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Opioid Use Disorder and the Criminal Justice System

1) What's the problem?

2) How did we get here?

3) What can we do about it?
4) What'’s next?
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drug-related deaths worldwide occur in the U.S.!

XXX X

e The U.S. experiences the highest drug-related mortality worldwide *

e Drug overdose is the leading cause of death in the U.S. for those under 50.
» Exceeds deaths related to firearms, car accidents, homicides 2

1United Nations 2018
2CDC 2018
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Citations: 
United Nations Office on Drugs and Crime. GLOBAL OVERVIEW OF DRUG DEMAND AND SUPPLY: Global Drug Report.; 2018. https://www.unodc.org/wdr2018/prelaunch/WDR18_Booklet_2_GLOBAL.pdf. Accessed December 5, 2018.
CDC’s Response to the Opioid Overdose Epidemic | CDC. https://www.cdc.gov/opioids/strategy.html. Published September 12, 2018. Accessed December 10, 2018.



Opioid Overdose Deaths

Number of North Carolinians who died each day
from unintentional opioid overdoses in 2019'

1 7 2 Predicted number of people in the US who died
9 from Overdose from October 2020-October

20212

'NC Opioid Dashboard 2022
2National Center for Health Statistics, 2022
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Over 65% involved prescription or illicit opioids



Citations: 
NC Opioid Action Plan Data Dashboard. NC Opioid Dashboard. https://www.ncdhhs.gov/opioid-and-substance-use-action-plan-data-dashboard. Accessed March 18, 2022.
Ahmad FB, Rossen LM, Sutton P. Provisional drug overdose death counts. National Center for Health Statistics. 2022. Accessed March 18,2022. 
https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm


Age-adjusted rates of drug overdose deaths involving opioids, by type of
opioid: United States, 1999-2020

20

15 Synthetic opioids other
than methadone’

10

Heroin®

Deaths per 100,000 standard population

5 Natural and
semisynthetic opioids?
e Methadone?
D - — L, 1 1 B 1 1 1 1 1 1 1 1 | 1 | 1
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National Vital Statistics System 2021
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Age-adjusted rates of drug overdose deaths involving stimulants, by type of
stimulant: United States, 1999-2020

10

Cocaine’ Psychostimulants with

abuse potential?

Deaths per 100,000 standard population

1999 2001 2003 2005 2007 2009 2011 2013 2015 2017 201920|29

National Vital Statistics System 2021
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Trends in North Carolina

P11

10%
reduction
in ED visits
for opioid
related
ODs
(2017-
2018)

1'SAMHSA, 2019
'NCDHHS 2018
3.NCDHHS 2020
3.NCDHHS 2021
4. NCDHHS 2022

5%
decrease in
unintention

al opioid-
related
deaths
(2018)

reduction
in opioid
dispensing

15%
increase in
prescriptions
for drugs
used to treat
ouD
(2017-2019)

5%
increase in
overdose

related
deaths
(2019)

40%
increase in
overdose
related
deaths
(2020)
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NC Suspected Overdose Deaths, as of December 2021. https://www.injuryfreenc.ncdhhs.gov/DataSurveillance/Poisoning.htm




Prison System-Involved Overdose Risk3

e Over % of incarcerated individuals meet criteria for substance
dependence or abuse !

® In NC the likelihood of OD post-release is 40x higher than general
population 2

e US jails/prisons do not routinely offer MAT to incarcerated people

® Leads to:

Vastly increased

risk of overdose

High return to death following

use risk incarceration if

post-release denied access to
MAT

Interruption in
treatment

during
incarceration

e Stricter drug laws DO NOT improve drug use rates, overdose rates or
recidivism, but DO increase costs?

