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Changing the Language of Addiction
Words matter. In the scientific arena, the routine vocabulary of health care professionals
and researchers frames illness1 and shapes medical judgments. When these terms then enter the public
arena, they convey social norms and attitudes. As part of their professional duty, clinicians strive to use
language that accurately reflects science, promotes evidence-based treatment, and
demonstrates respect for patients.
However, history has also demonstrated how language can cloud understanding and perpetuate
societal bias. For example, in the past, people with mental illness were derided as “lunatics” and
segregated to “insane asylums.” In the early days of human immunodeficiency virus, patients were
labeled as having “gay- related immune deficiency,” with public discourse dominated by moral
judgments. Other examples apply to disability and some infectious diseases. In all of these cases,
stigma and discrimination can arise when patients are labeled, linked to undesirable
characteristics, or placed in categories to separate “us” from “them.”
JAMA October 4, 2016 Volume 316, Number 13

Words matter.
Today, these complex themes have special relevance for addiction. Scientific evidence
shows that addiction to alcohol or drugs is a chronic brain disorder with potential for
recurrence. However, as with many other chronic conditions, people with substance use
disorders (SUDs) can be effectively treated and can enter recovery. For example,
medication-assisted treatment such as buprenorphine hydrochloride, methadone
hydrochloride, and naltrexone hydrochloride—provided in conjunction with behavioral
counseling—can be life extending for patients with an opioid use disorder.

JAMA October 4, 2016 Volume 316, Number 13

Words matter.
However, individuals with or in recovery from SUDs continue to be viewed with
stigma, sometimes greater than that seen with physical or psychiatric disabilities.2
Commonly used terms can imply, or even explicitly convey, that the individuals with
SUDs are morally at fault for their disease. Patients may be referred to as
“junkies,” “crackheads,” or other pejorative terms that describe them solely
through the lens of their addiction or their implied personal failings. These word
choices matter. Language related to SUDs does influence perceptions and judgments,
even among health care professionals with substantial experience and expertise. For
example, in one study involving a case vignette, doctoral-level mental health and SUD
clinicians were significantly more likely to assign blame and to concur with the need
for punitive actions when an individual was described as a “substance abuser”
rather than as a “person with a substance use disorder.”3 In a second study, mental
health care practitioners attending professional conferences were less likely to believe
individuals deserved treatment when they were described as a “substance
abuser” rather than as a “person with a substance use disorder.”1

Some concepts
Addiction—substance use disorder—is a disease

This is a disease requiring treatment. And we have treatments for this disease.
Conceptualize treatment using the chronic disease model--Individuals with the illness of
substance use disorder should be treated in the same way that we would treat someone with a
chronic disease such as hypertension, asthma, diabetes, etc.
Review Howard Koh & Michael Botticelli article, Changing the Language of Addiction. Journal of
the American Medical Association, 2016

Substance Use Disorder—DSM 5
Substance use disorders occur when the
◦
◦
◦
◦

recurrent use of alcohol and/or drugs causes
clinically and functionally significant impairment,
such as health problems, disability, and failure to meet major responsibilities at work, school, or home.
According to the DSM-5, a diagnosis of substance use disorder is based on evidence of impaired control,
social impairment, risky use, and pharmacological criteria.

https://www.samhsa.gov/disorders/substance-use, 2017

Opioid Use Disorder (OUD) & Medication
Assisted Treatment (MAT)
Opioid Use Disorder (OUD) refers to the use of either natural, semi-synthetic, or synthetic
opiates/opioids in the way that meets the definition of substance use disorder in the new DSM 5
Medication Assisted Treatment refers to the use of medications in conjunction with one or more
counseling modalities in the treatment of substance use disorders, especially opioid use disorder
(OUD)

American College of Physicians
Statement—3/2017
"Substance use disorders are treatable chronic medical conditions, like diabetes and
hypertension, that should be addressed through expansion of evidence-based public and
individual health initiatives to prevent, treat, and promote recovery,"
◦ Nitin S. Damle, MD, MACP. Dr. Damle is president of the ACP.

ACP Policy Statement
To combat the growing problem of prescription drug abuse, the ACP recommends:

that physicians familiarize themselves with evidence-based guidelines about pain management
and controlled substances, and follow them as deemed appropriate;
expanding access of naloxone for overdose prevention to opioid users, law enforcement, and
emergency medical personnel;

expanding access to medical-assisted treatment and lifting barriers that limit access to
medications for treating opioid use disorder such as methadone, buprenorphine, and
naltrexone;
improved training in the treatment of substance use disorders, including buprenorphine-based
treatment; and
establishing a National Prescription Drug Monitoring program and improving existing monitoring
programs.

