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Overview 

• Addiction 

• Opioid epidemics, past and present 

• Policy priorities 

 



Definition of Addiction 

American Society of Addiction Medicine (short definition): 
 
“Addiction is a primary, chronic disease of brain reward, motivation, 
memory and related circuitry. Dysfunction in these circuits leads to 
characteristic biological, psychological, social and spiritual 
manifestations. This is reflected in an individual pathologically pursuing 
reward and/or relief by substance use and other behaviors. 

 
Addiction is characterized by inability to consistently abstain, 
impairment in behavioral control, craving, diminished recognition of 
significant problems with one’s behaviors and interpersonal 
relationships, and a dysfunctional emotional response. Like other 
chronic diseases, addiction often involves cycles of relapse and 
remission. Without treatment or engagement in recovery activities, 
addiction is progressive and can result in disability or premature 
death.” 

http://www.asam.org/quality-practice/definition-of-addiction  
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Definition of Addiction ctd. 
“Genetic factors account for about half of the likelihood that an 
individual will develop addiction. Environmental factors interact 
with the person’s biology and affect the extent to which genetic 
factors exert their influence. Resiliencies the individual acquires 
(through parenting or later life experiences) can affect the extent 
to which genetic predispositions lead to the behavioral and 
other manifestations of addiction. Culture also plays a role in 
how addiction becomes actualized in persons with biological 
vulnerabilities to the development of addiction.” 
 
“Addiction is more than a behavioral disorder. Features of 
addiction include aspects of a person’s behaviors, cognitions, 
emotions, and interactions with others, including a person’s 
ability to relate to members of their family, to members of their 
community, to their own psychological state, and to things that 
transcend their daily experience.” 

http://www.asam.org/quality-practice/definition-of-addiction  
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Pain 

“ Pain is viewed as a biopsychosocial 

phenomenon that includes sensory, emotional, 

cognitive, developmental, behavioral, spiritual 

and cultural components. ”  (IASP website)  

“ Pain is whatever the experiencing person says  

 it is, existing whenever he says it does. ”   

  (McCaffrey 1968) 

“ An unpleasant sensory and emotional 

 experience associated with actual or potential 

 tissue damage or described in terms of such 

 damage. ”  (IASP 1994) 
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Barry, C., et. al. “Stigma, 
discrimination, treatment 
effectiveness, and policy: 
public views about drug 
addiction and mental 
illness.” Psychiatr Serv. 
2014 Oct;65(10):1269-72 

STIGMA much? 



Stigma & Recovery Advocacy 
“We cannot confront stigma in the outside world until we discover how stigma works within 
us, and our relationships with the world. The internal consequences of such stigma must be 
excised before one experiences the worthiness and the power to confront its external 
source. We must excise that stigma so that we can move beyond our own healing to find 
our indignation, our outrage, and our sorrow that people who could be recovering are 
instead dying. We have to move beyond our own serenity and retrieve the fading memories 
of our own days of pain and desperation. Before that day, we need leaders who will jar us 
from our complacency and challenge us to hear the cry of the still suffering. Stigma is real, 
but we need to confront the fact that our own silence has contributed to that stigma. Listen 
to the words of Senator Harold Hughes who before he died proclaimed:  

‘By hiding our recovery we have sustained the most harmful myth about addiction disease--
that it is hopeless. And without the example of recovering people it is easy for the public to 
continue to think that victims of addiction disease are moral degenerates--that those who 
recover are the morally enlightened exceptions....We are the lucky ones, the ones who got 
well. And it is our responsibility to change the terms of the debate for the sake of those 
who still suffer.’” 

White, W. (2001) “Where Do We Go From Here? Closing Reflections on the Recovery Summit.” 
October 4-6, 2001, St. Paul, MN. 
http://www.williamwhitepapers.com/pr/2001RecoverySummitClosingSpeech.pdf  

http://www.williamwhitepapers.com/pr/2001RecoverySummitClosingSpeech.pdf
http://www.williamwhitepapers.com/pr/2001RecoverySummitClosingSpeech.pdf


Principles of Harm Reduction 
• Accepts, for better and or worse, that licit and illicit drug use is part of our world and chooses 

to work to minimize its harmful effects rather than simply ignore or condemn them. 

• Understands drug use as a complex, multi-faceted phenomenon that encompasses a 
continuum of behaviors from severe abuse to total abstinence, and acknowledges that some 
ways of using drugs are clearly safer than others. 

• Establishes quality of individual and community life and well-being–not necessarily cessation 
of all drug use–as the criteria for successful interventions and policies. 

• Calls for the non-judgmental, non-coercive provision of services and resources to people 
who use drugs and the communities in which they live in order to assist them in reducing 
attendant harm. 

• Ensures that drug users and those with a history of drug use routinely have a real voice in the 
creation of programs and policies designed to serve them. 

• Affirms drugs users themselves as the primary agents of reducing the harms of their drug 
use, and seeks to empower users to share information and support each other in strategies 
which meet their actual conditions of use. 

