via telehealth, in person, and on mobile
medical units.

=> Flexible. Treatment programs are able to adapt to individual needs, and do away with rigid requirements, conditions,
and preconditions. Medication can be offered on the first visit, and can be initiated at home, rather than in clinic.
Dosages and duration of medication therapies are individualized.

= Responsive. Treatment requirements, such as visit frequency, is determined based on the needs of the individual
client, rather than clinic-wide policy. Clients cannot receive punitive measures, such as discontinuation of treatment or
reduction in dosage, based on ongoing substance use or receipt of other services.

= Collaborative. Care involves the partnership of other health and supportive service providers, such as housing, mental
health, and peer support.

=> Engaged in learning and quality improvement. Providers and staff must be trained in low barrier principles and
evidence-based pracfices.

Source: Substance Abuse and Mental Health Services Administration (2023). SAMHSA Advisory: Low barrier models of care for substance use disorders. Available at:
https://store.samhsa.gov/sites/default/files/advisory-low-barrier-models-of-care-pep23-02-00-005.pdf
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Policies

A number of problems associated with substance use disorders and their treatments can be addressed
by interventions aimed at individuals, but through changes to health care policies and law.*°

Medicaid and other insurance

While funding for substance use services broadly has increased in recent years, funding for treatment
for SUD is still not on par with that of other chronic illnesses. Payment reform can help increase access
to treatment by increasing insurance coverage, increasing provider reimbursement rates, and removing
outdated reimbursement regulations that require activities that are not evidence-based. States with
Medicaid expansion have demonstrated lower overdose rates than states without Medicaid
expansion.®' The Office of National Drug Control Policy asserts that in order to successfully reach
groups most at risk, reform is needed so that providers can make a business case for treating more
patients and for accepting insurance.*

Requirements for prior authorization for SUD services and medications, common in private health
insurance plans, can pose significant barriers to treatment. Removing requirements for prior
authorization would allow patients to be initiated into treatment the same day they see their physician,
rather than having to wait up to several days for an insurance provider to approve the physician’s
order.®?

Federal law requires that insurance plans provide coverage for behavioral health services, including
substance use services, in ways that are comparable to physical health services, though not all health
plans are in compliance.

Laws regulating access to prescription opioids

As a response to a dramatic increase in high-risk use of prescription opioids and prescription opioid-
related fatalities, the last decade has seen several laws and policies enacted to regulate access.
Mandatory limits imposed on providers reduce the amount and duration of prescription opioids that
can be prescribed or dispensed at a time. While evidence is still minimal because most of these laws
have been enacted since 2017, evidence suggests they are not associated with any changes in the
prescribing or dispensing of prescription opioids.>*¢®

Specific laws have been enacted to target pain management clinics, often termed “pill mills.” These
laws increased requirements for inspections, restricted cash payments, and imposed other operational
and personnel-related requirements. Evidence is mixed with respect to these laws’ impact on
prescription opioid prescribing.”” While some studies have found a decline in prescribing in states that
have instituted these laws, others found no effect.*“** Furthermore, in places that experienced
decreases in opioid prescribing, some research suggests that these policies had the downstream effect

of increasing demand for heroin and other illicit opioids (which are inherently riskier).?”
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Prescription drug monitoring programs (PDMPs) are databases implemented at the state level that
collect prescribing, and sometimes dispensing, information on controlled substances. PDMP policies
and practices vary state by state, and evidence is mixed.*¢-°

Relatedly, while not legally binding, many medical bodies strengthened their recommendations for
providers around prescribing opioids, particularly for chronic, noncancer pain. Notably, the Centers
for Disease Control and Prevention released guidance in 2016 that addressed when the benefits of
prescribing opioids outweigh the risks and when they do not, how to prescribe the lowest effective
dose, and dangerous drug-drug interactions.”” We do not yet know if guidelines like these have had an

impact on prescription opioid use or overdose.***’

Right to medical treatment

In addition to the policies described above, there are some policies that pose additional barriers for
PWUD seeking to access health care. Despite studies showing that people who actively use drugs can
successfully complete complex treatment regiments, and that treatment for diseases such as HCV and
HIV are just as effective in this population, some states impose abstinence restrictions, and others
require drug screening and counseling, before initiating treatment. Frequently states will require a prior
authorization for HCV medications, regardless of insurance status, often delaying treatment initiation,
and many providers and practices are still reticent to treat PWUD, even in states where policy
restrictions are not in place.”’ The Department of Justice has clarified that people with substance use
disorders are a protected class under the Americans with Disabilities Act and that doctor’s offices and
medical facilities may not refuse to admit a patient who is taking medications for opioid use disorder.
The guidance does not extend to people who continue to use illegal drugs.”

Workforce

A critical component of ensuring individuals who use drugs have access to quality treatment is
establishing and maintaining a competent workforce.

Substance use treatment and harm reduction

Estimates predict that there will continue to be a nationwide shortage of behavioral health workers,
including for SUD treatment.*> A new workforce will need to be cultivated and trained. SAMHSA, in its
newly released harm reduction framework, has several recommendations to support this goal, broadly
applicable to the addiction treatment field:

o Offering training and technical assistance for community-based providers;

o Offering living wages and essential benefits for workers;

e Offering wellness services and support for staff and volunteers; and

e Supporting organizational leadership from people with lived and living experience.”
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Important disparities exist in the racial and ethnic make-up of addiction treatment providers, which may
explain some of the racial and ethnic disparities in health care utilization. A particular emphasis must
be put on training and hiring diverse providers who mirror the communities they serve.*?

Key values agreed upon by the field and supported by evidence can be effectuated through
accreditation and licensing of the treatment offered in addiction treatment facilities. These could include
evidence-based, patient-centered care, and care that acknowledges and addresses the broader social
determinants of addiction.*® Shatterproof’s “Principles of Care” offer one standard against which
treatment facilities could be assessed.”

Ad(ditionally, specific training for providers is needed on harm reduction and medications for opioid
use disorder. This training is needed both to address the gaps in the harm reduction workforce and
also to address gaps in training among the broader substance use disorder treatment field. The
ONDCP’s National Drug Control strategy adds:

“All sectors of the SUD field would benefit from updated evidence-based knowledge
regarding how and why harm reduction programs are reducing overdoses, addressing
stigma, improving the health and safety of PWUD, and providing valuable new entry points to
treatment.”*?

Skepticism of harm reduction within the SUD field can be addressed through training, “dialogue, site
visits, and other appropriate mechanisms” that normalize harm reduction.*

Key gains were made during the COVID-19 pandemic to extend the capabilities of telemedicine in the
treatment of substance use disorders. Some of these addressed the ability of providers to serve patients
across state lines, while others addressed the ability of providers to facilitate induction onto
buprenorphine remotely. SAMHSA made these rules permanent in January 2024, and they will remain
an important pathway to maximizing patients’ access to care, particularly in rural areas and addiction

treatment deserts.’?7°

Peer support

In the past decade, peer support in substance use disorder treatment has experienced a surge in
attention. Peer support is rooted in the framework that people with similar experiences or conditions
can uniquely offer “help, empathy, validation, information, and hope.””® And while peer support has
been widely accepted historically in other areas of chronic care, including cancer and diabetes, among
behavioral health conditions, it was not accepted until more recently.

A growing literature now supports peer support, also known as recovery coaching, as an integral part
of SUD care. While findings across outcomes are mixed due to the wide variety of ways in which peers
are employed and in a diverse array of clinical and non-clinical settings, evidence points to an
association of peer-delivered services with reduced substance use and reduced incidence of return to
use, increased engagement and retention in care, improved relationships between providers and

26



patients, and greater treatment satisfaction.”’-®° In order to expand the peer workforce, there is a need

for adequate compensation and greater professionalization.

General health care

Zooming out from substance Legal and disciplinary action against medical professionals
use disorder treatment

specifically, healthcare As a response to the overdose epidemic, there have been an increasing
providers of all kinds number of lawsuits and disciplinary actions filed against medical

encounter people who use professionals in recent years. Some address medical malpractice by

drugs, and all providers could individual providers while others address the operations of larger offices and

clinics, or “pill mills.” Some of these cases have used state medical licensing

benefit from increased
competency in working with boards to investigate and/or discipline providers.

this population. Research There is not enough research to know if these actions have had an impact
shows that discrimination and on population-level opioid-related outcomes such as prescribing and
stigma in medicine prevent overdose fatalities.®®

many PWUD from accessing

care; including general

education about the health care needs of PWUD in medical school could help to address these issues.®

General practitioners, psychologists, nurses, pharmacists, and social workers all engage with PWUD
regularly.’®? General training and education of these professions specifically should be improved,

including adding more addiction curricula to their education and training programs.

In areas with few MOUD providers, general practitioners can be trained and coached to prescribe
buprenorphine, capitalizing on recent federal policy changes making this medication easier to
prescribe and dispense to those at risk. Buprenorphine, for example, has been successfully initiated by
emergency medical services, and in some states can be dispensed at pharmacies. The Extension for
Community Healthcare Outcomes (ECHO) model supports providers across geographical distances in
specific aspects of care for PWUD, such as buprenorphine prescribing. ONDCP has also suggested the
ECHO model could be used to provide training for providers and first responders who encounter

people using psychostimulants (like methamphetamine).®

Interventions lacking evidence

There are a few notable health care policies and interventions that research has found are not

associated with improved outcomes, and yet are still commonplace.

Compulsory treatment, or the “mandatory enrollment of individuals, who are often but not necessarily
drug-dependent, in a drug treatment program,” can include a variety of treatment modalities such as

drug detention facilities, short- and long-term inpatient, and community-based treatment.® Compulsor
9 9 P Y P Y
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treatment is not associated with improved outcomes, and in some studies, is actually associated with
negative impacts, suggesting potential harm.*

Relatedly, involuntary civil commitment statues, or statutes that force patients into treatment, have
been shown to cause harm, and yet are increasing in use, with 25 jurisdictions either expanding
existing laws or promulgating new laws that allow for civil commitment of individuals with SUD
between 2015 and 2018.%° A Massachusetts study found that individuals re-entering the community
from a period of forced civil commitment experienced fatal drug overdose at more than twice the rate
of those entering the community who voluntarily chose to enter treatment.®

Prescription drug take-back programs were developed in response to the growing supply of un-used
opioid prescriptions in people’s homes. These programs serve to provide a safe and convenient
method to dispose of extra pills. The DEA organizes two National Take Back Days a year, and in
addition, many local pharmacies and police departments provide their own drop boxes. Evaluations of
these programs have found that while they do succeed at collecting prescription opioids, the amount
collected is only a small portion of the supply of unused medication in the community, suggesting that
they are unlikely to reduce the misuse of prescription opioids.*
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HARM REDUCTION

Harm reduction is a philosophy—a broad public health approach designed to support the health,

wellbeing and autonomy of people who use drugs—as well as a set of strategies and concrete
interventions. Based on several decades of evidence, harm reduction is a federal drug policy priority of
the Biden-Harris Administration, and supported by SAMHSA, ONDCP, and the UN’s World Health
Organization. Common harm reduction interventions include overdose prevention and naloxone

administration and syringe exchange.

Harm reduction as an approach

A few studies have assessed the effectiveness of harm reduction as

Harm reduction is

a policy approach by comparing regions or countries where such
both a policy policies are in place with those where they are not. In a
GPPrOGCh and set of comparison between Australia and the United States, researchers
strategies. found that the introduction of Australia's harm reduction policies

could explain a reduction in HIV rates, compared to the increase in

the United States absent harm reduction policies.?® A similar study found that the United Kingdom's

harm reduction response potentially prevented an HIV epidemic.?’

In addition to a broad policy approach, harm reduction can be thought of as a set of strategies that
aim to reduce the harm that drugs cause. There is evidence supporting harm reduction for drug users

as an approach and set of strategies more generally.?

For an example, educating people who use drugs around specific strategies to reduce risk, such as
strategies that minimize the chance of HIV and HCV infection while ingesting drugs, is highly
effective.'” Counseling can prevent people who are already using drugs from progressing to riskier
forms of drug use, such as injecting.’” Outreach, a strategy to engage hard to reach populations and

bring them into treatment and care is also associated with improved health outcomes.”

Harm reduction strategies

Syringe service programs (SSPs)

By far the most studied harm reduction interventions are syringe service programs (SSPs). SSPs reduce
the incidence of infectious diseases caused by injection drug use. (According to the CDC, in 2017,
people who inject drugs accounted for nearly 1 in 10 new HIV diagnoses across the US, and in 2018,
injection drug use was the key risk factor in 72% of newly diagnosed HCV cases.)’"”? A systematic
review and meta-analysis found that SSPs are associated with an approximately 50% reduction in HIV
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and HCV incidence across all studies.” Most studies on SSPs in large urban cities were conducted in
the late 1990s and early 2000s because by 2010, SSPs were well established into public health

systems and were no longer studied for effectiveness. With the onset of the current overdose epidemic,

there has been a scale up of services in rural and suburban areas.

A large body of evidence demonstrates that
SSPs provide linkage to substance use
treatment and other health care services.
Several studies cited in a review of studies
from the last 30 years show people who
inject drugs and who regularly use an SSP
are five times more likely to enter treatment
for a substance use disorder than those who
have never used an SSP.” Studies show that
SSPs are an effective contact point to
provide low barrier access to evidence-
based overdose prevention tools, like
naloxone and fentanyl test strips.”>?® Two
studies from Baltimore separately found that
the use of SSPs was associated with an
increased use of drug treatment and
increased access to drug detoxification
services.””?®

While critics have raised concerns about the
potential negative impact of SSPs on the
broader community, there is now a plethora

of evidence showing that SSPs do not harm

Positive outcomes associated with
syringe service programs (SSPs)

= In Scott County, Indiana, the introduction of

an SSP was associated with a 16% reduction
in sharing syringes to inject drugs, a 23%
reduction in sharing syringes to divide drugs,
and a 19% point reduction in sharing other
injection equipment over 10 weeks.?’

In 2018, Kanawha County, West Virginia
SSPs were shuttered. In the two years
following, HIV cases in the county more than

doubled. %

In Seattle, individuals who are regularly
connected with a local SSP are nearly three
times as likely to report reducing or
discontinuing injection as those who have
never used an SSP.

the communities in which they are located. A 2011 study compared the top-quartile of drug-affected
neighborhoods in San Francisco (with an SSP) and Miami (without an SSP). Miami had eight times the
amount of syringe litter, with people who inject drugs being 34 times more likely to dispose of syringes
publicly in Miami compared to San Francisco.'®' Baltimore communities that implemented an SSP did
not see an increase in economically motivated crimes or individuals resisting arrests, while communities
that did not implement an SSP saw rises in the rate of these crimes. Further, communities that
implemented a SSP reported a reduction in assaults, while arrests in communities without SSPs
increased. (Both types of communities saw increases in drug possession crimes.)'% A survey of Harlem
residents demonstrated no association between proximity to an SSP and robberies, witnessing a fight,

having experienced violence, or being robbed by a drug user.'®
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Barriers to syringe services in Minnesota

Minnesota has allowed for the legal distribution of syringes for over a decade, and currently has
13 active syringe service programs providing services at 18 sites around the state. Despite an
amenable legal and political climate, SSPs in Minnesota still face substantial barriers to
providing harm reduction services. Funding for SSPs is limited, unstable, and can be inflexible in
what is allowed to be purchased. The federal ban on syringes and other types of funding
restrictions results in a limited amount of supplies that SSPs can dispense to their participants.
The harm reduction workforce is consistently underpaid, exposed to trauma and other difficult
working conditions, and subject to frequent staff turnover, creating a staff capacity issue. Other
SSP barriers have to do with the shortage of safety net services more generally available for their
participants, including affordable housing and transportation. And lastly, negative law
enforcement interactions and frequent displacement of houseless individuals presented
additional barriers to outreach and continuity of care, and sometimes the confiscation of the
supplies dispensed by SSPs.14

Pharmacy access to syringes
A second method of increasing access to sterile syringes for the purpose of reducing the risk of

infectious disease transmission is through pharmacy sales. Evidence shows that in states that allow for
the nonprescription sale of syringes at pharmacies, there is high utilization, increased access,
decreased HIV risk behaviors, and no change in area drug-related crime.'®"'%” One review found that

there was no significant difference in impact between different methods of syringe dispensation.'®®

Safer use practices for non-injecting drugs

Research in harm reduction has historically centered people who inject drugs, though there is growing
attention to the risks associated with other forms of drug use, including smoking and snorting drugs. A
recent review that included 32 studies on the use of safer smoking practices found that when people who
smoke drugs were provided with safer smoking materials, they engaged in less risky behaviors, such as
injecting or sharing pipes, resulting in improved health outcomes.'®’

There is broad support for an increase in access to harm reduction interventions aimed at people who
use drugs other than injectors. Calls have been made by Substance Abuse and Mental Health Services
Administration (SAMHSA), Drug Policy Alliance, the Global Commission on Drug Policy, and locally,

the Minnesota Medical Association.%'1%-112
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Overdose prevention and response interventions

Overdose fatalities have reached unprecedented highs, with over 106,000 people dying of drug-
involved overdose in 2021 in the United States.'" In response, a large amount of research has been
devoted to preventing drug overdose and reducing overdose mortality. This section will review the
evidence around three types of overdose prevention interventions: naloxone, overdose prevention
sites, and 911 Good Samaritan laws.

