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Letter to Readers

Over the last four months we travelled all over Anchorage, talking to community members who have been directly and
indirectly affected by substance misuse and addiction. In total, we spoke to 72 individuals through the interview process
and dozens more through our Community Conversation on Substance Misuse. We heard incredibly powerful stories of
loss, hopelessness, and fear. We spoke to people overcome with anger, with exhaustion, with frustration. We also
listened to stories imbued with hope, love, and an indefatigable drive to serve others and help heal this community.
These words, filled with pain and love and frustration and hope, were gifts of great courage. We hope that through this
assessment they can also be vehicles of change.
Time and again we were told that Anchorage’s greatest resource is its residents. This assessment discusses numerous
gaps in services, barriers to treatment, drivers of addiction, and trends in use and misuse. It does not paint a particularly
rosy picture. This is not an easy issue to grapple with, and so many of us have loved ones, family, friends, neighbors, and
colleagues that have been directly impacted by addiction. In too many cases, this impact comes in the form of death. Yet
we urge you, as you read this assessment, to remember that you are our community’s greatest resource. However grim
the reality may be, hope and resilience and passion and love are alive in the members of this community. We witnessed
it over and over again. We hope that you will use this assessment as an evidence-based tool to find solutions and build
hope.
Thank you for your stories, your pain, your passion, and your hope.

Sarah Richardson

SSG Elijah Gutierrez
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Executive Summary
Substance misuse has affected Anchorage and Alaska for decades. Alaska’s estimated rate of substance use disorder
(SUD) was higher than the national average in 2016-2017. Alaska also had the highest rate of SUD in the 12-17 year age
group in the nation. Anchorage has experienced the opioid crisis, outbreaks of Spice, the ever-present burden of alcohol
addiction and, increasingly, methamphetamine misuse. While there are significant gaps in infrastructure and barriers to
treatment and harm reduction access in the community, Anchorage is better positioned now than ever before to
meaningfully address substance use and addiction. This assessment’s key findings are as follows:
•

Alcohol is the substance of highest use and misuse in Anchorage.

Alcohol contributes to the most deaths and the most Emergency Medical Services (EMS) ambulance transports,
hospitalizations, and Office of Children’s Services (OCS) intakes (compared to other substances of misuse) in the city.
Alcohol use disorder is the most common form of addiction among Alaskans 18 and older, and Alaska’s alcohol-induced
mortality rate is twice the national rate. Despite all of this, there is little difference between estimated alcohol
consumption and binge alcohol use in Alaska and the United States.

•

Polysubstance use and misuse is high.

Anchorage does not have a substance misuse problem so much as a polysubstance misuse problem, meaning that the
use of two or more drugs at the same time is prevalent. In particular, the combined use of opioids and stimulants (like
methamphetamine or cocaine) is common. Polysubstance misuse is dangerous because it can heighten the risk of
overdose. It also complicates harm reduction and treatment approaches, as it is more difficult for people suffering from
addictions to multiple substances to find holistic treatment and recovery.

•

Preliminary 2018 mortality data indicates decreases in all drug overdose mortality citywide.

Preliminary data suggests that all drug overdose mortality fell significantly in Anchorage from 2017-2018. This was due
primarily to significant decreases in opioid overdose deaths, particularly fentanyl-related deaths. It appears that
prescription opioid misuse is declining in the city, but there is little evidence to suggest that heroin or synthetic opioid
use and misuse have declined in a similar fashion.

•

Methamphetamine use is increasing.

From 2013-2018, the methamphetamine-related overdose mortality rate in the city rose 233%, while all other drug
mortality rates declined over this period (after a steep spike in 2017). Methamphetamine shows up in Anchorage OCS
data as second only to alcohol in terms of substances involved in intake assessments, and Anchorage Fire Department
(AFD) EMS reports steadily increasing numbers of methamphetamine-related ambulance transports, even as transports
for opioids and Spice have declined.

•

SUD rates of Alaskan youth are among the highest in the nation.

Alaska had the highest rate of SUD in 2016-2017 in the 12-17 year age group in the nation. Even when alcohol is
removed from the category of “substance use disorder,” Alaska had the highest estimated rate of illicit drug use
disorder (including marijuana) among 12-17 year olds in 2016-2017. While alcohol use disorder is the most common
form of addiction among Alaskans 18 and older, the data indicates that illicit drugs and marijuana play a larger role in
SUDs among youth in the state.

•

Anchorage high school students primarily use and misuse alcohol, vapes (either flavoring, nicotine, or
marijuana), marijuana, tobacco, and prescription medicine.

Mirroring national trends, alcohol use among Anchorage youth has been declining for the last ten or more years while
electronic cigarette (vape) usage appeared in teenage populations within the last several years. Marijuana use is
increasing in the Municipality among both high school students and adults, and the use of prescription opioids and
benzodiazepines is prevalent among youth.
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•

Alternative high school students report significantly higher levels of substance use and misuse than traditional
high school students.
Additionally, male students generally report higher levels of substance misuse than females, although female reported
use of heroin, methamphetamine, cocaine, marijuana, and smokeless tobacco all increased by alarmingly high
percentages from 2015-2017, while male rates increased by much less in this time period.

•

The lack of behavioral and psychiatric health services exacerbates the substance misuse crisis.

Alaska has a high rate of suicide mortality and suicide ideation, and Alaskans experience higher rates of serious mental
illness than the national average. There is a wide gap between the number of people experiencing mental health crises
and the number of people receiving mental health services. This can complicate and reinforce substance use and
addiction in Anchorage, as substance misuse can both be a coping mechanism for mental illness as well as cause or
exacerbate existing behavioral health issues.

•

There is a lack of substance misuse treatment options in Anchorage.

This lack of services is not universal; for some substances of misuse and some demographics, assessment, detox, and
treatment are more readily available. However, generally speaking the city lacks treatment providers, diverse
treatment modalities, and treatment services that can treat co-occurring addiction and mental health issues.

•

Stigma surrounding substance use and addiction is high in the community.

Stigma around substance use takes many forms and manifests in nuanced ways in Anchorage. This includes significant
stigma around syringe services programs, medication assisted treatment (MAT), Narcan, and addiction in general as a
moral failing. Stigma prevents people from accessing treatment and can isolate individuals and families.

In response to these findings and informed by a literature review of evidence-based best practice, the Anchorage Health
Department (AHD) proposes the following policy recommendations. For a full list of policy recommendations to address
substance misuse in Anchorage, see Appendix 1. The policies listed below are the principle recommendations chosen
through a policy analysis and prioritization process by the Anchorage Health Department and Health and Human
Services Commission.
1. AHD will:
a. Enact a policy allowing for Narcan distribution at AHD
b. Enact a Screening, Brief Intervention, and Referral to Treatment (SBIRT) policy at AHD
c. Officially indicate its support for maintaining current alcohol outlet sales hours, explicitly stating its
opposition to increasing hours
2. AHD recommends that the Anchorage Assembly:
a. Enact a Tobacco 21 Ordinance
b. Bring a 5% retail alcohol sales tax to the ballot for voter approval
c. Change all official municipal language regarding substance misuse to be in line with recognized best
practice
d. Allocate funding for the Alaska Center for Treatment project
3. Other important policies recommended for prioritization in the future by AHD and the Anchorage Assembly:
a. Require all municipal employees to attend training on ACEs, trauma informed care, cultural competency,
implicit bias and institutional racism, and the history of racism and discrimination in Alaska
b. Pursue funding for the Alaska Center for Treatment Project
c. Allocate funding for the provision of free or inexpensive extracurricular activities for youth
d. Support the development of more housing first options in the community
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Acronyms and Definitions
AA
ACEs
AFD
AHD
ASD
BRFSS
CDC
DEA
DSM
ED/ER
EMS
EPR
FASD
Four A’s
HCV
HIV
ICD-10
IDU
LGBTQ+
MAT
MSM
NA
NAS
NIDA
NIMBY
NSDUH
OCS
OUD
PRAMS
SAMHSA
SBIRT
STAR Alaska
SUD
THC
YRBSS

Alcoholics Anonymous
Adverse Childhood Experiences
Anchorage Fire Department
Anchorage Health Department
Anchorage School District
Behavioral Risk Factor Surveillance System
Centers for Disease Control and Prevention
Drug Enforcement Agency
Diagnostic and Statistical Manual of Mental Disorders
Emergency Department/Emergency Room
Emergency Medical Services
Extended Producer Responsibility
Fetal Alcohol Spectrum Disorder
Alaskan AIDS Assistance Association
Hepatitis C Virus
Human Immunodeficiency Virus
International Statistical Classification of Diseases and Related Health Problems, 10th revision
Injection drug use
Lesbian, gay, bisexual, transgender, queer+
Medication assisted treatment
Men who have sex with men
Narcotics Anonymous
Neonatal Abstinence Syndrome
National Institute on Drug Abuse
Not in my backyard
National Survey on Drug Use and Health
Office of Children’s Services
Opioid use disorder
Pregnancy Risk Assessment and Monitoring Survey
Substance Abuse and Mental Health Services Administration
Screening, brief intervention and referral to treatment
Standing Together Against Rape
Substance use disorder
Tetrahydrocannabinol
Youth Risk Behavior Surveillance System

