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Overview: OFR Purpose
Main Goal: Identify system gaps and community-specific overdose prevention strategies.
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OFR Legislation

HB371

• Clarifies Information Sharing: Allows findings and recommendations to be shared if 
federal or state confidentiality laws are not violated.

• Expands Eligibility: Broadens who can serve on morbidity and mortality review 
organizations.

• Composition Flexibility: Removes the requirement that 75% of the review 
organization must be healthcare providers.

• Approval Process Update: Shifts approval authority from the Alaska State Medical 
Board to the Chief Medical Officer in the Department of Health.

• Broadened Establishment Authority: Expands who can establish review organizations.
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OFR Review Committee Role

1. Confidential case reviews by a multidisciplinary team

2. Examines decedent’s life cycle, including:

• Drug use history & comorbidities
• Major health events & trauma (e.g., ACEs)
• Law enforcement & criminal justice encounters
• Treatment history & local conditions

3. Identifies patterns & missed prevention opportunities

4. Develop program and policy recommendations for 
FRRB



Fatality Recommendations Review Board (FRRB) Role

Members of the Board

Senior-level representatives & policy makers 
from a diverse range of partner organizations.

Functions of the Board

• Supports implementation of

recommendations.
• Provides resources and 

accountability framework for action.
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Drug Overdose Deaths That Occurred in Alaska

2021 2022 2023*

Drug categories are not mutually exclusive. A decedent overdosing on multiple drugs is counted in multiple categories.
Source: Alaska Division of Public Health, Health Analytics and Vital Records Section. 2023 Drug Overdose Mortality Update.

Fentanyl is involved in nearly 75% of OD Deaths



Alaskans Most Affected by Overdose Death

In 2023, Alaska experienced 357 drug overdose deaths
--That’s around 50 deaths per 100,000 Alaskans--

Those most affected in Alaska:
People located in the Anchorage region – 80 deaths per 100,000 

Men – 60 deaths per 100,000

People aged 35-44 years old – 110 deaths per 100,000 

American Indian/Alaska Native people – 115 deaths per 100,000

Source: Alaska Division of Public Health, Health Analytics and Vital Records Section. 2023 Drug Overdose Mortality Update.



Overdose Death Circumstances

During 2020-2023, there were 1008 overdose deaths

• 19% received naloxone

• 22% unstably housed/unhoused

• 25% prescription drugs present

• 40% had a known substance use problem

• 64% bystander present



Prescribing Trends in Alaska
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Themes From Previous OFRs

• 20 cases reviewed – 7 women, 12 men

• All overdoses reviewed occurred in a personal residence

• Bystanders were present in half the cases
• Didn’t always recognize the overdose - no opioid interventions were 

administered

• Many decedents had experienced recent loss or life change (loss of job, custody, 

break-up, death of close friend/family member)

• Many decedents were unemployed/underemployed at the time of death

• Most decedents engaged in polysubstance use



Recommendations from Previous Years

• Increase availability of mental health support teams for law enforcement/EMS when 

responding to behavioral health crises

• Increase access to free and accessible counseling, peer support for people who experience 

significant loss or change

• Stronger response around release from incarceration (connection to MH services, 

employment services, naloxone, peer support services)

• Increase education around risk of polysubstance use (i.e., among providers and people 

who use drugs)



Example Case Review

Incident Overview:
Victim: Middle-aged female
Discovery: Found unresponsive by sister in living room, early morning hours 
Emergency Response: 911 called; EMS pronounced victim without interventions 
Last Seen Alive: Previous night with sister and a friend

Medical Examination & Cause of Death:
Toxicology Findings: BAC 0.30, positive for fentanyl
Cause of Death: Acute combined toxic effects of ethanol & fentanyl
Contributing Factors: Obesity
Manner of Death: Classified as an accident

Scene Observations:
Multiple alcohol bottles found, both full and empty 
Fentanyl pills marked “M-30” near victim 
Marijuana pipe found in the bedroom



Example Case Review

Recent Medical History:
Substance Use: Polysubstance abuse (opioids, tobacco, marijuana), ETOH dependence
Chronic Conditions: HTN, HCV, obesity, bipolar disorder, chronic anemia, gastritis, anxiety, chronic 
pain, asthma, PTSD
Prescribed Medications: Clonidine, Bupropion, Celecoxib, Omeprazole, Solifenacin Succinate
Received treatment for pain
Accessed healthcare regularly, some behavioral health interactions

Social History:
Evidence of possible sex 
work History of prior 
overdose
History of OUD but no specific treatment 
sought/received Precariously housed
Four children
Abusive relationship with sister
Family history of problematic substance use



Examples of OFR Observations and 
Recommendations

1. Examine how chronic health issues may contribute to SUD

2. Housing instability

3. Continue providing Naloxone to people at risk of overdose.
4. Provide direct services related to previous overdose attempts

5. Develop processes to address lack of consistent interactions with mental health/behavioral 
health services 

6. Provide counseling resources to recognize trauma in early life experiences. 
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