Naloxone is an opioid antagonist, a medication that reverses the effects of opioids, and can reverse
opioid overdose. It is dispensed by harm reduction providers and more recently has become available
overthe-counter in pharmacies. Multiple studies have demonstrated that naloxone access saves
lives.""*""* In Massachusetts, for example, overdose education and naloxone distribution (OEND)
implementation in 19 communities between 2002 and 2009 led to a nearly 50% reduction in the rate
of overdose deaths in communities that were high OEND-implementers, compared to a 25% reduction
in the rate of overdose deaths in the communities that were low OEND-implementers.''® The most
effective method of distributing naloxone is to give it directly to people who use drugs, who are the
most likely to witness an overdose.''*!"” Innovative naloxone distribution strategies in the United States
include publicly accessible “Naloxboxes,”® vending machines, through the mail,¢ and through leave-
behind EMS programs.''®!"?

While some studies suggest that naloxone effectiveness may vary depending on the types of opioids
consumed, others have demonstrated that the same amount of naloxone works to reverse an overdose
regardless of opioid type used, including fentanyl.'2°-'22

Concerns that naloxone distribution may exacerbate substance use have been invalidated. Patients that
receive naloxone from a medical provider do not increase their drug use compared to those who use
drugs and do not.'” People who use drugs and access naloxone through a harm reduction network do
not increase their drug use compared to those who use drugs and do not.'?* Patients that received
naloxone through a Boston emergency department were just as likely as those who did not to continue
using drugs but were twice as likely to call 911 when present for a future overdose event.'?* In
Howard County, Maryland, patients who received a naloxone leave-behind kit from EMS were 2.5
times more likely to connect with follow-up services compared to those who did not receive a kit;
patients were over five times as likely to be connected with follow up services if the kit was left with a
family member.'"”

Overdose prevention centers (OPCs) are safe, staffed centers where people can bring their own
drugs and ingest them under supervision. While new to the US, internationally, evidence has been
strong for OPCs. A systematic review found that of eight studies, six found protective effects related to
overdose outcomes.'?® A Vancouver study, for example, found their OPC associated with a 35%

¢ See NaloxBox, available at https://naloxbox.org/.
4 See NEXT Distro, available at https://nextdistro.org/naloxone.
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reduction in overdose fatalities in the immediate vicinity of the center, compared to a 9% reduction in
the rest of the city.'” Another summary of the evidence concluded that OPCs are positively associated
with lowered overdose mortality, fewer calls to EMS, and decreased HIV transmission.'?®

The US currently has one city-sanctioned OPC operating two sites in New York City. In the first two
months of its operation, over 125 overdose deaths were averted. In addition, the center provided
support services and other harm reduction services to more than half of the individuals who visited,
including naloxone, counseling, hepatitis C testing, and medical care.'?” The first state-sanctioned site is
meant to open in Rhode Island in 2024. This site, made legal under legislation passed in 2021 that
allows for a harm reduction center pilot program, will be inspected and licensed by the Rhode Island
Department of Health. It will primarily be funded through opioid settlement funds.

In 2022, the Minnesota Medical Association released a statement in support of the development and
implementation of OPCs in order to reduce the harms and health care costs related to drug use.''" In
2023, the American Medical Association did the same.'*°

911 “Good Samaritan” laws are local or state laws that aim to reduce barriers to help-seeking
behaviors in the case of an overdose by providing overdose victims and bystanders limited immunity to
drug-related charges. They vary widely in who they protect and in what criminal and other judicial
consequences they cover. While federal government agencies, including the CDC and ONDCP, have
come out in support of these laws, and some studies have found associated decreases in fatal
overdoses, others have found no effect.®**”**'3! Evidence around the effectiveness of 911 Good
Samaritan laws are hampered by the heterogeneity in how the laws are structured and implemented,
and by low levels of awareness that these laws exist among the people who could benefit from

them.132,133

Safe supply: Fentanyl test strips and other drug checking

Unlike alcohol and pharmaceuticals, the contents of illicit drugs are usually unknown by the consumer,
increasing the risk for overdose and other serious morbidities. With the proliferation of fentanyl,
xylazine, and other contaminants, practices to ensure a safer drug supply are emerging, and there is a
call for increased access to drug checking technologies. A recent study of providers and harm
reduction employees in North America (United States and Canada) reported that the current drug
supply is unpredictable and dangerous with the increase in fentanyl analogues and other contaminants
like xylazine.'3*

Drug checking provides PWUD with an opportunity to understand the substances they are using and
adjust their behavior to reduce risk. A systematic review of 90 studies found that drug checking
services influence the behaviors of people who use drugs.'®* Fentanyl test strips (FTS) are the most
commonly used drug checking technology and have been studied more than other interventions.
Surveyed people who inject drugs in Greensboro, North Carolina were five times more likely to
change their drug use behavior when their drugs tested positive for fentanyl.”® In a 2021, over 70% of
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people who use drugs surveyed in a study in Baltimore and Delaware reported using fentanyl test
strips. Following utilization of FTS, about 25% of participants in Baltimore and 70% in Delaware
reported adopting risk reduction behaviors.'*¢ In 2021, CDC and SAMHSA loosened restrictions
allowing for the use of federal funds to purchase fentanyl test strips.
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SOCIAL DETERMINANTS OF HEALTH

Punitive responses to drug use and possession are not limited to the criminal-legal system. Instead, the

repercussions follow people into every sector of society, including housing, employment, public

benefits, consumer finance, education, family life, and immigration.

These areas are referred to in the public health literature as “social determinants of health”—upstream

environmental factors that shape personal choices and influence health outcomes. Drug offenses can

both lead to a lack of access to social determinants of health like housing and employment; and lack of

housing and employment can increase the risk that someone will commit a drug offense. This graphic

illustrates the way that social determinants of health (as well as physical and mental health) both

impact, and are impacted by, the criminallegal system.'?”

Figure 4. Criminal justice and public health framework
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Collateral consequences are restrictions on the rights and privileges to participate in society and on
certain benefits for people with criminal convictions, many of them with links to the social determinants
of health. They prolong punishment after the criminal conviction and sentence imposed by the court and
while people on parole or probation in the community complete their criminal sentences. Common
collateral consequences to drug offenses include restrictions on housing, employment, access to public
benefits, and education.

Housing

People with criminal convictions face barriers to accessing both public and private housing. Federal
and state laws bar people with certain criminal convictions from living in public or subsidized housing,
including for “drug-related activity.”'*® Private housing providers may establish policies that prohibit
people with arrests or criminal convictions, ostensibly out of concern for public safety.”’ In fact,
research has established that a criminal history is not predictive of unsuccessful tenancy.'**'*'

In addition, local laws that prohibit certain public behaviors like sleeping or camping in public,
begging, loitering, and sleeping in vehicles criminalize survival for people without housing.'**'** Some
government officials and law enforcement have justified these laws as necessary to protect public
safety, maintain sanitation in public spaces, and reduce the visibility of houselessness.'** But research
has found that these laws increase people’s risk of returning to prison, which starts the whole cycle
over.'|38,'|43

Tenuous access to housing for people with criminal records puts them at high risk of housing insecurity
and houselessness, which in turn leads to increased risk of recidivism.'#*'*>'4¢ Rather than restricting
access to housing, housing has been determined to be protective of harms associated with drug use.

Housing First is an assistance approach for people experiencing houselessness that does not, as many
programs do, require them to first address substance use issues before they are eligible to access
housing. An extensive systematic review found that Housing First programs decrease houselessness,
increase housing stability, and improve quality of life for unhoused people.'*” An independent panel of
the CDC recommended a Housing First approach, underlining the economic benefits: every dollar
invested in the programs result in $1.44 in savings.'*® Recent studies have found that participants in
Housing First programs are more likely to report using less alcohol, opioids, and stimulants than
participants in high-barrier housing programs.'4°'%°

Access to housing as a remedy for the harms associated with drug use is recommended by the Office
of National Drug Control Policy, the American Society for Addiction Medicine, SAMHSA, a DOJ Civil
Rights Commission on Collateral Consequences Human Rights Watch, the International Guidelines on
Human Rights and Drug Policy, the United Nations, the Global Commission on Drug Policy, and

3 N
more. 2,110,112,139,151-154
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Case Study: Oregon

In 2020, 58% of Oregon voters approved a ballot initiative known as Measure 110, or the Drug Addiction Treatment and Recovery
Act. The measure has two primary pieces, the first associated with changes to possession of controlled substances, and the second
with expanding health services.

The passage of Measure 110 made Oregon the first state in the country to remove criminal penalties (i.e., decriminalize) personal
possession of small amounts of all drugs, using thresholds established in 2017 in a “defelonization” bill. Before Measure 110,
Oregonians in possession of small amounts of drugs were charged with a misdemeanor criminal offense. After the Measure’s
passage, possession of small amounts of drugs resulted in a citation and fine of up to $100 that could be waived if the person
submitted verification of undergoing a health needs screening to a court.” Failure to pay the fine would not lead to additional
penalties or fo incarceration, a common practice in other US jurisdictions."®

In tandem, the state allocated hundreds of millions of dollars annually to a broad range of services for people with substance use
disorders, including low barrier treatment for substance use disorders, housing, peer support, recovery, and harm reduction
services. The primary funding source was state tax revenues from cannabis sales. The legislature allocated $350 million for
Measure 110 services during the 2021-2023 hiennium, with an additional $11 million going to tribal organizations. Services were
provided at no cost and were “evidence-informed, frauma-informed, culturally specific, person-centered, and non-judgmental.”

Academic peer-reviewed journals have begun producing preliminary findings. First, Measure 110 has led to significant reductions
in arrests for possession of controlled substances, even accounting for a decrease in arrests during the first year of the
pandemic.”*">" Arrest is the entry point to the criminal legal system. Even if people do not proceed any further through the legal
system, arrest is still associated with negative health and social consequences.” In addition, fewer arrests necessarily mean fewer
people proceeding to prosecution and incarceration, community supervision, and criminal records for possession of controlled
substance. Arrest rates for Black people in Oregon declined by a greater amount than those for white people (77% and 67%
respectively) after Measure 110 went into effect. Nevertheless, Native American and Black Oregonians continued to be arrested for
possession at disproportionate rates compared to white Oregonians."”’

Two longitudinal studies found that after a year of implementation, Measure 110 had not resulted in significant changes to drug
overdose rates, in either a positive or negative direction."'*" The authors posited a few reasons for this finding—most
significantly, that the observation period of one year was relatively short. They also pointed to the delayed rollout of funding to
expand services, which if implemented on fime had the potential to reduce risky drug use patterns and support pathways to
recovery, which can reduce overdose. Finally, few calls to the statewide treatment hotline may be due to variability in law
enforcement practices issuing citations and the associated referrals.'

The increasing prevalence of fentanyl in the drug supply, which is driven by factors upstream from Measure 110, is an important
driver of increased overdose mortality in Oregon and across the West coast."®' Synthetic opioids, including fentanyl, are much more
potent than heroin, thereby increasing the risk of fatal overdose. Whereas fentanyl was limited to the drug supplies of Midwestern
and Northeastern states from 2014 to 2017, it began to spread to the Western US around 2019.
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Case Study: Oregon

From 2017 to 2019, the share of synthetic opioid overdose deaths (a category that includes fentanyl) in seven western jurisdictions
more than tripled."*"** Fentanyl became prevalent in Oregon in 2019, and fentanyl seizures increased from 690 dosage units in
2018 to more than 2 million in 2022."¢

The transition in Oregon’s drug supply from black tar heroin to powder fentanyl induced a switch from injecting to smoking, an
evidence-based harm reduction strategy."' Similar behaviors were found among people who use drugs in San Francisco.'”

No studies have linked Measure 110 to increases in crime.” In fact, research found that the number of 911 calls in Portland did
not change significantly after Measure 110 took effect compared to the prior two years and mimicked the comparison cities of
Seattle, Sacramento, and Boise that did not decriminalize possession.'®

There is also no evidence linking Measure 110 to increases in the number of unhoused people.” The significant uptick in
houselessness, including unsheltered houselessness, in Multnomah County (the county that houses Portland) from 2019 to 2022
was attributed to the COVID-19 pandemic. Other contributing factors include rising rents, inadequate incomes, racial injustice, and
lack of access to physical and behavioral health services." Preliminary findings show that 400 more people entered shelter
between 2022 and 2023."

While the decriminalization components of the law took effect in February 2021, bureaucratic delays associated with COVID-19 in
implementing the housing, health, and social services components of Measure 110 limit the ability to evaluate those measures.

Behavioral Health Resource Networks (BHRN) in each county meant fo be established by January 2022 were not established until
August 2022. Distribution of the associated funds began in September 2022, but 87% of implementation dollars had not been
approved or released within the measure’s first year.” Exacerbating the bureaucrafic delays, a workforce shortage, ongoing
nationally, meant that as recently as December 2023, providers who were awarded funds were having trouble spending them."”
These delays slowed the ability of service providers to reach their intended capacity, and it is sfill too early to determine the overall
effectiveness of this aspect of the Measure.

Still, during the first full year of funding, from July 2022 through June 2023, BHRN partners reported a 298% increase in client
screening, 296% increase in people seeking housing services, a 148% increase in people seeking harm reduction services, and o
143% increase in people seeking substance use treatment services."”

Oregon’s decriminalization of personal possession is only one policy change in the vast landscape of interconnected structural
forces that impact drug market forces. It did not address the severe housing shortage, nor did it impact the quality or safety of the
drug supply. In January 2024, Oregon'’s state legislature released announced a bill that would recriminalize the possession of
small amounts of drugs as a low-level misdemeanor "”*. Unfortunately, this decision does not address what evidence shows are the
roof causes of houselessness and overdose. Instead, it returns to an approach that evidence shows has failed to reduce drug supply
and demand for fifty years.
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Employment

Barriers to employment are one of the most pervasive collateral consequences for people with criminal
138

convictions and even arrests without conviction.
Of the more than 44,000 state and federal collateral consequences, roughly 70% are associated with
employment. Thousands of additional ordinances limit access to employment for people with criminal
convictions at the local level.'”* Finally, private and public employers can place limits that block the
hire of people with criminal convictions.'”> Mechanisms vary and can include restrictions in statute,
occupational licensing laws,® and the policies and practices of individual employers that favor people

without criminal records.'”®

Rather than restricting access to employment for people with drug convictions, policymakers should try
to improve employment rates. Unemployment is a major driver of recidivism, and when people who
are formerly incarcerated obtain jobs that pay a living wage, the risk of reoffending decreases.'”¢"'”
Removing barriers to employment for people with criminal records also generates economic benefits
like increased earnings, higher taxpayer revenues from employment, and avoiding costs associated

with recidivism.'”?

