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DEA 360 Strategy 
 

Working Together to Break the Cycle of  
Drug Trafficking, Drug Violence, and Drug Abuse 

 
 

What is DEA 360? 

A comprehensive approach tackling the cycle 

of violence and addiction generated by the 

link between drug cartels, violent gangs, and 

the rising problem of prescription opioid and 

heroin abuse in U.S. cities. DEA 360 involves: 

 Coordinated Law Enforcement operations targeting all levels of drug trafficking 

organizations and violent gangs supplying drugs to our neighborhoods 

 Engaging drug manufacturers, wholesalers, practitioners, and pharmacists through 

Diversion Control to increase awareness of the opioid epidemic and encourage responsible 

prescribing practices, and use of opioid painkillers throughout the medical community 

 Community Outreach and partnership with local organizations following enforcement 

operations, equipping and empowering communities to fight the opioid epidemic 

 

National Partners with Local Reach:  

 U.S. Attorney’s Office – Western District of PA 

 Boys & Girls Clubs of America 

 Community Anti-Drug Coalitions of America 

 DEA Educational Foundation 

 DOJ – Violence Reduction Network 

 The Elks Club 

 HHS - Substance Abuse and Mental Health 

Services Administration 

 White House Office of National Drug Control 

Policy 

 Partnership for Drug-Free Kids 

 

 

 Goals: 

 Stopping the deadly cycle of heroin and opioid pill abuse by 

eliminating drug trafficking organizations and gangs fueling violence 

on the streets and cycles of addiction in our communities 

 Partnering with the medical community and others to raise 

awareness of the dangers of prescription opioid misuse and the link 

to heroin 

 Strengthening community organizations best positioned to provide 

long-term help and support for building drug-free communities 
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Overview 

The Drug Enforcement Administration (DEA) Philadelphia Field Division (PFD) Intelligence 

Program conducted a comprehensive analysis of illicit drug and diverted pharmaceutical abuse 

in Pennsylvania (PA), as measured through drug-related overdose death data. According to the 

most recent reporting by the Centers for Disease Control and Prevention (CDC), Pennsylvania 

ranked eighth in the country in drug overdose deaths in 2014 (21.9 per 100,000 people).
1

Key Findings 

In 2015, 3,383 drug-related overdose deaths were reported in Pennsylvania, an increase 

of 23.4 percent from the total number of overdose deaths (2,742) reported in 2014
i
.
2

The 2015 statewide drug overdose death rate in Pennsylvania was 26 per 100,000 people, 

an increase from the reported 2014 rate of 21 per 100,000 people.
3
 According to the

CDC, the national drug overdose death rate in 2014 (most recent available) was 14.7 per 

100,000 people.
4

Heroin
ii
 was the most frequently identified drug in toxicology test results, as nearly 55

percent of drug-related overdose decedents showed the presence of heroin in 2015. 

Heroin remains a pervasive drug of abuse, as it was present in overdose decedents in 59 

of the 62 counties (95 percent) that reported drug-related overdose deaths and associated 

toxicology results
iii

.

Substances in the illicit drug category were most frequently identified, accounting for 

~47 percent of drugs identified in all decedents’ toxicology reports. Heroin comprised 

~60 percent of illicit drug mentions in 2015.  

i
 In the process of compiling the 2015 report, updated 2014 drug-related overdose death totals were obtained from 

multiple counties. Therefore, for the duration of this report, the “adjusted” total number of deaths for 2014 will be 

utilized. 

ii
 For the purposes of this report, “heroin” includes the presence of morphine (with and without 6-

monoacetylmorphine) in the toxicology test results. For more information on this definition and impact on the data 

analysis, please see the Data Challenges section of this report. 

iii
 Two counties reported zero overdose deaths in 2015; three counties reported overdose deaths without associated 

toxicology in 2015. 
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 The presence of cocaine in 2015 decedents increased ~41 percent from 2014.  Cocaine 

was the most frequently identified drug abused by African American decedents in 2015.   

 

 The presence of heroin or at least one opioid (acetyl fentanyl, fentanyl, hydrocodone, 

methadone, oxycodone, tramadol) was reported in approximately 81 percent of 

decedents. 

 

 Toxicology results of approximately 53 percent of drug-related overdose decedents 

indicated the presence of an opioid (acetyl fentanyl, fentanyl, hydrocodone, methadone, 

oxycodone, tramadol), with fentanyl the most frequently identified, appearing in 

approximately 51 percent of opioid-positive decedents. At least one opioid-positive 

decedent was present in every county that reported drug-related overdose deaths and 

associated drugs in 2015.  

 

 Fentanyl was the second most frequently identified drug in decedents in 2015 (27 

percent); of fentanyl-positive decedents, approximately 36 percent were also positive for 

heroin, and approximately 26 percent were positive for cocaine.   

 

 Acetyl fentanyl was identified as a new drug of abuse in 2015 decedents; it was present in 

approximately 4 percent of all overdose decedents in 2015 but was not included in any 

2014 reports.   

 

 Methamphetamine detections remained relatively low in 2015, appearing in 3 percent of 

decedents.   

 

 The presence of phencyclidine (PCP), marijuana, and benzodiazepines in 2015 overdose 

decedents remained stable from reported 2014 totals. Methylenedioxymethamphetamine 

(MDMA) or “Ecstasy” was nearly non-existent in 2015 reports, as it was identified in 

only three decedents. 

 

 The majority (67 percent) of drug-related overdose decedents were male. Whites 

comprised the largest race demographic of decedents (74 percent). The median age of 

decedents was 40, and the majority (26 percent) of decedents was in the 30-39 year old 

category.  
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 White males in the 30-39 age range were the most common demographic group in the 

overall 2015 decedent population, as they comprised 15 percent of decedents but only 4.7 

percent of the PA population.  African Americans were most common in the 2015 illicit 

drug-positive decedent subset, accounting for 14 percent of illicit drug-related deaths, but 

11.6 percent of the PA population
5
.   

 

 Toxicology test results were not available from most counties for buprenorphine
iv

 

(Suboxone®), synthetic cannabinoids, novel psychoactive substances (NPS), emerging 

fentanyl analogues, or cathinones; therefore, it is not possible to draw conclusions 

regarding the abuse of these substances or their involvement in drug-related overdose 

deaths. Please see the Data Challenges section of this report for more information. 

 

 As in 2014, 12 rural counties
6
 were among the top 20 counties with the highest rate of 

drug-related overdose deaths per 100,000 people in 2015, though the specific 12 counties 

differed from 2014. In addition, 14 rural counties were among the top 20 counties with 

the largest increase in the rate of drug-related overdose deaths per 100,000 people from 

2014 to 2015. Rural counties’ distribution among the top 20 is representative of the 

overall population throughout the state, as 70 percent of Pennsylvania’s counties are 

rural.  However, the analysis clearly shows that drug abuse resulting in death is not only 

an urban problem limited to highly populated areas, but remains a statewide issue.  

 

 Insufficient data regarding drug overdose deaths remain; the lack of mandatory, 

standardized reporting of drug-related overdose deaths in Pennsylvania inhibits efficient 

analysis that is vital to identifying and addressing drug threats throughout the state in a 

timely manner. 

 

Background 

 

Since 2008, the PFD Intelligence Program has collected fatal drug-related overdose records from 

coroner and medical examiner offices in Pennsylvania.  Through analysis of decedents’ 

toxicology test results, drug overdoses are identified in the communities served by DEA. These 

results, correlated with other indicators, paint a broad picture of drug availability and abuse, and 

the ultimate impact on public health and safety.  

  

This assessment represents the second comprehensive analysis of drug-related overdose deaths in 

Pennsylvania, and the first year-to-year comparison.  It is based on the joint work of the PFD 

with the Philadelphia/Camden High Intensity Drug Trafficking Area (HIDTA), Pennsylvania 

                                                           
iv
 Buprenorphine is intended for the treatment of pain (Buprenex®) and opioid addiction (Suboxone® and 

Subutex®). It is a Schedule-III drug under the Controlled Substances Act. 
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State Police, Pennsylvania Office of the Attorney General Bureau of Narcotics Investigation and 

Drug Control, and the Pennsylvania Department of Drug and Alcohol Programs (DDAP) to 

collect data reported by Pennsylvania’s 67 counties.  As in the previous year, this collection 

effort presented challenges, due principally to the lack of timely, centralized, and mandatory 

reporting of drug-related overdose deaths in Pennsylvania. 

 

In addition to fatal drug-related overdose death data, the coalition of agencies described above 

continues to collect data regarding naloxone administrations by emergency medical services 

(EMS) and law enforcement personnel, as well as non-fatal drug overdose data, with the purpose 

of assessing regional trends in drug abuse, emerging drug threats, and identifying drug sources of 

supply. 

 

Drug-Related Overdose Death Data 

 

The PFD requested data on drug-related overdose deaths, to include decedents’ gender, age, race, 

and drugs present in toxicology test results, from coroner and medical examiner offices in 

Pennsylvania’s 67 counties for 2015. In Pennsylvania, the official cause of death (overdose or 

similar conclusion) is determined by the county coroner or medical examiner. 

 

The PFD received and analyzed data on 3,383 drug-related overdose deaths in 2015 from 65 

counties in Pennsylvania. Cameron and Warren counties reported no drug-related overdose 

deaths in 2015.  

 

Overdose death data was collected through cooperative partnerships between the PFD and 

several organizations, through various means. DDAP collected drug overdose death reports from 

many of the state’s coroner and medical examiner offices; individual coroner and medical 

examiner offices independently reported drug-related overdose deaths directly to the PFD, or 

published overdose data in publicly available reports; and the Pennsylvania State Coroner’s 

Association (PSCA), upon direct request from the PFD, forwarded overdose death reports 

submitted by coroners and medical examiners. 

 

Many coroner and medical examiner offices reported 2015 overdose deaths on a collection form 

created by DDAP in conjunction with the Pennsylvania State Coroner’s Association (PSCA) as 

well as the PFD and its previously identified law enforcement partners. Although the DDAP 

form was standardized and distributed among all counties, submission of completed forms was 

inconsistent.  DDAP forms were submitted to DDAP, to the PFD, and/or to the PSCA, with little 

uniformity in timeliness or completeness across counties.  It is important to note that there is no 

mandatory reporting required for drug-related overdose deaths by coroners and medical 

examiners in Pennsylvania. For these reasons, and to improve the accuracy of the analysis, the 

PFD attempted to verify all collected 2015 data with each county’s respective coroner or medical 
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examiner. Coroners and medical examiners in most counties verified 2015 data, though several 

counties failed to provide verification despite several requests. See Figure A1 for a listing of 

which counties’ 2015 data was verified. 

 

While verifying 2015 data, numerous counties provided updated 2014 drug-related overdose 

death totals. The update, however, was limited to a simple count of overdoses without associated 

toxicology reports.  As a result, changes in overall rates and county rankings herein for 2015 

were compared to adjusted 2014 overdose death totals. Previously reported 2014 totals and 

percentages were used for more detailed and comparative drug analysis.   

 

Figure 1 displays the drug-related overdose death rate per 100,000 people for each county in 

Pennsylvania in 2015.  

 

 

Figure 1: Rate of Drug-Related Overdose Deaths per 100,000 people in Pennsylvania Counties, 2015 

 

 

Source: Pennsylvania Coroner Data and www.census.gov 
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Figure 2 denotes the percent change in the overdose rate per 100,000 people for each county in 

Pennsylvania.  The rate per 100,000 people for 2014 used to calculate the percent change 

included adjusted overdose totals.  Please see Figure A1 to identify counties with adjusted 2014 

totals.  

 

Figure 2: Percent Change (∆) in Drug-Related Overdose Deaths in Pennsylvania Counties,  

2014 to 2015 

 
 *In counties without color, percent change could not be calculated due to lack of reported data and/or deaths in 

either 2014 or 2015.  

Source: Pennsylvania Coroner Data 

 

Decedent Demographics 

 

Data analysis revealed the majority of drug-related overdose decedents were male (67 percent), 

White (74 percent), and in the 30-39 year old age range (26 percent). The most overrepresented 

demographic group in 2015 overdose decedents was White males in the 30 to 39 age range.  In 

Pennsylvania, 40 percent of the population is comprised of White males, yet White males 

accounted for 49 percent of 2015 overdose decedents. Likewise, White males in the 30 to 39 age 

range represent 4.7 percent of the Pennsylvania population, but accounted for 15 percent of 2015 

overdose decedents (See Figure 3).
7
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The number of male overdose decedents increased to 67 percent in 2015 from 64 percent in 

2014. Conversely, the number of females decreased from 36 percent in 2014 to 32 percent in 

2015.  The gender of approximately one percent of 2015 decedents was unreported.  Males are 

overrepresented among the 2015 decedent population, as only 48.9 percent of the Pennsylvania 

population is male.
8
  

 

Figure 3: Gender and Age of Drug-Related Overdose Decedents, Pennsylvania, 2015  

 
  

Source: Pennsylvania Coroner Data 
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Overall, distribution of decedents’ ages reflected that of the general population of Pennsylvania. 

The median age of all 2015 decedents was 40, which aligns with the statewide median age of 40. 

The median age of male decedents was 38, while median male age in Pennsylvania is 38.  The 

median age of female decedents was 43, and the median female age in Pennsylvania is 41.
9
  The 

ages of 29, 34, and 50 were the three highest reported across the dataset. Fifty one decedents’ age 

(1.5 percent of the total) were unknown or unreported.   

 

Generally, the racial demographic of 2015 decedents coincided with the overall demographic 

composition of Pennsylvania. About 74 percent of decedents were White, which is marginally 

lower than Pennsylvania’s White population of 77.9 percent. African Americans comprised 12 

percent of 2015 overdose decedents, similar to the state distribution of 11.6 percent. Hispanics 

represented 4 percent of 2015 decedents, yet 6.6 percent of the state population. Asians were 

underrepresented in 2015, accounting for less than one percent of overdose decedents versus 3.3 

percent of the Pennsylvania population (See Figure 4).
10

      

 

 Figure 4: Race of Drug-Related Overdose Decedents Compared to State Race Composition, 

Pennsylvania, 2015 

 

Source: Pennsylvania Coroner Data 
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Differences between the Pennsylvania race composition and the 2015 overdose decedent 

population, and the apparent 8 percent decrease of White decedents from 2014 to 2015, may not 

reflect demographic shifts, but rather reporting inefficiencies. Complete information on racial 

comparison was included in all 2014 overdose death reports; however, the race of nearly 10 

percent of 2015 decedents was reported as “unknown.”  Figure 5 illustrates the race distribution 

of the 2015 overdose decedents by age groups.  

 

Figure 5: Race and Age of Drug-Related Overdose Decedents, Pennsylvania, 2015 

  
 

Source: Pennsylvania Coroner Data 
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Toxicology Test Results 

 

For analytical purposes, toxicology test results for reported decedents were grouped into two 

primary categories: illicit drugs and opioids. These categories represent the drug types most 

frequently abused and/or diverted, and the most common cause of drug-related overdose deaths, 

according to law enforcement and public health sources in Pennsylvania.  Benzodiazepines, 

while widely used, are more often implicated in an overdose death in combination with other 

drugs (illicit and opioid) as opposed to being identified as the lone cause of death; therefore, 

benzodiazepines were included among drugs of interest as a measure of total presence in the 

dataset, but were not analyzed separately.  A review of decedent’s toxicology reports revealed 20 

percent of the dataset was alcohol-positive;
v
 within the alcohol-positive group, 96 percent 

showed multi-drug toxicity. 

 

Detailed analysis was conducted on the drugs named in the illicit drug and opioid categories, as 

listed in Figure 6. This list and subsequent analysis is not inclusive of every drug identified in the 

provided toxicology test results. A full description of each “drug of interest” and corresponding 

placement in the Controlled Substance Schedule can be found in Appendix B. Since MDMA was 

noted in only three 2015 overdose deaths, it was excluded from in-depth comparative drug 

analysis for 2015.   

 

 

Figure 6: Drugs Included (“Drugs of Interest”) in  

Analysis of Drug-Related Overdose Deaths, Pennsylvania, 2015 

 
   Source: DEA Philadelphia Field Division 

 

 

 

                                                           
v
 The number of alcohol-positive decedents may be skewed by lack of detailed toxicology data provided for 

analysis. 

Illicit Drugs 

•Cocaine 

•Heroin 

•Marijuana 

•Methamphetamine 

•Phencyclidine (PCP) 

Opioids 

•Acetyl Fentanyl 

•Fentanyl 

•Hydrocodone 

•Methadone 

•Oxycodone 

•Tramadol 

Benzodiazepines 

•Alprazolam 

•Clonazepam 

•Diazepam 
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The following analysis of drug presence was limited by several data-quality factors. First, 

toxicology data provided by each county varied in content, quality, and completeness.  Some 

counties reported comprehensive laboratory findings, while others summarized toxicology 

results. A total of 122 overdose death reports did not include any associated toxicology.   

 

Figure 7 ranks the presence of the 14 drugs of interest reported in 2015 decedents’ toxicology 

test results, details the percentage that each of the drugs of interest was reported among the 3,383 

decedents, and denotes the percent change in presence in decedents from 2014 to 2015.  

 

Of the 3,383 overdose reports reviewed by the PFD, 3,046 (93 percent) included at least one of 

the 14 drugs of interest.  Heroin was found in approximately 55 percent of all 2015 decedents, 

followed by fentanyl at 27 percent (approximately 93 increase from 2014), and cocaine at 

approximately 24 percent.  Alprazolam was present in approximately 21 percent and oxycodone 

in approximately 19 percent of 2015 decedents.  The presence of at least one opiate (heroin, 

acetyl fentanyl, fentanyl, hydrocodone, methadone, oxycodone, tramadol) was reported in 81 

percent of decedents. 

