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The United States’ opioid crisis
is a national public health emer-
gency of staggering proportions. 
The Office of National Drug Control Policy, various compo-
nents of the Department of Health and Human Services and
Department of Justice, as well as state and local governments
are all focused on combating this serious issue due to the 
significant loss of life involved. 

Between 1999 and 2016, more than 350,000 people died of an
opioid-related drug overdose in the United States.1 Over
42,000 of those overdoses were in 2016 alone, a five-fold 
increase since 1999.2 The opioid-related overdose death rate
has continued to intensify in the last decade and a half and now
surpasses the death rate of all other drug overdoses, firearm 
injury related deaths, and motor vehicle crash fatalities.

One Centers for Disease Control and Prevention (CDC) 
article predicts that the total economic burden of just 
prescription opioid overdose, abuse, and dependence in the
United States to be $78.5 billion per year. This number 
reflects increased costs of healthcare and substance use 
treatment; costs associated with criminal justice involvement;
and lost productivity.3
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HOW DID WE GET HERE?
America and opioids have been linked since
the birth of the nation. Opium was used dur-
ing the American Revolution to treat soldiers
on both sides of the conflict.4 Recreational
opium use became increasingly popular 
during the mid-1800s due, in part, to a 
significant rise in the number of opium dens
operated by Chinese immigrants throughout
the West.5

During and immediately
after the American Civil
War, physicians com-
monly used morphine –
an opium derivative
which is ten times as po-
tent as opium itself – as a
pain reliever.6 Concerns

about the addictiveness of morphine led the
pharmaceutical company Bayer to develop and
market a new pain reliever (and cough 
suppressant), called heroin, in the late 1800s.7

Starting in the early 1900s and up through the
1970s, the American medical community 
recognized the danger of addiction posed by
opioid medications. Unfortunately, this 
attitude began to change in early 1980s due,
in part, to a one-paragraph letter published in
the New England Journal of Medicine. In
their letter, Jane Porter and Dr. Hershel Jick
described their analysis of nearly 12,000 
patients who had been given at least one dose
of a narcotic painkiller. According to Porter

and Jick, their analysis only uncovered “four
cases of reasonably well documented addiction
in patients who had no history of addiction,”
leading them to conclude that addiction was
rare in patients with no history of addiction.8

While it was generally considered inconse-
quential at the time, Porter and Jick’s letter –
coupled with other small studies in the 1980s
– paved the way for physicians to rely on drugs
such as Percocet® (oxycodone) Vicodin®

(hydrocodone) for pain management more and
more, as they came to market.

With the release of OxyContin® (oxycodone)
in 1996, consumption of opioids in the
United States continued to increase.9 Ameri-
cans consumed record quantities of legal 
prescription opioids, encouraged by compa-
nies such as Perdue Pharma (maker of 
OxyContin®) through extensive promotional
and advertisement campaigns. Sales of 
OxyContin® grew from $48 million in 1996
to just under $1.1 billion in 2000, making
OxyContin® one of the leading drugs of abuse
in the United States.10 Perdue Pharma’s finan-
cial success did not last however. Just over a
decade after it came to market, Perdue Pharma
and three of its executives pled guilty to 
misbranding OxyContin® and downplaying
its addictive qualities. Ultimately, the 
company settled with the United States 
government for $634 million.11

Wide availability of prescription opioids in

the late 1990s and the 2000s was accompa-
nied by an increase in prescription opioid
overdose deaths, starting in 1999. The CDC
refers to this as the first wave of opioid 
overdose deaths (followed by a rise in heroin
overdose deaths in 2010 and synthetic over-
dose deaths in 2013).12 As of 2017, more than
191 million opioid prescriptions were distrib-
uted to Americans.13 With a United States
population of just over 325 million, it is not
surprising that many of those prescriptions are
never fully consumed. Instead, many partial
prescriptions are left forgotten in medicine
cabinets across the country, easily accessible
for a family member or friend to find and 
misuse. Indeed, as of 2016, over 11.5 million
Americans reported misusing prescription
opioids within the past year.14

