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THE OPIOID EPIDEMIC IN TENNESSEE
PART 2 OF 3: BACKGROUND ON REDUCING DEMAND FOR OPIOIDS
INTRODUCTION
Tennessee has made progress in reducing the supply of prescription opioids by targeting efforts to improve provider
prescribing practices and reducing the number of pill mills. However, the epidemic is evolving — with individuals
appearing to switch from prescription opioids to illicit and stronger opioids like heroin and fentanyl. At the same time,
opioid overdoses and the number of babies born with neonatal abstinence syndrome (NAS) continue to rise. The nature
of addiction explains many of these trends and the continued demand for opioids in Tennessee. (1)
This report takes a comprehensive look at various elements of addressing addiction from prevention to recovery. This is
the second in a 3-part series that sets the stage for ongoing analyses of Tennessee’s opioid epidemic.

BOTTOM LINE
Addiction, also known as substance use disorder (SUD), is a chronic, relapsing brain disease. It shares many
characteristics with other chronic diseases, including requiring long-term care and management.
Reducing demand for opioids involves a variety of behavioral health interventions aimed at broadly promoting
health and well-being, preventing opioid misuse, and treating opioid addiction.
•

•
•

Activities that promote health and well-being are typically upstream, “big picture” efforts that address the
drivers of health and the risk factors for addiction. They play a role in prevention but also support the entire
spectrum of behavioral health interventions.
Prevention efforts target specific risk factors and protective factors associated with drug addiction and abuse.
They can target broad communities and schools or specific high-risk groups and individuals.
Effective treatment and recovery programs include early intervention, medically-assisted detoxification,
counseling, medications, and recovery support services and are tailored to individual needs.

Financial obstacles, treatment capacity, and social stigma can all create barriers to accessing treatment. Private
health insurance, Medicaid, and public safety net coverage can reduce financial obstacles, but social stigma around
addiction and certain treatments may reduce access. Coverage practices, restrictions, and payments all influence
treatment capacity.

UNDERSTANDING ADDICTION
Addiction — or substance use disorder (SUD) — is a chronic, relapsing brain disease that
shares many of the same characteristics of other chronic diseases like asthma, high blood
pressure, and diabetes. (2) SUD is characterized by compulsive drug seeking and use, despite
harmful consequences.
As with all health outcomes, the drivers of health (physical, social, and economic
environments and health behaviors) play a role in SUD. Additionally, some individuals are more
likely to become addicted to a substance because of their genetic makeup. (3)
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TABLE 1. FACTORS THAT INCREASE OR PROTECT AGAINST RISK OF DRUG ABUSE
Risk Factors
Adverse childhood experiences
Genetic predisposition
Aggressive behavior in childhood
Community poverty
Poor social skills
Availability of drugs at school

Protective Factors
Good self-control
Parental monitoring and support
Positive relationships
Academic competence
School anti-drug policies
Neighborhood pride

Source: National Institute on Drug Abuse and SAMHSA (4)

FIGURE 1.
PREVALENCE OF ADVERSE CHILDHOOD EXPERIENCES AMONG TENNESSEE ADULTS (2014)

Source: Tennessee Department of Health, Office of Surveillance, Epidemiology, and Evaluation, Division of Policy, Planning and Assessment

Risk factors and protective factors both influence an individuals’ lifelong risk for
substance use (Table 1). For example, adverse childhood experiences (ACEs) and childhood
toxic stress are associated with an increased risk of substance abuse. In 2014, 61% of adult
Tennesseans had experienced at least one ACE, and 18.5% had experienced 4 or more ACEs.
As the number of ACEs increases, so does the risk of long-term health and social problems,
including addiction (Figure 1). Protective factors can counterbalance the effects of these risk
factors. For example, programs and services that support a child’s social and emotional
development, encourage positive relationships, and provide parenting support help build a
strong foundation for long-term health and well-being.
Like other chronic diseases, treating SUD requires long-term care and management.
Addiction changes brain functions and chemistry in ways that make it increasingly difficult for a
person to control their substance use. This can lead to cycles of relapse and recovery.
Addiction, however, is a treatable disease and can be successfully managed like other chronic
diseases. In fact, treatment non-compliance and relapse rates are similar to other chronic
diseases (Figure 2). (3)
Source: Journal of the
American Medical
Association (3)
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A COMPREHENSIVE APPROACH TO REDUCING DEMAND FOR OPIOIDS
Science has revealed a variety of ways to address behavioral health issues like substance use
disorders and mental illnesses. Reducing demand for opioids involves a comprehensive
spectrum of interventions, which includes (Figure 3):
• PROMOTION of health and well-being through supportive environments and strong
relationships,
• PREVENTION of substance use disorders,
• TREATMENT of individuals diagnosed with a substance use disorder, and
• RECOVERY services to help individuals as they recover from a substance use disorder. (5)
(6)
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FIGURE 3. THE SPECTRUM OF BEHAVIORAL HEALTH INTERVENTIONS