 

 

Figure 7: Ranking of Frequency of Drugs of Interest Present, and Rate of Change (∆),  

In Drug-Related Overdose Decedents, Pennsylvania, 2014-2015 

Rank Drug % Reported Among 2015 

Decedents 

∆ From 2014 

1 Heroin 54.6% 5.4% 

2 Fentanyl 27.0% 92.9% 

3 Cocaine 23.9% 40.6% 

4 Alprazolam 20.5% 5.7% 

5 Oxycodone 18.6% 3.9% 

6 Clonazepam 9.9% 3.1% 

7 Diazepam 7.5% -9.6% 

8 Marijuana 7.1% 7.6% 

9 Methadone 6.7% -11.8% 

10 Hydrocodone 5.8% 7.4% 

11 Tramadol 3.8% -17.4% 

12 Acetyl Fentanyl 3.6% * 

13 Methamphetamine 3.1% 95.0% 

14 PCP 1.7% -16.5% 

*No Acetyl Fentanyl Reported in 2014 

Source: Pennsylvania Coroner Data 
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Figure 8 identifies the most common illicit drug or opioid identified in the toxicology test results 

by county for 2015. Of the 65 counties with drug-related overdose deaths in 2015, 44 reported 

heroin as the most frequently identified drug, and 2 counties reported multiple drugs as equally 

the most frequently identified drugs in toxicology test results. 

 

Figure 8: Most Frequently Reported Illicit Drug or Opioid in Drug-Related Overdose Decedents, 

Pennsylvania, 2015 

 
 

 
*In counties without color, either no deaths were reported, or a lack of data existed to calculate the top drug. 

Source: Pennsylvania Coroner Data 

 

 

Figure 9 represents the distribution of each drug of interest among the overdose decedent 

population in each county in Pennsylvania in 2015. Through this view, the overwhelming heroin 

and fentanyl presence can be visualized. 
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Figure 9: Percentage of Drug of Interest in Drug-Related Overdose Decedents 

In Pennsylvania by County, 2015 

 
 
 

 

  Source: Pennsylvania Coroner Data 
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Illicit Drugs 

 

For the 3,383 overdose deaths reported in 2015, 2,273 decedents (67 percent) had at least one 

illicit drug of interest included in toxicology results. Figure 10 shows that heroin and cocaine 

remain the most frequently reported illicit drugs, with the presence of cocaine increasing 

significantly in 2015. 

 

Figure 10: Percentage of Illicit Drugs of Interest Present, and Rate of Change (∆), 

In Drug-Related Overdose Decedents, Pennsylvania, 2014-2015 

 

Source: Pennsylvania Coroner Data 
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Figure 11 shows that the most significant increases in heroin presence were in suburban and rural 

counties and not concentrated in the most urban counties, further reflecting the most recent 

impact of heroin abuse and overdoses outside of the major cities.  

 

 

Figure 11: Percentage Change (∆) in Heroin Mentions in Drug-Related Overdose Decedents, 

Pennsylvania, 2014-2015 

 

 
*In counties without color, percent change could not be calculated due to lack of reported data and/or lack of 

heroin mentions in either 2014 or 2015.  

  Source: Pennsylvania Coroner Data 
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The notable increase in cocaine presence corresponds to law enforcement information regarding 

recent increases in cocaine supply and availability throughout Pennsylvania. Figure 12 shows 

that cocaine mentions increased in relatively close proximity to the larger cities and metropolitan 

areas in Pennsylvania, to include suburban counties of Philadelphia and Pittsburgh, as well as in 

the Allentown (Lehigh), Erie (Erie/Crawford), Harrisburg (Dauphin), Lancaster (Lancaster) and 

Scranton (Lackawanna) areas, while generally decreasing in the central and in other Pocono 

Mountain counties.  

 

Figure 12: Percentage Change (∆) in Cocaine Mentions in Drug-Related Overdose Decedents, 

Pennsylvania, 2014-2015 

 

*In counties without color, percent change could not be calculated due to lack of reported data and/or lack of 

cocaine mentions in either 2014 or 2015.  

  Source: Pennsylvania Coroner Data 
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Illicit Drug-Positive Decedents 

 

Analysis of illicit drug-positive decedents revealed heroin as the most frequently reported illicit 

drug of interest, as it was found in 79 percent of subset decedents (Figure 13).   

 

 

Figure 13: Percentage of Illicit Drugs of Interest in Illicit Drug-Positive Overdose Decedents, 

Pennsylvania, 2015 

 
Source: Pennsylvania Coroner Data 

 

 

Demographic analysis (See Figures 14 and 15) indicated 73 percent of illicit drug-positive 

decedents were male, 72 percent were White, and the largest age group was in the 30-39 year old 

age range (29 percent).  Heroin was the most frequently reported illicit drug among White and 

Hispanic decedents, while cocaine was the most common illicit drug among African American 

decedents; Asian decedents’ illicit drug mentions were split between cocaine and 

methamphetamine. Heroin was the most frequently reported drug across all of the age groups, 

with the exception of 60-79 year olds, for which cocaine was the most common drug by a small 

margin over heroin.  
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Figure 14: Gender and Age of Illicit Drug-Positive Overdose Decedents, Pennsylvania, 2015 

 

Source: Pennsylvania Coroner Data 
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Figure 15: Race and Age of Illicit Drug-Positive Overdose Decedents, Pennsylvania, 2015 

 
 

Source: Pennsylvania Coroner Data 
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Opioid Drugs 

 

Analysis revealed 1,735 decedents (53 percent) with the presence of an opioid of interest in 

toxicology test results. The opioids of interest identified in the toxicology test results included  

acetyl fentanyl, fentanyl
vi

, hydrocodone (Vicodin®, Lortab®), methadone, oxycodone 

(OxyContin®, Percocet®), and tramadol (Ultram®).  Figure 16 shows the significant increase in 

fentanyl mentions, the consistent presence and increase in oxycodone mentions, and the 

appearance of acetyl fentanyl among decedents for the first time in 2015.   

 

 

Figure 16: Percentage of Opioid Drugs of Interest Present, and Rate of Change (∆),  

In Drug-Related Overdose Decedents, Pennsylvania, 2014-2015 

 

Source: Pennsylvania Coroner Data 

 

 

                                                           
vi
 Laboratory analysis conducted during toxicology testing identifies the presence of fentanyl in microgram 

quantities in the blood.  However, standard laboratory testing available to, and utilized most often, by law 

enforcement and medical examiners does not identify the type of fentanyl present (illicit versus pharmaceutical); this 

occurs only in an advanced forensic or research laboratory based upon a special request by law enforcement. 

Therefore, it is not possible to definitively conclude the type of fentanyl (illicit versus pharmaceutical) present in 

these decedents. 
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Interestingly, while fentanyl was the most prevalent opioid reported in 2015 and that which 

increased the most (93 percent), approximately 15 percent of fentanyl-positive decedents showed 

the presence of fentanyl without any of the other drugs of interest. Figure 17 shows that 

significant increases in fentanyl mentions were noted throughout the state, yet concentrated in 

several southwestern counties.  

 

Figure 17: Percentage Change (∆) in Fentanyl Mentions in Drug-Related Overdose Decedents, 

Pennsylvania, 2014-2015 

*In counties without color, percent change could not be calculated due to lack of reported data and/or lack of 

fentanyl mentions in either 2014 or 2015. 

Source: Pennsylvania Coroner Data 

 

 

Acetyl fentanyl was found to be an emerging drug of concern in 2015. Acetyl fentanyl was not 

reported in any 2014 overdose deaths
vii

, however, it was present in approximately 4 percent of all 

2015 decedents whose toxicology test results were reported.  Further, acetyl fentanyl was present 

in approximately 7 percent of opioid-positive and approximately 4 percent of heroin-positive 

2015 decedents. The emergence of acetyl fentanyl in this dataset mirrors law enforcement 

                                                           
vii

 The lack of acetyl fentanyl presence in the 2014 dataset may be due to lack of inclusion in toxicology test 

requests. Please see the Data Challenges section of this report for more information. 
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intelligence indicating the availability of fentanyl analogues, including acetyl, furanyl, butryl, 

and valeryl, is increasing across Pennsylvania.
11

 

 

Opioid-Positive Decedents 

 

Analysis of opioid-positive decedents revealed fentanyl as the most frequently reported opioid, 

as it was found in more than 51 percent of subset decedents (See Figure 18). Fentanyl and 

oxycodone combined to account for more than 86 percent of opioids found among these 

decedents.  

 

 

Figure 18: Percentage of Opioid Drugs of Interest in Opioid Drug-Positive Overdose Decedents, 

Pennsylvania, 2015 

 
Source: Pennsylvania Coroner Data 

 

 

Demographic analysis (See Figures 19 and 20) of opioid-positive decedents revealed that 

approximately 67 percent were male and 76 percent were White, while the largest age group of 

opioid-positive decedents was 30-39 years old (27 percent).  As in the overall decedent 

population, male decedents and White decedents were significantly overrepresented among 

opioid-positive decedents, as compared to the total Pennsylvania population.  Fentanyl was the 
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most frequently reported opioid among all age groups, except the 50-59 and 70-79 year old age 

groups, for which oxycodone was the most frequently reported opioid. Furthermore, the ratio of 

oxycodone to other opioids of interest present in decedents increased in each age group between 

10 and 59 years of age. More detailed analysis of the fentanyl-positive subset of 2015 overdose 

decedents is forthcoming in a separate DEA PFD report. 

 

 

Figure 19: Gender and Age of Opioid Drug-Positive Overdose Decedents, Pennsylvania, 2015 

 

Source: Pennsylvania Coroner Data 
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Figure 20: Race and Age of Opioid Drug-Positive Overdose Decedents, Pennsylvania, 2015 

 

 Source: Pennsylvania Coroner Data 
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Drug Combinations 

 

As previously noted, 3,046 of the 3,383 2015 overdose decedents (93 percent) were positive for 

at least one of the 14 drugs of interest analyzed in this report, of which 64 percent of decedents’ 

toxicology tests reported the presence of two or more drugs of interest (multi-drug toxicity). 

Sixty-one percent of multi-drug toxicity decedents presented between two and four of the 14 

drugs of interest, while 3 percent presented five or more of the 14 drugs of interest in reported 

toxicology.   

  

Fentanyl was the most commonly reported drug (23 percent) in 2015 heroin-positive decedents 

in 2015, followed closely by cocaine (20 percent).  In fentanyl-positive decedents, 36 percent 

were also heroin-positive, while 26 percent were cocaine-positive. The combinations of heroin 

and/or cocaine with fentanyl present in this dataset is supported by law enforcement intelligence 

regarding illicit drug suppliers utilizing fentanyl as an adulterant to heroin and cocaine to 

increase potency and attract users.   

 

Figure 21 illustrates the top five drugs identified in toxicology tests for 2015 decedents, in 

combination with all of the drugs of interest analyzed in this report.  
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Figure 21: Number of Drugs of Interest Mentions against Top 5 Drugs of Interest Found in  

Drug-Related Overdose Decedents, Pennsylvania, 2015  

 
 Source: Pennsylvania Coroner Data 
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Data Challenges 

 

 For the purposes of this report, toxicology test results indicating morphine were 

categorized as heroin.  Distinguishing heroin use from other opiates via blood or urine 

samples is problematic due to the short half-life of heroin and its primary metabolite, 6-

monoaceytlmorphine (6-MAM), in these fluids. Heroin and 6-MAM are detectable in 

urine for only a few hours. Morphine and codeine are secondary metabolites of heroin 

and are more persistent in biological fluids than heroin or 6-MAM.
12

 Information 

regarding the circumstances of each death was not analyzed in preparing this report; 

therefore, it may not be possible to definitively conclude the origins of morphine as a 

metabolite versus that which was therapeutically administered. It is difficult to draw 

conclusions based on the absence of 6-MAM, as toxicology testing capabilities and 

requests vary widely throughout Pennsylvania.
13

 

 

 In an effort to quantify the impact of this methodology, further analysis of the toxicology 

test results for morphine-positive decedents was conducted. This analysis revealed 60 

percent of the morphine-positive decedents also showed the presence of 6-MAM.  

 

 To further elucidate the methodology used in this report to define heroin 

mentions, a comparison was made with Allegheny and Westmoreland counties’ 

data reported via Overdose Free PA, a multi-agency grant project between the 

aforementioned counties’ medical examiner/coroner and the University of 

Pittsburgh, to track overdose deaths and provide real-time awareness of the 

overdose epidemic to the public via the internet. A key component of this 

initiative is for the county medical examiner/coroner to base a final determination 

on the drugs present in toxicology, specifically heroin versus morphine in 

consideration of the other factors present in the death investigation.  

 According to Overdose Free PA, the percentage of Allegheny and Westmoreland 

County heroin-positive decedents for 2015 was 57 and 44 percent, respectively.
14

 

In correlation, analysis conducted in this report identified a 70 and 53 percent 

heroin-positive rate for these counties, respectively. The percentage difference in 

calculation methodology (13 percent (Allegheny) and 9 percent (Westmoreland)), 

when averaged to 11 percent and applied across the dataset, revealed the overall 

presence of heroin in the entire decedent population in 2015 to be 47.3 percent, 

which does not alter the overall findings of this report. 

 The existence of valid prescriptions for opioids such as oxycodone, hydrocodone, 

alprazolam, fentanyl, etc., were not analyzed in this report, therefore, it is not possible to 

assess if these substances were obtained fraudulently, were diverted from legitimate 

sources, or the method of administration. 
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 Cause of death is determined by the county coroner or medical examiner; analysis for this 

assessment focused on deaths classified as a drug-related overdose. However, 

determining causation related to overdoses is subjective and can vary widely depending 

on the investigative efforts/abilities of the coroner and the evidence available for review, 

which result in inherent difficulties in making causation decisions,
15

 especially related to 

heroin overdoses. Therefore, it is possible that the data analyzed in this assessment 

underrepresents the true number and nature of drug-related overdose deaths in 

Pennsylvania. 

 

 Each reporting county in Pennsylvania is responsible for procuring or conducting 

toxicology testing, most commonly accomplished through the services of private 

laboratories. The scope of the requested toxicology tests are conducted at the discretion 

of the requestor. Therefore, this dataset is not standardized, and the lack of reporting of a 

particular drug in a county cannot be construed to mean that it was not present, but 

instead may not have been part of the requested toxicology test panel.  As previously 

mentioned, standard post-mortem toxicology panels utilized most often by coroners and 

medical examiners do not include testing for synthetic cannabinoids, NPS, buprenorphine 

(Suboxone®), emerging fentanyl analogues, or cathinones, therefore, it is not possible to 

analyze or draw conclusions regarding the impact of these substances in the overdose 

dataset.
16

   

 

 In addition, each county’s response to the data request varied widely. Numerous counties 

provided detailed toxicology test results, while others provided only summaries of the 

laboratory findings.  Some overdose deaths were reported with no associated toxicology. 

Most counties reported decedents’ age, race, and gender, though several did not.  

Inconsistent and/or incomplete reporting poses significant challenges to demographic and 

drug presence analysis, and makes accurate year-to-year comparison difficult.  

 

 Finally, the data request for this assessment did not include residential address or zip 

code of the decedent. Therefore, it is not possible to examine or conclude that the county 

in which the person died was the county of their residence. Furthermore, the data does 

not identify the location from which illicit drugs or diverted pharmaceuticals were 

purchased or obtained.  
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County Analysis 

 

Figure 22 identifies 2015 and adjusted 2014 rankings by drug-related overdose deaths per 

100,000 people by county. 

 

Figure 22: Ranking of the Rate of Drug-Related Overdose Deaths per 100,000 People in  

Pennsylvania Counties, 2014-2015 

2015 

Rank 

New 

2014 

Rank 

County Name Drug-

Related 

Deaths 

per 

100,000 

people 

2015 

Rank 

New 

2014 

Rank 

County Name Drug-

Related 

Deaths 

per 

100,000 

people 

2015 

Rank 

New 

2014 

Rank 

County 

Name 

Drug-

Related 

Deaths 

per 

100,000 

people 

1 1 Philadelphia  45.93 26 49 Columbia 24.00 51 46 Pike 12.51 

2 10 Armstrong* 43.25 27 54 Northampton* 23.60 52 26 Bedford* 12.35 

3 3 Cambria* 42.52 28 6 York 22.35 53 47 Chester* 12.21 

4 51 Indiana* 41.40 29 32 Beaver* 21.91 54 43 Mifflin 10.75 

5 14 Greene 37.31 30 48 Lycoming* 21.54 55 55 Clinton 10.14 

6 9 Delaware* 35.82 31 23 Somerset* 21.19 56 44 Clarion 10.13 

7 13 Westmoreland 35.20 32 24 Venango* 20.71 57 8 Elk 9.72 

8 5 Wayne  35.16 33 19 Fulton 20.51 58 58 Adams 8.80 

9 33 Washington* 35.05 34 38 McKean 18.86 59 52 Centre* 9.34 

10 20 Lawrence 34.06 35 29 Bucks 18.65 60 56 Tioga 7.16 

11 34 Lackawanna* 33.03 36 40 Jefferson 18.01 61 42 Perry 6.57 

12 11 Allegheny 32.43 37 60 Huntingdon 17.52 62 n/a Potter 5.85 

13 27 Crawford 32.38 38 35 Blair 17.52 63 59 Union 4.45 

14 n/a Montour 32.33 39 50 Schuylkill 17.29 64 n/a Juniata 4.04 

15 12 Lehigh* 31.88 40 28 Northumberland 17.16 65 n/a Snyder 2.47 

16 4 Fayette 30.68 41 37 Cumberland* 16.64   n/a Cameron 0.00 

17 21 Dauphin* 30.04 42 39 Berks* 16.62   61 Warren 0.00 

18 18 Luzerne* 29.83 43 22 Montgomery* 16.60         

19 7 Carbon* 28.14 44 25 Clearfield 16.05         

20 45 Monroe 27.64 45 36 Sullivan 15.80         

21 67 Forest 26.99 46 15 Mercer* 15.76         

22 30 Bradford 26.11 47 53 Lancaster 14.91         

23 16 Wyoming 25.18 48 41 Lebanon* 14.59         

24 31 Butler* 25.16 49 2 Susquehanna 14.40         

25 17 Erie 24.46 50 57 Franklin* 13.67         

*2014 rank changed due to updated 2014 data (possibly due to other counties’ data changes) 

Represents rural county
17

 

 Source: Pennsylvania Coroner Data and www.census.gov 
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Outlook 

 

With more than 3,300 Pennsylvanians succumbing to drug abuse in 2015, there exists a crisis 

among law enforcement, public health entities, and educators to address drug availability, drug 

treatment, and drug education. The findings of this assessment reinforce that the use and abuse of 

opiates, specifically heroin and fentanyl, continue to impact Pennsylvania in a debilitating way.  

