
Maine Accidental Drug 
Overdose Death Review 
Panel 
2026 Special Report:  
Recommendations Concerning Recovery 
Residences and U.S. Military Veteran 
Overdoses

Prepared by the Margaret Chase Smith Policy Center, 
University of Maine, on Behalf of the Maine Accidental  
Drug Overdose Death Review Panel



2026 Maine Accidental Drug Overdose Death Review Panel—Special Report

2

Establishment and Purpose of the Maine Accidental Drug Overdose Death 
Review Panel

On June 22, 2021, Governor Janet T. Mills 
signed into law emergency legislation establishing 
an Accidental Drug Overdose Death Review Panel. 
The law, which began as L.D. 1718 “An Act to Estab-
lish the Accidental Drug Overdose Death Review 
Panel,” was enacted during the 130th Maine Legis-
lature’s First Special Session under Title 5, Part 1, 
Ch. 9, §200-M. Accidental Drug Overdose Death 
Review Panel.

Due to the ongoing effects of the opioid epi-
demic, Maine is taking significant action to re-
spond to the urgent need present in the state. 
These efforts began under the direction of Gov-
ernor Mills with her issue of Executive Order 2: 
An Order to Implement Immediate Responses to 
Maine’s Opioid Epidemic in 2019 and have con-
tinued to evolve over time. The establishment 
of Maine’s Accidental Drug Overdose Death Re-
view Panel is one of a number of innovative pol-
icy solutions aimed at reducing drug mortality in 
Maine. These efforts include expanding access to 
the life-saving reversal drug naloxone; expanding 
Medicaid (MaineCare) coverage to over 100,000 
Mainers with over 22,000 individuals receiving 
treatment for substance use; increasing treatment 
and recovery resources, including 21 recovery cen-
ters and adding hundreds of new recovery coaches 
to the state workforce; expanding medication-as-
sisted treatment options, including to over 2,000 
incarcerated individuals; and expanding Maine’s 
Good Samaritan Law, first signed in 2019; the 
launch of the OPTIONS program; and more.

The Accidental Drug Overdose Death Review 
Panel, frequently referred to as the “Overdose Re-
view Panel” or “ORP,” was formed to recommend 
to state, county, and local agencies methods of 
preventing deaths as the result of accidental drug 
overdoses. These methods could include modifi-
cation or enactment of laws, rules, policies, and 
procedures. It is the Panel’s role to examine a 
subset of deaths associated with accidental drug 

overdoses to facilitate the development of tar-
geted recommendations. This examination takes 
into consideration the demographic and social 
determinant characteristics of the population of 
individuals whose deaths are associated with acci-
dental drug overdose so that racial, ethnic, socio-
economic and other factors are considered equita-
bly in case review. The deaths selected for review 
by the Panel must be recommended by the Chief 
Medical Examiner, by a designee appointed by the 
Chief Medical Examiner, or by an individual with 
whom the Office of the Attorney General contracts 
for services. In addition, excluding any contextual 
barriers in the law, the Panel can review informa-
tion surrounding nonfatal accidental drug over-
doses, a feature unique among overdose fatality 
reviews (OFRs). Upon review of sufficient case 
content, the Panel provides recommendations for 
methods of preventing deaths as the result of ac-
cidental drug overdoses to state, county, and lo-
cal agencies in the form of reports (this being the 
third).

According to Title 5, Part 1, Ch. 0 §200-M. 
Accidental Drug Overdose Death Review Panel, in 
any case subject to review by the Panel, upon oral 
or written request from the Panel or its staff, any 
entities in possession of information or records 
that are necessary or relevant for review activities 
are expected to provide these to the Panel as soon 
as possible. Entities or individuals providing re-
cords and information to the Panel for review are 
not criminally or civilly liable for disclosing these 
data as required by the statute. Furthermore, the 
proceedings and records of the Panel’s review ac-
tivity itself are confidential and are not subject to 
subpoena, discovery, or introduction as evidence 
in civil or criminal proceedings. The Office of the 
Attorney General can make disclosures of Panel 
findings either at request or in the form of pub-
lished reports, but may not disclose information, 
records, or data that are otherwise confidential.
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Maine Accidental Drug Overdose Death Review Panel Membership—
Effective January 1, 2026

•	 The Director of Opioid Response within the 
Governor’s Office of Policy Innovation and the 
Future, Ex Officio, Chair:

	◆ Gordon Smith, Esq.

•	 The Chief Medical Examiner, Ex Officio, or an 
Appointee thereof:

	◆ Alice J. Briones, MD

•	 The Commissioner of Public Safety, Ex Officio:
	◆ Commissioner Michael Sauschuck

•	 The Director of the Office of Behavioral Health 
within the Department of Health and Human 
Services or an Appointee thereof, Ex Officio:

	◆ Katherine Coutu, Division Manager/State 
Opioid Treatment Authority, Maine Office 
of Behavioral Health

•	 Director of the Maine Center for Disease 
Control and Prevention within the Department 
of Health and Human Services or an Appointee 
thereof, Ex Officio:

	◆ Isaac Benowitz, MD

•	 The Chief Justice of the Supreme Judicial Court 
or an Appointee thereof

	◆ Matthew Tice, Esq., District Court Judge, 
Biddeford, ME

•	 A Prosecutor Nominated by Statewide 
Association and Appointed by the Attorney 
General:

	◆ Natasha Irving, Esq. Lincoln County 
District Attorney

•	 A Police Chief Nominated by Statewide 
Association and Appointed by the Attorney 
General:

	◆ Robert Mackenzie, Chief of Police, 
Kennebunk, ME

•	 A Sheriff Nominated by Statewide Association 
and Appointed by the Attorney General:

	◆ Todd Brackett, Lincoln County Sheriff

•	 Physicians Treating Substance Use Disorder 
Appointed by the Governor:

	◆ Vijay Amarendran, MD, Psychiatry and 
Addiction Medicine Specialist

	◆ Rachel Solotaroff, Executive Clinical 
Director of Substance Use Disorder 
Services, Penobscot Community Health 
Care

•	 Emergency Medical Services Representative 
Appointed by the Commissioner of Public 
Safety:

	◆ Wil O’Neal, Director of Maine EMS

•	 An Expert in Harm Reduction Strategies 
Appointed by the Governor:

	◆ Patty Hamilton, FNP, Director of Bangor 
Public Health

•	 An Academic Research Professor with 
Experience in Reviewing Drug Overdose 
Deaths Appointed by the Attorney General:

	◆ Marcella Sorg, PhD., Research Professor, 
Margaret Chase Smith Policy Center, The 
University of Maine

•	 A Representative of Families Affected by Drug 
Overdose Deaths Appointed by the Governor:

	◆ Shelly Yankowsky

•	 A Person in Recovery from Substance Use 
Disorder Appointed by the Governor:

	◆ Ronald Springel, MD, Executive Director 
of Maine Association of Recovery 
Residences

Nonpanelist Attendees
In addition to appointed panelists, other 

guests are invited to attend review sessions on an 
as-needed basis. Nonpanelist attendees must sign 
Guest Confidentiality Agreements in order to join 
Panel proceedings. Nonpanelist guests include 
state officials, data managers, University of Maine 
support staff, subject experts, and stakeholders.
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ORP 2025 Activity: Summary

During 2025, the ORP continued to convene bi-
monthly, meeting six times over the course of the 
year. The ORP began 2025 by concluding its review 
of cases involving individuals who were currently 
living in or had recently been discharged or evict-
ed from recovery residences and other sober-liv-
ing environments. The remainder of the year was 
spent focusing on overdoses among those with a 
U.S. military history. Discussion and recommen-
dations stemming from these case reviews are in-
cluded later in this report. 

