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The dramatic increase in opioid overdose
deaths in the United States has pushed the
opioid epidemic out as a major public health
issue. Drug overdose is now the leading cause
of preventable death, surpassing motor vehicle
accidents. In 2014, there were 47,055 U.S.
drug overdose deaths; 61% involved an opioid.1
During 2015, drug overdoses accounted for
52,404 U.S deaths, including 33,091 (63.1%)
that involved an opioid. 1
In 2015, there were 697 opioid-involved fatalities in the state of Connecticut. Injection was
the route of opioid administration in 25% of fatal
cases. Opioids identified among decedents
were heroin/morphine alone (38%), prescription
opioid analgesics alone (24%), fentanyl alone
(9%) and combination of opioids (30%). In addition, benzodiazepines were identified in 42% of
individuals with an opioid-related fatal overdose, and alcohol in 28%.2
Based on a report published late last year in
MMWR, from 2014 to 2015, Connecticut was in
the top 3 states to experience the largest percentage increases in death rates from synthetic
opioids [NY (135.7%), CT (125.9%), and IL
(120%)] and was also in the top 4 states that
experienced the largest absolute rate changes
in heroin deaths from 2014-2015 (table1). 1
Information from that same report showed that
from 2014 to 2015, the death rate in the U.S.
from synthetic opioids other than methadone,
which includes fentanyl, increased by 72.2%
and heroin death rates increased by 20.6%.1
This increase is likely driven by illicitly manufactured/distributed fentanyl. 3,4
An illustration of these statistics occurred close
to home during 2016, at Yale New Haven Hospital. The emergency department experienced
an outbreak of overdoses associated with fentanyl. The next section is an excerpt taken directly from the report published in MMWR where 12
patients presented with fentanyl overdose and 3
of the 12 died.
“On the evening of June 23, 2016, a white pow-

der advertised as cocaine was purchased off
the street from multiple sources and used by an
unknown number of persons in New Haven,
Connecticut. During a period of less than 8
hours, 12 patients were brought to the emergency department (ED) at Yale New Haven
Hospital, experiencing signs and symptoms
consistent with opioid overdose.” Three of
those patients died and the substance which
caused the overdose was determined to be
fentanyl. 5
Based on the alarming epidemiology of the
current opioid crisis seen throughout the U.S.
and here in Connecticut, the Federal government as well as individual states have made
strides to combat the epidemic. In March of
2015, the U.S. Department of Health and Human Services identified three priority areas to
address the opioid crisis and to decrease opioid
use disorders and overdose which included;
opioid prescriber education, community naloxone access, and improved access to medications for opioid use disorder. A multi targeted
approach is needed to address access to opioid
medications, while at the same time, providing
solutions to the rising number of overdoses and
need for treatment. Other targeted approaches
or ideas to address the crisis include:
Implement the CDC Guideline for Prescribing
Opiates for Chronic Pain6
Improve access to and use of Prescription
Monitoring Programs (PMPs)
Reduce prescription opioid supply
Increase Naloxone distribution
Increase and improve access to opioid disorder treatment programs/Medication Assisted
Treatment (MAT)
Reduce Illicit opioid supply

Educate healthcare providers and the public
Prescription drug take back programs
Overdose prevention Education and Naloxone Distribution (OEND) programs
In Connecticut, Governor Dannel Malloy created the Connecticut Opioid REsponse (CORE)
team via the Alcohol and Drug Policy Council
(ADPC) to address the state’s opioid crisis. He
charged the group with creating a focused set
of tactics and methods in order to have a rapid
impact on the number of overdose deaths within Connecticut. A document published by the
CORE team in October 20162 outlined strategies and tactics the group would take over the
next three years to combat the opioid epidemic
within our state:
Strategy 1: Increase access to treatment,
consistent with national guidelines, with
methadone and buprenorphine
Strategy 2: Reduce overdose risk, especially
among those individuals at highest risk
Strategy 3: Increase adherence to opioid
prescribing guidelines among providers,
especially those providing prescriptions associated with an increased risk of overdose
and death
Strategy 4: Increase access to and track use
of naloxone
Strategy 5: Increase data sharing across
relevant agencies and organizations to monitor and facilitate responses, including rapid
responses to “outbreaks” of overdoses and
other opioid-related (e.g., HIV or HCV)
events.
Strategy 6: Increase community understanding of the scale of opioid use disorder, the
nature of the disorder, and the most effective
and evidence-based responses to promote
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treatment uptake and decrease stigma.
Additionally, specific legislation has been
passed in Connecticut to encourage some of
the targeted approaches7. Laws have been
passed to:
Increase access to opioid antagonists to
individuals or family members to prevent
overdoses (CGS § 17a-714a)
“Good Samaritan” laws provide immunity for
people seeking emergency help for a drug
overdose (CGS § 21a-279)
Legal and civil protection of people who
prescribe, dispense, or administer opioid
antagonists to a person experiencing a drug
overdose (CGS § 17a-714a)
Connecticut has established a statewide
prescription drug monitoring program
(PDMP)
Seven-day limit on opioid prescriptions
Pharmacists can prescribe opioid antagonists
Continuing Education (CE) is required for
physicians, APRNs, PAs, and dentists in
pain management and prescribing of controlled substances
Prior to prescribing more than a 72-hour
supply of a controlled substance, the prescriber must check the PDMP for the patient
they’re prescribing for
In addition to some of the initiatives listed
above, Ohio’s governor, John R. Kasich, created the Governor’s Cabinet Opiate Action Team
(GCOAT) which developed some unique methods to combat the epidemic8:
The development of statewide guidelines for
prescribing short and long acting opiates
which use 80 mg MED as a stop point
The Pill-Mill law which revokes licenses of
prescribers and pharmacists who violate
proper prescribing or dispensing of prescription drugs.
Education Initiatives to Increase Public