Once addicted to prescription opioids, it is 
exceedingly common for people to transition
to illicit opioids due to their reduced cost and
increased availability. Nearly 80% of heroin
users report misusing prescription opioids
prior to using heroin.15 Equally as tragic as the
number of people whose opioid addiction
starts with a prescription, is the number of
people whose opioid addiction ends in an 
overdose involving heroin or, increasingly,
powerful synthetic opioids such as fentanyl.
With a potency ten times that of heroin and
100 times that of morphine,16 fentanyl poses
a clear and present danger. Fentanyl has been
found combined with heroin, cocaine, and
other drugs, which only highlights the danger
this illicitly manufactured drug poses.

For more information: justice@american.edu, 202.885.2875, www.american.edu/justice
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OPIOID INTERVENTION COURTS
The first drug treatment court in the
United States was implemented in Miami,
Florida in 1989 as a radically new approach to
addressing the cyclical nature of drug use and
crime. Individuals with substance-use disor-
ders were being incarcerated and released
without addressing the root cause of their
criminal activity – their substance-use disor-
der. By combining judicial monitoring with
intensive drug treatment and wrap-around
services (such as housing assistance, trans-
portation assistance, education and training,
medical care, child care, etc.) the treatment
court team was able to reduce recidivism and
increase sobriety rates for those with a 
substance-use disorder. Nearly 30 years and
over 3,100 drug treatment courts later, more
is needed to address the evolving face of drug
addiction in our criminal justice system, 
particularly for those with an opioid addiction.

One potential solution is a new intervention
court model being piloted in Buffalo, New
York. Recognizing the unique challenges 

TREATING THE OPIOID CRISIS

associated with treating individuals with an
opioid use disorder, the Buffalo Opioid Inter-
vention Court emphases immediately (within
24 hours of arraignment) linking participants
with fully integrated behavioral and medical
treatment – including medication-assisted
treatment (MAT).17 At its core, the opioid 
intervention court (OIC) was created to keep
individuals alive while they progress through
the criminal justice system.18 Whereas 
standard treatment courts can take two weeks
or more to connect new participants with
treatment services, the OIC model acknowl-
edges that two weeks can be the difference 
between life and death for someone with an
opioid use disorder.

To successfully achieve its goal of reducing
opioid overdose rates, the Buffalo Intervention
Court utilizes a 10-prong approach19:
1) Participants are diverted at arraignment.
2) Participants are placed into MAT, if 
medically appropriate, within 24 hours.
3) Criminal charges are held in abeyance while
focusing on and treating a participant’s needs.

4) Honesty is more important than relapse.
5) Participant is linked to ancillary services
such as housing and transportation.
6) All participants are required to abide by an
8pm curfew, unless they are participating in
sober living activities.
7) Participants are subject to regular and 
random drug testing.
8) Participants are subject to random wellness
checks.
9) Participants engage in daily face-to-face
contact with the Judge.
10) The program uses “control dates” to en-
sure a participant’s criminal case is progressing
in their absence. The objective is to have cases
ready to be transferred to a traditional treat-
ment court when a participant has completed
their 30- or 60-day period in the OIC.

By utilizing this 10-prong approach, in 
conjunction with the Adult Drug Court Best
Practice Standards20, programs such as Opioid
Intervention Courts are a valuable tool in any
jurisdiction’s battle to stem the tide of opioid
addiction and overdose.

OPIOID VS. OPIATE
Simply put, an opioid is a class of drugs that acts on the opioid receptors in the brain.  Opioids include
illicit drugs such as heroin, fentanyl, and carfentanil, as well as drugs legally obtainable with a 
prescription such as oxycodone, hydrocodone, codeine, and morphine.

Opiates on the other hand, are a subset of opioids. They are drugs that are naturally derived from the
opium poppy plant such as morphine, codeine, and heroin. Synthetically manufactured drugs such as
fentanyl and carfentanil are not considered opiates.

CITATIONS:
1 Bloom, Josh. “ACSH Explains: What’s the Difference Between Opioids and Opiates?” American Council on Science and Health, 
27 October 2017. https://www.acsh.org/news/2017/10/27/acsh-explains-whats-difference-between-opioids-and-opiates-12041.

