POSITION PAPER

THE OPIOID CRISIS
IN NORTH AMERICA
October 2017

THE COMMISSIONERS
KOFI ANNAN
Chairman of the Kofi Annan Foundation and
Former Secretary General of the United
Nations, Ghana

ALEKSANDER KWASNIEWSKI
Former President of Poland

JOYCE BANDA
Former President of Malawi

RICARDO LAGOS
Former President of Chile

PAVEL BÉM
Former Mayor of Prague, Czech Republic

OLUSEGUN OBASANJO
Former President of Nigeria

RICHARD BRANSON
Entrepreneur, founder of the Virgin Group,
co-founder of The Elders, United Kingdom

GEORGE PAPANDREOU
Former Prime Minister of Greece

FERNANDO HENRIQUE CARDOSO
Former President of Brazil

JORGE SAMPAIO
Former President of Portugal

MARIA CATTAUI
Former Secretary-General of the International
Chamber of Commerce, Switzerland

GEORGE SHULTZ (HONORARY CHAIR)
Former Secretary of State,
United States of America

NICK CLEGG
Former Deputy Prime Minister, United Kingdom

JAVIER SOLANA
Former European Union High Representative for
the Common Foreign and Security Policy, Spain

RUTH DREIFUSS (CHAIR)
Former President of Switzerland and
Minister of Home Affairs

THORVALD STOLTENBERG
Former Minister of Foreign Affairs and
UN High Commissioner for Refugees, Norway

CESAR GAVIRIA
Former President of Colombia

MARIO VARGAS LLOSA
Writer and public intellectual, Peru

ANAND GROVER
Former UN Special Rapporteur on the right of everyone to the enjoyment of the highest attainable
standard of physical and mental health, India

PAUL VOLCKER
Former Chairman of the US Federal Reserve
and of the Economic Recovery Board,
United States of America

ASMA JAHANGIR
Former UN Special Rapporteur on Arbitrary,
Extrajudicial and Summary Executions, Pakistan

ERNESTO ZEDILLO
Former President of Mexico

MICHEL KAZATCHKINE
Former Executive Director of the Global Fund to
Fight AIDS, Tuberculosis and Malaria, France

2

TABLE OF CONTENTS
EXECUTIVE SUMMARY

3

CURRENT SITUATION

5

ROOTS OF THE CRISIS 

6

Increase in prescription opioids

6

Increase in non-medical use

6

Inadequate Treatment and other services

7

Move from prescription opioids to
heroin and synthetic opioids

8

THE EPIDEMIC IN CANADA

8

REACTIONS BY AUTHORITIES AND OTHERS

9

LESSONS LEARNED

10

Lack of harm reduction measures
and treatment

10

Treatment of chronic pain

11

Is this a uniquely American crisis?

11

RECOMMENDATIONS

12

1

© Mukhina1/ Dreamstime

EXECUTIVE SUMMARY
North America is facing an epidemic of opioid addiction
and opioid overdose with an unprecedented level of
mortality. The crisis was spurred by a broad expansion
of medical use of opioids, which began in the 1990s as a
legitimate response to the under-treatment of pain, but
which was soon exploited by the unethical behavior of
pharmaceutical companies eager to increase their revenue.
The rise in supply fed high levels of diversion among an
economically stressed and vulnerable population. The
present wave of opioid dependence differs from the heroin
crises of the 1980s and 1990s, both in the sheer extent and
in the social backgrounds of a large part of the affected
populations. In Canada, which is second only in per capita
opioid consumption to the United States, the rise in fatal
overdoses is more linked to higher potency or ad-mixing
of other drugs in areas where there was already a relatively
high incidence of heroin use.

To mitigate the current crisis, the Global Commission on
Drug Policy recommends:
nn

Do not cut the supply of prescription opioids without
first putting supporting measures in place. This
includes sufficient treatment options for people with
addiction and viable alternatives for pain patients.

nn

Make proven harm reduction measures and
treatment widely available, especially naloxone
distribution and training, low-threshold opioid
substitution therapy, heroin-assisted treatment,
needle and syringe programs, supervised
injection facilities, and drug checking. In
states that have not yet done so, legally
regulate the medical use of marijuana.

nn

This crisis shows the need for well-designed
regulation with proper implementation, including
guidelines and training on prescription, and
regular monitoring. The aim is to achieve the
right balance in regulation to provide effective
and adequate pain care, while minimizing
opportunities for misuse of these medications.
This includes improving the regulation of
relationships between the pharmaceutical
industries on the one hand and doctors and
lawmakers on the other; prescription guidelines
that ensure adequate relief for pain patients; and
training for physicians on evidence-based opioid
prescribing, which is funded by neutral bodies.