Alternative
High School

Anchorage School District alternative high schools are schools that provide alternative or modified academic
programs for students that have dropped out of traditional high schools, have received several drug-related
infractions at their traditional school, want to finish high school at an abbreviated pace, need to attend modified
daily schedules like evening or night classes, or have some other need that is best met through the services
provided at alternative high schools. The alternative high schools in Anchorage are: Polaris K-12, Steller
Secondary, Benny Benson, King Tech, SAVE, and AVAIL.
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Community Description
Population
The Anchorage Municipality includes Eagle River, Chugiak, Anchorage, Girdwood, and Joint Base Elmendorf Richardson
(JBER), and encompasses 1,961 square miles of land. In 2018 the State of Alaska Department of Labor and Workforce
Development estimated the population of the Municipality at 295,365, meaning that residents of Anchorage make up
40.1% of Alaska’s population. The population of Anchorage has been decreasing since 2013, when over 301,000 people
lived in the Municipality. From 2017-2018, the population of Anchorage decreased 0.8%. 1
There are nearly 50,000 students in Anchorage School District schools. At the high school level, there are approximately
10,900 students at traditional high schools and over 1,000 students at alternative high schools.19
Demographics
Males make up the slight majority of Anchorage residents, and the median age in the Municipality is 33.8 for males and
35.2 for females. The majority of Anchorage residents are white. However, the percentage of the population that is
white declined 5.4% between 2010-2017, while the percentages of all other races/ethnicities increased in this time
period, with the greatest increases in the Native Hawaiian/Pacific Islander, Hispanic, and Asian populations. 17.2% of
Anchorage residents speak a language other than English in the home. 2 In January 2018, 1,094 people were counted as
homeless (sheltered and unsheltered) in the Municipality. 3 (Figure 1)
Demographic

Percent of Anchorage Population
(2018 estimates)

Male
Female
Age 0-9
Age 10-19
Age 20-39
Age 40-59
Age 60-79
Age 80+
White*
Alaska Native or American Indian*
Black or African American*
Asian*
Native Hawaiian or Other Pacific Islander*
Two or More Races*
Hispanic Origin (any race)*
High school graduate or higher (25+ year population)*
Bachelor’s degree or higher (25+ year population)*
Homeless (2018 PIT Count)

50.2%
49.7%
13.9%
13.2%
31.1%
24.6%
15.1%
2.0%
64.5%
8.8%
6.0%
9.8%
2.6%
8.3%
9.1%
93.4%
34.6%
0.4%

Figure 1
Source: Alaska Department of Labor and Workforce Development; US Census Bureau; Anchorage Coalition to End Homelessness
*Based on 2017 population estimates

Economy
In 2018, Alaska’s unemployment rate was 6.4% and Anchorage’s was 5.1%, both higher than the national average of
3.9%. In 2017 the industries that employed the most people in Anchorage were trade, transportation, and utilities
(33,400 people), government (28,900), and health care (20,800).1 The median household income in 2017 dollars is
$82,271, and the per capita income is $38,977. Approximately 9.6% of Anchorage residents live in poverty. The median
monthly gross rent in Anchorage in 2017 was $1,261, and about 60.1% of housing units were occupied by owners.2
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Table of Psychoactive Substances

Drug Class
Opioids

Cannabis
Amphetamines/Stimulants

Hypnotics/Sedatives

Hallucinogens

Psychoactive Inhalants

Alcohol
Nicotine

Psychoactive Substances and Pharmacological Effects 4,5,6
Related Substances
Pharmacological Effects
Heroin, opium, morphine, oxycodone, codeine,
Act on nervous system to relieve pain,
fentanyl, methadone, pethidine
can produce euphoria and induce
respiratory depression, drowsiness,
and impaired judgement
Hashish, THC, marijuana, hash oil
Induce feelings of euphoria, lightness
of limbs, increased appetite,
tachycardia, and impaired judgement
Cocaine, Dexamphetamine, methamphetamine,
Induce feelings of euphoria,
methylphenidate, phenmetrazine, diethylpropion
exaggerated feelings of confidence,
loss of appetite, nausea, vomiting,
insomnia, aggression, agitation, hypervigilance, and impaired judgement.
Acute toxic reactions include
hypertension, cardiac arrhythmias,
auditory and visual hallucinations,
seizures
Benzodiazepines, barbiturates, buspirone,
Induce muscle relaxation, calmness,
methaqualone, Rohypnol
sleep. Can impair concentration,
memory, and coordination. Other
effects include slurred speech,
drowsiness, unsteady gait
Lysergic acid diethylamide (LSD), dimethyltryptamine
Produce feelings of
(DMT), psilocybin, mescaline, MDMA, phencyclidine
euphoria/dysphoria, mood changes,
(PCP)
altered perceptions, and visual
illusions. Adverse effects include panic
reactions, flashbacks, and mood
disorders
Industrial solvents, glue, aerosol, paints, lacquer
Induce belligerence, hallucinations,
thinners, gasoline, cleaning fluids, amyl nitrite, nitrous
lethargy, psychomotor impairment,
oxide
euphoria, impaired judgment,
dizziness, slurred speech, tremors,
muscle weakness, stupor, coma
Beer, wine, liquor
Cause impaired memory, slurred
speech, slow onset vitamin deficiency,
organ damage
Tobacco
Stimulates the central nervous system
to increase blood pressure, breathing,
heart rate, and dopamine levels.
Adverse health reactions include
cancer, bronchitis, emphysema, heart
disease, asthma

Figure 2
Source: Adapted from Drug Policy and the Public Good, Second Edition (Babor et al, 2018); Drugs of Abuse: A DEA Resource Guide (Drug Enforcement Agency 2017); National Institute
on Drug Abuse
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Purpose of Assessment & Methodology
“Addiction is something that impacts all of our lives. It is a medical disease that is part of
being human.” – Behavioral health specialist
The Anchorage Health Department (AHD) conducted this assessment to better understand the current state of
substance misuse in the Municipality of Anchorage. As well as looking at specific substance trends and affected groups,
the assessment examines access to treatment, harm reduction, and recovery services in the city, identifies drivers of
substance misuse and resiliencies, and assesses the levels and types of stigma that surround substance use and misuse
in the community. AHD used this assessment, in conjunction with a literature review of evidence-based best practices
(Appendix 2), to set policy priorities to address substance misuse in the Municipality of Anchorage (Appendix 1).
The assessment is comprised of data collected from a qualitative interview process and quantitative datasets and
sources.

Key Informant Interview Process
The assessment team conducted 60 key informant interviews with 72 individuals in Anchorage. The interviews were
conducted in person or, if necessary, over the phone. The interviewees represent the following groups or fields:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

People in recovery from SUD
Family members of people with SUD
Local, state, and tribal government
Community councils
Social services providers
Organizations and community groups serving youth, families, homeless populations, people in
recovery, people using substances, people reentering society from incarceration
Treatment providers and medical professionals
First responders
Law enforcement
Academics
Policymakers
Businesses
School district
Youth

