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Executive Summary

Vermont Act 46 repealed all criminal penalties for possessing 224 milligrams or less of
buprenorphine for persons age 21 and older, effective June 1, 2021. Act 46 also established a
“sunset” date of July 1, 2023, at which time criminal penalties for buprenorphine possession will
be restored absent further legislative action. Vermont Executive Order 05-21 ordered the Chief
Prevention Officer to evaluate the impact of Act 46.

This report investigates the use of non-prescribed buprenorphine in Vermont and the
potential impact of decriminalization on the health and criminal justice experiences of people
who use drugs in Vermont.

This investigation is comprised of two parts:

1. A survey of Vermont residents who used opieid drugs illicitly or participated in
treatment for opioid use disorder in the past 90 days
2. A survey of Vermont clinicians who prescribed buprenorphine within the past
year
A third component of the investigation —analyzing Vermont law enforcement incident reports
involving buprenorphine — will be submitted separately.

Key goals include: examining the prevalence of non-prescribed buprenorphine and
prescribed buprenorphine use among adults who use opioid drugs; describing the motivations
for, and effects of] using non-prescribed buprenorphine; assessing support for buprenorphine
decriminalization among two important constituencies affected by Act 46 — people who use
drugs and the health care providers who serve them; assessing whether Act 46 has changed, or is

likely to change, the behaviors of people who use drugs and the health care providers who serve



them; and assessing whether Act 46 has changed, or is likely to change, the experiences people
who use drugs have interacting with the criminal justice system.

In our survey of people who use opioid drugs or are in treatment for opioid use disorder, we
found that about three quarters of respondents had ever taken buprenorphine that was not
prescribed to them, mostly when trying to prevent the symptoms of withdrawal. A similar
proportion had participated in buprenorphine treatment for opioid use disorder; and most
respondents who had used both prescribed and non-prescribed buprenorphine said they started
with non-prescribed buprenorphine. Nine in ten respondents who had used non-preseribed
buprenorphine described doing so to prevent withdrawal symptoms, often at times when non-
prescribed use was easier than obtaining a prescription or when respondents were facing barriers
to care or interruptions in their treatment program. Respondents mostly described positive effects
of using non-prescribed buprenorphine, mainly preventing withdrawal and other general health
benefits, but also avoiding other drug use and better ability to maintain employment.
Approximately two-thirds of respondents were not aware buprenorphine is decriminalized, and
among the third who were aware, almost none said that decriminalization has caused them to
either increase their use 0f non-prescribed buprenorphine or increase diverting their
buprenorphine prescriptions to others. One in five respondents had been arrested at least once
while in possession of buprenorphine, and one in ten had been punished for violating the terms
of their parole or probation because of buprenorphine possession: both punishments were more
common among respondents identifying with race/ethnic groups other than White non-Hispanic.
Finally, eight in ten respondents supported decriminalization.

In our survey of healthcare providers who had recently prescribed buprenorphine, only three

in five were aware buprenorphine was decriminalized. Just under half of prescribers believed



decriminalization will increase the shares of their patients who use non-prescribed buprenorphine
and who give, sell, or trade their prescribed buprenorphine to others. Despite this, almost no
providers had changed the number of patients they prescribe to, the average days-supply they
prescribe, or the average dose they prescribe, as a result of decriminalization. Nine in ten
prescribers supported decriminalization.

Taken together, these findings suggest that buprenorphine decriminalization is.a popular
policy among two of the most important constituencies affected by the law: people who use
opioid drugs and the providers who serve them. In the short term, it is-unlikely Act 46 has
substantially impacted the health of people who use drugs in Vermont because most people we
surveyed were not aware buprenorphine is decriminalized and those who were aware have not
changed their behaviors in any way because of the law. If Act 46 were to increase the use of non-
prescribed buprenorphine among people who use opioid drugs, the evidence compiled here
suggests this could have health benefits for people who use drugs. Respondents to our survey
usually used non-prescribed buprenorphine to prevent withdrawal symptoms, often when
accessing prescribed buprenorphine was difficult or when they had trouble accessing treatment.
When they did use non-prescribed buprenorphine, respondents mostly described that it had
positive effects on their lives, principally preventing withdrawal and helping them avoid other
drugs. There is also no evidence that Act 46 will have the inadvertent effect of changing
prescriber behavior, since prescribers mostly support the policy and say they have not changed
their prescribing behavior since it was passed. Finally, Act 46 may be effective at reducing
overall contact with the criminal justice system and reducing race-based disparities, because a

non-trivial fraction of people who use drugs reported a history of criminal justice involvement



associated with buprenorphine possession, and justice involvement related to buprenorphine was

more common among respondents who were not White non-Hispanic.
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Summary Figure 1. Prevalence of beliefs about, and lifetime experiences with, non-
prescribed buprenorphine in a sample of 474 Vermont residents who misused opioids or
received medication treatment for opioid use disorder in the past 90 days
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Summary Figure 2. Prevalence of beliefs about non-prescribed buprenorphine in a sample
of 117 Vermont clinicians who have prescribed buprenorphine in the past year
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1. Statement of project goals and approach

On June 1, 2021, the State of Vermont enacted Act 46. This law repealed all criminal
penalties for possessing 224 milligrams or less of buprenorphine for persons age 21 and older.
Act 46 also established a “sunset” date of July 1, 2023, at which time criminal penalties for
buprenorphine possession will be restored absent further legislative action.

On June 1, 2021, Governor Phil Scott also issued Executive Order 05-21, requiring
Vermont’s Chief Prevention Officer to assess and report back to the Governor on the impact of
Act 46.

Chief Prevention Officer Monica Hutt and Health Commissioner Dr. Mark Levine
entered into a partnership with a team of researchers at Johns Hopkins to conduct a multi-part
investigation into the impacts of buprenorphine decriminalization in Vermont. We — the Johns
Hopkins team — examined the health, safety, and criminal justice impacts of Act 46 by
combining two modes of inquiry:

1. A survey of Vermont residents who used opioid drugs illicitly or participated in
treatment for opioid use disorder in the past 90 days

2. A surveyof Vermont clinicians who prescribed buprenorphine within the past
year

A third part of our investigation — an analysis of incident reports documenting law
enforcement incidents involving buprenorphine in Vermont — will be submitted separately.

The results of our investigation are presented in this report. Our goal is to provide
evidence on key public health and criminal justice related outcomes that can inform the
legislature’s understanding of the early implementation context of Act 46. Our data do not,

however, allow us to draw any comprehensive conclusions about the impact of Act 46 or to



conclude whether decriminalization “worked.” To that end, our report seeks to answer the
following questions:

1. How common is non-prescribed buprenorphine use, and what characteristics are
associated with non-prescribed buprenorphine use? Why do Vermont residents use non-
prescribed buprenorphine, and what impact does non-prescribed buprenorphine have on
their life?

2. How common is prescribed buprenorphine use and, among those with a prescription, how
common is giving, selling, or trading those prescribed medications to others?

3. Are people who use opioids aware buprenorphine is decriminalized, and what
characteristics are associated with awareness? Are people more likely to use non-
prescribed buprenorphine or divert their buprenorphine prescription once they learn
buprenorphine is decriminalized?

4. Do people who use opioids believe buprenorphine should be decriminalized, and if so
why?

5. How common is criminal punishment for, or associated with, non-prescribed
buprenorphine possession, and what characteristics are associated with punishment?

6. What barriers, historically, prevent Vermont residents from obtaining substance use
treatment they want, and what are the consequences of not getting treatment?

7.. Do providers waivered to prescribe buprenorphine in Vermont know buprenorphine is
decriminalized?

8. Do providers waivered to prescribe buprenorphine in Vermont believe buprenorphine

should be decriminalized, and if so why?



9. Do providers who prescribe buprenorphine in Vermont believe that their patients are
now, because of decriminalization, more likely to use non-prescribed buprenorphine? Or
more likely to give, sell, or trade their buprenorphine to someone else?

10. Have providers changed the number of patients they prescribe to or average dosage or
days supply they prescribe as a result of decriminalization?

We begin with a review of what is known from published scientific literature and
publicly available data on the prevalence of non-prescribed buprenorphine use; why people
choose to use non-prescribed buprenorphine, and what the health and social impacts of use are
(Section 2). We then present the results of each of our studies: the survey of people who use
opioid drugs (Section 3) and the survey of prescribers (Section 4). We conclude with a
qualitative summary of our findings and discuss some-of their possible implications for the State
of Vermont as it considers whether criminal penalties for buprenorphine possession should be

further extended (Section 5).



2. Review of literature on non-prescribed buprenorphine

Buprenorphine is a partial opioid agonist that is one of three medications approved by the
Food and Drug Administration (FDA) for the treatment of opioid use disorder, along with
methadone (a full agonist) and naltrexone (an antagonist). There is substantial evidence that
buprenorphine is effective for treating opioid use disorder. Patients receiving buprenorphine
treatment for opioid use disorder are less likely to overdose or receive acute care related to
opioid use as compared to patients not receiving treatment, receiving inpatient detoxification, in
residential treatment, in intensive behavioral health treatment, on naltrexone, and on-intensive
behavioral health treatment respectively; only methadone is comparably effective (1).
Participation in buprenorphine treatment is also associated with improved patient social
functioning, employment rates, and retention in treatment (2). Patients with opioid use disorder
living with HIV who are engaged in treatment with buprenorphine or methadone are more likely
to be adherent to anti-retroviral therapy and virally suppressed than patients not in medication
treatment (3).

Despite its remarkable benefit for reducing overdose risk and improving functional and
communicable disease outcomes; prescribing of buprenorphine is unusually restricted in the
United States. Under federal law, buprenorphine is a Schedule III narcotic medication and is also
subject to additional federal regulations under the Drug Addiction and Treatment Act of 2000
(DATA 2000). While in many countries, buprenorphine can be prescribed by a clinician similar
to other medications, in the United States, clinicians wishing to prescribe buprenorphine to more
than 30 patients must complete additional training and apply for a special waiver (4). Many

patients have few waivered prescribers in-network (5), and struggle to get an initial appointment



(6). Further, providers eligible to prescribe buprenorphine usually have a patient caseload below
their maximum (7).

In the United States, buprenorphine is also among the medications most frequently
diverted from people with a prescription to people without a prescription, and diversion has
increased concomitantly with increases in prescriptions (8). However, research shows that it is
people who experience opioid withdrawal symptoms who are most likely to use non-prescribed
buprenorphine (9,10), and people who use non-prescribed buprenorphine and methadone usually
do so to prevent symptoms of opioid withdrawal; few do so to experience euphoria (9,11-14).
Most people who need opioid agonist treatment do not receive it:(15), in part because of the
access limitations noted above, and inability to access buprenorphine treatment is a strong
predictor of illicit buprenorphine use (16). Most persons using illicit buprenorphine would prefer
to receive their own prescription (17), and use of non-prescribed buprenorphine is often a
precursor to obtaining a buprenorphine prescription (13). One study found frequent non-
prescribed buprenorphine use was associated with fewer overdoses (18). Together, these findings
suggest people using non-prescribed buprenorphine and methadone do so as a “harm reduction”
strategy to alleviate withdrawal while avoiding risks conferred by taking other opioids, like
fentanyl, which confer higher risk for overdose and may also confer higher risk for
communicable disease transmission if injected.

In June of 2018, the City of Burlington’s chief of police and state’s attorney adopted a
joint policy to‘end all arrests and prosecutions in their jurisdiction for possession of
buprenorphine. In a 2020 article discussing this policy, these public officials offer three

justifications for this policy of de facto decriminalization (19):



“1) To correct the error of criminalizing a person struggling with opioid addiction for
possessing an effective means to treat it; 2) To reduce stigma against the use of partial
agonist medications to treat opioid use disorder; and 3) to compensate for a serious gap in
medication-assisted treatment capacity.”

In 2018, overdose deaths also fell in Chittenden county from 34 to 17, even as they
increased elsewhere in Vermont. It is difficult to assess the contribution of buprenorphine
decriminalization to this shift, because decriminalization was only one of several new policies
and programs focused on overdose prevention adopted or expanded that year (19,20).

Following the example of Burlington, on June 1, 2021, the State of Vermont enacted Act
46, which repealed all criminal penalties for possessing 224 milligrams or less of buprenorphine
for persons age 21 and older.

