
 

   

 
 
 

Cuyahoga County Opiate Task Force 
Meeting Minutes  
February 15, 2021 

 
Start: 9:00am    End: 10:30am 

 
Beth Zietlow-DeJesus, ADAMHS Board and April Vince, Cuyahoga County Board of 
Health, Task Force Co-chairs 

• Welcomed all to the meeting. 
 
Daniel Flannery – PhD, Professor and Director, Begun Center for Violence Prevention, 
Case Western Reserve University, Responding to Overdose in Cuyahoga County, the NIJ 
Grant  

• This was one of the first federal grants awarded to the Begun Center to address the 
opioid overdose issue in Cuyahoga County. This grant was a formal partnership with 
Case Western Reserve, the US Attorney’s Office and the Cuyahoga County Medical 
Examiner’s Office. All grant activities were completed at the end of December 2021.  

• Other projects that Dan and his team are actively involved in:  
o A grant with the ADAMHS Board from the Bureau of Justice Assistance that 

supports the data subcommittee work of the US Attorney’s Heroin Opiate Task 
Force. Those activities will continue until this fall.  

o The data managers and evaluators in partnership with the County Board of 
Health and CDC funded Overdose Data to Action Project which just started its 
third year and is heavily focused on prevention and surveillance as well as 
supporting security teams and the peer support workers in the ED linking 
people to treatment.  

• The problem: Cuyahoga County in Ohio has one of the highest overdose fatality 
epidemics in the state and country. The fatal overdose deaths for 2021 are on pace to 
match 2017 as a record year of overdose.  

• The purpose: To examine factors that inform investigations and contribute to 
indictments of major drug traffickers.  

o There were three main tasks/projects to accomplish the purpose of this grant:   
1. Examining detailed toxicology reports, death scene characteristics, medical 

and legal histories of decedents etc. They did this by supporting the funding 
of a forensic epidemiologist in the medical examiner’s office, which is now a 
permanent position. This is beneficial with respect to examining decedent 
information across a variety of different factors that will help with 
prevention, intervention and interdiction. It was a unique approach when 
they first started and now the Centers for Disease Control and the 
Department of Justice have pushed out a public health model to address 
these issues and collaborate across systems.  

2. Reviewing legal cases on a local and federal level to determine factors that 
contribute to successful prosecution of major traffickers.  

3. Interviewing individuals (54) with a focus on the Cuyahoga County Heroin 
Involved Death Investigation (HIDI) alert system to evaluate the 
implementation and perceived effectiveness.  



 

 

• In the medical examiner’s data, they extensively coded 3,261 death scenes from fatal 
overdoses from 2014-2019 with over a thousand variables.  

o There is now a significant amount of information about what is going on in our 
community and how it’s changed from 2014.   

o They’ve recently finished the general coding of the 2020 cases as well. They 
are coding things like:  
 The main cause of death drug.  
 The complicated toxicology (there are over 30 synthetic combinations 

of opioids).  
 The demographics of the neighborhood/surrounding area.  
 Whether naloxone was administered by first responders.  
 The kind of paraphernalia at the death scene.  
 If possible, the histories of medical and mental health issues.  

o General Findings over a 5–6-year period:  
 Decedents tend to be predominantly male (>65%), aged 45 or older 

(>50%), are non-minority (74% - which is not consistent depending 
on the drug and the year in consideration) and majority have a history 
of illicit drug use (over 79%).  

 62% of decedents had 2 or more drugs listed in the cause of death, 
which is a significant indicator of use trends in our community; It’s not 
just cocaine, it’s cocaine and fentanyl, for example. It’s fentanyl with 
other drugs. Cuyahoga County has a drug testing lab embedded in the 
medical examiner’s office, which is unique in the country.  