2 National Institute on Drug Abuse. “Opioids.” National Institute of Health. Accessed 12 November 2018.
https://www.drugabuse.gov/drugs-abuse/opioids.
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MEDICATION-ASSISTED 
TREATMENT (MAT)
By combining the use of specific, Food and
Drug Administration (FDA) approved 
medications with counseling and behavioral
therapies, MAT is a particularly effective, 
evidence-based treatment protocol for treating
opioid use disorders.21 The medications used
in MAT help to normalize brain chemistry of
individuals with opioid use disorders, allow-
ing them to focus on and sustain their recovery
and prevent opioid overdoses.

A common misconception regarding MAT is
that it is merely substituting one drug for 
another. However, chronic use of opioids can
change the brain chemistry of individuals, 
significantly reducing the effectiveness of 
regular, non-MAT treatment programs. It can
be helpful to think of an opioid use disorder
like type-1 diabetes. Regular injections of 
insulin are necessary for a type-1 diabetic since
their pancreas cannot produce insulin in suf-
ficient quantities. Likewise, MAT medications
help to “restore balance to the brain circuits
affected by addiction, allowing the patient’s
brain to heal while working toward 
recovery.”22 MAT has been shown to increase

retention in treatment and decrease opioid
use, opioid overdose deaths, criminal activity,
and even infectious disease transmission.23

The Bureau of Justice Assistance (BJA) 
supports the use of MAT by treatment court
programs in several ways. All applicants for
BJA funds to implement a new treatment
court program or enhance an existing program
are prohibited from denying eligible individ-
uals’ access to the treatment court due to their
use of FDA-approved MAT medications. In
addition, all BJA funded treatment court 
programs are expected to provide MAT to 
participants with an opioid use disorder when
clinically indicated.24 Between 2015 and
2016, treatment courts funded by BJA that
provided MAT to at least one program 
participant increased by 40%.25 Other federal
agencies such as the Substance Abuse and
Mental Health Services Administration
(SAMHSA) produce a wide range of informa-
tional products to assist MAT providers, 
policymakers, and other stakeholders. 
Resources such as SAMHSA’s MAT 
Implementation Checklist26 and Pocket
Guide for MAT of Opioid Use Disorder27 are
particularly useful.

For more information: justice@american.edu, 202.885.2875, www.american.edu/justice

THE FDA HAS APPROVED
THREE MEDICATIONS 
FOR MAT
Buprenorphine – can be prescribed and
administered by qualified physicians in a
variety of settings. As a partial opioid 
agonist, buprenorphine can produce effects
such as euphoria and respiratory depression
but to a lesser extent than a full opioid 
agonist such as methadone. Buprenorphine
blocks other narcotics while also reducing
the effects of opioid withdraw and cravings.

Methadone – can only be dispensed in 
regulated clinics under the supervision of a
physician. As an opioid agonist, methadone
blocks the euphoric effect of other opioids
while also reducing symptoms of opioid
withdrawal. Methadone can be addictive.

Naltrexone – can be prescribed by any
health care provider that is licensed to do
so. As an opioid antagonist, naltrexone
blocks the effects of and cravings for other
narcotics but does not reduce opioid 
withdrawal symptoms. There is no abuse
potential with naltrexone but patients on
naltrexone may have a reduced tolerance to
opioids, increasing the chance of overdose if
relapse occurs.

CITATIONS:
1“Medication-Assisted Treatment.” Substance Abuse and
Mental Health Services Administration. Accessed 12 
November 2018. https://www.samhsa.gov/medication-
assisted-treatment.

2“Buprenorphine.” Substance Abuse and Mental Health
Services Administration. 31 May 2016.
https://www.samhsa.gov/medication-assisted-
treatment/treatment/buprenorphine

3“Methadone.” Substance Abuse and Mental Health Services
Administration. 28 September 2015.
https://www.samhsa.gov/medication-assisted-
treatment/treatment/methadone.