The team endeavored to speak to as many key informants as possible, and to include representatives from every field
and group affected by substance misuse in the city. That said, we do not assume that everyone whose voice should be
heard, has been heard.
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Datasets
The quantitative data in this assessment comes from many sources (see Source List, pg. 191). The following data sources
are large datasets that collect information on specific populations.
Alaska Behavioral Risk Factor Surveillance System (BRFSS): collects state-specific data on preventive health practices
and risk behaviors linked to chronic diseases, injuries, and preventable infectious diseases in the adult population (age
18+). The survey is conducted using specific telephone survey methods. Adults living in households without a landline
telephone (until 2011 when cellphones were added) and those living in group quarters like college dormitories, nursing
homes, military barracks, and prisons are excluded from the survey.
Alaska Pregnancy Risk Assessment and Monitoring Survey (PRAMS): population-based risk factor surveillance system
designed to identify and monitor selected maternal experiences that occur before and during pregnancy and
experiences of the child’s early infancy. The data used for the denominator are from birth records.
Alaska Youth Risk Behavior Surveillance System (YRBSS): asks students in grades 9-12 to self-report health behaviors
across a range of areas that directly lead to morbidity and mortality among youth and adults.
National Survey on Drug Use and Health (NSDUH): conducted every year since 1971 in all 50 states and the District of
Columbia by the Substance Abuse and Mental Health Services Administration (SAMHSA). Individuals 12 years and older
are included in the study, which looks at tobacco, alcohol and drug use, mental health, and other related health issues in
the United States. The NSDUH collects data through face-to-face or computer-assisted interviews. The state reports use
two years of combined NSDUH data and small area estimation methodology to estimate state-level percentages for the
various health outcomes.
School Climate and Connectedness Survey (SCCS): developed by the American Institutes for Research, this survey has
been administered every school year since 2006 to Alaskan students in grades 3-12 as well as school staff. The survey
measures positive school climate, connectedness, social and emotional learning, and observed risk behaviors at school
or school events.
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Note on Language
Throughout this assessment the words addiction and substance use disorder are used interchangeably. Substance use
disorder is the medical terminology that has replaced words like addict and dependence as research on substance use
indicates that substance use disorder is a medical condition rather than a moral or social choice.
In addition, the word misuse is used instead of abuse, in line with evidence-based best practice. Recent research
suggests that the word abuse assigns blame and stigma to individuals with substance use disorder, which can result in
worse health and treatment outcomes. 7 Therefore, “substance misuse” is used rather than “substance abuse”
throughout this assessment.
Finally, person-first language is used throughout the assessment. When it comes to substance use terminology, personfirst language means shifting from words like addict, abuser, and user to person who uses drugs and person with a
substance use disorder.
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Substance Use Disorder
Substance Use Disorder (SUD) is defined in the Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM5) as a chronic disorder measured on a continuum from mild to severe. There are 11 criteria of SUD, and a mild SUD
diagnosis requires two to three of these criteria to be met (Figure 3). 8 The DSM-5, published in 2013, moved away from
earlier definitions of addiction based around diagnoses of either “dependence” or “abuse,” which created an often
confusing dichotomy as the true difference between dependence and abuse was not clearly demarcated. 9
11 Criteria of Substance Use Disorder, DSM-5
Taking the substance in larger amounts or for longer than meant to
Desire to cut down or lower usage, may report multiple unsuccessful attempts to decrease or discontinue use
Spending a lot of time getting, using, or recovering from use of the substance
Cravings and urges to use the substance
Failure to fulfill work, home, or school responsibilities due to substance use
Continuing to use, even when it causes relationship problems
Giving up important social, occupational, or recreational activities due to substance use
Continually using substance, even when it is physically hazardous
Continuing to use substance, even when you know you have a physical or psychological problem that could be caused or made worse by the
substance
Requiring a markedly increased dose of the substance to get the desired effect
Development of withdrawal symptoms, which can be relieved by taking more of the substance
Figure 3
Source: Diagnostic and Statistical Manual of Mental Disorders, 5th Edition

SUD is a chronic disease characterized by brain changes that interfere with an individual’s ability to resist cravings for a
substance and exercise self-control. SUD is a relapsing disease because these brain changes can be persistent, putting
people in recovery at risk for returning to drug use. There is no one predictive factor leading to drug misuse. Research on
addiction is evolving, but generally researchers understand that there are biological, environmental, and developmental
risk factors that can increase the chance of an individual developing a SUD. Some key risk factors include SUD in
biological family, emotional or physical trauma, early exposure to substances, and early initiation of substance use in
youth.
There are many evidence-based treatments for SUD that combine pharmacological treatments with behavioral therapies
to holistically address an individual’s SUD. There are also evidence-based prevention strategies focused around building
life skills in youth and enhancing community connectedness which can prevent and/or mitigate substance use in
individuals and communities.6
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Substance Use Disorder in Alaska
An estimated 9.3% of Alaskan adults had a SUD in 2016-2017, compared to 7.7% of adults nationwide (Figure 4). 10,11
(Note that SUDs include marijuana and alcohol.) Across all age groups, estimated rates of SUD in Alaska are higher than
the national rates. Alaska had the highest rate of SUD among 12-17 year olds in both 2015-16 and 2016-17 nationwide.
In the adult population, Alaska ranks 6th nationwide in terms of percent of the population with a SUD (Figure 5).
Substance Use Disorder in Past Year: United
States vs. Alaska
18.0%
16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%

2015-16 2016-17 2015-16 2016-17 2015-16 2016-17
12-17 years

18-25 years
United States

18+ years

Alaska

SUD in Past Year, Age 18+ : Top 10 States (2016-17)
1
2
3
4
5
6
7
8
9
10

District of Columbia
Massachusetts
Vermont
Oregon
South Dakota
Alaska
Montana
Iowa
Colorado
Delaware

11.5%
10.1%
9.9%
9.7%
9.5%
9.2%
9.2%
9.2%
9.0%
8.9%

Figure 5
Source: National Survey on Drug Use and Health 2016-17
SUD is defined as meeting criteria for illicit drug or alcohol dependence or abuse based
on DSM-IV definitions. Includes: prescription psychotherapies, marijuana, cocaine,
heroin, hallucinogens, inhalants, methamphetamine, alcohol.

Figure 4
Source: National Survey on Drug Use and Health 2015-16, 2016-17
SUD is defined as meeting criteria for illicit drug or alcohol dependence or abuse
based on DSM-IV definitions. Includes: prescription psychotherapies, marijuana,
cocaine, heroin, hallucinogens, inhalants, methamphetamine, alcohol.

An estimated 3.6% of Alaskan adults had an illicit drug use
disorder in 2016-2017 (Figure 6). Illicit drug use disorder is
the same as SUD, but excludes alcohol. This means that the
majority of Alaskans – and Americans – with a SUD have an
alcohol use disorder. While the estimated national rate of
illicit drug use disorder did not change between 2015-2016
and 2016-2017, the Alaskan rates declined slightly. That said,
the estimated percent of 12-17 year olds in Alaska with an
illicit drug use disorder was 64.3% higher than the national
rate in 2016-2017. The rate of illicit drug use disorder among
Alaskans aged 18-25 and 18+ is over 100% lower than the
rate of SUD in these age groups, while the rate of illicit drug
use disorder among 12-17 year olds in Alaska is just 41.3%
lower than the rate of SUD in this age group. This indicates
that alcohol use disorder is more prevalent in the 18+ age
groups, while illicit drug use disorder makes up a greater
percentage of SUDs in the youth population. The estimated
percentage of Alaskans 18 and older with an alcohol use
disorder in 2016-2017 was 7.1%, compared to 2.2% of
Alaskans 12-17 years old.11

Illicit Drug Use Disorder in Past Year: United
States vs. Alaska
10.0%
9.0%
8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

2015-16

2016-17

12-17 years

2015-16

2016-17

18-25 years
United States

2015-16

2016-17

18+ years

Alaska

Figure 6
Source: National Survey on Drug Use and Health 2015-16, 2016-17
Illicit Drug Use Disorder is defined as meeting criteria for illicit drug dependence or abuse
based on DSM-IV definitions. Includes: prescription psychotherapies, marijuana, cocaine,
heroin, hallucinogens, inhalants, methamphetamine.
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Nationwide, Alaska had the highest percentage of estimated illicit
drug use disorder in the 12-17 year old age group in 2016-17
(Figure 7), and among adults (18+ years) Alaska ranked 3rd, after
the District of Columbia and Vermont.

1
2
3
4
5

Illicit Drug Use Disorder in Past Year, Age 12-17: Top 5
States (2016-17)
Alaska
4.5%
Nevada
4.1%
Washington
4.1%
New Mexico
4.1%
Vermont
3.9%

In terms of illicit drug use (rather than use disorder), Alaska has
higher rates of estimated past month drug use than the total
Figure 7
Source: National Survey on Drug Use and Health 2016-17
United States (Figure 8). However, the category “illicit drug use”
Illicit Drug Use is defined as meeting criteria for illicit drug dependence or abuse
includes marijuana, which Alaska fully legalized for adults in 2015. based on DSM-IV definitions. Includes: prescription psychotherapies, marijuana,
While 17.5% of Alaskan adults used illicit drugs in the past month, cocaine, heroin, hallucinogens, inhalants, methamphetamine.
only 3.7% used illicit drugs other than marijuana in the past month (Figure 9). When marijuana is removed from “illicit
drug use,” Alaska’s percentage estimates fall to nearly the same as the national estimates.
Illicit Drug Use in the Past Month (excluding
marijuana): United States vs. Alaska

Illicit Drug Use in Past Month (including
marijuana): United States vs. Alaska
35.0%

29.8%

30.0%

27.9%

25.0%
20.0%
15.0%

18.1%
13.2%

10.0%

17.5%

10.6%

5.0%
0.0%

2015-16

2016-17

12-17 years

2015-16

2016-17

18-25 years
United States

2015-16

2016-17

18+ years

Alaska

Figure 8
Source: National Survey on Drug Use and Health 2015-16, 2016-17
Illicit Drug Use is defined as meeting criteria for illicit drug dependence or abuse based on
DSM-IV definitions. Includes: prescription psychotherapies, marijuana, cocaine, heroin,
hallucinogens, inhalants, methamphetamine.