• Recognizes that the realities of poverty, class, racism, social isolation, past trauma, sex-based 
discrimination and other social inequalities affect both people’s vulnerability to and capacity 
for effectively dealing with drug-related harm. 

• Does not attempt to minimize or ignore the real and tragic harm and danger associated with 
licit and illicit drug use. 

http://harmreduction.org/about-us/principles-of-harm-reduction/ 



America’s First Opioid Epidemic 

• 1870s/80s: per capita opioid consumption triples 

• Causes: Civil War-era disease/disability, patent medicine 
industry, medical morphine use to treat chronic 
conditions 

• Cultural backlash against opioids within medicine, 
contemporaneous with temperance movement 

• First national narcotic control systems implemented 

• Regulatory approach suppresses medicalization of 
addiction (incl. maintenance) for half century + 

Courtwright, D.T. “Preventing and Treating Narcotic Addiction — A Century of 
Federal Drug Control” N Engl J Med, 373: pgs. 2095-2097, Nov. 28, 2015.  



William Stewart Halsted, 1852-1922 

• “Father of modern surgery” for 
aseptic technique, precision & 
care with tissue, etc. 

• One of “Big Four” founding 
professors, Johns Hopkins Hospital 

• Cocaine addiction, morphine 
dependent from age 34 until 
death 

• Osler: “He had never been able to 
reduce the amount to less than 
three grains [180 milligrams] daily; 
on this he could do his work 
comfortably and maintain his 
excellent physical vigor for he was 
a very muscular fellow. I do not 
think that anyone suspected 
him…” 

 



Increasing Rates of Opioid Analgesic Rx Correlate with Increasing Rates of Opioid 
Overdose Deaths & Opioid-Related Admissions to Addiction Treatment Programs 



State Opioid Analgesic Prescription Rates: 2012 

Slide source: CDC Vital Signs, July 2014  

http://www.cdc.gov/vitalsigns/opioid-prescribing/  
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Proportion of the disabled Medicare beneficiaries under the age of 

65 filling 6 or more opioid prescriptions by Hospital Referral Region. 

Credit: Image courtesy of 

Wolters Kluwer Health: 

Lippincott Williams and Wilkins 





Slide source:  http://www.dailyyonder.com/files/images/DisabilityMap.jpg 

2011 data 



 

Disconnected youth are those ages 16–24 who are not 

in school and not working. 

University of Wisconsin Population Health Institute.& Robert Wood 

Johnson Foundation “2017 County Health Rankings 

Key Findings Report” March 2017 



 



 



Increasing all-cause mortality rate for US white non-Hispanics, ages 
45-54, driven by drug/alcohol overdose, suicide, chronic liver disease 
Case, A. & Deaton, A. “Rising morbidity and mortality in midlife among white non-Hispanic Americans in the 
21st century” Proceedings of the National Academy of Sciences, Vol. 112, No.48, Dec. 8, 2015. 



Notable Findings:  
Local Overdose Fatality Review Teams 

Decedent factors: 
• Prior overdose(s) 

• DUI/DWI history 

• Suicide attempts/ideation 

• Intimate partner violence (as victim or perpetrator) 

• Heavy social services & criminal justice involvement 

• Poly-pharmacy 

• Pain management 

• Occurrence of trauma just before death (loss of a loved one, struggles with 
child custody, etc.) 

• Older drug users with many co-occurring chronic health issues 

• Involvement w/ treatment services, but poor care coordination & follow 
through on referrals  

 

Incident factors: 
• Deaths at home, often w/ family/housemates at home too 

• Hotels and motels 

• Recent release from jail 

• Alcohol along w/ opioids in COD 



America’s Latest Opioid Epidemic 
Policy Factors 

• Patient advocacy for more focus on chronic pain mgmt. and palliative care 

• Aggressive pharma industry marketing campaign targeting prescribers, 
regulators, policymakers  - pain as the “5th vital sign” & opioids 
safe/effective for chronic pain mgmt. 

• Facility treatment policies, healthcare payer policies, accreditation 
standards, patient satisfaction scores tied to pain control 

Social/Environmental Factors 

• Huge increase in opioid Rx = pervasive availability for medical or non-
medical use in all geographic areas & among many different demographic 
groups previously w/ minimal exposure/access 

• Aging populations w/ increasing physical health problems & disability 

• Economic stress, employment scarcity and community decline 

• Shift in illicit opioid market to meet demand created by Rx opioid 
addiction  

 



Date of download:  10/19/2016 
Copyright © 2016 American Medical 

Association. All rights reserved. 

From: Abuse-Deterrent Formulations and the Prescription Opioid Abuse Epidemic in the United States: 

Lessons Learned From OxyContin JAMA Psychiatry. 2015;72(5):424-430. doi:10.1001/jamapsychiatry.2014.3043 

Respondents Who Endorsed Past-Month Use of OxyContin or Heroin Before and After the Introduction of an Abuse-Deterrent Formulation (ADF)Respondents include 10 784 participants in the 

Survey of Key Informants’ Patients (SKIP) program (mean number per half-year, 991). Data are presented in 6-month increments from January 1, 2009, through June 30, 2014, and are expressed 

as percentages (95% CI [error bars]), with a χ2 test for trend significance of P < .001 during the study period. The ADF was released in August 2010. OxyContin is a proprietary formulation of 

oxycodone hydrochloride. 