Source: The Institute of Medicine (IOM) Committee on the Prevention of Mental Disorders and Substance Abuse Among Children, Youth, and Young
Adults, 2009 (5)

PROMOTING HEALTH & WELL-BEING
Activities that promote health and well-being are typically upstream, “big picture” efforts
that address the drivers of health and the risk factors for addiction. These efforts help build
resilience — a protective factor against addiction — during early childhood and adolescence,
critical times for human brain development.
The promotion of health and well-being also supports the entire spectrum of behavioral
health interventions. For example, these efforts can increase opportunities for safe and stable
housing, quality education or training, and employment. Supportive services that help
individuals with housing, education, and employment are also a key component of treatment
and recovery. (7) (8)

$18
$1 of effective
school-based
prevention may
save about $18
in reduced
education,
health care, and
lost productivity
costs, according
to SAMHSA. (11)

PREVENTION OF SUBSTANCE ABUSE
Prevention activities target the risk factors and protective factors associated with drug
addiction and abuse. Examples include public education campaigns, evidence-based
prevention programs, and education for health care providers. (9)
Adolescence is not only an important time for brain development, but most people who abuse
drugs start when they are teenagers. These factors make adolescence an ideal time for
preventing drug addiction. Evidence-based prevention programs for children and adolescents
often:
• Target all forms of drug use,
• Are sensitive to the needs of individuals, families, and communities,
• Include skills-based training to help individuals resist drugs, strengthen personal
commitments and reinforce attitudes against drug use, and increase social
competency,
• Use interactive methods, and
• Occur at the individual, family, school, and community levels. (10)
Every $1 spent on school-based prevention yields an estimated return of up to $18 in
reduced educational, health care, and lost productivity costs and improved quality of life,
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according to the U.S. Substance Abuse and Mental Health Services Administration (SAMHSA).
SAMHSA estimated that, if effective school-based prevention programs were implemented
nationwide, youth (ages 12-15) rates of marijuana use would decline by 12% and cocaine use
by 46%. (11)
Efforts to reduce the supply of prescription opioids are an important part of preventing
opioid abuse and addiction. Getting overlapping prescriptions from multiple providers and
taking high dosages are both risk factors for opioid abuse and overdose. (12) Reducing
prescription opioid abuse also helps prevent people from starting to use heroin.

$12
$1 of evidencebased treatment
may save about
$12 in reduced
health care and
criminal justice
costs, according
to NIDA. (10)

Data can serve as a tool to guide and refine prevention efforts. If public health and law
enforcement officials have access to the same real-time data sources, they can identify
geographical hot spots to target and tailor prevention activities. (13)

TREATMENT AND RECOVERY
Evidence-based addiction treatment and recovery calls for early intervention,
detoxification, counseling, medication, and recovery support services. The specific
combinations and durations of these components should be tailored to meet the needs of each
individual. Participating in treatment for less than 90 days, however, has limited effect,
according to NIDA. (14) (7) Individuals may also need to go through treatment several times to
recover. (15)
Every $1 spent on evidence-based treatment yields an estimated return of up to $12 in
reduced health care and criminal justice costs, according to the National Institute on Drug
Abuse (NIDA). NIDA has found that treatment reduces drug use and crime by 40-60% while
increasing employment prospects by 40%. (7) (10)