9.0%
8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

8.0%

3.6%

2015-16

7.2%
3.9%

3.7%

2015-16

2016-17

2.4%

2016-17

12-17 years

2015-16

2016-17

18-25 years
United States

18+ years

Alaska

Figure 9
Source: National Survey on Drug Use and Health 2015-16, 2016-17
Illicit Drug Use is defined as meeting criteria for illicit drug dependence or abuse based on
DSM-IV definitions. Includes: prescription psychotherapies, cocaine, heroin, hallucinogens,
inhalants, methamphetamine.

Unlike with SUD and illicit drug use disorder, Alaska’s estimated rate of illicit drug use other than marijuana is below the
national rate for 12-17 year olds - Alaska ranked 24th nationwide in 2016-2017. For illicit drug use including marijuana,
Alaska ranked 7th for 12-17 year olds in 2016-2017.11
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Overview: Substance Misuse in Anchorage
Substance Misuse has long been a problem in Anchorage. Alcohol is the primary substance of misuse, and alcoholinduced mortality is higher than drug overdose mortality in the Municipality (Figure 10). 12,13 This is a point that was
underscored in the key informant interview process. Although the opioid crisis features prominently in national
headlines and the city has had outbreaks of various illegal substances, alcohol is and always has been the substance of
most use and misuse in Anchorage. Alcohol-induced deaths peak in a slightly older age group compared to drug-induced
deaths in Alaska (Figure 11).
Alaska Drug- and Alcohol-Induced
Mortality by Age (2017)

30.0
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25.0
20.0

20.4

15.0

15.7

10.0
5.0
0.0

2013

2014

2015

Drug-Induced

2016

2017

Number of Deaths

Age Adjusted Rate/100,000

Anchorage Drug- and Alcohol-Induced Mortality Rate

50
40
30
20
10
0

2018

0-14 15-24 25-34 35-44 45-54 55-64 65-74 75+

Alcohol-Induced

Drug-Induced

Figure 10

Source: Alaska Health Analytics and Vital Statistics Anchorage Drug Overdose Data 2013-2018; Alaska Vital Statistics 2017
Annual Report. Drug induced deaths include ICD-10 codes in the underlying cause of death: D521, D590, D592, D611,
D642, E064, E160, E231, E242, E273, E661, F110-F115, F117-F119, F120-F125, F127-F129, F130-F135, F137-F139, F140F145, F147-F149, F150-F155, F157-F159, F160-F165, F167-F169, F170, F173-F175, F177-F179, F180-F185, F187-F189, F190F195, F197-F199, G211, G240, G251, G254, G256, G444, G620, G720, I952, J702, J703, J704, L105, L270, L271, M102,
M320, M804, M814, M835, M871, R502, R781, R782, R783, R784, R785, X40-X44, X60-X64, X85, Y10-Y14. Alcohol-induced
deaths include ICD-10 codes in the underlying cause of death: E244, F10, G312, G621, G721, I42.6, K292, K70, K852, K860,
R780, X45, X65, Y15.
*2018 data is preliminary and subject to change

Alcohol-Induced

Figure 11
Source: Alaska Vital Statistics 2017 Annual Report. Drug induced deaths include ICD10 codes in the underlying cause of death: D521, D590, D592, D611, D642, E064, E160, E231,
E242, E273, E661, F110-F115, F117-F119, F120-F125, F127-F129, F130-F135, F137-F139, F140F145, F147-F149, F150-F155, F157-F159, F160-F165, F167-F169, F170, F173-F175, F177-F179,
F180-F185, F187-F189, F190-F195, F197-F199, G211, G240, G251, G254, G256, G444, G620,
G720, I952, J702, J703, J704, L105, L270, L271, M102, M320, M804, M814, M835, M871, R502,
R781, R782, R783, R784, R785, X40-X44, X60-X64, X85, Y10-Y14. Alcohol-induced deaths

include ICD-10 codes in the underlying cause of death: E244, F10, G312, G621,
G721, I42.6, K292, K70, K852, K860, R780, X45, X65, Y15.

“Alcohol abuse tends to lose focus – it has been overshadowed by the opioid epidemic – but it is by far our biggest
problem.” – First responder

Anchorage’s drug mortality rate mirrors
Alaska’s. The spike in opioid overdoses in
the Municipality and statewide caused
Anchorage’s drug mortality rate to rise
sharply in 2017 (Figure 12).

Drug-Induced Mortality Rate: Anchorage vs. Alaska
Age adjusted Rate/100,000

In 2017, there were more than 9,000
alcohol related outpatient discharges from
Anchorage area hospitals, compared to
about 20 cannabis discharges and 25
psychostimulant discharges, 14 underscoring
the magnitude by which alcohol outstrips
other substances in terms of misuse.
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2015

2016

2017

Anchorage

Figure 12
Source: Alaska Vital Statistics 2017 Report.
Deaths include ICD-10 codes in the underlying cause of death: Underlying cause in D521, D590, D592, D611, D642, E064, E160, E231,
E242, E273, E661, F110-F115, F117-F119, F120-F125, F127-F129, F130-F135, F137-F139, F140-F145, F147-F149, F150-F155, F157-F159,
F160-F165, F167-F169, F170, F173-F175, F177-F179, F180-F185, F187-F189, F190-F195, F197-F199, G211, G240, G251, G254, G256,
G444, G620, G720, I952, J702, J703, J704, L105, L270, L271, M102, M320, M804, M814, M835, M871, R502, R781, R782, R783, R784,
R785, X40-X44, X60-X64, X85, Y10-Y14.
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Preliminary data suggests that in 2018 there was a marked decrease in all drug overdose deaths in the city. The greatest
decreases were in overdoses involving all opioids (T400-T404, T406), particularly prescription opioids (T402-T403) and
fentanyl, as well as cocaine (Figure 13). It is important to note that overdose deaths can fall into more than one
category. Given the high instance of polysubstance use in Alaska and Anchorage (Figures 14-15), particularly involving
opioids, it makes sense that with decreases in opioid overdose deaths there would be consequent decreases in other
drug overdose deaths.
Of all substances presented below, only methamphetamine and fentanyl overdose and alcohol-induced deaths were
higher in 2018 than they were in 2013. In fact, between 2013 and 2018 there was a 233.3% increase in the number of
methamphetamine overdose deaths in the Municipality. Methamphetamine was also involved in 27.8% of OCS
substantiated intake assessments from September 2018-February 2019, making it the most frequent substance involved
after alcohol. 15 Even in 2017, when the number of opioid overdose deaths in Anchorage increased to 51,
methamphetamine was involved in more overdose deaths than heroin or prescription opioids (overdose deaths can fall
into more than one category of drug).
Anchorage Municipality Residents Drug Overdose and Alcohol-Induced Mortality (Number of Deaths)

2013
2014
2015
2016
2017
2018
Percent
Change
20172018
Percent
Change
20132018

All Drug
Overdos
es (X40X-44,
X60-X64,
X85,
Y10-Y14)
49
57
58
47
68
40
-41.2%

Cocaine
(T405)

Methamphe
tamine
(T436 incl.
methamphe
tamine)

Heroin
(T401)

Prescription
Opioids
(T402-T403)

8
9
6
10
14
7
-50.0%

6
10
11
19
26
20
-23.1%

15
14
19
25
18
14
-22.2%

19
17
23
16
24
12
-50.0%

-18.3%

-12.5%

+233.3%

-6.7%

-36.8%

Fentanyl
(T404
incl.
fentanyl
or
analogu
e)
0
<5
<5
<5
19
<5
-73.7100.0%

Opioids
(T400T404,
T406)

Benzodi
azepines
(T424)

Sedatives
(T420-T428)

AlcoholInduced

34
32
39
37
51
25
-51.0%

11
8
11
13
14
10
-28.6%

12
9
15
15
20
11
-45.0%

61
57
73
73
73
67
-8.2%

-26.5%

-9.1%

-8.3%

+9.8%

Figure 13
Source: Alaska Health Analytics and Vital Statistics Anchorage Drug Overdose Data 2013-2018
Overdose deaths include ICD-10 codes in the underlying cause of death: X40-X44, X60-X64, X85, Y10-Y14. Alcohol-induced deaths include ICD-10 codes in the underlying cause of death:
E244, F10, G312, G621, G721, I42.6, K292, K70, K852, K860, R780, X45, X65, Y15.
*2018 data is preliminary and subject to change.
**Overdose deaths can fall into more than one category and may add up to more than the total number of overdoses.