nn

Decide to de facto decriminalize drug use
and possession for personal use at municipal,
city or State/Province levels. Do not pursue
such offenses so that people in need of health
and social services can access them freely,
easily, and without fear of legal coercion.

nn

More research is needed in critical areas:

Initial reactions were to limit prescriptions and to introduce
pills that were harder to manipulate. The reduced supply
of prescription opioids, however, drove an important
minority of people with addiction to less expensive and
more accessible street heroin. Under what has become
known as the “iron law of prohibition”, cheaper and more
potent opioids—including fentanyl and its derivatives—
increasingly appeared on the market. This has even further
accelerated the rate of fatal overdoses.
Media and government attention has primarily focused on
the supply through doctors. The fact that most addictions
start with diverted supplies rather than among pain patients
has been largely ignored. Policymakers have also failed to
address the role of economic upheaval, unemployment,
inequality, and other systemic sources of despair in
increasing the risk for addiction and decreasing the odds
of recovery. Health systems were completely unprepared
and treatment is still dominated by abstinence-focused
programs, where no regulatory standards have to be met.
Furthermore, among other factors, prejudice against the
most effective treatments for opioid addiction—opioid
substitution therapy (OST)—has translated into lack of
treatment for those in need. Opioid substitution therapy
has proven effective in treating addictions to heroin and
should be offered to those dependent on or addicted to
prescription opioids.
While in recent years media and politicians have been
more open to viewing addiction as a public health
problem, leadership is needed to turn this into an urgent
and commensurate response to the crisis.

§§

The most effective treatments for
addiction to prescription opioids

§§

The link between economic, physical
and psychological problems and the
opioid crisis (“crisis of despair”).

§§

The exact role of fentanyl and its derivatives
in overdoses, especially how and when
fentanyl is added and whether the distribution
of test kits could play a positive role.

3

While these recommendations, if followed, would help curb
opioid-related mortality in the United States and Canada,
underlying problems remain. The Global Commission on
Drug Policy has consistently called for the decriminalization
of personal use and possession, and for alternatives to
punishment for non-violent, low-level actors in illicit drug
markets. The criminalization of drug use and possession
has little to no impact on the levels of drug use but instead
encourages high-risk behaviors, such as unsafe injecting,
and deters people in need of drug treatment from seeking
it and from using other health services and harm reduction
programs that would help them. The health, economic and
social benefits of decriminalization have been shown in
countries that took this step decades ago.
The Global Commission on Drug Policy also calls for the
elimination of illicit drug markets by carefully regulating
different drugs according to their potential harms. The most
effective way to reduce the extensive harms of the global
drug prohibition regime and advance the goals of public
health and safety is to get drugs under control through
responsible legal regulation. Therefore, the commission
adds two more far-reaching recommendations:
nn

End the criminalization and incarceration
of people who use drugs nation-wide
in Canada and the United States.

nn

Allow and promote pilot projects for the responsible
legal regulation of currently illicit drugs including
opioids, to replace and bypass criminal organizations
that drive and benefit from the current black market.

© PureRadiancePhoto/Shutterstock
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CURRENT SITUATION
About 64,000 people died from drug overdoses in the
United States in 2016.1 The vast majority of these deaths
involved an opioid drug,2 which is the classification
that includes the opium derivatives heroin, morphine,
oxycodone and synthetic drugs, including the various
forms of fentanyl. Most opioid overdose deaths involved
a combination of drugs (polydrug use), i.e. an opioid and,
typically, a substance in the depressant class, such as alcohol
or anti-anxiety medications like benzodiazepines, although
stimulants like cocaine also sometimes contribute.3
Overdose is now the leading cause of unintentional injury
death in the United States. Annually, it kills more than car
accidents and takes more lives than US soldiers were lost in
the deadliest year of the Vietnam War (16,899 in 1968) or at
the height of the HIV/AIDS epidemic in the United States
(43,115 in 1995).