In total, the ORP completed its comprehensive 
review of six cases in 2025, relying on abstracted 
medical and legal records, along with records from 
law enforcement entities, schools, and other ven-
ues or service providers. Overall, these six cases 
involved three men and three women between the 
ages of 28 and 57. At the time of their deaths, they 
resided in varied locations across the state includ-
ing Cumberland, Franklin, Kennebec, Penobscot, 
and York counties. In all six cases, the overdose 
was considered “unwitnessed”; that is, no one was 
at the scene when the individual began exhibiting 
symptoms of overdose. Four of the six individu-
als had experienced frequent homelessness and 
housing instability, and three of the six had re-
cently been discharged from a clinical or rehabili-
tation setting.

An ongoing feature of the ORP is the involve-
ment of decedents’ next of kin in case review. For 
each case, panelists trained in next-of-kin in-
terviewing establish contact with the decedent’s 
loved ones. These interviews not only give insight 
into the case but also provide next of kin with a 
means of processing their experience and their 
loved ones’ experience with substance use and 
overdose. Next of kin are provided the opportu-
nity to make suggestions to the panel on the pol-
icy or institutional changes they would like to see 
made and that might have helped. These sugges-
tions are incorporated into the discussion and 

recommendations that follow. In total, ORP panel-
ists conducted five next-of-kin interviews in 2025. 

Lastly, throughout the year, Panel members 
spent time circulating the 2024 Special Report, 
which focused on youth overdose. This included 
a presentation to the Maine SUD Learning Com-
munity in June 2025. That presentation remains 
available online at the Maine SUD Learning Com-
munity’s Vimeo, YouTube, and Spotify webpages. 
The full report is available on the Maine Drug 
Data Hub (mainedrugdata.org). Additionally, the 
report was presented to the Legislature’s Health 
and Human Services Committee in February 2026. 

Panel Recommendations
Panel recommendations are developed both 

holistically and intentionally. During case review 
discussion, panel staff will collect recommenda-
tions that arise from panelist feedback. Typically, 
once case presentation and discussion have been 
concluded, the panel leaves time for the proposal 
of recommendations. Recommendations are col-
lected by staff and organized by focus area. Rec-
ommendations are accrued across meetings, both 
for individual cases as review is in process and for 
focal areas as reviews are completed. Once there 
are sufficient recommendations, the Panel devotes 
time to refining and preparing recommendations 
for release to appropriate contexts. The following 
report represents the third such release, focusing 
on two groups over the course of 2025 — individ-
uals currently staying in or recently discharged 
from recovery residences and other sober living 
environments and individuals who had served in 
the US Military. Prior reports presented a special 
focus on youth overdose (2025) and overdoses oc-
curring in carceral/post-carceral settings and gen-
eral recommendations (2023).

https://mainedrugdata.org/january-2024-monthly-overdose-report/
https://mainedrugdata.org/january-2024-monthly-overdose-report/
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Special Review Focus: Recovery Residences

Beginning in mid-2024, the Maine Accidental 
Drug Overdose Death Review Panel focused on 
victims of accidental overdose who were either 
currently residing in a recovery residence or anoth-
er sober living environment or had been recently 
discharged or evicted from such a facility. These 
residences can provide an essential opportunity 
for those seeking recovery and stability; however, 
they are not all operated at the same level of care. 
And considerable confusion persists among pro-
viders and those seeking these housing options for 
themselves or their loved ones. Increased familiar-
ity with the varying degrees of services and levels 
of care in these settings can lead to more appropri-
ate placements. 

Following the National Alliance for Recovery 
Residences (NARR), the Maine Association of Re-
covery Residences (MARR) provides a certifica-
tion program for four levels of service, from alco-
hol and drug free living environments (Level I) to 
residences that also provide recovery support ser-
vices, life skills development, and clinical services 
(Level IV). All MARR-certified recovery residences 
follow a Social Model philosophy that “promotes 
norms that reinforce healthy living skills and as-
sociated values, attitudes, and connection with 
self and community for sustaining recovery.” More 
information about the specific standards, levels of 

service, and codes of ethics that MARR-certified 
residences follow can be found on their website as 
well as a current list of certified residences across 
the state and their primary service populations 
(https://www.mainerecoveryresidences.com/). 
There are also many “uncertified” recovery resi-
dences across the state that may follow their own 
or adopted codes of ethics or standards of care, 
without going through MARR’s training and cer-
tification process. Additionally, there are other so-
ber housing options and group homes in the state 
that are not necessarily recovery residences. In the 
recommendations that follow, increased commu-
nication and clarity from and about these facilities 
are felt to be needed. 

As of 2026, there are 118 MARR-certified re-
covery residences across the state with approxi-
mately 1,600 beds and an unknown number of un-
certified recovery residences. While it is rare that 
fatal overdoses may occur in recovery residences, 
it does happen. Approximately one percent of fa-
tal overdoses in 2024 occurred in a recovery res-
idence or another recovery housing option. The 
Panel found that such scenarios were potentially a 
valuable opportunity for recommendations, espe-
cially among uncertified recovery residences with 
more variable standards of care, so that these fatal 
accidents can be prevented. 

 I II III IV

Alcohol and drug-free living environments
Social model recovery support

Recovery support services
Life skills development

Clinical
© 2019 NARR

NARR’s four levels of service

Figure from mainerecoveryresidences.com

https://www.mainerecoveryresidences.com/
https://www.mainerecoveryresidences.com/
https://www.mainerecoveryresidences.com/
https://mainerecoveryresidences.com
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Recommendations Emanating from Overdoses of Recovery Residence 
Tenants

The Panel has organized the following rec-
ommendations from review of accidental over-
dose cases involving victims living in recovery 
residences and other sober housing facilities into 
the following categories for policymakers and the 
public:

	– Statewide Landscape of Recovery Housing 
Options

	– Communication and Availability of Services at 
Sober Living Environments

	– Standards of Care in Sober Living Environments

	– Discharge Planning and Transfer of Care to Sober 
Living Environments

	– Miscellaneous Recommendations

Each of these categories is intended to reflect 
the context of possible intervention identified as 
salient to the issues which emerged during case 
review. Readers should view these categories as a 
lens through which policy might address critical 
vulnerabilities, either as they emerged from our 
case context, or the extant literature and best prac-
tice understanding of recovery housing services 
and operations.