Top Five Overdose Combinations by Deaths, Alaska Occurrence (2013-2017) 16

Rank

Drug A

1

Opioid Analgesic/Pain Reliever
(T402-T404)
Opioid Analgesic/Pain Reliever
(T402-T404)
Heroin (T401)
Opioid Analgesic/Pain Reliever
(T402-T404)
Other Narcotics (T400,T406-T409)

2
3
4
5

Drug B

Deaths

Sedatives (T420-T428)

104

Percent of all Overdoses
(N=620)
16.8%

Psychostimulants (T436)

71

11.5%

Psychostimulants (T436)
Heroin (T401)

68
65

11.0%
10.5%

Heroin (T401)

54

8.7%

Figure 14
Reproduced from Alaska Health Analytics and Vital Records 2017 Drug Overdose Mortality Update
*Drug categories are not mutually exclusive since drug overdoses often involve more than one substance.
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Alaskan AIDS Assistance Association (Four A’s) Syringe Services Program Intake Data: 7/1/18 – 2/27/19
(n=2,680) 17

Disclosed Substances
Heroin Only
Methamphetamine Only
Heroin and Methamphetamine
Not Heroin or Methamphetamine
Declined

Figure 15
Source: Alaskan AIDS Assistance Association Report, February 2019

Percent of Intakes
20.7%
20.3%
37.7%
6.6%
14.8%

“Lots of times we see that a patient doesn’t wake up with Narcan, but they start breathing. It means that the opioid
is mixed with something.” – Medical provider
Anchorage high school youth report using alcohol, vaping products (including tobacco, marijuana, and vaping of
flavoring), marijuana, tobacco, and prescription drugs more than other substances (Figure 16). Heroin and
methamphetamine are the substances with lowest reported use among teenagers in the Municipality. Youth reported
lifetime use of all of the substances asked about in the Youth Risk Behavior Surveillance System (YRBSS) has decreased
since 2003, although from 2015 to 2017 reported lifetime use was up slightly for every drug except vaping products,
including a 15.1% increase in reported marijuana use. 18
Anchorage High School Students: Ever Used or Tried in Lifetime...
80.0%
70.0%
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38.8%
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38.2%

30.0%

25.8%

20.0%

16.1%

10.0%
0.0%

2003
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2007

2009

2011

2013

2015

Cocaine

Heroin

Methamphetamine

Ecstasy

Synthetic Marijuana

Prescription drug without prescription

Sniffed glue, contents of aerosol spray cans, paints or sprays

Marijuana

Smoking (tobacco)

Vaping products

2017

1+ drinks of alcohol
Figure 16
Source: Youth Risk Behavior Surveillance System
*The question on vaping products was introduced into the survey in 2015
**In 2015 the question on prescription drugs changed from “ever taken a prescription drug without a prescription” to “have taken prescription pain medicine without a doctor’s prescription
or differently than how a doctor told them one or more times during their lifetime
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Anchorage School District (ASD) suspension data (in school and out of school suspensions) generally confirms the YRBSS
data (Figure 17). ASD data shows an increase from the 2016-2017 school year in tobacco/smoking suspensions, which
may reflect the increase in youth vaping over the last several years. Alcohol and prescription drug suspensions make up
less than 1.0% of all suspensions, but “street drugs,” which include marijuana, comprise 4.8% of all suspensions this
school year so far. 19
School Year

Total “street
drug”
suspensions

Street drugs
as % of all
suspensions

2016-17
2017-18
2018-19 (as
of Feb 1,
2019)

261
337
194

3.5%
3.4%
4.8%

Anchorage School District Suspension Data
Total alcohol
suspensions

Alcohol
suspensions
as % of all
suspensions

Total
“prescription
drug”
suspensions

Prescription
drug
suspensions
as % of all
suspensions

Total
tobacco/
smoking
suspensions

Tobacco/
Smoking
suspensions
as % of all
suspensions

42
81
16

0.6%
0.8%
0.4%

42
38
18

0.6%
0.4%
0.5%

29
73
72

0.4%
0.8%
1.8%

Figure 17
Source: Anchorage School District Suspension Data Dashboard: https://public.tableau.com/profile/asdk12#!/vizhome/BehaviorDashboardPublic/OverallDashboard
*Street drugs include marijuana

In sum, alcohol is the substance of greatest misuse in Anchorage, and contributes to the greatest number of deaths each
year. While there was a significant spike in opioid overdose deaths in 2017, drug overdose mortality in 2018 appears to
have decreased to below pre-2017 levels. This decrease seems to be led primarily by the decrease in fatal prescription
opioid and fentanyl overdoses. While methamphetamine overdoses deaths decreased in number from 2017-2018, they
have increased by over 200% since 2013. Polysubstance use and misuse is high in Anchorage and Alaska, and a plurality
of individuals that inject drugs in Anchorage use heroin and methamphetamine together. This has important
implications for treatment methods and access. Finally, youth in Anchorage primarily use alcohol, e-cigarettes (vaping),
marijuana, and tobacco. Marijuana use appears to be increasing, and the national trend of vaping is also reflected
locally.
An in-depth review of each substance category can be found in subsequent sections of this assessment.
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Key Findings
Effects on the Community
Findings in this section come from the key informant interview process.
The impact of substance misuse on the Anchorage community is difficult to quantify in numbers or encapsulate in a
paragraph. What is clear is that substance use, misuse, and addiction have long been a problem in the city, and everyone
is impacted. For example, the Anchorage Department of Health and Environmental Protection 1980 Annual Report
discusses at length the alcohol and behavioral health problems in the community. While the “opioid epidemic” may be
the most recent drug crisis, interviewees stressed that it should not overshadow the fact that addiction has plagued
Anchorage for decades. In particular, substances like alcohol and methamphetamine have been an ever-present issue in
the community.
When discussing specific effects of substance misuse on the Municipality, interviewees most frequently discussed the
impact of substance misuse on crime and homelessness. They expressed that the most common perception in the
community at large is that substance misuse is affecting property crime and theft. There is a perception as well that
substance misuse has been driving violent crime, assault, and domestic violence. The link between substance misuse and
crime, and frustration around increased property crime, lead some people to push for more punitive approaches to
substance use in the community. Interviewees expressed that some community members are angry and would like to
see more people that misuse substances put in jail. The community also perceives that substance misuse is affecting
homelessness in the city, although the relationship between substance use and homelessness is not clearly defined. The
community, however, sees homelessness as a visual representation of addiction in the city.
Substance misuse also heavily impacts first responders and hospital emergency departments. Interviewees emphasized
that recent spikes in Spice and heroin use have stressed the Municipality’s first responders, and that co-occurring mental
health issues greatly exacerbate some substance misuse crises. A lack of mental health services means that people in the
midst of overlapping behavioral and substance use crises often end up in jail, on the streets, or temporarily in
emergency departments, rather than receiving the wrap-around care that they need. This lack of services can also
contributes to the addiction problem, as individuals unable to receive behavioral health treatment may self-medicate
with substances.
Addiction also affects families in the community. The impact on children can be immense – neglect, child abuse,
intergenerational trauma, and removal from the home are all possible outcomes for children with parents or caregivers
suffering through addiction. Anchorage OCS noted that the number of kids coming into OCS over the last several years
has increased, which can be at least partially attributed to substance misuse and the opioid crisis. Interviewees
discussed that Anchorage lacks a family-centered approach to addressing substance misuse that would prioritize
building family resiliency and surrounding family units with a full set of social, emotional, and physical health supports.
This lack of a family-centered approach to addressing substance misuse can exacerbate intergenerational substance use
and addiction.
The economic impacts of substance misuse on the Municipality cannot be overlooked. Business leaders discussed how
crime, violence, and vandalism, perceived to be linked to substance misuse, are affecting local businesses across town.
Some businesses have also faced challenges finding candidates that can pass drug tests, particularly for marijuana. There
may be a lack of understanding that marijuana’s new legal status does not make it impossible to fail a drug test after
using the substance. On the other hand, substance misuse and the opioid crisis in particular have generated increased
workforce demand for addiction professionals and social workers in the city. Meeting this demand will be crucial moving
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forward, as the lack of addiction and behavioral health services in the community is partially due to a lack of trained
professionals able to provide these services.
With regards to the opioid crisis, interviewees discussed how community education around the dangers of prescription
opioids has increased in the last several years and prescribing guidelines have begun to reduce the number of
prescription opioids in the community. However, in some cases it appears that the pendulum has swung too far in the
opposite direction and individuals with chronic pain may experience more difficulty accessing opioid pain medication, a
problem that is not unique to Alaska. For example, in early 2019 the Alaska Board of Pharmacy issued a letter to
pharmacists statewide urging them to fill opioid prescriptions, in response to increased patient reports of “refusals to
fill.” 20 Additionally, interviewees discussed the lack of education and awareness about alternative and non-narcotic pain
management strategies in Anchorage. This is an important piece of the larger picture, as several alternative pain
management strategies are evidence-based and can be extremely effective in managing pain, which mitigates or
neutralizes the need to use opioid painkillers.
Several interviewees discussed that there seems to be an increased number of needles on the ground in public spaces
across the city. This can generate fear, frustration, and anger around drug use, and is certainly both a public safety issue
and a significant dent in the standard of living for many residents. While use of the syringe services program in
Anchorage has increased in recent years, it is notable that the number of syringes handed out by the program is lower
than the number received back. That said, the public’s concerns around needles in public spaces are real and, left
unaddressed, could lead to greater frustration and stigma towards people that use drugs in the community.
Finally, interviewees discussed the shame, guilt, and stigma that exists in the community around substance misuse.
Assumptions about what it looks like to have a substance use disorder often feed conversations around crime and
homelessness and are based on misperceptions rather than fact. This stigma can make people afraid to seek treatment
or ask for help. However, many interviewees mentioned that the opioid crisis has helped break down some of this
stigma, because it has cut across every demographic and reached every population in the city. Most residents of
Anchorage know someone affected by substance misuse now, and this has helped focus attention on facts and
evidence-based solutions for addressing SUD and away from moral assumptions that reinforce stigma.
“The thing about addiction is that it doesn’t care what color your skin is or how much money you make.” –
Policymaker
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Drivers and Risk Factors
Findings in this section come from the key informant interview process.
If you want a drug in Anchorage, you can find it. Over and over interviewees stressed the high social availability of every
type of substance in the city. Moreover, they discussed that drug dealers often target specific populations with cheap
drugs tailored to that market. Whether it is synthetic marijuana in the homeless population, small containers of cheap
alcohol in low-income populations, cocaine among teenagers, or any other substance, drug dealers know how to create
new customers. Add to that the ready availability of prescription medications and legal marijuana, tobacco, and alcohol,
and the fact that Anchorage is a national and international transit hub and the statewide population and services center,
and it becomes evident that the supply of substances – legal and illegal – in Anchorage is almost overwhelmingly high.
“People acquire illegal drugs through connections. That’s why going to jail is not a deterrent.” – Person in recovery
On the demand side, there are many factors that may lead people to use or misuse substances in Anchorage.
Interviewees identified trauma as the primary factor – childhood trauma, intergenerational trauma, domestic violence,
suicide, historical trauma, cultural trauma, and colonization all create pain that can be overwhelming. A lack of
behavioral health services, trauma informed care, and a real effort to address some of these traumas in the community
can lead some people to try to dull their pain with substances (see Community Connectedness pg. 101).
Isolation, a lack of community connection, long, dark, cold winters, and a lack of hope and economic opportunity can
also lead individuals to misuse substances. The high cost of living and lack of transitional and housing first housing
options in Anchorage causes some people to end up homeless and mired in addiction. A strong culture of drinking,
similar to that of other circumpolar north communities, can lead to a normalization of alcohol misuse. On top of that,
the “Alaskan mentality” of the individualistic, frontier, risk-taking culture can exacerbate social norms around substance
misuse as well as make it more difficult for individuals with problematic substance use to feel like they can ask for help.
Another important driver of substance misuse in Anchorage is seasonal labor. Labor-related injuries can result in the
prescription of opioid painkillers, which can sometimes lead to opioid use disorder. Paychecks from seasonal labor
typically come all at once and in large quantities, which can lead to spending on drugs and alcohol. Moreover, the
boredom and isolation that can accompany the seasons when work is not available can lead some people to use and
misuse substances.
Beyond these primary drivers, interviewees named many other factors that may lead people in Anchorage to misuse
substances. These factors are outlined in the diagram below.
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Drivers of Substance Misuse and Addiction in Anchorage
Identified by key informant interviewees

