PUBLIC HEALTH MANAGEMENT CASE
The Riverton Turning Point
How should a county respond when overdose deaths remain high—but the national crisis appears to be easing?
	SETTING
Riverton County, a fictional mixed urban-rural county
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Dr. Elena Torres, County Health Commissioner
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September 2026



A difficult Monday morning
At 7:10 a.m., Dr. Elena Torres opened the weekly mortality dashboard and saw another red marker: a 31-year-old warehouse employee had died of a suspected fentanyl overdose in a motel near Interstate 48. It was Riverton County’s forty-third fatal overdose of the year. Two additional deaths were still awaiting toxicology results.
The number was lower than at the same point a year earlier, but it did not feel like progress. Emergency medical services had administered naloxone 286 times since January. The county jail reported that nearly one in three new detainees screened positive for a substance-use disorder. The largest hospital’s emergency department had treated 412 nonfatal overdoses, and outreach teams were seeing more people combining fentanyl with cocaine or methamphetamine.
Nationally, however, the picture had changed. U.S. drug-overdose deaths fell sharply in 2024 and again in 2025. Estimated opioid-involved deaths declined from roughly 83,140 in 2023 to about 54,743 in 2024, and then to 44,564 in 2025. The improvement was encouraging—but uneven: several states still recorded increases in 2025.¹ ²
Riverton’s county executive had called Torres to a 4:00 p.m. budget meeting. A temporary federal grant supporting outreach workers, naloxone distribution, and a mobile treatment unit would expire in nine months. The county could replace only part of the funding. Torres had been asked to recommend what should be preserved, what should be redesigned, and what—if anything—should be discontinued.
The central challenge
Should Riverton treat the recent decline in deaths as evidence that its current strategy is working, as a temporary reprieve, or as a signal that resources should shift toward a different phase of the epidemic?
Riverton County
Riverton County had 618,000 residents. Its eastern corridor included a university, two hospitals, and growing technology and logistics firms. Its western townships were more rural, with fewer treatment providers and limited public transportation. Median household income was $71,400, but five neighborhoods had poverty rates above 25%. The county’s population was 46% White, 27% Black, 19% Hispanic, 5% Asian, and 3% other or multiracial. All Riverton data in this case are fictional but designed to reflect conditions faced by many U.S. communities.
A changing overdose environment
Riverton’s overdose response had been designed during a period of rapidly rising deaths. By 2026, the environment was more complicated. Fewer people were dying, yet the illicit drug supply remained unpredictable. Fentanyl was still the dominant threat, and many deaths involved multiple substances. National data showed that synthetic-opioid death rates fell substantially from 2023 to 2024, but the rate remained 14.3 deaths per 100,000 people.³
The county’s surveillance system also had limitations. Confirmed mortality data lagged by three to five months. EMS records were available within days but captured only incidents involving a 911 response. Hospital data excluded people treated outside the county or those who refused transport. Outreach teams collected valuable observations, but their reports were not standardized.
The current response portfolio
Naloxone access: Free kits through pharmacies, libraries, shelters, outreach teams, and vending machines. Distribution had expanded from 8,400 kits in 2023 to 22,600 in 2025.
Mobile treatment: A bus visited six high-risk locations each week and could initiate buprenorphine, provide wound care, and connect patients to longer-term care.
Post-overdose outreach: Peer recovery specialists attempted to contact overdose survivors within 48 hours of an EMS or hospital encounter.
School and workplace prevention: Programs focused on stigma, safer prescribing, recognition of overdose, and pathways to care.
Data coordination: A small epidemiology team combined EMS, hospital, jail, treatment, and mortality information into a monthly dashboard.
Conflicting views
County Executive Marcus Lee focused on fiscal sustainability. He supported naloxone but questioned whether a county should operate a treatment bus when private providers existed. The hospital system favored expanding medication treatment in emergency departments, but wanted the county to fund navigators who could arrange follow-up care. Police leaders argued that open-air drug markets and repeat overdoses were straining public safety resources. Community advocates warned that enforcement-heavy approaches could drive people into more isolated settings, where an overdose would be less likely to be witnessed.
Treatment providers emphasized capacity rather than outreach. Their clinics had open appointments, but many patients did not remain in care. Transportation, unstable housing, fear of withdrawal, prior negative experiences, and work schedules were common barriers. Nationally, 48.4 million people age 12 or older had a substance-use disorder in 2024.⁴ The national survey also showed substantial variation in the severity and type of opioid-use disorder, complicating any single model of care.⁵
Equity concerns
The overall county decline concealed divergent trends. Fatal overdoses had fallen 28% among White residents since 2023 but only 6% among Black residents; deaths among residents age 45–64 had not declined at all. Earlier CDC research found widening racial disparities and linked higher overdose rates to income inequality and limited prior treatment access.⁶ The county’s advisory board insisted that Torres address these differences explicitly, but members disagreed on whether resources should be allocated proportionally to population, overdose burden, treatment gaps, or neighborhood disadvantage.
The funding cliff
The expiring grant supplied $4.8 million of Riverton’s $12.6 million annual overdose-response budget. The county executive offered $2.4 million in replacement funds, leaving a $2.4 million gap. Torres could submit a package that combined reductions, program redesign, and a request for additional county funds, but any request above $2.4 million would compete with maternal health, communicable-disease surveillance, and environmental-health staffing.
Programs under review
	Program
	Annual cost
	Selected output
	Observed concern
	Grant share