Statewide Landscape of Recovery 
Housing Options

The following recommendations reflect the 
Panel’s findings regarding the state-wide land-
scape of recovery residence and sober living op-
tions. These recommendations are meant to better 
inform state decision-makers on funding, research, 
regulatory, and programmatic decision-making. 

	– Develop a mechanism to comprehensively 
inventory certified and uncertified recovery 
residences across the state: While the state is 
aware of the number, location, and service clien-
tele of MARR-certified recovery residences as 
well as their various levels of care, it is unknown 
how many uncertified residences there are in the 

state, where they are located, and what commu-
nities they may prioritize. While a mechanism to 
collect this information does not currently exist, 
a comprehensive census of recovery residences, 
certified and uncertified, would help the state and 
treatment providers be more aware of the options 
available to clients seeking stable recovery 
housing options. Some uncertified residences 
may not have listed business licenses, and prior 
efforts have historically relied on social media, 
web browsing, and word of mouth. 

	– Increase the number of level-four, certified 
recovery residences: The varying levels of certi-
fication that MARR provides are meant to meet 
the capacity of recovery residence operators and 
the degree of need among different service popu-
lations. Some people with SUD may be turned 
away from lower-level recovery residences, due 
to high-acuity psychiatric conditions that may 
require more clinical attention than level-one or 
-two residences can safely provide. An increase 
in level-four recovery residences, which are 
required to be licensed treatment facilities, and 
other residential treatment options are needed to 
meet the needs of patients with severe co-occur-
ring psychiatric conditions and prevent increased 
pressure on lower-level service models to meet 
those needs. 

	– Analyze the costs and benefits of state-wide 
mandatory certification: Maine currently 
implements voluntary certification for recovery 
residences. There is concern that mandatory 
certification may result in the closure of some 
residences and a decrease in available beds. Some 
states, such as Ohio, have recently implemented 
state-wide mandatory certification. Maine should 
review the impacts of mandatory certification in 
Ohio and other relevant states to better under-
stand the feasibility and potential successes 
or consequences of mandatory certification 
for recovery residences. Such a review should 
consider what the need is for case management 
or basic clinical services at lower-level recovery 
residences and the feasibility of licensure. While 

https://www.ohiorecoveryhousing.org/orhmeasures
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certification is not currently mandatory, there 
are laws in effect in Maine that incentivize certi-
fication, including making only certified homes 
eligible for general assistance. (An exception 
to this being that residents in an uncertified 
recovery residence may receive housing assis-
tance for one 30-day period.)

Communication of Available Services
The following recommendations made by the 

Panel address the service capacity of sober living 
options and the need to improve communication 
on the levels of care provided at these facilities as 
well as the services that are and are not provid-
ed at them. The recommendations are intended to 
reduce confusion or frustration on the part of pro-
viders and people seeking the most fitting place-
ment according to a resident’s needs. 

	– Provide education on the differences between 
residential treatment and recovery residences: 
Sometimes individuals are referred to and inap-
propriately placed in what they believe is a treat-
ment center but is actually a recovery residence. 
This can be further complicated as recovery 
residences may shift between levels of certifica-
tion or change their status into that of residential 
treatment. Community and provider education is 
needed on the differences between the licensed 
residential treatment centers, with beds that 
can treat co-occurring conditions, and recovery 
residences in addition to the different levels of 
recovery residence certification. The Maine SUD 
Learning Community, which provides statewide 
training and education opportunities, may be an 
appropriate platform to do so. 

	– Improve clarity on services provided in public-
facing materials: Information found on websites 
and other public-facing materials concerning 
the level of care and services found in recovery 
housing options can often be misleading, espe-
cially among uncertified recovery residences that 
lack regulatory oversight. These materials should 
include clear language on what services are and 
are not provided, including available treatment 
connections and housing restrictions for the 

residence. There should be more clear demar-
cation between American Society of Addiction 
Medicine (ASAM) clinical service centers and 
recovery residences, which would include some 
clinical services only if they were Level 4. The 
state and its partners should increase their efforts 
to explain and clarify what a certified residence 
is and what the different MARR levels of care 
are, so that those seeking recovery, their family 
members, intensive case managers, and discharge 
planners can be more confident in their decision 
making.

	– Increase user navigability of the Treatment 
Connections Hub: Across the state, we are 
seeing an increase in treatment options, from 
detox centers to residential treatment centers and 
outpatient MOUD providers, among others. The 
interaction and interdigitation of these services is 
in need of increased alignment to reduce confu-
sion between providers and increase access for 
patients seeking services. The state’s Treatment 
Connections Hub needs to be supported and 
promoted as patients seek out comprehensive 
options to address their current needs (be they 
a detox bed, a recovery residence, or residential 
care). Collaborative efforts across the Office of 
Behavioral Health and MaineCare Services are 
underway, in conjunction with an ongoing avail-
able treatment bed count. User case tests are 
recommended to assess the efficacy and acces-
sibility of the Treatment Connections Hub and 
make improvements as necessary. 

Standards of Care in Sober Living 
Environments

The following recommendations concern 
standards of care and best practices for recovery 
residences and other sober living facilities to better 
protect the safety and overall wellbeing of tenants. 
Some of these standards are required in certified 
recovery residences and would benefit from being 
incorporated into uncertified recovery residences 
and other sober housing options as well. 

	– Provide access to and information on MOUD 
upon joining: Entry into a recovery residence 

https://www.mainelegislature.org/legis/bills/getPDF.asp?paper=HP0051&item=3&snum=131
https://mesudlearningcommunity.org/
https://mesudlearningcommunity.org/
https://www.maine.gov/dhhs/treatment-connection
https://www.maine.gov/dhhs/treatment-connection
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may be a beneficial time to initiate MOUD for 
patients who would benefit from it. Tensions 
exist between recovery residences that promote 
MOUD for their clients and those that promote 
abstinence-based treatment, the latter of which 
may feel that the FDA-approved prescriptions 
drugs, such as buprenorphine, can be a trigger 
for other people living in the residence. It is 
also important to note that the Americans with 
Disabilities Act (ADA) prohibits discrimination 
against a potential resident because of prescribed 
medications they are taking. Currently, approx-
imately 83% of MARR-certified recovery resi-
dences allow MOUD. This is a considerable 
increase since 2019, when there was only one, 
but there is uneven availability for some client 
demographics and in some geographic areas. 
Among those residences that do allow MOUD, 
steps may be incorporated into their standards 
of care to provide information and resources for 
locally accessible MOUD upon first moving into 
the residence.

– Avoid premature discharge or eviction from
treatment programs and recovery residences:
Oftentimes, discharge or eviction from treat-
ment programs and recovery residences can be
a catalyst for riskier drug use. The treatment
community in Maine has been increasing their
efforts to keep patients in their programs, rather
than prematurely evicting or discharging them
after they may no-show appointments or break
certain program rules. These efforts should
continue as providers weigh the importance of
adherence to program rules and the patient’s or
client’s long-term recovery. These efforts should
also be in accordance to L.D. 597, that requires
certified recovery residences have a written
discharge and transfer policy for patients whose
needs cannot be met at a recovery residence.
There exists a continuum of care available from
more basic sober living environments, through
Level-4 MARR-certified recovery residences, and
residential treatment centers that can treat co-oc-
curring conditions. If a facility determines that a
client must be discharged or evicted, other more
appropriate placements should be considered

in tandem with discharge planning to ensure a 
continuity of care.

