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The Problem
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The Problem: Growing Drug Epidemic



The Problem: Growing Drug Epidemic
Figure 3. 2010-16 Drug-Related Death Rates by Sex in NYS (per 100K)





The Problem: End in Sight? 



The Problem: Data



Issue: Different Ideological Perspectives



Pete Orput, Chief District Attorney 
Washington County, Minnesota

Orput: “I don’t know if zealously prosecuting drugs dealers for killing 
kids is going to stop it. I’m just not convinced it will.”

The Daily: Do you see an impact on the street?

Orput: “No [laughter], but I don’t give a shit…No, we can’t even think 
about public policy on that. I look at it just on a very, very narrow view 
of ‘you owe me for that dead kid.’ That’s it.”
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Source: New York State Department of Health, 
https://www.health.ny.gov/publications/0139.pdf



Our Approach: What Works



A National Emergency

Experienced and 

Addressed Locally  
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1. Drug use has a disproportionate impact on rural communities.

Opioids have a disproportionate impact on rural communities

What We KnowWhat We Know
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Figure 1. US Drug Death Rate Per 100k, Rural versus Urban (2016) 
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What we know

+ Individual-level characteristics: age, sex, co-occurring mental health issues, other addictions Edlund et al. 

2010; Ghandour, Martins, & Chilcoat 2008; Martins et al. 2009a, 2009b; Hall, 

Howard, & McCabe 2010; Martins et al. 2012; McCabe, Cranford, & West 2008

+ Family-level characteristics: socioeconomic status, creating new pathways for distribution Pollack et al. 

2002; Leukefeld et al. 2007; Ward et al. 2011; Goldensohn 2018. 

+ Community-level characteristics: transportation barriers; a lack of treatment options; lack of resources 

Dew, Elifson, and Dozier 2007; Leukefeld et al. 2007; Robertson and Donnermeyer 1997; Brown and 

Waite 2005; Jenkins 2001; De Haan and Trageton 2001; Cellucci, Vik, & Nirenberg 2003

Why? 



2. Black Americans and Hispanic Americans have 

reduced access to physician-prescribed opioids.

+ Less likely to be treated for pain and less likely to be prescribed pain medication (Green et al., 2003; 

Meghani, Byun, & Gallagher, 2012). 

+ Overall, Hispanic Americans are 22 percent less likely to receive opioids, while Black Americans are 22 

percent less likely to receive pain medication of any kind, and 29 percent less likely to receive opioids than 

white Americans for similar conditions (Meghani et al. 2012).

+ When discretion plays a role, it’s even worse. For non-surgical/trauma pain (e.g. backache or migraine 

rather than back surgery or an accident) Hispanic Americans are 30 percent less likely to receive opioids, 

and Black Americans are 34 percent less likely than white Americans for similar conditions (Meghani et al., 

2012). Physicians often underestimate the severity of non-white patients’ pain (Anderson et al., 2009).

What We Know 



3. Prescription opioids are frequently diverted.

+ A 10% increase in prescription opioids under Medicare Part D leads to a 

7% increase in opioid-related deaths and a 14% increase in treatment 

admissions rates for populations ineligible for Medicare (Powell, Pacula, 

and Taylor, 2015, p. 6) 

What We Know 



What We Know 

4. People in rural areas have 

greater access to physician-

prescribed opioids.

+ Physicians in rural areas are much more likely to 

prescribe opioids (Sarpatwari, Sinha, & 

Kesselheim, 2017)

+ Physicians from higher-ranked medical schools 

prescribe fewer opioids (Schnell and Currie 2017)

+ Physicians receive little education on pain 

management (Anderson, Green, & Payne, 2009)



5. People in rural areas have 
reduced access to treatment

+ Less than half (1465 out of 3143) of US counties 
have a physician who can prescribe 
buprenorphine, leaving ten percent of the 
population (more than 30 million people) without a 
single prescriber—the overwhelming majority (21 
million) in rural areas (Jones 2015, SAMHSA 
data).

+ Eight-five percent of federally designated mental 
health personnel shortage areas are in rural 
locations. Rural counties and high poverty areas 
also have the most severe shortages for child 
psychiatrists (Hogue et al 2013).

What We Know





Method of Listening



Rural Challenges: Access 



“Aftercare treatment is homelessness.”

Rural Challenges: Housing 



“[T]hey’re thrown back into the street, 

thrown back into their parents’ house, 

they’re just thrown back into the same 

place they were, but without the… 

support to succeed.”

Rural Challenges: 
Wrap-Around Services 



Rural Challenges: Transportation



Rural Challenges: Capacity

“The county doesn’t seem to 
have the resources, nor sufficient 
infrastructure, to keep its 
attention focused on … health-
related issues.”





Overdose Deaths Involving Any 
Opioid, per 100,000 People, 2010-17

Source: Authors’ analysis of 
NYS DOH Opioid-Related Data



Shared Challenges



"[Y]eah, there's 

open beds. I get 

emails every day 

from providers, 

we have beds, 

we have beds, 

we have beds…. 

That's not the 

problem."



“[W]e have several hospitals 

in the area, there’s no detox 

facility. The only detox is in 

Bon Secours, and they 

make you sit. The rule there 

is that you have to sit, and if 

you sit eight hours, then 

they may detox you . . . 

Again, you are suffering and 

you are in pain, you are not 

going to go to the hospital. 

You know, everything is just 

structured to make the 

individual fail.” 

The Illusion of Service: 
Medically Supervised Detox 



Length of Stay Restrictions

Admissions Criteria

Illusion: Residential Treatment



Few qualified prescribers

Limits on prescribing

Illusion: Medication-Assisted Treatment



I didn't care if I woke up. I would have welcomed it at one point. Death is not a 
motivating factor to stop using because how much worse could your life get. . .
Withdrawal is frightening. The physical symptoms, they're bad . . . Once you get past 
that, it won't go away. You think that it just goes away once you stop taking the drug 
but there's always some underlying issue that's going to come up. There's always 
going to be something else to address.

— Person in Recovery

They are more… afraid of life than death.

— Drug Court Judge

Missed opportunity: “I’m ready”



1. Utilize standardized protocols for treating patients with 

substance use disorders. 

2. Help treatment providers meet their staffing needs. 

3. Incentivize medication-assisted treatment.

Ending the Illusion
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