American drug policy has a history of racial bias, and law
enforcement has disproportionately affected communities
of color. Current drug policy is characterized by repressive
law enforcement, lengthy mandatory minimum sentences
and the mass incarceration of people of color.10 In contrast,
the current problem is seen as primarily affecting white
people and a new portrayal has been emerging: that of
an innocent victim worthy of empathy and deserving
less punitive responses.11 In recent years, the media and
politicians have been more open to viewing addiction as a
public health problem and expanding treatment and harm
reduction measures like naloxone distribution.12

While Canada does not keep national statistics, in
2016 there were 2,458 known opioid overdose deaths,
excluding Quebec where data is not available.4 Regional
variance, differences in demographic variables, and lack
of national surveillance data from Canada, means that
there is currently no good way to accurately compare its
epidemic to that of the United States but a comparison of
two localities might give an idea of the extent of the crisis.
The hardest hit county in the United States—McDowell
County, West Virginia—had an overdose death rate of
93 per 100,000 in 2013-2015.5 The hardest hit township in
Canada—Vancouver Coastal—has a rate of 42 per 100,000
in 2017 so far.6 There are indications that First Nations are
disproportionately affected7 and that the rise in overdose
deaths caused by higher potency or ad-mixing of other
drugs in areas where there was already a relatively high
incidence in heroin use plays a bigger role in Canada than
in the United States.
Although media and politicians in the United States have
traditionally portrayed opioid addiction as a problem
concentrated in the African-American community and
associated with poverty—and responded with harsh
criminal justice penalties—research shows that since the
1960s, at least half of all people with opioid use disorders
have been white. By 2010, 90% of all new users were white.8
And while heroin addiction has typically been framed
as an urban problem, the current epidemic has hit rural
communities hard. Although opioid addiction is still most
concentrated among the poorest people, this epidemic is
especially dire among the people who have fared the worst
since the financial crash of 2008: the working class and
those who have fallen out of the middle class, or expected,
but did not attain, middle class lifestyles.9

64,000
estimated deaths
from drug overdoses
in 2016

50,000

40,000

30,000

20,000

10,000 deaths
per year

Drug Overdose Deaths
1980 to 2016
1980

1990

2010

2000

Sources: Centers for Disease Control and Prevention; state health departments, county coroners and medical examiners

2015

THE NEW YORK TIMES

The New York Times (adapted)

5

ROOTS OF THE CRISIS
INCREASE IN PRESCRIPTION OPIOIDS
The current problem began with efforts to address the
genuine issue of under-treatment of pain, which were
soon exploited by pharmaceutical companies eager to
expand their market. Lenient regulation of pharmaceutical
marketing and direct selling to doctors by pharmaceutical
representatives increased drug-related harm. In both
Canada’s universal health care system and the marketbased system in the United States, many practices that
incentivize increased prescribing are legal. Some examples
are: use of data by pharma representatives to target specific
doctors to try to get them to prescribe more; bonuses for
salespeople who are able to spike prescribing; targeted
payments to doctors for speaking engagements and other
services; inaccurately representing risks13 and (in the United
States) emphasizing patient satisfaction measures.14
Attempts to expand opioid prescribing from use for acute
pain and terminal cancer patients to chronic pain began in
the early 1990s. However, a major catalyst for the epidemic
was the introduction of extended-release oxycodone
(Oxycontin) in 1996—along with claims by its manufacturer
that it was less addictive and effective for a full 12 hours.15
These claims have harmed both patients and illicit users.
When pain patients were left in agony in under those 12
hours, they were told to take higher doses, rather than use
it more frequently.
Some users rapidly discovered that the pills could be
crushed to defeat the time-release mechanism and snorted
or injected to produce a highly addictive short-acting drug.
Moreover, news of how to misuse the drug, accompanied
by enticing discussions of its effects, spread rapidly
through the growing use of the internet and via stories in
other media. One study found that six months after the
increase in sensational media coverage of opioids, related
mortality rose in concert, explaining 88% of the variance in
death rates.16