Advocates for decriminalization pointed to three potential benefits (21): 1) If, among
people who use illicit opioid drugs, decriminalization increases the proportion who use a partial
opioid agonist like buprenorphine instead of full opioid agonists like fentanyl or heroin, this may
reduce drug overdoses. 2) Because non-prescribed buprenorphine use is often a precursor to
initiating buprenorphine treatment (13), decriminalization could increase the proportion of
Vermonters participating in buprenorphine treatment. 3) By removing criminal penalties for a
particular drug class, decriminalizing buprenorphine could directly reduce the number of people
arrested, charged, and punished for drug offenses, and any health, economic, and social costs
associated with these criminal penalties.

Vermont was the first state in the country to remove criminal penalties for possessing
small amounts of buprenorphine. Oregon eliminated criminal penalties for possession of most

illegal drugs, including buprenorphine, in February 2021, but the broader set of drug classes



affected by that policy change make it difficult to compare to Act 46. Rhode Island passed
legislation similar to Vermont, also in 2021 (22). Further, the context for buprenorphine
decriminalization in Vermont is unique. Vermont prescribes more buprenorphine per capita than
any other state, has more providers waivered to prescribe buprenorphine than any other state, and
has the highest per capita rate of patients in buprenorphine treatment of any state in the country
(23,24). Vermont’s “hub and spoke” model for increasing access to medication treatment for
opioid use disorder has been identified by both patients and clinicians as dramatically improving
patient outcomes (25,26), and has served as a model for other states (27,28). Vermont also has
historically had lower overdose death rates than other New England states, although since the
start of the COVID-19 pandemic, rates have converged toward these neighboring states (Figure
1.1).

Act 46 contains a sunset clause: in the absence of further legislative action, criminal
penalties for buprenorphine possession will be restored on July 1, 2023. In an effort to generate
new evidence to inform the General'/Assembly’s decision about whether to continue
decriminalization, on June 1, 2021, Governor Phil Scott issued Executive Order 05-21, requiring
Vermont’s Chief Prevention Officer to assess and report back to the Governor on the impact of
Act 46. Because, as noted, Vermont is the first state to remove criminal penalties for
buprenorphine possession specifically, this report also has the potential to inform the experience
of other states that enact similar laws.

This report examines the use of non-prescribed buprenorphine in Vermont and the
impacts of temporarily removing criminal penalties for small amounts of buprenorphine

possession.



3. Study 1: Survey of Vermont residents who use opioids illicitly

3.1. Study Overview and Goals

Our first study — a survey of Vermont residents who have recently used illicit opioids or

recently participated in medication treatment for opioid use disorder — examined the following

questions:

1.

How common is non-prescribed buprenorphine use, and what characteristics are
associated with non-prescribed buprenorphine use? Why do Vermont residents use non-
prescribed buprenorphine, and what impact does non-prescribed buprenorphine have on
their life?

How common is prescribed buprenorphine use and, among those with a prescription, how
common is giving, selling, or trading those prescribed medications to others?

Are people who use opioids aware buprenorphine is decriminalized, and what
characteristics are associated with awareness? Are people more likely to use non-
prescribed buprenorphine ordivert their buprenorphine prescription once they learn
buprenorphine is decriminalized?

Do people who use opioids believe buprenorphine should be decriminalized, and if so
why?

How common is criminal punishment for, or associated with, non-prescribed
buprenorphine possession, and what characteristics are associated with punishment?
What barriers, historically, prevent Vermont residents from obtaining substance use

treatment they want, and what are the consequences of not getting treatment?

3.2 Methods



3.2.1 Study Participants. Between May and October of 2022, 532 adults 18 or older and
living in Vermont were recruited for participation in a survey about non-prescribed
buprenorphine use. Surveys were conducted by trained interviewers with experience working
with people who have used illicit drugs.

Participants were recruited to participate in the study by staff at syringe services and
opioid treatment programs, and from flyers posted in public settings like laundromats or
community-based agencies. Some participants learned about the study secondhand through peers
who referred them to participate. Individuals interested in participating were provided a phone
number to contact our interview team and inquire about the survey. In addition, 88 participants
were recruited directly by the interview team for in-person interviews conducted within syringe
services and opioid treatment programs. Recruitment materials are shown in Appendix 1.
Participants were initially asked to verify they were 18 or older and lived in Vermont.
Participants meeting these minimum criteria were read a description of the study, its associated
risks and benefits, their rights as participants, and the incentives they would receive for
participating. Participants were then asked. if they wished to proceed with the survey.

Participants who consented to participate were then asked about their past 90 day use of
opioid drugs—including fentanyl, heroin, opioids that were not prescribed a physician or not
taken as prescribed — as well as their use of prescribed or non-prescribed buprenorphine or
methadone, and their use of prescribed naltrexone. Participants endorsing at least one were
administered the remainder of the survey.

All participants who consented to participate in the survey were paid a $25 gift card for
their participation. No participant identifying information was collected beyond what was

required to send participants their incentive payments, and no participant names or birthdates



were collected. All interviews were audio recorded for quality assurance and to facilitate analysis
of free response items (see below). All recruitment, consent, survey administration, and payment
activities were conducted by a team from Pacific Institute for Research and Evaluation with
experience working with and conducting research with people who use drugs. The recruitment,
consent, survey, and data security protocols and materials were reviewed and approved by Johns
Hopkins Bloomberg School of Public Health Institutional Review Board.

Of the 532 respondents who initiated the survey, a total of 474 survey tesponses (89%)
were ultimately completed and included in our analysis. The remaining.11% were excluded for
one of the following reasons: a) The respondent did not consent to participate in the study, so the
interview was ended; b) The respondent disclosed they had already completed the survey once,
and so the interview was ended; c) Study interviewers suspected that an individual was
completing the survey a second time, so the respondent was allowed to complete the survey but
the results were excluded from analysis; d) In post-hoc analysis, the survey was excluded as a
likely duplicate because the responses exactly matched the responses of another survey on all
demographic questions and recent opioid use screening questions; €) The respondent did not
endorse any recent opioid use or treatment for opioid use disorder. Of these 474, a subset of 369
(79%) were included in analysis of free-response items; seven were excluded because improperly
stored or incomprehensible audio recordings precluded transcription and qualitative analysis of
these items. Free-response items were analyzed until the point of content saturation was reached
(29).

3.2.2 Measures. Our survey employed a “mixed methods” approach. It included both
multiple-choice items where participants were constrained to select from a prespecified set of

possible answers (e.g., “Do you believe there should be criminal penalties for possessing a small



amount of buprenorphine that was not prescribed to you? Yes or no?”), and free-response items
intended to probe participants’ actions and motivations by allowing them to speak
extemporaneously (e.g., “Why do you think there should/should not be criminal penalties for
possessing a small amount of buprenorphine that was not prescribed to you?”’). There were six
primary outcome measures:

3.2.2.1 Use of non-prescribed buprenorphine. Whether respondents report lifetime use
of non-prescribed buprenorphine. Follow up multiple-choice questions probed whether
respondents used non-prescribed buprenorphine to prevent withdrawal symptoms orto get high.
Among those who were aware buprenorphine was decriminalized (see 3.2.2.3), follow-up
questions probed whether respondents increased their use of non-preseribed buprenorphine
because of decriminalization. Free response follow-up.questions probed participants' detailed
motivations for using non-prescribed buprenorphine instead of obtaining a prescription, and the
effects taking non-prescribed buprenorphine had on participants’ lives.

3.2.2.2 Use and diversion of prescribed buprenorphine. Whether respondents report
lifetime use of prescribed buptrenorphine. Follow up multiple-choice questions probed whether
respondents ever gave, sold, or traded their prescribed buprenorphine to others, and whether this
behavior had changed since buprenorphine was decriminalized.

3.2.2.3 Awareness of decriminalization. Whether, when asked, respondents correctly
stated that Vermont'does not impose criminal penalties for small amounts of buprenorphine
possession. Follow-up multiple-choice questions assessed whether participants believed they
were more likely to use non-prescribed buprenorphine or divert a buprenorphine prescription

now that buprenorphine was decriminalized.



3.2.2.4 Support for decriminalization. Whether participants believe Vermont should
impose criminal penalties for possessing non-prescribed buprenorphine. Follow-up free-response
questioning probed the reasons participants support or oppose decriminalization.

3.2.2.5 Punishment for buprenorphine possession. Whether respondents have ever been
arrested while in possession of buprenorphine. Follow up multiple-choice questions assessed
whether participants were punished while in possession of prescribed or non-prescribed
buprenorphine, and whether arrests were for buprenorphine possession alone or also for some
other reason.

3.2.2.6 Barriers to treatment. Whether respondents reported a time when they wanted
substance use treatment but could not or did not obtain it. Follow-up multiple-choice questions
probed reasons for not obtaining treatment, and free response questions probed self-reported
consequences of not obtaining treatment.

3.2.2.7 Contextual variables. The survey also assessed several contextual factors that
were not primary outcomes of interest but were used to describe the sample of participants in the
survey and examine characteristics associated with each of the primary outcomes. Domains
assessed include recent use of drug use; lifetime use of substance use treatment; lifetime
involvement with the criminal justice system; and participant demographics.

The full survey text is included in Appendix 2.
3.2.3. Analytic Approach.

3.2.3.1. Analysis of multiple-choice items. Prior to analysis, missing values for all
primary outcomes and stratifying variables were imputed using single imputation with logistic
regression based on all other variables. A total of 10 values were imputed. For each of the six

primary multiple-choice outcomes listed above — non-prescribed use, prescribed use, awareness



of decriminalization, support for decriminalization, punishment for buprenorphine possession,
and barriers to treatment — we computed the sample prevalence of that outcome. For secondary
outcomes listed above, prevalence estimates were computed within relevant subsamples, e.g., the
proportion of people who ever gave, sold, or traded their prescribed buprenorphine is given as a
proportion of people who have ever had a buprenorphine prescription.

We also assessed whether any contextual variables were associated with participant
responses on each main outcome variable by conducting stratified analysis of the prevalence of
each outcome for each contextual variable. Statistically significant differences in the prevalence
of each outcome between strata were estimated using chi-squared tests. Significant results are
highlighted in text; complete results are shown in tables.

Quantitative analyses were conducted in R 4.1.3. Multiple imputation was conducted
using the package “mice” Version 3.14.0

3.2.3.1 Analysis of free-response items. Audio-recordings were transcribed using an
Auto-Transcription service from Rev.com. Resulting transcripts were uploaded to and analyzed
in mixed-methods analysis software Dedoose.

Free-response items were analyzed for key themes using a hybrid coding approach (30).
We created a draft codebook of deductive codes comprised of anticipated themes based on the
interview guide, findings from the quantitative analysis, and feedback from the interviewers. The
codebook draft waspiloted and new codes were created to capture additional themes that
emerged in the transcripts. The codebook was refined until the coding team reached agreement
on the final set of codes and their definitions; the final codebook included a total of 43 codes. In
total, 26 (7%) of transcripts were coded and discussed as a group to establish intercoder

reliability before the remaining transcripts were coded independently. Throughout the coding



process, the coding team leads responded to questions raised by coders. Any discrepancies in
coding were discussed as a group to ensure intercoder agreement throughout the coding process.
Coding continued until content saturation was reached (369, or 79% of transcripts).

Code frequencies were analyzed in the coding software to assess which perspectives or
experiences were most common across the respondents. Exemplary quotes from the major
themes and the frequencies of which codes were applied are reported below. Demographics of
the sample included in qualitative analysis are shown in Table 2.6. Code frequencies are.shown
in Table 2.7. Additional exemplary quotes are shown in Tables2.8-2.10.

3.3. Results

3.3.1. Description of respondents. Respondents’ self-described demographics were 50%
women, 24% over 45, and 81% white non-Hispanic, Places of residence were Chittenden County
(28%), Windham (14%), Orleans (15%), Caledonia (9%), Rutland (9%), and all other Vermont
Counties. Respondents’ most commonly used opioid drug in the past 90 days was fentanyl
(64%). Of all respondents, 74% reported having been in buprenorphine treatment at some point
in their lifetime and 22% had been arrested in the past year.