The most important component in reducing drug-related overdose deaths is to prevent initial 

drug use; as such, in November 2015, DEA initiated the 360 Strategy, a comprehensive and 

collaborative partnership composed of law enforcement agencies, treatment and prevention 

entities, community coalitions, educators, and faith-based groups, working jointly to combat the 

deadly cycle of prescription opioid and heroin abuse impacting the nation.
18

  The 360 Strategy is 

one of a multitude of initiatives implemented at all levels of government and public health to call 

attention to, improve understanding of, and develop solutions to address this crisis both in the 

present and the future. 

 

In addition, saving prescription opioid and heroin overdose victims from death through 

administration of naloxone presents an avenue wherein treatment providers and educators can 

intervene with services and assistance.  In 2014, law enforcement officers throughout 

Pennsylvania were granted the authority to administer naloxone to suspected overdose patients, 

which was one of several means allowed under PA Act 139 to increase the availability and usage 

of naloxone to save lives
19

. Furthermore, in October 2015, Pennsylvania Physician General Dr. 

Rachel Levine issued a standing order for naloxone, effectively making the drug available to any 

Pennsylvania resident without a prescription.
20

 Although the expanded availability and use of 

naloxone has undoubtedly saved many lives by reversing opioid overdoses, the long-term 

ramifications of increased naloxone use and availability have yet to be realized. Therefore, the 

health, treatment, law enforcement, and drug policy communities in Pennsylvania must work 

together to establish centralized data collection and analysis procedures for naloxone 

administration to ensure that there is a comprehensive understanding among all communities as 

to where, how, and how often these products have been and are currently deployed. The 

importance of complete and timely data on non-fatal overdoses cannot be overstated, and will 

become critical when attempting to assess the opioid threat at the local, regional, and national 

level in the future. Moreover, analysis of non-fatal overdoses together with fatal overdoses will 

serve as a means to monitor and identify new areas most affected by opioid use and as a 

determinant of treatment, demand reduction, and law enforcement opioid harm reduction 

effectiveness.
21

 

 

The scope of requested toxicology testing continues to impact the completeness and efficacy of 

the overdose death dataset.  With new drugs and analogs of previously controlled substances 

frequently emerging into the illicit drug market, it is imperative that toxicology test requests 

include as broad a scope of substances as possible, in order to enhance the timeliness of 
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identifying trends in use and abuse.  Such information can subsequently aid law enforcement in 

quickly identifying sources of supply. 

The data collection obstacles encountered in formulating this report presented significant loss of 

efficiency in analysis and timely publication, which ultimately impedes policy makers, public 

health personnel, and law enforcement in making informed decisions regarding resource 

allocations. The aforementioned data collection coalition continues to pursue and advocate for 

centralized and mandatory data reporting of overdose deaths in Pennsylvania. The enactment of 

legislation mandating such is an initial step required in overcoming these obstacles. 

The PFD will continue efforts, in conjunction with law enforcement and public health partners, 

to define and address the factors impacting availability and abuse of illicit drugs and diverted 

pharmaceuticals in Pennsylvania. However, the success of any such efforts is solely dependent 

on the timely availability of data used to identify, understand, and assess those factors in an 

efficient manner.  The PFD thus stands ready to work with all interested parties in Pennsylvania 

to achieve this fundamental goal.   
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Appendices 

 

Appendix A 

 

Figure A1: Data Collection Metrics for Drug-Related Overdose Decedents, Pennsylvania, 2015 

County Name Data Source 
2015 Data 

Verified 

Totals 

Changed 

from 2014 

County Name Data Source 
2015 Data 

Verified 

Totals 

Changed 

from 2014 

Adams DDAP Yes No Lancaster DDAP No No 

Allegheny Website Yes No Lawrence DDAP & PSCA Yes No 

Armstrong DDAP No Yes Lebanon PSCA Yes Yes 

Beaver PSCA Yes Yes Lehigh Direct to PFD Yes Yes 

Bedford DDAP Yes Yes Luzerne Direct to PFD Yes Yes 

Berks Direct to PFD Yes Yes Lycoming DDAP & PSCA Yes Yes 

Blair DDAP No No McKean PSCA No No 

Bradford DDAP Yes No Mercer DDAP & PSCA Yes Yes 

Bucks Direct to PFD Yes No Mifflin PSCA Yes No 

Butler DDAP Yes Yes Monroe Direct to PFD Yes No 

Cambria DDAP Yes Yes Montgomery Direct to PFD Yes Yes 

Cameron Direct to PFD Yes No Montour Direct to PFD Yes No 

Carbon Direct to PFD Yes Yes Northampton DDAP & PSCA Yes Yes 

Centre DDAP No Yes Northumberland Direct to PFD Yes No 

Chester Direct to PFD Yes Yes Perry Direct to PFD Yes No 

Clarion DDAP Yes No Philadelphia Direct to PFD Yes No 

Clearfield PSCA No No Pike Direct to PFD Yes No 

Clinton Direct to PFD Yes No Potter PSCA Yes No 

Columbia PSCA Yes No Schuylkill Direct to PFD Yes No 

Crawford PSCA Yes No Snyder Direct to PFD Yes No 

Cumberland DDAP Yes Yes Somerset PSCA Yes Yes 

Dauphin DDAP Yes Yes Sullivan Direct to PFD Yes No 

Delaware DDAP & PSCA Yes Yes Susquehanna Direct to PFD Yes No 

Elk DDAP Yes No Tioga Direct to PFD Yes No 

Erie Direct to PFD Yes No Union DDAP Yes No 

Fayette PSCA Yes No Venango PSCA Yes Yes 

Forest Direct to PFD Yes No Warren PSCA Yes No 

Franklin PSCA No Yes Washington Direct to PFD Yes Yes 

Fulton DDAP Yes No Wayne Published Report Yes No 

Greene PSCA Yes No Westmoreland Direct to PFD Yes No 

Huntingdon DDAP Yes No Wyoming Direct to PFD Yes No 

Indiana Direct to PFD Yes Yes York DDAP Yes No 

Jefferson PSCA Yes No         

Juniata PSCA No No         

Lackawanna Direct to PFD Yes Yes         

 Source: DEA Philadelphia Field Division 
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Appendix B 

 

Figure B1: Illicit Drug Names and Descriptions 

Drug Name Description 

Cocaine 

Schedule II controlled central nervous stimulant. Effects following cocaine use 

can include euphoria, excitement, restlessness, risk taking, sleep disturbance, 

and aggression. 

Heroin 

 

Schedule I narcotic analgesic. Due to short half life, toxicology tests report as 

morphine or codeine (schedule II analgesics), or as 6-monoacetylmorphine (6-

MAM), the 6-monoacetylated form of morphine, which is pharmacologically 

active. When present in toxicology tests, 6-MAM is indicative of heroin use. 

 

 

Marijuana 

 

Delta 9 THC (active ingredient in marijuana); a Schedule I hallucinogen. 

 

 

Methamphetamine 

 

Schedule II stimulant drug capable of causing hallucinations, aggressive behavior 

and irrational reactions. 

 

Phencyclidine (PCP) 

Schedule II hallucinogen in the form of a white crystalline powder and often 

dissolved in water or alcohol.  Causes hallucinations and aggressive behavior. 

 

Source: www.dea.gov 

 

 

Figure B2: Opioid Drug Names and Descriptions 

Drug Name Description 

 

Acetyl Fentanyl 

 

Schedule I opioid analgesic drug that is an analog of fentanyl.  

Fentanyl 

Schedule II synthetic morphine analgesic. Reported to be 80 to 200 times as 

potent as morphine and has a rapid onset of action. Brand names of Duragesic® 

and Sublimaze®. Also manufactured illicitly and used in conjunction with illicit 

drugs such as heroin and cocaine. 

Hydrocodone 

 

Schedule II semi-synthetic narcotic prepared from codeine. Reported to be about 

6 times more potent than codeine. Dihydrocodeine and hydromorphone are 

metabolites of hydrocodone. Brand names of Vicodin® and Lortab®. 

 

Methadone 

 

Schedule II narcotic analgesic depressant used in the treatment of opioid 

addiction. 

 

Oxycodone 

 

Schedule II semi-synthetic narcotic analgesic. Brand names of OxyContin®, 

Percocet®, and Roxicodone®. 

 

Tramadol 

Schedule IV synthetic opioid used in moderate pain management. Brand name of 

Ultram®. 

 

 Source: www.dea.gov 
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Figure B3: Benzodiazepine Drug Names and Descriptions 

Drug Name Description 

 

Alprazolam 

 

Schedule IV benzodiazepine used in the treatment of general anxiety disorders. 

Common brand name of Xanax®. 

 

Clonazepam 

Schedule IV benzodiazepine and metabolite anticonvulsant agent. Brand name is 

Klonopin®. 

 

Diazepam 

 

Schedule IV benzodiazepine used in the treatment of general anxiety disorders. 

Common brand names are Valium® and Distat®. 

 

 Source: www.dea.gov 
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Appendix C 

 

Figure C shows the number of drug-related overdose deaths by Pennsylvania county in 2015. 

The following pages (Figures C1-C65) detail the data received from each county and a brief 

statistical summary of drug-related deaths by demographics and toxicology test results. Cameron 

and Warren Counties did not report any drug-related overdose deaths in 2015 and are therefore 

not listed in the map below or in the subsequent county pages. 

 

Figure C: Number of Drug-Related Overdose Deaths in Pennsylvania Counties, 2015 

 Source: Pennsylvania Coroner Data 
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Figure C1: Drug-Related Overdose Demographics & Drug Presence, Adams County, PA, 2015 

Adams 

Total Deaths 9   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 66.67% Cocaine 25.00% Acetyl Fentanyl 0.00% 

Female 33.33% Heroin 50.00% Fentanyl 25.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race  Percentage Marijuana 12.50% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 25.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 42         

*Drug percentages calculated on 8 deaths for which drug information was provided 

 Source: Adams County Coroner 

 

 

Figure C2: Drug-Related Overdose Demographics & Drug Presence, Allegheny County, PA, 2015 

Allegheny 

Total Deaths 422 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 70.62% Cocaine 36.97% Acetyl Fentanyl 7.82% 

Female 29.38% Heroin 70.85% Fentanyl 37.44% 

Unknown 0.00% Methamphetamine 0.71% Hydrocodone 16.82% 

Race Percentage Marijuana 0.00% Methadone 8.06% 

White 86.02% PCP 0.00% Oxycodone 22.04% 

African American 13.27%     Tramadol 5.45% 

Hispanic 0.24%         

Asian 0.00%         

Unknown 0.47%         

Median Age 40         

 Source: Allegheny County Office of the Medical Examiner 
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Figure C3: Drug-Related Overdose Demographics & Drug Presence, Armstrong County, PA, 2015 

Armstrong 

Total Deaths 29 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 65.52% Cocaine 13.79% Acetyl Fentanyl 3.45% 

Female 34.48% Heroin 55.17% Fentanyl 37.93% 

Unknown 0.00% Methamphetamine 3.45% Hydrocodone 0.00% 

Race Percentage Marijuana 10.34% Methadone 10.34% 

White 100.00% PCP 0.00% Oxycodone 17.24% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 39         

 Source: Armstrong County Coroner 

 

 

Figure C4: Drug-Related Overdose Demographics & Drug Presence, Beaver County, PA, 2015 

Beaver 

Total Deaths 37   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 56.76% Cocaine 23.53% Acetyl Fentanyl 0.00% 

Female 37.84% Heroin 58.82% Fentanyl 50.00% 

Unknown 5.41% Methamphetamine 0.00% Hydrocodone 0.00% 

Race  Percentage Marijuana 0.00% Methadone 2.94% 

White 75.68% PCP 0.00% Oxycodone 20.59% 

African American 10.81%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 13.51%         

Median Age 33         

*Drug percentages calculated on 34 deaths for which drug information was provided 

 Source: Beaver County Coroner 
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Figure C5: Drug-Related Overdose Demographics & Drug Presence, Bedford County, PA, 2015 

Bedford 

Total Deaths 6   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 0.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 0.00% Heroin 100.00% Fentanyl 100.00% 

Unknown 100.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race  Percentage Marijuana 0.00% Methadone 0.00% 

White 0.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age Unknown         

*Drug percentages calculated on 1 death for which drug information was provided 

 Source: Bedford County Coroner 

 

 

Figure C6: Drug-Related Overdose Demographics & Drug Presence, Berks County, PA, 2015 

Berks 

Total Deaths 69 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 57.97% Cocaine 11.59% Acetyl Fentanyl 5.80% 

Female 42.03% Heroin 50.72% Fentanyl 21.74% 

Unknown 0.00% Methamphetamine 10.14% Hydrocodone 5.80% 

Race Percentage Marijuana 13.04% Methadone 4.35% 

White 78.26% PCP 0.00% Oxycodone 11.59% 

African American 1.45%     Tramadol 8.70% 

Hispanic 18.84%         

Asian 0.00%         

Unknown 1.45%         

Median Age 44.5         

 Source: Berks County Coroner 
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Figure C7: Drug-Related Overdose Demographics & Drug Presence, Blair County, PA, 2015 

Blair 

Total Deaths 22 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 63.64% Cocaine 4.55% Acetyl Fentanyl 0.00% 

Female 36.36% Heroin 18.18% Fentanyl 40.91% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 9.09% 

Race Percentage Marijuana 9.09% Methadone 27.27% 

White 100.00% PCP 0.00% Oxycodone 9.09% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 48         

 Source: Blair County Coroner 

 

 

Figure C8: Drug-Related Overdose Demographics & Drug Presence, Bradford County, PA, 2015 

Bradford 

Total Deaths 16 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 62.50% Cocaine 0.00% Acetyl Fentanyl 6.25% 

Female 37.50% Heroin 18.75% Fentanyl 31.25% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 18.75% 

Race Percentage Marijuana 43.75% Methadone 6.25% 

White 100.00% PCP 0.00% Oxycodone 6.25% 

African American 0.00%     Tramadol 6.25% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 49         

  Source: Bradford County Coroner 
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Figure C9: Drug-Related Overdose Demographics & Drug Presence, Bucks County, PA, 2015 

Bucks 

Total Deaths 117 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 64.96% Cocaine 18.80% Acetyl Fentanyl 2.56% 

Female 35.04% Heroin 49.57% Fentanyl 26.50% 

Unknown 0.00% Methamphetamine 8.55% Hydrocodone 6.84% 

Race Percentage Marijuana 17.09% Methadone 6.84% 

White 0.00% PCP 1.71% Oxycodone 22.22% 

African American 0.00%     Tramadol 7.69% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 100.00%         

Median Age 33         

 Source: Bucks County Coroner 

 

 

Figure C10: Drug-Related Overdose Demographics & Drug Presence, Butler County, PA, 2015 

Butler 

Total Deaths 47 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 68.09% Cocaine 8.51% Acetyl Fentanyl 4.26% 

Female 31.91% Heroin 70.21% Fentanyl 44.68% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 6.38% 

Race Percentage Marijuana 14.89% Methadone 6.38% 

White 97.87% PCP 0.00% Oxycodone 8.51% 

African American 2.13%     Tramadol 4.26% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 34         

 Source: Butler County Coroner 

  



UNCLASSIFIED 

UNCLASSIFIED  
 
 P a g e  | 41 

 Figure C11: Drug-Related Overdose Demographics & Drug Presence, Cambria County, PA, 2015 

Cambria 

Total Deaths 58   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 43.10% Cocaine 5.88% Acetyl Fentanyl 1.96% 

Female 44.83% Heroin 47.06% Fentanyl 39.22% 

Unknown 12.07% Methamphetamine 1.96% Hydrocodone 3.92% 

Race  Percentage Marijuana 13.73% Methadone 3.92% 

White 82.76% PCP 0.00% Oxycodone 17.65% 

African American 5.17%     Tramadol 1.96% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 12.07%         

Median Age 35         

*Drug percentages calculated on 51 deaths for which drug information was provided 