 There were large spikes of deaths involving carfentanil in 2017 and 
2019 but it was virtually absent in 2018 and 2020. Overall, it’s clear 
that fentanyl and its analogs have driven overdose deaths since 2016. 
It is a steady and significant source of problems.  

o Detailed findings:  
 When comparing urban and non-urban as the decedent’s city of 

residence, you can see the percentages flip when carfentanil was more 
significant in 2017 and 2019; we had significantly more Cleveland 
cases and fatalities compared to outside of Cleveland, where in other 
years it’s flipped. They’re not sure yet why that is – if it’s something 
about carfentanil or the years or something else.  

 The gender break out of overdose fatalities is fairly steady over the 
years, independent of drug supply and nature of fatalities. 

 The history of illicit drug use is an inverted “U” shape, low in 2014 
with an incline in the middle and a decrease in recent years.  

 There is a lot more work to do with this information.  
o Overdose deaths that involved opioids versus without is a steady (80-20) split 

respectively with a spike of cases involving opioids in 2016.  
o When comparing overdose fatalities involving fentanyl versus carfentanil in 

the cause of death, there are spikes of carfentanil but overall fentanyl has been 
persistent. The Cuyahoga County Medical Examiner’s lab has the capacity to 
test for carfentanil while not many others in the country can. It’s unclear if 
carfentanil is a local issue or national.  

o There has been an increase in fatalities for non-white persons, which they are 
still trying to unwrap; is this a shift from urban to suburban use or something 
related to the substance use? Overall, there is not much decline in any group 
by race.   



 

 

o There has been a spike in overdoses that have occurred in hotels and motels. 
There have been 81 overdoses which averages to 14 per year. There was a 
significant spike in 2020 – more than doubling the average. They have some 
theories like cheaper room prices due to COVID-19 but they’re still unsure. 
They are working to put NaloxBoxes in those locations as a preventive 
measure.  

• The second major task was to review cases at a local and federal level to determine 
factors that lead to successful prosecutions of drug trafficking and drug-induced 
homicides.  

o To successfully prosecute drug traffickers, prosecutors need to tie the cause of 
death drug to the source, which is typically the individual(s) that provided the 
drug on the street, not necessarily the individuals providing at a larger level.   

o Fentanyl or fentanyl synthetics are being manufactured in China and Mexico 
and then coming into this country through a variety of mechanisms. We need 
federal law enforcement to be involved as much as local law enforcement.  

o The “but-for-causation” of tying a drug to a specific source makes it difficult 
unless there is an identified dealer connected with multiple fatalities. Even 
then, there could be a decision made to prosecute an individual with respect to 
a single case, which may be the strongest, as opposed to multiple cases. 
Prosecutors want the strongest case. This conversation occurs on a regular 
basis between local and federal prosecutors and there is active collaboration.    

o There has been a significant uptick in the number of cases prosecuted 
federally for trafficking in Northeast Ohio (majority in Cleveland and 
Cuyahoga County).  

o Federal cases result in longer years of prosecution, averaging 14.2 years in the 
federal system versus sentences that are 4.6 years for local and state cases.   

o Cases that are taken to indictment or to a grand jury tend to have strong 
evidence. With the understanding that federal cases have more significant 
charges and when faced with that evidence, individuals often will plead guilty 
to a local or state charge.  

o Heroin and fentanyl are the leading types of drugs associated with trafficking 
cases. Cocaine is the next leader and then carfentanil. There was a pause in 
reviewing due to COVID restrictions, but they are predicting there will be an 
uptick in fentanyl and carfentanil in recent years.  

o Strong evidence is key to building a strong case against a particular trafficker. 
Important evidence to collect includes:  
 Cell phone data – GPS triangulation with a victim’s cell phone and the 

suspect’s cell phone to place each other in close proximity.  
 Drug paraphernalia left at death scene.  
 Unique packaging – although recently they are seeing the appearance 

of drugs is similar across dealers to prevent linking.  
 DNA evidence on drug paraphernalia and cell phones. 
 Eyewitness identification and testimonies. 
 Confidential informants and undercover officers. 

o The immediacy of response to the scene is important because it’s likely to be 
cleaned up by family.  