	Naloxone network
	$2.1M
	22,600 kits; 1,140 reported reversals
	Unknown use rate; replacement kits often untracked
	38%

	Mobile unit
	$2.8M
	3,420 visits; 684 medication starts
	Only 34% retained in treatment at 90 days
	61%

	Post-overdose peers
	$1.7M
	1,126 referrals; 438 contacts
	Many survivors unreachable or decline help
	47%

	Prevention programs
	$1.3M
	18,400 students/workers reached
	No direct link to mortality outcomes
	29%

	Surveillance/data
	$1.2M
	Monthly dashboard; hotspot alerts
	Data-sharing delays and inconsistent definitions
	52%

	Provider contracts
	$3.5M
	2,260 treatment slots funded
	Utilization averages 72%; rural access limited
	23%


Note: Costs and outputs are fictional. “Grant share” is the portion currently supported by the expiring federal award.
Possible directions—not mutually exclusive
Concentrate on mortality prevention. Protect naloxone distribution and hotspot outreach, accepting weaker continuity of treatment.
Shift toward treatment retention. Reduce broad distribution and invest in transportation, care navigation, contingency management, and longer follow-up.
Target high-burden populations and places. Use neighborhood and demographic data to concentrate resources, even if countywide access becomes less uniform.
Move services into mainstream institutions. Contract with hospitals, primary-care practices, pharmacies, and the jail rather than maintaining county-operated programs.
Build a more adaptive portfolio. Reserve part of the budget for rapid experiments tied to leading indicators, with programs expanded or stopped as evidence accumulates.
What would success mean?
Stakeholders did not agree on the objective. The county executive wanted fewer deaths per dollar. The hospital prioritized treatment initiation and reduced emergency-department use. Advocates emphasized survival, dignity, and equitable access. Police leaders focused on public drug use and repeat calls. Providers measured retention in care. The epidemiology team warned that an apparent improvement in any one metric might reflect displacement, reporting lags, changes in drug composition, or regression to the mean.
Torres also had to decide how much evidence was enough. A large federally funded community intervention had failed to demonstrate a statistically significant reduction in opioid-overdose death rates during its evaluation period, despite increasing evidence-based practices—an illustration of how difficult it can be to translate a broad package of services into measurable population outcomes.⁷
Exhibit 1. Riverton overdose indicators
	Indicator
	2022
	2023
	2024
	2025
	2026 YTD*

	Fatal overdoses
	118
	136
	129
	101
	43

	Nonfatal overdoses treated by EMS
	642
	714
	746
	691
	286

	Naloxone administrations by EMS
	508
	575
	612
	584
	241

	Hospital overdose encounters
	884
	963
	1,022
	947
	412

	Medication-treatment starts
	611
	782
	1,036
	1,194
	566

	90-day treatment retention
	29%
	31%
	34%
	36%
	35%


*Through August 31, 2026. All Riverton figures are fictional. Year-to-date values are not directly comparable with full-year totals.