 

Effect of Introduction of OxyContin “Abuse Deterrent Formulation” (ADF) 



Overdose Deaths in Maryland 



Maryland Overdose Deaths, Ctd. 

Heroin-Related Fentanyl-Related 







Age of Suspected Overdose Victims Administered Naloxone by Law Enforcement Officers in 
Maryland and Camden County, NJ 
Engelmann, B. Naloxone and Law Enforcement Officers in Maryland: Pre- and Post-Training 
Knowledge and Opinion Survey Results and Naloxone Administration Characteristics from 2014-
2016 Incident Data ,Univ. of MD, Center for Safe Solutions, June 2016. 



Overdose Deaths in Worcester Co. 2007-2016 



Overdose Deaths in Worcester Co. 2007-2016 



Components of a Public Health Strategy 

Basic Infrastructure for Strategic Planning 
• Improve addiction/overdose epidemiology, surveillance & program 

evaluation capacity 

Primary Prevention 
• Reduce inappropriate opioid Rx & misuse  
• Improve awareness of epidemic and opioid-related risk 

Secondary Prevention 
• Systematically screen for opioid use problems in medical and other social 

service systems 
• Strengthen linkages to treatment and other services that halt disease 

progress 

Tertiary Prevention 
• Overdose education & naloxone distro 
• Drug user health services: clean injection equipment, ID screening, wound 

care 
• Improve access/quality of opioid addiction treatment 
• Expansion of recovery and peer support networks and service 
• What about housing, jobs, transportation, etc? 





Publicly-Funded Substance Use Disorder & Mental 
Health Service Contacts for 2016 Decedents 

(services provided 2015 and 2016 only) 

MH Only, 
10.7% 

SA Only, 9.6% 

Both, 18.2% 
Neither, 61.5% 

MH Only SA Only Both Neither 
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Time Between Most Recent Service 
and Death 

25.3% 

12.4% 

5.9% 
7.5% 

14.0% 

34.9% 

19.8% 19.3% 

12.6% 

5.3% 

13.0% 

30.0% 

37.1% 

21.0% 

9.9% 

6.5% 

13.6% 
11.9% 
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7 days or fewer 8 to 30 days 31 to 60 days 61 to 90 days 91 to 180 days More than 180 
days 

SRD Only MH Only Both Only 
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Quantifying Active Physician 
Buprenorphine Prescribers in MD 
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Prescription Drug Monitoring Program 

• Authorized by law in 2011; live in 2013 

• Goals: 
– Improve healthcare providers’ ability to identify & intervene w/ 

patients w/ Rx drug issues 

– Identify and address potentially illegitimate prescribing or dispensing 
by providers 

– Support legitimate investigations by law enforcement, licensing 
boards & other regulatory authorities 

• Requires reporting info on drug, patient, prescriber 
& dispenser for most controlled substances 
dispensed in MD 

• Providers get real-time online data  access to 
identify patients receiving drugs from other parties 

 



PDMP Ctd. 

• DHMH can analyze data to ID patients w/ multi. 
providers and send notifications to the prescribers 

• 2016 legislation: 

– Requires all controlled substance prescribers and 
pharmacists to register w/ PDMP by 7/1/17 

– Requires prescribers to query patient when 
prescribing opioid or benzo starting 7/1/18 

– Allows DHMH to analyze data to spot 
illegal/inappropriate prescribing/dispensing and 
conduct outreach/education for providers 



PDMP Clinical User Registration 



PDMP Clinical Queries 



PDMP Unsolicited Reports 



What is naloxone? (aka “Narcan”) 
• Opioid antagonist medication 

• Reverses opioid overdose by binding with & blocking opioid 
receptors => restoring breathing 

• No potential for “abuse” or getting high 

• Not a controlled substance 

• No evidence availability “enables” more or riskier drug use 

• No effect on someone who hasn’t taken opioids 

• Side effects are minimal and rare 

• Safe for children and pregnant women 

• Intramuscular, intranasal or intravenous routes of 
administration 

• Can precipitate withdraw & wear off in 30-90 minutes 

• Available by Rx only per federal regulation 



Atomizer 

Needle-less syringe 

(delivery device) 

Naloxone vial 

Intranasal Naloxone 



Intramuscular 
Naloxone 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=Py5agXDZR7dTwM&tbnid=bfRDZfIa2lIH2M:&ved=0CAUQjRw&url=http://www.washington.edu/news/2012/12/31/study-shows-naloxone-kits-cost-effective-in-preventing-overdose-deaths/&ei=85uCUrz_D7fd4APT_oGYDg&bvm=bv.56146854,d.dmg&psig=AFQjCNF2N0QxcesAI_a6Cdmx9glSXyW9DQ&ust=1384377678677203




Overdose Response Program 
http://bha.dhmh.maryland.gov/NALOXONE/  
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