INCCHC, 2018
2 Ranapurwala,2018
3Pew, 2018
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-so when people with SUD get incarcerated, they now face another overdose risk scenario of forced detox
-This overdose risk is associated with lack of connection to community resources upon release and will be discussed further, later in the presentation

Unlike several other high income countries, MAT is not routinely offered to prisoners during incarceration in the U.S., despite numerous studies demonstrating the social, medical, and economic benefits (SAMHSA 2019). Therefore, those previously in treatment often have an interruption in treatment during incarceration and are at high risk of re-engaging and overdosing following release, with increased risk of mortality due to lower tolerance after prolonged period of abstinence during incarceration. Jail-based MAT is state-dependent and current programs can serve as models of what can be done to properly implement MAT (NCCHC, 2018). Numerous pilot programs, whether or not successful, serve as evidence of the desperate need for implementation of MAT in jails and prisons. 

Citations:
Jail-Based MAT: Promising Practices, Guidelines and Resources (2018). Retrieved from https://www.ncchc.org/jail-based-mat
Ranapurwala SI, Shanahan ME, Alexandridis AA, et al. Opioid Overdose Mortality Among Former North Carolina Inmates: 2000–2015. American Journal of Public Health. 2018;108(9):1207-1213. doi:10.2105/ajph.2018.304514
https://www.pewtrusts.org/en/research-and-analysis/issue-briefs/2018/03/more-imprisonment-does-not-reduce-state-drug-problems




Opioid Use Disorder and the Criminal
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1) What's the problem?
2) ?
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How does substance use begin?'-4

Social, structural, and physiological factors contribute to

increased risks for substance use, including:

e Chronic pain
e Behavioral health disorders
e Trauma

 Disenfranchisement (unemployment, poverty, stigma,
discrimination, isolation)

e Vulnerability due to family history/life experiences

» Prescribed or non-prescribed use

'Hatcher A, Mendoza S, Hansen H 2018
2Hutchinson E, Catlin M, andrilla C, et al. 2014
3Singer M, Ziegler ] 2017

4Singer M, Page | 2016
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Hutchinson E, Catlin M, Andrilla CHA, Baldwin L-M, Rosenblatt RA. Barriers to Primary Care Physicians Prescribing Buprenorphine. Ann Fam Med. 2014;12(2):128-133. doi:10.1370/afm.1595
Singer M, Ziegler J. The Role of Drug User Stigmatization in the Making of Drug-Related Syndemics. Foundations of Biosocial Health: Stigma and Illness Interactions. 2017:1.
Singer M, Page JB. The Social Value of Drug Addicts: Uses of the Useless. Routledge; 2016.




Risk for a use disorder can be increased by
traumatic experiences.

1

1/3 0 1/2

of drug use
problems could be
traced back to
Adverse Childhood
Experiences
(ACEs)?

1. Khoury 2010
2. The Truth About ACEs, Robert Wood Johnson Foundation.
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Who has increased risk?

Symptoms of trauma, stress, and depression
Access to an addictive substance
Experiences of domestic and sexual violence

20. Khoury, Lamya et al. “Substance Use, Childhood Traumatic Experience, and Posttraumatic Stress Disorder in an Urban Civilian Population.” Depression and Anxiety, 2010.

21. The Truth About ACEs, Robert Wood Johnson Foundation.

Image: from the Robert Wood Johnson Foundation, permission granted. 




Why Do People Continue Using?’

» Desire to alleviate symptoms of
withdrawal
« Severe flu-like symptoms

 Cravings

NIDA 2018
2\Wise RA, Koob GF 2013
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NIDA. Understanding Drug Use and Addiction. National Institute on Drug Abuse website. https://www.drugabuse.gov/publications/drugfacts/understanding-drug-use-addiction. June 6, 2018. Accessed December 14, 2018.
Wise RA, Koob GF. The development and maintenance of drug addiction. Neuropsychopharmacology. 2013;39(2):254-62.