INCREASE IN NON-MEDICAL USE
Opioid prescriptions for chronic pain rose dramatically
from the mid-1990s onwards.17 But 65% of all opioid
prescriptions are still given for acute pain, such as from
surgery or dental work—and these, too, rose sharply.18
Typically only one third (1/3) of a prescription for acute
pain is used by the patient19 and the unused pills have high
monetary value: each pill can sell for US$30 or more. In the
context of rising inequality, along with the disappearance
of manufacturing jobs, long-term unemployment and the
economic catastrophe of 2008, the temptation to use the
drugs for emotional relief or sell them for cash grew.
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DEPENDENCE VS ADDICTION
In order to understand the opioid epidemic, it is
critical to distinguish between two concepts that
unfortunately are often conflated: addiction and
dependence.
Dependence means relying on a substance to
function and to avoid suffering withdrawal symptoms
on abrupt cessation. It is a natural result of regularly
taking certain medications (including opioids, some
blood pressure medications and antidepressants). It
will affect nearly all patients who take opioids daily for
months.
Addiction, in contrast, is defined by the US National
Institute on Drug Abuse (NIDA) as a condition
“characterized by compulsive drug seeking and
use, despite harmful consequences.”20 It only affects
a minority of people who take opioids. The best
estimate suggests that fewer than 8% of chronic pain
patients who have not previously suffered from an
addiction and who take opioids long-term develop
new addictions.21
Stable methadone and buprenorphine patients
in opioid substitution therapy, for example, have
dependence, not addiction, and it is important to
make the distinction.22 Unfortunately, the American
Psychiatric Association’s Diagnostic and Statistical
Manual (DSM) used the term “substance dependence”
to refer to addiction23 until the publication of the
current manual DSM-5 in 2013, where its equivalent is
called “Substance Use Disorder, Severe”.
The World Health Organization’s International
Classification of Diseases (ICD), now ICD-10, still
uses “dependence” to mean compulsive use of a
substance despite negative consequences,24 rather
than simply needing a drug to function.
The European Monitoring Centre for Drugs and Drug
Addiction (EMCDDA) in turn defines problematic
drug use (or high-risk drug use) as “recurrent drug use
that is causing actual harms (negative consequences)
to the person (including dependence, but also other
health, psychological or social problems), or is placing
the person at a high probability/risk of suffering such
harms.”25

Throughout the crisis, media accounts have tended
to highlight “innocent victims”—people who became
addicted following medical exposure to opioids. However,
data from the United States from recent years shows that
70-80%26 of people who misuse medical opioids get them
from sources other than their doctor: usually from family
and friends or simply by taking them from other people’s
medicine cabinets. And while chronic pain is highest among
older people, addiction risk is highest among the young.
New addictions are uncommon among pain patients
who do not have current or past addictions (including
alcoholism) or mental illness.27 It has further been reported
that the availability of prescription opioids has increased
among those already using drugs.28

INADEQUATE TREATMENT AND OTHER SERVICES
North Americans who have become addicted to prescription
opioids find health systems completely unprepared to deal
with their needs. In both the United States and Canada,
treatment is still dominated by abstinence-focused
programs.29 Relapse following detoxification is extremely

common and, in this period, the risk of overdoses is
heightened due to loss of tolerance.30 In contrast, opioid
substitution therapy has been proven to reduce mortality,
typically using methadone or buprenorphine.31
Prejudice against opioid substitution therapy with
methadone and buprenorphine—and the over-regulation
of these drugs—has negatively affected the response to
the crisis. In the United States, as of 2015, only 8-10% of
treatment programs offered opioid substitution therapy,32
often provided for periods too limited to be effective.33
Insurance coverage of addiction treatment has improved
to some extent and “parity” with treatment for physical
conditions is required under the Affordable Care Act.
Treatment providers are not required, however, to meet
any federal standards, and the care on offer is rarely based
on evidence.34 Outright fraudulent, abusive and neglectful
treatment is common.35
Over-regulation of opioid substitution therapy also means
that methadone treatment is provided only in specialized,

OPIOID SUBSTITUTION THERAPY, MAINTENANCE AND MEDICATION ASSISTED TREATMENT
Opioid substitution therapy (OST),
also called opioid replacement
therapy (ORT), opioid agonist
therapy (OAT) or maintenance,
involves replacing street opioid use
with medical use under some degree
of supervision, typically with a longeracting opioid. Commonly used
drugs for opioid substitution therapy
are methadone or buprenorphine
(Suboxone, Subutex).
Opioid
substitution
therapy,
continued as long as needed,
including indefinitely, is the only
treatment repeatedly shown to cut
the death rate from opioid addiction
by 50% or more36 and it is the most
effective known treatment for opioid
addiction according to the World
Health Organization (WHO).37 It is
endorsed by several UN agencies,38
the US National Institute on Drug
Abuse,35 Health Canada,40 the U.K.’s
National Institute of Health and
Care Excellence,41 the US Institute of
Medicine,42 and many others. It has
been repeatedly shown to reduce
the spread of HIV and other blood-

