Illinois Institute for Addiction Recovery • An Affiliate of UnityPoint Health

Vol. 22 No. 2

Opioid Overdose:
A Tri-Phasic Epidemic
The Role of Naloxone in
the Opioid Crisis
Treatment Advances of
Opioid Use Disorders
Chronic Pain, Opioids
and Addiction
Subscribe online www.addictionrecov.org
Paradigm magazine offers CEUs—page 23

To Our Readers

The opioid epidemic continues to overwhelm families and communities as well
as healthcare, social service agencies and law enforcement organizations across
the country. In 2016 alone, Illinois recorded nearly 2,000 opioid related overdose
deaths, nearly as many deaths as homicides and motor vehicle deaths combined. Left
unchecked, it is estimated that the annual loss of life will grow to 2,700 citizens by
the year 2020, according to the State of Illinois Opioid Action Plan (2017). The plan
focuses on three pillars: prevention, priorities and strategies. Those pillars emphasize
• education and monitoring of opioid prescribing practices in the healthcare
organization;
• increased access to information and resources, paired with effective community
prevention and education initiatives to reduce stigma;.
• access to comprehensive care for individuals with opioid use disorder;
• specialized intervention programs for justice-involved individuals with opioid
use disorder; and
• access to naloxone to reduce the risk of fatal overdose.
In Illinois and across the United States, strategies such as these are being used
to address the opioid epidemic. This issue of Paradigm features scholarly articles
discussing the biology of addiction, societal factors, treatment options and barriers,
medication-assisted treatment (MAT), as well as presenting a historical perspective
on the problem and a look to the future.
At UnityPoint Health—Illinois Institute for Addiction Recovery, we are committed
to providing comprehensive treatment for individuals struggling with substance use
disorders and in particular opioid use disorders. We offer a full continuum of care and
evidence-based treatment programming. Through our medication-assisted treatment
services, we are able to meet the recovery needs of clients at every stage of their
recovery journey, from withdrawal management to discharge and beyond. We invite
you to contact us for information about our services.
Marty Allsup, MA, CADC
Supervisor of Admissions and Marketing
1(800) 522-3784
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Illinois Department of Public Health (2017). State of Illinois Opioid Action Plan. Retrieved from:
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Opioid Overdose:

A Tri-Phasic Epidemic
Kirk Moberg, MD, PhD

The opioid overdose epidemic has a new player on the opioid use disorder (Hedergaard, Warner, & Miniño,
block and its name is fentanyl. Fentanyl is a synthetic 2017; SAMHSA, 2017).
opioid developed in 1960. Its initial use was as an
anesthesia adjunct in the operating room but over the Most fentanyl overdoses are not due to diverted
years its use has broadened to acute post-operative fentanyl from healthcare settings but from illicitly
analgesia and the management of chronic pain. manufactured fentanyl synthesized in the United
Fentanyl is highly potent with an estimated potency States or imported from other countries. The danger
inherent in the drug is illustrated by its potency, its
of 50-100 times that of morphine.
high receptor avidity (a measure of how tightly a
In 2016 the number of opioid overdoses due to drug binds to its receptor), its intense reinforcing
synthetic opioids including fentanyl and its derivatives effect on the addiction circuitry, and its efficiency
was estimated at 19,413, topping deaths due to both of absorption via multiple ports of entry including
heroin (15,469) and prescription opioids (14,487). oral, mucous membranes (intranasal and in the
Methadone is tracked separately and was associated oral cavity), intravenous, inhalation and across the
with 3,373 overdose deaths. Although fatal overdose is skin (Armenian, Vo, Barr-Walker, & Lynch, 2017).
a critical statistic, it is also important to note that an Indeed, there are reports of law enforcement officers
estimated 2.1 million people live with and suffer from and canine companions experiencing overdoses from
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incidental exposure at crime scenes requiring reversal it was independently re-discovered by Felix Hoffman
with naloxone. The most likely route of exposure in who worked at the Bayer Company in Germany.
Heroin was initially marketed as a non-addictive
these instances is inhalation (Moshtaghian, 2017).
cough suppressant. It soon became apparent that
The current fentanyl overdose crisis is just a part of a heroin was addictive and that it was metabolized to
much larger epidemic during which multiple different morphine in the body. Heroin became subject to a
opioids have dominated the picture in recent history. series of restrictions, the most recent being classified
It is helpful to conceptualize the problem as tripartite as a Schedule I drug by the Drug Enforcement
and consisting of prescription opioids, heroin, and Administration (DEA)—a drug that has no “current
accepted medical use and a high potential for abuse.”
fentanyl and other synthetics.
Prescription Opioids
Opium is a natural product of the poppy plant and
its two relevant constituents for this discussion are
morphine and codeine. The euphoric and analgesic
effects of opium were recognized as early as 3400
BCE. In ancient Mesopotamia poppy was known as
Hul Gil or “joy plant.” Ancient Egyptians used opium
for analgesic purposes. Morphine was successfully
extracted and isolated by Friedrich Serturner in 1804
and was marketed as an analgesic and, interestingly
enough, to treat alcohol and opium addiction in 1817.
This was followed by the isolation of codeine in 1832.

In 2010 heroin deaths began to increase at an
alarming rate. Greater availability, relatively low price,
ease of obtaining the drug, the introduction of abuse
deterrent opioids, and the quality of the high have
been cited as motivating factors for heroin use as
compared to prescription opioid use (Cicero, Ellis,
Surratt, & Kurtz, 2014).