– Ensure that naloxone is easily accessible on 
each floor of a recovery residence: Maine
law requires that recovery residences store at least 
two units of naloxone on each floor of the 
building, whether they are MARR-certified or not. 
Pursuant to this, efforts should be made to ensure 
that naloxone is consistently available in all 
recovery residences across the state. Currently, 
there is no regulatory authority designated to 
ensure compliance. Efforts should be made to 
advise local code enforcement officers, municipal 
leaders, and tenants’ support systems to ensure 
statewide compliance. Additional engagement 
may be made through the Maine Naloxone 
Distribution Initiative (MNDI), to help ensure 
that recovery residences are receiving naloxone.

– Conduct room checks if residents have
not been seen in several hours: A benefit of 
recovery residences and other housing options for 
people in recovery are their structured environ-
ment and community of peers. In scenarios where 
individuals have not been seen by other tenants or 
staff for multiple hours, room checks are 
warranted to prevent accidental overdose. Such 
protocols should be established as house rules 
and conducted accordingly.

– Review guidance on bedroom locks and 
roommates to prevent accidental overdose: 
Certified recovery residences in the state strongly
discourage the placement of locks on bedroom 
doors. Additionally, residents are typically housed 
with a roommate, unless they have demonstrated 
ongoing, stable recovery. These measures are 
intended to prevent hidden, illicit drug use and 
unwitnessed overdoses and are recommended 
standards for uncertified residences and other 
sober living environments as well. Outreach 
should be made to operators of sober living envi-
ronments to educate them on the risks of unwit-
nessed overdose and provide guidance on various 
safety measures even if they are uninterested in 
pursuing certification through MARR.

https://legislature.maine.gov/legis/bills/getPDF.asp?paper=HP0374&item=2&snum=131
https://mainelegislature.org/legis/statutes/22/title22sec2353.html
https://mainelegislature.org/legis/statutes/22/title22sec2353.html
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	– Connect sober living residents with peer 
recovery coaches: People living in recovery 
residences and other housing options should be 
provided the opportunity to be connected with a 
peer recovery coach. While there is no standard-
ized funding mechanism yet in place to do so, 
the DHHS may need to first provide up-to-date 
information on state-wide peer recovery coaching 
options to recovery residence operators. 

	– Review the role of communications tech-
nology and social media: Recovery residences 
and sober living facilities should consider how 
their house rules and practices can incorpo-
rate the role of communication technology and 
social media. For example, the provision of new 
cell phones, without prior illicit drug provider 
contacts, to recovery residence clients could be 
a means of fostering new, stable relationships 
among peers in recovery. Some recovery resi-
dences have opted to ban social media altogether.  

	– Continue education on evidence-based prac-
tices to reduce stigma in sober living facilities: 
Most certified recovery residences allow MOUD, 
but occasionally, enduring stigma among staff 
persons and peers can dissuade residents from 
pursuing or continuing MOUD. Education and 
resources on evidence-based strategies are still 
needed across the state and in recovery settings.

Discharge Planning, Transfer of Care, 
and Warm Handoffs

The following Panel recommendations con-
cern discharge planning at clinical sites and trans-
fer of care to sober living environments. These are 
critical windows for continued care and present 
an opportunity to accommodate people who are 
seeking sober housing with the most appropriate 
placement based on their current needs. 

	– Develop a protocol for overdose and 
SUD-related hospitalization discharge: 
Following hospitalizations for overdose or 
SUD-related psychosis, patients can be prema-
turely discharged while still being a danger to 
themselves or others, especially in scenarios 
when a bed may not be immediately available 

at a psychiatric hospital, a residential treatment 
center, or a higher-level recovery residence with 
clinical care services. These scenarios can some-
times lead to inappropriate placement at facilities 
with lower levels of care than is needed. After 
an overdose hospital admission, there should 
be more intentional and responsive discharge 
planning for the most appropriate placement to 
protect the wellbeing of the patient and others. 
It should be proposed that the Opioid Response 
Clinical Advisory Committee consider identifying 
existing protocols for cyclical SUD and overdose 
encounters in emergency departments, involving 
ED physicians and ED leadership to understand 
which would be most helpful. Leadership of the 
1,000 Lives Campaign should also be invited to 
participate in this process. State hospital licensing 
regulations should be reviewed and potentially 
amended in order to enforce contemporary stan-
dards of practice. 

	– Bed-to-bed transfers from treatment to 
recovery residences: Warm hand-offs, and 
bed-to-bed transfers between treatment and 
service providers, such as between a detox 
program and a recovery residence, are critical 
windows for patient stability, as they are for 
transfers between correctional facilities and 
treatment beds also. Supervised transporta-
tion services may be a worthwhile investment 
to prevent opportunities for reoccurrence and 
promote continued recovery. MaineCare provides 
coverage for transportation to Opioid Treatment 
Programs (OTPs) and other clinical treatment 
settings but not to or between recovery residences 
and other support services, such as AA meetings 
or pharmacy visits. This is especially needed in 
rural parts of the state, where distance between 
providers is much greater. 

Miscellaneous Recommendations
The following set of recommendations fall 

into a general miscellaneous category, seeking to 
address issues which are either too specific, or 
too broad, to be targeted at any one context but 
bear general cognizance as key issues state deci-
sion-makers may contend with.
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	– Improve access to dental care: Even though 
they are often treatable, unaddressed dental 
problems are a frequent precursor to self-med-
icated pain management with illicit substances. 
Finding affordable care for dental pain earlier in 
a patient’s journey may forestall some pressure to 
self-medicate or relapse later in life.

	– Increase training in and improve access 
to evidence-based psychotherapy options: 
Often, people who use drugs are struggling with 
lifelong, co-morbid, complex PTSD. Treating 
trauma can make a big difference not only in 
terms of recovery from SUD but also their overall 
mental health and wellbeing. The state should 
invest in a program to train more clinicians in 
eye movement desensitization and reprocessing 
(EMDR), prolonged exposure therapy, trau-
ma-focused cognitive behavioral therapy (CBT), 
cognitive processing therapy, and other up-to-
date psychotherapy options. The Rural Health 
Transformation Program will be working on 
providing additional training in these practices, 
especially in rural Maine. These efforts should be 
supported. For those clinicians who are already 
trained in these modalities, tools are needed 
to be able to better locate those providers so 
that appropriate referrals can be made. These 
modalities may be especially important for early 
intervention, and resources should be made to 
school-based clinics. In the state’s service locator 
tool (Treatment Connector), providers can iden-
tify if they practice these modalities. The state 
should ask all providers to include whether they 
provide these modalities so that it is a reliable 
search category for patient access.

	– Provide education on co-occurring SUD and 
chronic pain: The DHHS should increase efforts 
to provide education to providers of SUD patients 
with co-occurring chronic pain. These conditions 
are difficult for both patients and providers to 
navigate, and more educational resources are 
necessary. This would be especially helpful for 
mental health providers with patients experi-
encing chronic pain.