Policies like “banning the box” on job applications and “fair chance” hiring practices have led to
increased hires among people with criminal records.'®

Consumer Finance

People involved with the criminallegal system face multiple financial challenges at every stage of the
system. At the pre-trial stage, people in detention settings and their families are pressured to accept
commercial bond agreements from private companies, regardless of the terms or overall costs. In
addition, courts and private bond agents often charge substantial fees for electronic monitoring
equipment, drug testing, and to participate in diversion programs. During incarceration, the challenges
of managing one’s personal finances may result in increased debt, credit delinquency, and lower credit
scores. '’

These challenges exacerbate access to other social determinants of health like housing and
employment at the time of reentry. For example, negative credit scores can limit housing options and
access to financial options like small business loans. If people are unable to pay the fines imposed by
criminal-legal system actors, the penalties may include incarceration, driver’s license suspension
(though many states, including Minnesota, have removed this penalty), and exorbitant interest rates

© As in Minnesota, where statues governing licensing for workers in DHS-licensed facilities disqualify candidates
who were not convicted of any crime if there was a “preponderance of the evidence” that a crime was
committed.*?’
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that contribute to the churn of the system.'®'"'®? Debt can have a negative effect on financial well-being,
reentry, family structure, and mental health.'®

Researchers have called for significant reform in this areq, including reducing or eliminating fines and
fees associated with the criminal-legal system, debt collection practice reforms, bolstering access to
legal services for people with debt, financial guidance for people entering and leaving incarceration,
and broad anti-poverty measures like public health care and access to jobs with living wages and
decent benefits.'®

The Consumer Financial Protection Bureau has begun to address this issue by taking action against
prison financial services groups that exploit people in the corrections system and publishing a financial
empowerment guide for providers supporting people reentering the community from detention settings,

and states also have pursued reforms.'®''%

Access to Public Benefits

People re-entering the community after periods of incarceration, with the barriers to housing and
employment described above, often need temporary public assistance to pay for rent, food, clothing,
and other basic needs. However, some states impose bans on federal benefits like TANF and SNAP for
people with felony drug convictions. (Minnesota reformed the laws governing medical assistance and
state public benefits to remove bans for people with felony drug convictions during the 2023 session.)
These bans stem from the idea that people with felony drug convictions are not worthy of public
assistance.'®

An issue brief from the federal Department of Health and Human Services found that drug testing
people seeking welfare and social assistance benefits was likely to add program costs without having
any clear effect on child well-being or the employability of recipients. The brief also found that the
presence of drug testing is likely to discourage participation in the program and increase food
insecurity.'®®

Rather than restricting access to public benefits, policymakers can implement pre-release procedures to
connect people leaving detention settings with federal benefits like Social Security and Medicaid that
lapse during the period of incarceration. Based on the strength of evidence supporting this approach,
the federal government has encouraged states to apply for funding that aims to connect people exiting
incarceration to Medicaid and health services, including medications for opioid use disorder, in their

communities. '8¢
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Education

For decades, people convicted of drug offenses could lose access to federal grants, loans, or work
assistance for higher education. This policy was recently revised, and drug convictions no longer affect
federal student aid eligibility.'®”

But barriers to access remain within the college admission process if organizations ask about a
student’s criminal history. These questions inequitably impact students of color, who are more likely to
be arrested, convicted, and imprisoned than white students. Students of color are also more likely than
white students to need financial aid to attend college.'®® The downstream impacts on barriers to higher
education are clear: evidence shows that post-secondary education is critical to finding work that offers
a sustainable wage. People with college degrees are more likely to find employment, earn higher
incomes, and are less likely to rely on public assistance programs.'®'?°

The federal government has recommended that colleges and universities remove criminal history
questions from their application materials, and several states have passed policies that ban them in

public college admissions processes, including Minnesota.'"'?

Children and families

Another critical area where punitive drug laws have caused unintended consequences is the child
welfare system, where drug use among parents has been a primary driver of family separation. As the
US incarcerated more people for drug use in the 1980s and 1990s, it also brought more families
under foster system supervision.'*>"'* Like in the criminal-legal system, the majority of people caught
up in the foster system are low-income and disproportionately Black, Native American, and Hispanic—
though they use drugs at rates similar to white people.'” The harms of drug use on children and
families are real - a substantial proportion of out-of-home placements are due to caretaker drug
misuse—but policymakers’ choice to focus their response on separation is not rooted in evidence of
successful outcomes for either caretaker or child.f

Research has not found a causal link between drug use and child maltreatment, largely because of the
many confounding factors that can accompany drug use, like poverty, poor nutrition, or living in highly
policed environments.'”” Indeed, research has found that environmental factors like socioeconomic
insecurity, lack of access to health care, and lack of housing likely account for much of observed child

maltreatment.'?8-2%

fIn Minnesota, the number of children in out-of-home placements for caretaker drug misuse has steadily decreased
from 2017 to 2022. The number of out-of-home placements that ended in reunification with their caretakers who
were misusing drugs has also been decreasing, and less than half of these children were reunited with their
caretakers in 2022.3
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Instead, many studies have documented the harms of foster care on children’s health, including studies
that compare outcomes between maltreated children in the foster system and comparably maltreated
children who are left in their own homes.?** Separating children from their parents causes short- and
long-term negative health outcomes that range from behavioral problems like ADHD to physical
chronic health conditions like hypertension, diabetes, and asthma.?®*-?% For mothers who use drugs,
child removal is associated with increased odds of unintentional, non-fatal overdose. This effect is
particularly pronounced among Native American women.?”’

Acknowledging this research, states and jurisdictions across the country are attempting to roll back
policies that aim to separate children from parents who use drugs. One initiative gaining ground
requires medical providers to obtain informed consent before drug testing pregnant people.?
(Accusations of child maltreatment are often based on a drug test alone rather than on demonstrated
harm to the child.)'”” Other initiatives aim to focus funding on keeping families together, rather than
placing children in foster care.

The International Guidelines for Human Rights in Drug Policy state that children’s best interests are the
primary consideration in cases where the parents are using drugs. In addition, parents’ drug use or
dependency should never be the sole justification for removing children from parental care or for
preventing reunification. Governments should direct support to keeping children in the care of their
parents or returning children to them.'*’

Immigration

Punitive law enforcement responses to drug crimes have become a primary method of removing
immigrants from the US. Drug offense felonies can cause serious immigration consequences, like
making someone deportable, inadmissible to the US, ineligible for citizenship, and ineligible for forms
of relief like asylum. These repercussions can affect immigrants of any status, from people who are
undocumented to lawful permanent residents. Criminal repercussions, including immigration, are not an
evidenced-based method of responding to simple possession.

Because immigration policy is made at the federal level, states have limited tools to address the impacts
on immigration. Governors may issue pardons for people facing deportation.?*® State and local
governments may also provide funding for legal representation in immigration hearings: immigrants do
not have the right to an attorney under immigration law. Research shows that immigrants with level
representation fare better at every stage of the court process than those who do not.?*’ States can also
choose to employ some of the other evidence-based tactics described in the Drug Policing section
rather than imposing criminal consequences.

9 Minnesota made this change in statute during the 2023 legislative session.
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Retroactive expungement

One way to address the impact drug use and its sequelae can have on social determinants of health is
through retroactive expungement. Research has established that having a criminal record is a social
and economic burden because of the collateral consequences a record generates.?'° Conversely,
research has found that expunging records improves employment and social outcomes and is likely to
reduce recidivism.?'' %' Recognizing this, states have established expungement policies for people
convicted of cannabis offenses after its decriminalization. These laws have taken different forms,
including record sealing and record destruction, petitions by individuals or automated systems, and
pardons.

Now, expungement is being recommended for offenses associated with all illicit drugs, not just
cannabis. For example, the American Society for Addiction Medicine (ASAM) recommends that
policymakers consider expungement in order to alleviate the disparate harms of criminalization for
personal drug use faced by people of color.’® The US Civil Rights Commission also recommends that
states clarify and expand opportunities to expunge or seal criminal records in a comprehensive report
about collateral consequences.'*” The American Public Health Association and the Minnesota Medical

Association support the same.'''2'
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DRUG POLICING

Drug use is inextricably bound up with what we are calling here Drug Policing, an umbrella term
capturing the ways that drug use and drug sales in the US have been addressed for the last fifty years
using a punitive, enforcement-based approach to achieve drug prohibition— to ban the use, sale,
possession, production, and cultivation of designated controlled substances in hopes of reducing or

eliminating the supply and demand for drugs.'

The federal government focuses its effort on supply reduction techniques like interdictions at the
borders, countering criminal networks, disrupting illicit finance efforts, targeting drug transportation
routes, and other modes of “aggressively reduc[ing] the trafficking of illicit drugs.” The federal
government also works with drug producing and transit countries to prevent illicit drugs from entering
the country.*?

This section focuses on state and local law enforcement efforts to address simple possession and
drug sales, particularly in those places where drugs are sold and consumed. In the US, law
enforcement is the primary response to reducing both drug supply and demand.'® Streetlevel
enforcement of drug laws aims to achieve a few goals that follow from prohibition: disrupting
established markets, thereby reducing public disorder; and disrupting supply and driving up retail
prices.?'>*'* Enforcement activities also try to reduce the personal use of drugs by inducing fear of
criminallegal system outcomes.??*%'

In the Methodology section, we described a few of the challenges associated with evaluating drug
policy generally. These included the difficulty of disentangling the effects of a single policy from other
policies and trends happening in the same place and at the same time, and heterogeneity in policies
and interventions implemented in different places, which limits the ability to aggregate or summarize
effects. There are additional challenges to measuring the effectiveness of drug policing specifically.

For 40 years, governments and other policymaking bodies have focused on a narrow set of indicators
to evaluate drug policy success.??? These include the price of illicit drugs, the perceived availability of
illicit drugs, the number and volume of illicit drug seizures, the number of drug-related arrests and
incarceration, and the prevalence of drug use in the general population—with no distinction between
problem and non-problematic forms of use.'® These indicators do not capture many outcomes
associated with drug policing, like impacts on health and criminal-legal system involvement that are
faced by both individuals and communities.
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Critical discourse theory questions the notion that the role of police is to enforce the laws. Rather
than an institution or an organization, critical discourse understands policing to be a process of
maintaining social and capitalist order. Scholars use this definition to explain why governments
spend more time pursuing crimes committed by working class people than by wealthy people (for
example, focusing on public benefits fraud rather than tax evasion) and why working class people

are over-represented in jails and prisons.??®> Other scholars have written about the ways police

maintain racial order by disparately enforcing drug laws and quality of life laws, which are racially

neutral, exposing bias in police discretion that leads to an overrepresentation of people of color in

the criminal-legal system.?24-226

In order to meaningfully evaluate drug policing, a new set of indicators is needed.??>?” And indeed,
advocates, academics, and experts working at the global level have established a new set of
indicators, many of which have a law enforcement component, that rank jurisdictions on measures

grouped into five areas, four of which are relevant to the US context:

o The presence or absence of extreme sentencing and responses, including imposing the death
penalty for drug offenses, militarized drug law enforcement, life sentences for drug offenses,
and involuntary confinement as “treatment;”

e Proportionality of the criminal-legal response in the name of drug control, including police
violence, mandatory minimum penalties for drug offenses, fair trial rights, decriminalization
and other alternatives to arrest, the extent of imprisonment for non-violent drug offenses, and
the differentiated impact of policies on women, ethnic groups, and people living in poverty;

e Health and harm reduction, including availability and adequate funding for syringe services
programs, medications for opioid use disorder, peer distribution of naloxone, and drug
checking;

e Access to controlled medicines for the relief of pain.?*®

Unfortunately, this robust set of indicators is not in place in the US or in Minnesota. In this section, we
will attempt to describe and evaluate the evidence associated with the current prohibition-based
approach to possession and sales in the US, using law enforcement as our primary lens. We will then
describe and examine the evidence supporting legal framework alternatives to enforcement and
criminalization. Finally, this section concludes with a review of various “off-ramps” from the criminallegal

system.

Public safety impacts

Keeping in mind the inadequacy of common drug policing indicators, a systematic review of street-level

drug law enforcement interventions looked at “drug crime” outcomes including: Selling, buying,
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manufacturing, or possessing drugs or paraphernalia; Public nuisance due to illicit drugs; Drug-related

arrests; Drug-related fines; Drug-related calls for service; and Drug-related convictions.

Of eighteen studies in a systematic
review that looked at the impact of
street-level drug law enforcement on
drug crime, only four showed
statistically significant impacts on
drug crime. On the whole, the
overall synthesized effect of the
eighteen studies found that place-
level policing interventions
significantly reduced drug crimes in
the area exposed to the intervention
compared to the control. The
systematic review found that
proactive “problem oriented” and
community-wide interventions,
where police collaborate with
partnering agencies, are more
effective in reducing drug crime and
calls for service than reactive “hot

spot” interventions.”*’

Other evidence indicates that drug
law enforcement has failed to
achieve its stated aims of reducing
the supply and use of illicit drugs.?*
Enforcing prohibition does not
reduce or eliminate the market for
drugs, but rather pushes markets
underground.?®' There is robust
evidence that drug markets are

incredibly resilient in response to

Drug-induced homicide laws

Drug-induced homicide (DIH) laws criminalize the delivery
of drugs that contribute to overdose death. Roughly half of
US states, including Minnesota, have dedicated laws for
this purpose, and in others prosecutors deploy existing
murder or manslaughter charges in pursuit of the same
outcome.®® The exact number of DIH prosecutions is
unknown but appears to be increasing based on counts of

news articles.23¢

Employed to deter illicit drug activity, research consistently
has shown that neither increased arrests nor increased
severity in punishment for drug law violations result in lower
levels of drug sales or drug use.?*’ Instead, these laws
deter people who are present at an overdose from seeking
medical care.?®® Often, the person charged under DIH
laws is a friend, acquaintance, or low-level seller trying to
support their own drug dependence.?®” DIH laws also
exacerbate racial disparities: evidence indicates that the
median sentence for DIH charges for people of color is
roughly twice that of white people.?4°

The federal government’s National Drug Control Strategy
recommends that “laws designed to punish drug traffickers
harshly are not inadvertently applied to those with
[substance use disorders] who are not significant drug
traffickers, but essentially are purchasing drugs with

another user.”3?

enforcement: open markets become closed markets, making enforcement more challenging as people

resume their use in more clandestine locations.

232-235

Street-level enforcement seldom leads to the arrest of high-level drug sellers and more typically involves

the arrest of low-level sellers and drug users.?' It also leads people who sell drugs to sell more potent

drugs with higher value, in order to counter the costs of prohibition (prison time, evading police, etc.).

More potent drugs are also easier to transport, and violence results from a system in which players do
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not have legal methods of recourse to resolve disputes.?*! Still, a few studies identified in a systematic
review found that street-level enforcement is more effective at suppressing “flagrant” use of drugs than
reducing drug use broadly.*°

Drug law enforcement is unlikely to reduce drug-related violence, and evidence suggests that instead
drug prohibition enforcement likely contributes to drug violence and increased homicide rates.”*° A
massive illicit market produces more drugs every year.?*? These profits fuel violence, crime, and
corruption across the world and have destabilized entire countries, including Colombia, Mexico, and
Afghanistan. Prohibition enforcement policies also have resulted in the “cartelization” of drug
suppliers, as only those groups most willing to endure and employ violence remain.?*'

Arresting people for drug use does not deter future use, crime recidivism, arrest, or
237,243-245

incarceration.
While the primary intent of imprisoning people is deterrence, there is no evidence that it is effective.
Studies show that imprisonment does not impact rates of drug use or arrest.?*¢ Critically, however,
release from prison is positively associated with heightened overdose risk.?4”-%4¢

Research has also found that opioid-related drug seizures by police are associated with increased drug
overdose clusters in the same geographic areas, compared to periods without drug seizures. This is
likely due to people seeking new drug suppliers and unfamiliar product following the arrest of their

known supplier.?*’

Public health and social impacts

Downstream from criminal-legal system involvement and imprisonment are collateral consequences that
make it difficult for people to re-enter society successfully. Every year, 50,000 - 60,000 students are
denied financial aid because of past drug convictions.?*® Employers are less likely to hire people with
histories of drug offenses.”' These outcomes, discussed in detail in the section Social Determinants of

Health, are not included in government indicators that evaluate drug policing practices.