Heroin is produced in primarily four areas of the
world. The “golden triangle” is a major Asian source
of heroin and is located in the countries of Laos,
Myanmar and Thailand. The heroin from this area has
been called “China White.” A freebase form of heroin
The 20th century was characterized by the synthesis of is synthesized from poppies grown in Afghanistan and
multiple opioid products and by efforts by the federal manufactured in Pakistan. Most of the heroin in the
government to control their use due to an appreciation United States currently is imported from Mexico and
of their addictive properties. The passage of the Central America—a solid, poorly soluble formulation
Harrison Act in 1914 and subsequent Supreme Court (‘black tar heroin’) and a light brown/off-white product
rulings relative to the act resulted in a cautionary respectively (Ciccarone, 2009).
culture with respect to the provision of opioids for
chronic use. This changed during the last quarter of In the past few years a heroin combination
the 20th century. A greater demand for prescription product has arrived on the scene—cheese. Cheese
opioids due to a growing acceptance with regard to is a combination of heroin with acetaminophen/
their appropriateness in the management of chronic, diphenhydramine. Diphenhydramine is an over-thenon-cancer related pain was coupled to a greater counter antihistamine marketed for colds, allergies
supply of opioid medications, especially extended and insomnia. It is desirable for its sedative effects.
The danger of the compound is not limited to the
release preparations.
known risks of combining sedatives and opioids.
Between 1997 and 2007 the number of opioid Repeated ingestion (generally intranasally) over a
prescriptions increased by 700%. The amount of short time places the user at risk for acetaminophen
opioids sold in the U.S. increased from just less overdose which can lead to acute liver failure. Heroin
than two kilograms per 10,000 people to over seven is also combined with other opioids—the one hitting
and for much of the first decade of the 21st century many of today’s headlines is fentanyl.
prescription opioid overdose deaths were greater than
those for heroin and cocaine combined. This is no Fentanyl
longer the case.
Fentanyl is an extremely effective analgesic with
uses that extend from short acting, intravenous
formulations used in the operating rooms, procedure
Heroin
Heroin was discovered twice. In England C.R. suites and the inpatient arena to long acting
Adler Wright first synthesized it and described its formulations designed for the management of chronic
properties in 1874. However, it became popular when pain. It is a Schedule II medication. These medications
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to increase as a function of time. There is another
compound with a name that is more difficult to
remember—U47700. This drug, along with fentanyl,
was discovered in the blood of deceased musician
Prince. Termed “pink” or “pink heroin,” it is neither
Toxicology testing has revealed fentanyl in heroin heroin nor necessarily pink but it is an opioid and has
overdose victims since the 1990’s. The trend continues been implicated in opioid overdose deaths. It is eight
to today and is complicated by the introduction of times as potent as morphine. The Drug Enforcement
fentanyl analogues, compounds which are chemically Administration placed the drug in the Schedule
related to fentanyl but differ in potency. Examples I category in late 2016. Will this be the drug that
include acetylfentanyl, butyrylfentanyl, remifentanil, dominates the future of opioid overdoses?
3-methylfentanyl, furanyl fentanyl, sufentanil and
carfentanil among others. Carfentil is only used in Although supply reduction using tactics designed to
large animals such as elephants as it is 10,000 times improve opioid prescribing habits and initiatives to
as potent as morphine with a lethal dose of as little limit synthesis and importation of illicit compounds
as 20 micrograms for humans (Armenian et al., is important, there is a critical need for increased
2017). Concerns have been raised with respect to resources for demand reduction—treatment. Overdose
the possible weaponization of this group of drugs. deaths are tragic and preventable. Nevertheless
Indeed, there is evidence that fentanyl analogues overdose is not the only negative outcome of addiction.
were used against the Chechen rebels who forcibly There are over 20 million people in the U.S. who
occupied a Moscow theatre in 2002. One hundred meet criteria for a substance use disorder. This is a
twenty-nine hostages died as a result (Riches, Read, public health crisis and it requires treatment as such.
Providers, payers and the public all have a stake and
Black, Cooper, & Timperley, 2012).
responsibility in the creation of a successful strategy
Closer to home fentanyl and its analogues are to this problem.
responsible for an ever-increasing number of opioid
overdose deaths. In April 2016 the Centers for Dr. Kirk Moberg is the executive medical director of the UnityPoint Health
Disease Control and Prevention (CDC) issued a report Illinois Institute for Addiction Recovery and clinical professor of Internal
describing fentanyl contaminated illicit hydrocodone Medicine and Psychiatry at the University of Illinois College of Medicine. He is
products in the San Francisco Bay Area that resulted certified by the American Board of Internal Medicine and the American Board
in multiple deaths. Since that time fentanyl has been of Addiction Medicine. A frequent speaker on the topic of opioid addiction,
detected in other areas of the country in products Dr. Moberg teaches the Safe Opioid Prescribing course and the Treatment of
Opioid Use Disorder course for the American Society of Addiction Medicine.
sold as oxycodone and alprazolam. In 2016 there were
349 overdose deaths, 251 of which tested positive
References:
for fentanyl in Montgomery County, Ohio. Data for
Armenian, P., Vo, K.T., Barr-Walker, J., & Lynch, K.L. (2017). Fentanyl, fentanyl analogues
the first four months of 2017 showed 100 accidental
and novel synthetic opioids: A comprehensive review. Neuropharmacology, 3908(17),
overdose deaths, 99 of which involved fentanyl and
30484-30487. https://doi.org/10.1016/j.neuropharm.2017.10.016
three involved carfentanil. Multiple areas of the U.S.
Ciccarone, D. (2009). Heroin in brown, black and white: Structural factors and medical
consequences in U.S. heroin market. International Journal of Drug Policy, 20(3), 277-282.
are now reporting fentanyl contaminated cocaine.
have a legitimate medical use but have a high potential
for abuse. Due to fentanyl’s high potency it takes very
little to result in fatal overdose—2-3 milligrams in the
average individual.

The fact that many buyers are not aware of the
presence of fentanyl or fentanyl-like drugs in what
they are buying adds an additional layer of risk to
an already dangerous product. Fentanyl has another
property that makes it deadly and that is that it binds
to the µ-opioid receptor very tightly making it difficult
to reverse its effects with naloxone.
Final Comments
The opioid overdose epidemic, although initially
conceptualized in terms of prescription opioids in the
context of chronic pain, has transformed into a more
virulent form involving drugs with potencies that seem
6 ¦ Paradigm 2018
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Douglas Oyler, PharmD, BCCCP

THE ROLE OF NALOXONE
in the

OPIOID CRISIS

Drug overdose is now the leading cause of death
for Americans under 50 years old and a leading
contributor to the reduction in life expectancy in the
United States (Dowell et al., 2017). In 2016, one
American died every 12.5 minutes from an opioidrelated overdose, and nearly 1,000 people per day are
treated in emergency departments for complications
related to prescription opioids. In addition to other
suggestions, the President’s Commission recently
provided multiple recommendations involving use
of opioid antagonist therapy for treatment of drug
overdose (Christie et al., 2017). This article will
provide an overview of opioid overdose, discuss the
role of opioid antagonist therapy, describe model
programs for increasing naloxone availability, and
address common misconceptions regarding the
consequences of opioid antagonist availability.

Opioid Overdose
µ-opioid receptors are located throughout the brain and
brainstem, spinal cord, periphery, and gastrointestinal
tract and modulate the effects of all prescription (e.g.,
oxycodone, morphine) and illicit (e.g., heroin) opioids.
Receptors in the periaqueductal gray, insula, thalamas,
and anterior cingulate modulate pain, while receptors
in the nucleus accumbens are involved with reward,
and those in the brainstem regulate breathing (Volkow
& McLellan, 2016). After repeated administration,
tolerance develops to the various effects of opioids.
The concept of differential tolerance, whereby
tolerance to respiratory depression does not develop
similarly to analgesic and euphoric tolerance, is a
key contributor to the risk of fatal opioid overdose
(Hayhurst & Durieux, 2016). Rapidly increasing doses
of prescription or illicit opioids to combat tolerance
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to analgesic or euphoric effects may inadvertently
overstimulate receptors in the brainstem, leading to
fatal respiratory depression. Additionally, variation in
purity of illicit drugs, including highly potent fentanyl
and fentanyl analogues, increases the risk of overdose
(Mars et al., 2015). Other risk factors for opioid
overdose include