	– Develop a protocol for MOUD initiation 
specifically responsive to fentanyl use: In a 
fentanyl era, it is important to initiate MOUD 
during detox without precipitating withdrawal. 
Up-to-date methods of optimizing safe detox, 
such as low-dose buprenorphine induction (or 
microdosing), are underutilized in the state, and 
some initiation protocols currently in practice are 
more appropriate for prescription opioids and 
heroin than for fentanyl. Increased education 
is needed on current best practices to prevent 
withdrawal or reoccurrence among those seeking 
detox and a transition to MOUD. It should be 
proposed that the Opioid Response Clinical 
Advisory Committee identify and promote an 
existing protocol for suboxone initiation specifi-
cally in response to fentanyl.

	– Identify gaps in the current residential 
treatment landscape: There must be ongoing 
examination of what residential options and 
placements are available in the state and what 
their licenses are. While progress has been made, 
there is nevertheless a perceived need for more 
long-term, residential beds with staff capable of 
treating co-occurring conditions.

	– Bolster intervention and prevention efforts in 
elementary and pre-K settings by supporting 
families: Early childhood health interventions 
are a critical period in a patient’s journey, and in 
an effort to allay the complicating interaction of 
substance use disorder with other medical and 
psychiatric conditions, state agencies such as 
DHHS, the Office of Child and Family Services, 
and the Department of Education should 
continue bolstering intervention and preven-
tion efforts and supporting families with local 
education leaders, community partners, and 
foundations in elementary and pre-K settings. 
Peer support for young people, along with having 
a caring adult, continue to be important for 
developing positive childhood experiences and 
building resilience. More specific recommen-
dations from the ORP’s 2025 special report on 
youth overdoses continue to be relevant across 
the state. 

https://www.maine.gov/dhhs/ruralhealth
https://www.maine.gov/dhhs/ruralhealth
https://www.treatmentconnection.com/
https://penncamp.org/clinical/micro-dosing/
https://penncamp.org/clinical/micro-dosing/
https://mainedrugdata.org/wp-content/uploads/2025/04/Maine-Accidental-Drug-Overdose-Fatality-Review-Panel-Recommendation-Summary-Adolescent-Overdose-Final_April_24.pdf
https://mainedrugdata.org/wp-content/uploads/2025/04/Maine-Accidental-Drug-Overdose-Fatality-Review-Panel-Recommendation-Summary-Adolescent-Overdose-Final_April_24.pdf
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	– Foster life skills development throughout 
the re-entry process: Some people struggling 
with chaotic living conditions find the structure 
of carceral settings as a benefit, where they can 
take advantage of educational opportunities and 
stabilize with medical, dental, mental health, 
and substance use care. The state can deliver 
these services while individuals may be incar-
cerated, but more investment should be made to 
ensure that people have the life skills, capacity, 
and awareness to access these services and 
are supported by the state and counties to take 
advantage of these services following their release 
and while they are on probation.
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Special Review Focus: US Military Veterans

1	  At the time of this report’s release, only the first six months of 2025 data is finalized. 
2	  Average ages for 2025 were calculated based on the first six months of available data and do not represent the complete year. 

Continuing its role to deliver recommenda-
tions that might improve interventions and the 
delivery of services to at-risk populations, in June 
2025, the Panel began reviewing overdoses involv-
ing U.S. military veterans, a population that is con-
sidered at greater risk of such events. The follow-
ing data report and literature review was prepared 
by University of Maine staff and presented to the 
Panel in anticipation of reviewing these cases. 

U.S. military veterans have been heavily im-
pacted by the opioid crisis. Between 2010 and 2019, 
drug overdose mortality rates among veterans in-
creased nationwide by 53% (Bennett et al. 2022). 
In Maine, incidents of overdoses involving those 
with a military history followed state-wide trends, 
increasing to peak mortality in 2022 with a con-
siderable decrease beginning in 2023 (Figure 1). 
While the number of overdose fatalities involving 
those with a U.S. military history decreased sub-
stantially in 2023 and 2024, a similar phenomenon 
occurred in the overall population, suggesting that 
the decrease was likely not related to veteran-spe-
cific SUD services or drug use trends.1 

Averaged across 2016 to 2025, those with a mil-
itary history made up approximately 6% of the total 
population of individuals who experienced a fatal 

overdose in Maine. This is consistent with U.S. 
Census data. The 2020 Census, for example, found 
that those with a military history make up 7% of 
Maine’s total population (U.S. Census Bureau). 

Analysis of fatal overdose incidents among 
those who have a military history in Maine indi-
cate that the average age of individuals experienc-
ing a fatal overdose has increased from 43 to 55 be-
tween 2016–20252 (Figure 2, Table 1). Those with 
a military history who died from an overdose are 
also, on average, older than the total population 
of overdose fatalities. The average age of overdose 
victims among those with and those without a U.S. 
military history are increasing, but those with a 
U.S. military history has increased more dramat-
ically — a 12-year increase in average age versus a 
5-year increase (Table 1).

In an effort to explain why the rates of fatal 
opioid overdoses involving U.S. military veter-
ans has increased at the national level, some au-
thors have suggested that a combination of ad-
vances in battlefield injury (resulting in a higher 
survival rate for critically injured soldiers) and 
increased prescription of pain medication in the 
mid-2000s led many veterans to SUD and riskier 
illicit substance use (Beyer et al. 2021). However, 

this explicitly causal explanation for 
increased substance use and opioid 
overdose fatalities has faced criticism 
for being too pharmacologically de-
terministic and for not considering 
other social and psychological factors 
contributing to risky drug use (Ben-
nett et al. 2022). The association of 
SUD with only combat-related injury 
and PTSD is a narrative that begins 
with deployment, when for many vet-
erans, risk factors — including but 
not limited to substance use — have 
been observed to be present prior to 

Figure 1: 	 Number of Fatal Overdoses Among Those  
with a US Military History, Maine, 2016–2024
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Figure 2: 	Average Age of Overdose Victims, Maine,  
2016–2025
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enlistment. Notably, this association was consis-
tent with the ORP’s case review, finding that ex-
posure to adverse childhood experiences (ACEs) 
and early initiation of substance use sometimes 
presented before enlistment. 