borne diseases, reduce drug use and
injecting, as well as cutting crime.43
When on opioid substitution therapy,
a person does not get “high” and
does not suffer from withdrawal
symptoms. Craving is reduced.
Addiction is replaced by physical
dependence. Once stabilized, most
patients can drive, work and care
for their families,44 benefiting from
no longer being criminalized. Other
patients, however, can still benefit
from opioid substitution therapy
because it reduces overdose risk
by maintaining tolerance to opioids
(i.e. a patient who relapses and uses
heroin can withstand the dose they
were used to) and reducing the rate
of use.
There is significant literature from
Europe demonstrating that providing
supervised access to pharmaceutical
heroin
itself
(heroin-assisted
treatment or HAT) is effective for the
small number of people for whom
methadone treatment does not
work.45 Drugs like hydromorphone

(Dilaudid) are also showing promise.46
In the United States, a monthly
injectable form of long-acting
naltrexone (Vivitrol) was approved in
2010 as a third medication option for
opioid addiction treatment.47 In the
United States, opioid substitution
therapy and extended release
naltrexone are grouped together in
the category “medication assisted
treatment” (MAT), to distinguish
these treatments from abstinenceonly methods. Less than half a dozen
trials of long-acting naltrexone have
been published and they show
promising results in terms of reducing
relapse.48 There is little long-term
data, however, and extended-release
naltrexone has not been shown
to reduce mortality or disease. It
may even increase overdose death
risk upon cessation.49 Vivitrol is not
approved in Canada, although it is
available under the country’s special
access program in reaction to the
opioid crisis.50
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highly regulated clinics. Buprenorphine can be prescribed
by doctors outside clinics but numerous administrative
hurdles are involved, resulting in the number of qualified
prescribers being extremely limited. In addition, despite
often overwhelming demand, each doctor is limited to a
maximum of 275 patients.51

MOVE FROM PRESCRIPTION OPIOIDS TO
HEROIN AND SYNTHETIC OPIOIDS
In 2010 the government began cracking down on “pill
mills”, which issued opioid prescriptions regardless of
a patient’s actual medical need.52 In the same year an
“abuse deterrent” formula of Oxycontin was introduced.53
As a result, some of the people who were addicted to
prescription opioids shifted to heroin, which was cheaper
and easier to use.54 Around 80% of people with opioid
use disorder start by taking prescription pills. Of those
who start with prescription opioids, only fewer than 4%
ever try heroin.55 Nonetheless, given the large number
of people who had started taking opioid pills, 4% of that
large number switching to heroin has been sufficient to
exacerbate the overdose crisis—especially when heroin
mixed with fentanyl and its derivatives started to appear.
The number of fentanyl-related deaths in the United States
rose by 72% between 2014 and 2015 alone.56
The rise of fentanyl is an expression of Richard Cowan’s “Iron
Law” of prohibition,57 which suggests that strict bans on
one substance will promote the use and sale of similar but
more potent drugs that are easier to smuggle. This is true
for fentanyl: it is completely synthetic (no need to grow and
harvest poppy) and cheaper to make and transport. Fentanyl
is about 50 times more potent than morphine per milligram
– and some derivatives are even stronger. Carfentanil, for
example, is 10,000 times more potent than morphine.58

THE INDIANA HIV EPIDEMIC
In rural Scott County, Indiana (est. pop. in 2016:
23,730), a number of people were addicted to
a prescription opioid, Opana. In 2012, the drug
was “reformulated” to deter misuse by snorting;
unfortunately, this drove users to start injecting.59 The
county’s only HIV testing site, a branch of Planned
Parenthood, was defunded and shuttered in 2013.60
The spread of HIV was dramatic: while in 2014, five
people tested positive for HIV, by the end of 2015
nearly 200 were infected.
Indiana’s government had long opposed the provision
of clean needles to people who use drugs on moral
grounds, despite overwhelming data showing that
such programs do not increase drug use but do
fight disease. It took four months during which up
to 20 new infections were reported per week, until
eventually Governor (now Vice President) Mike Pence
agreed to the implementation of a needle exchange
program. This harm reduction measure was effective
in ending the rise in new infections.

The transition from licit prescription opioids to illicit
heroin also demonstrates once again how narrow and
often arbitrary the boundaries between licit and illicit
psychoactive substances are. There can be little justification
for prohibiting and repressing the use of the latter, while
allowing almost uncontrolled consumption of the former.