THE NATIONAL INSTITUTE ON DRUG ABUSE’S
12 PRINCIPLES FOR EFFECTIVE DRUG TREATMENT (7)
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
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Addiction is a complex but treatable disease that affects brain function and behavior.
No single treatment is appropriate for everyone.
Treatment needs to be readily available.
Effective treatment attends to multiple needs of the individual, not just his or her drug abuse.
Remaining in treatment for an adequate period of time is critical.
Behavioral therapies — including individual, family, or group counseling — are the most commonly used forms
of drug abuse treatment.
Medications are an important element of treatment for many patients, especially when combined with
counseling and other behavioral therapies.
An individual’s treatment and services plan must be assessed continually and modified as necessary to ensure
that it meets his or her changing needs.
Many drug-addicted individuals also have other mental disorders.
Medically assisted detoxification is only the first stage of addiction treatment and by itself does little to change
long-term drug abuse.
Treatment does not need to be voluntary to be effective.
Drug use during treatment must be monitored continuously, as lapses during treatment do occur.
Treatment programs should test patients for the presence of HIV/AIDS, hepatitis B and C, tuberculosis, and other
infectious diseases, as well as provide targeted risk-reduction counseling, linking patients to treatment if
necessary.
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Elements of an effective program include:
EARLY INTERVENTION: Before individuals can undergo treatment, their addiction or
misuse must first be identified. Many people end up in treatment only after a crisis — like
an overdose or involvement with the criminal justice system. Ideally, individuals in
need of treatment should be identified earlier and referred to the appropriate level of
treatment or counseling. (16)
DETOXIFICATION: Effective treatment begins with detoxification. Medically-assisted
detox — whether in an inpatient or outpatient setting — helps individuals manage the
symptoms of withdrawal under the supervision of medical and nursing professionals. (7)
TREATMENT: Because there is no one-size-fits all treatment program, treatment for SUD
ranges from long-term inpatient care to short-term outpatient care. Different levels of
treatment may be more or less effective depending on each individual’s specific needs and
circumstances. In Tennessee, levels of treatment include (17) (7):
•

•
•

Residential treatment, which delivers highly structured services in a 24-hour inpatient
setting. Residential treatment can be short- or long-term — ranging from just a few days
to as much as a year.
Halfway houses, which are residential programs that transition individuals from
residential treatment to their communities.
Non-residential rehabilitation, which includes outpatient, partial hospitalization,
intensive outpatient, and day treatment programs. Depending on one’s circumstances,
the latter 3 types can provide comparable levels of care to residential treatment —
sometimes requiring individuals to spend 8 hours a day in treatment.

Counseling is a key component of evidence-based treatment programs, which help
individuals make behavioral changes and remain abstinent. Individual, group, or family
counseling can, for example, help motivate individuals to change or build skills to resist drug
use. (7)

MAT
Research suggests
medication-assisted
treatment (MAT) is
the most effective
way to treat opioid
addiction.

Research has found that a combination of counseling and medication — known as
medication-assisted treatment (MAT) — is the most effective treatment approach for
opioid addiction. (7) (15) The FDA has approved 3 medications to treat opioid addiction:
methadone, buprenorphine, and naltrexone (Table 2). These medications help counter the
effects of opioids on the brain — relieving withdrawal symptoms, helping overcome drug
cravings, and treating overdoses. However, they each come with risks and costs.
RECOVERY SUPPORT: Recovery support services involve less intensive continuing care
that helps individuals abstain from drug use and live full, productive lives in their communities.
Recovery services can include basic education, employment support, case management, peer
support, family support, transportation, and spiritual support. (17)
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TABLE 2. MEDICATIONS FOR TREATING OPIOID ADDICTION
Methadone

Buprenorphine
(Bunavail, Suboxone, Zubsolv)

Naltrexone
(ReVia, Depade, Vivitrol)

A synthetic opioid taken daily and
administered orally (tablet, wafer,
or liquid)

A synthetic opioid taken daily
when administered orally or every
6 months when implanted

A synthetic opioid antagonist
taken every 1-3 days when
administered orally or monthly
when injected by a provider

WHAT DOES IT
DO?

Reduces the symptoms of
withdrawals and blocks the
effects of opioids

Reduces the symptoms of
withdrawals and weakens the
effects of opioids

Reverses overdose, blocks the
effects of opioids, and reduces
cravings

WHO PROVIDES
IT?

Opioid Treatment Programs
(OTPs) certified by SAMHSA

OTPs and other health care
providers certified by
SAMHSA/DEA
(patient limits apply)

Any doctor or pharmacist

WHAT ARE THE
RISKS?

Can be addictive, result in
overdose, interact with other
medications, and cause heart
conditions

Can be misused, particularly by
people who do not have an
existing opioid dependency

Can result in severe side effects if
patient has not been detoxed for
at least 7 days; can reduce
tolerance and increase the
chances of overdose in a relapse

MEDICATION
WHAT IS IT AND
HOW IS IT
TAKEN?

Note: SAMHSA = Substance Abuse and Mental Health Services Administration, DEA=Drug Enforcement Agency
Source: National Institute on Drug Abuse and SAMHSA (7) (18) (19) (20)

BARRIERS TO TREATMENT AND RECOVERY
Despite the known efficacy of treatment, many people face barriers to accessing the
treatment and recovery services they need. These obstacles include financial obstacles,
stigma, and treatment capacity.