1Evans C, Cahill C 2016
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DSM-5 Criteria for Substance

Use Disorders (SUD)
\ A }
| f
Formerly “"dependence” Formerly “abuse”

Provider Clinical Support System 2019
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Explain DSM-5




Here we review the DSM-5’s criteria for Substance Use Disorders. Tolerance and withdrawal alone are not sufficient to make this diagnosis but are a key component to the diagnosis. We must also identify where loss of control and negative consequences are also arising. We see issues such as patients spending much of their day trying to figure out how they are going to acquire drugs and how they will be able to pay for them. For a DSM diagnosis of SUD, the individual has to meet criteria in the following areas: Loss of control of use; Physiologic changes, and Continued use despite negative consequences, with several specific diagnostic criteria in each category as shown here. A substance use disorder is defined by having 2 or more of these symptoms in the past year resulting in distress or impairment. The severity is rated by the number of symptoms present. 2 to 3 symptoms is mild, 4 to 5 is moderate, and 6 or more is severe. A disorder is not diagnosed if only tolerance and withdrawal are present, without distress or impairment, since this can occur with many medications used as prescribed.

Citations:
Providers Clinical Support System. MAT Waiver Eligibility Training. 2019
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Treatment of Opioid Use Disorder
in Adults

Detox and

! Methadone
abstinence

Naltrexone
Injection

Buprenorphine




Opioid Use Disorder Treatment Approaches &
Rates of Adherence

Buprenorphine ~46-549,1-3

Methadone ~43- 53%3-4

Naltrexone

Detox then
abstinence

'Weiss R, Rao V 2017

ZMintzer I, Eisenberg M, Terra M, et al. 2007
3Potter |, Marino E, Hillhouse M, et al. 2013
4Strain E, Stitzer M, Liebson 11993

Lee J, Nunes E, Novo P, et al. 2018

6Tuten M, DeFulio A, Jones H, et al. 2012
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Speaker Notes:
We have 4 options for OUD (see above)
Detox is most popular but least effective
Naltrexone study results are variable (35% may be optimistic)

Citations: 
Weiss RD, Rao V. The Prescription Opioid Addiction Treatment Study: What have we learned. Drug Alcohol Depend. 2017;173 Suppl 1:S48-S54. doi:10.1016/j.drugalcdep.2016.12.001
Mintzer IL, Eisenberg M, Terra M, MacVane C, Himmelstein DU, Woolhandler S. Treating opioid addiction with buprenorphine-naloxone in community-based primary care settings. Ann Fam Med. 2007;5(2):146-50.
Potter, J. S., Marino, E. N., Hillhouse, M. P., Nielsen, S., Wiest, K., Canamar, C. P., … Ling, W. (2013). Buprenorphine/naloxone and methadone maintenance treatment outcomes for opioid analgesic, heroin, and combined users: findings from starting treatment with agonist replacement therapies (START). Journal of Studies on Alcohol and Drugs, 74(4), 605–13. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/23739025
Strain EC, Stitzer ML, Liebson IA, Bigelow GE. Dose-response effects of methadone in the treatment of opioid dependence. Ann Intern Med. 1993;119(1):23-27.
Lee JD, Nunes EV, Novo P, et al. Comparative effectiveness of extended-release naltrexone versus buprenorphine-naloxone for opioid relapse prevention (X:BOT): a multicentre, open-label, randomised controlled trial. Lancet. 2018;391(10118):309-318. doi:10.1016/S0140-6736(17)32812-X
Tuten M, DeFulio A, Jones HE, Stitzer M. Abstinence-contingent recovery housing and reinforcement-based treatment following opioid detoxification. Addiction. 2012;107(5):973-982. doi:10.1111/j.1360-0443.2011.03750.x




What if We See Substance Use Disorders as a Chronic lllness?1

INIDA 2018
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As you can see from this graph, there are higher relapse rates in other chronic conditions such as asthma and hypertension compared to substance use disorders
This graph is helpful in allowing us to understand SUDs as chronic medical illnesses, not failures of will power 


Citation:
NIDA. Drugs, Brains, and Behavior: The Science of Addiction. National Institute on Drug Abuse website. https://www.drugabuse.gov/publications/drugs-brains-behavior-science-addiction. July 20, 2018. Accessed September 4, 2018.