Clinical Data and Availability of Naloxone
Data from New York, California, West Virginia,
and a number of other states supports a direct
correlation between increased naloxone availability
and reduction in overdose death (Beheshti et al.,
2015; Clark, Wilder, & Winstanley, 2014). In fact,
in one study from Massachusetts, communities with
higher degrees of enrollment had rates of death that
• re-initiation of opioid after cessation (e.g., following were almost half those of communities with lower
detoxification or release from incarceration);
degrees of enrollment; of note, even communities
• injection drug use;
with low enrollment had significant reductions in
• high doses of opioid (e.g., equivalent of at least death compared to baseline (Walley et al., 2013).
50mg oral morphine per day);
• combination use with other sedating substances The President’s Commission report in late 2017
(e.g., benzodiazepines); and
recognized the “importance of ensuring naloxone is
•
concomitant diseases such as HIV, cirrhosis, made as widely available as possible to save lives,”
chronic kidney disease, or sleep apnea.
recommending that “all law enforcement in the
United States be equipped with naloxone, model
Opioid Antagonists
legislation be provided to states to allow naloxone
There are multiple µ-opioid receptor antagonists dispensing via standing orders, and ‘Good Samaritan’
available, and these are further delineated by their laws be enacted to empower the public to seek help”
oral bioavailability; available formulations; and onset, (Christie et al., 2017).
duration, and location of action. Medications like
naltrexone with high oral bioavailability and a long In response to this report, the National Highway
duration of action have been used for substance Traffic Safety Administration (NHTSA) revised the
use disorder treatment and are incorporated into National EMS Scope of Practice Model to allow for
some abuse-deterrent opioid formulations. However all levels of emergency medical personnel to provide
because of the delayed onset of action, naltrexone naloxone for treatment of overdose. Furthermore,
is not appropriate to administer as treatment for Good Samaritan laws have been enacted in the
overdose. Other medications like naloxegol and majority of states and the District of Columbia to
methylnaltrexone have a site of action that is provide immunity for specific drug-related crimes
clinically limited to the gastrointestinal tract and when a person experiencing or witnessing an opioid
are likewise not suitable as antidotes for an opioid overdose calls 911 or seeks medical attention.
overdose. To date, only naloxone has been approved Naloxone dispensation from pharmacies—either over
for overdose treatment. Naloxone has a quick onset the counter, per a standing order with a physician,
of action (within two minutes) after intravenous or or per a statewide standing order or protocol—is
nasal administration. The drug’s short half-life, 30 allowed in all but two states; often this may even
minutes, may necessitate repeat administration if be dispensed to another individual other than for
an agonist with a longer half-life (e.g., methadone) whom its use is intended. Many insurance providers,
has been administered. Administration of naloxone including Medicare and Medicaid, cover naloxone
can produce a state of severe opioid withdrawal, when prescribed. For those without a prescription
which may include symptoms such as agitation, fever, who can otherwise not obtain the medication, the
diarrhea, tachycardia, and myalgias. Serious side success of community distribution programs providing
effects, including death, have been reported with the drug to laypersons has been widely described
high doses. Typical doses of naloxone for drug reversal (Wheeler, Jones, Gilbert, & Davidson, 2015).
range from 0.4mg to 4mg, with 2mg being the most
common. Overdose due to high potency opioids such Myths and Misconceptions Regarding Naloxone
as fentanyl may require higher doses of naloxone Naloxone, and naloxone distribution programs in
for reversal. Naloxone is commercially available in particular, are often the target of inappropriate
a variety of formulations, including most recently scrutiny based in stigma associated with negative
an aerosolized nasal spray (Narcan®) and an auto- perceptions of drug users, discrimination of
injector for intramuscular administration (Evzio®).
this population, and support for harm reduction
8 ¦ Paradigm 2018

interventions viewed as support of drug use (Bazazi,
Zaller, Fu, & Rich, 2010). Objections such as those
claiming naloxone encourages increased drug use,
overdose does not influence behavioral change,
and overdose should only be handled by trained
medical professionals are not supported by available
evidence. Multiple studies, many now over a decade
old, correlate naloxone access with decreased drug
use (Maxwell, Bigg, Stanczykiewicz, & CarlbergRacich, 2006; Wagner et al., 2010). There is also
no evidence that individuals must be admitted to
a hospital for medical treatment to be motivated
to change habits; further, if a person dies because
they cannot access an overdose antidote in a timely
manner, then that person cannot enter treatment.
One important point to understand, however, is
that overdose treatment should ideally be linked
with access to treatment for the underlying opioid
use disorder. There is also substantial evidence that
layperson use of naloxone is associated with improved
survival, as supported by the availability of multiple
products previously discussed.
Future Directions
Significant progress has been made in opioid antagonist
therapy over the past decade. The development of
nasally administered naloxone, along with removal
of barriers to access the drug, have been pivotal in
reducing the number of individuals who inadvertently
die from opioids, and they have increased the number
of patients who can survive to get treatment. However,
with the widespread availability of highly potent
opioids such as fentanyl and carfentanil, the need for
more potent antagonists has emerged, as have new
and improved ways to prevent and detect overdoses
(Volkow & Collins, 2017). Non-opioid ampakines and
serotonin receptor antagonists may provide means to
more effectively reverse opioid-induced respiratory
depression without significantly affecting analgesia
(van der Schier, Roozekrans, van Velzen, Dahan, &
Niesters, 2014). Phrenic-nerve stimulation devices
and technologies to auto-inject naloxone before
an overdose occurs may provide additional safety
measures in the future.
Summary
In summary, drug overdose—specifically opioid
overdose—is a major public health problem in
the United States, and the risk exists both for
patients taking medications as prescribed as well as
those misusing or abusing the drugs. While harm
reduction is only one component of addressing the

crisis, increasing availability of naloxone through
community dissemination practices; prescriber or
pharmacist dispensation; and equipping and training
law enforcement, emergency medical services, and
laypeople, is a key component to turning the tide of
opioid overdose deaths in the United States.
Dr. Douglas Oyler is the director of the Office of Opioid Safety at the
University of Kentucky in Lexington, which focuses on minimizing harm
associated with inappropriate opioid use through patient and provider
education, large-scale data analytics, and development and implementation
of standardized comprehensive analgesic strategies. He holds an adjunct
appointment at the College of Pharmacy where he is actively involved in
teaching as well as writing for clinical and academic audiences. Dr. Oyler may
be contacted at doug.oyler@uky.edu.
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THE IMPACT OF

ABUSE
ON THE
LEGAL SYSTEM AND USE OF DRUG COURTS
Tara Kunkel, MSW and Michelle White, MPA

According to the Centers for Disease Control
and Prevention, there were more than 63,600
drug overdose deaths in the United States in
2016. The majority of the deaths were from
opioids. The age-adjusted rate of drug overdose
deaths in 2016 (19.8 per 100,000) was 21%
higher than the rate in 2015 (16.3 per 100,000)
(Hedegaard, Warner, & Miniño, 2017). The
Council of Economic Advisers (CEA) released
a report in November 2017 on the economic
costs of the opioid crisis. The CEA estimates
that in 2015, the economic cost of the opioid
crisis was $504 billion, or 2.8% of Gross
Domestic Product (GDP) that year (Council
for Economic Advisers, 2017). The largest cost
driver was fatalities resulting from overdoses.
Criminal justice costs were estimated at $7.7
billion with 96% of the costs falling to state and
local governments.
In addition to the impact of opioid abuse on the
criminal courts, the nation’s family courts and
child welfare system have been deeply impacted
by the opioid epidemic. A recent report by
the Administration for Children and Families
shows that after years of decline, the number of
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children in foster care is rising (Administration
for Children and Families, 2017). Drug abuse
by a parent was a factor in 34% of the cases
in 2016, up from 32% in 2015. Five states
have experienced particularly large increases
in the number of children coming into foster
care in recent years, much of it due to the
opioid crisis. These states—Arizona, Florida,
Georgia, Indiana and Minnesota—account for
65% of the nationwide increase (DeGarmo,
2017). Some states, including Alaska, Kansas
and Ohio have issued emergency pleas for
additional foster parents.
Drug courts and other problem-solving court
models provide an alternative to incarceration
and help connect individuals in the justice
system to needed treatment. The first drug
court in the United States began operating over
20 years ago in response to increasing numbers
of drug-related court cases entering and cycling
through the criminal justice system. As of
December 31, 2014, there were an estimated
3,057 problem-solving courts nationwide,
serving approximately 127,000 people per year
(Marlowe, Hardin, & Fox, 2016).