• The third part of this grant was to evaluate the implementation and perceived 
effectiveness of the Cuyahoga County Heroin Involved Death Investigation (HIDI) alert 
system by interviewing individuals involved.  



 

 

o Spoke with 54 HIDI network members and key informants including multiple 
HIDI team investigators, medical and legal investigators, the Medical 
Examiner’s office, the Cleveland Division of Police, multiple county and federal 
prosecutors and many members of the Data Subcommittee and the US 
Attorney’s Heroin Task Force.   

o The focus was on the individual’s experience with the HIDI alert system and 
protocol and other systems in place with respect to three areas:  
 The alert system: an email notification that goes out when a fatal or 

suspected overdose occurs (because of this work, the number of 
individuals that the email goes to has increased substantially).  

 The collection and preservation of forensic evidence: what that looks 
like, what that means and the time it takes for final toxicology reports 
to be established for a clear “but-for” cause of death.  

 Cross-agency collaboration: the necessity of cross agency collaboration 
with systems, partners, treatment providers etc. to make a difference 
in this space.   

o The HIDI alert system and protocol were developed in 2013 by the Cuyahoga 
County Medical Examiner’s Office and the Regional Forensic Science 
Laboratory in response to a substantial increase in opioid-related overdose 
fatalities.  
 “The HIDI protocol is designed to support a safe, coordinated and rapid 

response to an active scene by altering investigators to potential dangers 
(e.g. lethal drugs) and facilitating the timely protection of the scene and 
collection of evidence.”  

 Referred to HIDI Protocol flow chart (see presentation) 
o Interview findings:  

 Collaboration among all of us is essential: this is about prevention. 
Messaging, cooperation and communication are the foundations of 
effective HIDI investigations. This is not just a law enforcement specific 
issue. All this information is critical to getting a better understanding 
of what happened so we can lead a person into treatment.  It is also 
critical for the prosecution of drug traffickers. 

 The challenge is that not every local entity will have the capacity to 
have a HIDI team. It’s critical though to at least have a protocol in place 
to systematically address scene integrity.  

 The thought process amongst law enforcement has shifted from the 
beginning of this project in 2014 to now, “You’re not going to arrest 
your way out of it”.  There is much less of a tendency to arrest and 
prosecute a user unless that particular situation involved the 
endangerment of a child. Overall, the focus has shifted to getting 
people linked into treatment.  

• Overall, they produced 3 significant reports for the department of justice which 
include a summary of all these activities, the HIDI protocol and their 
recommendations. They also created an infographic that can easily be shared with law 
enforcement about key evidence to collect and the importance of an immediate 
response, maintaining scene integrity and establishing a clear “but-for” cause of death.  
Initial feedback from the federal level is that this infographic can easily be shared with 
local law enforcement departments as a training tool, especially if a unit does not have 
a HIDI team or similar approach in place. Even if an area has a low number of 



 

 

overdose fatalities, it’s important to respond in a particular way to enhance the ability 
to move forward with an investigation and prosecution.   

• There is a series of implications for practice in policy that were made based on the 
information gathered from this project:  

o Entities that don’t have a HIDI protocol or centralized alert system in place 
where overdoses could be tracked by local law enforcement or public health 
partners and shared more immediately would benefit from a similar process, 
even in areas with small populations.  

o The significant challenges of getting individual level identifiable information 
for non-fatal persons so we can guide them to treatment. The only two 
mechanisms available right now are peer supporters in emergency rooms and 
the quick response teams that are law enforcement/social worker 
collaborations who go out and contact individuals after a non-fatal overdose. 
This is especially challenging with non-fatal overdoses occurring across 
multiple jurisdictions and cities.  

o Educating everyone on what is going on and what is changing is essential. The 
drug supply and make up changes. Timely information sharing is essential to 
prevention and treatment, interdiction and prosecution.  

o Embedding a forensic epidemiologist is extremely valuable in the structured 
gathering, coding, analysis, sharing and dissemination of information.  

o Coding information and keeping a clean database increases the ability to share 
data quickly and reliably.  