 Source: Cambria County Coroner 

 

Figure C12: Drug-Related Overdose Demographics & Drug Presence, Carbon County, PA, 2015 

Carbon 

Total Deaths 18   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 66.67% Cocaine 11.76% Acetyl Fentanyl 23.53% 

Female 27.78% Heroin 70.59% Fentanyl 23.53% 

Unknown 5.56% Methamphetamine 17.65% Hydrocodone 0.00% 

Race  Percentage Marijuana 5.88% Methadone 0.00% 

White 94.44% PCP 0.00% Oxycodone 11.76% 

African American 0.00%     Tramadol 5.88% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 5.56%         

Median Age 31         

*Drug percentages calculated on 17 deaths for which drug information was provided 

  Source: Carbon County Coroner 

  



UNCLASSIFIED 

UNCLASSIFIED  
 
 P a g e  | 42 

 Figure C13: Drug-Related Overdose Demographics & Drug Presence, Centre County, PA, 2015 

Centre 

Total Deaths 15   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 60.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 40.00% Heroin 18.18% Fentanyl 27.27% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race  Percentage Marijuana 9.09% Methadone 18.18% 

White 93.33% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 6.67%         

Asian 0.00%         

Unknown 0.00%         

Median Age 29         

*Drug percentages calculated on 11 deaths for which drug information was provided 

  Source: Centre County Coroner 

 

Figure C14: Drug-Related Overdose Demographics & Drug Presence, Chester County, PA, 2015 

Chester 

Total Deaths 63 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 71.43% Cocaine 12.70% Acetyl Fentanyl 1.59% 

Female 28.57% Heroin 55.56% Fentanyl 31.75% 

Unknown 0.00% Methamphetamine 1.59% Hydrocodone 3.17% 

Race Percentage Marijuana 20.63% Methadone 4.76% 

White 93.65% PCP 0.00% Oxycodone 28.57% 

African American 4.76%     Tramadol 3.17% 

Hispanic 1.59%         

Asian 0.00%         

Unknown 0.00%         

Median Age 38         
 Source: Chester County Coroner 
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Figure C15: Drug-Related Overdose Demographics & Drug Presence, Clarion County, PA, 2015 

Clarion 

Total Deaths 4 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 75.00% Cocaine 25.00% Acetyl Fentanyl 0.00% 

Female 25.00% Heroin 25.00% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 50.00% Methadone 25.00% 

White 100.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 25.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 35         

 Source: Clarion County Coroner 

 

Figure C16: Drug-Related Overdose Demographics & Drug Presence, Clearfield County, PA, 2015 

Clearfield 

Total Deaths 13 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 61.54% Cocaine 0.00% Acetyl Fentanyl 7.69% 

Female 38.46% Heroin 7.69% Fentanyl 7.69% 

Unknown 0.00% Methamphetamine 23.08% Hydrocodone 7.69% 

Race Percentage Marijuana 0.00% Methadone 23.08% 

White 0.00% PCP 0.00% Oxycodone 30.77% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 100.00%         

Median Age 43         

 Source: Clearfield County Coroner 
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Figure C17: Drug-Related Overdose Demographics & Drug Presence, Clinton County, PA, 2015 

Clinton 

Total Deaths 4 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 75.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 25.00% Heroin 25.00% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 75.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 55         

 Source: Clinton County Coroner 

 

Figure C18: Drug-Related Overdose Demographics & Drug Presence, Columbia County, PA, 2015 

Columbia 

Total Deaths 16   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 62.50% Cocaine 7.14% Acetyl Fentanyl 7.14% 

Female 37.50% Heroin 50.00% Fentanyl 7.14% 

Unknown 0.00% Methamphetamine 35.71% Hydrocodone 7.14% 

Race  Percentage Marijuana 14.29% Methadone 7.14% 

White 100.00% PCP 0.00% Oxycodone 28.57% 

African American 0.00%     Tramadol 7.14% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 37         

*Drug percentages calculated on 14 deaths for which drug information was provided 

  Source: Columbia County Coroner 
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 Figure C19: Drug-Related Overdose Demographics & Drug Presence, Crawford County, PA, 2015 

Crawford 

Total Deaths 28 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 64.29% Cocaine 21.43% Acetyl Fentanyl 0.00% 

Female 35.71% Heroin 39.29% Fentanyl 32.14% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 3.57% 

Race Percentage Marijuana 0.00% Methadone 7.14% 

White 0.00% PCP 0.00% Oxycodone 14.29% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 100.00%         

Median Age 30         

 Source: Crawford County Coroner 

 

Figure C20: Drug-Related Overdose Demographics & Drug Presence, Cumberland County, PA, 2015 

Cumberland 

Total Deaths 41   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 48.78% Cocaine 6.67% Acetyl Fentanyl 0.00% 

Female 26.83% Heroin 46.67% Fentanyl 26.67% 

Unknown 24.39% Methamphetamine 0.00% Hydrocodone 3.33% 

Race  Percentage Marijuana 20.00% Methadone 3.33% 

White 73.17% PCP 0.00% Oxycodone 20.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 2.44%         

Asian 0.00%         

Unknown 24.39%         

Median Age 31         

*Drug percentages calculated on 30 deaths for which drug information was provided 

 Source: Cumberland County Coroner 
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 Figure C21: Drug-Related Overdose Demographics & Drug Presence, Dauphin County, PA, 2015 

Dauphin 

Total Deaths 82 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 67.07% Cocaine 20.73% Acetyl Fentanyl 0.00% 

Female 32.93% Heroin 53.66% Fentanyl 21.95% 

Unknown 0.00% Methamphetamine 2.44% Hydrocodone 1.22% 

Race Percentage Marijuana 8.54% Methadone 2.44% 

White 82.93% PCP 2.44% Oxycodone 17.07% 

African American 10.98%     Tramadol 3.66% 

Hispanic 3.66%         

Asian 1.22%         

Unknown 1.22%         

Median Age 38         

 Source: Dauphin County Coroner 

 

Figure C22: Drug-Related Overdose Demographics & Drug Presence, Delaware County, PA, 2015 

Delaware 

Total Deaths 202 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 73.76% Cocaine 20.79% Acetyl Fentanyl 5.45% 

Female 26.24% Heroin 58.42% Fentanyl 34.65% 

Unknown 0.00% Methamphetamine 2.97% Hydrocodone 2.97% 

Race Percentage Marijuana 0.00% Methadone 3.47% 

White 89.60% PCP 0.50% Oxycodone 23.76% 

African American 9.41%     Tramadol 2.48% 

Hispanic 0.50%         

Asian 0.50%         

Unknown 0.00%         

Median Age 39         

 Source: Delaware County Medical Examiner 
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 Figure C23: Drug-Related Overdose Demographics & Drug Presence, Elk County, PA, 2015 

Elk 

Total Deaths 3 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 33.33% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 66.67% Heroin 33.33% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 66.67% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 41         

 Source: Elk County Coroner 

 

Figure C24: Drug-Related Overdose Demographics & Drug Presence, Erie County, PA, 2015 

Erie 

Total Deaths 68   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 69.12% Cocaine 18.18% Acetyl Fentanyl 1.52% 

Female 30.88% Heroin 59.09% Fentanyl 15.15% 

Unknown 0.00% Methamphetamine 3.03% Hydrocodone 13.64% 

Race  Percentage Marijuana 24.24% Methadone 1.52% 

White 89.71% PCP 0.00% Oxycodone 18.18% 

African American 2.94%     Tramadol 3.03% 

Hispanic 5.88%         

Asian 1.47%         

Unknown 0.00%         

Median Age 34.5         

*Drug percentages calculated on 66 deaths for which drug information was provided 

  Source: Erie County Coroner 
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 Figure C25: Drug-Related Overdose Demographics & Drug Presence, Fayette County, PA, 2015 

Fayette 

Total Deaths 41   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 68.29% Cocaine 28.57% Acetyl Fentanyl 0.00% 

Female 29.27% Heroin 45.71% Fentanyl 14.29% 

Unknown 2.44% Methamphetamine 0.00% Hydrocodone 2.86% 

Race  Percentage Marijuana 5.71% Methadone 8.57% 

White 95.12% PCP 0.00% Oxycodone 8.57% 

African American 2.44%     Tramadol 8.57% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 2.44%         

Median Age 43         

*Drug percentages calculated on 35 deaths for which drug information was provided 

  Source: Fayette County Coroner 

 

Figure C26: Drug-Related Overdose Demographics & Drug Presence, Forest County, PA, 2015 

Forest 

Total Deaths 2 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 50.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 50.00% Heroin 50.00% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 50.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 37         

 Source: Forest County Coroner 
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 Figure C27: Drug-Related Overdose Demographics & Drug Presence, Franklin County, PA, 2015 

Franklin 

Total Deaths 21 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 47.62% Cocaine 14.29% Acetyl Fentanyl 0.00% 

Female 52.38% Heroin 38.10% Fentanyl 19.05% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 9.52% 

Race Percentage Marijuana 9.52% Methadone 4.76% 

White 76.19% PCP 4.76% Oxycodone 14.29% 

African American 4.76%     Tramadol 9.52% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 19.05%         

Median Age 39         

 Source: Franklin County Coroner 

 

Figure C28: Drug-Related Overdose Demographics & Drug Presence, Fulton County, PA, 2015 

Fulton 

Total Deaths 3   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 33.33% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 66.67% Heroin 0.00% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race  Percentage Marijuana 0.00% Methadone 100.00% 

White 100.00% PCP 0.00% Oxycodone 100.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 46         

*Drug percentages calculated on 1 death for which drug information was provided 

  Source: Fulton County Coroner 
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 Figure C29: Drug-Related Overdose Demographics & Drug Presence, Greene County, PA, 2015 

Greene 

Total Deaths 14 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 57.14% Cocaine 14.29% Acetyl Fentanyl 7.14% 

Female 42.86% Heroin 21.43% Fentanyl 21.43% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 7.14% 

Race Percentage Marijuana 14.29% Methadone 7.14% 

White 100.00% PCP 0.00% Oxycodone 7.14% 

African American 0.00%     Tramadol 7.14% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 41         

 Source: Greene County Coroner 

 

Figure C30: Drug-Related Overdose Demographics & Drug Presence, Huntingdon County, PA, 2015 

Huntingdon 

Total Deaths 8 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 62.50% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 37.50% Heroin 12.50% Fentanyl 12.50% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 12.50% 

African American 0.00%     Tramadol 12.50% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 60         

 Source: Huntingdon County Coroner 
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 Figure C31: Drug-Related Overdose Demographics & Drug Presence, Indiana County, PA, 2015 

Indiana 

Total Deaths 36 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 63.89% Cocaine 2.78% Acetyl Fentanyl 5.56% 

Female 36.11% Heroin 47.22% Fentanyl 8.33% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 8.33% 

Race Percentage Marijuana 19.44% Methadone 5.56% 

White 97.22% PCP 0.00% Oxycodone 36.11% 

African American 2.78%     Tramadol 2.78% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 38         

 Source: Indiana County Coroner 

 

Figure C32: Drug-Related Overdose Demographics & Drug Presence, Jefferson County, PA, 2015 

Jefferson 

Total Deaths 8   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 50.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 50.00% Heroin 33.33% Fentanyl 16.67% 

Unknown 0.00% Methamphetamine 16.67% Hydrocodone 33.33% 

Race  Percentage Marijuana 33.33% Methadone 33.33% 

White 100.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 37         

*Drug percentages calculated on 6 deaths for which drug information was provided 

  Source: Jefferson County Coroner 
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Figure C33: Drug-Related Overdose Demographics & Drug Presence, Juniata County, PA, 2015 

Juniata 

Total Deaths 1 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 100.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 0.00% Heroin 0.00% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 54         

 Source: Juniata County Coroner 

 

Figure C34: Drug-Related Overdose Demographics & Drug Presence, Lackawanna County, PA, 2015 

Lackawanna 

Total Deaths 70   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 70.00% Cocaine 11.67% Acetyl Fentanyl 0.00% 

Female 28.57% Heroin 31.67% Fentanyl 21.67% 

Unknown 1.43% Methamphetamine 0.00% Hydrocodone 5.00% 

Race  Percentage Marijuana 0.00% Methadone 5.00% 

White 95.71% PCP 0.00% Oxycodone 40.00% 

African American 1.43%     Tramadol 6.67% 

Hispanic 1.43%         

Asian 0.00%         

Unknown 1.43%         

Median Age 37         

*Drug percentages calculated on 60 deaths for which drug information was provided 

  Source: Lackawanna County Coroner 
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 Figure C35: Drug-Related Overdose Demographics & Drug Presence, Lancaster County, PA, 2015 

Lancaster 

Total Deaths 80 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 61.25% Cocaine 21.25% Acetyl Fentanyl 1.25% 

Female 37.50% Heroin 66.25% Fentanyl 21.25% 

Unknown 1.25% Methamphetamine 3.75% Hydrocodone 2.50% 

Race Percentage Marijuana 10.00% Methadone 2.50% 

White 72.50% PCP 1.25% Oxycodone 17.50% 

African American 10.00%     Tramadol 0.00% 

Hispanic 16.25%         

Asian 1.25%         

Unknown 0.00%         

Median Age 42.5         

 Source: Lancaster County Coroner 

 

Figure C36: Drug-Related Overdose Demographics & Drug Presence, Lawrence County, PA, 2015 

Lawrence 

Total Deaths 30 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 73.33% Cocaine 26.67% Acetyl Fentanyl 10.00% 

Female 26.67% Heroin 50.00% Fentanyl 40.00% 

Unknown 0.00% Methamphetamine 3.33% Hydrocodone 3.33% 

Race Percentage Marijuana 10.00% Methadone 6.67% 

White 83.33% PCP 0.00% Oxycodone 23.33% 

African American 16.67%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 35         

 Source: Lawrence County Coroner 
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 Figure C37: Drug-Related Overdose Demographics & Drug Presence, Lebanon County, PA, 2015 

Lebanon 

Total Deaths 20 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 70.00% Cocaine 25.00% Acetyl Fentanyl 0.00% 

Female 30.00% Heroin 65.00% Fentanyl 40.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 0.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 5.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 100.00%         

Median Age 30         

 Source: Lebanon County Coroner 

 

Figure C38: Drug-Related Overdose Demographics & Drug Presence, Lehigh County, PA, 2015 

Lehigh 

Total Deaths 115   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 62.61% Cocaine 23.42% Acetyl Fentanyl 6.31% 

Female 37.39% Heroin 46.85% Fentanyl 18.02% 

Unknown 0.00% Methamphetamine 9.01% Hydrocodone 0.90% 

Race  Percentage Marijuana 5.41% Methadone 2.70% 

White 76.52% PCP 0.00% Oxycodone 16.22% 

African American 6.96%     Tramadol 4.50% 

Hispanic 16.52%         

Asian 0.00%         

Unknown 0.00%         

Median Age 38         

*Drug percentages calculated on 111 deaths for which drug information was provided 

  Source: Lehigh County Coroner 
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 Figure C39: Drug-Related Overdose Demographics & Drug Presence, Luzerne County, PA, 2015 

Luzerne 

Total Deaths 95   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 72.63% Cocaine 20.43% Acetyl Fentanyl 2.15% 

Female 27.37% Heroin 60.22% Fentanyl 24.73% 

Unknown 0.00% Methamphetamine 6.45% Hydrocodone 4.30% 

Race  Percentage Marijuana 22.58% Methadone 8.60% 

White 46.32% PCP 0.00% Oxycodone 15.05% 

African American 5.26%     Tramadol 3.23% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 48.42%         

Median Age 38         

*Drug percentages calculated on 93 deaths for which drug information was provided 

  Source: Luzerne County Coroner 

 

Figure C40: Drug-Related Overdose Demographics & Drug Presence, Lycoming County, PA, 2015 

Lycoming 

Total Deaths 25   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 64.00% Cocaine 17.39% Acetyl Fentanyl 4.35% 

Female 36.00% Heroin 65.22% Fentanyl 17.39% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race  Percentage Marijuana 0.00% Methadone 0.00% 

White 96.00% PCP 0.00% Oxycodone 21.74% 

African American 4.00%     Tramadol 4.35% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 33         

*Drug percentages calculated on 23 deaths for which drug information was provided 

  Source: Lycoming County Coroner 
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 Figure C41: Drug-Related Overdose Demographics & Drug Presence, McKean County, PA, 2015 

McKean 

Total Deaths 8 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 50.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 50.00% Heroin 12.50% Fentanyl 25.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 12.50% 

Race Percentage Marijuana 0.00% Methadone 12.50% 

White 100.00% PCP 0.00% Oxycodone 12.50% 

African American 0.00%     Tramadol 12.50% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 52.5         

 Source: McKean County Coroner 

 

Figure C42: Drug-Related Overdose Demographics & Drug Presence, Mercer County, PA, 2015 

Mercer 

Total Deaths 18 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 38.89% Cocaine 22.22% Acetyl Fentanyl 5.56% 

Female 61.11% Heroin 55.56% Fentanyl 22.22% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 5.56% 

Race Percentage Marijuana 22.22% Methadone 5.56% 

White 88.89% PCP 0.00% Oxycodone 5.56% 

African American 11.11%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 29         

 Source: Mercer County Coroner 
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 Figure C43: Drug-Related Overdose Demographics & Drug Presence, Mifflin County, PA, 2015 

Mifflin 

Total Deaths 5 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 80.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 20.00% Heroin 20.00% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 40.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 20.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 42.5         