Aside from drug court and other problem-solving court
models, there is growing interest in other court-based
approaches. In May 2017, an Opioid Intervention
Court was established in the Buffalo (N.Y.) Municipal
Court with a grant from the U.S. Justice Department.
The Court deploys a Rapid Integration Team that
links individuals to immediate treatment. Participants
go through 30 days of inpatient detox followed by
30 days of outpatient treatment. They are required
to appear in court at 11 a.m. each weekday to check
in. The program also includes regular, random drug
testing and an 8 p.m. nightly curfew. Over 230
participants have enrolled in the Opioid Intervention
Court in Buffalo to date, and only one participant has
succumbed to an overdose-related death.
Innovative Treatment Options Show Promise
Another New York-based program, the Bronx’s
Overdose Avoidance and Recovery (OAR) program,
also attempts to steer low-level offenders at risk of
an opioid overdose into treatment. In the Bronx,
offenders charged with seventh-degree criminal
possession of a controlled substance who are at risk of
overdose are offered intensive drug treatment in lieu
of jail time. If defendants complete their treatment
program, their cases are dismissed and sealed. Over
50 defendants have connected to treatment services
through OAR. These new approaches to expediting
treatment engagement are in their infancy and will
require research over time to determine their efficacy.
In response to the opioid epidemic, the Conference
of Chief Justices (CCJ) and the Conference of
State Court Administrators (COSCA) established
the National Judicial Opioid Task Force (NJOTF) to
examine current efforts and find solutions to address
the opioid epidemic. Indiana Chief Justice Loretta
H. Rush and Tennessee State Court Administrator
Deborah Taylor Tate lead the NJOTF as co-chairs.
Other NJOTF members include chief justices, state
court administrators, judges that preside over criminal,
juvenile delinquency and family court dockets, drug
court coordinators, court administrators, probation
directors and judicial educators.
Another court-led initiative is the Regional Judicial
Opioid Initiative (RJOI), a first-of-its-kind endeavor
where the collective leadership of state courts has
come together to address the opioid epidemic at

a regional level. The RJOI’s membership includes
representatives from states at the very epicenter
of the opioid epidemic including Illinois, Indiana,
Kentucky, Michigan, North Carolina, Ohio, Tennessee
and West Virginia. RJOI stakeholders include state
court administrators, judges, executive branch
leaders, legislators, behavioral health treatment
providers, community supervision agencies, medical
experts, prescription drug monitoring program
(PDMP) managers, regulatory agencies and child
welfare representatives.
The justice system plays a vital role in delivering
viable solutions to the opioid epidemic and must
be equipped to address the harms associated with
substance use disorders for every person at every
intersection point within the system. While drug
and recovery courts are a shining example of the
positive impact of a collaborative approach, the opioid
epidemic is too complex to address exclusively in
drug or recovery courts. The courts must collectively
continue to utilize innovative approaches to combat
this epidemic and to be better situated to address
changes in trends of drug abuse in the future.
Tara Kunkel, a National Center for State Courts (NCSC) principal
court consultant, is currently on detail to the Bureau of Justice Assistance,
U.S. Department of Justice working on national opioid issues and the
implementation of the Comprehensive Opioid Addiction grant program. Tara
may be contacted at tkunkel@ncsc.org.
Michelle White, an NCSC principal court consultant, is the project
director for the National Judicial Opioid Task Force and the executive
director of the Regional Judicial Opioid Initiative. Michelle may be contacted
at mwhite@ncsc.org.
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Treatment
Advances of
Opioid Use Disorders
George E. Woody, MD

Background
Opioid use disorders typically begin in the late teens
or early 20s, occur at varying levels of severity, follow a
course of remissions and relapses, and are associated
with serious psychosocial and medical problems
including premature death due to overdoses, accidents,
or substance-related medical problems (American
Psychiatric Association, 2013). Sustained remission
occurs in a significant minority of individuals, but it
usually takes 10 or more years to emerge (Wu, Woody,
Yang, Mannelli, & Blazer, 2011). However, many
survivors have medical and psychosocial problems
that permanently impair their health, chances for
employment, and overall adjustment.
Treatment does not cure these disorders, but it can
change their course by reducing opioid use and its
adverse effects. Among the first effective therapies
were therapeutic communities. These emerged before
medication-assisted therapies were available, and,
although dropout rates are high, studies showed that
over 80% of individuals who completed them had
sustained remission and demonstrated significant
improvement in overall adjustment (Inciardi, Martin,
Butzin, Hooper, & Harrison, 1997; DeLeon, 1999).
The Dole, Nyswander methadone studies (Dole,
Nyswander, & Warner, 1968) introduced the first
effective pharmacotherapy that is now used in many
countries, where it is administered in the context
of regulations that often limit its use to approved
providers. The same regulations frequently mandate
varying levels of observed dosing to reduce the chances
for diversion and its associated adverse events.
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Although methadone maintenance has become part of
the landscape of opioid addiction treatment, it has not
been universally accepted or integrated with general
healthcare in some settings. It is often allowed only in
licensed programs with funding streams and patient
records that are separated from general healthcare,
with frequent inspections to check for compliance
with regulations.
The last 20 years have seen studies showing that
medically supervised heroin injection can be helpful
for patients who have not responded to other therapies.
During that same period of time, two new medication
therapies were also approved. The first of these two
was buprenorphine, a partial agonist at the µ-opioid
receptor that was discovered in the mid-1960s by
John Lewis in the laboratories of Reckitt & Colman,
a home products company based in the United
Kingdom (Lewis, 1985); the second was extendedrelease naltrexone.
The development of medications for treating persons
with opioid use disorders has expanded the number
of evidence-based treatment options, particularly
for persons with the most severe disorders. It has
also improved outcomes compared to psychosocial
treatment alone and expanded treatment availability
by increasing the number of physicians involved
in treatment and the settings where patients can
be treated. The medications include methadone,
buprenorphine, buprenorphine/naloxone, and
extended-release injectable naltrexone. Studies have
shown that they are most effective when used over an

extended, but as-yet-unspecified, period of time and
with counseling and other services, particularly for
the many with psychosocial problems. The degree to
which medication-assisted therapies are available is
dependent on many variables, including national and
local regulations, preferences of individual providers
and their geographical location, treatment costs, and
insurance policies. Greater availability of medicationassisted therapies has become a major focus in the U.S.
and Canada where there has been a marked increase
in deaths associated with heroin and prescription
opioid use. Studies have shown that each of them can
reduce overdose deaths when taken as prescribed.
These efforts include reaching out to addicted patients
who are seen in emergency rooms (D’Onofrio et al.,
2015), and addicted prisoners (Springer, Qiu, SaberTehrani, & Altice, 2012; Springer, Brown, Di Paola,
& Altice, 2015). Below provides a brief summary of
these developments.
Buprenorphine
Buprenorphine is a schedule III, µ-opioid partial
agonist with a greater margin of safety than full
agonists and a less intense withdrawal (Johnson,
Jaffe, & Fudala, 1992; Walsh, Preston, Stitzer, Cone,
& Bigelow, 1994). It is approved in the U.S. for
treating persons aged 16 years and older, although it
has been studied mainly in adults who were addicted
for 5 to 10 years or longer. It has been combined with
naloxone in a 4:1 ratio to reduce abuse if crushed
and injected, and a recent study found that this
combination reduced its street value, often a surrogate
for abuse liability.
Some countries regulate buprenorphine similarly to
methadone, while others allow it to be used under less
stringent conditions. The U.S has fewer regulations
for buprenorphine than it does for methadone. For
example, the Drug Addiction Treatment Act (DATA)
of 2000 allowed physicians who have a waiver from
the Substance Abuse and Mental Health Services
Administration (SAMHSA) to prescribe Schedule III,
IV, and V medications for persons with severe opioid
use disorders and had an initial limit of 30 patients per
physician. This limit was later increased to 100, and
recent changes allow physicians who have prescribed
buprenorphine to 100 patients for a year or more to
apply for permission to increase their caseload to 275.
The passage of DATA 2000 was accompanied by
studies showing that buprenorphine/naloxone is safe
and effective when used in office-based practice
(Fiellin & O’Connor, 2002; Sullivan & Fiellin, 2008),