Exhibit 2. Uneven outcomes, 2023–2025
	Population group
	2023 deaths
	2025 deaths
	Change

	White residents
	76
	55
	-28%

	Black residents
	34
	32
	-6%

	Hispanic residents
	19
	11
	-42%

	Other/multiracial residents
	7
	3
	-57%

	Age 45–64
	47
	47
	0%

	Western rural townships
	29
	27
	-7%


Framing questions
1. Identify the different metrics that can be used to evaluate every aspect of the performance of the system?  Organize these into a pyramid to indicate the relative importance, following the style given here.
2. What are the types of decisions? Use the list of decision types here as a guide, illustrated by the applications here.  
3. Use the interactive framing matrix here to fill out the performance metrics along the top (from most to least important) followed by the list of decisions (in any order).  Use your judgment to assess whether the impact of each decision on each metric is H (high impact), M (medium), L (low) or N (none).  Finally, use the resulting matrix to rank the decisions in terms of their impact on the most important metrics.
4. What are the different sources of uncertainty?  Use the 12 categories of uncertainty here as a guide.
5. Repeat the exercise in (3), but this time using uncertainties instead of decisions.
a. Which sources of uncertainty would be captured using average performance over time?
b. Which sources of uncertainty represent forms of risk that are not properly captured using averages?
6. Choose the single decision that seems to have the highest impact on the most important metric.  
a. What approach do you think you would use to make this decision?
b. What data appears to be necessary to make this decision, including the calculation of any performance metrics where the decision would have a high or medium impact.
7. Using the same decision you identified in (6), identify the people, departments, groups or organizations that you would need to work with to implement the decision?
Discussion questions
1. What problem is Torres actually being asked to solve? How would different problem definitions change the recommendation?
2. Which performance measures should govern the portfolio: deaths, nonfatal overdoses, treatment starts, retention, equity, public disorder, cost, or some combination?
3. Which decisions are urgent and which could be delayed until better information is available?
4. What uncertainties matter most? Which could be reduced through data collection or a limited pilot?
5. How should the county interpret falling national and local deaths when fentanyl exposure and service demand remain high?
6. What allocation principles would be defensible when outcomes differ sharply across demographic groups and neighborhoods?
7. Prepare a recommendation for the 4:00 p.m. meeting, including a budget, implementation priorities, and indicators that would trigger future changes.
Sources and notes
1. CDC, “U.S. Overdose Deaths Decrease Almost 27% in 2024,” May 14, 2025. Estimated opioid-involved deaths declined from 83,140 in 2023 to 54,743 in 2024.
2. CDC, “U.S. Overdose Deaths Decrease for Third Consecutive Year,” May 13, 2026. Estimated opioid-involved deaths declined to 44,564 in 2025; several states experienced increases.
3. CDC/NCHS, “Drug Overdose Deaths in the United States, 2023–2024,” Data Brief No. 549. The age-adjusted rate involving synthetic opioids other than methadone fell from 22.2 to 14.3 per 100,000.
4. SAMHSA, 2024 National Survey on Drug Use and Health release: 48.4 million people age 12 or older had a past-year substance-use disorder.
5. SAMHSA, Results from the 2024 National Survey on Drug Use and Health. Among people whose opioid-use disorder involved misuse, 42.4% had mild and 37.1% had severe disorder.
6. CDC, Vital Signs: Drug Overdose Deaths and Disparities. From 2019 to 2020, overdose death rates rose 44% among Black people and 39% among American Indian/Alaska Native people; treatment evidence was lowest among several racial and ethnic groups.
7. National Institute on Drug Abuse, June 2024, report on the HEALing Communities Study: the intervention increased evidence-based practices but did not significantly reduce opioid-overdose death rates during the evaluation period.




ChatGPT notes
Prompt
Case studies - Using the style of a business case study, create a case study of a public health problem, supported by statistics. It should be 3 to 5 pages in a Word document, well organized, but without a clear idea of how to solve the problem.
Summary
It uses a business-school case format and includes:
· A fictional county facing a fentanyl and overdose crisis 
· Current national statistics from CDC, SAMHSA, and NIDA 
· Competing stakeholder perspectives 
· A funding shortfall and program-level budget data 
· Performance, equity, and measurement uncertainties 
· Quantitative exhibits and discussion questions 
· No clearly preferred solution
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