3.3.2. Use of non-prescribed buprenorphine. Of 474 respondents, 360 (76%) reported
lifetime use of non-prescribed buprenorphine. Of these, 95% reported having used non-
prescribed buprenorphine to prevent withdrawal, and 42% reported having used non-prescribed
buprenorphine to get high (Table 2.1). Among 132 respondents who correctly stated
buprenorphine is decriminalized in Vermont decriminalized (see 3.3.4) and chose to provide a
response to the relevant questions, 3 (4%) reported taking non-prescribed buprenorphine more

because buprenorphine is now decriminalized.



Demographic characteristics associated with greater likelihood of lifetime non-prescribed
buprenorphine use included being age 35-45, and being male or a gender other than woman
(Table 2.2). Respondents who reported lifetime history of buprenorphine treatment were
significantly more likely to report having used non-prescribed buprenorphine, as were those with
a lifetime history of naltrexone treatment, substance use counseling, and residential treatment
(Table 2.3). Participants with past 90 day use of methamphetamine use were significantly more
likely to report lifetime non-prescribed buprenorphine use (Table 2.4). Finally, participants who
had been on parole or probation in the past 12 months were significantly more likely to report
lifetime non-prescribed buprenorphine use (Table 2.5).

Respondents’ motivations for using non-prescribed buprenorphine instead of going to a
doctor varied. The most common reason for using non-preseribed buprenorphine was to mitigate
opioid withdrawal symptoms (28%). For example, one respondent described accidentally
missing a prescription refill day and going into withdrawal, prompting them to use non-
prescribed buprenorphine:

I was still at the cliniccand I missed my day to go get my refill cause I was only going

every two weeks: I completely forgot and I missed the day. So the next day I woke up and

I was in withdrawal. And the withdrawal is what led me to take some that was not

prescribed to me. Cause the withdrawals are brutal. They're very brutal.

Not being able to obtain a prescription or experiencing a stopgap in prescribed
buprenorphine were common (both 15%). Barriers to obtaining prescriptions that resulted in the
use of non-prescribed buprenorphine ranged from a lack of time to visit a provider, long waiting

lists, being incarcerated before MOUD programs were expanded to jails, lack of transportation,



and affordability concerns. For example, one respondent noted that they had not yet enrolled in
treatment but benefited from mutual aid of a friend:

1 didn't really have the chance yet to get it from a health provider and I didn't want to go

back to heroin at the time. So I just got it from someone who I knew already had a

prescription and didn't mind helping me out.

Maintaining access to non-prescribed buprenorphine was described as @ helpful tool for
those facing a stopgap in treatment until they could obtain or continue taking buprenorphine.
Participants described gaps in their care that encouraged them to seek non-prescribed
buprenorphine to protect them from relapse or overdose. For example, one respondent shared
about an interruption or stopgap in their care continuity upon being discharged from treatment
without a prescription for buprenorphine:

I was desperate because I had been in rehab. I went to rehab for 34 days and I told them

that if I left without being on something, I'knew I would use because my head was not

right. Even though I was there for 34 days and they still had me go, they gave me a

number. So I leave rehab and I immediately called the hub and they said they could not

get me in to see the doctor for two days. I immediately freaked out and my mind went, oh
my God. Oh my God. Immediately to wanting to use, you know, even though I wasn't sick
anymore, but L still wanted to use, so I was scared. So my friend got me two eight
milligram Suboxone strips and she gave those to me and I took those for those two days
until 1. get into the doctor. And then they put me on 16 milligrams when I got to the

doctor, but I was desperate. I didn't wanna use. And I knew if I got the Suboxone I

wouldn't use, so yep... It was a struggle.

Another respondent experienced a stopgap in buprenorphine access upon release from jail:



I had tried to set up through a healthcare provider. When [ initially got outta prison I was
supposed to have an appointment set up and for whatever reason, they didn't have that
appointment when I got out so it ended up taking them a few days to get me my Suboxone.

So I just went to the street and bought it.

Another described a similar stopgap upon discharge from the emergency department:

I left the emergency room and I was headed to rehab, and the rehab had called and

canceled my intake spot because they had a staff member quit, so there wasn't enough

staffing for me, so I was left on the streets with no medication for a week or so.

Several respondents (15%) stated that non-prescribed buprenorphine was generally easier
or more convenient than going to a treatment program.or seeing a medical provider, though
many noted that access to treatment providers had improved in recent years. As one respondent
described:

I wanna say it was just some issues with getting into a doc, a provider, or the clinic [that

led me to take non-prescribed buprenorphine], cause it's not always a quick process. But

now it's lot different. Like, cause as you said, the laws have changed and the providers
seem like they can take on more patients than they used to be able to.
Though still, others felt that treatment services were high-threshold and found treatment program
requirements to be a major deterrent:
The guy who was actually getting it [and giving it to me] was getting it (buprenorphine)
from a health provider. The health providers, it’s like a hassle. They got criteria you have
to do and stuff like that.
Additionally, some participants (3%) were uncomfortable seeing a treatment provider due

to stigma or described not being ready to seek treatment services. As one respondent shared:



Going to somebody, you don't know, and pouring your heart out, or telling, explain[ing]

to someone that you do this, that, and that you need help. It’s hard to admit you need help

or hard to ask for help sometimes. And you also think that you can take care of the

problem on your own so that would be why I would've taken it (non-prescribed

buprenorphine).
Another described wanting to avoid being stigmatized or face consequences in their other
medical care for being on buprenorphine, noting that patients taking buprenorphine are treated
differently:

I take other mental health meds and if I were to go get on the program, then [ wouldn't be

able to get on my other meds along with the fact that it's just, it's stigmatized...Once you

get on a program in Vermont, you're just like-branded no matter what... You're not

treated the same.

Last, a few respondents described using non-prescribed buprenorphine to get high (7%).
One respondent described getting a high from buprenorphine but feeling safer using
buprenorphine than other substances:

1 did get somewhat of a high from it, but I also felt safer using that than trying to use

opiates or heroin or something like that.

Additional quotes about reasons for taking non-prescribed buprenorphine are provided in
Table 2.8.

Respondents also described the impact taking non-prescribed buprenorphine had on their
life, describing that it mitigated withdrawal (34%), reduced other drug use (15%), allowed them

to maintain employment (11%), and improved relationships with friends and family (7%).



For example, a respondent shared how taking non-prescribed buprenorphine impacted their life
in each of these domains:
It was helpful.. It kept me from doing heroin, that's my goal to get out the heroin...It made
it so I could go to work. I was always trying to just chase staying straight-- keeping the
withdrawal symptoms away. So, when I'm doing heroin, I have to do it every couple of
hours, so I can't hold down a job. But with Suboxone I can take it once'a day and I can be
quote unquote normal and feel alright and not have to worry about getting sick and [in]
withdrawal. So, I can actually function, and I can hold dewn ajob, I can take care of my
kids.
Specific to using non-prescribed buprenorphine for withdrawal management, one respondent
shared their experience during a gap in care:
It was helpful...I didn't have restless legs anymore and I was calm. [I thought] I could get
more, [I thought] my provider or somebody would help me today, but nobody said
nothing until Monday.”
Of reducing other drug use, another respondent said:
1t helped keep me sober that week until they had a bed for me in rehab. So, I think it kept
me alive.

Other respondents explained that using non-prescribed buprenorphine had financial and
employment benefits. Notably, one respondent commented that non-prescribed buprenorphine
was beneficial over prescribed buprenorphine to avoid treatment program counseling
requirements and taking time off work to attend treatment:

It was helpful at the time for sure. I've always worked a lot, so it helped me.. I found that

it was almost easier for me to get it off the streets, because I was able to go to work and |



wouldn't have to go to counseling. It's hard to go to counseling and take care of kids, and

do the whole life thing when you got to go to counseling like two to three times a week and

then you got to go see a doctor and then you got to go do UAs out of nowhere. Not every

job likes to let you go and do that.

Some respondents commented that using non-prescribed buprenorphine improved their
ability to contribute to family life. For instance, one participant said:

1t was very helpful...It was affordable at the time.. It just makes it so you don't have those

withdrawals, [you're] still able to work and you're still able to-take care of your family

and do everything that you need to do...It enables you to just be a normal everyday

person and go to work and come home and just be a dad.

Few respondents reported negative effects of taking non-prescribed buprenorphine. Of
them, less than seven percent described precipitated withdrawal experiences, and less than one
percent reported being arrested for possession of non-prescribed buprenorphine.

Additional quotes about the impact of taking non-prescribed buprenorphine are provided
in Table 2.7.

3.3.3. Use and diversion of prescribed buprenorphine. Seventy-two percent of
respondents had received a buprenorphine prescription for treatment at some point in their
lifetime. Of these, 59% said that they had, at least once, given, sold, or traded their prescribed
buprenorphine to someone else. Among 298 respondents who reported lifetime use of both non-
prescribed buprenorphine and prescribed buprenorphine treatment, 221 (74%) said they started
with non-prescribed buprenorphine. Among 70 respondents who correctly stated buprenorphine

is decriminalized in Vermont (see 3.3.4), had a buprenorphine prescription, and chose to provide



a response to the relevant questions, 3 (4%) reported giving, selling, or trading their prescribed
buprenorphine to others more because buprenorphine is now decriminalized.

Demographic characteristics associated with increased likelihood of having received a
buprenorphine prescription for treatment include being 18-34 or 35-44. There was also
significant variation between counties (Table 2.2). Participants who reported lifetime use of other
forms of treatment — including naltrexone, hospital detoxification, counseling,;and residential
treatment — were more likely to report lifetime buprenorphine treatment (Table 2.3). Participants
reporting past-90-day use of painkillers (other than as prescribed) were more likely to report
lifetime buprenorphine treatment (Table 2.4), as were respondents whe had been in jail in the
past year (Table 2.5).

3.3.4. Awareness of decriminalization. 134 respondents (28%) stated, correctly, that
Vermont does not have criminal penalties for possessing a small amount of buprenorphine that is
not prescribed to you. 312 (66%) incorrectly believed that Vermont does have criminal penalties
for buprenorphine possession, and the remaining participants were unsure. All respondents were
subsequently told that Vermont does not have criminal penalties for possessing small amounts of
buprenorphine. Among respondents who were not previously aware buprenorphine was
decriminalized, 15% said they thought they were now more likely to use non-prescribed
buprenorphine, and 36% thought they were now more likely to give, sell, or trade a hypothetical
buprenorphine prescription to someone else.

The only characteristic significantly associated with awareness of buprenorphine
decriminalization was county of residence: Chittenden county residents were most likely to

correctly state that buprenorphine possession is decriminalized.



3.3.5. Support for decriminalization. Eighty-seven percent of respondents believe
Vermont should not impose criminal penalties for possessing non-prescribed buprenorphine,
while 17% believe Vermont should impose criminal penalties, and 3% were unsure or expressed
some support for both positions.

Support for decriminalization varied significantly between counties and was highest in
Chittenden County (Table 2.2). Participants who reported lifetime participation in-buprenorphine
treatment, counseling, and residential treatment were all respectively more likely to support
decriminalization (Table 2.3). Finally, participants reporting past-90-day use of heroin or
fentanyl were both more likely to support decriminalization (Table 2.4).

When asked about motivations for supporting buprenorphine decriminalization, improved
safety from overdose when using buprenorphine versus other drugs was the most cited reason
(40%). One respondent commented:

The likelihood of overdose on buprenorphine is less likely than the overdose on

heroin...And it could possibly save a lot of lives, even if it is not necessarily prescribed by

a doctor, because I had a period of time where I couldn't get into a doctor, so I was

buying it on the street until I could.

Similarly, another respondent said:

Well, becauseit's a lot safer for people to take Suboxone than it is for people to be out

shooting heroin. So if they can get their hands on Suboxone instead of some heroin and

know that it's safe for them to do that, that might end up saving people's lives.

Other respondents (32%) indicated that decriminalization reduced punishment or stigma

associated with receiving treatment and using buprenorphine. Several respondents emphasized



the need for decriminalization because they associated buprenorphine possession with a desire
for self-improvement. One respondent shared their own experience:
1 feel like I know from my own experience that when I was trying to get sober, the first
time...I got pulled over and I had some of [buprenorphine in] my possessions, so [
actually got a charge over it, but [ was trying to do the right thing, you know what 1
mean? I was trying to better myself by taking the buprenorphine instead. of, you know,
doing the heroin or the other stuff. So I feel if somebody's got a little bit they're probably

trying to better theirselves, so I don't feel like they should be criminalized for it.