4“Naltrexone.” Substance Abuse and Mental Health Services
Administration. 12 September 2016.
https://www.samhsa.gov/medication-assisted-
treatment/treatment/naltrexone.
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NALOXONE
Naloxone is an opioid antagonist medication
that can quickly reverse the effects of an opioid
overdose (such as slowed or stopped breathing)
if administered soon enough after an overdose
has occurred. As an opioid antagonist, nalox-
one binds to opioid receptors in the brain,
thereby blocking the effects of other opioids.
Naloxone is a safe antidote to an opioid over-
dose that can save lives.28

Forty-eight states now allow individuals to 
acquire doses of naloxone without a prescrip-
tion.29 Commonly available as an autoin-
jectable (EVZIO ©) or as a nasal spray
(NARCAN ©), naloxone is available at most
major pharmacies such as CVS and Walgreens. 

As barriers to access have been removed and
availability has increased it is becoming easier
and more common for friends and family
members of people suffering from opioid ad-
diction to keep a few doses of naloxone on hand
in case of emergencies.30 Depending on state
and local regulations, friends, family members,
and others may administer the autoinjectable
and nasal spray forms of naloxone to someone
who is experiencing an opioid overdose.

State legislatures have also enacted Good
Samaritan laws to prevent overdoes fatalities.31

While these laws can vary widely from one
state to the next, they generally create legal
protections for individuals who call for help in
the event of an opioid-related overdose. By
eliminating the fear of being arrested for drug-
related crimes, Good Samaritan laws are de-
signed to encourage bystanders (or the
individual in distress) to call for medical assis-
tance. Some states provide broad protections
or immunity for those that call for help, while
other states’ Good Samaritan laws consider
calling for help an affirmative defense or a mit-
igating factor during sentencing.32

The National Institute on Drug Abuse’s Pre-
scription Drug Abuse Policy System website33

provides excellent, up-to-date information on
Good Samaritan laws and state laws related to
naloxone access.

Recommendations to expand naloxone avail-
ability and administration are also prominent
in the President’s Commission on Combating
Drug Addiction and the Opioid Crisis final
report. These recommendations include ensur-
ing all law enforcement officers in the United
States are equipped with naloxone, encourag-
ing the National Highway Traffic Safety 
Administration review its National 
Emergency Medical Services Scope of Practice
Model to allow Emergency Medical Techni-
cians to administer naloxone, and that model
legislation be provided to states to allow
naloxone dispensing via standing orders.34

NATIONAL PRESCRIPTION
DRUG TAKE BACK DAY
A national survey of US adults with recent
opioid medication use from 2015 found that
over 60% of respondents indicated that they
kept unused opioid medication for future
use.35 This, coupled with the fact that there
were over 191 million opioid prescriptions in
the United States last year and the vast 
majority of heroin users report misusing 

CONCLUSION
THE UNITES STATES IS IN THE MIDST OF ONE OF THE WORSE
DRUG CRISES IN OUR HISTORY. THE CHALLENGES FACING THE
COUNTRY ARE DAUNTING. 
The crisis of opioid use over the past few years has accelerated with misuse of prescription opioids
as well as overprescribing of opioids by physicians. Policymakers are looking to justice stake-
holders to aid in implementing policies that are grounded in treatment. Drug treatment courts
are well situated to take advantage of their unique location at the nexus of the criminal justice
and the public health arenas. By implementing the various responses outlined in this document,
local jurisdictions can help to stem the tide of this devastating national crisis.

For more information: justice@american.edu, 202.885.2875, www.american.edu/justice

prescription opioids prior to switching over to
heroin, makes it clear that the issue of excess
prescription opioid medication in the nation’s 
medicine cabinets must be addressed to stem
opioid addiction and overdose.