Demand Side
Trauma

Stigma: Addiction is
treated as a choice
or moral failing

Isolation and lack of
community connection

Long, dark,
cold winters

Lack of behavioral health
and psychiatric services

High cost of living
Culture of
drinking alcohol

Lack of culturally
responsive
treatment options
“Alaskan mentality”

Lack of economic opportunity and
hope: stress, endemic poverty, job loss
Lack of family connectedness,
family generational substance use
Domestic violence,
violence against women
Youth: don’t realize
harmful effects of
marijuana, that “legal”
does not include them

Supply Side
Prescription of
addictive medications
Legal substances: alcohol,
tobacco, marijuana, prescriptions

Lack of SUD
services

Anchorage is transportation hub

Lack of non-narcotic
pain management
resources

Drugs are inexpensive
Drug dealers target specific groups

Seasonal labor

Social availability: drugs are easy to find

Racial inequities
Lack of supportive, transitional,
housing first options

Anchorage is population and
services hub for state

Biological predisposition

Youth: lack of extracurricular
activities/spaces to be

Boredom

Youth: peer pressure to
vape, use substance that
friend group is using

Lack of early screening and prevention
Lack of links to psycho-social supports and
tapering for prescription opioid use disorder

Substance use, misuse, and addiction
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Strengths and Resiliencies
Findings in this section come from the key informant interview process.
The interview process examined strengths and resiliencies in the Anchorage community that help or could be leveraged
to help mitigate substance misuse in the city. The prevailing narrative around addiction in Anchorage tends towards a
resigned hopelessness – substance misuse is a problem, it is getting worse, and the resources do not exist to do anything
meaningful about it. While there are certainly gaps in services, holes in programming, and ingrained issues of stigma,
the assessment revealed real strengths in the Anchorage community that suggest that the city is better poised now
than it ever has been before to meaningfully address substance misuse.
The single most-cited strength in the community was the residents of Anchorage. Interviewees expressed the sentiment
that Alaskans help each other and care about their community. There is a high level of pride and involvement in the
community, and some very passionate people involved in substance misuse work citywide. This, combined with the
feeling that more people are starting to talk about addiction, trauma, homelessness, and stories of recovery, provide
hope that a caring and engaged community with access to more information will be better able to build a more
accepting, connected, resource-filled future.
Another common strength discussed by interviewees was that Anchorage is a “big little city” – it is large enough to have
resources, but not so large as to be unwieldy. This means that problems are highly quantifiable and interventions can be
targeted to groups with specific needs, but population-wide data can still be collected to estimate use and misuse
patterns. It also means that almost everyone knows someone touched by substance misuse. These personal connections
to this issue not only help to destigmatize SUD, but can drive collaboration, innovation, and creative solutions to
addressing substance misuse and its many effects on the community.
Anchorage’s healthcare resources were frequently cited as strengths. With several hospitals and treatment centers,
Anchorage has more substance misuse and behavioral health resources than anywhere else in the state. The city has a
strong tribal health system, walk-in medication assisted treatment (MAT) for opioid use disorder, the bridge device and
naltrexone (Vivitrol) are available, and providers have and receive a lot of information about substance misuse and
addiction. The State’s efforts to get Screening, Brief Intervention and Referral to Treatment (SBIRT) for SUD into every
emergency department in Alaska will benefit Anchorage as well.
Interviewees and community members discussed many other more specific strengths, detailed below.
Anchorage Community Strengths to Address Substance Misuse
Strength
Explanation
Syringe services program
The Four A’s syringe service program provides new, sterile
needles and other injecting drug paraphernalia and takes back
used needles for disposal free of cost. As of February 2019, the
program serves over 2,600 people in Anchorage.17
Libraries, parks, trails, and other public spaces
These public spaces offer free, healthy, pro-social
environments for positive community engagement.
Narcan distribution
Since Project HOPE began in early 2017, over 5,000 free Narcan
kits have been distributed in the Anchorage Municipality. 21 The
sharp decline in opioid overdose deaths in 2018 may be
partially attributed to the wide distribution of Narcan and
intense community efforts to increase access to Narcan.
Strong law enforcement
Anchorage law enforcement was cited by many interviewees
and community members as respectful, caring, and dedicated
to addressing substance misuse in the city. The increased
presence of law enforcement, the good relationship between
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Anchorage Fire Department

Peer support services

Political will

Faith community
Nonprofit sector

Alaska Natives leading culturally responsive treatment

Medication disposal bags
Extracurricular activities for youth
Federal funding for opioids

Focus on behavioral health
Awareness of adverse childhood experiences (ACEs)

1115 Medicaid waiver

Entry level jobs

the Anchorage Police Department and the Alaska State
Troopers, and the designation of Alaska as a High Intensity
Drug Trafficking Area also help address substance misuse in the
city.
Many interviewees and community members praised the Fire
Department for being respectful, kind, caring first responders.
Community members understand that AFD’s administration of
Narcan has saved many lives in the Municipality.
In the last year there has been increased attention paid to the
evidence-based best practice of peer support. More peer
support programs are starting in the Municipality and the state
is working on making peer support services reimbursable by
Medicaid.
Interviewees cited an increased level of political will to find
solutions to the problems created by substance misuse. This is
best evidenced by former Governor Walker’s declaration of the
opioid crisis as a public health disaster, which allowed for the
creation of the State’s Office of Substance Misuse and
Addiction Prevention.
Anchorage’s faith community is strong and there are many
concerned and engaged members of the faith community
motivated by a desire to help their fellow citizens.
Anchorage has a strong nonprofit sector, with many nonprofits
working specifically in the fields of substance misuse and
prevention, behavioral health, family support, trauma,
homeless services, harm reduction, and healthcare delivery.
The Alaska Native community and tribal health systems are
leading the way on culturally responsive treatment and
recovery programs that connect people to their culture and
deliver holistic treatment.
There has been increased access to and awareness about safe
and environmentally friendly medication disposal in the city
due to the distribution of free medication disposal bags.
Youth discussed some good after-school programs for young
people that offer spaces for positive engagement, mentorship,
and learning.
Federal funding to address the opioid crisis has allowed Narcan
to become widely available in Anchorage. Additionally, it has
spurred the creation of more MAT options for opioid use
disorder.
Interviewees noted a growing focus in the community on the
importance of behavioral health and its role in addressing SUD.
Community members and interviewees discussed that more
conversations are happening in the community around ACEs,
and their effects on issues like substance misuse and
homelessness.
Alaska’s 1115 Medicaid waiver, approved in November 2018,
will allow SUD treatment providers to bill Medicaid for more
than 16 beds in residential treatment centers. This will help
expand access to SUD treatment in Anchorage.
There are many entry-level jobs available in Anchorage. While
they often do not provide a living wage, they can be an
important stepping stone, particularly for people transitioning
out of incarceration or establishing a job history.
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Non-narcotic pain management