• Considerations for generalizability 
o These are things we think other communities could and should do:  

 Increase focus on the immediacy of response and scene integrity.  
 Embed a forensic epidemiologist in the medical examiner’s office; this 

is now being considered a formal recommendation from the CDC.   
 Test the toxicology of the source drugs, seize drugs etc. because it 

helps for tracking patterns overtime.  
 Use the information found and provided from this project as a training 

opportunity. It may be hard to justify a specialized unit in a small 
community with a low volume of overdoses but there are now 
resources and strategies that are helpful.  

o While the focus of this project was on the decedents, being that they could 
gather background information, there is awareness now of the value of 
focusing on non-fatal overdoses if not just to get them into treatment but also 
as sources and perspectives.  

• The problem is the volume of overdoses is extremely high and it’s not going down. 
The resources and capacities of law enforcement, treatment providers, etc. is 
significantly challenged right now. Most of the information gathered is being done 
with outside grant money. We need to pay attention to the infrastructure in our 
county to figure out how we can do this on an ongoing basis so we can take more 
effective and quicker action.  

• This was a funded project by the NIJ but many, many individuals contributed.  
 
Questions:  

o I see one factor involves recent treatment episodes, is it possible to know 
whether one has sought treatment or attempted to seek treatment but 
encountered barriers to access? 



 

 

 Dan: We are asking people in the emergency department when they 
come in as a non-fatal overdose person about facilitators and barriers 
to seek treatment. A lot of people that connect with Peer Supporters 
think that’s treatment, but it’s not wrap around treatment. One 
significant issue is being able to follow people through treatment. Once 
people go into treatment, we have not been able to track them because 
there’s still a level of protecting their identity.  

 Beth: State level work is being done on data sharing language so that 
the Medicaid information can be available at least to the ADAMHS 
Board and public health departments working on this crisis. Right 
now, they don’t have access to that. There is federal and statewide 
advocacy though happening to change that language to allow for more 
data sharing.  

 Dan: People are still concerned about liability. 
o You mentioned the focus is on the strongest case which strikes me as a focus 

on punishment rather than a solution.    
 Dan: It’s in respect to going after major dealers. The focus is on who’s 

trafficking the drugs and supplying those drugs from a prosecutorial 
perspective. The comment was sometimes you don’t prosecute 
multiple cases even if there are multiple victims which is strictly a 
prosecutorial perspective. It’s not about indicting users. In our 
community, we are moving away from the model of indicting users 
unless there was endangerment to a child. This shift is a good thing.  

o Do we track suspected overdose location, even if transported to the hospital, 
or only the location of death?  
 Dan: We track all of it but it’s difficult to parse out. It’s a much deeper 

dive than just tracking an individual person. It’s about tracking an 
individual death through any system. One thing we did was put 
resources in for the CDP to hire an analyst to sit in the fusion center. 
That person has access to nonfatal information that isn’t readily 
available to us. That person started 6 weeks ago and we’re hoping 
there is a significant improvement.  

o For people that have multiple drugs in their system when they die from an 
overdose, is there data on how many of those people are poly-drug users 
versus having accidentally ingested fentanyl?  
 Manreet: Usually we don’t have that information because it’s hard to 

tell. We sometimes get that information in the overdose fatality review 
but that’s only a limited number of cases.  