THE EPIDEMIC IN CANADA
Whereas Canada is second only to the United States in per
capita opioid consumption, and rates of overdose have
risen along with prescribing in recent years,61 no nationwide
figures on annual overdose rates are available. It is therefore
not entirely clear how Canadian overdose rates compare
to those in the United States and how much of Canada’s
opioid epidemic is associated with medical use.
The prescribing of high doses of opioids in Canada has
been linked with greater numbers of opioid-related
emergency department visits and hospital admissions.62
However, nearly half of Canada’s known opioid overdose
deaths occur in British Columbia, which has had high
rates of injecting drug use for decades. More than 80%
of overdose victims in this region are male63—while, in
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contrast, chronic pain populations tend to be more than
half female.64 This suggests that the Canadian epidemic is
also driven by illegal, rather than medical, use.
There are indications that the recent rise in deaths is linked
with toxicity from the current flood of illegally manufactured
fentanyl and derivatives, rather than an increase in the
number of people with addiction linked to pain prescribing.
Data from British Columbia shows that the rise in deaths is
exclusively seen in those linked to fentanyl and derivatives;
other types of opioid overdose deaths have not risen.65
Without better national data, however, it is impossible to
know whether this is true for all of Canada.
In contrast to the United States, Canada has a universal

health care system which should, if international experience
is a guide, offer some protection from a further rise of opioid
overdoses. For example, one study from the U.K. found
that a doubling of prescribing was not associated with an
increase in overdose deaths—and the authors suggested
that one reason for this protection is the U.K.’s National
Health Service.66 Other factors, such as having lower levels
of inequality and having suffered less from the 2008 financial
crash compared to the United States, should also indicate
that the opioid crisis will affect Canada to a lesser extent.

Even though the Conservative government, in power
until two years ago, fought against the expansion of harm
reduction services, such as safe injection sites, Canada
does provide relatively more maintenance treatment and
harm reduction services compared with the United States.
Heroin-assisted treatment exists but is only available to
several hundred people.67 The new Canadian government
supports the expansion of harm reduction, but as of
now, the number of people who need it far exceeds its
availability and reach.68

REACTIONS BY AUTHORITIES AND OTHERS
Both the United States and Canada have reacted to the
epidemic by creating guidelines for doctors aimed at
reducing opioid prescribing69 and by cracking down on
those seen as overprescribing. These policies have indeed
reduced the medical supply—but the overdose death rate
has continued to rise.70
The Canadian government views addiction as a health
problem rather than one for the criminal justice system71
and this approach also has bipartisan support in the
United States—stopping short of actual decriminalization,
however. The current administration has, nevertheless,
been sending some mixed signals with parts seemingly
supporting a health-centered approach and others
reverting to “law and order” rhetoric.
There are some examples of positive developments. In
regions of North Carolina, intensive education for physicians
combined with emergency measures have resulted in
decreased mortality.72 In Seattle, a program called Law

Enforcement Assisted Diversion (LEAD) was developed to
avoid arresting people who use drugs and instead provide
them with needed social services, including treatment, if
desired. It is now being tested in at least seven other states
and tests are scheduled to start in many more.
Another successful intervention to prevent overdose is
also possibly going to be expanded. “Supervised injection
facilities” (SIFs), which have a very positive trajectory in
Europe, were pioneered in North America by a program
in Vancouver called Insite. Supervised injection facilities
allow people who take drugs to do so in safe, hygienic,
calm conditions, with medical help available in the event
of an overdose. No one has ever died of an overdose
in a SIF, which now operate in around 66 cities in ten
countries.73 Research on Insite suggests that it has cut the
local overdose death by 35%74 and other studies show that
SIFs increase treatment admissions, cut drug-related crime
and disease and do not encourage riskier drug use.75 In the
United States, the legal framework for SIFs is not clear,74

Known as “Needle Park”, Platzspitz in Zurich became the biggest open drug scene in Europe in the late 1980s and early 1990s. Harm reduction and treatment services, such as Safe
Injection Facilities and Heroin-Assisted Treatment, proved to be a highly effective response: the open drug scenes rapidly disappeared and drug-related deaths dropped 50% within
ten years.
© 1989 Olivia Heussler /clic.li GmbH
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but nonetheless Seattle, New York and San Francisco are
considering opening SIFs. A secret site in the United States
has already monitored some 2,500 injections over three
years with zero deaths.77
Over half a dozen studies now suggest that medical
marijuana can reduce opioid use, both as a treatment for
pain and as a safer alternative for people with addiction.
According to one of them, states with medical marijuana
access have 25% lower opioid addiction and overdose
rates;78 another study found that in medical marijuana
states, each doctor writes 1,800 fewer annual opioid