Evidence also has shown that enforcing prohibition via policing and imprisonment can have wide-
ranging adverse public health impacts. All of these adverse consequences are most severe for
communities of color, who bear the brunt of disparate policing. A large body of evidence published in
journals including the Lancet, New England Journal of Medicine, and the Journal of the American
Medical Association has established that police violence, mass incarceration, and the criminal-legal
system constitute forms of structural racism.??*%?*'%*? Structural racism is racism that is reproduced by
laws, rules, and practices sanctioned and implemented by different levels of government. Like redlining
and racial segregation, police violence and mass incarceration—much of it launched at the outset of the
War on Drugs—have led to population-level health harms for Black people, Native American people,
and other people of color that were discussed in this paper’s Scope.”*!
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Here are several of the many ways that drug policing impacts health:

e Increased risk of use in secluded areas: sireet-level enforcement causes people who use drugs
who are unhoused to seek increased privacy in areas like alleys and doorways. This can
increase overdose risk, as people are out of sight of bystanders who could assist or call for
help.23-255

o Creates higher risk behavior and forces isolation: People who are subject to enforcement
practices exhibit riskier drug use behaviors. For example, people seeking to avoid police
surveillance may rush during injections.?*-%*? This leads people to use less clean injection sites,
risking abscesses and bacterial infections.?**>?*° When avoiding police, they are also more
likely to share injection equipment or accidentally mix up injecting equipment, which can
increase the risk of infectious disease transmission.?*”?*” An influential systematic review of the
available evidence in the Lancet HIV determined conclusively that the criminalization of drug
use—examining modalities like street-level policing, incarceration, and drug paraphernalia
laws—has a negative effect on HIV prevention and treatment at the individual, programmatic,
and population levels.?*' Enforcement also causes health harms by physically displacing people
who use drugs into remote locations.?®? The classic example is “shooting galleries,” where
people who use drugs congregate out of fear of arrest.?**-?° Sterile drug use equipment is
often unavailable in these spaces, and spaces where people use drugs together without access
to sterile equipment have subsequently been associated with HIV infections.?*¢-2¢°

e Undermines HIV prevention work: Enforcement efforts also disconnect people who use drugs
from outreach workers who connect them with health and social supports.?*¢?%7%°-274 People

who use drugs may also be reticent to carry sterile syringes, which prevent the transmission of

infectious disease, for fear of arrest related to drug paraphernalia laws.?”%?7%%7>-2’7 This can
also lead to improper disposal of syringes if people drop their equipment to avoid being
stopped by police.?*¢%%82%?

o Escalates risk of violent confrontations: Physical confrontations between law enforcement and
people who inject drugs can lead to adverse health outcomes. Enforcement often involves
“hands on” policing like physical searches, physical restraints, and stun guns or pepper spray,
which can increase the likelihood of harm for both law enforcement officers and people who
use drugs.””*?”? Prohibition enforcement has also been associated with increased volatility or
violence, particularly when drug sellers are arrested or otherwise displaced and established
relationships are disrupted.?%*2%9:280281

e Accelerates introduction of synthetics and contaminants: Fentanyl and other synthetic opioids
in the drug supply have contributed to drug overdose rates in the US that continue to
climb?®*?% Because of its potency, a small amount of fentanyl or another synthetic opioid can
greatly increase the risk of overdose.?®*?* Research indicates that supply side enforcement
tactics like poppy eradication and heroin seizures led to heroin shortages in parts of the US
and Europe during the years 2009 - 2013, which in turn encouraged drug suppliers to
innovate.”® Fentanyl is a synthetic opioid that is cheaper to produce than heroin and is 30 to

40 times more potent, and it penetrated the market in heroin’s vacuum starting around

48



2013.'62282% Fentanyl’s potency makes it easier to smuggle, another benefit to drug
suppliers.?®¢ This progression, of increased enforcement leading to riskier formulations of illegal
drugs, can be seen in the transition from the off-label use of prescription opioids, to heroin, and
then to fentanyl; the transition from regulated beer and wine to moonshine during Prohibition,
and from coca leaf to powder cocaine to crack cocaine are also textbook cases of the
effect.?®®

Hurts community health: Police enforcement can also impact the health of members of the
community who do not have direct contact with law enforcement. Residents of neighborhoods
that bear high levels of police surveillance experience elevated levels of psychological distress
and worse chronic health outcomes.?*”2?

Leads to imprisonment, which is associated with myriad poor health outcomes: When
compared to the general population, people with histories of incarceration are in worse mental
and physical health. They are more likely to have high blood pressure, asthma, cancer,
arthritis, and infectious diseases like tuberculosis, hepatitis C, and HIV. The health harms of
prison then trickle down to families: children of parents who are imprisoned are more likely to
live in poverty and be houseless. They often have higher rates of learning disabilities,
developmental delays, speech and language problems, and attention disorders. They are also
five times more likely to enter the criminal-legal system than children of parents who are not
imprisoned.””’

In sum, policing with the goal of reducing or ending drug supply or demand has not met the stated

aims. Not only is an enforcement approach to drug use ineffective, it has also caused serious negative

repercussions, particularly in communities of color that are subject to disproportionate levels of

policing.

More than 60% of people involved in the criminal-legal system are racial or ethnic minorities,
P Y
292,293

though they make up just 30% of the US population.
Police interactions with racial and ethnic minorities are more likely to end in arrest than
interactions with white people.?”*

Black people are much more likely to be arrested for drug crimes than white people, even
though they use and sell drugs at roughly the same rates.?”

Black people make up 12% of the US population but comprise 30% of people arrested for
drug law violations and nearly 40% of people incarcerated in state or federal prison for drug
violations.?”®

Hispanic people make up 17% of the US population but 20% of the people in state prison for

drug offenses and 37% of people in federal prison for drug offenses.?*

Multiple groups have called for a reduction in the violence and racial and ethnic (and other forms of)

discrimination associated with drug policing, including the Office of National Drug Control Policy, the
American Society for Addiction Medicine, Human Rights Watch, the Johns Hopkins-Lancet Commission
on Public Health and International Drug Policy, and the United Nations.'**#1522%7
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Case study: San Francisco

The city of San Francisco has a long history of taking a health-based approach to drug use due to a mix of factors, including its
history as a center of the counterculture movement in the 1960s, the profound impact of the HIV and AIDS epidemic on
communities of gay men and people who inject drugs, and a large politically progressive populace.” The legalization of cannabis
started in San Francisco in the early 1990s because of the drug's efficacy treating pain associated with AIDS: the San Francisco
Board of Supervisors was the first city government to officially recognize that cannabis had medicinal uses.”” Activism around
access to treatment for HIV/AIDS by the group ACT UP meant that San Francisco was one of the first cities in the US to authorize
syringe services programs, in 1993. Harm reduction organizations there were also some of the first to distribute the opioid
overdose antidote naloxone to people who use drugs.™

Like Portland, Oregon, San Francisco has come to represent in the media what some say are the inevitable outcomes of a health-
based approach fo drug use: public drug use, concentrated areas of visible houselessness, and increased rates of overdose
mortality. But in reality, the city has not made many significant drug policy changes; certainly nothing like Oregon’s Measure 110,
which decriminalized the personal use and possession of small amounts of illicit drugs. From January to December 2022, the City
of San Francisco authorized a pilot overdose prevention center (OPS) located in the Tenderloin neighborhood.*" Former District
Attorney Chesa Boudin, who ran as a reformer, sought to tackle mass incarceration and police misconduct but was recalled in the
middle of his first term on the basis of an opposition campaign that blamed his policies, without evidence, for the city's
longstanding, complicated problems (Levin 2022).

Research, however, indicates that it was not drug policies driving these outcomes.

First, San Francisco has long dealt with high levels of houselessness. Zoning mandates that restrict building height, skyrocketing
housing costs, and geography bound by water have led to a severe housing shortage.*”” The amount of affordable housing in
particular does not meet demands, and a lack of systems-level regional coordination has also contributed to increasing levels of
houselessness in the Bay Area.*™ One researcher put it succinctly: “Many Californians experience homelessness because they
cannot afford housing.”"

That said, unsheltered houselessness in San Francisco actually decreased by 15% between 2019 and 2022. The number of people
staying in shelters increased by 18% over the same period. While the number of houseless people reporting alcohol and drug use
increased from 42% to 52%,™ this aligns with research that found that that drug and alcohol use increased nationally during the
COVID-19 pandemic "’

Other factors contributing to increased overdose rates over the last few years are tied to the pandemic: these include social isolation;
people using drugs alone; and decreased access to substance use treatment, harm reduction services, and emergency services.™
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Legal frameworks for reform

Recognizing that an enforcement approach to drug markets has not reduced supply or demand and
has led to unintended negative consequences, policymakers and communities are increasingly
employing new models. As discussed in the Methodology section, several limitations make it
complicated to say with certainty that any one approach is linked to the strongest outcomes.

A recent paper by Hughes, Stevens, Hulme, and Cassidy (2019) attempts to address gaps in the
research by delineating the key elements of alternative ways to respond to simple possession and the
evidence associated with them. Because the research was undertaken on behalf of a working group
convened by the Irish government tasked with considering alternatives to criminalization for simple
possession—that is, a body of legislators—we thought it would be particularly useful to include here. All
tables in this section are adapted from the analysis in this paper.

Hughes and colleagues undertook a comprehensive review of the existing literature and selected nine
countries with a mix of alternative policy approaches to possession of illicit drugs. The researchers
broke the different approaches into five main categories: Depenalization, police diversion (de facto),
police diversion (de jure), decriminalization with no sanctions, decriminalization with civil or
administrative sanctions, and decriminalization with targeted diversion to health or social services.

Some models pursued alternatives to simple possession of all illicit drugs, others only to cannabis.

Depenalization

In the depenalization scheme, police de-emphasize the pursuit of simple possession to focus instead on
more serious crime. This scheme includes the initiatives in some US jurisdictions in which law
enforcement deprioritizes cannabis or psychedelics possession.

Table 2 outlines advantages and disadvantages of this approach. Reviewing the available research,
Hughes and colleagues found that a key advantage of depenalization is that it is easy to implement,
requiring no changes to law. There is a minor risk of overwhelming adjacent systems, like treatment. It
may also increase voluntary access to treatment and harm reduction services. Disadvantages include
the risk of net-widening, the risk of a sense of impunity, the risk of increasing drug use, and the risk of

differential application or “justice by geography.”*"

Table 2. Advantages and disadvantages of depenalization

Advantages Disadvantages

Risk of net-widening

Rise of a sense of impunity

Rise of increasing drug use

Risk of differential application/justice by geography

Simple fo achieve and few implementation costs

Reduces convictions of PWUD

Reduces demands on and costs to the (JS (unless net-widening)
May reduce other more serious crimes

Avoids over-burdening other services
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De facto police diversion

In the de facto police diversion scheme, police divert people in possession of illicit drugs to drug
treatment programs or to social or health services. This scheme includes the LEAD (Law Enforcement
Assisted Division/Let Everyone Advance with Dignity) model, widely implemented in US jurisdictions,
including Minneapolis’ Lake Street area. The logic of this approach is that drug use is a health or social
issue rather than a criminal legal system issue. Because police are often the frontline of contact with
people who use drugs, they are well positioned to connect people to services. In the aftermath of
George Floyd’s murder in 2020, many jurisdictions are innovating around approaches that remove
police from responding to behavioral health and mental health issues; this topic is explored in the
section Community Responder Models below.

Intended outcomes of police diversion include avoiding collateral consequences associated with
convictions, reducing the burdens and costs of the criminal-legal system, and reducing drug-related
harms. The literature distinguishes between three types of police-based diversion:*'?

e Pre-arrest, where police advise (or order) the person to participate in treatment or an

educational program to avoid arrest;*'

e Pre-booking, where the police have arrested someone who is in encouraged (or coerced)

314 Gnd

315

to participate in treatment or a prevention program to avoid formal charges;
o Self-referral, where people go to the police station seeking services or treatment.

Advantages and disadvantages of de facto police diversion are shown in Table 3. Evidence suggests
that there are many advantages to this approach, including connecting people to treatment and other
services and reductions in drug-related harms.?'' They have also been found to be effective in
preventing criminal offending, improving health, and decreasing the social and health-related costs
associated with drug use.>'? Research found no evidence of the effect of police diversion programs on

drug consumption, drug accessibility, or on the socioeconomic conditions of participants.®'?

Table 3. Advantages and disadvantages of de facto policy diversion

Advantages Disadvantages

e Reduces convictions of PWUD o May be resource intensive (in short term) for

e Increases access of PWUD to treatment/mental health/social police/justice system
services e Increases costs for other services

o Assessment and early intervention e Given this is discretionary, there may be specific

o Addresses PWUD needs, such as access to treatment, groups of PWUD who “miss out,” such as people of
employment or legal (dependent on model) minority backgrounds

o Reduces costs of criminal-legal system o Access may vary by region, such as regional versus

o Reduces drug-related harms, such as high frequency use metropolitan areas

o Reduces recidivism
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On the other hand, a key risk of police diversion is inequitable application. Because it is a
discretionary model, police diversion can lead to particular groups, including racial and ethnic
minorities, being less likely to be diverted.’'' Net-widening is another major risk, especially when it
targets people committing low-risk offenses and involves conditions like participating in a program.®'?
High start-up costs as the program is established can detract jurisdictions from investing in this tactic.'’

Importantly, this model also relies on coerced or mandated treatment, which evidence shows is
ineffective and may instead be associated with potential harm.* This is discussed in more detail above,
in the section Voluntary access to treatment.

In addition, studies have found that people who use drugs have negative perspectives about the justice
system and police overall, and this can pose a barrier to participation in diversion programs.®'¢
Communities of color that have been overpoliced and experienced police brutality may also distrust

police to link them to services.?'’*'®

De jure police diversion

The de jure police diversion approach is similar to the de facto approach described above, except that
in this scheme, police refer all people who might otherwise be arrested for simple possession to
services. This seeks to avoid the bias and inconsistent application that can accompany the de facto
form of the policy. There have only been a few instances of this policy being implemented, making it

difficult to evaluate. That said, researchers identified several advantages and disadvantages (shown in
Table 4).

Table 4. Advantages and disadvantages of de jure police diversion

Advantages Disadvantages

o Reduces convictions of PWUD o May be resource infensive for police/justice system
e Removes discretion that may limit access in de facto e Increases costs for treatment services
approaches e May lead to individuals entering the program on
e Increases access of all PWUD to treatment/mental health/social frequent, repeated occasions
services
Addresses PWUD needs, such as access to treatment
Reduces costs of criminal-legal system
Reduces drug-related harms
Reduces recidivism

Decriminalization with civil or administrative sanctions

This scheme asserts that while possession of illicit drugs should not be a crime, neither should it be
ignored. It is found in a number of jurisdictions, including the Czech Republic (all drugs), Australia
(cannabis), Jamaica (cannabis), and many US states (cannabis). Treating possession like a civil or
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administrative offense avoids the adverse outcomes associated with a criminal conviction while also
allowing the state to sanction the behavior via non-therapeutic means, perhaps with a fine or civil
citation. This approach also recognizes that sending someone to treatment is not always the best
approach, particularly for low-risk drugs like cannabis.®"’

This approach is associated with both positive and negative outcomes, shown in Table 5. Positive
outcomes include a reduced burden on the criminallegal system, social benefits to people who no
longer face the collateral consequences of conviction, and removing the stigma associated with harm
reduction and drug treatment services. Negative outcomes include some increases in drug use and
drugged driving, as well as significant net-widening in jurisdictions including New York and Chicago. A

fine-based system can also disproportionately burden people with the least ability to pay.®"

Table 5. Advantages and disadvantages of decriminalization with civil/administrative sanctions

Advantages Disadvantages

o Reduces convictions for PWUD o Need a civil /administrative system
o Faster for police o Need a system for payment
e Very inexpensive fo run (particularly with new revenue) | o  Alternate system may not be fair for all, for example, by
e Social benefits for PWUD from reducing conviction, such advantaging wealthy people
as increased employment prospects e Risk of net-widening as “easy” for police

e Risk of increased drug use and driving

Decriminalization with targeted diversion to health/social services

This scheme proposes that drug possession should be dealt with outside the criminal-legal system. It
also recognizes that while most people use drugs in non-problematic ways, there should be options for
engagement in health and social services for people who need them. It therefore aims to reduce
collateral consequences associated with criminal-legal system involvement while also providing social
supports to people with high-risk drug use behaviors. This model is most strongly associated with
Portugal, where all people found in possession of drugs are referred to “dissuasion committees,” and
problematic drug users are subsequently referred to drug treatment and other social services.®'
Advantages and disadvantages are shown in Table 6. Studies have shown that this approach is
associated with lower rates of regular and problematic drug use, compared to states implementing civil
penalties alone.’'” Portugal’s model was associated with reduced illicit use in people with problematic
drug use behaviors and adolescents; it was also associated with declines in opioid-related death and
infectious diseases.*”° Drug treatment engagement increased by 94% after the reform, and HIV
infections decreased from 28.0% to 19.6%.°*' That said, these changes cannot be attributed solely to
changes in criminal law, as the Portuguese model included significant investments in health and harm
reduction services.’?° This model is also associated with reduced burdens on the criminal-legal system

and arrest rates.?'?3%°
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Table 6. Advantages and disadvantages of decriminalization with diversion to health/social services

Advantages Disadvantages

o Holistic response system based on need: “low” versus “high” risk e Requires new infrastructure including new
o Increases access of PWUD to treatment/mental health/social services administrative legal basis and new referral
o Reduces problematic drug use pathways

o Reduces drug-related harms, such as overdose, HIV and hepatitis C e Some increased costs for other services (but
o Reduces burden on the criminal-legal system much lower than models above)

o Reduces costs

e Increases social reintegration

Decriminalization with no sanctions attached

In this model, police cease arresting people for simple possession alone, in recognition that such a
response is disproportionate and costly. Envisioned outcomes include eliminating collateral
consequences of conviction, reducing burden and cost on the criminal legal system, re-focusing policing
on serious crime, reducing stigma against people who use drugs, and increasing voluntary
treatment.®'!
There is a limited body of evidence about this approach. What exists is primarily drawn from
Germany: in a constitutional court decision in 1994, Germany decriminalized possession of small
amounts of drugs for personal use if there was no danger to third parties. The question of what
constituted small amounts was left up to the states, which led to large variations in threshold amounts
across the countries’ 16 states, and also with regard to the types of drugs included (the ruling refers to
cannabis, but many states have extended this to all illicit drugs) and the question of repeat

offenses.’"