can be effective without intensive counseling (Fiellin
et al., 2006), can improve adherence to antiretroviral
therapy and outcomes of patients being treated for
HIV (Sullivan & Fiellin, 2005; Fiellin et al., 2011).
Studies have also demonstrated that it is effective for
opioid-addicted youth (Marsch et al., 2005; Woody et
al., 2008) as well as persons addicted to prescription
opioids (Weiss et al., 2011).
These developments increased the number of patients
in opioid addiction treatment and the number of
physicians treating them, and helped integrate opioid
addiction treatment into general healthcare in the
U.S. However, these advances have not been without
problems. The absence of strict regulations on
observed dosing has been associated with significant
buprenorphine diversion. This problem has been a
major concern in the U.S. but has been associated
with less morbidity and mortality than with diversion of
methadone or other full opioid agonists (Auriacombe,
Fatséas, Dubernet, Daulouéde, & Tignol, 2004).
Another problem has been that, in spite of the regulatory
changes described above, the implementation of
buprenorphine treatment has been slow because
many waivered physicians are not using it. There have
also been difficulties providing the recommended
drug counseling and psychosocial services in primary
care settings (Knudsen, Abraham, & Roman, 2011;
Rieckmann, Abraham, Kovas, McFarland, & Roman,
2014). The recent approval of a buprenorphine
implant (Probuphine) that provides blood levels for
six months may reduce the diversion problem, but
only if it becomes widely used (Food and Drug
Administration, 2016).
The involvement of physicians in addiction treatment
and the provision of psychosocial services, particularly
in U.S. primary care settings, will be dependent on
future healthcare policies that are presently unclear.
These problems do not seem to be such important
issues in countries with national healthcare and
traditions of parity regarding treatment of substance
use and other mental health disorders.
Extended-release naltrexone
The second newer medication that has been approved
by various regulatory bodies is extended-release
naltrexone. Naltrexone is an opioid antagonist that
blocks the effects of opioids through competitive
receptor inhibition and has no opioid agonist effects.
A 50 mg tablet has been available since the 1970s
continued on page 18
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that can block opioid effects for 24 hours, and oral
doses of 100–150 mg block effects for 48–72 hours.
It has a number of advantages, including the absence
of tolerance or withdrawal, no risk of diversion, does
not magnify the high when used with high doses
of benzodiazepines or stimulants, does not seem to
require dose adjustments when taken with other
medications, and has few side effects.
However, interest was higher in persons under
significant legal pressure to stop opioid use (Cornish
et al., 1997) and in Russia where naltrexone is
the only effective relapse prevention medication
available and is relatively easy to start. The usual
treatment is detoxification and psychosocial
treatment and inpatient programs are funded by the
national health service and widely available. In this
setting, randomized trials have shown that both oral
naltrexone and extended-release formulations reduce
HIV risk and improve outcomes (Krupitsky et al.,
2004; 2006; 2012), and one study led to the approval
of extended-release injectable naltrexone by the U.S.
Food and Drug Administration for preventing relapse
(Krupitsky et al., 2011).
Australian researchers developed an extended-release
implant that blocks opioids for six months and
has been used with apparent success in several
thousand patients (http://www.staplefordcentre.
co.uk/naltrexone-implants.htm); however, it has never
been formally approved by a government regulatory
body. These extended-release formulations may be
meaningful options for patients who have not done
well on agonist treatment or are not interested in it,
where other treatment options are unavailable, and in
criminal justice settings where individuals are under
legal pressure to abstain from opioids—as seen in a
recent U.S. study of persons on probation or parole
who received extended-release injectable naltrexone
(Lee et al., 2016). The degree to which patients accept
and continue extended-release injectable naltrexone
is an ongoing topic of interest as shown in a recent
randomized trial with the unexpected finding of equal
retention and outcomes when compared to sublingual
buprenorphine-naloxone for patients that successfully
detoxified and were started on it (Lee et al., 2017).

or inhalation of heroin two to three times/day in
facilities that are medically staffed—so as to quickly
respond to overdoses or other adverse interactions.
The first studies were done in Switzerland, which
showed positive results, and later conducted in the
Netherlands, Germany, the United Kingdom, and
Canada. Results have been generally positive, and
some countries have approved it for this treatmentrefractory subgroup of patients (Fischer et al., 2007).
Changes In Policy Among “Traditional” Programs
The approval of buprenorphine and extended-release
injectable naltrexone has led to more addiction
treatment in primary care and criminal justice settings
and the addition of medication-assisted treatment
to the usual options at well-known substance use
disorder treatment programs in the U.S., such as
Hazelden and the Caron Foundation (Szalavitz,
2012). These programs are national leaders and have
relied on psychosocial treatment organized around
the 12-steps of Alcoholics Anonymous for the past 50
or more years; thus, these additions have been highly
significant within the U.S context.
Psychosocial/Behavioral Treatments
Most medication-assisted therapy studies have been
done in conjunction with psychosocial treatment.
Research has called attention to the fact that most
patients with opioid and other substance use disorders
are ambivalent about stopping (Miller & Rollnick,
1991) and that this ambivalence contributes to varying
levels of motivation for treatment and abstinence.
Miller and Rollnick emphasized that clinicians
must be aware of this normal ambivalence and
develop motivational interviewing and motivational
enhancement therapy as ways to resolve this in favor
of stopping use (Rollnick, Mason, & Butler, 1999) and
moving into recovery, recognized as an optimal, though
difficult-to-define, outcome (Betty Ford Institute
Consensus Panel, 2007).

Summary
The development and approval of buprenorphine
along with extended-release naltrexone have resulted
in more treatment options in more settings with
more patients, physicians, and medically trained
personnel getting involved in addiction treatment.
Heroin-assisted treatment (HAT)
These changes have occurred at different rates and
This treatment was developed to help persons who with varying levels of implementation in different
continued regular opioid use while on medically countries and settings and have not been without
appropriate methadone doses or who would not problems but are advancing. The long-term result is
accept any other treatment. It involves injection likely to become clearer over the next 10 or more years
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and will be highly dependent on policy and funding
decisions, but available data are encouraging.
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has outlived its usefulness, and has biological,
psychological and spiritual components. The cause of
chronic pain often cannot be removed or treated, and
it is generally associated with a long-term incurable
or intractable medical condition or disease. Chronic
pain frequently has neuropathic origins and results
from damage to the peripheral or central nervous
system tissue or altered processing origin in the
central nervous system. In addition to the physical
experience or pain, chronic pain causes emotional and
psychological reaction to ongoing pain. The feelings
of stress, anxiety, fear, frustration and helplessness
that often accompany chronic pain typically intensify
There are two types of pain: acute and chronic. Acute an individual’s experience and perceptions of pain.
pain immediately signals the nervous system that Chronic pain is growing in prevalence and the number
something needs attention, and it is relieved once the of individuals living with chronic pain is expected
cause of that pain has been addressed. The sufferer to continue to increase due to Americans’ sedentary
is able to identify the source while avoiding doing lifestyles and an aging population.
further damage until healing occurs. Acute pain tends
to be nociceptive in origin, meaning that it comes from Treatment of Chronic Pain
receptors and pathways that rapidly transmit signals to Numerous pharmacological and non-pharmacological
the brain and nervous system, resulting in a quick treatments for chronic pain exist, and there is no
response, e.g., withdrawal from a flame. Acute pain universal course of treatment. Over the last 20 years,
is time limited, usually lasting a month or less, and is opioid medications have gained acceptance as a form
responsive to opioid medication and other therapies.
of treatment for chronic non-cancer pain, and they
can be quite effective in diminishing pain. In fact,
In contrast, chronic pain is a complex disorder more than 120 million prescriptions were written for
that persists for more than three to six months, hydrocodone with acetaminophen in 2014, although
Approximately 100 million Americans—one in three
people—suffer from chronic pain. Furthermore, 26%
of them reported that in the previous month they
experienced pain that lasted throughout the day, and
10% experienced the same pain for one year or more.
Nationwide, chronic pain causes more disability than
cancer and heart disease combined. The total annual
incremental cost of healthcare due to pain ranges
from $560 billion to $635 billion (in 2010 dollars),
which reflects the medical costs of pain care and
the economic costs related to disability days and lost
wages and productivity (Institute of Medicine, 2011).
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this number has since dropped to 93.5 million since
the rescheduling of hydrocodone (Burke, 2017).
However, significant risks associated with the longterm use of opioids are dependence and addiction,
although the exact relationship between opioid use
for chronic pain and the likelihood of developing
addiction remains unclear.
What is clear is that the abuse of prescription
painkillers by people who have chronic pain is growing.
In recent years, the number of prescriptions written
for opioid painkillers has increased dramatically. At
the same time, over four million people in the United
States meet the criteria for drug/alcohol dependence.
According to the National Survey on Drug Use and
Health (Center for Behavioral Health Statistics and
Quality, 2015) 21.5 million American adults (aged 12
and older) battled a substance use disorder in 2014,
and although estimates vary widely, as many as 25%
of people who take medications regularly may develop
abuse and/or addiction issues.
For such reasons, opioid medications should be
prescribed only when all alternative treatments,
including the physical, psychosocial and
pharmacological interventions have been exhausted.
If opioids are prescribed, close monitoring is essential.
If opioid requirement is increasing and pain is not
responding, strong consideration must be given
to discontinuing the opioid. If opioids are to be
prescribed, physicians should have an exit strategy to
facilitate withdrawal and discontinuation.
Pain Assessment
To assess chronic pain, clinicians typically rely on
client self-reports, utilizing a scale of one to 10 to
determine pain levels (zero is no pain and 10 is the
worst pain ever experienced). However, chronic pain
clients may lose the ability to differentiate accurately
between physical and emotional pain and may perceive
emotional pain as physical pain (“on a scale of one to
10, my pain level is 20”). Additionally, reliance on
self-report to determine appropriate utilization of
medications is problematic, particularly in clients
who have crossed the line into addictive drug taking
(including those who are addicted to prescribed
opioids). These clients take their medications for
reasons other than physical pain. As a result, these
self-reports may not accurately reflect their pain
levels, but instead may be an attempt to get more
medication and stronger drugs. However, there is no
substitute for developing an ongoing, trusting and
caring relationship with clients to assess pain levels.