Another respondent commented about the need for justice systems to encourage rather than
punish medication treatment for opioid use disorder:

Well, I just think that a lot of the system in the past has been so judgmental on people that

are addicts that they just put 'em in jail and let 'em fend for themselves instead of just

trying to help them and make it [legal], give them resources and tools to be able to safely
use, actively use to be able to get better.

Increased access to buprenorphine was also frequently described to support
decriminalization (26%). Respondents cited barriers to treatment clinics or physicians’
appointments and other difficulty accessing health care as reasons to decriminalize
buprenorphine:

Ldon't think that there should be criminal penalty for that because I think it's much better

than the alternative...A lot of people have a hard time getting into treatment. I'll tell you

some places, some clinics have waitlists, or some people can't go to a clinic because they
work and the clinic's not open during their time. And some, you know, with bupe, it's hard

to get into a doctor so their choice is continue to buy heroin or buy the bupe and maybe it



would deter them from buying bupe with knowing that they're committing a crime and it's

a prescription.

Other respondents described compounding logistical difficulties as barriers to receiving
care that could be alleviated by decriminalizing buprenorphine:

Some people don't have time. Some people have, you know, two jobs, three jobs, they

have children...They're doing everything by themselves. A single mother, single father;

they can't jump through all the hoops that the clinic or the doctor's offices are asking
people to jump through...If there are only chances to buy.it (buprenorphine) off of the
street, you know, and they're staying clean that way, then I don't think that they should be
punished for it.

Finally, a few respondents (7%) described mutual aid, or sharing buprenorphine
prescriptions, as motivations for supporting decriminalization. One reason for supplying non-
prescribed buprenorphine to others was ease of aceess compared to seeking a prescription from a
doctor, especially during a lapse in prescription coverage:

I myself have been on bupe and it has been very difficult to get sometimes and it's easier

to get on the streets...Yowknow, it makes it easier to get. You don't have to go call a

doctor, you just goto a friend and it's a lot easier. It's cause everybody can have it that

way cause either everybody will have a doctor or everybody will have it. So if you don't

have it and you're sick, you can just go to a friend and get it.

Another respondent indicated that decriminalization enhances a sense of community and
interpersonal dedication to help others maintain sobriety:
In the world of addiction...there's a whole community of us are all suffering from the

same disease. And so we see this, these maintenance drugs out there a lot, and they're



very often passed between people and I think they help a lot of people, and I can perhaps

get other people off the street narcotics and onto the safer drugs.

Primary motivations for opposing decriminalization were to stop diversion and encourage
people to get their own prescriptions (both 7%). The main rationale to stop diversion was that
people should take buprenorphine for their own sobriety. One respondent succinctly stated,

If people are prescribed the medicine for help, they shouldn't be selling it to get money

off of it. They should be actually taking it for their wellbeing.

Of respondents who indicated buprenorphine criminalization encourages getting a
prescription, some expressed that seeking buprenorphine through healthcare providers was more
conducive to treatment. For example, one respondent said:

I would say that I feel like there should be penalties because like in order to get on those

medications, you have to go through a MAT [Medication Assisted Treatment] provider

and you have to do counseling and all that other stuff, which is supposed to help benefit
you in your recovery.

Similarly, another respondent suggested that decriminalization would disincentivize
people from seeking care from health providers altogether:

1 think the person that's doing that [getting non-prescribed buprenorphine] should be

directed to the correct way of doing things by going to a doctor. And if there's no ways of

penalizing someone from, you know, stopping, just buying a little bit here and there on
the streets, you know, then why bother getting help? So they can just go and get it from
someone down the street.

Few respondents (<2%) did not support buprenorphine decriminalization because they

were concerned for children’s safety. As one respondent commented:



1 also know that people don't take care of where they're using it, how they're using it, and
it puts people at risk...puts children at risk. I have had a few friends that have had their
children get in contact with it and get sick from it...unless you're prescribed it, you
shouldn't have it.

Some respondents (<5%) were conflicted about whether buprenorphine should be
decriminalized. Many conflicted respondents said small amounts of buprenorphine should not be
criminalized, but larger amounts should. For instance, a respondent said:

Because a small amount, somebody is trying to come off of the-drugs. In a larger amount,

somebody is more or less trying to sell the drugs. And if, you know, if somebody has a

small amount, you know, up to, you know, I typically, I'd say up to 24 milligrams cause

that's what it typically takes sometimes for somebody.to feel well throughout the day on

Suboxone.

Other conflicted respondents indicated that buprenorphine possession should be illegal
but criminal punishment should be rehabilitation or other supportive treatment:

Cause I know I really think people should not self-prescribe and they should go to a
doctor... I think it should be totally un criminal. It should be a fine or some, some
something to it. Like maybe your punishment's gonna be gotta go to drug rehab. You
know, something like that. Kinda no jail but some something to force you to kind of, or
work to go through rehab. Cause you're already on the first step if you're taking to
buprenorphine, you're trying to stay away from the heroin.

3.3.6. Punishment for buprenorphine possession. Eighty-four respondents (18%) stated
they had been arrested at least once while in possession of buprenorphine. Of these 84, 52% had

been arrested at least once while in possession of non-prescribed buprenorphine, 50% at least



once while in possession of buprenorphine that was prescribed to them; 30% (5% of the full
sample) said they were arrested for buprenorphine possession and no other reason. In addition,
11% of all respondents said that, at least once, they had been punished for violating the terms of
parole or probation because of possession of non-prescribed buprenorphine.

There was significant variability across counties in the proportion arrested while in
possession of buprenorphine, with the highest prevalences in respondents from Rutland county
and from small counties (counties other than Chittenden, Windham, Orleans, Caledonia, and
Rutland) that had too small a sample of respondents too be examined individually. Younger
respondents, respondents who identified as men or other genders, and respondents who identified
as a race/ethnic group other than White non-Hispanic were more likely to report arrests while in
possession of buprenorphine (Table 2.2.) Respondents with histories of buprenorphine, hospital
detoxification, counseling, and residential treatment were each more likely to report having been
arrested while in possession of buprenorphine (Table 2.3). Respondents with an overdose in the
past 90 days were more likely to report having been arrested while in possession of
buprenorphine (Table 2.4). Finally, respondents who reported a past-year arrest, jail stay, or time
on probation were also more likely to report having been arrested in their lifetime while in
possession of buprenorphine.

3.3.7. Barriers to treatment. Three hundred and fifteen respondents (66%) reported
there was at least one time in their life when they wanted treatment but could not or did not
obtain it. These 315 endorsed the following barriers to treatment, from most common to least
common: not being ready to stop using (71%), not having transportation (66%), not being able to
find a program with an opening (57%), fear of negative effects on work (47%), fear of stigma or

being looked down on by members of their community (46%), not being able to find the right



type of treatment (45%), not having time (43%), having no insurance or not being able to pay
(37%), not thinking treatment was necessary (36%), not knowing where to go (32%), having
insurance that didn’t cover treatment (22%), and not being able to find childcare (18%).

Participants described a range of experiences when they were unable to obtain or did not
obtain treatment they wanted, with using drugs (30%) as the most reported barrier. One
respondent described their experience using drugs after searching for a buprenorphine prescriber
with availability:

[ tried to call this doctor that I knew was a big [bupe] guy and they said they weren't

even taking patients..I mean, I remember crying, like trying to find a doctor that I could

get [buprenorphine from].. I was trying to save my relationships, my work.. And it was

really, really hard and I could not find anything. I remember specifically going on a

using streak that was really bad.. that ended up [with] me being in a residential

treatment.

Second to using drugs, respondents also discussed using non-prescribed buprenorphine
when they were unable to get treatment (11%). Participants described accessing non-prescribed
buprenorphine as beneficial for mitigating withdrawal, helping them abstain from using opioids,
and even saving their life:

I was buying off the streets, stuff like that. I had to turn to that. And I mean, it really,

honestly, I'think it (buprenorphine) saved my life... I mean, I was getting into it really

bad. Iwas running cross state lines, you know, just doing whatever I could. Started
stealing, stuff like that, you know, and I'm not like that. Like, I have never been like that,

like, [with] a clean record at 32 years old... So for me it was demoralizing to be in such a

situation where I felt helpless. So when I found somebody to start buying the bupe off of,



it kind of gave me confidence that things were going to be okay. You know, like, I'm going

to make it through this.

Respondents also explained that when they couldn’t access treatment they would buy
buprenorphine off the streets, which was a cost they couldn’t sustain:

So first of all, it's extremely expensive if you're buying it off the street. It's like $25 per 12

milligram strip and you know, 12 milligrams is about a normal dose. So.itwas about $25

a day when I was homeless and had no access to money. It was, it was really hard. And if

I didn't get it, I was sick, I was miserable, I was suicidal. It was just, it wasn't fun.

Being arrested or punished was less commonly reported (4%) by respondents because of
not accessing treatment. Those who discussed being arrested or punished cited barriers to
treatment or getting help:

At the time I was homeless and prostituting and just didn't have a way to really get to the

places I needed to go. And then finally I got in some trouble. I kind of got in trouble on

purpose so I could get into the system to get the help I needed.. I ended up going to jail
and then a rehab.. And then got onmaintenance.

Another respondent described a similar experience in the criminal legal system due to a
lack of available treatment:

[ think, you know, I just didn't get clean. I ended up going back to jail because obviously I

didn't stop using. I think you can have all the want in the world, but if you don't have

things lined up, like at that point I didn't have stable housing.. So just so many things got
in the way, and I had so much that it kind of just pushed me over the edge. And then at

that point their only solution is jail. And you know, maybe if somebody's a criminal “just



because” jail's a place for them, but [not] when they've literally reached out asking for

help a million times and they get cut down.

Some respondents (<5%) discussed overdosing as a consequence of not being able to
access treatment when desired, and a number of responses detailed multiple overdoses before
entering treatment:

I mean the last time [ would say was probably right before I went to, well,a little bit

before I went to prison. And, I mean I died [from overdosing | like three times [over the]

course of a couple of months...And I just didn't wanna live like that, but I was so scared
of how intense... at how deep my habit had become that I just was scared. There had
been a couple of times I had gone to a clinic and forced into precipitated withdrawals
and it was hell, I couldn't do it. I ended up going to the methadone clinic just because |
fucked up so much.

Few respondents reported seeking non-prescribed methadone (<2%). Respondents cited
long waiting lists, resulting in them seeking out methadone from family or friends, or from the
street. One individual explained using buprenorphine or methadone to hold them over until
gaining access to treatment:

Well, I called a few detoxes and they were all full, no beds available and like I said to the

methadone clinic and everything, they were full like a year, couple years out waiting

(list). So I'waited. I had to wait until there was an opening for a bed, and in the

meantime, I just managed the symptoms and treatment myself [by] getting the stuff off the

street. Buprenorphine or methadone, whatever, and managed it myself at home until a

bed opened up and I was able to get into a residential detox.

3.4. Summary, Implications, and Limitations



In this survey of 474 Vermont residents who recently used opioids or participated in
treatment for opioid use disorder, about three-quarters of respondents had used non-prescribed
buprenorphine, and three quarters had used prescribed buprenorphine. Consistent with past
research (see Literature Review), respondents with a history of non-prescribed buprenorphine
use were more likely to have also taken prescribed buprenorphine for treatment, and users of
both prescribed and non-prescribed buprenorphine were also more likely to have participated in
other forms of treatment like counseling. Among respondents who had used both non-prescribed
and prescribed buprenorphine, three-quarters started with non-prescribed. Nearly all respondents
who had used non-prescribed buprenorphine had used it to prevent withdrawal symptoms;
slightly fewer than half had ever used non-prescribed buprenorphine to get high. Three out of
five respondents who reported having taken prescribed buprenorphine also reported giving,
selling, or trading their prescribed buprenorphine to someone else at least once. Respondents
described a number of reasons for using non-preseribed buprenorphine instead of obtaining a
prescription, principally to prevent withdrawal symptoms during period when accessing or
continuing formal treatment was difficult. Respondents also described mostly positive impacts of
taking non-prescribed buprenorphine: principally health effects like avoiding withdrawal and
other more dangerous drug use, but also sometimes other improved employment and social
outcomes. In summary, use of non-prescribed buprenorphine among people who use opioid
drugs in Vermont is common, is often used as a stopgap measure by people who experience
barriers to or disruptions in treatment, and is perceived by users as being a safer alternative to
other opioid drugs that is effective at preventing withdrawal and preventing other harmful

consequences associated with opioid misuse like overdose.