 Source: Mifflin County Coroner 

 

Figure C44: Drug-Related Overdose Demographics & Drug Presence, Monroe County, PA, 2015 

Monroe 

Total Deaths 46   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 78.26% Cocaine 11.11% Acetyl Fentanyl 13.33% 

Female 21.74% Heroin 71.11% Fentanyl 26.67% 

Unknown 0.00% Methamphetamine 4.44% Hydrocodone 4.44% 

Race  Percentage Marijuana 11.11% Methadone 6.67% 

White 89.13% PCP 0.00% Oxycodone 20.00% 

African American 4.35%     Tramadol 0.00% 

Hispanic 4.35%         

Asian 0.00%         

Unknown 2.17%         

Median Age 34         

*Drug percentages calculated on 45 deaths for which drug information was provided 

  Source: Monroe County Coroner 
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 Figure C45: Drug-Related Overdose Demographics & Drug Presence, Montgomery County, PA, 2015 

Montgomery 

Total Deaths 136   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 68.38% Cocaine 18.94% Acetyl Fentanyl 2.27% 

Female 31.62% Heroin 53.79% Fentanyl 21.97% 

Unknown 0.00% Methamphetamine 5.30% Hydrocodone 4.55% 

Race  Percentage Marijuana 2.27% Methadone 4.55% 

White 86.03% PCP 1.52% Oxycodone 15.91% 

African American 11.03%     Tramadol 0.76% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 2.94%         

Median Age 36         

*Drug percentages calculated on 132 deaths for which drug information was provided 

  Source: Montgomery County Coroner 

 

Figure C46: Drug-Related Overdose Demographics & Drug Presence, Montour County, PA, 2015 

Montour 

Total Deaths 6 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 66.67% Cocaine 16.67% Acetyl Fentanyl 0.00% 

Female 33.33% Heroin 33.33% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 16.67% 

Race Percentage Marijuana 0.00% Methadone 16.67% 

White 100.00% PCP 0.00% Oxycodone 16.67% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 32         
 Source: Montour County Coroner 
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 Figure C47: Drug-Related Overdose Demographics & Drug Presence, Northampton County, PA, 2015 

Northampton 

Total Deaths 71   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 71.83% Cocaine 22.86% Acetyl Fentanyl 5.71% 

Female 26.76% Heroin 37.14% Fentanyl 17.14% 

Unknown 1.41% Methamphetamine 5.71% Hydrocodone 4.29% 

Race  Percentage Marijuana 18.57% Methadone 12.86% 

White 85.92% PCP 0.00% Oxycodone 17.14% 

African American 5.63%     Tramadol 4.29% 

Hispanic 7.04%         

Asian 0.00%         

Unknown 1.41%         

Median Age 39         

*Drug percentages calculated on 70 deaths for which drug information was provided 

  Source: Northampton County Coroner 

 

Figure C48: Drug-Related Overdose Demographics & Drug Presence, Northumberland County, PA, 2015 

Northumberland 

Total Deaths 16 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 62.50% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 37.50% Heroin 37.50% Fentanyl 6.25% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 6.25% 

Race Percentage Marijuana 25.00% Methadone 18.75% 

White 56.25% PCP 0.00% Oxycodone 25.00% 

African American 0.00%     Tramadol 6.25% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 43.75%         

Median Age 36         
 Source: Northumberland County Coroner 
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Figure C49: Drug-Related Overdose Demographics & Drug Presence, Perry County, PA, 2015 

Perry 

Total Deaths 3 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 66.67% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 33.33% Heroin 66.67% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 38         

 Source: Perry County Coroner 

 

Figure C50: Drug-Related Overdose Demographics & Drug Presence, Philadelphia County, PA, 2015 

Philadelphia 

Total Deaths 720 

   

  

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 71.39% Cocaine 43.56% Acetyl Fentanyl 2.07% 

Female 28.47% Heroin 56.15% Fentanyl 26.67% 

Unknown 0.14% Methamphetamine 2.81% Hydrocodone 2.07% 

Race  Percentage Marijuana 0.00% Methadone 8.44% 

White 56.53% PCP 6.96% Oxycodone 16.15% 

African American 32.08%     Tramadol 4.15% 

Hispanic 10.83%         

Asian 0.56%         

Unknown 0.00%         

Median Age 41         

*Drug percentages calculated on 675 deaths for which drug information was provided 

  Source: Philadelphia Medical Examiner’s Office 
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 Figure C51: Drug-Related Overdose Demographics & Drug Presence, Pike County, PA, 2015 

Pike 

Total Deaths 7 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 71.43% Cocaine 42.86% Acetyl Fentanyl 0.00% 

Female 28.57% Heroin 71.43% Fentanyl 28.57% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 14.29% Methadone 14.29% 

White 71.43% PCP 0.00% Oxycodone 14.29% 

African American 28.57%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 42         

 Source: Pike County Coroner 

 

Figure C52: Drug-Related Overdose Demographics & Drug Presence, Potter County, PA, 2015 

Potter 

Total Deaths 1 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 100.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 0.00% Heroin 100.00% Fentanyl 100.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 47         

 Source: Potter County Coroner 
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 Figure C53: Drug-Related Overdose Demographics & Drug Presence, Schuylkill County, PA, 2015 

Schuylkill 

Total Deaths 25   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 48.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 48.00% Heroin 61.11% Fentanyl 16.67% 

Unknown 4.00% Methamphetamine 5.56% Hydrocodone 5.56% 

Race  Percentage Marijuana 0.00% Methadone 0.00% 

White 88.00% PCP 0.00% Oxycodone 16.67% 

African American 8.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 4.00%         

Median Age 40         

*Drug percentages calculated on 18 deaths for which drug information was provided 

  Source: Schuylkill County Coroner 

 

Figure C54: Drug-Related Overdose Demographics & Drug Presence, Snyder County, PA, 2015 

Snyder 

Total Deaths 1 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 0.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 100.00% Heroin 0.00% Fentanyl 100.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 100.00% 

African American 0.00%     Tramadol 100.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 46         
 Source: Snyder County Coroner 
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 Figure C55: Drug-Related Overdose Demographics & Drug Presence, Somerset County, PA, 2015 

Somerset 

Total Deaths 16 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 62.50% Cocaine 6.25% Acetyl Fentanyl 0.00% 

Female 37.50% Heroin 37.50% Fentanyl 18.75% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 12.50% 

Race Percentage Marijuana 6.25% Methadone 0.00% 

White 93.75% PCP 0.00% Oxycodone 18.75% 

African American 6.25%     Tramadol 6.25% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 52         

 Source: Somerset County Coroner 

 

Figure C56: Drug-Related Overdose Demographics & Drug Presence, Sullivan County, PA, 2015 

Sullivan 

Total Deaths 1 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 0.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 0.00% Heroin 0.00% Fentanyl 0.00% 

Unknown 100.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 0.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 100.00%         

Median Age Unknown         

 Source: Sullivan County Coroner 
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 Figure C57: Drug-Related Overdose Demographics & Drug Presence, Susquehanna County, PA, 2015 

Susquehanna 

Total Deaths 6 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 83.33% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 16.67% Heroin 0.00% Fentanyl 16.67% 

Unknown 0.00% Methamphetamine 33.33% Hydrocodone 16.67% 

Race Percentage Marijuana 16.67% Methadone 16.67% 

White 100.00% PCP 0.00% Oxycodone 16.67% 

African American 0.00%     Tramadol 16.67% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 36         

 Source: Susquehanna County Coroner 

 

Figure C58: Drug-Related Overdose Demographics & Drug Presence, Tioga County, PA, 2015 

Tioga 

Total Deaths 3 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 0.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 0.00% Heroin 0.00% Fentanyl 0.00% 

Unknown 100.00% Methamphetamine 0.00% Hydrocodone 0.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 0.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 100.00%         

Median Age Unknown         

 Source: Tioga County Coroner 
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 Figure C59: Drug-Related Overdose Demographics & Drug Presence, Union County, PA, 2015 

Union 

Total Deaths 2 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 100.00% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 0.00% Heroin 50.00% Fentanyl 0.00% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 50.00% 

Race Percentage Marijuana 0.00% Methadone 0.00% 

White 100.00% PCP 0.00% Oxycodone 0.00% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 30.5         

 Source: Union County Coroner 

 

Figure C60: Drug-Related Overdose Demographics & Drug Presence, Venango County, PA, 2015 

Venango 

Total Deaths 11 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 0.00% Cocaine 27.27% Acetyl Fentanyl 0.00% 

Female 0.00% Heroin 27.27% Fentanyl 18.18% 

Unknown 100.00% Methamphetamine 0.00% Hydrocodone 9.09% 

Race Percentage Marijuana 18.18% Methadone 9.09% 

White 90.91% PCP 0.00% Oxycodone 27.27% 

African American 9.09%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age Unknown         

 Source: Venango County Coroner 

  



UNCLASSIFIED 

UNCLASSIFIED  
 
 P a g e  | 66 

 Figure C61: Drug-Related Overdose Demographics & Drug Presence, Washington County, PA, 2015 

Washington 

Total Deaths 73 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 65.75% Cocaine 27.40% Acetyl Fentanyl 0.00% 

Female 34.25% Heroin 61.64% Fentanyl 30.14% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 9.59% 

Race Percentage Marijuana 17.81% Methadone 6.85% 

White 35.62% PCP 0.00% Oxycodone 35.62% 

African American 0.00%     Tramadol 0.00% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 64.38%         

Median Age 38         

 Source: Washington County Coroner 

 

Figure C62: Drug-Related Overdose Demographics & Drug Presence, Wayne County, PA, 2015 

Wayne 

Total Deaths 18 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 72.22% Cocaine 5.56% Acetyl Fentanyl 0.00% 

Female 27.78% Heroin 44.44% Fentanyl 22.22% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 11.11% 

Race Percentage Marijuana 16.67% Methadone 5.56% 

White 100.00% PCP 0.00% Oxycodone 33.33% 

African American 0.00%     Tramadol 5.56% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 34         

 Source: Wayne County Coroner 
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 Figure C63: Drug-Related Overdose Demographics & Drug Presence, Westmoreland County, PA, 2015 

Westmoreland 

Total Deaths 126 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 61.90% Cocaine 3.97% Acetyl Fentanyl 1.59% 

Female 38.10% Heroin 53.17% Fentanyl 19.84% 

Unknown 0.00% Methamphetamine 0.00% Hydrocodone 6.35% 

Race Percentage Marijuana 8.73% Methadone 10.32% 

White 96.83% PCP 0.00% Oxycodone 13.49% 

African American 3.17%     Tramadol 2.38% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 37         

 Source: Westmoreland County Coroner 

 

Figure C64: Drug-Related Overdose Demographics & Drug Presence, Wyoming County, PA, 2015 

Wyoming 

Total Deaths 7 

   

  

Gender Percentage Illicit Drugs Percentage Opioids Percentage 

Male 71.43% Cocaine 0.00% Acetyl Fentanyl 0.00% 

Female 28.57% Heroin 71.43% Fentanyl 28.57% 

Unknown 0.00% Methamphetamine 14.29% Hydrocodone 0.00% 

Race Percentage Marijuana 14.29% Methadone 14.29% 

White 100.00% PCP 0.00% Oxycodone 14.29% 

African American 0.00%     Tramadol 42.86% 

Hispanic 0.00%         

Asian 0.00%         

Unknown 0.00%         

Median Age 37.5         

 Source: Wyoming County Coroner 
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Figure C65: Drug-Related Overdose Demographics & Drug Presence, York County, PA, 2015 

York 

Total Deaths 99   

Gender Percentage Illicit Drugs* Percentage Opioids* Percentage 

Male 61.62% Cocaine 6.12% Acetyl Fentanyl 6.12% 

Female 38.38% Heroin 62.24% Fentanyl 34.69% 

Unknown 0.00% Methamphetamine 1.02% Hydrocodone 4.08% 

Race  Percentage Marijuana 13.27% Methadone 5.10% 

White 84.85% PCP 0.00% Oxycodone 13.27% 

African American 7.07%     Tramadol 1.02% 

Hispanic 4.04%         

Asian 0.00%         

Unknown 4.04%         

Median Age 34         

*Drug percentages calculated on 98 deaths for which drug information was provided 

  Source: York County Coroner 
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Our Department History

• Act 50 of 2010 – Amends Section 201 of the Administrative Code of 1929 by adding the 
Department of Drug and Alcohol Programs (DDAP) to other Commonwealth Departments 
performing the executive and administrative work of the Commonwealth.

• July 1, 2012 – The Department, formerly under the Department of Health, became a 
Department in its own right.  Key statutory powers and duties include:

 Coordination of the efforts of all State agencies in the control, prevention, intervention, treatment, rehabilitation, 
research, education and training aspects of drug and alcohol abuse and dependence problems so as to avoid 
duplications and inconsistencies in the efforts of the agencies;

 To require all appropriate State and local departments, agencies, institutions, to submit no less than annually, 
reports detailing activities and effects of implementation and recommending appropriate amendments to the 
State Plan.  
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To engage, coordinate and lead the Commonwealth’s effort to prevent and reduce drug, alcohol and 
gambling addiction and abuse; and to promote recovery, thereby reducing the human and economic 

impact of the disease.

Pennsylvanians living free, or in recovery, from 
drug, alcohol and gambling addiction, resulting in 
safer, healthier, more productive and fulfilling 
lives.
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Mission



Prevention 
Prevention is a critical task to reduce the rate of SUD and overdose in the coming years. 

Pennsylvania’s prevention system is built on an Evidence Based model used at the federal level called the 
Strategic Prevention Framework (SPF).  PA requires the SCAs to use the SPF model which has 5 steps:

1. Assess their prevention needs based on epidemiological data
2. Build prevention capacity to meet needs
3. Develop a strategic plan
4. Implement effective community prevention programs, policies, and practices
5. Evaluate their efforts for outcomes, which may be the greatest challenge because you won’t see outcomes for 

a much longer period of time compared to treatment.
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Prevention Strategies and Tools
• Education and community outreach:

Town hall meetings
Life Skills Training – an initiative created from the passage 

of the K-12 Drug and Alcohol Education Law
Collaboration with community coalitions 

• Prescribing guidelines

• Prescription Drug Monitoring Program

• Problem Gambling Prevention Program
5
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InterventionIntervention involves targeted efforts to support at risk individuals.

 Equipping municipal and state police with naloxone. Act 139 of 2014 made naloxone available to 
police, firefighters and family members and friends of those at risk of heroin or other opioid overdose.  
Through their efforts, nearly 1,000 overdoses have been reversed.  Currently, more than 320 
municipal police departments and 1,200 State Police patrol cars are equipped with naloxone through 
DDAP’s efforts. 

 Prescription Drug Take-Back Program.  Working in partnership with PCCD and PDDA, the Attorney 
General’s office and the National Guard, the goal of the program is to reduce the amount of 
prescription drugs available for potential misuse/abuse.  There are nearly 450 take-back boxes across 
60 of the Commonwealth’s 67 counties, approximately 100,000 pounds of prescription drugs have 
been collected and properly destroyed since 2015.

 Fetal Alcohol Syndrome and Neonatal Abstinence Syndrome. Campaigns for awareness and 
support for this vulnerable population affected by exposure to substances 
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Intervention (continued)

 Methadone Death and Serious Incident Review Team. Examines incidents associated with 
methadone to identify risk factors and develop recommendations to reduce future incidents. Annual 
reports indicate significant issues with co-prescribing of methadone and benzodiazepines, as well as 
the need for clinically appropriate treatment, for example when individuals continue to experience 
substance use while on methadone. 

 Warm hand-off.  Understanding that overdose is a critical time for access to treatment, DDAP has 
implemented a new policy on “warm handoff,” where emergency medical personnel coordinate with 
SUD professionals for a smooth treatment engagement. The Department has incorporated contractual 
changes with the Single County Authorities (SCA) in its 2015-2020 grant agreement that requires each 
county drug and alcohol agency to create a process for direct referral from the ED. 

 Student Assistance Program.  This evidence based approach involves the coordination of a range of 
professionals to identify, screen, and refer at-risk youth to appropriate SUD clinical services.
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Overdose Task Force  
In an effort to directly address the overdose problem in Pennsylvania, DDAP created the Overdose Rapid 
Response Task Force (ODRRTF) in 2013.  It was later renamed the Overdose Task Force, and consists of a 
diverse statewide group of law enforcement, healthcare professionals, coroners, and government officials.  The 
task force is focused on improving methods of reducing overdoses by establishing rapid and reliable lines of 
communication about drug trends between emergency health care providers, law enforcement, and drug treatment 
providers. The task force facilitates a range of interventions including:

• Determine particular overdose trends as a proactive/preventative measure;
• Determine what avenues can be established to communicate trends between different disciplines and state 

agencies (law enforcement, coroners, healthcare, treatment);
• Determine cross-system collaborative efforts between law enforcement, health and substance abuse providers 

for addressing identified trends/issues in a more robust fashion;
• Avert an upsurge in use of a particular trending substance;
• Prevent overdose deaths.

8



Overdose Task Force

There are five workgroups that have been established and tasked with achieving particular 
objectives which have become cornerstones in the SUD intervention efforts including:

1. Coroners Workgroup

2. Health Department Epidemiologic Workgroup

3. Treatment/Warm Hand-off Workgroup

4. Information Sharing Workgroup

5. Naloxone Workgroup
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Treatment
 For those with existing SUD, assessment, referral and treatment with clinical integrity is 

critical to establishment of recovery.  
 Like penicillin, SUD treatment is only effective when received at its proper dosage (intensity) 

and duration, which are the most predictive factors of successful recovery.  Under treatment 
leads to a predictable recurrence of the symptoms of disease.