Table 7. Advantages and disadvantages of decriminalization with no sanctions attached

Advantages Disadvantages

Reduces drug-related harms, such as high frequency use
Simple to achieve and few set up costs

o Eliminates convictions for possession alone o little evidence of effect on prevalence and
e Reduces stigma of people who use drugs frequency of drug use

o Reduces costs of criminal-legal system o Reduces legal possibility to intervene in

o Reduces barriers to harm reduction and treatment seeking problematic drug use

[ ]

[ ]

Decriminalization with no sanctions attached, or full decriminalization, is promoted by many health
professionals and by organizations of people who use drugs. It removes punitive drug policies,
involuntary treatment, and other stigmatizing and onerous sanctions.'®*?? Removing administrative and
civil penalties associated with drug use in addition to criminal penalties is supported by the American
Society for Addiction Medicine and the American Public Health Association, as well as Health Canada
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Expert Task Force on Substance Use, and international bodies (the International Guidelines on Human
Rights and Drug Policy, the Global Commission on Drugs).>''% 193214323

While research has delineated the models above in order to study them, jurisdictions can and do apply
multiple models in tandem: to different drugs or to different groups (like people with repeated offenses
or youth).*'' For example, the Netherlands has depenalized cannabis and implemented de facto
police diversion for possession of other illicit drugs. South Australia has decriminalized cannabis with
civil penalties while implementing de jure police diversion for other illicit drugs.

Hughes and Stevens (2019) summarize the advantages and disadvantages of all models in the table

below.

Table 8. Summary of advantages and disadvantages of different models

Start-up Prevalence  Criminal degal ~ Treatment/ harm  Drug-related ~ Social Net- Differential
requirements  of recent  gyjomburden  feduction service  health harm  reintegration  widening  application
use access
1 Depenalization Low No change v \\2 Nochange  Nochange  High High
Police diversion (de )
2 fact) Moderate  No change N2 AP N2 ) Low High
3 r(?llclzfdf:; ersion High No change N2 U A A ) ” Low
Decriminalization with
4 vl or administrative  Moderate No change W o\2 N/ AN High  Moderate

sanctions

Decriminalization with
5 targeted diversionto  Very high  No change N AR AP NN AN Low Low
health/social services

Decriminalization with
6  nosancfions Moderate Nochange WL V) NS A Low Low
attached

V=voluntary access.

The table shows that while all the approaches examined have advantages and disadvantages, all
decrease the burden on the criminal-legal system. A few approaches increase voluntary access to
treatment and harm reduction services. Almost all decrease drug-related health harms and increase
social integration. The risks of net-widening and differential application are variable, as are start-up

costs.?!!
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Regulation

Decriminalization schemes like those described above do not fully account for all negative effects of
the drug trade.’* For example, as discussed above, the harms associated with drugs increase when
they are sold and consumed in an unregulated environment. Drugs are sold without quality controls.
They are of unknown strength and are cut with adulterants. Regulating agencies could reduce these
harms significantly.?®

Regulating potentially harmful human activities is the crux of public health and government, as with
tobacco and alcohol (a substance that generated immense harms during Prohibition-harms that were
diminished under the regulatory periods that preceded and followed Prohibition).'?®® Regulating drugs
would recognize that illicit drug use is a fact of life that requires an evidence-based approach.

Establishing a regulatory system for legal access to all controlled substances has been recommended by:

e The Johns Hopkins-Lancet Commission on Drug Policy and Health: Countries should “move
gradually toward regulated drug markets and apply the scientific method to their assessment.”"

e The UN High Commissioner for Human Rights, which recommends that member countries
should “take control of illegal drug markets through responsible regulation, to eliminate profits
from illegal trafficking” and “consider developing a regulatory system for legal access to all
controlled substances.”*”

e The Global Commission on Drug Policy, a body composed of former presidents and UN
leaders: “In order to fully mitigate the harms caused by ineffective and dangerous punitive
responses to drugs, governments must ultimately regulate illicit drugs, from production through
to distribution.”32*

While there is no one-size-fits-all approach, Figure 5 (next page) depicts a spectrum where the control

of drugs shifts from unregulated criminal markets to government agencies. Government oversight could

be applied to all aspects and levels of the drug market: the licensing of producers and vendors; price,
potency, and packing; branding and promotion; access and availability, including medical
prescriptions; and more.?®® Sales to children, inaccurate packaging, or other deviations from the
parameters could still be prohibited and sanctioned. Riskier drugs like injectable heroin may require
more government intervention than cannabis. Figure 5 illustrates that societal harms are at their lowest
with robust government regulation; unregulated access in either criminal markets or legal markets

increases harms.

A regulated legal market could take any of the following forms, all of which have been applied to
other products: medical prescription (heroin-assisted treatment clinics in Switzerland are one
example);*? specialist pharmacies; licensed retail outlets; licensed premises, like bars or cannabis
“coffee shops,”; and unlicensed retail, for low-risk drugs like coffee. Any policy movements toward
regulation should be rigorously studied.?*®
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Figure 5. Regulation reduces harm to health and society

Regulation reduces harm to health and societies
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Image Source: Global Commission on Drug Policy (2018) “Regulation: The Responsible Control of Drugs.” Available at https://www.globalcommissionondrugs.org/wp-
content/uploads/2018/09/ENG-2018_Regulation_Report_WEB-FINAL.pdf

Incremental change

Other jurisdictions have experimented with smaller-scale adjustments to the criminalization approach to
drug policy. These include legalizing or decriminalizing drug paraphernalia (Minnesota and Maine
respectively), which recognizes that these policies do not dissuade drug use but do lead to riskier drug
use behaviors.’*

Defelonization is another incremental alternative approach: drug possession penalties are reduced
from felonies to misdemeanors, with the intended outcomes of avoiding prison time and the specific
collateral consequences that can follow from a felony conviction.’”” At least 18 states and the District
of Columbia treat possession as a misdemeanor, including California, lowa, Oklahoma, and
Wisconsin.**® An evaluation of California’s Proposition 47, which reduced penalties from felonies to
misdemeanors in 2014, found that it significantly reduced the likelihood that people convicted of drug
offenses would go to jail or prison. One evaluation found a small increase in crimes against persons
associated with the change;** another found the policy change had no impacts on homicide, rape,
aggravated assault, robbery, or burglary and that while property crimes increased moderately, the
evidence was not strong enough to link them conclusively to Proposition 47.%%° State prison and local
jail populations declined, and the state saved $68 million in prison expenses in the first year of
implementation.*®’

The success or failure of alternatives to criminalization rest on multiple interlocking factors:' the
availability of health and social services like housing and drug treatment, social values, the nature of
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%32 and the culture of police and

the legal system, the scale and nature of the illicit drug market,
prosecutors. It is difficult to isolate the effects of the legal framework separate from these confounding
factors. It also means that alternatives to criminalization should be designed for specific contexts and

with involvement from all impacted groups.

Nevertheless, there is a clear consensus among key drug policy governance bodies and policymakers
about the need for an alternative to criminalization for simple possession of illicit drugs. For example,
the United Nations High Commissioner for Human Rights encourages member countries to take up a
public health and human rights approach to drug policy, “including by decriminalizing drug possession
for personal use.”*”’

Other groups recommending some form of decriminalization include the American Society for
Addiction Medicine, the American Public Health Association, the Johns Hopkins-Lancet Commission on
Public Health and International Drug Policy, the International Center for Human Rights and Drug

Policy, and the Global Commission on Drug Policy.'*%!1%153214

Off-ramps

After describing the evidence associated with a law enforcement approach to the drug possession and
sales and reviewing alternative legal frameworks to criminalization, we will now review a few “off-
ramps” from the criminal-legal system available to people involved in the illicit drug market. These off-
ramps can be and are implemented in jurisdictions that employ a criminalization approach to simple
possession and sales. They are also associated with some of the alternative legal frameworks
described earlier in this section.

Off-ramps discussed here include community responder models, retroactive expungement, and sentence
commutation, though others exist that are not covered in this report.

Community responder models

For many people who use drugs, police are their first contact with the criminal legal system.'® But
police often lack the training to support people who are using drugs, or an armed police response is
unwarranted, as in “quality of life” issues related to houselessness. Police response substantially
increases adverse outcomes for communities of color and people with behavioral health disorders and
disabilities. Additionally, sending law enforcement to respond to behavioral health or disturbance calls
takes them away from addressing serious crime.>*® For all these reasons, preventing contact with the
criminal-legal system has been identified as particularly important in the context of the overdose
crisis.®** In this sense, the first off-ramp from the system is preventing any contact at all.

The Community Responder model aims to address certain situations with health or social services
professionals or community members rather than police—for example, substance use or mental health
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crises, overdose response, or social disturbances. These models have been shown to improve outcomes
333,335,336

for people in need and to reduce reliance on police.
One analysis of 911 calls in eight US cities found that Community Responders could respond to a
sizable portion of calls, ranging from a low of 21% in Detroit to a high of 38% in Seattle.***
Community Responders could be paramedics, clinicians, or peer workers.>** The CAHOOTS (Crisis
Assistance Helping Out On The Streets) model, from Eugene, Oregon, has been in place since 1989.
In 2019, it responded to 24,000 calls, or about onefifth of the calls dispatched by 911. They called
for police back-up just 250 times (1%).%**> Community Responder programs like CAHOOTS also have
been shown to reduce reports of crime and thus contact with the criminallegal system.**

Case study: Rhode Island

In 2021, Rhode Island became the first state in the country fo authorize overdose prevention sites.**” The Department of
Health established rules for their licensing and operation in 2022,** and it was recently announced that the first state-
regulated center will open in Providence in early 2024. The first year of operations will be funded with $2.6 million in
opioid settlement funds.**” A rigorous evaluation will be conducted by Brown University.

Rhode Island has led the nation in implementing evidence-based approaches to reduce overdose in other areas, as well:
in 2016, it became the first state to establish a corrections system-wide approach to treating opioid use disorder (OUD),
including screening all individuals for opioid use disorder, offering access to the three FDA-approved medications for
0UD (methadone, buprenorphine, and naltrexone), and providing linkage to community care upon release.* The
monthly average number of people receiving MOUD rose from 80 to 303 following implementation.*"

In the first year following implementation, the interventions resulted in a 12% drop in statewide overdose deaths and

an “astounding” 61% drop in post-incarceration overdose deaths. "'

At the outset of the COVID-19 pandemic and leveraging flexibilities in telehealth issued by the DEA and SAMHSA, Rhode
Island created a buprenorphine “hotline” accessible 24 hours a day, seven days a week. People with opioid use disorder
could be connected to a prescriber for assessment and initiation in real time.*** Research has found that people who
were linked to buprenorphine via the hotline had high rates of medication initiation that were comparable to treatment
linkage rates at in-person bridge clinics and emergency department-based programs. They also had low rates of
complications.** On-demand care allows people fo access care at the moment of peak motivation and to overcome
barriers associated with in-person appointment for people with low incomes, caregiving duties, limited transportation
options, and restricted mobility.**

In May 2023, the US Departments of Justice and Health and Human Services issued guidance for
states, local governments, and tribes regarding people experiencing behavioral health crises. It
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acknowledges that “jurisdictions should not assume that the proper response to a crisis is always to
send law enforcement,” and that unarmed, behavioral health practitioners should be dispatched
“whenever appropriate.” The guidance recommends integrating tools like those described above,
including diverting 911 calls related to behavioral health to non-police supports and mobile response

teams comprised of health providers and peer workers to respond to behavioral health crises.***

In January 2024, the state of New Jersey established a Community Crisis Response Advisory Council

and allocated $12 million to community groups to implement pilot programs in six counties.’*¢

Alternatives to incarceration and diversion programs

Alternatives to incarceration and diversion programs aim to ease the burden on the criminal-legal
system by moving PWUD out of the system.**” These programs are increasingly employed by states for
people who are not involved with drug trafficking and are understood to be less deserving of punitive
responses.’> A 2018 study found that 39 states had such programs, and while many predated the

overdose crisis, they have been employed more frequently since its start.’*®

There are generally two types of these programs, with some overlap: programs that aim to provide
access to drug treatment for people who need it, and programs that aim to provide an alternative
response for low-risk PWUD.**’ The former might divert someone who commits a crime to support their
substance use disorder via evidence-based treatment; the latter might entail a judge suspending a

sentence or positing their decision if the person meets certain conditions.

Alternatives to incarceration and diversion

The Sequential Intercept Model (SIM) programs can provide an “off-ramp” at
multiple points in the Sequential Intercept
The Sequential Intercept Model maps the paths of Model (SIM) (see text box). Earlier, this

people with mental health and substance use disorders . . N
section reviewed diversion programs that

through the criminal-legal system, from community
) .. occur at the law enforcement level. They
services and law enforcement through to jails and )
can also be implemented at the charge/pre-

prisons and community corrections.®3* The model has

trial stage, at trial and sentencing, and post-
been successfully applied by communities seeking to 9e 9 P

. 350
address the impact of the overdose crisis by helping sentencing.™ At all levels, court actors

community partners identify places where people can should be aware that opting for treatment

access health and social services supports to increase or another alternative should not

prevention, treatment for opioid use disorder, reduce compromise people’s due process rights; for
overdose, and disentangle people from the criminal- example, a requirement to plead guilty to

legal system.352:353 become eligible for alternatives could be

seen as eroding due process rights.*”’
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Drug Courts

Drug courts are perhaps the most studied alternative to traditional criminal-legal system involvement. Drug
courts are specialized courts within the criminal-legal system meant to provide alternatives to jail or prison for
people charged with drug possession, sale, or use.®>* The number of drug courts in the US has ballooned over
the last thirty years as a response to the huge increase in drug-related arrests and the recognition that traditional
criminal-legal system tools like incarceration, probation, or parole have not been effective in reducing drug use
or drug-related crime. A 2005 review of the evidence found that drug courts “positively affected[ed] the
criminal-legal system” by lowering rates of recidivism compared with people who did not receive court-

supervised treatment.355-3%7

More recently, however, drug courts have been criticized for restricting access to quality drug treatment for
people who need it, and mandating drug treatment for people who do not. A review by Physicians for Human
Rights of drug courts in three states found that the punitive approach of the criminal-legal system and the
purported therapeutic approach of the drug court situated within it were at odds. Among other findings,

researchers found that:

e Despite the chronic nature of substance use disorder, with the known outcome of return to use after periods
of cessation, drug court participants were punished for return to use, missing therapy appointments, and
other failing to follow court rules.

Diagnosis and treatment plans were developed by people without medical training and without oversight.
The refusal, delay, or tapering of medications for opioid use disorder, despite evidence that these
medications are the gold standards of care for people with opioid use disorder.

Drug courts pose human rights concerns when participants are asked to waive their rights to patient
confidentiality and privacy in order to access treatment.