One effort to counteract excess, unused opioid
medication has been the Drug Enforcement
Administration’s (DEA) National Drug Take
Back Initiative. Since it began in 2010, the
twice-annual National Prescription Drug Take
Back Day has recovered and safely disposed of
over 9.9 million pounds of prescription drugs.
The most recent take back, in April 2018, 
collected over 949,000 pounds of unused or 
expired medication from over 5,800 collection
sites.36

Sometimes twice annual collection just isn’t
enough, which is why some states are expand-
ing on the DEA’s concept. New Jersey’s Project
Medicine Drop is an initiative to install locked
metal boxes indoors at participating New 
Jersey Police Departments. This allows for a
convenient, year-round option for the public to
safely dispose of unused medication.37



ENDNOTES
24 Collins, Steve, et al. “Responding to the Opioid Crisis: National and Local 
Approaches.” Webinar, Washington, DC: Justice Programs Office, January 17,
2018.

25 Ibid.
26 https://www.integration.samhsa.gov/clinical-practice/mat/MAT_Implementat-
ion_Checklist_FINAL.pdf 

27 https://store.samhsa.gov/shin/content/SMA16-4892PG/SMA16-4892PG.pdf 
28 Office of the Surgeon General. Surgeon General’s Advisory on Naloxone and Opioid

Overdose. Accessed October 29, 2018.
https://www.surgeongeneral.gov/priorities/opioid-overdose-prevention/naloxone-
advisory.html.

29 “Naloxone Opioid Overdose Reversal Medication” CVS Health. Accessed October
29, 2018. https://cvshealth.com/thought-leadership/naloxone-opioid-overdose-re-
versal-medication.

30 Collins, Steve, et al. “Responding to the Opioid Crisis: National and Local Ap-
proaches.” Webinar, Washington, DC: Justice Programs Office, January 17, 2018.

31 National Conference of State Legislatures. 2017. “Drug Overdose Immunity and
Good Samaritan Laws” last modified June 5, 2017.
http://www.ncsl.org/research/civil-and-criminal-justice/drug-overdose-immunity-
good-samaritan-laws.aspx. 

32 Legal Science. “Good Samaritan Overdose Prevention Laws” last modified July 1,
2018. http://www.pdaps.org/datasets/good-samaritan-overdose-laws-1501695153.

33 http://www.pdaps.org/ 
34 Christie, Chris, Charlie Baker, Roy Cooper, Patrick J. Kennedy, Bertha Madras, and
Pam Bondi. The President’s Commission on Combating Drug Addiction and the Opioid
Crisis, Commission Final Report. 2017. Accessed October 29, 2018.
https://www.whitehouse.gov/sites/whitehouse.gov/files/images/Final_Report_Draft
_11-1-2017.pdf. 

35 Kennedy-Hendricks, Alene, Andrea Gielen, Eileen McDonald, Emma E. McGinty,
Wendy Shields, and Colleen L. Barry. “Medication Sharing, Storage, and Disposal
Practices for Opioid Medications Among US Adults.” JAMA Intern Med 176, no. 7
(2016): 1027-1029.

36 “DEA National Rx Take Back.” Drug Enforcement Administration. Accessed Oc-
tober 29, 2018. https://takebackday.dea.gov/. 

37 Collins, Steve, et al. “Responding to the Opioid Crisis: National and Local Ap-
proaches.” Webinar, Washington, DC: Justice Programs Office, January 17, 2018.

CITATIONS FOR FRONT PAGE GRAPH:
1 “General Statistics.” Insurance Institute for Highway Safety, Highway Loss Data In-
stitute. December 2017. https://www.iihs.org/iihs/topics/t/general-statistics/fatality-
facts/overview-of-fatality-facts/2016.

2 Xu, Jiaqian, Sherry Murphy, Kenneth Kochanek, Brigham Bastian, and Elizabeth
Arias. Deaths: Final Data for 2016. National Vital Statistics Reports, 67, no 5. Hy-
attsville, MD: National Center for Health Statistics. 2018.
https://www.cdc.gov/nchs/data/nvsr/nvsr67/nvsr67_05_tables.pdf.

3 National Institute on Drug Abuse. “Overdose Death Rates.” 09 August 2018.
https://www.drugabuse.gov/related-topics/trends-statistics/overdose-death-rates.

4 National Highway Traffic Safety Administration. Traffic Safety Facts. Washington,
DC: U.S. Department of Transportation, 2018.
https://crashstats.nhtsa.dot.gov/Api/Public/ViewPublication/812603.