 Dan: We know it in the toxicology but not always in the substance 
history. That’s a whole other effort and not easily attainable.  

o A past statistic stated that only 10% receive treatment from a total population 
of users, does that still hold true?  
 Dan: This particular study was focused more on decedent information 

but looking at quick response teams, the percentage of individuals 
getting linked to treatment is quite low. Peer supporters are helping in 
the emergency department, but the numbers are still low.  It’s a 
readiness for treatment issue and there’s still an issue around capacity. 
Some treatment models are limited and might exclude individuals 
based on using MAT etc. We have a new walk-in clinic at MetroHealth 
and we’re waiting to see if that helps because it serves self-motivated 



 

 

people. It’s not as good as it needs to be but getting better. It’s not 
necessarily a resource thing but a motivation problem.  

o Would a chronic disease model after treatment be helpful? 
 Dan: Follow up is critical. We see people that graduate from drug court 

and then relapse. It’s a chronic disease. We need to be more accepting 
of harm reduction.  

o Do you have data on whether naloxone was available at the scene of the 
fatality? Additionally, do you have data on if EMS was used as a touchpoint 
before the fatal overdose? 
 Manreet: Usually EMS responds to the fatal overdoses, so we know if 

naloxone was administered onsite. It’s harder to tell if there’s a 
naloxone kit on scene or a bystander administered naloxone, and how 
many doses were used.  

 Dan: We sometimes get that in the law enforcement data but not 
always. That information would be in the incident report. As for 
previous touchpoints, we can’t get individual data, so we don’t have 
that information.  

 Manreet: If there’s a DAWN kit on scene the investigator will usually 
indicate that.  

o Thanks for the presentation and the reminder to focus on nonfatal overdoses. 
You had mentioned there is pressure to prosecute the strongest case which 
can get a conviction. I understand one goal is to find the suppliers getting into 
the country, but it seems like there’s pressure to focus on the small guy on the 
street.  
 Dan: I don’t think there’s pressure, I think that’s the reality of how this 

works on the local level. They don’t have access to the major source so 
when they’re establishing the “but for” cause and the link between the 
victim and source of the drugs, they’re left with the street dealer. 
Federally, as these cases move up the chain and there’s other 
intelligence gathering, they may be able to make larger connections. 
Once they can produce multiple cases it builds a stronger case.  

o How do we help to shift our society and system mindset from prosecuting that 
street dealer and pressuring them to give information, to instead getting that 
person help and treatment, even if it means giving up the information we 
might get about the larger dealer?  
 Dan: it’s begun; it must be awareness and training. A small part is the 

information that we have on that person. Dealers look like all different 
people – could be an employee / coworker that’s doing small time 
within the company or larger. But there has been a shift from arrest 
heavy to treatment approach. The officers can get to know these 
dealers quite well, so we’re working on it, but we are missing out on 
opportunities to get those individuals treatment.  
 

Manreet Bhullar – Cuyahoga County Medical Examiner’s Office, Overdose Trends 
Update 

• For 2021 overdose trends, we are projecting 715 overdose deaths. The highest year in 
record was 2017 in which we had 729 overdose deaths. In 2017 overdose deaths 
were largely due to carfentanil. We did not see much carfentanil in 2020 but we did 
see a lot more fentanyl and fentanyl analog related overdose deaths in 2021.  



 

 

• Recently we are finding more cocaine and fentanyl mixtures in overdose deaths. In 
fact, preliminary numbers for 2022 show almost 3/4s of overdose deaths result from 
cocaine and fentanyl mixture. There has also been an increase in seizures resulting 
from methamphetamine, cocaine and opioids. We strongly recommend that fentanyl 
test strips are used.  

o Question from audience: So, 75% of overdoses had cocaine and fentanyl?  
o Manreet answered: 75% of all cocaine related suspected overdoses also 

contained fentanyl.   
 

Beth Zietlow-DeJesus - ADAMHS Board, Diversion Center Update 
• Opened in May of 2021 and was initially opened for law enforcement as a diversion 

from jail to treatment for individuals with substance use or mental health disorders 
involved in a low level, non-violent offense.  

• In October 2020, The Diversion Center expanded referrals from law enforcement and 
any other first responder to include anyone with symptoms of a substance use or 
mental health disorder, even if there was no offense involved. 

• In November 2021, referrals expanded once again to allow self-referrals and referrals 
from friends and family.  