Buprenorphine

Partial agonist at mu receptor

= Comparatively minimal respiratory full agonisfc
suppression and no respiratory arrest when ﬁihr:c;)c:rfz;ne’
used as prescribed
Long acting
= Half-life ~ 24-36 Hours 8 _ _
9D partial agonist
. . . Y .
High affinity for mu receptor 9 (buprenorphine)
. s
= Blocks other opioids -g_
= Displaces other opioids E
* (Can precipitate withdrawal
. o antagonist
Slow dissociation from mu receptor (naloxone,
naltrexone)

= Stays on receptor for a long time g
ose

1SAMHSA 2018
2 Oman & Keating, 2009
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Notes:
Speaker Notes:
Emphasize and review High Affinity (because of high K value and intensity of binding to the mu receptor) and Slow Dissociation features of buprenorphine
In contrast to buprenorphine, heroin has a very short half-life. This leads to frequent cycles of use and withdrawal that interferes with normal activity and functioning
Caution: Although buprenorphine has comparatively minimal respiratory suppression when used as prescribed, it can result in significant respiratory depression when combined with high enough doses of alcohol and/or benzodiazepines or when ingested by children
Buprenorphine is also an antagonist at the kappa opioid receptor
Kappa antagonists have been hypothesized to decrease craving. 
Reference: Carroll FI and Carlezon WA. Development of Kappa Opioid Receptor Antagonists. J Med Chem. 2013 Mar 28; 56(6): 2178–2195.  
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Sublingual
Partial Agonist
* Ceiling Effect
* Most patients on 8 to 16mg/day (dosing different for perinatal)

What is the maximum mg/day?
e 24mg/day

How does the naloxone component in the dual product work?

 Blocks potential opioid analgesic effects of buprenorphine
alone
* Thought to discourage non-therapeutic/illicit use

e Thought to reduce diversion of product away from patient to
illicit market

National Alliance on Mental Illness 2018
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Mental Health Medications | NAMI: National Alliance on Mental Illness. https://www.nami.org/Learn-More/Treatment/Mental-Health-Medications/Types-of-Medication/Buprenorphine-Naloxone-(Suboxone). Accessed December 19, 2018.



Methadone

Full Agonist at mu receptor

full agonist
Long acting (e.g. morphine,
methadone)
= Half-life ~ 15-60 Hours
Weak affinity for mu receptor @
. . , @ partial agonist
= Can be displaced by partial agonists (e,g. S (buprenorphine)
burprenorphine) and antagonists ©
(e.g.naloxone, naltrexone), which can both -g_
« e . O
precipitate withdrawal g
Monitoring
antagonist
= Significant respiratory suppression and (naloxone,
potential respiratory arrest in overdose = naltrexone)

. dose
= QT prolongation

1CSAT 2005
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Speaker Notes:
Methadone allows for a slow titration to a high dose that substitutes, prevents withdrawal and reduces craving. It can also produce tolerance, often resulting in attenuation or blockade of the effects of other opioids.
Respiratory depression but also respiratory arrest due to the effect on the medullary respiratory center of no longer responding to CO2
Note: Fentanyl (also a full mu-receptor agonist) has a very high affinity for mu-receptor



Citation:




Naltrexone

Full Antagonist at mu receptor

= Competitive binding at mu receptor full agonist
(e.g. morphine,
Long acting methadone)
= Half-life:
e Oral ~4 Hours "
s IM~5-10 days ks partial agonist
. . . © (buprenorphine)
High affinity for mu receptor e
= Blocks other opioids 'é
= Displaces other opioids E
* (Can precipitate withdrawal antagonist
Formulations (naloxone,
naltrexone)

= Tablets: Revia®: FDA approved in 1984
dose

= Extended-Release intramuscular injection:
Vivitrol®: FDA approved in 2010

ISAMHSA 2018
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Speaker Notes:
Speaker Notes:
 Other Considerations:
Avoid in patients with severe hepatic impairment, moderate to severe renal insufficiency. Have
Discuss risks and benefits with provider if patient becomes pregnant
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Selecting a medication'2