 Effective treatment addresses a range of causes of addiction including coping skills deficits, 
relationship issues, trauma, relapse prevention skills, thinking errors and cultural/social 
vulnerabilities (e.g. peer pressure)

 Get Help Now resource

 Building Bridges to Recovery

 Targeted programs for pregnant women and women with children

10



Treatment (continued)

 Workforce Development.  
 Engaging the recovery community into the workforce
 Development of career path
 Training/retaining existing workforce
 Latino workforce development workgroup

 Rate Setting

 Training 
 SUD Workforce training
 SUD cross-training of criminal justice professionals, child welfare, mental health treatment, medical and other professionals
 Behavioral Health Manage Care Organization training in level of care placement standards

 Funding
 Coordinating/maximizing use of existing funding streams

 Compulsive and Problem Gambling Program
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Recovery Supports

• Recovery Housing: DDAP has formed a task force to develop recommendations for safe recovery 
housing which could be used as a guide to ensure that programs receiving funding maintain basic 
standards of safety. 

• Peer Support Services: The Department supports training for individuals in recovery to obtain 
designation as a Certified Recovery Specialist. This certification assists in employment and entry to 
the workforce.

• Recovery Organizations: The Department supports the Pennsylvania Recovery Organization Alliance 
(PRO-A), our statewide organization of Recovery Community Organizations. This organization reflects 
the voice of the recovery community, has completed a workforce development survey, and advanced 
anti-stigma efforts in the Commonwealth.
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Collaborative Efforts

 DDAP State Plan outlines a range of collaborative efforts across agencies, a sample of 
ongoing and new initiatives are included below:

 DUI Treatment Compliance Project

 Building Bridges to Recovery

 Maximizing Medicaid Funds for Ex-Offenders 

 Exploring the use of unused Commonwealth buildings for SUD treatment facilities

 Improving access to vocational rehabilitation for those in need. 
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Collaborative Efforts (continued)

 Streamlining of dual licensing(SUD/MH) by reducing duplicative review of the same requirements

 Coordination to facilitate clemency review for those with long term recovery from SUD 

 Collaborations with local and regional medical schools to improve SUD implementation in curriculum 
and continuing education

 Development and Implementation of Prescribing Practices to reduce risks associated with over 
prescribing of opioids

 Enforcement of existing state and local laws protecting access to SUD treatment funding
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Goals and Plan

• Goal 1 – Develop State Plan for substance use disorders and 
problem gambling.

• Goal 2 – Gather and analyze trending data in order to 
maximize the effectiveness of our efforts in prevention, 
intervention, treatment and recovery.

• Goal 3 – Identify and promote best practices and policies to 
ensure full access to high quality and cost effective 
prevention, intervention, treatment and recovery support 
services.

• Goal 4 – Increase effectiveness of PA’s drug, alcohol and 
gambling prevention and treatment efforts by promoting and 
establishing federal, state, and local collaboration.

• Goal 5 – Develop, and expand, a highly competent, dedicated 
and efficient workforce and infrastructure to ensure the 
Department accomplishes its mission and achieves its goals.

• Goal 6 – Ensure a system of continuous quality improvement 
(CQI).

15



Challenges - Funding
• Funding

o The Department was funded for the prevention, intervention and treatment of SUD.  The 
Department was not funded for the emergency response needed  for the Opioid epidemic 
which has hit since the inception of the Department.

o The Department has had a 25% reduction in federal Substance Abuse Prevention & 
Treatment Block Grant Funding.  

o Parity requires that SUD treatment be given the same funding, care and professional attention 
as other diseases.  While there have been strides in this direction, there is a lot further to go, 
especially for Medicare and veterans. 
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Challenges – Staffing & Infrastructure

• Staffing
o DDAP was staffed for general operations.  However, additional staffing is needed to fully realize 

the vision of the Department and be responsive to the current opioid epidemic

• Infrastructure
o With the success of Medicaid expansion, funding for treatment has increased.  This has strained 

the treatment system capacity which needs infrastructure and workforce development to manage 
the increased number of referrals. 
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SECTION ONE

The Challenge



Nationally



Dramatic Increase in Total Overdose Deaths
(1979 to 2014)

500% to 1200% Increase from 1979 to 2014!!!







Overdose Deaths Synopsis

 From 2000 to 2010:
– Opioid Deaths Increased by 360%
– Heroin Deaths Increased by 42.8%

 From 2010 to 2014:
– Opioid Deaths Increased by Less than 10%
– Heroin Deaths Increased by 340%

 In 2014, 
– Still 73% More Overdose Deaths From Opioids 

than Heroin



Pennsylvania





+1834%

+1099%

+1038%









OVERDOSE DEATH RATE BY COUNTY
2007 – 2011 



OVERDOSE DEATH RATE BY COUNTY
2014 



Pennsylvania
(Last Two Years)









Strategy 1 -- Prevention

Consciousness Raising

Reduce Availability

Education



Strategy 1 -- Prevention
Raise Consciousness
– Especially Effective with This Crisis

• Significant Lack Of Knowledge
• People Getting “Unintentionally” Addicted

• Large Number Of Fatalities
• Diversity Of Victims

• How Many PSA’s Do You See About 

Texting? 
• How Many PSA’s Do You See About This 

Crisis? 



Strategy 1 -- Prevention

Educate Prescribers (Doctors)

Traditional Law Enforcement Tactics

Reduce Availability
– Drug Take-Back Boxes
– Drug Take-back Days









Strategy 2 -- Intervention

Provide life-saving assistance to 
overdose victims that is as swift 
and as coordinated as possible.

Police Officers carrying Naloxone

Make Naloxone Available to Public





The Center for Rural Pennsylvania
July 2015

 82 percent of departments were not 
carrying naloxone. More are today.

Reliance on EMTs and cost 
concerns are two major reasons why 
departments are not carrying 
naloxone. 



Why Should PD’s Carry Naloxone?

 84% of PD’s responded to overdose 

calls within the last 12 months. 
– This response was consistent regardless of 

the location or size of the police department.

 55% of PD’s with overdose calls   

had overdose fatalities in the last    
12 months. 



Why Should PD’s Carry Naloxone?

These departments reported a 
total of 579 drug overdose 
fatalities. 

For 70% of overdose calls, the 
police were the first “First 

Responders.” 



900% Increase in  < 2 Years!



As of May 2016
Pennsylvania has exceeded 

1,000 Naloxone Saves 
Administered by Police!



Strategy 3 -- Treatment

Ensuring That Facilities Are Available

“Warm” Hand-off

Follow-up











The Future

“Do 

The
Math”





COMPARED TO A PERSON IN  THEIR 
40’s, AN 18 YEAR OLD IS:

MORE THAN 3 TIMES MORE LIKELY 
TO COMMIT:
– A CRIME
– A VIOLENT CRIME
– MURDER
– A CRIME AGAINST A STRANGER





From 1997 to 2007, 
“While No One Was Looking…”

 The Same Number of Babies Were Born As During 
the HIGHEST years of the “Baby Boom” (1956-60)

Take 1997 & Add 15 years =      2012
Take 2007 & Add 15 years =      2022
Crime-Prone Age is (15 to 25)

So Add 10 Years =       2033



Do The Math…

From now until 2032:
 “Crime-Prone Age” Already Starting  

To Grow In Size. 

Will Steadily Intensify Until…

 It Peaks From 2022 to 2032 



“Do The Math”

 15 – 25 Age Group –
– Disproportionately Crime-Prone 
– Age Group Will Be Growing in Size
– 10 X More Growing up in 1 Parent 

Homes than during “Baby Boom”

• Less Parental Supervision
• 3 Times As Likely To Be In Poverty

– Increase in Drug-Dependent Babies



About America’s “Broken” 

Criminal Justice System…



Many are saying that “Our Criminal Justice System 

is Broken…” and needs to be “Overhauled.”

But PLEASE REMEMBER:
– Since the mid-1990’s, major crime and 

violent crime (including murder) have 
been reduced by 50%! (See following 
charts)

– Pa. citizens and their families are 50% less 
likely to be a victim of serious or violent 
crime than 20 years ago!!









Homicide Rate By Race for 10-24 YOA
(1994 to 2010) 

Race 1994 2010 % Change
White           4.1           2.1             - 48.8%
Hispanic     23.3        10.0            - 57.1%
Blacks        60.6        28.8            - 52.5%



The Bottom Line
In 2014, there were 3,729 LESS 
murders of African Americans 
than in 1993!

That’s over 3,700 black lives 
saved in one year because of the 
20 year crime reduction!



The Bottom Line

No one is saying that our Criminal 
Justice system is perfect but…

Something IS working, and has made 
Americans 50 % less likely to be a 
victim of Serious Crime and Violent 
Crime, (including Murder)





Contact Information:
Chief Bill Kelly

Abington Township Chief of Police

Cell Phone: 267-228-9795
Email: wkelly3007@gmail.com
Consulting Topics: Police Chief Selections; Police 
Executive Training, Coaching, and Development;
Police Department Evaluations, etc. 
Training Topics: Police/Minority Relations, 
Community Policing, Organizational Change, 
Results Oriented Policing and Enforcement, 
Accreditation, Body Cameras, The Drug Overdose 
Crisis

mailto:wkelly3007@gmail.com


The Next Three “Tiles:”

Demonstrate the change in 
Sentencing Policies at the State & 
Federal Level (Rate of Incarceration 
and Length of Incarceration, etc.)
Some experts believe that this is the 
primary reason for the dramatic 
reduction in crime over the last two 
decades. 



Increase In “Time Served” 

By Crime Type



Increase In “Number of 

Commitments” By Crime Type



Reduction in Crime Rates vs. 
Increase in Incarceration Rate







July 18, 2016 Testimony 
 
Valerie A. Arkoosh, MD, MPH 
Vice Chair, Montgomery County Board of Commissioners 
Interim Medical Director 
 
My name is Dr. Valerie Arkoosh.  I currently serve as Vice-Chair of the Montgomery County 
Board of Commissioners and as the Interim Medical Director for the Montgomery County 
Department of Health.  I want to thank Representative Dean and Representative Sturla for holding 
this policy hearing today and inviting me to share what we have learned and accomplished in 
Montgomery County as we work together to combat the opioid overdose epidemic that is plaguing 
our communities.   
 
By way of background, I am a physician anesthesiologist who practiced medicine in Philadelphia 
teaching hospitals for over 20 years.  Frustrated by seeing too many of my patients fall through the 
cracks in our system, I returned to school to obtain my Master of Public Health with a focus in 
U.S. Health Policy from the Johns Hopkins Bloomberg School of Public Health.  I am honored to 
serve the 820,000 residents in Montgomery County as their County Commissioner and hope that 
through dialogues like the one that we are having today, we can find ways to work together even 
more effectively to combat this crisis. 
 
Background 
Opiate overdose deaths continue to be a major public health problem in the United States. 
According to the just published Drug Enforcement Administration Philadelphia Field Division 
report, in 2014 Pennsylvania ranked eighth in the U.S. in drug overdose deaths (21.9 per 100,000 
people); in 2015 3,383 drug-related overdose deaths were reported in Pennsylvania, an increase of 
23.4% from the total number reported in 2014.  Between 2009 and 2014, deaths due to opiates in 
Montgomery County increased by 72%.  Just over half (51%) were attributed to heroin.  
According to data provided by the Montgomery County Coroner’s office, we continue to see an 
annual increase in opioid overdose deaths which includes a 12% increase from 2014 to 2015.  
While the current increase in death rate has slowed slightly, it is evident that opioid related deaths 
continue to climb and will continue to do so without a comprehensive approach to combat this 
growing epidemic. 
 
Montgomery County Overdose Task Force formation 
It is these staggering death rates that precipitated the need for action in Montgomery County.  In 
late 2014, Commissioner Josh Shapiro established the Montgomery County Overdose Taskforce 
bringing together various disciplines to develop a multi-faceted approach to reducing opioid 
overdose deaths. The Taskforce understands that addiction is a disease, not a crime, and has 
oriented its work toward prevention, intervention, treatment and problem evaluation.   
Shortly thereafter, in early 2015, the Task Force developed an implementation plan that 
encompassed a positive community-based focus on short term and long term recommendations.   
 
Our multidisciplinary team brings a spectrum of both field expertise and direct experience that 
includes law enforcement, public safety, public health, drug treatment service providers, as well as 
the medical community. It also includes representation from County departments that have been 



able to leverage resources to maximize community outreach efforts while addressing population 
specific needs using best practice and evidence based models in prevention and intervention. 
 
Progress highlights to date 
The Task Force has been vigilant in intervention and prevention activities. Some of the highlights 
include: 

• Reduced access to prescription medication: The District Attorney’s office in partnership 
with local law enforcement has implemented 32 Medication Drop Boxes for the safe and 
secure disposal of unused/unwanted prescription medication.  At a recent Drug Take Back 
event held in April, over 5,600 lbs of medication was collected in one day. 

• Prevention education: Over 5,000 students have been educated on the dangers of 
medication misuse and heroin, sponsored by the District Attorney’s office. 

• Community awareness: 15 out of our 22 school districts participated in an overdose 
outreach billboard contest creating advertising displays on the dangers of substance 
misuse. 

• Promotional & Social Media campaign: development of an online platform of 
educational materials related to opioid misuse, naloxone access, prescribing guidelines and 
current, up to date resources: www.montcopa.org/overdoseprevention  

• Naloxone for first responders: In the spring of 2015, using drug forfeiture funds, the 
Montgomery County District Attorney made naloxone available at no cost to any police 
department in the county.  These first responders carry and administer naloxone under the 
standing order signed by Physician General Levine in April, 2015. 
 

Naloxone Standing Order: A critical turning point 
 
In October, 2015, serving in my dual role as interim Medical Director for Montgomery County 
Health Department, I issued a Standing Order covering Montgomery County pharmacies making 
naloxone available to the public without a prescription at any participating pharmacy.  Individuals 
can simply walk up to the pharmacy desk and ask for naloxone. This was a critical step toward 
empowering individuals throughout the county to have access to this lifesaving antidote.  In order 
to maximize the impact and reach of this standing order, our Health Department staff has 
contacted every pharmacy in Montgomery County and worked closely with those that are 
participating in this program to provide them with free educational material to be given to anyone 
requesting naloxone. These materials include information on how to directly connect those in need 
to treatment services.  Through our County Standing Order, we are fostering relationships among 
our pharmacies, County departments and service providers to work synergistically towards a 
common cause, saving lives. 
 
Naloxone is safe, effective, and has no abuse potential.  Naloxone is the best means of preventing 
opioid-related overdose deaths. Creating opportunities for increased access to naloxone is at the 
forefront of our County’s progress in saving lives and has been a critical turning point in 
expanding community outreach.  In order to receive treatment, you have to be alive. We will 
continue to save a life until that individual is ready to accept treatment. 
 
 
 
 

http://www.montcopa.org/overdoseprevention


Naloxone Progress Update 
• Currently, 29 of 49 Police Departments carry naloxone while on duty,  

a 37% increase from 2015. Of special note, naloxone is made available at no cost to 
municipal police departments and first responder units using our District Attorney’s office 
drug forfeiture funds.  Since the program started in mid- 2015, there have been 84 
naloxone administrations and at least 70 documented saves across the County (in 7 cases 
the disposition of the individual was not reported and in 7 cases the individual did not 
respond to naloxone). 

• As a result of extensive pharmacy outreach, 24 independently owned pharmacies our 
participating in our program and have dispensed 359 naloxone kits to the general public to 
date under the County Standing Order.  Additionally, five chain pharmacies are also 
dispensing naloxone using a standing order by Physician General Levine.    

• In early May of this year, I invited leaders from the 22 colleges and universities in 
Montgomery County to participate in an open dialogue with members of our Overdose 
Taskforce to educate them on the importance of access to naloxone on campus.  College 
campus safety and health care providers were provided tangible strategies to incorporate 
and contribute to overdose prevention among their student population.  As a result of the 
meeting we now have at least 6 of our colleges and universities actively planning to have 
naloxone on campus starting this fall.  We have begun similar outreach to our 22 
Montgomery County School Districts and had a successful preliminary meeting in June. 

• In addition to the pharmacies participating in the Standing Order, naloxone has been 
available since June 2016, at no cost in our three Health Department Clinics for income 
qualifying individuals using grant funds from the Montgomery County Office of Drug and 
Alcohol Programs.  To date we have dispensed 7 kits.  This past week the Health 
Department sent a letter to every pharmacy in the County to alert them to the availability of 
naloxone at the clinics. 

 
 
Next Steps: Treatment and Prevention 
Treatment 
Montgomery County Office of Drug and Alcohol has begun implementing a county-wide protocol 
often referred to as a ‘warm hand off’ that enlists Case Managers and Certified Recovery 
Specialists to assist in immediately moving identified overdose survivors from the hospital 
Emergency Department into a treatment facility.  However, the availability of detox and treatment 
beds is a formidable challenge. 
 
In FY15/16, the PA State Department of Drug and Alcohol Programs was allocated an additional 
$5 million dollars to deal with the opioid epidemic.  Montgomery County received $206,000 and 
used those dollars to pay for naloxone at our Health Departments for those who cannot afford to 
purchase it, to create 16 new beds for young opiate substance users in partnership with Eagleville 
Hospital, and to start the “warm hand-off” project.  We are pleased that Pottstown Memorial 
Medical Center is up and running with the “warm hand-off” project and we look forward to 
assessments of this program during the next year.  
 