• The last two expansions allowed not only for diversion from jail, but also for diversion 
from hospitalization. Within the first month of the most recent expansion, over 50 
individuals were self-referred or referred by friends/family.  

• The Diversion Center is open to adults and must be voluntary.  
• Before being referred to the Diversion Center, the individual must be screened by 

FrontLine. Anyone making a referral must first call 216-623-6888. At that time, 
FrontLine will determine if the Diversion Center is the appropriate level of care for 
that individual. If not, FrontLine can refer elsewhere, like a hospital or crisis 
stabilization unit.  

• The Diversion Center offers many services such as assessment, medical evaluation, 
case management, counseling, medications, Medication Assisted Treatment, 
withdrawal management, and more. 

• FrontLine received 268 calls for the Diversion Center and 228 callers were referred to 
the Diversion Center. 

o 181 calls from police resulted in 150 referrals to the Diversion Center 
(Cleveland, Cleveland Heights and Greater Cleveland RTA had most law 
enforcement referrals).  
 It takes 5-10 minutes for officers to drop off individuals and complete 

intake process. 
o 87 calls from individuals (self-referral), family or friend referral, resulted in 78 

referrals to the Diversion Center. 
o Of the callers not referred to the Diversion Center, 27 were referred to 

services that better fit their needs, nine refused services and four had other 
circumstances. 

• Of the 228 authorizations, 147 individuals were admitted to the Diversion Center.  
o The average length of stay was 3.45 days. 
o Most common admissions are for co-occurring substance use and mental 

health disorders, followed by mental health issues. 
• Find more information about the Diversion Center on the website: 

www.adamhscc.org/diversioncenter including the flyer for family/friend and self-
referral. 

http://www.adamhscc.org/diversioncenter
https://www.adamhscc.org/home/showpublisheddocument/4299/637715500536400000


 

 

o Question: Can we distribute these flyers to individuals coming into the 
emergency department?  
 Beth: Yes, but someone will need to call FrontLine for a screening to 

determine if the Diversion Center is appropriate for that individual.   
Subcommittees 

• At the April meeting we will hear an update from the HEALing Communities Study. 
They will be wrapping up their project in July and will be asking our subcommittees to 
take on some of their work. It’s important that we figure out who wants to be involved 
and which subcommittees will reconvene.  

• There were 3 subcommittees: Education, Treatment and Policy. April has a list of 
individuals on each subcommittee and will reach out to the chairs to see if they’re still 
interested. They will approach this group if there are any open opportunities.  
 

Updates/Announcements/Questions  
• Thrive is working on Spring and Summer outreach, pop-up events. They are looking 

for partners and locations. If interested in joining, contact Ashley Rosser at 
arosser@thrivepeersupport.com.  

• Jim Kenny introduced himself as the Interim Executive Director for the Women’s 
Recovery Center. They are currently seeking a new Executive Director so please reach 
out if anyone is interested in the position or would like more information.  

• Samantha Maloy from the ADAMHS Board said they are planning a Drug Take Back 
Event for April 30th where they will be distributing Deterra Bags. Anyone interested in 
joining or interested in handing out Deterra Bags for their own event, please contact 
Samantha at vista@adamhscc.org. Also, the ADAMHS Board will host their next 
Addiction Recovery Advocacy Meeting on April 4 and will be discussing the Aligning 
Efforts to Support a Recovery Community report, on the topic of Stigma and 
Education. Everyone is encouraged to join and give input on action items needed to 
support the recovery community.  

• Cindy Illig from OhioMeansJobs is in the process of creating resources for individuals 
in recovery including a list of recovery friendly employers. Anyone interested in 
adding to the resources, please contact Cindy at 216-406-2608 or by email:  
cindy.illig@ulagency.org  

• Tara Nadeau from New Directions added that they offer virtual assessments for 
adolescents and Direct Intake Line is: 216-360-4435.  
 

 
2022 Meetings: April 19, June 21, August 16, October 18, and December 13 
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