Buprenorphine Methadone

e \Who are pregnant e \Who need the e Patients off of

e Mild to severe structure of daily opioids for 7-10
OouD observed dosing days

e Patients able to e Who were on very e Persons unable to
attend visits with high doses of be on agonists
primary care opioids for long (i.e. job

e Patients on durations of time requirements
multiple e Who are pregnant such as RN, MD)
medications (i.e. e Moderate to
HIV therapy) Severe OUD

e Patients on high
doses of opioids

ISAMHSA 2018
2providers Clinical Support System 2019
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Switch bupe and methadone

1.SAMHSA. “Treatment Improvement Protocol (TIP) 63: Medications for Opioid Use Disorder,” 2018.
2.Providers Clinical Support System. MAT Waiver Eligibility Training. 2019


Why MOUD?

« The use of the opioid agonists methadone and
buprenorphine reduces:'?

Transmission of

infectious
diseases

Overdose Illicit drug use

» Those receiving medications as part of their treatment are
75% less likely to die due to their addiction than those not
receiving medication?

'NIDA 2018
2ASAM 2013
3NIDA,2019
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Doesn’t account for work, kids not in DSS care, etc.


Citations: 
National Institute on Drug Abuse. Effective Treatments for Opioid Addiction. NIDA. https://www.drugabuse.gov/publications/effective-treatments-opioid-addiction/effective-treatments-opioid-addiction. Accessed July 10, 2018.
American Society of Addiction Medicine, Treatment Research Institute. (2013). FDA Approved Medications for the Treatment of Opiate Dependence: Literature Reviews on Effectiveness and Cost-Effectiveness. Chevy Chase, MD: American Society of Addiction Medicine. Available at http://www.asam.org/docs/defaultsource/advocacy/aaam_implications-for-opioid-addiction-treatment_final. National Institute on Drug Abuse, National Institute of Health. (2007).
National Institute on Drug Abuse. Cost effectiveness of drug treatment. NIDA. https://www.drugabuse.gov/publications/teaching-packets/understanding-drug-abuse-addiction/section-iv/6-cost-effectiveness-drug-treatment. Published February 2016. Accessed December 26, 2019.



Economic Impact of SUDs
* Treatment is less expensive than alternatives

Approximate average cost for 1 full year:

Buprenorphine Methadone Naltrexone Imprisonmen
treatment treatment treatment t
$6,000 $6,500 $14,000 $36,000
per patient' per patient! per patient per person?

* Every $1invested in addiction treatment returns a yield of $4
to $7 in reducing drug related crimes, criminal justice and theft3

® Not including healthcare costs

iAsAM 2015 * MAT in jails/prisons can improve recidivism, re-incarceration,

2Federal Register 2018

DA 2016 parole violation, crime, violence and suicide within jail/prison
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State report on Horizons residential program - costs saved on homeless services, foster care, etc.

Other costs:
Overall cost to immediate community: 
Substance use treatment 
Criminal justice costs 
Loss of productivity 
Premature death
Reduced productive working hours
Incarceration 
Children born with Neonatal Abstinence Syndrome (NAS)

Disproportionately affects low income communities 
Lowest social capital (employment, education, transportation, etc.) 🡪 highest rate of prescription opioid use 

Vearrier, 2019; Florence et al., 2016; Liu et al., 2019; Dasgupta et al., 2018

Citations: 
ASAM. Access to Medications Talking Points. https://www.asam.org/docs/default-source/advocacy/mat-talking-points-final.pdf?sfvrsn=0. Accessed July 10, 2018.
Federal Register. “Annual Determination of Average Cost of Incarceration,” April 30, 2018. https://www.federalregister.gov/documents/2018/04/30/2018-09062/annual-determination-of-average-cost-of-incarceration.
Abuse, National Institute on Drug. “How Much Does Opioid Treatment Cost?” Accessed November 18, 2019. https://www.drugabuse.gov/publications/research-reports/medications-to-treat-opioid-addiction/how-much-does-opioid-treatment-cost.