Respondents overwhelmingly favor decriminalization of buprenorphine possession.
However, fewer than a third of respondents were aware that buprenorphine possession actually
was decriminalized in Vermont. Awareness was higher in Chittenden County than in other
Vermont Counties, likely because buprenorphine was de facto decriminalized in the City of
Burlington for several years before Act 46 eliminated criminal penalties statewide. Among
respondents who were not aware that buprenorphine was decriminalized until they were told as
part of this survey, just over a third said they now would be more likely to give, sell or trade their
buprenorphine to others as a result of decriminalization, and 3 in 20 said they would now be
more likely to take non-prescribed buprenorphine. However, among respondents who were
actually aware of buprenorphine decriminalization before taking this survey, almost none said
they had either increased their use of non-prescribed buprenorphine, or increased their giving,
selling, or trading of buprenorphine to others, because of decriminalization. This discrepancy
between anticipated and enacted behaviors might reflect the short time period that buprenorphine
has been decriminalized — participants who were aware of decriminalization may not yet have
experienced a situation where decriminalization would influence their behavior. However, it may
also reflect that survey participants, responding to a hypothetical question, overestimated how
much their future behavior will change in response to this legal change.

Finally, 1 out of 5 participants reported they had been arrested at least once while in
possession of buprenorphine, including a third of these (5 percent of all respondents) who said
they were arrested because of buprenorphine possession and no other reason. 1 in 10 said they
had been punished for violating parole or probation at least once because of buprenorphine

possession. Respondents from self-identified race/ethnic groups other than White non-Hispanic



were twice as likely to report having been arrested while in possession of non-prescribed
buprenorphine.

Taken together, these findings suggest that non-prescribed buprenorphine use is common
among people who use drugs in Vermont and is perceived by users to have health benefits,
principally by providing a fallback option for preventing withdrawal during disruptions in
treatment that is safer than other opioid drugs. However, it is unlikely that the mew policy of
buprenorphine decriminalization has had a substantial short term impact on the health of people
who use drugs in Vermont. Most people who use drugs were not aware.of decriminalization, and
those who were had not changed their behavior in response to the policy change. However, in the
long term, the policy does have the potential to reduce criminal justice involvement by people
who use drugs, since a non-trivial fraction of respondents reported having been arrested or
punished for violating parole or probation while in possession of buprenorphine. Since there is
strong evidence that incarceration is associated with poor health outcomes (31), including
overdose (32,33), reducing criminal justice contact has potential downstream health benefits.
Further, since self-reported buprenorphine-associated criminal justice involvement was twice as
common among respondents. from race/ethnic groups other than white non-Hispanic,
decriminalization has the potential to reduce race-based inequities in criminal justice
involvement.

By contrast, there was scant evidence in this survey that buprenorphine decriminalization
has been harmful to people who use drugs. Non-prescribed buprenorphine use was already very
common. There is no evidence taking non-prescribed buprenorphine was used as a way to avoid
formal treatment; in fact, non-prescribed use is associated with increased engagement in both

buprenorphine treatment and other modes of treatment. Instead, people who use non-prescribed



buprenorphine usually do so when they are unable to obtain or experience gaps in or problems
with their treatment, and most describe that the decision to use non-prescribed buprenorphine
helped them avoid other riskier drugs and improved their health and other aspects of their lives.

3.4.1. Limitations. This study has three important limitations.

First, this survey is not intended to be representative of people who use opioid drugs in
Vermont. Approximately three-fifths of respondents were recruited at a service provider site
such as a syringe services program or opioid treatment program. This is likely reflected in the
service use characteristics of respondents: three quarters have tried buprenorphine treatment in
their lifetime and seven in ten have tried methadone treatment. Because attempting to recruit a
sample representative of all people who use opioids in.Vermont was not feasible, we instead
focused on achieving sufficient diversity of experiences so that key outcomes can be examined
within subgroups of interest, for example, people who have never been in buprenorphine
treatment. Indeed, there are differences between subgroups: for example, the quarter of
participants who had no history of buprenorphine treatment were less likely to report non-
prescribed buprenorphine use; less likely to' have been arrested while in possession of
buprenorphine, and less likely to support decriminalization. Appropriate interpretation of results
requires consideration of these inter-group differences, rather than just examination of top-line
prevalences.

Second, this'study relied on a survey that was administered a single time. Further, we did
not begin collecting data until after Act 46 had already been in effect for a year. Therefore, we
cannot empirically establish whether any of the behaviors or attitudes examined in the survey
changed after Act 46 was implemented. Instead, we rely on participants’ recall of their own

behaviors and behavior change. We also cannot be certain that any barriers to care that



respondents identified remain prevalent today. As noted in the Introduction, Vermont has
expanded buprenorphine treatment capacity significantly over the past decade, and some of the
treatment access challenges described in this report may reflect an earlier era — in fact, in
qualitative analyses, some participants noted that treatment access has improved.

Finally, this was a survey study and all responses are self-report. Some responses may not
be accurate, for example if participants did not fully understand the question, did not accurately
remember their past behaviors, or felt some responses were more desirable to the interviewer

than others.



4. Study 2: Survey of Vermont clinicians who prescribe buprenorphine
4.1 Study Overview and Goals
Our second study — a survey of Vermont clinicians who have prescribed buprenorphine
for opioid use disorder in the past year — examined the following questions:
1. Do providers waivered to prescribe buprenorphine in Vermont know buprenorphine is
decriminalized?
2. Do providers waivered to prescribe buprenorphine in Vermont believe buprenorphine
should be decriminalized, and if so why?
3. Do providers who prescribe buprenorphine in Vermont believe that their patients are
now, because of decriminalization, more likely.to use non-prescribed buprenorphine? Or
more likely to give, sell, or trade their buprenorphine to someone else?
4. Whether prescribers have changed the number of patients they prescribe to or average
dosage or days supply as a result of decriminalization change?
4.2 Methods

4.2.1. Using an email distribution list maintained by Vermont Department of Health’s
Opioid Treatment Authority, we recruited all 683 Vermont health care providers with a waiver to
prescribe buprenorphine to participate in a survey. The survey was activated and an initial
recruitment email was sent on October 11, 2022. Reminder emails were sent October 18 and
October 25, and the'survey was closed on October 28. The recruitment email invited clinicians to
complete a brief, anonymous survey about “a recent Vermont policy change affecting
buprenorphine.” Emails contained a hyperlink to a web survey that respondents would complete
and submit on their own. Participants who clicked the hyperlink were taken to a description of

the study, its associated risks and benefits, and their rights as participants. Participants were then



asked if they wished to proceed with the survey. Participants who consented were then able to
complete and submit the survey online. Participants were not provided any monetary incentive
for their participation.

The recruitment, consent, survey, and data security protocols and materials were
reviewed and approved by Johns Hopkins Bloomberg School of Public Health Institutional
Review Board.

Of 683 survey recipients, 205 initiated the survey. Of these, 88 were eéxcluded because
they a) did not consent to complete the survey, b) consented but then did not complete the
survey, or ¢) completed the survey but stated they had not prescribed buprenorphine in a year or
more. The final analytic sample consisted of 117 respondents (17% of waivered prescribers in
Vermont.

4.2.2. Measures. The survey had 4 main outcomes:

4.2.2.1. Awareness of decriminalization. Respondents were asked whether they believe
Vermont has criminal penalties for possessing small amounts of buprenorphine.

4.2.2.2 Support for decriminalization. Respondents were asked whether they believe
Vermont should have criminal penalties for possessing small amounts of buprenorphine.

4.2.2.3. Beliefs about impact of decriminalization. Providers were told buprenorphine
possession is now decriminalized in Vermont. They were then asked if, as a result of this change,
they believe their patients are now more likely either to use non-prescribed buprenorphine, or to
give, sell, or trade their buprenorphine prescription to someone else.

4.2.2.4. Self-reported change in prescribing practices. Prescribers were asked if, as a

result of buprenorphine decriminalization, they have increased, reduced, or not changed: the



number of patients they prescribe to; the average dosage they prescribe; or the average days-
supply they prescribe.

4.2.2.5 Contextual variables. The survey also assessed several contextual factors that
were not primary outcomes of interest but were used to describe the sample of participants in the
survey and examine characteristics associated with each of the primary outcomes. Domains
assessed include years of prescribing buprenorphine, most recent date prescribed buprenorphine,
practice specialty, and provider age and gender.

4.2.3 Analytic Approach. For each of the four primary multiple-choice outcomes listed
above — awareness of decriminalization, support for decriminalization;, beliefs about impact, and
changes in prescribing practices — we computed the sample prevalence of that outcome. We also
assessed whether any contextual variables were associated with participant responses on each
main outcome variable by conducting stratified analysis of the prevalence of each outcome for
each contextual variable. Statistically significant differences in the prevalence of each outcome
between strata were estimated using chi-squared tests. Notable results are highlighted in text;
complete results are shown in/tables.

Quantitative analyses were conducted in R 4.1.3.

4.3. Results

4.3.1. Awareness of decriminalization. 72 (62%) of prescribers correctly stated that
Vermont does not have criminal penalties for buprenorphine possession. Years with a waiver
was significantly associated with awareness of decriminalization: providers who had been

waivered longer were more likely to correctly state buprenorphine is decriminalized in Vermont.



4.3.2. Support for decriminalization. 107 (91%) of prescribers stated that they believe
Vermont should not have criminal penalties for possessing small amounts of buprenorphine.
Support for decriminalization did not differ significantly between any provider groups assessed.

4.3.3. Beliefs about impact of decriminalization. 54 (46%) of prescribers stated they
believe that, because buprenorphine is decriminalized, their patients are more likely to use
buprenorphine that is not prescribed to them. Prescribers who had more recently prescribed
buprenorphine were significantly less likely to believe that decriminalization has resulted in
increased non-prescribed use of buprenorphine.

56 (48%) of prescribers stated that, because buprenorphine is decriminalized, their
patients are more likely to give, sell, or trade the buprenorphine that is prescribed to them to
someone else. Prescribers who had more recently prescribed buprenorphine were also
significantly less likely to believe that decriminalization has resulted in increased diversion of
buprenorphine. In addition, providers identifying as men or other genders were significantly
more likely than women providers to believe that decriminalization had increased diversion of
buprenorphine. There were also significant differences by provider specialty — providers who
were neither specialty substance use treatment providers no primary care physicians were most
likely to say they believed decriminalization increased diversion.

4.3.4 Self-reported change in prescribing practices. Because of decriminalization, 5
providers (4%) said'they now prescribe to fewer patients, 2 (2%) now said they prescribe a
smaller average days-supply, and 2 (2%) said they now prescribe a lower average dose. These
prevalences did not differ significantly between any provider groups assessed.

4.4. Summary, Limitations, and Implications



In this survey of healthcare providers who have prescribed buprenorphine in the past
year, 9 in 10 supported decriminalizing buprenorphine possession, with support highest among
the most experienced providers who had most recently prescribed buprenorphine. Only 6 in 10
were aware buprenorphine possession was actually decriminalized. However, this lack of
awareness likely has little public health impact, since essentially no providers say they have
changed their prescribing practices since buprenorphine was decriminalized. These highlevels of
support for decriminalization and low levels of practice change are notable, since close to half of
all providers did think that decriminalization would result in mere non-prescribed buprenorphine
use and more patients giving, selling, or trading their buprenorphine prescription to others. This
suggests providers’ do not perceive these behaviors to be especially harmful, or at least that any
harms from these behaviors do not outweigh the benefits of decriminalization.

4.4.1. Limitations. The principal limitation of this survey is representativeness. While we
surveyed every provider with a waiver to prescribe buprenorphine in Vermont, fewer than 1 in 5
ultimately completed the survey and had results included in the analysis. Prescribers who did not

complete the survey may have different attitudes and practices than those who do.