In Montgomery County we are fortunate to have a very successful Drug Treatment Court, run by 
Judge Steven O’Neill.  Drug Treatment Court is an excellent alternative for individuals arrested on 
non-violent drug offences as it emphasizes treatment rather than incarceration. 



 
We are encouraged by the $15 million in new state funding coupled with the $5.4 federal 
Medicaid funding that Governor Wolf has secured to create Opioid Use Disorder (OUD) Centers 
of Excellence that will treat approximately 4,500 people that currently are not able to access 
treatment.  We are pleased that one of those centers, Resources for Human Development Inc. is in 
Montgomery County.  As a physician, I am particularly pleased to see that these centers will 
integrate treatment for substance abuse, mental health, physical health, and wrap-around services 
with the mission of helping to ensure patients get all the types of care proven to promote recovery. 
 
Prevention 
Addiction is a disease for which there is no cure.  Stigma associated with addiction remains high 
among the community at large and the resources available for treatment of this lifelong chronic 
disease are inadequate.  Therefore, prevention is key. 
 
We continue to utilize community outreach to educate everyone in Montgomery County on the 
steps that each individual can take to prevent opioid overdose deaths.  
 

• Encouragement and education is needed for providers to consider non-opioid treatment of 
pain whenever possible. When opioids are necessary, to follow published opioid 
prescribing guidelines and to always prescribe the smallest number of pills possible to 
reduce the amount of unused medication sitting in a medicine cabinet.  We encourage 
pharmacies to share information on how to properly dispose of unused opioids.  

• Ensuring naloxone is accessible and affordable requires targeted funding for education 
campaigns to ensure that the public is aware that this life-saving antidote is readily 
available and in future years funding will be needed to cover the ongoing costs of law 
enforcement and first responders who carry this drug, and individuals who cannot afford to 
purchase it. 

• Currently, some private insurers’ pre-authorization policies impede an individual’s access 
to naloxone making the process confusing and often frustrating.  I’d like to commend 
Independence Blue Cross for recently removing a pre-authorization requirement for 
Narcan nasal spray. 

 
Recommendations 

• Work closely with the provider community to reinforce the recommendations already 
made by the Pennsylvania Medical Society to promote responsible prescribing and non-
opioid treatment of pain.  It will be important for both public and private insurers to cover 
non-opioid pain treatments. 

• Encourage all schools to take advantage of no-cost educational opportunities for their 
students offered by our County and others. 

• Remember that treatment of opioid addiction is a marathon, not a sprint.  Resources to pay 
for evidence-based treatment must continue to grow and, very importantly, be sustained 
over time.  Addiction is a life-long medical problem. 

• Broaden the liability protections for naloxone.  As we have aggressively reached out to our 
schools, Colleges and Universities in the county we have found nearly all are very 
interested in having naloxone on campus but have some important questions about whether 



or not they are covered by the liability protections in Act 139.  I urge you to rapidly 
consider adoption of one of the following amendments: 

• An amendment to The Controlled Substance, Drug, Device and Cosmetic Act, expanding 
upon the amendments enacted by Act 139, to provide for the administration of naloxone by 
security officers at K-12 schools and universities. 
 

•  An amendment to The Controlled Substance, Drug, Device and Cosmetic Act, expanding 
upon the amendments enacted by Act 139, to provide for the administration of naloxone by 
social services providers. 
  

• Preferred: An amendment to the Judicial Code providing for Good Samaritan protection 
for individuals who administer naloxone in an emergency, and providing protection for 
organizations that keep naloxone on hand in the event of such an emergency.  This 
amendment is based upon a similar Good Samaritan provision in the Judicial Code for 
automated external defibrillators. 

 
 
These recommendations serve as our roadmap and when led by state and county officials in close 
collaboration with public and private partners both locally and regionally, we will build a stronger 
force in our efforts to reduce opioid overdose deaths across our region. 
 
Thank-you for this opportunity to share our Montgomery County efforts to battle opioid overdose 
deaths.  We welcome the opportunity to work with you to end this epidemic once and for all. 
 
 
 
  



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ADDENDUM 
  



Amendment to The Controlled Substance Act - Social Services Groups: 
 

AN ACT 
  
Amending the act of April 14, 1972 (P.L.233, No.64), entitled "An 

act relating to the manufacture, sale and possession of 
controlled substances, other drugs, devices and cosmetics; 
conferring powers on the courts and the secretary and 
Department of Health, and a newly created Pennsylvania Drug, 
Device and Cosmetic Board; establishing schedules of 
controlled substances; providing penalties; requiring 
registration of persons engaged in the drug trade and for the 
revocation or suspension of certain licenses and 
registrations; and repealing an act," providing for expanded 
drug overdose response immunity. 

  
The General Assembly of the Commonwealth of Pennsylvania 

hereby enacts as follows: 
  

Section 1.  The act of April 14, 1972 (P.L.233, No.64), known 
as The Controlled Substance, Drug, Device and Cosmetic Act, is 
amended by adding sections to read: 

Section 13.7.  Drug Overdose Response Immunity.--(a)  A person 
may not be charged and shall be immune from prosecution for any 
offense listed in subsection (b) and for a violation of probation 
or parole if the person can establish the following: 

(1)  law enforcement officers only became aware of the 
person's commission of an offense listed in subsection (b) 
because the person transported a person experiencing a drug 
overdose event to a law enforcement agency, a campus security 
office or a health care facility; or 

(2)  all of the following apply: 
(i)  the person reported, in good faith, a drug overdose event 

to a law enforcement officer, the 911 system, a campus security 
officer or emergency services personnel and the report was made 
on the reasonable belief that another person was in need of 
immediate medical attention and was necessary to prevent death or 
serious bodily injury due to a drug overdose; 

(ii)  the person provided his own name and location and 
cooperated with the law enforcement officer, 911 system, campus 
security officer or emergency services personnel; and 

(iii)  the person remained with the person needing immediate 
medical attention until a law enforcement officer, a campus 
security officer or emergency services personnel arrived. 

(b)  The prohibition on charging or prosecuting a person as 
described in subsection (a) bars charging or prosecuting a person 
for probation and parole violations and for violations of section 
13(a)(5), (16), (19), (31), (32), (33) and (37). 



(c)  Persons experiencing drug overdose events may not be 
charged and shall be immune from prosecution as provided in 
subsection (b) if a person who transported or reported and 
remained with them may not be charged and is entitled to immunity 
under this section. 

(d)  The prohibition on charging or prosecuting a person as 
described in this section is limited in the following respects: 

(1)  This section may not bar charging or prosecuting a person 
for offenses enumerated in subsection (b) if a law enforcement 
officer obtains information prior to or independent of the action 
of seeking or obtaining emergency assistance as described in 
subsection (a). 

(2)  This section may not interfere with or prevent the 
investigation, arrest, charging or prosecution of a person for 
the delivery or distribution of a controlled substance, drug-
induced homicide or any other crime not set forth in subsection 
(b). 

(3)  This section may not bar the admissibility of any 
evidence in connection with the investigation and prosecution for 
any other prosecution not barred by this section. 

(4)  This section may not bar the admissibility of any 
evidence in connection with the investigation and prosecution of 
a crime with regard to another defendant who does not 
independently qualify for the prohibition on charging or 
prosecuting a person as provided for by this section. 

(e)  In addition to any other applicable immunity or 
limitation on civil liability, a law enforcement officer or 
prosecuting attorney who, acting in good faith, charges a person 
who is thereafter determined to be entitled to immunity under 
this section shall not be subject to civil liability for the 
filing of the charges. 

(f)  As used in this section, the following words and phrases 
shall have the meanings given to them in this subsection unless 
the context clearly indicates otherwise: 

"911 system."  A system, including enhanced 911 service and a 
wireless E-911 system, that permits a person dialing 911 by 
telephone to be connected to a public safety answering point, via 
normal telephone facilities, for the reporting of police, fire, 
medical or other emergency situations. 

"Campus security officer."  An employee of an institution of 
higher education charged with maintaining the safety and security 
of the property of the institution and the persons on the 
property. 

"Drug overdose event."  An acute medical condition, including, 
but not limited to, severe physical illness, coma, mania, 
hysteria or death, which is the result of consumption or use of 
one or more controlled substances causing an adverse reaction. A 
patient's condition shall be deemed to be a drug overdose if a 



prudent layperson, possessing an average knowledge of medicine 
and health, would reasonably believe that the condition is in 
fact a drug overdose and requires immediate medical attention. 

"Emergency services personnel."  Individuals, including a 
trained volunteer or a member of the armed forces of the United 
States or the National Guard, whose official or assigned 
responsibilities include performing or directly supporting the 
performance of emergency medical and rescue services or 
firefighting. 

"Law enforcement officer."  A person who by virtue of the 
person's office or public employment is vested by law with a duty 
to maintain public order or to make arrests for offenses, whether 
that duty extends to all offenses or is limited to specific 
offenses, or a person on active State duty under 51 Pa.C.S. § 508 
(relating to active duty for emergency). 

 “Social services provider.”  A person or organization, 
whether for-profit, non-profit or governmental, whose primary 
activity is the provision of social services to the general 
public. 

Section 13.8.  Drug Overdose Medication.--(a)  The department, 
in carrying out its duties under 28 Pa. Code Ch. 1023 (relating 
to personnel), shall have the following duties: 

(1)  By December 31, 2014, amend the prehospital practitioner 
scope of practice of emergency medical services providers to 
include the administration of naloxone. 

(2)  In consultation with the Pennsylvania Emergency Health 
Services Council, implement training, treatment protocols, 
equipment lists and other policies and procedures for all types 
of emergency medical services providers. 

(3)  In consultation with the Department of Drug and Alcohol 
Programs, develop or approve training and instructional materials 
about recognizing opioid-related overdoses, administering 
naloxone and promptly seeking medical attention. The training and 
instruction materials shall be provided free of charge on the 
Internet. 

(b)  A law enforcement agency, fire department, or fire 
company or social services provider may enter into written 
agreements with emergency medical services agencies, with the 
consent of that agency's medical director or a physician, to do 
the following: 

(1)  Obtain a supply of naloxone. 
(2)  Authorize a law enforcement officer, or firefighter or 

social services provider who has completed training under 
subsection (a)(2), or who has received the training and 
instructional materials under subsection (a)(3), to administer 
naloxone to an individual undergoing or believed to be undergoing 
an opioid-related drug overdose. 



(c)  Notwithstanding any other law to the contrary, a health 
care professional otherwise authorized to prescribe naloxone may 
dispense, prescribe or distribute naloxone directly or by a 
standing order to an authorized law enforcement officer, or 
firefighter or social services provider in accordance with an 
agreement under subsection (b) or to a person at risk of 
experiencing an opioid-related overdose or family member, friend 
or other person in a position to assist a person at risk of 
experiencing an opioid-related overdose. 

(d)  The provisions of the act of September 27, 1961 
(P.L.1700, No.699), known as the "Pharmacy Act," shall not apply 
to a law enforcement officer, or firefighter or social services 
provider who stores naloxone pursuant to an agreement under 
subsection (b), and in accordance with directions from the health 
care professional that prescribed, dispensed or distributed the 
naloxone, or to a person or organization acting at the direction 
of a health care professional authorized to prescribe naloxone so 
long as such activities are undertaken without charge or 
compensation. 

(e)  (1)  A licensed health care professional who, acting in 
good faith, prescribes or dispenses naloxone shall not be subject 
to any criminal or civil liability or any professional 
disciplinary action for: 

(i)  such prescribing or dispensing; or 
(ii)  any outcomes resulting from the eventual administration 

of naloxone. 
(2)  The immunity under paragraph (1) shall not apply to a 

health professional who acts with intent to harm or with reckless 
indifference to a substantial risk of harm. 

(f)  (1)  A person, law enforcement agency, fire department, 
or fire company or social services provider under subsection 
(b)(2) or (c) who, acting in good faith and with reasonable care, 
administers naloxone to another person whom the person believes 
to be suffering an opioid-related drug overdose: 

(i)  Shall be immune from criminal prosecution, sanction under 
any professional licensing statute and civil liability for such 
act. 

(ii)  Shall not be subject to professional review for such 
act. 

(iii)  Shall not be liable for any civil damages for acts or 
omissions resulting from such act. 

(2)  Receipt of training and instructional materials that meet 
the criteria of subsection (a) and the prompt seeking of 
additional medical assistance shall create a rebuttable 
presumption that the person acted with reasonable care in 
administering naloxone. 

(g)  Nothing in this section shall be interpreted to limit any 
existing immunities for emergency response providers and others 



provided for under 42 Pa.C.S. § 8332 (relating to emergency 
response provider and bystander good Samaritan civil immunity). 
 
  



Addition of Good Samaritan Protection for Naloxone: 
 

AN ACT 
  
Amending Title 42 (Judiciary and Judicial Procedure) of the 

Pennsylvania Consolidated Statutes, providing for good 
Samaritan civil immunity for the administration of naloxone. 

  
The General Assembly of the Commonwealth of Pennsylvania 

hereby enacts as follows: 
Section 1. Title 42 is amended by adding a section to read: 
 

§ 8331.4.  Good Samaritan civil immunity for administration of 
naloxone 

(a)  General rule. — Any person or organization who in good 
faith acquires and maintains the overdose-reversal medication 
naloxone or administers naloxone in an emergency shall not be 
liable for any civil damages as a result of any acts or 
omissions by an individual administering, except if acts or 
omissions intentionally designed to harm or any grossly 
negligent acts or omissions result in harm to the individual 
receiving the naloxone treatment. 

(b)  Requirements. — Any person or organization who acquires 
and maintains the overdose-reversal medication naloxone for use 
in accordance with this section shall: 

(1)  Ensure that any individual expected to administer 
naloxone receive training pursuant to subsection (c). 

(2)  Maintain the supply of naloxone in a safe but 
accessible location, and ensure that the supply is replaced 
prior to the expiration date provided by the manufacturer. 

(3)  Provide instruction requiring the individual 
administering the naloxone to utilize available means to 
immediately contact emergency medical services. 

(4)  Assure that any appropriate data or information is made 
available to emergency medical services personnel or other 
health care providers as requested. 

(c)  Training. — For purposes of this section, individuals 
expected to administer naloxone shall complete training 
regarding recognizing opioid-related overdoses and administering 
naloxone consistent with the Department of Health of the 
Commonwealth of Pennsylvania, in consultation with the 
Pennsylvania Department of Drug and Alcohol Programs. 

(d)  Obstruction of emergency medical services personnel. — 
Nothing in this section shall relieve a person who administers 
naloxone from civil damages when that person obstructs or 
interferes with care and treatment being provided by emergency 
medical services personnel or a health professional. 



(e)  Exception. — Any individual who lacks the training set 
forth in subsection (c) but who has access to naloxone and in 
good faith administers naloxone in an emergency as an ordinary, 
reasonably prudent individual would do under the same or similar 
circumstances shall receive immunity from civil damages as set 
forth in subsection (a). 

(f)  Definitions. — As used in this section, the following 
words and phrases shall have the meanings given to them in this 
subsection: 
"Drug overdose event."  An acute medical condition, including, 

but not limited to, severe physical illness, coma, mania, 
hysteria or death, which is the result of consumption or use of 
one or more controlled substances causing an adverse reaction.  

 “Emergency.” —A situation where an individual is believed 
to be experiencing a drug overdose event or is in need of 
immediate medical attention to prevent death or serious injury. 

“Good faith.” —Includes a reasonable opinion that the 
immediacy of the situation is such that the administration of 
naloxone should not be postponed until emergency medical 
services personnel arrive or the person is hospitalized. 

 
 

  



Amendment to The Controlled Substance Act - Educational institutions: 
 

AN ACT 
  
Amending the act of April 14, 1972 (P.L.233, No.64), entitled "An 

act relating to the manufacture, sale and possession of 
controlled substances, other drugs, devices and cosmetics; 
conferring powers on the courts and the secretary and 
Department of Health, and a newly created Pennsylvania Drug, 
Device and Cosmetic Board; establishing schedules of 
controlled substances; providing penalties; requiring 
registration of persons engaged in the drug trade and for the 
revocation or suspension of certain licenses and 
registrations; and repealing an act," providing for expanded 
drug overdose response immunity. 

  
The General Assembly of the Commonwealth of Pennsylvania 

hereby enacts as follows: 
  

Section 1.  The act of April 14, 1972 (P.L.233, No.64), known 
as The Controlled Substance, Drug, Device and Cosmetic Act, is 
amended by adding sections to read: 

Section 13.7.  Drug Overdose Response Immunity.--(a)  A person 
may not be charged and shall be immune from prosecution for any 
offense listed in subsection (b) and for a violation of probation 
or parole if the person can establish the following: 

(1)  law enforcement officers only became aware of the 
person's commission of an offense listed in subsection (b) 
because the person transported a person experiencing a drug 
overdose event to a law enforcement agency, a campus security 
office or a health care facility; or 

(2)  all of the following apply: 
(i)  the person reported, in good faith, a drug overdose event 

to a law enforcement officer, the 911 system, a campus security 
officer or emergency services personnel and the report was made 
on the reasonable belief that another person was in need of 
immediate medical attention and was necessary to prevent death or 
serious bodily injury due to a drug overdose; 

(ii)  the person provided his own name and location and 
cooperated with the law enforcement officer, 911 system, campus 
security officer or emergency services personnel; and 

(iii)  the person remained with the person needing immediate 
medical attention until a law enforcement officer, a campus 
security officer or emergency services personnel arrived. 