Prescriber Workforce Deficit & Barriers to Care

* In 2017, 70% of people with an OUD who needed

treatment did not get it’

ISAMHSA 2018
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Medications to Treat Opioid Use Disorder. National Institute on Drug Abuse website. https://www.drugabuse.gov/publications/research-reports/medications-to-treat-opioid-use-disorder. June 8, 2018. Accessed December 14, 2018.



“You are just substituting one addiction for
another”

“Addicts are hiding in MOUD programs’

“Is my loved one going to be on this
medication forever?”

“Patients are abusing
methadone/buprenorphine”



Opioid Use Disorder and the Criminal
Justice System

1) Whats the problem?

2) How did we get here?

3) What can we do about it?
4) What's next?



NCCHC Endorses Use of MOUD in
correctional settings

Key Resource

2016 Position Statement: Substance Use
Disorder Treatment for Adults and Adolescents

e Continuation of opioid agonist treatment
treats the physiological and psychological
symptoms of dependence and minimizes risk
from opioid withdrawal, failure to reinitiate
treatment, and relapse due to unexpected
inmate release

* Inmates not receiving MAT prior to entry, or
whose MAT is discontinued while
incarcerated (which is not preferred), should
be Offered MAT prerelease When pOStreIease Medication-Assisted Treatment for Opioid Use Disorder in Jails and
continuity can be arranged Prisons: A Planning & Implementation Toolkit

The National Council for Behavioral Health

https://www.ncchc.org/substance-use-disorder-treatment-
for-adults-and-adolescents

https://www.thenationalcouncil.org/wp-
content/uploads/2020/09/MAT in Jails Prisons T
oolkit Final 12 Feb 20.pdf?daf=375ateThd56
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Do we need additional resources?

http://www.ncchc.org/substance-use-disorder-treatment-
http://www.thenationalcouncil.org/wp-

MOUD is Effective in Correctional Settings

= After expanding MOUD statewide, the Rhode Island Department of Corrections
saw a 61% reduction in post-correctional overdose death rates in the first year.

= Astudy of >12,000 people in England found that a prison-based MOUD. program
was linked with a 75% reduction'in all-cause mortality and an 85% reduction in
overdose deaths in the first month after release.

= Another study showed that access to MOUD during the first four weeks in
prison, was associated with a 94% reduction in risk of death, primarily
associated with a reduction of suicide deaths among inmates.
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Green, T. C., Clarke, J., & Brinkley-Rubinstein, L. (2018). Postincarceration Fatal Overdoses After Implementing  Medications for Addiction Treatment in a Statewide Correctional System. JAMA Psychiatry,75(4), 405-407.

Marsden, J., Stillwell, G., Jones, H., Cooper, A., Eastwood, B., Farrell, M.,. . . Hickman, M. (2017). Does exposure to opioid  substitution treatment in prison reduce the risk of death after release? A national prospective observational study in England.  Addiction, 112, 1408-1418. 

Larney, S., Gisev, N., Farrell, M., Dobbins, T., Burns, L., Gibson, A., Kimber, J., & Degenhardt, L. (2018). Opioid  substitution therapy as a strategy to reduce deaths in prison: retrospective cohort study. BMJ Open, 4, e004666.




NCCHC Endorses Use of MOUD in
correctional settings
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e Continuation of opioid agonist treatment
treats the physiological and psychological
symptoms of dependence and minimizes risk
from opioid withdrawal, failure to reinitiate
treatment, and relapse due to unexpected
inmate release

* Inmates not receiving MAT prior to entry, or
whose MAT is discontinued while
incarcerated (which is not preferred), should
be Offered MAT prerelease When pOStreIease Medication-Assisted Treatment for Opioid Use Disorder in Jails and
continuity can be arranged Prisons: A Planning & Implementation Toolkit

The National Council for Behavioral Health

https://www.ncchc.org/substance-use-disorder-treatment-
for-adults-and-adolescents
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content/uploads/2020/09/MAT in Jails Prisons T
oolkit Final 12 Feb 20.pdf?daf=375ateThd56



Presenter
Presentation Notes
Do we need additional resources?

http://www.ncchc.org/substance-use-disorder-treatment-
http://www.thenationalcouncil.org/wp-

Observed decrease in behaviors related to activity in the drug subculture for
offenders receiving MAT

The prison MAT program did not cause any pressure within the prison social
structure.