5. Summary and Conclusions

This evaluation of buprenorphine decriminalization in Vermont combines evidence from
two sources: surveys of people who use opioid drugs or are in treatment for opioid use disorder
and surveys of providers who prescribe buprenorphine. We reach the following conclusions
about use non-prescribed buprenorphine in Vermont and the impact of eliminating criminal
penalties for possessing small amounts of buprenorphine:

1. A history of non-prescribed buprenorphine use is common among people who use opioid
drugs and people in treatment for opioid use disorder. Non-prescribed buprenorphine use
is most common among people who also have been engaged in buprenorphine treatment
and other forms of non-methadone substance use treatment. Most people who have used
non-prescribed buprenorphine have done so to prevent withdrawal symptoms, many more
than the proportion who have done so to get high. Respondents to our survey described
using non-prescribed buprenorphine when doing so was easier than obtaining prescribed
buprenorphine, often when they experienced problems obtaining a prescription or as a
stopgap measure when they experienced disruptions in a treatment program. Respondents
mostly described positive effects of using non-prescribed buprenorphine — mainly
preventing withdrawal and other general health benefits, but also avoiding other drug use
and better ability to maintain employment — but also occasional negative impacts,
including precipitated withdrawal.

2. A history of prescribed buprenorphine use is also common among people who use opioid
drugs and people in treatment for opioid use disorder. Most people who have had a

buprenorphine prescription have at one point given, sold, or traded their buprenorphine to



someone else. Further, most people who had used both prescribed and non-prescribed
buprenorphine stated they started with non-prescribed buprenorphine.

To date, it is unlikely removing criminal penalties has had any substantial direct impact —
positive or negative — on the health of people who use drugs in Vermont. This is because
most people who use opioid drugs or are in treatment for opioid use disorder are not
aware buprenorphine is decriminalized. In our survey, those who wereaware almost
uniformly told us they have not changed their behavior in response to the policy change,
although a sizable minority those who were made aware during the course of this study
said they thought they would be more likely to take give, sell, or trade their
buprenorphine prescription to others as a result of the law in the future.

People who use opioid drugs or are in treatment for opioid use disorder overwhelmingly
support decriminalizing buprenorphine possession, with support highest among people
engaged in buprenorphine treatment. The most common reasons given for supporting
decriminalization were that taking buprenorphine improves peoples’ safety as compared
to taking other opioid drugs, that people should not be punished or stigmatized for
making a safer choice, and that decriminalization increases access to buprenorphine.
Among the handful who oppose decriminalization, the most commonly cited reason was
their belief that criminal penalties encourage people to obtain a prescription instead of
using non-prescribed medication. (In fact, as noted above, people who have used non-
prescribed buprenorphine are actually more likely to have obtained buprenorphine
treatment, and non-prescribed use typically precedes prescribed use.)

In our survey, one in five respondents said they had been arrested at some point while in

possession of buprenorphine, although only a third of those said their arrest was because



of buprenorphine possession and no other reason. One in ten had been punished for
violating parole or probation terms because of buprenorphine possession. These
experiences were more common among respondents identifying as race/ethnic groups
other than White non-Hispanic. Therefore, while decriminalization may not have had an
immediate impact the health or behavior of people who use drugs, it does hold potential
to reduce contact with the criminal justice system, particularly for race/ethnic minority
groups.

Most people who use opioids or are in treatment for opioid use disorder say there was a
time when they wanted treatment but could not or did not obtain it. Reasons for not
obtaining treatment varied, but among the most common were not being ready to stop
using, not having transportation, and not being.able to find a program with an opening.
Of the healthcare providers we surveyed who have prescribed buprenorphine in the past
year, approximately three in five were aware that Vermont eliminated criminal penalties
for buprenorphine possession.

Buprenorphine prescribers overwhelmingly supported decriminalization, with support
highest among the most experienced providers and those who have most recently
prescribed buprenorphine.

This support persists even though a majority of providers thought their patients are now
more likely to use non-prescribed buprenorphine and more likely to give, sell, or trade
their buprenorphine prescription to others. (In fact, in our survey of people who use
opioid drugs in Vermont, we found that almost no respondents reported changing their

behavior after buprenorphine was decriminalized.)



10. Further, essentially no providers said they had changed the number of patients they
prescribe to, the average dose they prescribe, or the average days-supply they prescribe
because of decriminalization.

Taken together, these findings suggest that buprenorphine decriminalization is a popular
policy among two of the most important constituencies affected by the law: people who use
opioid drugs and the providers who serve them. In the short term, it is unlikely Act 46 has
substantially impacted the health of people who use drugs in Vermont because most people we
surveyed were not aware buprenorphine is decriminalized and those who wete aware have not
changed their behaviors in any way because of the law. If Act 46 were to increase the use of non-
prescribed buprenorphine among people who use opioid drugs, the evidence compiled here
suggests this could have health benefits for people who use drugs. Respondents to our survey
usually used non-prescribed buprenorphine to prevent withdrawal symptoms, often when
accessing prescribed buprenorphine was difficult or when thy had trouble accessing treatment.
When they did use non-prescribed buprenorphine, respondents mostly described that it had
positive effects on their lives, principally preventing withdrawal and helping them avoid other
drugs. There is also no evidence that Act 46 will have the inadvertent effect of changing
prescriber behavior, since prescribers mostly support the policy and say they have not changed
their prescribing behavior since it was passed. Finally, in the long term Act 46 may help reduce
overall contact with'the criminal justice system and reducing race-based disparities in justice

involvement.
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Tables and Figures

Figure 1.1. Annual drug overdose deaths per 100,000 residents, Vermont and S New
England* States, 2010-2021**

401
[72]
<
o

DS 30
ne
© 8 — Vermont
8 < _ Other New
5 England States
[0l eN
>
(@)

201

10+

2010 2012 2014 2016 2018 2020
Year

Source: Centers for Disease Control and Prevention, National Center for Health Statistics.
National Vital Statistics System, Provisional Mortality on CDC WONDER Online Database.
Data are from the final Multiple Cause of Death Files, 2018-2020, and from provisional data for
years 2021-2022, as compiled from data provided by the 57 vital statistics jurisdictions through
the Vital Statistics Cooperative Program. Accessed at http://wonder.cdc.gov/mcd-icd10-
provisional.html on Oct 31, 2022 5:52:22 PM

*Massachusetts, Connecticut, New Hampshire, Rhode Island, and Maine

**Qverdose rates for 2021 are provisional estimates



2.1. Prevalence of beliefs about, and lifetime experiences with, non-prescribed
buprenorphine in a sample of 474 Vermont residents who misused opioids or received
medication treatment for opioid use disorder in the past 90 days

Outcome Respondents  Endorsed Prevalence
Used non-prescribed buprenorphine! 474 360 76%
To prevent withdrawal! 360 341 95%
To get high! 359 151 42%
Used prescribed buprenorphine! 474 343 72%
Gave, sold, or traded prescription! 343 202 59%
Started with non-prescribed buprenorphine! 298 221 74%
Decriminalization — Support 474 379 80%
Decriminalization — Oppose 474 79 17%
Decriminalization — Unsure 474 16 3%
Unaware buprenorphine is decriminalized 474 312 66%
Anticipate more non-prescribed use 312 48 15%
Anticipate more diverting of prescription 312 112 36%
Aware buprenorphine is decriminalized 474 134 28%
Have increased non-prescribed use 132 5 4%
Have increased diversion of prescription 70 3 4%
Arrested while possessing buprenorphine 474 84 18%
While possessing non-prescribed buprenorphine 84 44 52%
While possessing prescribed buprenorphine 84 42 50%
Arrested for buprenorphine possession alone 84 25 30%
For non-prescribed buprenorphine 25 16 64%
For prescribed buprenorphine 25 10 40%
Parole or probation violation for buprenorphine 474 53 11%
For non-prescribed buprenorphine 53 41 77%
For prescribed buprenorphine 53 12 23%
Wanted treatment but did not obtain it 474 315 66%
Because no insurance or couldn't pay 315 115 37%
Because insurance did not cover 315 68 22%
Because no transportation 315 208 66%
Because can't find type of treatment desired 315 141 45%
Because can't find time 315 135 43%
Because not ready to stop using 315 224 71%
Because no program openings 315 181 57%
Because didn't know where to go 315 101 32%
Because feared community stigma 315 145 46%
Because could affect work 315 149 47%

Because couldn't find childcare 315 57 18%



Outcome Respondents Endorsed Prevalence
Because didn't think it was necessary 315 113 36%



2.2. Prevalence of beliefs about, and lifetime experiences with, non-prescribed buprenorphine by respondent demographic
characteristics

Used non- Aware Arrested while Wanted
prescribed buprenorphine is Support possessing treatment but
Full Sample buprenorphine  decriminalized decriminalization  buprenorphine  did not obtain it
Total % Total n % n % n % n % n %

Age

[18,35] 185 39% 131 71% 47 25% 143 77% 39 21% 124 67%

(35,45] 175 37% 149 85% 51 29% 141 81% 36 21% 123 70%

(45,80] 114 24% 80 70% 36 32% 95 83% 9 8% 68 60%
Gender

Female 238 50% 169 71% 68 29% 182 76% 33 14% 154 65%

Male and Other Genders 236 50% 191 81% 66 28% 197 83% 51 22% 161 68%
Orientation

Straight 413 87% 312 76% 115 28% 331 80% 70 17% 273 66%

All Other Orientations 61 13% 48 79% 19 31% 48 79% 14 23% 42 69%
Race/Ethnicity

White Alone 394 83% 305 77% 108 27% 313 79% 58 15% 265 67%

All Other Race/Ethnic
Groups 80 17% 55 69% 26 33% 66 83% 26 33% 50 63%
County

Chittenden 133 28% 102 77% 53 40% 120 90% 23 17% 93 70%

Windham 66 14% 43 65% 22 33% 52 79% 10 15% 38 58%

Orleans 69 15% 50 72% 22 32% 45 65% 6 9% 41 59%

Caledonia 45 9% 36 80% 8 18% 35 78% 4 9% 26 58%

Rutland 45 9% 41 91% 5 11% 36 80% 14 31% 35 78%

Other Counties 116 24% 88 76% 24 21% 91 78% 27 23% 82 71%



2.3. Prevalence of beliefs about, and lifetime experiences with, non-prescribed buprenorphine by respondent lifetime
treatment characteristics

Aware Wanted
Used non- buprenorphine Arrested while  treatment but
prescribed is Support possessing did not obtain
Full Sample  buprenorphine decriminalized decriminalization buprenorphine it
Total % Total n % n % n % n % n %

Buprenorphine

No 131 28% 77 59% 35 27% 94 72% 5 4% 68 52%

Yes 343 72% 283 83% 99 29% 285 83% 79 23% 247 72%
Methadone

No 146 31% 113 77% 42 29% 118 81% 27 18% 89 61%

Yes 328 69% 247 75% 92 28% 261 80% 57 17% 226 69%
Naltrexone

No 409 86% 300 73% 115 28% 322 79% 68 17% 263 64%

Yes 65 14% 60 92% 19 29% 57 88% 16 25% 52 80%
Detox

No 281 59% 205 73% 79 28% 229 81% 37 13% 172 61%

Yes 193 41% 155 80% 55 28% 150 78% 47 24% 143 74%
Counseling

No 68 14% 39 57% 19 28% 45 66% 4 6% 30 44%

Yes 406 86% 321 79% 115 28% 334 82% 80 20% 285 70%
Residential

No 151 32% 100 66% 42 28% 105 70% 10 7% 86 57%

Yes 323 68% 260 80% 92 28% 274 85% 74 23% 229 71%



2.4. Prevalence of beliefs about, and lifetime experiences with, non-prescribed buprenorphine by respondent past-90-day drug
use and overdose experiences

Used non- Aware Arrested while ~ Wanted treatment
prescribed buprenorphine is Support possessing but did not obtain
Full Sample buprenorphine decriminalized  decriminalization  dbuprenorphine it
Total % Total n % n % n % n % n %

Overdose

No 419 88% 321 77% 113 27% 334 80% 68 16% 272 65%

Yes 55 12% 39 71% 21 38% 45 82% 16 29% 43 78%
Fentanyl

No 172 36% 127 74% 43 25% 128 74% 30 17% 106 62%

Yes 302 64% 233 77% 91 30% 251 83% 54 18% 209 69%
Heroin

No 219 46% 168 77% 58 26% 166 76% 36 16% 140 64%

Yes 255 54% 192 75% 76 30% 213 84% 48 19% 175 69%
Painkillers

No 335 71% 260 78% 94 28% 267 80% 61 18% 218 65%

Yes 139 29% 100 72% 40 29% 112 81% 23 17% 97 70%
Cocaine

No 173 36% 128 74% 41 24% 133 77% 29 17% 107 62%

Yes 301 64% 232 77% 93 31% 246 82% 55 18% 208 69%
Benzodiazepines

No 369 78% 276 75% 101 27% 293 79% 60 16% 238 64%

Yes 105 22% 84 80% 33 31% 86 82% 24 23% 77 73%
Methamphetamine
]