Treating Pain Without Opioids
When treating individuals with chronic pain, clinicians
should focus on two main goals. The first goal is
to increase the client’s comfort by reducing his/her
experience of pain. The second goal is to increase the
client’s ability to function, which includes stabilizing
the client’s mood, strengthening coping abilities,
increasing activity and ensuring that the client is able
to sleep properly.
Frequently a combination of treatments is most
successful to meet both of these goals, but it may
take time and a process of trial and error to determine
the specific treatments that assist a particular client.
One challenge is to earn clients’ trust and patience
while undergoing this process. To do this, clinicians
must educate clients as to the long-term benefits
of such an approach. This includes helping clients
to understand that a prescription for an opioid
may provide immediate gratification and may be
beneficial in the short term, but that it may have
unintended negative, and sometimes disastrous, longterm consequences.
Move It or Lose It
Many clients living with chronic pain have reduced
mobility due to their inability to participate in some
physical activities, and often, for fear of aggravating
their pain. Consequently, even simple exercises may
increase clients’ mobility and blood flow and oxygen in
the extremities, and thus improve their general feelings
of well-being and functionality. Physical therapists can
provide clients with exercise protocols, hydrotherapy
and strength training (including, but not limited to,
core strengthening, Pilates and weight training) that
provide safe ways for clients to improve their physical
condition and reduce pain. Stretching programs such
as yoga and chi kung (qicong) may have similar
effects to help clients safely increase their mobility
and quality of life. With focus on breathing and
conscious movement, these programs may also help
clients to reconnect with their bodies in a positive,
rather than pain-related, manner. Other modalities
such as acupuncture, chiropractic treatment and
Transcutaneous Electrical Nerve Stimulation (TENS)
may also help.
Psychosocial Interventions
Studies demonstrate how clients’ beliefs about their
pain are directly related to the severity of pain.
For example, one study informed its subjects that
an “experimental pain-reducing cream” (actually a
placebo) was being tested on them. This study found
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opioids should only be utilized with individuals who
do not respond to any of the other treatments. Anyone
who takes opioids regularly will develop tolerance,
defined as the body’s adaptation to long-term exposure
to a drug, resulting in reduced reaction to the drug’s
effects. They also will develop physical dependence,
defined as a state of physical reliance on a drug,
For these reasons, it is important to help the in which an individual can only function normally
client identify his/her beliefs about the pain and when taking the drug, and experiencing withdrawal
to assist the client to refocus his/her attention. symptoms if abstaining from the drug.
Many clients living with chronic pain have gradually
limited the activities in which they participate. Pain-Addiction Syndrome
It is possible that this reduction in distractions Of the clients with chronic pain for whom opioids are
has resulted in increased focus on their pain and prescribed, a significant percentage will eventually
constraints, thus increasing sensations of pain, and develop an addiction to their medication. Typically,
initiating a negative cycle for clients. Consequently, this occurs over time as the client becomes first
it is important that clinicians include psychosocial dependent on, then out of control with, his/her
interventions when creating treatment plans, such prescribed pain medication. Pain-addiction syndrome
as meditation, cognitive-behavioral therapy (CBT), is the dual diagnosis for such individuals living with
dialectical behavioral therapy (DBT) and acceptance chronic pain and addiction.
commitment therapy (ACT). Significantly, family
education and involvement in the treatment process Most clients initially take opioids exactly as prescribed
are critical for success.
to relieve physical pain. However, long-term use of
opioids to treat chronic pain activates the brain’s
It may also be beneficial to identify dynamics in reward system, impacting the client’s brain endorphins
which a client is rewarded for his/her pain. For (such as dopamine), and resulting in a feeling of being
example, family members may unintentionally reward high (euphoric, energized, a sense of profound wellthe client’s pain by doting on the individual or being). As the effects of the medications wear off,
becoming overly protective when the client expresses these clients become uneasy and dissatisfied, which is
pain. Clinical studies have found that the presence believed to be the result of endorphin depiction. This
of a solicitous family member more than doubles state of dysphoria results in the desire to repeat the
activity in the cingulate gyrus, a part of the brain that dosage again and as levels above the prescribed dosage
perceives pain (Lousberg, Schmidt, & Groenman, are ingested, symptoms not originally intended by the
1992). It is important to note that this increase in prescribing doctor usually develop. Clients may begin
pain is a psychological response and does not involve a to take increasing amounts of medication to avoid
conscious deception or exaggeration on the part of the dysphoria and to achieve positive feelings. Frequently,
client. Other clients who stand to gain in any way from clients also begin to take their medications to relieve
their pain, such as those receiving disability benefits, emotional pain, anxiety, fatigue and depression, thus
may also subconsciously experience increased levels crossing the threshold to active addiction.
of pain. Clinicians should be able to identify situations
in which a client is being rewarded for their pain and Passik and Portenoy (1998) described certain red flag
provide the appropriate recommendations to alter behaviors that should make a clinician suspicious of
these dynamics.
a client’s abuse of or addiction to pain medications.
These behaviors are divided into two levels of
behaviors, as detailed in the following lists.
Use of Opioids in the Treatment of Chronic Pain
Opioids can enhance the quality of life for some people
with chronic pain by relieving the pain and restoring Low suspicion behaviors indicating that a client may
function. However, opioids are associated with many be progressing toward addiction include
•
aggressive complaining about the need for
unpleasant side effects, such as constipation, sleep
additional medications;
disturbance, itching and a general sense of living in a
• medication hoarding and/or requesting specific
fog as well as the potential for addiction. Randomized
medications;
controlled trials have demonstrated analgesic efficacy
•
cultivating multiple sources (e.g., doctors and
of short-term, but not long-term, opioid treatment of
pharmacies) for acquiring medications;
chronic pain (Sullivan & Howe, 2013). Consequently,
that individuals’ reports of pain from an electrical
shock to the wrist were greatly reduced when the
cream was used (Wager et al., 2004). Additionally,
research has found that clients who focus on their
pain and/or their limitations are more likely to report
elevated levels of pain.
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•
two or more incidences of unsanctioned dose
escalation;
• unapproved use of the medication; and
• experiencing psychic effects not intended by the
prescribing physician.
High suspicion behaviors indicating that a client is
engaged in aberrant medication seeking include
• selling prescription drugs;
•
forging prescriptions, and/or stealing or
“borrowing” drugs from others;
•
obtaining prescription drugs from non-medical
sources;
• using other illicit drugs or alcohol in combination
with the prescription;
• deteriorating function at work or home related to
the medication; and
• recurrently losing prescriptions.