Prison officers reported a significantly reduced rate of conflicts amongst
participating inmates.

Violence, security breaches, and diversion surrounding the medication did
not occur. In fact, personnel reported MAT participants were easier to
handle than non-participants.

The MAT program did not cause non-OUD inmates to demand access to the
medication.

IStallwitz 2001
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A lit review
Based on PMMT (prison-based methadone maintenance treatment) in different European prisons

http://www.akzept.info/pdf/veroeffentlichungen_pdf/nr20/st_in_prison_literature_rev.pdf


® Education about and provision of naloxone to at-risk
individuals have been associated with:

30% to 45% decrease in opioid overdose death
rates

® Reduction in heroin consumption

® Reductions in opioid-related ED visits

1Green T, Case P, Fiske H, et al. 2017
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Green, Traci C., Patricia Case, Haley Fiske, Janette Baird, Shachan Cabral, Dina Burstein, Victoriana Schwartz, Nathan Potter, Alexander Y. Walley, and Jeffrey Bratberg. "Perpetuating stigma or reducing risk? Perspectives from naloxone consumers and pharmacists on pharmacy-based naloxone in 2 states." Journal of the American Pharmacists Association 57, no. 2 (2017): S19-S27.



Utilizes persons with lived experience to engage with patients with mental
health, substance use, or other medical disorders.

Low barrier, interpersonal relationship building, outreach, community
resource linkage... and more!

Helps empower those with lived experience as an asset to help others
struggling with recovery

Addresses internalized stigma/bias for patients, and addresses cultural
stigma/bias for healthcare worker-learners like you!

>50% relative risk reduction of opioid overdose and >50% relative risk
benefit of MOUD initiation!

Winhusen T, Wilder C, Kropp F, Theobald ], Lyons MS, Lewis D. A brief telephone-delivered peer intervention to encourage
enrollment in medication for opioid use disorder in individuals surviving an opioid overdose: Results from a randomized
pilot trial. Drug Alcohol Depend. 2020 Nov 1;216:108270. doi: 10.1016/j.drugalcdep.2020.108270. Epub 2020 Sep 1.

DMID:- 229°0011120- DMCID-DMCT7ALOHEQLZ



Rates of Use vs. Rates of Incarceration

 More white people use illicit drugs, yet huge disparity in rates
of incarceration

* Nearly 80% of people in federal prison and almost 60% of
people in state prison for drug offenses are black or Latinx?

Race/ethnicity lllicit Drug Use in Lifetime Percentage of
among Persons Aged 12 or | US
Older (2018)* population®
White 54.5% 60.4%
Black or 45.9% 13.4%
African
American
Hispanic or 37.7% 18.3%
Syt LATINX
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-and don’t forget “dealers”: most arrests are low level dealers who also have SUD, and most of them are for low weight possession, and most are non-white

Citations:
SAMHSA. “Key Substance Use and Mental Health Indicators in the United States: Results from the 2018 National Survey on Drug Use and Health.” SAMHSA, August 2019. https://www.samhsa.gov/data/report/2018-nsduh-annual-national-report.
Drug Policy Alliance. Race and the Drug War. Drug Policy Alliance. http://www.drugpolicy.org/issues/race-and-drug-war. 
U.S. Census Bureau. “U.S. Census Bureau QuickFacts: United States.” Accessed February 13, 2020. https://www.census.gov/quickfacts/fact/table/US/PST045218.
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Safe Prescribing Resources

Caring for Patients with
Opioid Use Disorder:
Policies, Procedures &

Resources Manual
https://pub.mahec.net/sites/MatDown
loads/add

mahec.net/safer

Shuchin.Shukla@mahec.net



https://pub.mahec.net/sites/MatDownloads/add
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