Some studies have found that substance use 
disorder is more prevalent among young, male 
military personnel who may be unmarried, have 
less education, or who are of a lower military rank 
(E1–E3) (Brady et al. 2019). Additionally, rates of 
substance use have been greater among military 
personnel with combat exposure and either recent 

Table 1: 	 Average Age of Overdose Victims with and without a 
Military History, Maine, 2016–2025

Year

Military History No Military History

Average age
# of fatal 

overdoses Average age
# of fatal 

overdoses
2016 43 24 39 280
2017 47 25 39 295
2018 45 17 40 248
2019 43 27 41 314
2020 52 28 42 430
2021 53 40 43 559
2022 52 46 43 635
2023 54 27 44 532
2024 53 21 46 422
2025, January–June 55 10 45 117

or lengthy deployment periods. Some 
specific psychological symptoms as-
sociated with depression, PTSD, and 
traumatic brain injuries are also asso-
ciated with higher rates of substance 
use among military personnel. Bennett 
and colleagues (2019, 2022) have rec-
ommended a “biopsychosocial model” 
(Figure 3) for a more holistic approach 
that considers pharmacological factors 
alongside non-pharmacological factors 
as they influence veterans’ vulnerabili-
ty to overdose, as individuals and as a 
social group. They consider the “biology 
of injury and neurological dysfunction 
in chronic pain,” the “psychology of sui-

cidality, depression, and PTSD symptoms such as 
agitation and hypervigilance,” and the “sociology of 
interpersonal and institutional supports and life 
turning points” (2022, p. 1830, emphasis added). 
This accords with the complex histories we have 
seen in the ORP cases. 

For example, not only do some mental health 
disorders among military veterans predate mili-
tary service, but the prevalence of certain mental 
health disorders may also be disproportionately 
high among populations most likely to enter the 

military (Nock et al. 2015). 
Similarly, some of the high-
est overdose rates in the 
country are occurring in 
states with high levels of 
poverty, deindustrialization, 
and declining job growth — 
all conditions that have also 
driven people to enlist in the 
military (Woodruff 2017). 
Maine itself has routinely 
been found to have one of 
the highest percentages of 
U.S. military veterans com-
pared to other states. This 
biopsychosocial risk model 
is suited well for the ORP’s 
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Figure 3:	 Biopsychosocial Risk Model, based  
on Bennett et al. 2022
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manner of review, which considers social history, 
medical history, and psychiatric history alongside 
substance use history.

Notably, veterans are also more likely to expe-
rience exposure to adverse childhood experiences 
(ACEs) prior to enlistment (Blosnich et al. 2014), 
which have been found to have a dose-response 
relationship with adolescent and early adult sub-
stance use. In particular, male veterans have been 
found to have a higher prevalence of all ACEs than 
males without a history of military service, which 
include exposure to violence, neglect, familial 
substance use, and familial suicide. 

Additional risk factors associated with fatal 
overdoses and those with a military history include 
social isolation and homelessness. Following their 
service, research has found that some veterans 
feel disconnected and alienated from their com-
munities and have difficulty reintegrating socially 
(Bennett et al. 2019). This too is a factor for fatal 
overdoses as social isolation and hidden drug use 
disrupt opportunities for bystanders to administer 
naloxone or call emergency services. In Maine, fa-
tal overdoses involving those with a military his-
tory are considered unwitnessed in 89% of inci-
dents between 2016–2024. This is consistent with 

the average overall overdose population, including 
people with and without a military history, which 
across the same period experienced 88% of unwit-
nessed overdoses. 

To combat isolated drug use among veterans, 
Bennett and colleagues recommend implementa-
tion of “buddy system” tactics for substance use, 
following culturally tailored harm reduction strat-
egies, as well as further investment in peer support 
programs, which have been shown to be effective 
interventions. The importance of these peer-based 
interventions was largely supported by the ORP’s 
case review as well.

Following their service, veterans are also dis-
proportionately at risk of homelessness, a factor 
associated with increased prevalence of SUD. In 
a 2024 annual point-in-time estimate of home-
lessness, HUD estimated there were 115 homeless 
veterans in Maine, 101 of which were sheltered at 
the time and 14 of which were unsheltered at the 
time. Between 2023 and 2024, this total decreased 
significantly from the recorded high in 2022 (with 
243 homeless veterans), returning to pre-2020 
levels (HUD 2024). Between 2016–2023, among 
Maine’s fatal overdoses involving individuals with 
a military history, six percent were also homeless 
or housing unstable. Nelson and colleagues (2017) 
found that, nationally, veterans in urban centers 
were more likely to be homeless than veterans in 
rural areas, but this is likely due to the proximity of 
SUD, harm reduction, housing, and veterans ser-
vices clustered in urban areas. 

These scenarios demonstrate that factors for 
risky substance use and overdose can manifest 
before, during, and after a person’s military service 
(Figure 4). Support is needed across an individ-
ual’s patient journey from adolescent to geriatric 
care contexts. The recommendations that follow 
span these life periods. 

Lastly, the term “deaths of despair” has recently 
been used to describe the myriad and rising deaths 
due to not only overdose, but also alcohol-related 
problems and suicide, which U.S. military veterans 
are at heightened risk for. Regarding the latter, a 
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Figure 4:	 Overdose Risk Factors for US Military Veterans
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recent study found that among Maine residents 
who died by suicide between 2015 and 2021, 20% 
had a history of military service (Wren and Sorg 
2022). Compared to those who had committed sui-
cide but did not have a military service history, vet-
erans and those with a military history were more 
likely to have been diagnosed with PTSD and have 
been released from a hospital setting within 30 
days of their death. Veterans and those with a mil-
itary service history were less likely to be receiving 
mental health or substance use treatment at the 
time of their death, less likely to have ever received 
mental health or substance use treatment, and less 
likely to have documented substance use disorder. 
All of these areas might indicate potential service 
arenas for recommendations for not just suicide 
prevention but also more broadly these “deaths of 
despair,” which include alcohol-related problems 
and overdose.

Recommendations Emanating from 
US Military Veterans Overdoses

The Panel has organized the collected recom-
mendations from review of U.S. Military Veteran 
overdose into the following categories for policy-
makers and the public:

	– Standards of Care for U.S. Military Veterans with 
Substance Use Disorder

	– SUD Education and Resources for Families

-

	– Efforts to Reduce Prevalence and Consequences 
of Impaired Driving

	– Miscellaneous Recommendations

Each of these categories is intended to reflect 
the context of possible intervention identified as 
salient to the issues which emerged during case 
review. Readers should view these categories as a 
lens through which policy might address critical 
vulnerabilities as they emerged from our case con-
text, including background from extant literature 
and best-practice understanding of U.S. Military 
Veteran overdose.

Standards of Care for U.S. Military 
Veterans with Substance Use Disorder

The following recommendations reflect the 
Panel’s findings on standards of care specific to the 
experiences of U.S. military veterans. While many 
of the recommendations that follow this group are 
largely generalizable to the broader population, 
these recommendations address the unique chal-
lenges and overdose risk factors that those with a 
military history face.

	– Ongoing incorporation of up-to-date stan
dards of care for SUD treatment: The VA 
mental health handbook addresses standards of 
care concerning substance use disorder treat
ment. While this handbook has been updated 
since its creation around 2008, routine review is 
needed so that changes can be made to account 
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for different and evolving evidence-based models 
for care. A Maine SUD Learning Community 
learning session on concurrent medication 
prescription, focusing on those who have served 
in the military, may be beneficial for VA providers 
and beyond. 

	– Maintain a variety of peer-support group 
models for veterans: Peer support groups among 
military veterans are a significant asset. Efforts 
should be made to maintain multiple kinds of 
peer-support groups — long-term & short-term 
and closed & open groups. Across these groups, 
regular check-ins or communications are recom-
mended to bolster their efficacy, whether they be 
formal or informal.