nature of injury (or disease process), psychological
factors and more. An individual’s response to pain is
varied and variable from moment to moment.
Treatment of chronic pain includes physical,
psychosocial and pharmacological methods and is
best handled by a multidisciplinary team. Use of
opioids should be reserved until other treatment
options have been pursued, due to the problematic
aspects of opioid use, including the development of
tolerance, dependence and preoccupation/continued
use despite negative consequences with family, job
and social functioning, as well as overall decreased
participation in life.

If addiction has developed, the pain-addiction
syndrome requires complex intervention that may
best be done by detoxification from opioids followed
by judicious use of medications or abstinence. Many
Prior to prescribing opioid-based medications, clients do better off opioids than on them, but their
clinicians should assess clients for their likelihood care is complicated and requires a diligent and caring
of addiction, based on family history and other combination of treatments.
predictive factors and behaviors. Once opioids have
been prescribed, clinicians should engage in ongoing Dr. Mel Pohl is a board certified family practitioner and is the chief
monitoring of their clients, both to ensure that the medical officer of Las Vegas Recovery Center (LVRC). Dr. Pohl was a major
desired results are being achieved and to ensure that force in developing LVRC’s Chronic Pain Functional Restoration Program.
He is certified by the American Board of Addiction Medicine (ABAM), and a
the client is taking his/her medication appropriately.
Support Groups
Twelve-step support groups are an integral component
of recovery for addicts, but such groups may not
address issues unique to clients recovering from painaddiction syndrome. Often these clients are isolated
in their dual problems and benefit greatly from peer
support. These clients may wish to join an additional
group to address their specific issues, particularly
learning to live with and manage pain without opioids.
In some areas, support groups specifically targeted to
individuals living in recovery and with chronic pain
already exist. In other areas clients may help create
their own support group or they may find support
from existing, complementary groups such as Chronic
Pain Support groups and Pills Anonymous groups.
Clinicians should be aware of the significance of
support groups to clients’ recovery and should be
prepared to assist with local resources and information.
If a group is not already available, clinicians might
also consider starting a group for clients with painaddiction syndrome.
Conclusion
Pain is a complex biological and psychological
experience that manifests uniquely in an individual
based upon his/her unique experiences, mindset,

Distinguished Fellow of the American Society of Addiction Medicine (ASAM).
Dr. Pohl is a fellow of the American Academy of Family Practice and a clinical
assistant professor in the Department of Psychiatry and Behavioral Sciences
at the University of Nevada School of Medicine. He was elected by his peers
for inclusion in Best Doctors in America® from 2009 to present. He is a
nationally known public speaker and author of A Day Without Pain and
co-author with Kathy Ketcham of The Pain Antidote: The Proven Program
to Help You Stop Suffering From Chronic Pain, Avoid Addiction to
Painkillers–and Reclaim Your Life. He was featured in a program about
chronic pain from PBS which aired nationally in 2016. For information call
(702) 271-1734 or email bspircu@centralrecovery.com.
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PUBLIC HEALTH

PRINCIPLES
APPLY TO SOLVING

OPIOID EPIDEMIC
The United States has lost the plot on the opioid epidemic.
We are following a badly written script, first developed over
100 years ago. This poorly, and sadly, written script has two
principal themes: control and consequences.
Control Efforts Largely Ineffective
There are currently efforts to maximize prosecution and sentences for non-violent
drug possession, and to arm local police with more powerful weapons to fight drug
dealing (Sederer, 2017). In addition, "buy and bust" with sales to undercover police,
followed by arresting dealers, many whom are adolescents or are themselves addicted.
Finally, the Department of Justice has declared its intention to reinvigorate federal laws
prohibiting possession of recreational marijuana.
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Despite these measures, experienced law enforcement
personnel around the country know that we cannot
arrest our way out of the epidemic of drug use. Perhaps
two lessons from the past demonstrate the failure of
a control strategy with psychoactive substances. First,
Prohibition. Remember what that accomplished in
the 1920s, other than to foster a surge in Mafia
business? Second was the “War on Drugs” starting in
the early 1970s, an ideologically driven and myopic
federal policy that utterly failed. The consequences
of both these campaigns were vast amounts of money,
fruitlessly expended; driving up rates of incarceration
in this country; prompting an ever-growing weapons
war with cartels and our home-grown syndicates with
body counts rising; and fostering discrimination and
racism, which is the risk today.

Success of Public Health Programs Seen as Model
What is needed is a public health approach to
addictions, one rooted in an appreciation of why
drugs are used and then fashioned by the science of
the brain, human psychology, and programs proven to
work in real life.

Frightening Consequences Predicted
Advertising campaigns warned that drugs would kill
the person who used, and predicted that users would
“fry their brains.” Public campaigns declared how
marijuana would create madness and badness in its
users. Scenarios of sending uniformed police into
classrooms or parading out people with drug felonies
were intended to alarm young children about the
dangers of drugs. It was the “Just Say No” approach
about saying no to drugs.

These basic elements of a public health approach to
addiction include prevention (to enhance psychological
and physical 'immunity' or resilience), screening and
early detection, effective treatment, and research
into non-addicting approaches to pain as well as
alternatives to substances for well-being and for safely
going on the mental “trips” the psychoactive drugs
can offer. All these elements must employ populationbased, real time data and monitoring used to focus and
improve responses and best allocate scarce resources.

A public health approach has basic elements, familiar
to all American citizens because of centuries of learning
from infectious diseases such as polio, cholera, HIV/
AIDs, bubonic plague and influenza, as well as
critically mitigating the social circumstances that
breed disease and malaise, like poverty, contaminated
water and air, inadequate sanitation, unemployment
and lack of opportunity, violence, food instability,
inequitable education, and homelessness.

Not only don’t scare tactics work, they paradoxically
can heighten interest among adolescents whose brains
are wired to seek risk (Sederer, 2017). Scare tactics
happen when ideology gains hegemony over practical,
evidence-based solutions.