Drug courts at times mandate people to treatment for crimes like drug possession that don't necessarily
imply problematic drug use. When people in the community seek to access treatment without a court
mandate, they face long waiting lists, creating a perverse incentive to commit a crime in order to access

treatment.3%*

Studies have shown racial disparities within the drug court system, both by excluding racial and ethnic minorities
from a system meant to provide an alternative to incarceration, and by over-targeting them, mandating
treatment for people without problematic drug use behavior.3® For example, one study found that Black people
referred to drug treatment for cannabis use from the criminal-legal system tend to have less serious problems
with cannabis use than white people. This placed more Black people under government control.3%?

Another study found that Black people were less likely to be referred or admitted to drug court programs in
almost all jurisdictions covered, and had lower graduation rates in more than half. Graduation disparities may
have been driven by a lack of cultural competency among staff; failure to address needs related to housing,
employment, mental health, and the like; and other factors.2° The federal government’s National Drug Control
Strategy calls for racially equitable implementation across all aspects of the criminal-legal’s system response to
drug offenses, including drug courts.3?

The “success” of drug courts depends on the outcomes of interest. Policymakers should know that while
evidence finds that they reduce recidivism, they also result in racial disparities, can impede access to
medications for opioid use disorder, and pose ethical and legal questions related to due process, right to

privacy, and more.358:361,362




Testing participants for drug use is a common feature of diversion programs. Intended to monitor
compliance with the programs’ mandates, it is also employed during probation and parole, and in
prison and treatment settings. However, there is a lack of evidence showing that drug testing (and the
punishments that follow a positive drug screen) is effective in reducing crime. Instead, research has
shown that it increases costs to the criminal-legal system through expenses related to drug testing and
increased imprisonment.*¢3-3%¢

Diversion to treatment is effective in reducing substance use and recidivism when the treatment is
tailored to the individual. SAMHSA and the WHO echo that treatment should match the needs of the
individual and should be evidence-based.**'**’ Importantly, not all people who use drugs require
treatment.**°
In addition, research has found that people recidivate almost 50% less after community service than
after imprisonment.**® Other research has found that imprisonment makes people more likely to
reoffend than non-custodial alternatives.*®” Electronic monitoring has been shown to be more effective
in reducing future incarceration than imprisonment.*”°

Alternative measures like these are endorsed by the federal Office of National Drug Control Strategy,
the Substance Abuse and Mental Health Services Administration, the UN Common Position on Drugs,
Human Rights Watch, the Johns Hopkins-Lancet Commission on Public Health and International Drug

Policy, and the Global Commission on Drug Policy.'?%!10112152.154

Sentence commutations

Decriminalization is forward looking: it does not provide relief to people who committed the same drug
crimes in the past.’”! Sentence commutation is designed to alleviate harms of the policies that
criminalize possession or other drug crimes to people previously or currently incarcerated.

The logic supporting commuting (or reducing) sentences is that policies to decriminalize possession or
other drug crimes should apply retroactively to people who are currently incarcerated or under
community supervision. Retroactivity in the context of changing drugs laws in especially important
because of the considerable number of people charged and incarcerated on drug-related crimes, and
it reflects an understanding that the old laws and sentences were unjust.'*

There are various forms of sentence commutation and reduction polices. The American Society for
Addiction Medicine asks policymakers to consider “new clemency efforts” that would encourage
people incarcerated for non-violent drug offenses, many of whom are people of color, to petition for
sentence commutations or reductions.'' This would put the onus on the individual to seek relief. In
contrast, the Drug Policy Alliance advises states to establish “second look” processes for people
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incarcerated only on drug offenses,” create procedures to re-open sentencing proceedings for people

convicted of drug offenses, and to establish immediate “set asides” and release people convicted of
offenses that subsequently have been decriminalized.*”%!

Sentence reduction or commutation is also supported by Human Rights Watch, which recommends that
states “include a retroactivity provision in all future reforms to drug use and possession laws, and, to
the extent possible, apply the terms of already enacted reforms to decrease the drug sentences of
individuals sentenced for the same offenses prior to the reforms.”'*2

In sum, there is little evidence that a law enforcement-based, punitive approach to the simple
possession and sales is effective in producing positive health or public safety outcomes. In fact,
evidence indicates that these policies often do the opposite, degrading public health and public safety.

Conversations about an enforcement, prohibition-based approach to simple possession and drugs sales
are bound up with the broader national conversation around “right sizing” the role of police in
everyday life. For example, policing tactics like SWAT teams and stop-and-frisk that are deployed for
purposes of drug policing have been associated with police violence against communities, and they
have also been the subject of reforms that have criticized their inequitable use in communities of color.
(These approaches also are ineffective in reducing streetlevel drug activity.)?**”3

As policymakers examine the evidence associated with drug policing, we encourage them to view drug
policy and policing in conversation with broader questions about the appropriate scope of police
practice in the lives of Minnesotans.

h Second-look laws provide an opportunity for courts to re-examine a sentence after a set period of time, to
determine if it continues to serve its original purpose. These laws, which exist in a handful of states in different
forms, also recognize that evidence about best practices for addressing drug crimes continue to evolve and
intentionally build in a review period to integrate new findings.**'

'In general, a “set aside” laws allow courts to vacate a conviction, with the goal of signaling a person’s
rehabilitation—which may or may not be signaled by a sealed record.**2
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SPECIAL POPULATIONS

Several groups require special responses from any drug policy regime. The categories below are not

exclusive, and people who live in their intersections often experience enhanced vulnerability.*”* For
example, Black and Native American women face higher rates of child removal for drug use than
white women, highlighting how notions of race, gender, and caretaking are inextricably

entangled.?>*7¢

Racial and ethnic minorities

It is hard to overstate the overwhelming negative consequences that a punitive approach to simple
possession and drug sales has caused for communities of color. Racial and ethnic minorities are
overrepresented at every stage of the criminal-legal system, despite using drugs at the same rate as
white people. They face disparate health outcomes in every health area related to drugs. Access to
housing, employment, and education is also stratified by race.

Thus, policymakers have a special duty to center the voices of these groups in every discussion about
how to improve the system. Communities of color require health and harm reduction services that are
tailored to their needs, and this requires disaggregating data by race and ethnicity to understand
groups’ needs. Communities of color also require intentional investments in housing, employment, and
other social determinants of health to restore communities that have been overpoliced and

overincarcerated.]

The UN has recognized that governments must address the unjust impact of drug policy on people of
African descent and on Indigenous peoples and asks governments to address racial discrimination in
the enforcement of drug laws and sharp disparities in prosecution and incarceration.’”” The UN also
reminds governments that Indigenous people have the right to traditional medicines, including
psychoactive plants, and advises that laws or policies that restrict access to these medicines should be
repealed or amended.'*

People in detention settings

People in detention settings, despite having proportionately greater rates of substance use disorders
and being at higher risk for overdose death, have extremely limited access to evidence-based care and
treatment.?”'%*%® One study found that less than 5% of people referred to SUD treatment by the

I Minnesota provided funding for culturally specific recovery communities during the 2023 legislative session.
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criminal-legal system received any medication as part of their care.’”” All people in detention settings
should be able to access treatment voluntarily, and treatment should be evidence-based and provided
by qualified medical personnel.

Increasingly, evidence shows that the use of MOUD - specifically methadone and buprenorphine - in
carceral settings not only reduces drug use, injecting, and injection-related morbidities while people are
incarcerated,®' it has protective effects against overdose mortality after release.?®**®' In some states,
the failure to provide access to MOUD within prisons has been recognized as a violation of federal
law.>® As a recent example, in December 2023, the Department of Justice filed a statement of interest
asserting that a Pennsylvania county jail violated the Americans with Disabilities Act (ADA) by failing to
provide a person with methadone to treat their OUD.3®?

A number of local, national, and global bodies have recommend requiring access to MOUD in
detention settings, including the US Office of National Drug Control Policy, the American Public Health

Association, the Minnesota Medical Association, and the United Nations.3%8%111:153

People experiencing houselessness

The growing population of people experiencing houselessness has broad implications for drug
policy.?8

Unhoused people with substance use disorders are at increased risk of associated morbidities and
mortalities and have increased rates of emergency department visits and hospitalizations. #4383
Houselessness is also associated with drug overdose mortality; one study found that people
experiencing houselessness die of overdose at a rate that is 16 to 24 times higher than the general
population.?3% Evictions are positively associated with substance-related mortality.**® Involuntary
displacement of people experiencing houselessness, or “sweeps,” can lead to increased levels of
overdose deaths, increased hospitalizations, and fewer initiations of medications for opioid use
disorder compared to no displacement.?®’

Reforms that improve access to affordable housing are, in this light, drug policy reforms. A recent study
found that by helping place people experiencing houselessness with SUD in supportive housing, SUD-
related hospitalizations and ED visits decreased significantly.*®* Substance use disorders are often a
predictor of houselessness, but the reverse is also true: the chronic stress of houselessness is a predictor
of SUD.*° The most powerful predictor of increases in houselessness, however, is an increase in
housing cost. At the population level, a $100 increase in rent is linked to a 9% increase in
houselessness.>”"

Houselessness is not evenly distributed across the population; important disparities exist that predispose
Blacks and Native Americans to houselessness, including barriers to housing and economic mobility,
racism and discrimination within services for people experiencing houselessness, and involvement in
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multiple systems, including the criminal-legal system.>”? People of color, especially Black people, are
overrepresented in the houseless population, putting them at heightened risk of arrest for “quality of
life” behaviors, which is compounded by racially targeted law enforcement practices.*”® (Laws
criminalizing “qualify of life” behaviors, such as trespassing, disorderly conduct, and public urination,
disproportionately impact unhoused people, and these issues often have root causes in mental health
and substance use disorders.)*"

People with severe mental health disorders

Many individuals with substance use disorders also have diagnosed mental health conditions.
Specifically, evidence shows high rates of comorbidity with anxiety disorders, depression,
schizophrenia, bipolar disorder, and attention-deficit hyperactivity disorder (ADHD), among others.*”*
The overlap is especially significant between SUD and serious mental illness (SMI), defined as “at any
time during the past year, a diagnosable mental, behavior, or emotional disorder that causes serious
functional impairment that substantially interferes with or limits one or more major life activities.”*™*

Roughly one quarter of individuals with SMI also have SUD.

People with comorbid substance use and mental health disorders experience poorer outcomes than
individuals with one diagnosis alone.****?¢ Treatment requires communication and collaboration
between providers, including medical and supportive service providers, and across settings, including
criminal-legal settings.

Figure 6.Percentage of adults arrested annually by behavioral health type, 2017-2019
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Source: Pew analysis of data from the National Survey on Drug Use and Health, 2017-2019. with neither SUD or

menta illness, and 6 times higher than someone suffering from only mental illness.*”” This underscores
the critical importance of law enforcement training on both mental illness and substance use and
presents a critical opportunity for engaging people in needed medical and social support services.
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Case study: Portugal

Portugal was not the first country to decriminalize drugs, but it has been one of the most influential.** It is therefore ritical to
examine the policy change and outcomes in detail.

In the 19805 and 1990s, law enforcement, health providers, and the general population were increasingly concerned about the
social exclusion and marginalization of people who used drugs, including rates of HIV, AIDS, TB, and hepatitis C that were among
the highest in Europe.****** This concern led to the publication of Portugal’s first national drug control strategy, a document
produced by an expert commission with the goal of implementing a comprehensive, evidence-based approach to drug policy.

Based on recommendations in the report, in 2001, Portugal decriminalized the public and private use, acquisition, and possession
of small amounts of illicit drugs. Rather than facing the criminal-legal system, a person using illicit drugs instead would face
administrative sanctions and would be mandated to meet with the Commission for the Dissuasion of Drug Addiction, commonly
known as Dissuasion Committees. The regionally located Commissions are governed by the Ministry of Health with goals to
encourage treatment adherence and abstinence from drug use.

Importantly, drug decriminalization was only one part of the country’s reform package. The country also expanded access to harm
reduction services and treatment for problematic drug use that recognized the necessity of a health-based approach to drugs.

Despite the decriminalization policy, penalties and law enforcement continued to play key roles. Police who encounter people
using or possessing drugs confiscate them, issue an administrative citation, and send the citation fo the Dissuasion Committee,
after which the person is mandated to appear before the Committee. The Committee then assesses the person and the situation
and decides on the nature of sanctions, considering criteria like the severity of the offense and the person’s economic
circumstances, among others.

Sanctions may include monetary fines, warnings, suspension of licenses, regular reporfing to the Committee, and others. The
Dissuasion Committees may not mandate treatment, but they can encourage it by removing sanctions for people with drug
dependence issues who enter and complete treatment. Similarly, they can lift sanctions for people who use drugs recreationally
who fulfill certain conditions, like agreeing not to reoffend. The possession of more than ten days’ worth of drugs continues to be
met with criminal sanctions.

Evaluating the decriminalization policy has been complicated by a few factors, including the lack of a matched control country,
inconsistent implementation on the ground, and challenges with data availability and interpretation. It is therefore impossible to
make explicit causal links between the policy change and public safety and public health outcomes. ™

Still, researchers have established some key findings from the available data.

o Drug-related mortality rates are among the lowest in Europe - 6 deaths per million among people aged 15 - 64 years,
compared to 23.7 per million in the European Union in 2019.%"

e The portion of people in prison in Portugal for drug offenses has fallen from over 40% in 2001 to 15.7% in 2019. The
average for Furope has increased from 14% to 18% over the last twenty years.*”
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Case study: Portugal

(learly, there have been positive public safety and health outcomes associated with the drug strategy implemented in 2021.

At the same time, community groups and researchers have raised important considerations about the policy change. A few key
points include:

The media and Portuguese law enforcement have made much of an increase in overdose rates in Lisbon and increased crime in
Porto, tying them to the decriminalization of drugs in 2001, without evidence.""*' In fact, drug use and overdose rose globally in
the context of COVID-19.""

Levels of drug use have been below the European average for the past twenty years; among 15 - 34 year olds, it has
among the lowest drug use rates in the region."”"

“High risk” opioid use declined between 2001 and 2015 but remains above the European average.
New HIV diagnoses associated with injection drug use fell precipitously after reform. In 2001, Portugal had 50% of all
such cases in the EU. In 2019, it had 1.68% of the total. Portugal’s trends were stronger than the rest of Europe, which
also saw a decline in new HIV diagnoses.**® %54

The number of new hepatitis C infections dropped consistently over the lust twenty years.""

The number of outpatient treatment units grew from 50 to 70 from 2000 to 2009.* However, the number of people in
treatment declined from 2009 to 2018, which may be linked to the reduction of health and social services budgets
following the global financial erisis." It also may be tied to the reduction in problematic use."*

401,403,404

While the policy was originally created to support people with entrenched drug use disorders, the reality is that most
people referred to the Dissuasion Committees are non-dependent cannabis users. This has had the unintended
consequence of net-widening, bringing more people into contact with the government.™

Many of the harm reduction services recommended in the 2001 report, including overdose prevention sites (or drug
consumption rooms, as they are commonly called in Europe), were not implemented until the last few years.*”

Portugal replaced criminal sanctions with administrative sanctions, which means that drug use and possession continue
to be stigmatized under the law. Researchers and organizations led by people who use drugs have called for an
approach to drugs rooted in human rights and autonomy, and they note that health-based approaches like Dissuasion
Committees can confinue to enforce stigma and modes of penalization **"°

Cuts to the health budget have been significant and increases in overdose and crime have followed (though there are no
causal links between the two established in research). Specifically, Portugal decentralized its drug oversight program in
2012, following the global economic crisis. Funding dropped from the equivalent of $82.7 million to $17.4 million. Jodo
Gouldio, the director of Portugal’s drug's agency and the architect of the reform plan, blames depleted funding for the
decline in people entering drug treatment (from 1,150 in 2015 to 352 in 2021)."
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Women, pregnant and parenting persons, and
caregivers

Among many substance use and treatment utilization metrics, both nationally and in Minnesota, men
constitute the majority.>*'* Women, however, can be pre-disposed to substance use due to gender
violence, economic marginalization, and persistent poverty, as well as degrading and sexist
interactions with social institutions. This is often compounded by a medical and drug treatment system
that often neglects the specific needs of women, including those during pregnancy and while parenting.
Women of color experience the intersection of both racism and sexism and experience compounding
risk for substance use and its effects.*'

A key related trend is the increasing rates of arrest and incarceration of women in the US. In the past
few decades, women in the US have been incarcerated at twice the rate of men.*'®* Women who are
incarcerated reflect a more disadvantaged, impoverished, and marginalized experience than women
in the general population. They report high rates of trauma, houselessness, joblessness, and physical
and mental health conditions. Often due to gender biases in drug policy, the proportion of women
detained on drug infractions in prisons and jails is higher than that of men.' Importantly, over half of
incarcerated women meet criteria for substance use disorders.”’