	– Pursue service connections between veterans’ 
providers and recovery residences: Many 
people living in MARR-certified recovery resi-
dences are veterans. And as housing also remains 
a key concern for those with a military history, 
more established service connections should 
be pursued between recovery residences and 
the VA. More formally integrating recovery resi-
dence options into Maine’s strategic plan to 
end veterans’ homelessness should also be 
considered. 

	– U.S. Military should develop standards of care 
following blast exposure: It is not uncommon 
for those with a military history to have experi-
enced multiple, repetitive head injuries. There 
exist pre- and post-deployment traumatic brain 
injury (TBI) screenings and post-blast TBI 
screenings in the U.S. Armed Forces; however, a 
definitive diagnosis of a TBI that considers the 
risk for chronic traumatic encephalopathy (CTE) 
can be difficult. Traumatic brain injuries are also 
a potential risk during overdose. Standards of care 
at the VA and other providers seeing U.S. military 
veterans should be developed for individuals with 
blast exposure, which would include referrals for 
neuroimaging and could be helpful at detecting 
and addressing such injury. Similar efforts to 
provide screenings and referrals to brain injury 
care providers have been effective at the Office of 
Aging and Disability Services.  

	– Increase participation of primary and 
secondary SUD prevention services at 
veterans’ events: SUD prevention organizations, 
such as Project Healing Waters, and resource 
groups, such as OPTIONS, have been attending 
Maine Military Community Network events. 
When possible, similar efforts should be made 
by the diverse primary and secondary prevention 
networks at these events and other veterans-fo-
cused public events for tabling and educational 
opportunities, including overdose education and 
naloxone distribution training.

	– Review communication procedures between 
the VA and veterans’ loved ones: When allow-
able by law, efforts to improve communication 
between the VA and families should be imple-
mented, especially in regard to the treatment of 
SUD and PTSD.

	– Evaluate treatment outcomes between veteran 
and civilian populations: The Maine VA 
provides an array of wrap-around services for 
those in Maine with a military history — for SUD, 
mental health treatment, and medical and social 
services. Research into and evaluation of acces-
sible data to see how these patients are doing in 
comparison to the civilian population would be 
worthwhile. It is possible veterans with access 
to these services are doing better than those in 
similar demographic cohorts. Maine may look 
to nationwide data and other peer states as well. 
Learning about how VA services might be a model 
for the rest of the state would be beneficial.

	– Avoid premature discharge from MOUD and 
SUD treatment programs: Prior to the fentanyl 
era, people who failed urine drug screens or other 
programmatic requirements were often removed 
from treatment programs, but oftentimes the 
consequences of risky substance use are more 
severe once a patient is removed from a treat-
ment program. Work is currently underway by 
the 1,000 Lives Campaign to address this, and 
treatment efforts should continue to “meet people 
where they are,” knowing that this might mean 
prolonged periods of engagement and at times 
complicated treatment regimen. Doing so can 

https://mesudlearningcommunity.org/
https://legislature.maine.gov/doc/12316
https://legislature.maine.gov/doc/12316
https://projecthealingwaters.org/
https://knowyouroptions.me/
https://www.mainemcn.org/
https://mainephysicians.org/1000-lives-campaign-for-maine/
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often prevent death and provide opportunities for 
long-term recovery. 

	– Increase effort to coordinate warm hand-
offs across state lines: The coordination of 
warm handoffs is essential for safe continuity of 
treatment, and much progress has been made 
in Maine for seamless coordination between 
treatment programs. But warm handoffs are also 
needed from out-of-state treatment contexts, 
where standards may vary. Communication 
between in-state providers, their clients, and 
out-of-state providers is needed. Wherever 
possible, local or in-state options should be 
supported to prevent miscommunication across 
states. 

SUD Education and Resources for 
Families

The following recommendations emerge out 
of the Panel’s discussions around U.S. military vet-
erans’ relationships with their families. The chal-
lenges of social reintegration can be difficult and 
isolating, especially in conjunction with substance 
use disorder, and stigma continues to be a barrier 
to treatment. The following recommendations ad-
dress resource and education challenges for fami-
lies supporting veterans with SUD. 

	– Expand distribution of educational materials 
to reduce stigma and misinformation: Often 
guilt and shame surrounding the use of long-term 
psychotropic medication, along with treatment 
to manage symptoms of substance use disorder, 
and especially methadone, can create conflict and 
anxiety for people who use drugs (PWUD) or are 
seeking treatment. Rhetoric that methadone and 
suboxone treatment are “trading one drug for 
another” remains pervasive. Educational mate-
rials for family members of PWUD that provide 
clear information on medically assisted treatment 
could help to relieve this source of stress and 
reduce stigma for those seeking treatment. Many 
of these materials already exist, thanks to organi-
zations such as The Family Restored, the Bangor 
Public Health’s Penobscot County Overdose 
Response Team, and OPTIONS. The materials 

produced by these and other groups should be 
shared more broadly through the VA and other 
veterans’ support organizations.  

	– Develop outreach strategies that can bridge 
MOUD-based stigma in families: Sometimes 
shame and stigma within a family makes people 
struggling with SUD reluctant to reach out for 
support. Coordinating a session with OTPs to 
discuss outreach strategies so that clients are 
not discriminated against by their own fami-
lies should be considered. Similar discussions 
should be had considering the role of OPTIONS 
behavioral health liaisons in these complex 
family interactions. OPTIONS liaisons should 
be prepared to work with family and affected 
others who might carry stigma against MOUD. 
Knowing what educational resources the Maine 
VA currently offers families of those in and 
seeking treatment will also be beneficial. These 
materials should acknowledge slips and setbacks 
as a part of long-term recovery, address ongoing 
stigma against MOUD and the potential risks 
of abstinence-based programs, and be built into 
already-existing outreach efforts to military 
families.

	– Develop resources to help bridge cultural gaps 
in families: Fear of repercussion, empathy drain, 
stigma, and differences of life experience can 
lead to significant cultural contrast among people 
who use drugs and their families, leading to frus-
tration, miscommunication, anxiety, and stress. 
Resources including meetings, peer support, and 
guidelines for families are needed to help their 
loved ones who are struggling with substance 
use and prevent further alienation and isolation. 
Increasing support for community health workers 
and recovery coaches may be helpful in assisting 
in the care of people who use drugs and bridging 
these inter-family cultural gaps.

	– Research the effects of interacting and over-
lapping sources of stigma: More broadly, people 
who use drugs are often navigating multifac-
eted and compounding stigma. There is need 
for research to better understand, for example, 
the different and overlapping effects of clinical 
stigma against PWUD experienced in medical, 

https://thefamilyrestored.org/
https://knowyouroptions.me/
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pharmaceutical, and treatment settings and 
enduring stigma against MOUD among 12-step, 
faith-based, and abstinence programs. Continued 
efforts should be made to provide accurate data 
on MOUD and long-term recovery and invite 
faith-based programs and abstinence-based 
programs into statewide conversations.