prescriptions.79 A Massachusetts study found that increased
distribution of the overdose reversal medication naloxone
cut overdose death rates nearly in half.80 Both the United
States and Canada have moved to expand access to
naloxone in a number of different ways. Many states now
provide it to first responders, such as police and firefighters.
Over 600 American programs that distribute naloxone
directly to people who use drugs and their loved ones were
operating as of 2014.81 And at least 30 states now have
“standing orders” or other measures that make naloxone
available without a prescription at pharmacies, at sites like
syringe exchange programs, and at rehabilitation centers.82

LESSONS LEARNED
Exponentially increasing a poorly controlled supply of
opioids to a population under severe economic stress—
and thereby providing both a source of short-term solace
and a source of income to distressed communities—has
had very adverse consequences. While some pain patients
have benefited from increased access, flooding the streets
with these drugs has done tremendous harm at a time
when a large portion of the population in the United States
was suffering from wage stagnation, uncertain economic
prospects, and unemployment.
The crackdown on the medical supply, carried out without
providing adequate treatment and harm reduction
measures, pushed illicit users who had previously taken
drugs of known dose and purity to impure street drugs,
where the dosage of the active ingredient is unknown. This
has increased overdose and mortality.

LACK OF HARM REDUCTION MEASURES
AND TREATMENT
Unfortunately, recognizing that a problem originated
with an increased medical supply does not mean that
simply cutting that supply will solve it. Closing “pill mills”
and expelling patients suspected of drug misuse from
medical care does not treat addiction: it merely offers drug
traffickers a large group of new customers.
To avoid expanding illegal markets, people who lose
access to prescription opioids need to be offered
immediate access to appropriate harm reduction services
and treatment. No patient should be summarily cut off
from opioids: if misuse is discovered, patients should be
able to seamlessly transition to maintenance treatment or
other alternatives as needed. Otherwise, the result will be
increased amounts of harm and death.

Insite in Vancouver, BC, was the first Safe Injection Facility to open in North America ten years ago.
©2011 AFP/Laurent Vu The
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Furthermore, while some patients can benefit from
counseling and intensive psychiatric or job-training
services in addition to opioid substitution therapy, there
is no evidence that requiring such participation improves
outcomes.83 Mandating attendance, however, does increase
cost (limiting the number of patients who can get care), while
also deterring those who would accept medication with
fewer strings attached. This is not acceptable when people
are dying because they cannot get treatment. Patients
seeking abstinence should have access to relevant services,
but “low threshold” care should also be available.

cuts or inability to get opioids at all: one survey by pain
patient advocates found that two thirds (2/3) of all patients
had their doses either reduced or eliminated86—even
though no study has been conducted as to whether pain
patients who are stable on opioids receive any benefit or
are harmed by involuntarily tapering off opioids.87 Though
there is little data, dozens of associated suicides have been
reported both by physicians and by patient advocates.88
Chronic pain patients and people at the end of life should
not be made to suffer because others misuse these
medications.

Both methadone and buprenorphine are too heavily
regulated in the United States: limiting methadone to
specialty clinics and limiting the number of patients to whom
doctors can prescribe buprenorphine has made opioid
substitution therapy far too difficult to get, particularly in
rural areas. Canada does allow office-based methadone
prescribing, but it has not expanded buprenorphine access
sufficiently.

The regulation of pain prescribing must balance the need
for legitimate access—including recognition of barriers
to care, such as requiring frequent doctor visits for stable
patients—with appropriate controls to minimize diversion.89
Regulation of opioids needs to balance benefits and harms.

The North American opioid epidemic also highlights how
unprepared many communities are to provide appropriate
harm reduction and treatment services for people with
addiction. Rural communities are hard to serve effectively;
these same communities have both the highest levels of
overdose deaths and the greatest resistance to expanding
harm reduction and maintenance treatment.
Failing to provide treatment for those who have relied
on medical opioids after the supply is cut will inevitably
increase the overdose risk due to switching from drugs of
known purity and potency to those where these factors are
variable. The only way to reduce harm for those addicted to
opioids is to provide safer alternatives that are acceptable
to them, including opioid substitution therapy with
methadone, buprenorphine, and medical-grade heroin or
hydromorphone.