(b)  The prohibition on charging or prosecuting a person as 
described in subsection (a) bars charging or prosecuting a person 
for probation and parole violations and for violations of section 
13(a)(5), (16), (19), (31), (32), (33) and (37). 



(c)  Persons experiencing drug overdose events may not be 
charged and shall be immune from prosecution as provided in 
subsection (b) if a person who transported or reported and 
remained with them may not be charged and is entitled to immunity 
under this section. 

(d)  The prohibition on charging or prosecuting a person as 
described in this section is limited in the following respects: 

(1)  This section may not bar charging or prosecuting a person 
for offenses enumerated in subsection (b) if a law enforcement 
officer obtains information prior to or independent of the action 
of seeking or obtaining emergency assistance as described in 
subsection (a). 

(2)  This section may not interfere with or prevent the 
investigation, arrest, charging or prosecution of a person for 
the delivery or distribution of a controlled substance, drug-
induced homicide or any other crime not set forth in subsection 
(b). 

(3)  This section may not bar the admissibility of any 
evidence in connection with the investigation and prosecution for 
any other prosecution not barred by this section. 

(4)  This section may not bar the admissibility of any 
evidence in connection with the investigation and prosecution of 
a crime with regard to another defendant who does not 
independently qualify for the prohibition on charging or 
prosecuting a person as provided for by this section. 

(e)  In addition to any other applicable immunity or 
limitation on civil liability, a law enforcement officer or 
prosecuting attorney who, acting in good faith, charges a person 
who is thereafter determined to be entitled to immunity under 
this section shall not be subject to civil liability for the 
filing of the charges. 

(f)  As used in this section, the following words and phrases 
shall have the meanings given to them in this subsection unless 
the context clearly indicates otherwise: 

"911 system."  A system, including enhanced 911 service and a 
wireless E-911 system, that permits a person dialing 911 by 
telephone to be connected to a public safety answering point, via 
normal telephone facilities, for the reporting of police, fire, 
medical or other emergency situations. 

"Campus security officer."  An employee of a public, private 
or parochial K-12 school or an institution of higher education 
charged with maintaining the safety and security of the property 
of the institution and the persons on the property. 

"Drug overdose event."  An acute medical condition, including, 
but not limited to, severe physical illness, coma, mania, 
hysteria or death, which is the result of consumption or use of 
one or more controlled substances causing an adverse reaction. A 
patient's condition shall be deemed to be a drug overdose if a 



prudent layperson, possessing an average knowledge of medicine 
and health, would reasonably believe that the condition is in 
fact a drug overdose and requires immediate medical attention. 

"Emergency services personnel."  Individuals, including a 
trained volunteer or a member of the armed forces of the United 
States or the National Guard, whose official or assigned 
responsibilities include performing or directly supporting the 
performance of emergency medical and rescue services or 
firefighting. 

"Law enforcement officer."  A person who by virtue of the 
person's office or public employment is vested by law with a duty 
to maintain public order or to make arrests for offenses, whether 
that duty extends to all offenses or is limited to specific 
offenses, or a person on active State duty under 51 Pa.C.S. § 508 
(relating to active duty for emergency). 

Section 13.8.  Drug Overdose Medication.--(a)  The department, 
in carrying out its duties under 28 Pa. Code Ch. 1023 (relating 
to personnel), shall have the following duties: 

(1)  By December 31, 2014, amend the prehospital practitioner 
scope of practice of emergency medical services providers to 
include the administration of naloxone. 

(2)  In consultation with the Pennsylvania Emergency Health 
Services Council, implement training, treatment protocols, 
equipment lists and other policies and procedures for all types 
of emergency medical services providers. 

(3)  In consultation with the Department of Drug and Alcohol 
Programs, develop or approve training and instructional materials 
about recognizing opioid-related overdoses, administering 
naloxone and promptly seeking medical attention. The training and 
instruction materials shall be provided free of charge on the 
Internet. 

(b)  A law enforcement agency, fire department, or fire 
company, or educational entity employing campus security officers 
may enter into written agreements with emergency medical services 
agencies, with the consent of that agency's medical director or a 
physician, to do the following: 

(1)  Obtain a supply of naloxone. 
(2)  Authorize a law enforcement officer, or firefighter or 

campus security officer who has completed training under 
subsection (a)(2), or who has received the training and 
instructional materials under subsection (a)(3), to administer 
naloxone to an individual undergoing or believed to be undergoing 
an opioid-related drug overdose. 

(c)  Notwithstanding any other law to the contrary, a health 
care professional otherwise authorized to prescribe naloxone may 
dispense, prescribe or distribute naloxone directly or by a 
standing order to an authorized law enforcement officer, or 
firefighter or campus security officer in accordance with an 



agreement under subsection (b) or to a person at risk of 
experiencing an opioid-related overdose or family member, friend 
or other person in a position to assist a person at risk of 
experiencing an opioid-related overdose. 

(d)  The provisions of the act of September 27, 1961 
(P.L.1700, No.699), known as the "Pharmacy Act," shall not apply 
to a law enforcement officer, or firefighter or campus security 
officer who stores naloxone pursuant to an agreement under 
subsection (b), and in accordance with directions from the health 
care professional that prescribed, dispensed or distributed the 
naloxone, or to a person or organization acting at the direction 
of a health care professional authorized to prescribe naloxone so 
long as such activities are undertaken without charge or 
compensation. 

(e)  (1)  A licensed health care professional who, acting in 
good faith, prescribes or dispenses naloxone shall not be subject 
to any criminal or civil liability or any professional 
disciplinary action for: 

(i)  such prescribing or dispensing; or 
(ii)  any outcomes resulting from the eventual administration 

of naloxone. 
(2)  The immunity under paragraph (1) shall not apply to a 

health professional who acts with intent to harm or with reckless 
indifference to a substantial risk of harm. 

(f)  (1)  A person, law enforcement agency, fire department, 
or fire company, or educational entity employing campus security 
officers under subsection (b)(2) or (c) who, acting in good faith 
and with reasonable care, administers naloxone to another person 
whom the person believes to be suffering an opioid-related drug 
overdose: 

(i)  Shall be immune from criminal prosecution, sanction under 
any professional licensing statute and civil liability for such 
act. 

(ii)  Shall not be subject to professional review for such 
act. 

(iii)  Shall not be liable for any civil damages for acts or 
omissions resulting from such act. 

(2)  Receipt of training and instructional materials that meet 
the criteria of subsection (a) and the prompt seeking of 
additional medical assistance shall create a rebuttable 
presumption that the person acted with reasonable care in 
administering naloxone. 

(g)  Nothing in this section shall be interpreted to limit any 
existing immunities for emergency response providers and others 
provided for under 42 Pa.C.S. § 8332 (relating to emergency 
response provider and bystander good Samaritan civil immunity).  
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ABINGTON SCHOOL DISTRICT 
ABINGTON, PA  19001 

 
 Policy Hearing on Drug Prevention 

 
July 18, 2016 

 
  

I am Judy Bomze, the Director of Pupil Services for Abington School District.  I 
would like to provide some information on the district and our efforts in drug and alcohol 
prevention and intervention.  It is crucial that the Pennsylvania legislators focus on the 
national drug dilemma in our country and our state. 
 
 Abington School District consists of seven elementary schools educating about 
4000 students in grades Kindergarten to 6; one Junior High School of about 1800 students 
in grades 7 to 9; and one Senior High School of about 1800 students in grades 10 to 
12.  The percentage of students by ethnicity is as follows:  20% African American; 7% 
Hispanic; 4% Multi-Racial; 4% Asian; and 64% White.  There are 21% of students in the 
district who are economically disadvantaged with a wide range of economic status across 
the 16 square miles of Abington and Rockledge.  The range of economic disadvantage in 
the seven elementary schools ranges from 10% in one school to 39% in another.  There 
are families living in Section 8 housing and families living in million dollar homes.  The 
students in the seven elementary schools all join together into the Junior High School in 
7th grade.  We are proud of our diversity, and families and staff choose to live and work 
here because of the excellence results in the Abington School District. 
     

For the past 22 years, we have been administering student surveys to track 
alcohol, tobacco, and other drug use, as well as antisocial behavior as seen by the 
students in the schools.  In prior years the CTC/PRIDE survey was administered every 
four years to grades 6, 8, 10 and 12.  The last two administrations of the survey consisted 
of the Pennsylvania Youth Survey (PAYS) in the fall of 2013 and 2015.  The survey was 
administered to approximately 2,000 students and the results are compared to state and 
national averages. The CTC/PRIDE and PAYS surveys are similar and the results of both 
surveys identified positive trends for the students in Abington School District. 

 
In all grades there was a sharp decline in the past nine years of the percentage of 

students’ use of cigarettes, and the use of prescription narcotic mediations has declined. 
There was a decline in students reporting that they had been attacked by someone with 
the aim of seriously hurting them. 

 
Results of the PAYS show that there is an increase in substance use from 8th to 

10th grade and that students in our schools are using alcohol and marijuana at a rate 
higher than the state, which I understand is a similar pattern in other Montgomery County 
schools.  Most of the prescription and over-the-counter drug use has declined and is 
under the state rate, except for the use of prescription tranquilizers (Xanax, Valium) which 
is increasing.  The results show a decrease over the past two years in use of cocaine, 
crack, methamphetamines, heroin, hallucinogens, ecstasy and synthetic drugs. 
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It is interesting that the perception of risk as well as the perception of peer and 
family disapproval for using drugs are quite high ranging from 75% to 98%. The students 
respond that their friends believe there is a risk or that they believe that there is a 
moderate or a great risk for using illegal or nonprescription drugs. 

 
The district offers a continuum of substance abuse prevention education which is 

universal and classroom-based for students which addresses life skills that teach 
students about the dangers around them as well as prepare them with the core 
competencies to resist and protect themselves.  The prevention education in the early 
elementary grades focuses on the risk and protective factors of later substance use.  Risk 
factors are characteristics known to increase the likelihood of drug use, delinquency, and 
violent behavior. These factors include rebelliousness, low commitment to school, 
attitudes toward antisocial behavior, and depressive symptoms. Protective factors have 
a positive influence and buffer students from risk by changing the way students respond 
to the risk.  These factors include opportunities for students to actively contribute, skills 
to be able to successfully contribute, and consistent recognition and reinforcement for 
efforts and accomplishments.  We know that risk factors for substance use may 
simultaneously put a child at risk for other problems, such as mental illness or difficulties 
in school.  Intervening early and in a broad way can improve a student’s path in life in 
many ways.  Topics of the lessons include:  healthful living,  personal and mental health, 
family life, disease prevention, helping others, feeling welcomed, bravery, cooperation, 
friendship, confidence (taking care of myself), expressing feelings assertively, peer 
relationships and peer pressures, “tattling” vs. reporting problems, identifying feelings, 
managing feelings, building empathy perspective taking, courage and getting social 
support, promote responsibility for others, encouraging positive choices, communication 
and listening skills, being able to listen well, focusing on spoken words and being aware 
of the message, emotions and nonverbal cues, and reading nonverbal cues.  

 
As students get older and more selective in their friendships, lessons focus on 

expanding one’s social support system and developing a more inclusive circle of friends 
so that students are less likely to be isolated.    They practice ways of initiating 
conversation and asking polite questions, defining empathy and awareness of peers’ 
individual needs.  At the Junior High School level the drug, alcohol and tobacco 
prevention education is focused on drug category classifications, use, misuse, and abuse, 
effects on the body system, and drug prevention.  The lessons are being expanded for 
next year to include more information on intervention and real stories.  The students 
analyze prevention and intervention strategies in relation to adolescent and adult drug 
use.  Other health topics include overall healthful lifestyles choices and suicide 
prevention.  The students are taught about stress management, coping skills, physical 
response to stress, personal stressors, and stress management techniques.   

 
At the high school level, students evaluate issues relating to the use/non-use of 

drugs.  The students discuss tobacco use and health effects and when needed participate 
in smoking cessation programs.  They review the risk of alcohol abuse and binge drinking, 
effects of drinking and driving, alcohol and the law and today’s culture and substance 
abuse.   
 

As part of our efforts we have invited the local chapter of the Narcotics Overdoes 
Prevention and Education (NOPE) Taskforce to conduct presentations at the high school 
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for students as well as parents/guardians.  Our Coordinator of Support Services at the 
Senior High School is a trained facilitator for the program.  NOPE is an extremely moving 
and powerful presentation for students about the consequences of drug 
consumption.  Following the presentations, there are counselors available for students 
seeking help for themselves or someone that they know.  There are follow up programs 
in small groups and classroom.  For the upcoming school year, we will expand the 
presentation to the Junior High School and include the Senior High School 
parents/guardians again. 

  
The district provides additional prevention efforts for students who are at risk for 

developing social, emotional, behavioral, as well as substance abuse issues.  These 
efforts are in the form of small student support groups with students displaying common 
concerns/issues.  These groups utilize evidence-based materials that are 
developmentally appropriate to help students achieve competency in the skills that have 
been shown to prevent substance use, violence and other risky behavior.  Other groups 
focus on communication, coping, dating and relationships, issues specific to females to 
foster self-esteem and overall self-worth, and decision-making skills that help them make 
good choices and avoid pitfalls, such as peer pressure, substance abuse, and 
bullying.  Groups are facilitated by school psychologists or counselors. 

   
The district further provides more intensive interventions for individual students.  At 

each school there are core teams of professionals who review students most at risk for 
developing problems.  Any staff member may make a referral to the core team.  In one of 
the elementary schools, through a School Based Behavioral Health Grant, we are piloting 
the use of universal screeners to inform the core team as to which students need more 
attention but who may not have been referred by the teacher.  These may be students 
with internalizing behaviors who are more withdrawn or anxious. 

    
We have on-site Student Assistance Program (SAP) services at all developmental 

levels.  At the secondary level, the SAP counselor provides one to one screenings for 
referred students using a tool that screens student for high risk alcohol and other drug 
disorders. The counselor provides brief intervention therapy using a program that helps 
students to identify the reasons that they have chosen to use alcohol, provides the small 
group counseling using an evidence-based program, provides referrals and resources to 
the school, and attends weekly meetings as part of the SAP Team.  In addition, our SAP 
Counselor provides classroom lessons, one to one sessions with students with personal 
or family drug and alcohol issues, and one to one sessions for students with needs for 
additional support, following a SAP assessment or returning to school from a psychiatric 
hospitalization.  The SAP counselor consults with staff and parents.  The SAP program 
provides families with support outside of the school when they need intervention beyond 
the scope of school-based programs. The SAP counselor ran 25 groups this past year 
and is in addition to the groups run by the Pupil Services staff in each school 

 
Students are referred to SAP for a variety of reasons including:  suspected or 

known drug involvement, drug involvement in the family, anxiety and/or depression, 
academic concerns including low motivation or a decline in grades, truancy, self-harm 
behaviors, death in the family or parent illness, and difficulties at home that were 
impacting school performance.  Once a student is referred to the SAP Team, a case 
manager is assigned who contacts the parents to inform them of the referral and obtain 
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permission to move forward with the SAP process.  Upon receipt of parent permission, 
information is collected from all those involved with the student and the case manager 
presents the information to the team.  The team then determines how to move forward. 
 

Pupil Services staff meet with students one to one and through the SAP program 
at the secondary schools.  We screen students for high risk alcohol and other drug use 
disorders, provide parent education, teacher consultation, and drug and alcohol 
assessments.  We provide counseling to students to help them identify the reasons that 
they have chosen to use alcohol, examine the effects of substance abuse in their lives 
and learn to make healthier choices.  Programming is provided for parents. 

 
We follow the law and the public school code. There are very clear internal 

procedures when a student is suspected of being in possession of or under the influence 
of illegal drugs, alcohol, or any other mind-altering substance or simulated medication.  
About two years ago, one of our school nurses went to a training by Pennsylvania State 
Police Drug Recognition Experts on current drugs and recognizing when students are 
using substances.  She then offered training to the Administrators and School Resource 
Officers in both the Junior and Senior High Schools.  

 
If a teacher suspects a student is under the influence of drugs or alcohol, they call 

the office of the grade level Assistant Principal.  If the Assistant Principal determines that 
action is to be taken, the student will be escorted from their current location to either the 
office or the Health Suite.  The student will be interviewed by an administrator to 
determine what, if any, substances were consumed.  If necessary, the student may be 
searched.  The student will be assessed by a school nurse to determine if they are 
impaired.  If the student is found to be under the influence or in possession of 
drugs/alcohol, the building principal will be informed.  Concurrently, the SRO is notified 
and a decision is made regarding whether the student requires immediate medical 
care.  Attempts are made to determine if other students could also be under the influence, 
and if they require intervention. 

 
We have applied for a grant offered by the Pennsylvania Department of Health, 

Education, State and Drug and Alcohol Programs to obtain Narcan Nasal Spray (two 
doses) for the health suites in both the Junior and Senior High Schools.   This will 
supplement the injectable Narcan that both SROs currently possess.  We have a 
procedure for the administration of Narcan and all of the nurses have completed training 
on the administration of Narcan. There is a need for continued funding for these 
prevention, intervention, and intensive counseling efforts that we offer to students.  All 
efforts are to save lives and stop the increase in drug use in our community.  We 
encourage our legislators to ensure that drug and alcohol prevention and intervention 
experts are of top priority in Pennsylvania with needed funding. 
 
 
 
Judy Bomze 
Director of Pupil Services 
 
 
 