There are more discussions in the community around evidencebased non-narcotic pain management strategies.
Other organizations specifically mentioned

Alaska Mental Health Trust Authority
Alcoholics Anonymous and Narcotics Anonymous
Anchorage Opiate Task Force
Anchorage Reentry Coalition
Covenant House
Healthy Voices Healthy Choices Coalition
Rasmuson Foundation and philanthropic donors
Recover Alaska
Safe Families Program
Suicide Prevention Coalition
The NEST Program (Neonatal Abstinence Evaluation Support & Treatment) at Alaska Regional Hospital
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Stigma
“We have people in the ER that you would never have believed were addicted. People assume who an addict is, based
on TV portrayals and stereotypes.” – Medical provider
Stigma (noun): a strong lack of respect for a person or group of people or a bad opinion of them because they have done
something society does not approve of – Cambridge Dictionary
Findings in this section come from the key informant interview process.
The interview process revealed numerous, deeply ingrained stigmas in the Anchorage community around substance use
and misuse. Each manifest in different yet overlapping ways, and seem to be rooted at least in part in a lack of
understanding that SUD is a disease, not a choice. Interviewees expressed that the following stigmas exist and are
prevalent in Anchorage.
Stigma around addiction broadly:
Moral Failing: By far the most prevalent stigma named was that the community understands addiction as a
moral failing – as a choice made due to some character weakness. This stigma is tied to the assumption that a
person with SUD looks a certain way; often the stereotype of an Alaska Native male experiencing chronic
homelessness arises. This stigma, deeply rooted in racism, also has a flip side: that there are those who, due to
race, socioeconomic class, education level, or some other trait, are immune to addiction. The perception of
addiction as a moral failing rooted in a person’s inherent character traits assigns great blame and shame to
individuals with SUD and fails to recognize the medical nature of addiction, the brain changes that occur when
an individual has SUD, and the underlying drivers of addiction.
“Addiction is a chronic relapsing brain disease. People argue that you have a choice and that it is a moral
issue. Not if your brain is hijacked.” – Community health specialist
Criminality: The second most named stigma in the community is that of the equation of people with SUD with
criminals. Interviewees expressed that there can be a feeling in the city that people who use drugs are thieves
and often violent. Some interviewees discussed how this stigma may arise out of a general need for someone to
blame rising crime rates on, as well as a feeling that there are no consequences for the behavior of people with
SUD.
“Pull yourself up by your bootstraps:” Another key stigma in the community revolves around the idea that
people who have an addiction simply lack the willpower or motivation to stop using drugs. This is encapsulated
in the phrase “pull yourself up by your bootstraps,” which often serves to label people with SUD as weak or lazy
for not changing their behaviors. Several interviewees discussed how this stigma in particular is often closely
tied to a deeper Alaskan frontier mentality which places value on individualism, strength, and self-sufficiency.
This cultural value system can reinforce the idea that a person using or misusing substances is simply not strong
enough to “just stop” using. As with the stigma of moral failing, this stigma arises out of a lack of knowledge
about the medical nature of addiction and its underlying drivers.
Stigma relative to substance: An interesting nuance discussed by several interviewees is that often different
levels of stigma are assigned to different substances in the community. Alcohol can often have less stigma
because it is not seen as a “hard drug” the way that heroin or methamphetamine are. An individual with a
prescription opioid use disorder can sometimes be seen as more “worth saving” than a person with a heroin use
disorder, because the former substance carries less blame, shame, and societal stigma than the latter. A large
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part of this stigma is dependent on which substances society has deemed legal, versus the substances labeled
“street drugs.” A particularly pernicious aspect of this stigma is that it can leave those suffering from an alcohol,
marijuana, prescription opioid or other legal substance use disorder feeling like they cannot or should not seek
help because their addiction somehow merits less attention or is less severe. Again, this arises in large part from
a lack of understanding of the way that these substances act on the brain.
Homelessness: Another stigma that arises is the assumption that a person experiencing homelessness in
Anchorage has a SUD. While it is true that SUD rates are higher in the homeless population than the general
population, tying substance misuse inextricably to homelessness oversimplifies a complicated issue and masks
the fact that many people, from every socioeconomic class, are currently experiencing SUD in Anchorage.
Designating addiction as a “homelessness problem” both reinforces negative and inaccurate stereotypes about
homelessness and its causes while simultaneously stigmatizing addiction as a problem of one group. It can also
lead to people with SUD in higher income brackets, who are better able to mask their addiction with resources,
being overlooked or feeling that they cannot seek help
“People can have this problem and hide it. The
because addiction does not happen to “people like them.”
people it affects most are the people that
This stigma is often rooted in a misunderstanding of the
can’t
sustain their addiction.” – Public health
drivers of addiction, as well as the fact that addiction affects
worker
everyone in society: it does not discriminate along any
demographic or socioeconomic lines (see Homelessness pg.
98).

Internalized stigma: Treatment providers discussed how stigma often manifests in patients with SUD. People with SUD
may believe that they are not worth anything, that they do not deserve treatment or assistance, or that they are at fault
for their situation and are therefore somehow morally reprehensible. Even within the population that uses drugs,
categories can arise with stigma assigned to them: those that inject drugs are more stigmatized than those who smoke
them, for example. Or, those that use benzodiazepines and prescription opioids are not as stigmatized as those who use
methamphetamine or heroin.
“I see so much internalized stigma in my patients. ‘I’m just an addict, I’m just a junkie.’ And even – ‘I’ve never
injected, I’m not as bad as that kind of addict.’” – Treatment provider

Stigma on families: Sometimes an intense stigma arises around the families of people with SUD, largely due to the
stigmas tied to addiction as a whole (discussed above). This can manifest in different ways. Sometimes families do not
want to admit that their loved one has a problem, which can complicate the process for getting that person help. The
stigmas around addiction can also shift onto the family members of a person with SUD. One mother discussed how she
has been judged as a bad mother because of her child’s struggle with addiction. This intensely painful stigma isolates
families from the larger community and prevents them from seeking help for themselves or their loved ones. Again, the
root of this stigma lies in a lack of understanding of the medical nature of SUD and drivers of this disease.
Stigma around Medication Assisted Treatment: Interviewees identified some specific stigmas around medication
assisted treatment (MAT), the evidence-based treatment for people with an opioid use disorder (OUD). MAT consists of
the use of methadone or buprenorphine (Suboxone), (naltrexone (Vivitrol) is a less evidence-based yet still emerging
treatment) in combination with behavioral therapies to treat OUD (see Treatment pg. 111).
Buprenorphine and Methadone vs. Naltrexone: The first stigma around MAT is that methadone and
buprenorphine, which are themselves opioids (whereas naltrexone is an opioid blocker), are simply replacing
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one addiction with another. This misperception of MAT is not unique to Anchorage: only in the last several years
has the federal government come out in strong support of MAT as the gold standard for OUD treatment.
Unfortunately, the stigma around methadone and buprenorphine being replacement drugs that only prolong a
person’s addiction is strong in Anchorage. This also leads to the misperception that naltrexone is a better
treatment choice than methadone or buprenorphine because a person on naltrexone is “clean” of all opioids.
Ultimately, the bias towards abstinence-based treatment over pharmacological-based treatment is at the core
of this stigma. The belief that abstinence-based treatment for OUD is superior runs deep in Anchorage and has
only recently begun to change.
Methadone clinics: The second stigma that interviewees identified around MAT is the long-running, deeplyingrained stigma that methadone clinics are dirty, ineffective treatment options that just enable people with
heroin use disorders to get greater access to opioids. This stigma, in no way unique to Anchorage, can result in
some damaging effects: despite the fact that outpatient methadone assisted treatment with full behavioral
health wrap-around services is the standard of care for many people with OUD, the community, families, and
individuals may choose to avoid methadone treatment because of the stigma around it.
Stigma around harm reduction:
Syringe Services programs: One of the most prominent stigmas identified is that regarding syringe services, or
needle exchange. Many people in the community view syringe services programs as enabling addiction. The
belief is that by providing free, new syringes to people who use drugs, the community feeds addiction and
contributes to the number of used needles in public spaces around the city. While there is now overwhelming
evidence to suggest that syringe services programs lower the instance of HIV and Hepatitis C (HCV) infection as
well as serve as a contact point for individuals to receive services and learn about treatment, the stigma around
this intervention is high. Interviewees discussed the frustration around the number of needles on the ground in
public spaces, and how this exacerbates the stigmas that exist around syringe services programs. A strong
attitude of “not in my backyard” (NIMBY) pervades discussions about syringe services programs in Anchorage.
However, much of this stigma seems to stem from a lack of understanding of the medical and economic benefits
of syringe services programs. Interviewees noted that when people are informed about these benefits, in
particular the incredible cost savings produced by preventing HIV or HCV infection, they are more likely to
support these programs. Syringe services are discussed in more detail below (pg. 92).
Narcan: Narcan (naloxone) is an opioid overdose reversal drug that is administered as a nasal spray or injection.
The state, funded by a federal grant, has distributed more than 5,000 Narcan kits in Anchorage since early 2017.
The interview process revealed some significant stigma towards Narcan and Narcan use in Anchorage. Three
main themes arose out of discussions about stigma related to Narcan. The first is that people sometimes believe
that Narcan will encourage opioid use, because it enables people to use without fear of overdose. Secondly,
some community members express frustration that Narcan is distributed free of charge, while other life-saving
drugs like insulin are not provided free by the state. Finally, interviewees discussed that there can be a
sentiment of “just let them die,” referring to a feeling that people using drugs do not deserve to have access to
an overdose reversal tool. Nevertheless, interviewees expressed that most community members seem to be in
support of Narcan, if they know what it is. As one interviewee said, “I don’t know many people that actually
want other people to die of overdose.”
“There’s a misconception that they will use as much heroin as possible just to go to the edge, then use Narcan to
reverse the overdose. Most patients here aren’t getting high, they are using enough not to get sick.” – Treatment
provider
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Often, the above stigmas manifest on social media. Interviewees discussed that certain social media platforms, perhaps
especially Facebook and Nextdoor, can reinforce negative stereotypes about people with SUD and perpetuate the myths
that underlie so much of the stigma around this issue.
“Social media can be a place of knowledge and learning, but it can also be a source of incredibly egregious false
information that can be manifested as fact… I don’t think there’s a robust enough campaign to put forth the facts
and beat back the fiction.” – Business leader