Awareness: “Stop overdose. Carry Naloxone” public announcement campaign; Project DAWN (Deaths Avoided with Naloxone),
an opioid overdose prevention program
(OOPP); Pharmacist campaign “Sometimes
We Just Have to Say No.”
Plan to integrate the state’s PDMP directly
into electronic medical records and pharmacy dispensing systems

naloxone distribution via the pharmacy (Table
2). Furthermore, distribution of naloxone has
been associated with a reduction in opioid
overdose deaths10. The CDC recommends
naloxone distribution to patients who are receiving greater than 50 mg morphine equivalents, concurrent benzodiazepine use, substance abuse disorder, or previous opioid overdose.1,10-13

Naloxone
At the Federal and State level, naloxone access has become a priority strategy for tackling
the opioid epidemic. Naloxone is an opioid
antagonist that is FDA approved for the emergency treatment of known or suspected opioid
overdose, as manifested by respiratory and/or
central nervous system depression. Naloxone
can be administered intranasally (IN), intramuscularly (IM), intravenously (IV), or subcutaneously (SC).

When assessing a patient’s overdose risk to
determine if naloxone should be dispensed, a
pharmacist should9
Assess patients for overdose risk factors
Review all medications and optimize medication safety
Check the PDMP
Obtain a substance use history
Obtain an overdose history
Provide education

An important part of knowing when to distribute
naloxone to patients who are at high risk of an
overdose is awareness of the risk factors for an
opiate overdose9:
Polypharmacy and mixing opioids with other
sedatives
Changes in drug potency or purity
Using high doses of prescription opioids
Using opioids alone
Using opioids after a period of abstinence
(post-incarceration, post-addiction treatment,
relapse)
Previous non-fatal overdose
Chronic Illnesses involving organs responsible for drug metabolism

In November 2016, the DEA referred to prescription drugs, heroin, and fentanyl as the
most significant drug-related threats to the
United States. 14 Efforts to reduce opioid prescription rates and similar policy implementations do not lead to an increase in overdoses,
but rather a reduction in the number of people
exposed to opiates. 15 “The misuse of prescription opioids is intertwined with that of illicit opioids; data have demonstrated that nonmedical
use of prescription opioids is a significant risk
factor for heroin use underscoring the need for
continued prevention efforts around prescription opioids. 16” It is important that policies
continue to be developed that assist with combatting the epidemic.

On July 15, 2015, Connecticut passed legislation that allows pharmacists to dispense naloxone. Since the passage of this law, pharmacists have been a conduit for naloxone access
in the outpatient setting. Based on review of
the Connecticut Medical Assistance Center
claims, the population has seen an increase in

Table 2:Number of Naloxone Prescriptions Dispensed for the
Product

2015

2016

2017 (1st QTR)

EVZIO 0.4 MG AUTO-INJECTOR

98

381

11

EVZIO 2 MG AUTO-INJECTOR

0

0

1

NALOXONE 0.4 MG/ML SYRINGE

8

11

2

NALOXONE 0.4 MG/ML VIAL

249

530

108

NALOXONE 2 MG/2 ML SYRINGE

392

226

22

NARCAN 4 MG NASAL SPRAY

0

3,451

1,228

Totals

747

4,599

1,372
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