For example, regarding prevention, the mantra is the
earlier the better. There are proven, school-based
programs such as Life Skills Training (LST), with ageappropriate curricula for elementary, middle and high
schools. This is no scared straight approach; instead,
youth learn vital, often underdeveloped skills, like
As detailed in The Addiction Solution: Treating Our problem-solving and decision-making, as well as selfDependence on Opioids and Other Drugs (Sederer, quieting techniques which enable better self-control.
2018), the greatest problem with psychoactive drugs
is that they are so immediately and powerfully Adverse Childhood Experiences (ACEs) exemplify
effective (until they are not, but that is after the another prevention opportunity. Schools and family
disease of addiction has set in). Opioids, alcohol, medicine sites can screen and intervene with the
stimulants, and other centrally active substances experiences that can usher in a lifetime of misfortune,
relieve physical and psychic pain, chart a course that and frequently pass troubles on to succeeding
transports the user away from ennui and the hard generations. These are events beyond a young person’s
grind of everyday life or opens the doors of the mind control, and include physical and mental abuse,
to perceptions otherwise too elusive to obtain. That’s neglect, domestic violence, and an untreated mental
why people use them. Not because they are evil or or substance use disorder in the home. Through
their minds have been stolen away by bad influences, no choice of their own, these youths are subject to
but because drugs serve a purpose—which is why powerful stressors that adversely impact their minds,
there is no society on earth, dating back to the Stone brains and bodies: they are smoking, using other
Age, that hasn’t used intoxicants.
substances, failing out of school, pregnant and often
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obese with Type 2 diabetes by the time they have Policy actions undertaken by governments and
non-governmental organizations (NGOs) that also
reached adolescence.
work include
Finally, prevention must use the family whenever
• prescription drug monitoring programs (PDMPs),
possible. The Strengthening Families Program for
now in use in many states;
Parents and Youth is a good example, and can be done
in rural as well as urban areas. Parents learn skills
• limiting the number of opioid pills that can be
for managing a family, positive communication, and
prescribed for new users of these controlled
supporting the child’s school and after-school activities
substances;
(http://www.strengtheningfamiliesprogram.org/).
• the use of mental health and drug courts that
divert people with non-violent addiction related
... the greatest problem with
offenses away from jails and prisons;
psychoactive drugs is that they are so
immediately and powerfully effective
• ready access to life-saving naloxone; and
(until they are not, but that is after the
• expanded access to affordable treatment services
disease of addiction has set in).
for substance and mental disorders.
When it comes to screening for problem substance
use, a tried and effective approach is called SBIRT
(Screening, Brief Intervention and Referral for
Treatment), which can be done with adolescents
as well as adults. Most insurers pay for SBIRT.
The American Academy of Pediatrics (2011),
recommended substance screening as a routine part
of adolescent healthcare. As a society, and as patients
and family members, we already are socialized to
screening for problems like blood pressure, diabetes,
and lipids; using a screen is no different for a
substance problem and permits earlier intervention
when the trouble is identified.
Treatment must be comprehensive and continuous.
Complex problems like addiction do not bend to
simple, singular approaches or to starting and stopping
care. When treatment combines cognitive approaches
(especially diminishing responses to drug-related cues
and thereby forestalling relapse), 12-step recovery,
family education and support, and—yes—getting over
dated views and offering in all settings medications
such as buprenorphine (Suboxone), methadone and
long-acting naltrexone (Vivitrol). And treatment must
be accessible and affordable for not just the rich, but
for every person and family.
Research is already underway to discover both nonaddicting approaches to pain, (including pills as well
as magnetic and electrical stimulation) and vaccines
to block the action of several addicting drugs, just as
we have vaccines for polio and diphtheria. There also
is research underway to determine how psychedelic
drugs might help people with addiction.
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Solutions exist to the opioid (and other drugs) epidemic
which has resulted in an annual death toll of at least
60,000 people. It is up to us to see they are used.
Dr. Lloyd I. Sederer is chief medical officer for the NYS Office of Mental
Health (the nation’s largest state mental health agency) and Adjunct Professor
at the Columbia/Mailman School of Public Health. Previously, he served as
the executive deputy commissioner for mental hygiene services in NYC, the
city’s chief psychiatrist. He also has been medical director and executive vice
president of McLean Hospital in Belmont, MA, and director of the division of
clinical services for the American Psychiatric Association. He has published
12 books and 500 articles and videos on mental health and the addictions as
well as film, TV, theatre and book reviews. He is a contributing writer
for a variety of on-line and print publications, and a monthly regular
on Sirius-XM Insight Radio. In 2017, he published two new books:
Improving Mental Health: Four Secrets in Plain
Sight; and Controversies in Mental Health
and the Addictions. In May 2018, Scribner will
publish The Addiction Solution: Treating Our
Dependence on Opioids and Other Drugs, (http://
www.simonandschuster.com/books/The-AddictionSolution/Lloyd-Sederer/9781501179440). For more
information please visit his website, http://www.
askdrlloyd.com, or follow him on Twitter, @askdrlloyd.
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EVENTS AND OPPORTUNITIES
Educate Café Workshops
Medication-Assisted Treatment
What’s Old & What’s New
Presented by: Dr. Kirk Moberg, MD, PhD
Executive Medical Director
Illinois Institute for Addiction Recovery
In this workshop, participants will:
•Discuss strategies of deterrence, craving
minimization and agonist maintenance.
•Identify medications that are FDA approved to treat
various substance use disorders.
•Identify medications that are FDA approved to treat
various substance use disorders.
Earn 3 free CEU’s (IAODAPCA, LPC, LCPC, LSW, LCSW)
DATES & LOCATIONS
Peoria
Thursday April 12th, 9am - 12pm
Methodist College - Parliament Room
7600 N Academic Dr., Peoria, IL 61615
Springfield
Wednesday April 18th, 9am - 12pm
Greater Springfield Chamber of Commerce
1011 S 2nd St, Springfield, IL 62704
Bloomington
Tuesday April 24th, 9am - 12pm
McLean County Chamber of Commerce
2203 E Empire St, Bloomington, IL 61704
Harvey
Thursday May 3rd, 9am - 12pm
Ingalls Memorial Hospital - Prof. Bldg. Rm 3 & 4
One Ingalls Drive, Harvey, IL 60426
Advanced Registration Required, to register go to:
http://www.addictionrecov.org/workshops/

Read the Paradigm—Earn 2 CEU's!
The Illinois Institute for Addiction Recovery offers
continuing education credits for certified addiction and
behavioral health professionals. Simply read the Paradigm,
take the post test, and submit CEU application and $30
fee to IIAR. For more information, visit the IIAR website!
http://www.addictionrecov.org/paradigm/
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Addiction Treatment & Recovery - About Us
• 35+ Years of Proven Addiction Treatment Experience
• Treatment of Addiction with Chronic Pain
• Full Continuum of Care: Withdrawal Management,
Inpatient & Outpatient

• 24/7 On-Site Nursing and 24/7
Physician Availability
• Free 24/7 Assessment and Admission Available
• Evidence-Based Treatment Practices
• Most Insurances Accepted

Addiction Treatment Services

Treatment Modalities

• ALL Substance Use Disorders
(i.e. alcohol, opioids, stimulants, cannabis, sedatives)
• Individuals with co-occurring addiction and chronic pain
issues
• Individuals with co-occurring substance use and mental
health disorders
• Individuals with behavioral addictions, i.e. gambling,
internet/gaming, shopping/spending

•
•
•
•
•

Medication Assisted Treatment
Group and Individual Psychotherapy
CBT, DBT and ACT
12 Step Facilitation
Music, Yoga, Meditation

To learn more about IIAR services, connect with a local representative.
IIAR - UnityPoint Health - Proctor

IIAR at Advocate Bromenn Hospital

IIAR at Ingalls Hospital

IIAR – Out-Patient Only

Brittany Ott, MS, CADC
(309) 212-8349
brittany.ott@unitypoint.org

Lauren Evelsizer, MS, LCPC, CADC
(309) 713-6658
lauren.evelsizer@unitypoint.org

Peter Bradley, MA, CRADC, LPC
(309) 573-2873
peter.bradley@unitypoint.org

Lauren Evelsizer, MS, LCPC, CADC
(309) 713-6658
Brittany Ott, MS, CADC
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(309) 691-1055
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(309) 888-0993
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Springfield, IL Area
(217) 726-6611

(309) 212-8349

