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Appendix B: Strategies that Should Not Receive Expanded Funding  
 
Increasing the proportion of individuals with OUD exclusively receiving “detoxification” or inpatient 
and residential services as a treatment for OUD 
There is little evidence to support the initial treatment of OUD using detoxification or residential services 
(rehabilitation) alone without connection to long-term treatment, especially MOUD, regardless of 
duration.1,2 A recent study in Connecticut demonstrated that more opioid overdose deaths occurred in 
those who only received detoxification or rehabilitation and not MOUD3. Detoxification procedures are 
associated with a high rate of relapse and increase the risk of overdose because individuals lose their 
physical tolerance to opioids.4,5 Inpatient or residential treatments that initiate or continue MOUD are 
often clinically indicated and needed `in individuals who are not able to benefit from outpatient or 
intensive outpatient services, especially those meeting clinical indication for higher levels of care.2 
Compared to detoxification or extended inpatient treatment, initial treatment with MOUD has the most 
scientific support and is an approach endorsed by state, federal and international entities.2 
 
Increasing the number of programs that exclusively or preferentially treat people with naltrexone 
(instead of methadone or buprenorphine) 
Naltrexone is FDA-approved for the treatment of OUD. However, naltrexone does not prevent symptoms 
of withdrawal or address opioid craving. Initial treatment with naltrexone requires a period of opioid 
abstinence of up to 7 days, which is difficult for many individuals with OUD to attain. Also, in both clinical 
trials and epidemiological data, naltrexone’s efficacy for preventing relapse is lower than methadone and 
buprenorphine.6,7 There is also less data indicating it decreases overdose death, human immunodeficiency 
virus (HIV) or hepatitis C virus (HCV) transmission, or other adverse consequences associated with opioid 
use as compared to methadone and buprenorphine. In programs that offer all three FDA-approved 
medications, a minority of individuals opt for naltrexone and the overwhelming majority opt for treatment 
with methadone or buprenorphine. Therefore, given both its relative inferiority compared to methadone 
and buprenorphine as well as patient preferences, we recommend against funding initiatives that 
exclusively or preferentially offer naltrexone for the treatment of opioid use disorder. Instead, we 
recommend funding initiatives that offer access to all three FDA-approved medications or those that 
prioritize methadone or buprenorphine. 
 
Enhancing criminal legal efforts to reduce illicit drug supply  
Historically, criminal justice efforts to reduce opioid supply – increased policing, harsher penalties, 
increased rates of imprisonment – have often been the default intervention of federal and local 
governments to address the harms of drug use in the United States. We do not recommend funding these 
strategies as they have proven ineffectual in reducing overdose death (in fact are associated with 
increased risk of overdose death)8-10, do not center addiction as a medical condition, increase stigma 
related to opioid use and treatment seeking behaviors11,12, and come with high rates of collateral 
consequences including disparate impacts on minoritized populations.13,14 This does not preclude funding 
of interventions – such as diversion programs or interventions to increase access to treatment, naloxone, 
and harm reduction services via criminal justice entities. 
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Increasing use of mandated addiction treatment or civil commitment  
Involuntary civil commitment is a legal provision that allows for forcible addiction treatment of individuals 
typically in some form of detention facility. Jurisdictions throughout the country have increasingly 
directed resources to the use these provisions to address the opioid overdose crisis. Under current 
Connecticut statute (Conn. Gen. Stat. § 17a-685(a)) there are provisions allowing for commitment of 
individuals with substance use disorders for up-to-180 days of involuntary detention providing the 
individual is determined to be a danger to self, danger to others, intoxicated, or gravely disabled, although 
to our knowledge this provision is rarely utilized. We do not recommend that the OSAC fund increased 
use of this legal provision given the ethical concerns and the limited data on its efficacy for preventing 
overdose deaths. Available evidence demonstrates that civil commitment is likely associated with 
increased risk of non-fatal overdoses15 and infectious disease transmission16, and that it reinforces 
negative perceptions of addiction treatment in people who use drugs making them less likely to access 
treatment in the future.17  
 
Increasing investment in novel formulations or new medications to reverse opioid overdoses 
In response to the ongoing overdose crisis, pharmaceutical companies have developed several expensive 
novel opioid antagonists (either new methods of administering naloxone or development of non-naloxone 
compounds) to reverse opioid overdoses. To date there is no evidence that these opioid antagonist 
formulations provide superior efficacy or effectiveness in reversing opioid overdoses even in an era when 
the drug supply is dominated by fentanyl and fentanyl analogues. In addition, newly approved, non-
generic medications carry a price often several times higher than prior formulations of naloxone. Given 
lack of superior efficacy and higher cost, we do not recommend the OSAC fund investment in these new 
formulations until they are proven to be more cost-effective than naloxone.18  
  
Funding primary prevention programs targeting youth substance use that are not based on evidence of 
efficacy or are not tied to ongoing rigorous evaluation 
Given concerns about opioid use initiation and the rising number of overdoses in children and adolescents, 
there is natural motivation to fund public health campaigns that decrease youth substance use. By far the 
best known recent historical example is the D.A.R.E. program which, at its peak, was the country’s largest 
school-based prevention program and received three quarter of a billion dollars of federal funding 
annually despite evidence that it was ineffective in preventing youth substance use.19  Unfortunately, 
although there is growing evidence for primary prevention programs that might impact youth substance 
use initiation, there remains limited data on effective youth prevention programs to impact opioid use 
initiation. Those with evidence supporting them are outlined under Priority #4.20-24 Use of opioid 
settlement funds on ineffective prevention programs will have no effect on reducing overdoses in the 
near, intermediate, or long term. As such we recommend that any opioid settlement funds that are used 
for primary prevention be tied directly to rigorous evaluation of their efficacy, and we do not recommend 
the OSAC fund youth substance use prevention programs that are not evidence-based.  
 
Funding public health programs that are not based on evidence of efficacy  
The use of public communication or media campaigns to educate, promote awareness, reduce stigma, or 
achieve other goals is a common strategy employed in public health. Despite their popularity, there is 
relatively little research to guide the design of these campaigns to address topics around substance use, 
harm reduction, stigma, or other opioid-related topics.25-27 There is also little evidence they are effective 
in achieving important outcomes around reducing opioid use, reducing stigma, increasing treatment 
engagement, and, importantly, reducing overdose rates. In some cases, poorly designed and thought-out 
public communication or media campaigns have been associated with increased stigma around opioid use  

https://www.cga.ct.gov/current/pub/chap_319j.htm#sec_17a-685
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or opioid use disorder. As such, if OSAC decides to fund public communication or media campaigns, we 
recommend that they be well-designed with input from people with lived experience, based on strong 
public health principles, and designed with a focus on reducing stigma and driving demand for effective 
evidence-based treatments.25,28  
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