No 347 73% 248 71% 94 27% 270 78% 59 17% 225 65%

Yes 127 27% 112 88% 40 31% 109 86% 25 20% 90 71%

Alcohol



Used non- Aware Arrested while Wanted treatment

prescribed buprenorphine is Support possessing but did not obtain
Full Sample buprenorphine decriminalized  decriminalization = buprenorphine it

No 245 52% 187 76% 68 28% 198 81% 44 18% 155 63%

Yes 229 48% 173 76% 66 29% 181 79% 40 17% 160 70%
Nicotine

No 30 6% 18 60% 6 20% 26 87% 3 10% 15 50%

Yes 444 94% 342 77% 128 29% 353 80% 81 18% 300 68%
THC

No 139 29% 100 72% 43 31% 119 86% 19 14% 92 66%

Yes 335 71% 260 78% 91 27% 260 78% 65 19% 223 67%



2.5. Prevalence of beliefs about, and lifetime experiences with, non-prescribed buprenorphine by respondent past-12-month

criminal justice experiences

Full Sample

Total

Arrested

No 370

Yes 104
In jail

No 396

Yes 78
On parole or probation

No 362

Yes 112

% Total

78%
22%

84%
16%

76%
24%

Used non-
prescribed
buprenorphine
n %
274 74%
86 83%
296 75%
64 82%
265 3%

95 85%

Aware

buprenorphine is
decriminalized decriminalization

n

109
25

114
20

104
30

%

29%
24%

29%
26%

29%
27%

Support

n %
289 78%
90 87%
312 79%
67 86%
282 78%
97 87%

Arrested while
possessing
buprenorphine

n %
57 15%
27 26%
56 14%
28 36%
44 12%
40 36%

Wanted
treatment but

n

241
74

257
58

230
85

did not obtain it

%

65%
71%

65%
74%

64%
76%



Table 2.6 Demographic, treatment, substance use, and criminal justice characteristics of respondents (n=369) included in
qualitative analysis of key themes

Count % Total

Age

[18,35] 145 39%

(35.,45] 134 36%

(45,80] 94 25%
Gender

Female 181 49%

Male and Other Genders 192 51%
Orientation

Straight 324 87%

All Other Orientations 49 13%
Race/Ethnicity

White Alone 316 85%

All Other Race/Ethnic
Groups 57 15%
County

Chittenden 122 33%

Windham 61 16%

Orleans 35 9%

Caledonia 40 11%

Rutland 37 10%

Other Counties 78 21%
Buprenorphine

No 99 27%

Yes 274 73%
Methadone

No 119 32%



Yes
Naltrexone

No

Yes
Detox

No

Yes
Counseling

No

Yes
Residential

No

Yes
Overdose

No

Yes
Fentanyl

No

Yes
Heroin

No

Yes
Painkillers

No

Yes
Cocaine

No

Yes

Count

254

318
55

207
166

49
324

102
271

326
47

130
243

167
206

257
116

133
240

% Total
68%

85%
15%

55%
45%

13%
87%

27%
73%

87%
13%

35%
65%

45%
55%

69%
31%

36%
64%



Benzodiazepines
No
Yes
Methamphetamines
No
Yes
Alcohol
No
Yes
Nicotine
No
Yes
THC
No
Yes
Arrested
No
Yes
In jail
No
Yes
On parole or probation
No
Yes

Count

292
81

272
101

193
180

15
358

111
262

286
87

306
67

283
90

% Total

78%
22%

73%
27%

52%
48%

4%
96%

30%
70%

77%
23%

82%
18%

76%
24%



Table 2.7. Opinions on buprenorphine decriminalization, reasons for taking non-prescribed buprenorphine, effects of taking
non-prescribed buprenorphine, and consequences of not obtaining substance use treatment — key themes abstracted from free
response questions in a survey of 369 Vermont adults who misused opioid drugs or received treatment for opioid use disorder
in the past 90 days.

Opinions on Decriminalization Count Percent
Supports Decriminalization
Improves Safety 149  40.38%
Reduces punishment or stigma 117« 31.71%
Increases access 96 26.02%
Mutual aid 27 7.32%
Opposes Decriminalization
Stop diversion 25 6.78%
Encourage people to get prescriptions 25 6.78%
Concern for Children 7 1.90%
Conflicted (e.g., decriminalize small amounts, criminalize large
amounts) 18 4.88%
Reasons for Taking Non-prescribed Buprenorphine
Mitigate withdrawal 103 2791%
Couldn't get prescription 57 1545%
Stopgap 55 1491%
Easier to obtain 56  15.18%
All I could get to get high 26 7.05%
Uncomfortable with healthcare 10 2.71%
Effects of Taking Non-prescribed Buprenorphine
Positive Effects
Eliminates withdrawal 128  34.69%
Didn't use other drugs 57  1545%
Employment benefits 41  11.11%
Friends and family benefits 28 7.59%
Improved quality of life 71 19.24%

Negative Effects



Precipitated Withdrawal or Illness 24 6.5%
Arrested or punished 2 0.54%
Effects of Missing Treatment
Used drugs 112 30.35%
Used non-prescribed buprenorphine 40  10.84%
Arrested or punished 16 4.34%
Ambivalence 16 4.34%
Overdosed 10 201%
Used non-prescribed methadone 5 1.36%







Table 2.8. Summary of major themes and subthemes of buprenorphine decriminalization from the perspective of people who
use drugs in Vermont, in the context of Vermont’s buprenorphine decriminalization.

Theme

Ilustrative quote

Supports Decriminalization

Improves Safety

The likelihood of overdose on buprenorphine is less likely than the overdose on heroin...And it could
possibly save a lot of lives, even if it is not necessarily prescribed by a doctor, because I had a period of
time where I couldn't get into a doctor, so I was buying it on the street until I could.

Well, because it's a lot safer for people to take Suboxone than. it is for people to be out shooting heroin.
So if they can get their hands on Suboxone instead of some heroin and know that it's safe for them to do
that, that might end up saving people's lives.

Reduces punishment or
stigma

Well, I just think that a lot of the system in the past has been so judgmental on people that are addicts
that they just put 'em in jail and let 'em fend for themselves instead of just trying to help them and make it
[legal], give them resources andtools te be able to safely use, actively use to be able to get better.

1 feel like I know from my own experience that when I was trying to get sober, the first time...I got pulled
over and I had some of [buprenorphine in] my possessions, so I actually got a charge over it, but I was
trying to do the right thing, you know what I mean? I was trying to better myself by taking the
buprenorphine instead of, you know, doing the heroin or the other stuff. So I feel if somebody's got a little
bit they're probably trying to better theirselves, so I don't feel like they should be criminalized for it.

Increases access

I don't think that there should be criminal penalty for that because I think it's much better than the
alternative...A lot.of people have a hard time getting into treatment. I'll tell you some places, some clinics
have waitlists, or some people can't go to a clinic because they work and the clinic's not open during
their time. And some, you know, with bupe, it's hard to get into a doctor so their choice is continue to buy
heroin.or buy the bupe and maybe it would deter them from buying bupe with knowing that they're
committing a crime and it's a prescription.

Some people don't have time. Some people have, you know, two jobs, three jobs, they have children...
They're doing everything by themselves. A single mother, single father, they can't jump through all the
hoops that the clinic or the doctor's offices are asking people to jump through.. If there are only chances




Theme

Ilustrative quote

to buy it (buprenorphine) off of the street, you know, and they're staying clean that way, then I don't think
that they should be punished for it.

Mutual aid

In the world of addiction...there's a whole community of us are all suffering from the same disease. And
so we see this, these maintenance drugs out there a lot, and they're very often passed between people and
I think they help a lot of people, and I can perhaps get other people off the street narcotics and onto the
safe, safer drugs that the government has.

I myself have been on bupe and it has been very difficult to get sometimes and it's easier to get on the
streets...You know, it makes it easier to get, you know, you don't have to go call a doctor, you just go to a
friend and, you know, it's a lot easier. It's cause you know, everybody can have it that way cause either
everybody will have a doctor or everybody will have it. So if you don't have it and you're sick, you can
just go to a friend and get it.

Opposes Decriminalization

Stop diversion

I mean, you, if you get caught with any other controlled substance, then there's penalties if it's not
prescribed to you. So I don't see why there's a difference with buprenorphine. I mean, I know that it
helps, you know, potentially it could help save people's lives, but [ mean, there's also, uh, you know, um,
Narcan for the same exact reasons. I mean, I, believe that Narcan should be, you know, legal, but I don't
see how really Suboxone or buprenorphine is really going to save that many people's lives. I think it's
more or less people use it when they don't have dope. That's, that's the only time that I, ['ve ever heard of
people actually havingit.

If people are prescribed the medicine for help, they shouldn't be selling it to get money off of it. They
should be actually taking it for their wellbeing.

Encourage people to get
prescription

I would say that I feel like there should be penalties because like in order to get on those medications,
you have to go through a MAT [Medically Assisted Treatment] provider and you have to do counseling
and all that other stuff, which is supposed to help benefit you in your recovery.

[ think the person that's doing that [getting non-prescribed buprenorphine] should be directed to the
correct way of doing things by going to a doctor. And if there's no ways of penalizing someone from, you
know, stopping, just buying a little bit here and there on the streets, you know, then why bother getting
help? So, uh, they can just go and get it from someone down the street.




Theme

Ilustrative quote

Concern for children

I go to a clinic and I take methadone, and I know for a fact that people sell this in the street to make
money. I also know that people don't take care of where they're using it, how they're using it, and it puts
people at risk...puts children at risk. I have had a few friends that have had their children get in contact
with it and get sick from it. I understand people have drug problems, but there's no reason to, and unless
you're prescribed it, you shouldn't have it.

Conflicted

Intention to “stay
clean”, using small
amounts should be
decriminalized, but
large amounts and
intent to divert should
be criminalized

Because a small amount, somebody is trying to come off of the drugs.In.a larger amount, somebody is
more or less trying to sell the drugs. And if, you know, if somebody has a small amount, you know, up to,
you know, I typically, I'd say up to 24 milligrams cause that's what it typically takes sometimes for
somebody to feel well throughout the day on Suboxene. So any, anything over 24 milligrams, then yeah,
they should be punished for that. But anything under that? No, I don't believe so.

Well, just because people abuse it and they sell it and they don't do what they're supposed to do with it.
So that makes me think that a law, but then people, even though they're not prescribed it, they still use it
to, you know, try to be clean on their own. So in that instance, I would say it would be okay to not have a
law, I mean, to have that law and effect and not get in trouble.

Possession should be
illegal but criminal
punishment should be
rehabilitation or other
supportive treatment

Cause I know I really think people should not self prescribe and they should go to a doctor. [ mean, |
have eight antidepressants and if I get caught walking around with it, you know, but if I decide well I'm
gonna take someone else's antidepressant, you know, it's illegal to have. I think it should be totally un
criminal. It should be-afine or some, some something to it. Like maybe your punishment's gonna be gotta
go to drug rehab. You know, something like that. Kinda no jail but some something to force you to kind
of, or work to go.through rehab. Cause you're already on the first step if you're taking to buprenorphine,
you're trying to stay away from the heroin.




Table 2.9. Summary of major themes and subthemes of lived experiences using non-prescribed buprenorphine from people
who use drugs in Vermont, in the context of Vermont’s buprenorphine decriminalization (Act 46), 2022

Theme

Ilustrative quote

Reasons for taking non-prescribed buprenorphine

Mitigate withdrawal

I was detoxing from opiates from heroin and, you know, what are you suppeosed to do, go to your doctor
and tell them that you're withdrawing? I have done that in the past as well, and they're not very
supportive, or at least they weren't supportive then. I ended up buying it on the street because I was
actually on a very lengthy waiting list to get into the clinics in Burlington, which has also changed
recently.