1 “Understanding the Epidemic,” Centers for Disease Control and Prevention. Last
modified August 30, 2017.https://www.cdc.gov/drugoverdose/epidemic/index.html. 

2 Ibid.
3 Florence, Curtis S., Chao Zhou, Feijun Luo, and Likang Xu. “The Economic Burden
of Prescription Opioid Overdose, Abuse, and Dependence in the United States,
2013.” Medical Care 54, no. 10 (2016): 901-906.

4 Trickey, Erick. “Inside the Story of America’s 19th-Century Opiate Addiction.”
Smithsonian Magazine, January 4, 2018. Accessed November 2018.
https://www.smithsonianmag.com/history/inside-story-americas-19th-century-opiate-
addiction-180967673.

5 “Heroin, Morphine and Opiates.” History.com. Last modified August 21, 2018.
https://www.history.com/topics/crime/history-of-heroin-morphine-and-opiates.

6 Ibid.
7 Ibid.
8 Haney, Taylor, and Andrea Hsu. “Doctor Who Wrote 1980 Letter On Painkillers 
Regrets That It Fed the Opioid Crisis.” NPR. June 16, 2017. Accessed October 29,
2018. https://www.npr.org/sections/health-shots/2017/06/16/533060031/doctor-
who-wrote-1980-letter-on-painkillers-regrets-that-it-fed-the-opioid-crisis. 

9 “Opioid Overdose Crisis,” National Institute on Drug Abuse. Last modified March
2018. https://www.drugabuse.gov/drugs-abuse/opioids/opioid-overdose-crisis#five. 

10 Van Zee, Art. “The Promotion and Marketing of OxyContin: Commercial Triumph,
Public Health Tragedy.” American Journal of Public Health 99, no. 2 (February 2009):
221-227.

11 Ibid.
12 “Understanding the Epidemic,” Centers for Disease Control and Prevention.  Last
modified August 30, 2017.https://www.cdc.gov/drugoverdose/epidemic/index.html.

13 “Prescription Opioids.” Centers for Disease Control and Prevention. Last modified
August 29, 2017. https://www.cdc.gov/drugoverdose/opioids/prescribed.html. 

14 Ibid.
15 “National Opioids Crisis.” U.S. Department of Health and Human Services. 
Accessed October 29, 2018. https://www.hhs.gov/opioids/. 

16 Granados, Samuel and Dan Keating. “See How Deadly Street Opioids Like ‘Elephant
Tranquilizer’ Have Become.” Washington Post, 25 October 2017. https://www.wash-
ingtonpost.com/graphics/2017/health/opioids-scale/?utm_term=.dcc5d17f2613.

17 Collins, Steve, et al. “Responding to the Opioid Crisis: National and Local Ap-
proaches.” Webinar, Washington, DC: Justice Programs Office, January 17, 2018.

18 Ibid.
19 Ibid.
20 https://www.nadcp.org/standards/ 
21 “Treat Opioid Use Disorder.” Centers for Disease Control and Prevention. 
Last modified August 23, 2017.
https://www.cdc.gov/drugoverdose/prevention/treatment.html. 

22 National Institute on Drug Abuse. Effective Treatments for Opioid Addiction.
Washington, DC: National Institute of Health, U.S. Department of Health and
Human Services, November 2016. https://www.drugabuse.gov/publications/effec-
tive-treatments-opioid-addiction/effective-treatments-opioid-addiction.

23 Ibid. 

U.S. OPIOID CRISIS6

For more information, please contact us:
Justice Programs Office
American University
4400 Massachusetts Ave., NW
Washington, DC 20016-8159
justice@american.edu
(202) 885-2875
www.american.edu/justice

This project was supported by Grant No. 

2016-DC-BX-K008 awarded by the Bureau of 

Justice Assistance, U.S. Department of Justice. 

The opinions, findings, and conclusions or 

recommendations expressed in this publication/

program/exhibition are those of the author(s) and do

not necessarily reflect the views of the Department

of Justice or grant-making component.