	– Expand the accessibility of traumatic loss 
supports to families and affected others 
following accidental overdose: Delivering 
traumatic loss supports to families, children, 
and affected others in real time can be diffi-
cult. Supports offered through programs such 
as Certified Community Behavioral Health 
Clinics, The Family Restored, the Center for 
Grieving Children, and Penquis Children’s 
Advocacy Center are dealing with trauma and 
loss are effective but are not currently accessible 
in all areas of the state. These types of programs 
should be supported and expanded. Additional 
avenues for connecting traumatic loss supports 
to families and affected others include OPTIONS 
liaisons, law enforcement, and social services and 
organizations. 

Efforts to Reduce Prevalence and 
Consequences of Impaired Driving

While it was not the specific intention of the 
panel to focus their attention on issues related to 
operating vehicles under the influence of drugs or 
alcohol, across cases involving U.S. military veter-
ans, it was a frequent occurrence, and several rec-
ommendations stemmed from those discussions. 

	– Increase drug recognition training and educa-
tion at the police academy: Signs that a driver 
might be impaired with substances are often 
more difficult to discern than alcohol impair-
ment. Drivers tend to experience more warnings 
while under the influence of substances as they 
may simply appear tired. If during traffic stops 
there is no smell of alcohol, law enforcement is 
often reluctant to pursue charges in the absence 
of concrete evidence of impairment, and putting 
together a substance-impairment case is consid-
erably more difficult than an alcohol-impairment 

case. Currently, Maine is experiencing a lack 
of drug recognition experts (DREs). Increased 
education at the Maine Criminal Justice Academy 
regarding signs of substance-impaired driving 
is recommended. Advanced training is currently 
available for those interested in impairment 
recognition, but an enhanced basic-needs course 
should be available at the academy level for all 
law enforcement personnel.

	– Weigh the costs and benefits of a state-wide 
records management system for traffic warn-
ings: Impaired driving is dangerous for PWUD 
and the greater public. Issuances of warnings do 
not appear in DMV checks during traffic stops. 
While some states and counties have started 
recording warnings in a state-wide records 
management system, these programs are expen-
sive investments and are a controversial mode 
of surveillance. Whether such a system would be 
feasible or acceptable in Maine should be evalu-
ated, and the risks and benefits weighed carefully.  

	– Weigh the costs and benefits of expanded 
toxicology following fatal MVAs: Historically, 
the state has not paid for toxicology results 
following MVA fatalities besides testing for 
alcohol. Without expanded toxicology, it cannot 
be determined if drivers were under the influence 
of drugs during fatal MVAs. To understand the 
extent of driving while intoxicated and the effects 
on life and property, the state should consider 
whether such toxicology be made available in the 
future.

	– Expand availability of drug court interven-
tions for individuals with dangerous driving 
records: Given the severity of the offense, more 
OUI convictions may be necessary. As drug treat-
ment courts are expanded, thanks in part to L. D. 
1266, drug court interventions should be available 
for individuals with dangerous driving records 
that include OUI charges in combination with 
known substance use history.

	– Raise awareness for families’ ability to submit 
adverse driving reports: Families are able to 
submit an adverse driving report out of concern 
for a loved one through the Secretary of State’s 
office. These reports could be more widely 

https://www.maine.gov/dhhs/oms/providers/value-based-purchasing/ccbhc
https://www.maine.gov/dhhs/oms/providers/value-based-purchasing/ccbhc
https://thefamilyrestored.org/
https://www.cgcmaine.org/
https://www.cgcmaine.org/
https://www.penquiscac.org/
https://www.penquiscac.org/
https://www.mainelegislature.org/LawMakerWeb/summary.asp?ID=280097794
https://www.mainelegislature.org/LawMakerWeb/summary.asp?ID=280097794
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recommended for families of loved ones with 
frequent impaired driving, possibly including 
PSAs similar to those of the OPTIONS program 
in coordination with the Maine Bureau of Motor 
Vehicles 

Miscellaneous Recommendations
The following and final set of recommenda-

tions fall into a general miscellaneous category, 
seeking to address issues which are either too 
specific, or too broad, to be targeted at any one 
context, but bear general cognizance as key issues 
with which state decision-makers may contend.

	– Expand evidence-based psychotherapy 
training options across the state: Cognitive 
Behavioral Therapy (CBT) is effective in conjunc-
tion with psychiatric treatment and substance 
use disorder treatment. However, it can be diffi-
cult to find in rural Maine, and the training level 
of clinicians is relatively low. Training is often 
learned on-the-job and is not in-depth. In a 
university-based setting, it would be expected to 
train in CBT for 8–12 weeks. More substantive 
efforts should be made to provide robust training 
in CBT for Maine-based clinicians, especially 
for providers in rural and remote areas. Prior 
trainings and support programs related to trau-
ma-focused cognitive behavioral therapy were 
provided by OBH in pediatric contexts. Finding 
funding so that these programs can be re-of-
fered and expanded for older age cohorts should 
be prioritized. Additionally, the DHHS should 
expand their outreach regarding the Treatment 
Connection so that patients and families can find 
providers trained in these practices.

	– Raise awareness for and increase access 
to AUD treatment for improved wellbeing: 
Alcohol use disorder (AUD) is frequently co-oc-
curring with other substance use disorders and 
is often a driver for overall worsening wellbeing, 
despite often being perceived as less problematic 
than stimulant- or opioid-use disorders. This may 
be especially pervasive among veterans commu-
nities. While there are substantial evidence-
based harm reduction practices and treatment 

for AUD, such as safe drinking practices and 
medications for AUD, there are gaps in public and 
provider understanding. Attempts to implement 
ambulatory withdrawal management of AUD 
have been difficult without designated funding 
mechanisms. As a clinical intervention, AUD 
treatment is typically separated from other care 
management. Upcoming Maine SUD Learning 
Community sessions on AUD should be used as a 
springboard for OBH and its community partners 
to better develop and implement primary and 
secondary prevention and treatment strategies as 
they co-occur with SUD. Additionally, research is 
needed on how other states’ Medicaid programs 
cover the cost of AUD medication and treatment. 

https://www.rand.org/pubs/perspectives/PEA1363-14.html
https://www.rand.org/pubs/perspectives/PEA1363-14.html
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Additional Resources
•	 The Center for Grieving Children — https://

www.cgcmaine.org/ 
•	 The Family Restored — https://thefamilyre-

stored.org/ 
•	 Maine Association of Recovery Residences — 

https://www.mainerecoveryresidences.com/ 
•	 Maine Drug Data Hub — https://mainedrug-

data.org/  
•	 Maine Rural Health Transformation — https://

www.maine.gov/dhhs/ruralhealth 
•	 Maine SUD Learning Community — https://

mesudlearningcommunity.org/
•	 OPTIONS — https://knowyouroptions.me/ 
•	 Penquis Children’s Advocacy Center — 

https://www.penquiscac.org/ 
•	 Project Healing Waters — https://projectheal-

ingwaters.org/ 
•	 Treatment Connection Maine — https://www.

maine.gov/dhhs/treatment-connection 
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