There are a few areas of specific concern for women when it comes to drug policy. First, gender-
sensitive substance use disorder treatment, harm reduction services, and health care should be
accessible to all women who want it and tailored to meet women'’s specific needs. All these services, in
addition to other supportive services, need to account for the needs of people who are solo or primary
caretakers of children and other family members. People who use drugs who are parenting should
never face removal of a child in their care solely due to the use of drugs; evidence shows that this has
detrimental effects on people accessing needed care and treatment. Pregnant people should not be
penalized or criminalized for drug use during pregnancy, another strong deterrent to seeking prenatal
care.*'” Evidence-based treatment, including MOUD, should be made accessible to people during
pregnancy.'®

In Minnesota, laws state that substance abuse during pregnancy is child abuse, and pregnant people
have been prosecuted for exposing their unborn children to drugs. It is also one of only three states
where substance use during pregnancy can be grounds for involuntary commitment to a treatment
program, and one of only four states that require hospitals to drug test people at the time of childbirth
if there are drug-related complications at birth.'® A task force established during the 2023 legislative
session will present recommendations on when drug tests should be administered to the pregnant
person and the infant, how to support families to access appropriate drug treatment and remain
together in instances of caregiver drug misuse, and involuntary civil commitments in pregnancy.
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People who engage in sex work

People who use drugs and people engaged in sex work face similar barriers: imprisonment, denial of
health care, and stigma. Both groups are at increased risk of HIV. They are also, often, the same
people. The medical journal The Lancet found that decriminalizing consensual sex work would avert
33-46% of new HIV infections in sex workers and clients over the course of a decade. Criminalizing
sex work has also been found to increase the odds of sex without condoms, sexually transmitted
infections, and sexual or physical violence perpetrated by clients against sex workers.*'” The evidence-
based policies included in this report, like access to harm reduction services and overdose prevention
policies, will benefit people engaged in sex work; they would benefit them more if sex work were
decriminalized.**° In the future, state governments should consider the evidence associated with
decriminalizing sex work and look at implementation in Belgium and New Zealand and the European
Union’s deliberations on the policy.*'

Youth

Just like other special populations, youth deserve access to evidence-based prevention education,
protection from punitive responses to drug offenses in school (which can lead youth to enter the school-
to-prison pipeline), access to evidence-based and voluntary treatment that suits them, and higher
education. The American Academy of Pediatrics, the American Society for Addiction Medicine, and
international guidance agree that youth have the right to accurate information about drugs and drug-
related harm, the right to protection from harmful misinformation, and the right to privacy.'*4?%4%
However, access to medications for opioid use disorder is even more limited for adolescents and
young adults than is it in the general population.*?* Barriers to care include a lack of pediatrician
provider training to treat overdose and opioid use disorder, a lack of youth-specific programs,
insurance barriers like prior authorizations, and requirements to enroll in behavioral health services
before utilizing medication options.**> Other environmental barriers discussed above, including policies

h 424

that restrict access to methadone and buprenorphine broadly, also apply to yout Governments

should develop accessible, child-sensitive prevention, drug treatment, and harm reduction services.'*®

In cases where there is concern about drug-related criminality, governments should try to divert youth
away from the criminal-legal system and promote rehabilitation over punishment. Youth should not be

criminalized for drug use or personal possession of drug.'*®

Despite the widespread implementation of DARE (Drug Abuse Resistance Education), a school-based

curriculum, meta-analyses show that the program is ineffective at reducing drug use.“*#%
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DATA COLLECTION AND EVALUATION

Across all areas of drug policy, improvements must be driven by data, and the successes (or failures)
of reform must be evaluated with data. Effectively measuring the impacts of drug policy reform is not
an impossible task, but it has rarely been done well. For example, the most predominant metric used to
measure drug policy is prevalence of use, despite its limited clinical significance and minimal
association with policy change.'® More clinically relevant, and potentially alterable, metrics include the
prevalence of drug-related risk behaviors, the prevalence of substance use disorders, and access to
and utilization of evidence-based treatments.

The evaluation of drug policy reform also frequently suffers from a lack of alignment between the
stated goal of the policy change and the outcomes measured.'® For example, if a jurisdiction removes
or reduces criminal sanctions with the goal of preventing negative sequalae of criminal-legal system
involvement, drug-related criminal-legal system involvement following policy change must be measured.
Similarly, if improving the health and wellness of people who use drugs is a policy goal, physical and
mental health outcomes of PWUD need to be systematically measured, beyond just prevalence of use.
Other important metrics include access to care and treatment and infectious disease transmission and

acquisition.'®

The Drug Policy Alliance, in its report “Dismantling the Drug War in the States: A Comprehensive Drug
Decriminalization Framework” offers a few data collection recommendations for state and local
jurisdictions. States and localities should be required to make available important types of criminal
justice data, in order to assess the success of drug policy. These include arrests for drug possession and
distribution offenses, possession of paraphernalia, public use and intoxication, loitering, and other
drug-related violations. Additionally, law enforcement should collect and make publicly available
details about the tactics used leading to arrests, such as any use of force, alleged substances, quantities
recovered, and sociodemographic characteristics of the individuals arrested. Last, states and localities
should make public all expenditures related to drug offense enforcement.*”2

When the right types are collected and findings are disseminated quickly and accessibly to non-
medical, non-academic audiences, data can be a tool to improve health and wellbeing. They can also
identify racial, ethnic, and other inequities and reduce disparities. For a thorough examination of how
health data can be used to advance equity, see Urban Institute’s Principles for Advancing Equitable

Data Practice.

We recommend seven principles to guide the ethical collection and oversight of data that can be
applied to the evaluation of drug policy:

1. The entire data life cycle, from conceptualization of metrics to collection, analysis, and
dissemination should be informed by people with lived and living experience. People who use

72


https://www.urban.org/sites/default/files/publication/102346/principles-for-advancing-equitable-data-practice_0.pdf
https://www.urban.org/sites/default/files/publication/102346/principles-for-advancing-equitable-data-practice_0.pdf

drugs, people who have utilized treatment and harm reduction services, and people impacted
by the criminal-legal system are closest to the problem and can play key roles in clearly
identifying process and outcome measures, interpreting results, and disseminating findings to
stakeholder communities.

Use data to identify racial inequities and assist in driving policy change. Data can be used
strategically to identify key disparities and gaps in treatment access and utilization, morbidity
and mortality outcomes, social determinants of health outcomes, and public safety outcomes.
Data should be specifically and intentionally collected and stratified to illuminate the
experiences of disproportionately affected communities, primarily BIPOC communities, women,

and people impacted by houselessness. These data can help fill important gaps in public health
data.'3%%

Particular attention should be paid to measuring access (and the lack thereof), as well as
specific barriers to access. Outcomes such as MOUD availability by county, as well as the
policy and administrative restrictions put in place by local authorities and clinics, can provide
valuable information to guide policy and practice.

Findings, and the data they are based on, should be communicated transparently. Data is a
public good, and should be owned, at a maximum, and accessible, at a minimum, by the
communities that produce it.

Protect individual privacy and confidentiality. It is important to balance the principle of
transparency with the principle of individual privacy, in order to reduce any risk of re-
identification and minimize the ways in which sensitive data can impact people and
communities. One way to ensure this is to minimize the collection of personally identifiable
data whenever possible.

We know that there are often unintended consequences of policy change, and this is true in the
criminal-legal and drug policy arena, just as it is elsewhere. Where there is historical precedent
of policy changes inadvertently impacting communities disparately, evidence should be
collected pro-actively to track them. Examples of unintended consequences include but are not
limited to net widening, up-charging, other areas where there’s judicial discretion.

Publicly place value on data-driven practice by encouraging and incentivizing evidence-based
practices in licensing, accrediting, reimbursement structures. For example, outpatient clinics
could be required to regularly report on the modalities of treatment employed, stratified by
sociodemographic indicators, with extra documentation required when non-evidence-based
treatments are given.
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CONCLUSION

Drug use is pervasive: most US adults use legal drugs, and about one-fifth of all adults in the US use
illegal drugs.”” People have always used drugs: they bring pleasure and ease pain and anxiety. They
are also associated with personal and public health risks, and these risks are not always tightly
correlated to their legality or illegality. Alcohol, for example, with its many known health harms, has
long been regulated in a legal market by the government; cannabis, with comparatively few serious
health harms, remains illegal under federal law.**

Policies/interventions with a strong evidence base

At the outset of this research, we defined successful drug policies as policies and interventions that are
associated with:

e Improved health outcomes, as evidenced by measures of morbidity and mortality at the
individual level and the population level, as well as improved access to health care and
treatment.

e Improved safety outcomes, which we define as decreased violent crime and decreased drug-
related health harms.'

e Improved socioeconomic outcomes, such as employment, education, poverty, and housing.

After reviewing the evidence, we concluded that the following key policies and interventions meet
these criteria; see the Results subsections for detailed information about the policies and interventions
and their outcomes. (Note that health outcomes, safety outcomes, and socioeconomic outcomes are
described across the Results domains. For example, pharmacy access to syringes, described in the
Harm Reduction subsection, is associated with positive health outcomes and also does not increase
drug-related crime in the area, a safety outcome.)

Health Care

e Medications for opioid use disorder, and telehealth flexibilities that increase their accessibility

e Substance use disorder treatment that is voluntary, available on demand, culturally
appropriate, and geographically accessible

e Medicaid coverage for treatment for SUD

e Peer support/recovery coaching

e Across provider types, increased competency working with people who use drugs, including
harm reduction techniques and expanding training and education curricula
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Harm Reduction

e Safer drug use supplies

e Access to naloxone, including distribution directly to people who use drugs.
e Overdose prevention centers

o Fentanyl test strips

Social Determinants of Health

e Housing First and other programs that ease access to housing for people who use drugs

e Criminal record expungement

e Supporting families to remain together in cases of caretaker drug misuse

e Ensuring access to employment opportunities, public benefits, higher education for people with
criminal histories

Drug Policing

e Decriminalization with targeted diversion to health/social services
o Defelonization
o Diversion to drug treatment for people who need it and that is tailored to the individual

e Sentence commutations

Policies/interventions with a mixed or limited
evidence base

Evidence is mixed or limited for the following bulleted policies and interventions. See the Subsections
for more detail.

Health Care

e Prescription drug monitoring programs

Harm Reduction

e 911 Good Samaritan laws

Drug Policing

e Depenalization

e De facto and de jure police diversion

e Decriminalization with civil or administrative penalties
e Decriminalization with no sanctions attached

e Regulation
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Policies/interventions that do not meet criteria for
successful drug policies

We concluded that the following prevalent bulleted policies and interventions do not meet the criteria
for successful drug policies; see the Results subsections for detailed information about the policies and
interventions and their outcomes.

Health Care

e Compulsory treatment

e Involuntary civil commitment

e Policies requiring prior authorization, abstinence, drug screening, and/or counseling before
initiating HIV or HCV or SUD treatment

e Prescription drug take-back programs

e Residential rehabilitation houses

Social Determinants of Health

e Restricting access to housing based on criminal history

e Removing children to the foster care system for parental drug misuse

e Policy barriers to employment, education, and public benefits based on criminal history or drug
use

e Laws that prohibit public behaviors associated with houselessness, like sleeping or camping in
public, begging, and loitering

o Fines, fees, and debt associated with criminal-legal system involvement

Drug Policing

e Arresting people for drug use and criminal repercussions for simple possession
e Imprisoning people for drug use

e Drug paraphernalia laws

e Drug-induced homicide laws

e Opioid-related drug seizures

The failure of contemporary drug policy represents a complex systems problem. Responses to
substance use made by one arm of government undermine the responses made by other arms of
government. Consider one example of Minnesota taxpayers paying twice for oppositional
interventions: until August 2023, the effective date of drug paraphernalia legalization, an individual at
an encampment of people experiencing houselessness in Minneapolis could receive evidence-based
harm reduction supplies, paid for in part by taxpayer dollars, while law enforcement, also funded by
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taxpayer dollars, shut down the encampment and confiscate the same supplies. Similar examples
abound across state agencies.

Solving this problem requires not only excising a prohibition-based law enforcement response but
replacing it with a new approach. Such a complex systems problem requires a cooperative, cohesive,
“whole of government” solution - one that eliminates situations in which agency policies undermine
each other and instead work together to make better use of scarce resources and maximize the health
and safety of all Minnesotans.

Government bodies have the ability to choose among different policy approaches to respond to
products and behaviors associated with risk, like riding motorcycles and consuming tobacco products.
They can try to suppress these activities by creating criminal penalties for deterrence, or they can
acknowledge their existence and put protections in place to reduce the associated harms.

We have a great deal evidence about the many ways a prohibition-based approach to drug policy

does not work. Globally, countries have been implementing alternative models for decades. In the US,
states are learning from the experiences of legalizing cannabis and are experimenting with new ways
of regulating illicit drug use and possession. We urge lawmakers in Minnesota to follow the evidence.

This report is the first of two commissioned by the Minnesota Legislature, which aimed to (1) review
current policies, practices and funding; and (2) describe alternative approaches utilized effectively in
other jurisdictions. On March 1, 2025, the research team will present the second and final report on
illicit drug use in Minnesota. The final report will be based on the evidence presented in this report and
address the third goal of the legislative appropriation: “to make policy and funding recommendations
toward a drug policy that reduces and, where possible, prevents harm and expands individual and
community health, safety, and autonomy.”
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APPENDIX A. POLICY RECOMMENDATIONS FOR THE 2024
LEGISLATIVE SEASON.

This table provides a "sneak peek" of insights from the report's data collection phase, specifically from qualitative interviews with Minnesota-based
subject matter experts. While these insights will be integrated more formally in the final report in 2025, we provide them here so as not to miss any
opportunities for legislative action.

Effort
Theme Policy problem Potential policy fix Required' Resource
Health Care People under age 18 lack access to peer support services. Remove the age minimum for reimbursement for peer recovery | Small
services

Health Care Lack of access to medications for opioid use disorder and In all Emergency Departments, create access to buprenorphine Large
peer support for people experiencing non-fatal overdose in | and peer recovery support for people being seen for non-fatal https://www.nyc.qov/site/doh/about/press/
Emergency Departments. overdose. pr2023/relay-overdose-prevention-program-

expands-to-15th-nyc-hospital.page

Health Care Some SUD treatment providers do not want to provide Mandate that all substance use disorder treatment providers must | Large
evidence-based medications for opioid use disorder. offer evidence-based medications for opioid use disorder.

Health Care Not all private insurers cover buprenorphine. None offered. Medium

Health Care State support for non-evidence based care, especially in None offered. Large
prevention/education and treatment, is not a good use of
taxpayer dollars.

Health Care Lack of access to MOUD in jails and prisons and continuity of | Application (and approval) for a Medicaid Re-entry Section 1115 | Large https://mn.gov/mmb/assets/gacosua-year-
care at community re-entry. Related to this, people in waiver. See detailed recommendations in the Year-end Report end-report-2023_tem1059-607070.pdf
detention settings lose access to Medicaid coverage, which | from the Governor's Advisory Council on Opioids, Substance Use,
poses barriers to continuity of care at release. and Addiction.