PARITY
Federal “parity”
laws require that
MH/SUD benefits
be covered at least
as generously as
medical/surgical
benefits — if a
plan chooses to
cover them.

FINANCIAL OBSTACLES
Insurance influences whether and to what extent individuals can afford treatment
services, but even insured individuals can have trouble accessing needed treatment. (21)
Most private health insurance plans must comply with the federal Mental Health Parity and
Addiction Equity Act of 2008 (MHPAEA). Under MHPAEA, plans that cover mental health and/or
substance use disorder (MH/SUD) must make those benefits at least as generous as their
medical and surgical benefits.
MHPAEA does not require insurance plans to cover MH/SUD benefits, but the Affordable Care
Act does require MH/SUD coverage in the individual and small group markets. States are
responsible for enforcing MHPAEA requirements for the individual market and many employerprovided plans. (22)
Despite these requirements, insurance practices like limited networks, utilization reviews,
stricter medical necessity criteria, and low provider payment rates can make covered
MH/SUD benefits harder to access. Some also argue that private insurers’ use of prior
authorization for anti-addiction medicine reduces access to this part of treatment and violates
MHPAEA. (23) Nationally, MHPAEA enforcement actions against plans have been relatively
rare. (24) (25)
Certain low-income individuals — particularly pregnant women — rely on Medicaid (known as
TennCare in Tennessee) for insurance coverage of needed treatment services. In 2016, the
federal government required states (like Tennessee) that use managed care to deliver Medicaid
benefits must also comply with MHPAEA. The new requirements take effect in October 2017.
(26)
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Low-income individuals without insurance coverage often rely on public safety net programs
funded by the federal and state governments. Individuals without insurance who would selfpay may be put on waiting lists or have fewer options for treatment.
STIGMA AND DENIAL
Some view addiction as a moral failure and not a chronic disease, which increases social
stigma. Patients may be reluctant to seek treatment for drug addiction or deny they have a
problem, and physicians may struggle to have conversations about substance abuse with their
patients. (27)
Using certain medications to treat opioid addiction may also carry stigma. Some argue
that treating opioid use disorder with synthetic opioids (i.e. methadone and buprenorphine)
simply trades one addiction for another. (28) However, the combination of therapy, support
services, and MAT is highly effective for treating opioid abuse and the associated adverse
health outcomes.

TIMING CAN
BE CRITICAL

for drug treatment.
NIDA stresses that
services must be
available the
moment individuals
are ready for
treatment.

TREATMENT CAPACITY
Treatment is only available to the extent that providers and services exist and are
accessible to the individuals who need them. “Taking advantage of available services the
moment people are ready for treatment is critical,” according to NIDA. (7)
Mental health and addiction providers are concentrated in affluent urban and suburban areas.
Recruiting and retaining providers in rural areas where opioid misuse is more prevalent can be
difficult. Novel approaches like telemedicine may help address local capacity and provider
distribution issues. Nationwide, however, there is a shortage of physicians specializing in
addiction medicine. Addiction providers have lower wages, benefits, and reimbursement rates
compared to other health care specialties. (29) (30)
Access to methadone, the most studied opioid abuse treatment medication, is particularly
challenging. Methadone clinics are highly regulated and require daily visits from patients. If
patients do not live near a clinic, treatment can be difficult. (9)
Demand and payment for treatment services heavily influences the capacity to provide
them. What and how much Medicaid and private insurance plans pay for affects both whether
individuals can afford treatment and the likelihood that providers go into related fields or offer
those services. The stigma associated with addiction can also reduce demand for treatment
services that people might otherwise seek.

PERSONAL BARRIERS
In addition to stigma or denial, fear of treatment, previous negative experiences in treatment,
privacy concerns, and lack of transportation can often prevent people from accessing
treatment. Many individuals, particularly women, also have family obligations that keep them
from entering treatment, such as taking care of children or family members. (31) (32)

PARTING WORDS
Tennessee has made great strides in reducing the supply of prescription opioids by targeting
prescriber practices. However, as the epidemic evolves, the state continues to see increases in
the negative outcomes of opioid and heroin misuse and addiction. Understanding addiction,
prevention, and treatment will be important as state policymakers consider next steps.
In Part 3 of this introductory series, we will examine the environment for prevention and
treatment in Tennessee.
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