IS THIS A UNIQUELY AMERICAN CRISIS?
At the moment, Europe, Australia and New Zealand are
not seeing an opioid epidemic comparable to that in
North America:90 prescribing rates are lower, universal
health care is available in most countries and, while there
has been recent economic distress in many places, it has
largely occurred in the presence of a stronger social safety
net. However, fentanyl and derivatives have recently been
showing up in the U.K.—and drug epidemics often strike
based to some degree on “fashion” among people who
use drugs, which is unpredictable. European countries and
others around the world should take heed of the lessons
learned in the United States and Canada.

TREATMENT OF CHRONIC PAIN
The epidemic has also revealed deep problems with the
way pain is treated. While opioids clearly do benefit some
patients,84 they do not work for many and yet there are
few alternatives. Health insurance often does not cover
enough physical therapy or behavioral support for painful
conditions for which these are helpful; access to alternative
treatments that show promise (as well as those that are
unproven) is also limited.
Given the prevalence of chronic pain from which about
25-50 million people suffer in the United States,85 there
needs to be a much greater investment in developing new
treatments. Understanding of how to best use opioids
for those who will benefit also needs to be improved.
Meanwhile, numerous pain patients report arbitrary dose
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RECOMMENDATIONS
nn

Do not cut the supply of prescription opioids without
first putting supporting measures in place. This
includes sufficient treatment options for people with
addiction and viable alternatives for pain patients.

nn

Make proven harm reduction measures and
treatment widely available, especially naloxone
distribution and training, low-threshold opioid
substitution therapy, heroin-assisted treatment,
needle and syringe programs, supervised
injection facilities, and drug checking. In
states that have not yet done so, legally
regulate the medical use of marijuana.

nn

This crisis shows the need for well-designed
regulation with proper implementation, including
guidelines and training on prescription, and
regular monitoring. The aim is to achieve the
right balance in regulation to provide effective
and adequate pain care, while minimizing
opportunities for misuse of these medications.
This includes improving the regulation of
relationships between the pharmaceutical
industries on the one hand and doctors and
lawmakers on the other; prescription guidelines
that ensure adequate relief for pain patients; and
training for physicians on evidence-based opioid
prescribing, which is funded by neutral bodies.

nn

Decide to de facto decriminalize drug use
and possession for personal use at municipal,
city or State/Province levels. Do not pursue
such offenses so that people in need of health
and social services can access them freely,
easily and without fear of legal coercion.

nn

More research is needed in critical areas:
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§§

The most effective treatments for
addiction to prescription opioids.

§§

The link between economic, physical
and psychological problems and the
opioid crisis (“crisis of despair”).

§§

The exact role of fentanyl and its derivatives
in overdoses, especially how and when
fentanyl is added and whether the distribution
of test kits could play a positive role.

While these recommendations, if followed, would help curb
opioid-related mortality in the United States and Canada,
underlying problems remain. The Global Commission on
Drug Policy has consistently called for the decriminalization
of personal use and possession, and for alternatives to
punishment for non-violent, low-level actors in illicit drug
markets. The criminalization of drug use and possession
has little to no impact on the levels of drug use but instead
encourages high-risk behaviors, such as unsafe injecting,
and deters people in need of drug treatment from seeking
it and from using other health services and harm reduction
programs that would help them. The health, economic and
social benefits of decriminalization have been shown in
countries that took this step decades ago.91
The Global Commission on Drug Policy also calls for the
elimination of illicit drug markets by carefully regulating
different drugs according to their potential harms. The
most effective way to reduce the extensive harms of the
global drug prohibition regime and advance the goals
of public health and safety is to get drugs under control
through responsible legal regulation. Therefore, the
commission adds two more far-reaching recommendation:

nn

End the criminalization and incarceration
of people who use drugs nation-wide
in Canada and the United States.

nn

Allow and promote pilot projects for the responsible
legal regulation of currently illicit drugs including
opioids, to replace and bypass criminal organizations
that drive and benefit from the current black market.
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www.inpud.net
www.incb.org
www.ohchr.org/EN/HRBodies/HRC/Pages/
WorldDrugProblem.aspx
www.talkingdrugs.org
www.tdpf.org.uk
www.unaids.org/en/targetsandcommitments/
preventinghivamongdrugusers
www.unodc.org
www.who.int/topics/substance_abuse/en/
www.wola.org/program/drug_policy
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The purpose of the Global Commission on Drug Policy is
to bring to the international level an informed, science based
discussion about humane and effective ways to reduce
the harms caused by drugs and drug control policies to
people and societies.
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