ACP
Multiple stakeholders should cooperate to address the epidemic of prescription drug misuse,
including:
Implementation of evidence-based guidelines for pain management
Expansion of access to naloxone to opioid users, law enforcement, and emergency medical
personnel
Expansion of access to medication-assisted treatment of opioid use disorders
Improved training in the treatment of substance use disorders including buprenorphine-based
treatment

Establishment of a national prescription drug monitoring program and improvement of existing
monitoring programs

ACP Continued
Other ACP recommendations emphasize addressing stigma about substance abuse in the
general population and medical community. The ACP recommends treatment through individual
and public health interventions, rather than heavy reliance on criminalization and
imprisonment.

ACP Policy
Finally, the ACP calls for studies that evaluate the effectiveness of public health interventions
targeted at substance abuse, such as syringe exchange programs and safe injection sites.
Ann Intern Med. Published online March 27, 2017.

American Society of Addiction
Medication MAT Recommendations
Part 12: Special Populations: Individuals in the Criminal Justice System

(1) Pharmacotherapy for the continued treatment of opioid use disorders, or the initiation of
pharmacotherapy, has been shown to be effective and is recommended for prisoners and
parolees regardless of the length of their sentenced term.
(2) Individuals with opioid use disorder who are within the criminal justice system should be
treated with some type of pharmacotherapy in addition to psychosocial treatment.
(3) Opioid agonists (methadone and buprenorphine) and antagonists (naltrexone) may be
considered for treatment. There is insufficient evidence to recommend any one treatment as
superior to another for prisoners or parolees.
(4) Pharmacotherapy should be initiated a minimum of 30 days before release from prison.

1. Disease of Addiction Over-Represented in
Corrections
Disease of addiction over-represented in corrections
CT DOC – 75%-85% of population has substance use disorder requiring treatment
Complex relationship between opioid addiction and diseases such as HIV/AIDS and HCV—
Issues of basic public health
Primary drugs of choice in male population CT DOC—4th Quarter 2015
Alcohol—31%
Marijuana—30%
Opioids—23%

Data source CT DOC Addiction Services—
2.11.16 for 4th quarter 2015. Courtesy of
Deborah Henault and Jaime Richardson.
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2. Community Standard of Care

3. Current Practice Places Releasing
Offenders at Risk for Overdose and Death
Cravings generally not extinguished by time spent in jail or prison

After a short period of time, addicted persons lose tolerance
Patients addicted to opioids frequently seek the drug soon after release
Same dose without tolerance increases risk for overdose and death

CT accidental drug deaths – OCME and OPM
CT accidental drug intoxication deaths
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Percent change 2012 – 2015: All deaths: 98%, heroin deaths: 138%

Source: OCME, CT DOC, Ivan Kuzyk,
OPM

Former CT Inmate Overdose Deaths by
Month After Release--2015

Graph & data courtesy of
Ivan Kuzyk and Kyle
Baudoin, CT Office of
Policy and Management,
Office of the Governor,
State of CT, 2016.

Naloxone Kit

Currently provided to:
HWH Contractors
Parole Officers
Pilot to provide to
releasing jail offenders

4. Current Practice Complicates Return
to Treatment
Typical practice is to “detox” patients from methadone or other MAT pharmaceuticals

Upon release, when methadone or other MAT pharmaceutical is not offered, patients may have
difficulty returning to MAT provider—delay in getting seen and other barriers may exist
Likelihood of returning to MAT provider is markedly reduced when patients are not inducted or
treated with MAT during incarceration or upon release

Methadone Treatment in the Criminal
Justice Population

Methadone Treatment Pre-and Post Release Increases Treatment Retention
and Reduces Drug Use (Findings at 12 months post-release).

Impact of Medications in Treating OUD
Patients remain in treatment longer

Patients are less likely to use illicit opioids
Decrease in overdose deaths
Improve health outcomes including reduce risk of HCV and HIV infection

Reduced recidivism

Opiate Agonist Therapy and Heroin
Overdose Deaths

Opioid Agonist Treatment
and Heroin Overdose Deaths
in Baltimore, Maryland, 19952009; Swartz, et.al.; Am J
Public Health, 103: 2003.