I was still at the clinic and I missed my day to go get my refill cause I was only going every two weeks. I
completely forgot and I missed the day. So the next day I woke up and I was in withdrawal. And the
withdrawal is what led me to take some that was not prescribed to me. Cause the withdrawals are brutal.
They're very brutal.

Couldn’t get
prescription

I didn't really have the chance yet to get it from a health provider and I didn't want to go back to heroin at
the time. So I just got it from someone who l knew already had a prescription and didn't mind helping me
out.

I tried to get clean, like getinto a treatment facility, like just a detox. There was a waiting list to get a bed
for months and there was a waiting list to get into the clinics like couple years. So that's what stopped me
from going to the program first. So'l needed to get clean so I had started it on my own until I could get
into a real facility. Not like it was today. Today you get right in. Before you had to wait and wait and wait
and hope and pray.

Stopgap

I was desperate because I had been in rehab. I went to rehab for 34 days and I told them that if I left
without being on something, I knew I would use because my head was not right. Even though I was there
for 34 days and they still had me go, they gave me a number. So I leave rehab and I immediately called
the hub and they said they could not get me in to see the doctor for two days. I immediately freaked out
and my mind went, oh my God. Oh my God. Immediately to wanting to use, you know, even though |
wasn't sick anymore, but I still wanted to use, so I was scared. So my friend got me two eight milligram
Suboxone strips and she gave those to me and I took those for those two days until I get into the doctor.
And then they put me on 16 milligrams when I got to the doctor, but I was desperate. I didn't wanna use.
And I knew if I got the Suboxone I wouldn't use, so yep... It was a struggle.




I had tried to set up through a healthcare provider. When I initially got outta prison I was supposed to
have an appointment set up and for whatever reason, they didn't have that appointment when I got out so
it ended up taking them a few days to get me my Suboxone. So I just went to the street and bought it.

I left the emergency room and I was headed to rehab, and the rehab had called and canceled my intake
spot because they had a staff member quit, so there wasn't enough staffing for me, so'l was left on the
streets with no medication for a week or so.

Easier to obtain

I wanna say it was just some issues with getting into a doc, a provider, or the clinic, cause it's not always
a quick process. But now, like I said before though, now it's lot different. Like, cause as you said, the laws
have changed and the providers seem like they can take on more patients than they used to be able to.

The guy who was actually getting it [and giving it to me | was getting it (buprenorphine) from a health
provider. The health providers, it’s like a hassle. They got criteria you have to do and stuff like that.

All T could get to get
high

I was just getting high off it. | wasn't taking it to benefit myself, like I wasn't taking it the way you're
supposed to. Like the people I was hanging out with that, there was a point in time where a lot of people
were actually heavily abusing it so I just happened to be in the wrong place at the wrong time.

1 did get somewhat of a high from it, but I also felt safer using that than trying to use opiates or heroin or
something like that.

Uncomfortable with
healthcare

I take other mental health meds and if I were to go get on the program, then I wouldn't be able to get on
my other meds along with the fact that it's just, it's stigmatized. So, you know, once you get on a program
in Vermont, you're just like branded no matter what... You're not treated the same.

Going to somebody, you don't know, and pouring your heart out, or telling, explain[ing| to someone that
you do this, thatyand that you need help. It’s hard to admit you need help or hard to ask for help
sometimes. And you also think that you can take care of the problem on your own so that would be why I
would've taken it (non-prescribed buprenorphine).

Positive effects of taking non-prescribed buprenorphine

Eliminates withdrawal

It was very helpful because it would stop me from having withdrawals...It allowed me to be able to do the
things that I would normally want to do. Like go out and look for a job, or have energy to get out of bed,
or to do the responsible things, or even try to work on getting on [buprenorphine] legally and not buying
it from the street.

It affected [me] in the sense that I can't really do anything when in that sort of withdrawal. It's hard to get
up, it's hard to be a parent, it's hard to get anything done you're supposed to. So, if you can take some and




feel fine, then you can do everything that you need to do. [If] I hadn't been able [to take it], I probably
[would have] laid in bed all day.

Didn’t use other drugs

It really helped me. It gave me a peace of mind to know that I'm not going around heroin dealers...I'm
also not using, I'm not doing intravenous...So, it gave me that other peace.of mind that I'm going to be
okay for a little while to get the things done that I need to get done.. When I started using buprenorphine
it pulled me out of the mind of the streets. Because when you work in‘the streets trying to find dope, it's
like warfare.

It helped keep me sober that week until they had a bed for me in rehab. So, I think it kept me alive.

Employment benefits

It was helpful at the time for sure. I've always worked a lot, so it helped me.. I found that it was almost
easier for me to get it off the streets, because I was able to go towork and I wouldn't have to go to
counseling. It's hard to go to counseling and take care of kids, and do the whole life thing when you got to
go to counseling like two to three times a week and then you got to go see a doctor and then you got to go
do UAs out of nowhere. Not every job likes to.let you go and do that.

It was helpful.. It kept me from doing heroin, that's my goal...It made it so I could go to work. I was
always trying to just chase staying straight-- keeping the withdrawal symptoms away. So, when I'm doing
heroin, I have to do it every couple of hours, so.I can't hold down a job. But with Suboxone I can take it
once a day and I can be quote unquote normal and feel alright and not have to worry about getting sick
and [in] withdrawal. So, I ean actually function, and I can hold down a job, I can take care of my kids.

Friends and family
benefits

It was very helpful..It was affordable at the time.. It just makes it so you don't have those withdrawals
still able to work and you're still able to take care of your family and do everything that you need to
do...It enables you to just be a normal everyday person and go to work and come home and just be a dad.

I would say it'was very helpful. I have responsibilities that I have to do and I can't do any of that stuff if
I'm in withdrawal. It got me to a normal state of mind so I could get up, I could clean my house, I could
take care-of my kids.I could do everything I needed to. If I'm in withdrawal, I'm just lying in bed
miserable, I can't even move.




Improved quality of
life

It's been like a miracle drug for me, and I've been on it for years. I don't know if I would be here if not for
this drug.

Well, one, you're not getting high... You can function without having addiction on your mind. When
you're using other stuff, that's what's always on your mind is when you're going to get the next one...or
you just are constantly making sure that you're not getting sick. Now-with the buprenorphine, it lasts a
little longer. You're not using all day long. You use [buprenorphine | one time a day and you go on about
your day, you don't feel sick throughout the day. You can function. You can.do your normal activities.

Negative effects of taking non-prescribed buprenorphine

Precipitated
withdrawal or illness

Honestly, I think the biggest problem with buprenorphine is that it makes you sick in order to take it
unless you wait until you're rather very sick in order to take it. It stops a lot of people from using it.
They'd rather use the methadone because it doesn't matter when you take it, you don't have to wait to get
sick to keep yourself from getting sick.

Arrested or punished

It was harmful because I got violated for probation [and ] went to jail for 30 days. It helped me but I went
to jail for using a non-prescribed drug on probation, which is against my conditions.

Table 2.10. Summary of major themes and subthemes of lived experiences and the effects of missing treatment from people
who use drugs in Vermont, in the context of Vermont’s buprenorphine decriminalization (Act 46), 2022

Theme

Ilustrative quote

Effects of Missing Treatment

Used drugs

I tried to call this doctor that I knew was a big [bupe] guy and they said they weren't even taking
patients.. I mean, L remember crying, like trying to find a doctor that I could get [buprenorphine from]..I
was trying to save my relationships, my work.. And it was really, really hard and I could not find
anything. I remember specifically going on a using streak that was really bad.. that ended up [with] me
being in aresidential treatment.

Used non-prescribed
buprenorphine

I was buying off the streets, stuff like that. I had to turn to that. And I mean, it really, honestly, I think it
(buprenorphine) saved my life... I mean, [ was getting into it really bad. I was running cross state lines,
you know, just doing whatever I could. Started stealing, stuff like that, you know, and I'm not like that.
Like, I have never been like that, like, [with] a clean record at 32 years old... So for me it was
demoralizing to be in such a situation where I felt helpless. So when I found somebody to start buying the




bupe off of, it kind of gave me confidence that things were going to be okay. You know, like, I'm going to
make it through this.

So first of all, it's extremely expensive if you're buying it off the street. It's like $25 per 12 milligram strip
and you know, 12 milligrams is about a normal dose. So it was about $25 a day when I was homeless and
had no access to money. It was, it was really hard. And if I didn't get.it,  was sick, I was miserable, I was
suicidal. It was just, it wasn't fun.

Arrested or punished

At the time I was homeless and prostituting and just didn't have a way to really get to the places I needed
to go. And then finally I got in some trouble. I kind of gotin trouble on purpose so I could get into the
system to get the help I needed...I ended up going to jail and then a rehab.. And then got on maintenance.

I think, you know, I just didn't get clean. I ended up-going back to jail because obviously I didn't stop
using. I think you can have all the want in the world, but if you don't have things lined up, like at that
point I didn't have stable housing...So just so many things got in the way, and I had so much that it kind
of just pushed me over the edge. And then at that point their only solution is jail. And you know, maybe if
somebody's a criminal “just because” jail's a place for them, but [not] when they've literally reached out
asking for help a million times and they get cut down.

Overdosed

[They didn’t say], “Hey, I can get you into the methadone clinic referral, I can do something for you
other than you going home and using”. It's not their fault, but I would like more help. There should be
more, there should be more resources...It should be quicker to get into a methadone clinic. It took me
five times overdos[ing | for them to think about taking me seriously.

I called both places before I overdosed, any overdoses, and I said, “Hey, can I get in?” And they,
everything was to brick wall. And then [I] overdosed. They were like, “Oh, well we need to get you in
here.” It wasn'ty“[We’ll] do whatever we can.” And they ended up figuring it out.

I mean the last time [ would say was probably right before I went to, well, a little bit before I went to
prison. And, I mean I died [from overdosing] like three times [over the] course of a couple of

months.. And I just didn't wanna live like that, but I was so scared of how intense...at how deep my habit
had become that I just was scared. There had been a couple of times I had gone to a clinic and forced into
precipitated withdrawals and it was hell, I couldn't do it. I ended up going to the methadone clinic just
because I fucked up so much.

Used non-prescribed
methadone

Well, I called a few detoxes and they were all full, no beds available and like I said to the methadone
clinic and everything, they were full like a year, couple years out waiting (list). So I waited. I had to wait




until there was an opening for a bed, and in the meantime, I just managed the symptoms and treatment
myself [by] getting the stuff off the street. Buprenorphine or methadone, whatever, and managed it myself
at home until a bed opened up and I was able to get into a residential detox.

There was a heavy waiting list for beds and whatnot, and so I couldn't get in. I kept calling, but again, it
led me to seek out things like... Suboxone and methadone that was net prescribed to me. It led me down,
down, down those paths or [I would] just have to straight up use again to notbe sick... in the process of
trying to seek help.




3.1 Prevalence of beliefs about non-prescribed buprenorphine in a sample 117 Vermont clinicians who have prescribed
buprenorphine in the past year by clinician characteristics

Believe
Aware of Support Decriminalization Prescribe to Fewer
Sample Distribution ~ Decriminalization Decriminalization © Increased Diversion Patients
Count % Sample n % n % n % n %

All 117 100% 72 62% 107 91% 56 48% 5 4%
Last time prescribed

Last week 78 67% 49 63% 74 95% 29 37% 3 4%

Last month 20 17% 12 60% 18 90% 12 60% 1 5%

Last year 19 16% 11 58% 15 79% 15 79% 1 5%
Years with waiver

Fewer than 2 years 22 19% 10 45% 21 95% 10 45% 0 0%

2-5 years 44 38% 24 55% 40 91% 25 57% 3 7%

More than 5 years 51 44% 38 75% 46 90% 21 41% 2 4%
Practice specialty

Specialty substance use 25 21% 20 80% 24 96% 11 44% 2 8%

Other 33 28% 16 48% 29 88% 22 67% 0 0%

Primary Care 59 50% 36 61% 54 92% 23 39% 3 5%
Gender

Female 60 51% 41 68% 57 95% 21 35% 3 5%

Male and Other
Genders 57 49% 31 54% 50 88% 35 61% 2 4%
Age

Under 45 46 39% 25 54% 42 91% 19 41% 3 7%

45 to 54 31 26% 22 71% 29 94% 18 58% 1 3%

55 or older 40 34% 25 63% 36 90% 19 48% 1 3%