Health Care Ongoing shortages in behavioral health workforce limit Invest in behavioral health workforce, especially peers. See also | Medium https://mn.gov/mmb/assets/gacosua-year-
aceess to services. detailed recommendations regarding peer recovery specialists in end-report-2023_tem1059-607070.pdf

jails and prison in the Year-end Report from the Governor's
Advisory Council on Opioids, Substance Use, and Addiction.
Health Care Lack of access to evidence-based treatment for substance use | Scale use of ECHO model. Medium

disorder in rural areas.
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Effort

Theme Policy problem Potential policy fix Required' Resource
Health Care Lack of access to medications for opioid use disorder. Increase the number of providers providing buprenorphine and Medium
methadone.
Health Care Behavioral health workforce shortage restricts access to Offer trainings for peer workers Small
services
Health Care Need for transparency around what therapy modalities None offered. Large
doctors are providing.
Health Care Significant uptick in requests for prior authorizations from | None offered. Small
insurers, including for medications to treat hepatitis , pose
barriers to healthcare treatment.
Health Care Healthcare providers avoid seeking needed treatment for Changes to licensure questionnaire to encourage providers o seek | Small
substance use disorder for fear of losing their licenses. drug treatment.
Health Care Lack of funding for translation services at SUD treatment State Medicaid dollars should fund translation services Small
facilities.
Health Care Great deal of variability in outcomes and modalities among | Bring evidence-based standards to all SUD treatment providers, Large
substance use disorder treatment providers. including credentialing and accountability.
Health Care Need for culturally specific substance use disorder treatment | Support culturally competent modes of recovery in addition to Medium https://mn.gov/mmb/assets/gacosua-year-
programs. MOUD. See also detailed recommendations in the Year-end Report end-report-2023_tem1059-607070.pdf
from the Governor's Advisory Council on Opioids, Substance Use,
and Addiction.
Health Care Statutes governing methadone go above and beyond the Align Minnesota's statues with the federal standards for Small
federal government's standards. methadone.
Health Care, Room to better integrate state's harm reduction services, The Governor's Office of Addiction and Recovery is working on Large https://mich.mn.gov/crossroads-justice-
Harm Reduction | housed primarily within MDH, and state's treatment and coordination and integration through a National Governors minnesotas-new-pathways-housing-racial-and-
recovery services, housed primarily within DHS. Association Policy Academy. This is also part of the Crossroads to health-justice-people-facing-0
Justice Plan from the Minnesota Interagency Council on
Homelessness.
Harm Reduction | Minnesota's Good Samaritan law does not provide adequate | Add protections to "Steve's Law," Minnesota's Good Samaritan Small
protection from criminal or civil repercussions to people who | law.
witness an overdose, discouraging them from calling for
help.
Harm Reduction | Lack of access to the opioid overdose antidote naloxone. All drug formularies should cover the purchase of over-the-counter | Medium

naloxone.
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Effort

Theme Policy problem Potential policy fix Required' Resource
Harm Reduction | High rates of fatal overdose. Continue to support naloxone saturation across the state. Medium https:/ /www.dhcs.ca.gov/individuals/Pages/
Investigate State of California's naloxone portal as a model for Naloxone Distribution_Project.aspx
increasing access to the opioid overdose antidote.
Harm Reduction | Budget allocation for "safe recovery spaces” during 2023 Statutory language allowing for the existence of "safe recovery Medium
session opened the door for safe consumption sites, but sifes.”
more protective language is required for organizations to
feel safe opening such spaces.
Social Criminal records restrict access to housing, employment, and | Automatic or simple record expungement for non-violent drug Small https://dps.mn.gov/divisions/bca/expungem
Determinants of | other basic needs. offenses. [Authors' note: the Clean Slate Act, passed during the ents/Pages/default.aspx
Health 2023 session, goes into effect on January 1, 2025. Eligibility rules
are TBD.)
Social Lack of safe, affordable permanent housing and shelter None offered. See recommendations in Crossroads to Justice: Large https://mich.mn.gov/crossroads-justice-
Determinants of | opfions for people who use drugs and with substance use Minnesota's New Pathways to Housing, Racial, and Health Justice minnesotas-new-pathways-housing-racial-and-
Health disorders. for People Facing Homelessness health-justice-people-facing-0
Social A punitive response to drug use has led to a large number of | None offered. Large
Determinants of | children of color being removed from their homes.
Health
Social DHS licensure rules that disqualify people for drug offenses | See detailed recommendations in the Year-end Report from the Medium https://mn.gov/mmb/assets/gacosua-year-
Determinants of | are inequitable and pose barriers to employment. Governor's Advisory Council on Opioids, Substance Use, and end-report-2023_tem1059-607070.pdf
Health Addiction.
Social Ongoing sweeps of encampment of people living outside Cities require oversight from state in regards to encampment Large https://mich.mn.gov/crossroads-justice-
Determinants of | exacerhate overdose and health harms. sweeps. See recommendations in Crossroads to Justice: minnesotas-new-pathways-housing-racial-and-
Health Minnesota's New Pathways to Housing, Racial, and Health Justice health-justice-people-facing-0
for People Facing Homelessness
Social Sober homes may exclude people for using prescribed Prevent sober homes from excluding people on the basis of the Medium
Determinants of | medications, indluding medications for opioid use disorder. | medications they take.
Health
Drug Policing Lack of proactive, intentional, evidence-based review of drug | None offered. Medium
scheduling tables.
Drug Policing People continue to be prosecuted for drug residue if the Amend the definition of residue in § 152.025, Subd. 2 fo close Small

residue is contained in other than drug paraphernalia,
outside the spirit of the law changed in the 2023 session.

this loophole.
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Effort

Theme Policy problem Potential policy fix Required' Resource
Special Lack of state funding for Black-led organizations working on | State agencies should fund Black-led organizations directly, as Medium https://mn.gov/mmb/assets/gacosua-year-
Populations drug use in Black communities. funding distributed via RFP do not reach these groups. In addition, end-report-2023_tem1059-607070.pdf
see detailed recommendations in the Year-end Report from the
Governor's Advisory Council on Opioids, Substance Use, and
Addiction.
Special Lack of perspective from people with lived or living Consider forming councils of people lived or living experienceto | Small
Populations experience at OERAC. One or two representatives from these | advise OERAC.
communities is not enough.
Special Lack of perspective from and dedicated services for Hnong | None offered. Medium
Populations and East African people who use drugs.
Special Large gap in services (housing, shelter, SUD treatment) for | None offered. See recommendations in Crossroads to Justice: Large https://mich.mn.gov/crossroads-justice-
Populations women who use drugs and are trying to leave violent Minnesota's New Pathways to Housing, Racial, and Health Justice minnesotas-new-pathways-housing-racial-and-

situations.

for People Facing Homelessness

health-justice-people-facing-0

"Effort required = The authors' best guess as to the level of effort required to promulgate a policy solution, implement the policy solution, or both.
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APPENDIX B. SUMMARY OF GUIDANCE AND
RECOMMENDATIONS ISSUED BY GOVERNMENT, MEDICAL,
AND OTHER EXPERT BODIES.

US/Global ‘ Title Source Date  Condlusion URL
Us Drug Overdose: Promising Strategies | Center for Disease n.d. To prevent overdose and enhance health, improve https://www.cdc.gov/drugoverdose/strategies/i
Control and Prevention prescribing practices, increased access to evidence-based ndex.html|
treatment, expand access to naloxone, consider Good
Samaritan laws, and more.
Us A Transformative Whole-of- Center for Public Health | 2023 | Different arms of the government are working in https://phlr.org/sites/default /files/uploaded
Government Model to Reduce Opioid | Law Research, Temple opposition to one another in traditional drug policy images/CPHLR-WGDrugPolicy Pt1-
Use Harms and Deaths University Beasley approaches. Recommends drug decriminalization as the WGModelandRecs.pdf
School of Law key component of transforming drug policy.
Us Harm Reduction Framework Substance Abuse and 2023 | The first document to comprehensively outline harm https:/ /www.samhsa.qov/sites/default /files/h
Mental Health Services reduction and its role within the federal government's arm-reduction-framework.pdf
Administration Department of Health and Human Services. Defines harm
reduction six principles, twelve supporting pillars, and core
practice areas.
Us Primary, Secondary, and Tertiary National Academy of | 2023 | A socioecological approach to prevention identifies https://nam.edu/primary-secondary-and-
Prevention of Substance Use Medicine additional structural factors that can contribute to the tertiary-prevention-of-substance-use-disorders-
Disorders through Socioecological development of substance use disorder and overdose risk, | through-socioecological-strategies/
Strategies including housing, welfare, and criminal-legal system
policies.
Us Reduction of Public Health American Medical 2023 | Recommends expanding harm reduction measures, https://policysearch.ama-
Consequences and Public Health Association medications for opioid use disorder, removing laws that assn.org/policyfinder /detail /* uri=%2FAMADoc
Consequences of Drug Use restrict access fo syringe services programs, and fully %2FHOD.xml-0-5333.xml
evaluating US state-based drug legalization models.
Us Support, don't punish: Drug American Pharmacists | 2023 | Decriminalization of drug use and possession is urgently | https://pubmed.nchi.nlm.nih.gov/36682855/4#:

decriminalization is harm reduction

Association

needed. Decriminalization will reduce the negative impacts
of drug use and keep communities healthy and safe.

~ -text=Decriminalization%200f%20drug%20use
%20and keeping%20communities%20safe%20a
nd%20healthy.
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us Decriminalization of Simple Minnesota Medical 2022 | Remove criminal penalties associated with simple https://www.mnmed.org/application/files /391
Possession of lllicit Drugs Policy Association possession, release people who are currently incarcerated | 6/8676/6277/MMA_Decriminalization_HR_Po
for simple possession, and expunge criminal records licies.pdf
associated with simple possession. Expand statewide access
to harm reduction and medications for opioid use disorder.
us National Drug Control Strategy Office of National Drug | 2022 | The federal government's drug strategy document focuses | https://www.whitehouse.gov/wp-
Control Policy on seven key areas, among them expanding access to content/uploads/2022/04/National-Drug-
evidence-based treatment, particularly medications for Control-2022Strategy.pdf
opioid use disorder; advancing racial equity; enhancing
harm reduction efforts; reducing the supply of illicit
substances; and expanding access to recovery services.
us Public Policy Statement on Racial American Society of 2022 | Highlighting racial disparities in the criminal response, https://downloads.asam.org/sitefinity-
Justice Beyond Health Care: Addiction Medicine recommends shifting the national response to personal production-blobs/docs/default-
Addressing the Broader Structural drug use away from criminality and toward health and source/advocacy/racialjustice/2022-pps-recs-on-
Issues at the Intersection of Racism, wellness. ASAM recommends policy responses to address | adv-rj-beyond-health-
Drug Use, and Addiction the social determinants of health, like removing bans on | care.pdf?sfvrsn=f4e11c74_5
TANF and SNAP and housing for people who commit drug
offenses.
us Addiction Should Be Treated, Not National Institute on 2021 | Substance use disorder should be treated with high quality | https://nida.nih.gov/about-nida/noras-
Penalized Drug Abuse care and compassion. A punitive approach is ineffective blog/2021/05/addiction-should-be-treated-not-
and exacerbates racial disparities. penalized
us Advancing Public Health American Public Health | 2021 | To advance the public's health, calls for evidence-based https://www.apha.org/Policies-and-
Interventions to Address the Harms | Association policies that reduce the number of people who are Advocacy/Public-Health-Policy-Statements/Policy-
of the Carceral System incarcerated, invest more in social determinants of health | Database/2022/01/07/Advancing-Public-
like housing and employment, explore restorative and Health-Interventions-to-Address-the-Harms-of-the-
transformative justice, and investing in community-based | Carceral-System
mental health care.
us Collateral Consequences: The US Civil Rights 2019 | Racial discrimination in collateral consequences constitutes | https://www.usccr.gov/files/pubs/2019/06-13-
Crossroads of Punishment, Commission a civil rights issues. Recommends that policymakers roll Collateral-Consequences.pdf
Redemption, and the Effects on back and avoid punitive mandatory consequences that
Communities don't serve public safety, are not connected to the offense
committed, and impede people from entering and
contributing to society. This includes restrictions on TANF
and SNAP, housing, student loans, and employment.
us Four Decades and Counting: The Cato Institute 2017 | Drug criminalization is associated with significant economic | https://www.cato.org/sites/cato.org/files/pubs

Continued Failure of the War on
Drugs

costs. Decriminalization and legalization should be
considered at the state, federal, and international levels.

/pdf/pa-811-updated.pdf
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us Every 25 Seconds: The Human Toll | Human Rights Watch 2016 | Criminalizing drug use does not prevent problematic use. | https://www.hrw.org/sites/default/files/report
of Criminalizing Drug Use in the Recommends instead that governments end criminalization | _pdf/usdrug1016_web_0.pdf
United States of simple possession, as well as expand access to

prevention education and evidence-based treatment
available outside the court and prison system.

us Defining and Implementing a Public | American Public Health | 2013 | Finds that a criminal-legal system response to drug use and | https://www.apha.org/policies-and-

Health Response to Drug Use and Association misuse is ineffective and leads to other public health advocacy/public-health-policy-statements/policy-
Misuse problems. Recommends ending the criminalization of database/2014/07,/08/08/04/defining-and-
drugs and people who use drugs and prioritizing health implementing-a-public-health-response-to-drug-
and harm reduction approaches, and asks all stakeholders | use-and-misuse
to pivot toward a health approach and examine promising
practices implemented in other jurisdictions.
Global | HIV, Hepatitis & Drug Policy Reform | Global Commission on | 2023 | Calls for countries to make several policy changes to https://www.globalcommissionondrugs.org/rep
Drug Policy reduce HIV and Hepatitis C, including decriminalizing drug | orts/hiv-hepatitis-drug-policy-reform
use, drug possession for personal use, and the possession
of drug paraphernalio; ensure that health and harm
reduction services are widely available; and consider legal
regulation of drugs as a way to combat illicit drug markets.

Global | Human rights challenges in United Nations Office | 2023 | Offers roughly twenty recommendations for developing https://www.ohchr.org/en/documents/themati
addressing and countering all of the High effective drug policies rooted in human rights, including creports/ahrc5453-human-rights-challenges-
aspects of the world drug problem | Commissioner for considering decriminalization of drug use and developing | addressing-and-countering-all-aspects

Human Rights regulatory systems for legal access to all controlled
substances, ensuring that drug treatment is voluntary,
protecting against discrimination, and funding harm
reduction services.

Global | The 8 March Principles for a Human | International 2023 | Addresses the harmful human rights impacts of criminal https://share-netinternational.org/wp-
Rights-Based Approach to Criminal | Commission of Jurists laws targeting vulnerable groups, among them people who | content/uploads/2023/03/8-MARCH-Principles-
Law Proscribing Conduct Associated use drugs, sell sex, are living with HIV, and are FINAL-printer-version-1-MARCH-2023.pdf
with Sex, Reproduction, Drug Use, experiencing homelessness and poverty - with many
HIV, Homelessness and Poverty intersections among them. Criminal laws targeting these

groups punish, stigmatize, and deny services and rights to
individuals.
Global | Recommendations on Alternatives to | Health Canada Expert | 2021 | End criminal penalties related to simple possession, and https://www.canada.ca/content/dam/he-

Criminal Penalties for Simple
Possession of Controlled Substances

Task Force on
Substance Use

end all coercive measures related to simple possession and
consumption.

s¢/documents/corporate/about-health-
canada/publicengagement/external-advisory-
bodies/reports/report-1-2021/report-1-HC-
expert-task-force-on-substance-use-final-en.pdf
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Global | Time to End Prohibition Global Commission on | 2021 | Recommends replacing prohibition with increased focus on | https://www.globalcommissionondrugs.org/wp-
Drug Policy health and safety outcomes, focusing enforcement on content/uploads/2021/12/Time_to_end_proh
organized crime, and regulating all drugs using cannabis | ibition_EN_2021_report.pdf
as a model.
Global | International Guidelines on Human | International Centre for | 2019 | The Guidelines apply existing human rights law to drug https://www.humanrights-
Rights and Drug Policy Human Rights in Drug control laws and policies. drugpolicy.org/about/
Policy, UNAIDS, UN
Development Program,
World Health
Organization
Global | United Nations Common Position on | United Nations System | 2018 | A joint commitment of all relevant United Nations bodies to | https://unsceb.org/sites/default/files/2021-
Drugs Chief Executives Board protect human rights in international drug control policies. | 01/2018%20Nov%20-
for Coordination Promotes alternatives to conviction and punishment, %20UN%20system%20common%20position%20
including decriminalization of drug possession for personal | on%20drug%20policy.pdf
use. Calls for changes in drug laws and policies that
threaten people's health and human rights.
Global | Public health and international drug | Johns Hopkins-Lancet | 2016 | Recommends an evidence-based approach to drug policy | https://linkinghub.elsevier.com/retrieve/pii/S0
policy Commission on Drug that includes decriminalization of minor drug offenses; 14067361600619X
Policy and Health reducing violence associated with drug policing; easy
access to harm reduction services and evidence-based and
voluntary treatment; and moving gradually toward
regulated drug markets with rigorous evaluation.
Global | The Drug Problem in the Americas | Organization of 2013 | A public health approach is needed to address drug use, https://www.oas.org/documents/eng/press/int

American States

and decriminalization of drug use should be a core
element of any public health strategy. Adequate funding is
needed to make freatment accessible.

roduction_and_analytical report.pdf
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