CT DOC Medication Assisted Treatment
Two Jails in Connecticut System
◦ New Haven Community Correctional Center
◦ Treated first patients in October 2013
◦ Methadone maintenance

◦ Bridgeport Community Correctional Center
◦ Treated first patients in February 2015
◦ Methadone maintenance with some induction

◦ Medical services including responsibility for re-entry is placed with external opiate treatment
program provider

Connecticut Correctional System
OST Programs
Proposed Pre-release Prison
Induction and Treatment
Center

Proposed

Phase 1
Phase 2
Phase 3

Proposed

Numbers of Referred and Treated Patients—
Bridgeport CC and New Haven CC
Comparison of Referred and Treated Patients
May 31, 2016
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Slide courtesy of RNP, Shelton, CT, 2016

Connect to Care--Bridgeport Program
Connect to Care
November 2014 to December 2015

17%

YES
NO

83%

Slide courtesy of RNP, Inc.,
Shelton, CT 2016

Early NHCC Outcome Data
Significant improvement in re-engagement with community
providers
Significant improvement in time to re-engagement with
community providers
Evidence of less disruptive behavior in the jail

TPP–Treatment Program Pathway
Diversion Program in Bridgeport court

Joint project of Judicial Branch, CSSD, DOC, DMHAS, Chief States Attorney, DPH, community
provider—Recovery Network of Programs
Focus is non-violent offender with substance use disorder and relatively minor crime
Licensed satellite substance use disorder clinic in Bridgeport court where LCSW assesses
potential candidates referred from IAR (Intake Assessment and Referral) specialists
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Next Steps
Program expansion
◦ 2 additional programs planned in two courts
◦ Support from CURES funding

Living Free Program
SAMHSA funded for 3 years

Joint project between CT DOC, DMHAS, and Yale University School of Medicine Law and
Psychiatry—FORDD Clinic, and Transitions Clinic
Focus on releasing offenders with moderate to severe substance use disorders
Intensive pre-release services including in reach and escorted visit to FORDD clinic,
comprehensive medical, mental health, and substance use disorder treatment upon release
Extensive use of peer advocate/community health workers

Preliminary Outcomes—Living Free
•Recruiting for 14 months

Primary Substance of Choice

•n=137 enrolled
• 71 women
• 66 men

40%
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• Community supervision

15%

• 65% on parole
• 18% on probation
• 17% end of sentence
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Slide courtesy of Sherry McKee, Ph.D., Living Free.

Preliminary Outcomes
• 95% Addiction treatment engagement
• 58% with psychiatric co-morbidity (depression, PTSD, anxiety)

• 38% of those with psychiatric co-morbidity receiving medication
•82% have stable housing
•48% have stable employment
Slide courtesy of Sherry McKee, Ph.D., Living Free.

Sentence histories by Crime type
Ofense types
VOP
Public Order
FTA
Theft/Larceny
Drug related
Conspiracy- Crim attempt YO
Burglary related
Felony assault
DUI related
Robbery related
Weapon
Threat/stalk/strangle
MV related MISD
Other
Risk Injury/Reck_ Endagerment
Car theft
Viol Prot Order
Prost - related
Homicide
Arson

Ivan Kuzyk, OPM CT
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89% of our clients have been
incarcerated multiple times
20% have been incarcerated
more than 15x.
The top 7 reasons for
incarceration are non-violent .
Slide courtesy of Sherry McKee, Ph.D., Living Free.

Preliminary Outcomes
Opioid overdose prevention plan
• 33% identify opioids as drug of choice
• 75% recommended to MAT are taking medication

JoAnna DePino RN

◦ 38% on buprenorphine
◦ 25% on methadone
◦ 12% on naltrexone/vivitrol

• Opioid overdose risks discussed with all clients
(recruitment, in-reach, escorted visit)
• Kits are prescribed or provided at first outpatient visit
(train client, family, etc).
• Only 3 have refused kits
Slide courtesy of Sherry McKee, Ph.D., Living Free. Lindsay Oberleitner, PhD

Preliminary Outcomes
•6-month recidivism of new arrest
• 6.5% men
• 7.4% women
• 6-month recidivism of new incarceration
• 0% men
• 0% women

•Slide courtesy of Sherry McKee, Ph.D., Living Free.

So, the fundamental point is . . . . .
We should not incarcerate human beings because they are sick, but,
because we still do, we all should remember that . . . .
We have evidence-based community standard treatments that work
for the disease of opioid addiction, and . . . . .
A strong case can be made to support a significant investment in
corrections to address the opioid epidemic and overdose deaths.