Interviewees discussed several ways to lower or mitigate some of these stigmas around substance use and misuse in
Anchorage. The most cited was personal stories – humanizing addiction so that the community understands that
addiction is often caused by trauma, pain, and isolation rather than personal choice or weakness of character, that “just
stopping” is not often possible due to the medical nature of SUD, and that treatment and recovery are possible. In
particular, emphasizing success stories of people who have
“The best way to reduce stigma is to reduce the
received treatment and are in recovery is an important way
distance between the person and the thing they have
to lower stigma and begin discussions around SUD as a
stigma towards.” – Academic
chronic, relapsing disease.

Interviewees also discussed that as the opioid crisis has increasingly affected the middle and upper classes, stigma in the
community has begun to decline. Overall, there seems to be a growing understanding in Anchorage that addiction is a
medical issue and that more needs to be done to address it community-wide. This feeling has been driven in large part
by the opioid crisis, which has cut across all demographic and socioeconomic lines. Many interviewees expressed that in
Anchorage, everyone knows someone affected by addiction. Slowly, this has allowed more people to share their stories
of addiction and recovery.
Finally, making SUD a matter of public health rather than primarily a criminal or social issue will help to lower stigma.
Providing more health-based services and education around addiction in the community will begin to shift the
conversation from a moral perspective to a medical one.
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Opioids

“I think everyone’s heard of the opioid epidemic, but whether that means anything at all – sometimes you can say it
so many times that it can lose meaning. You can assign a picture to words that doesn’t encompass the whole
narrative.” – Treatment provider
The “opioid epidemic” has been featured in national and international headlines over the last several years, driving the
conversation around substance use and addiction nationwide. This is largely due to the increase in opioid overdoses,
which in 2017 were responsible for 47,000 deaths – over 60% of all drug overdose deaths – in the United States. 22 The
current opioid crisis in the United States began in the late 1990s, when pharmaceutical companies pushed providers to
prescribe “non-addictive” opioid painkiller medications like OxyContin, while the expectation that patients should feel
zero pain was reinforced. In the mid-2000s it became clear that these medications are highly addictive, and providers
began to change their prescribing practices. As it has become more difficult to obtain opioid prescriptions from doctors,
many people with OUDs have begun to transition to heroin or other illicit opioid use. Some research indicates that
approximately 80% of people who use heroin first misused prescription opioids.6 Since 2013, extremely powerful
synthetic opioids like fentanyl began to cause an increasing number of opioid overdose deaths in the United States. The
age adjusted rate of drug overdose deaths involving synthetic opioids other than methadone increased 45% from 20162017, while the rate of heroin and prescription opioid overdose deaths was mostly stagnant in this time period.22
In Alaska, the opioid overdose mortality rate was slightly higher than the national rate until 2016, when the national rate
surpassed Alaska’s. Anchorage’s opioid overdose death rate climbed slowly but steadily from 2013-2016 before
increasing 42.1% in 2017, putting the city’s opioid overdose rate higher than Alaska’s and the nation’s. Preliminary 2018
data indicates that there was a 55.8% decrease in opioid overdose deaths in Anchorage in 2018 (Figure 18).
Opioid Overdose Mortality Rate: United States, Alaska, Anchorage
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Figure 18
Source: Centers for Disease Control and Prevention: Opioid Overdose, Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-18
Overdose deaths include ICD-10 codes in the underlying cause of death: T400-T404, T406
*2018 data not available for US or Alaska
**2018 data is preliminary and subject to change
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Anchorage Opioid Overdose Mortality Rate by Drug
20
18
Age adjusted Rate/100,000

In 2017, during the peak of opioid
overdose deaths in Anchorage, heroin
was involved in 35.3% of opioid overdose
deaths, prescription opioids (T402-T403)
were involved in 47.1%, and fentanyl was
involved in 37.3% (overdose deaths can
fall into more than one drug category
and may add up to more than the total
number). Looking at opioid overdoses by
drug, it is evident that the 2017 spike in
opioid overdose deaths in Anchorage
was driven by a dramatic increase in
fentanyl overdose deaths (Figure 19).
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Figure 19
Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-18
Overdose deaths include ICD-10 codes in the underlying cause of death: T400-T404, T406
*2018 data is preliminary and subject to change
**Fentanyl overdose deaths were 0 in 2013, and less than 5 (data suppressed) in 2014-2016, 2018

Anchorage Opioid Mortality Rate by Sex
Age adjusted Rate/100,000

More males die of opioid overdoses in Anchorage than
females (Figure 20), though from 2016-2017 the age
adjusted rate of female opioid overdose deaths in the
city increased 100.0% while the rate of male overdose
deaths increased 24.2%. The opioid overdose mortality
rate among whites mirrors the overall Municipality
rate, but the Alaska Native/American Indian mortality
rate spiked in 2014, 2015, and 2017 to nearly three
times the white mortality rate (Figure 21). The Asian,
Pacific Islander, Black, and Hispanic populations
experienced relatively few opioid overdose deaths
from 2013-2017, so the mortality rate could not be
calculated.
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Figure 20
Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-17
Overdose deaths include ICD-10 codes in the underlying cause of death: T400-T404, T406.
Overdose deaths can fall into more than one drug category and may add up to more than the total
number.
*Rates for less than 20 events use with caution

Anchorage Opioid Overdose Mortality by Race and Ethnicity
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Figure 21
Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-17
Overdose deaths include ICD-10 codes in the underlying cause of death: T400-T404, T406. Overdose deaths can fall into more than one drug category and may add up to
more than the total number. Age adjusted rates not calculated for less than 6 events
*Rates for less than 20 events use with caution
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Anchorage Opioid Overdose Mortality Rate by Age
Age adjusted Rate/100,0000

25-44 year olds experienced the highest rates of opioid
overdose death in Anchorage from 2013-2017 (Figure
22). The under 24 and over 65 year age groups
experienced less than 6 deaths each year (with the
exception of the 15-24 year old age group in 2015, when
the mortality rate was 18.6), so the rates are not
calculated for these groups. While the 55-64 year old
mortality rate remained fairly steady from 2013-2017,
opioid overdose deaths in the 25-34 year age group
trended up, and the 35-44 year old rate dropped from
higher than the citywide rate in 2013-2014, to less than
6 deaths in 2015, back up to over 100% higher than the
citywide rate in 2016-2017.
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Figure 22
Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-17
Overdose deaths include ICD-10 codes in the underlying cause of death: T400-T404, T406.
Overdose deaths can fall into more than one drug category and may add up to more than the
total number. Age adjusted rates not calculated for less than 6 events
*Rates for less than 20 events use with caution

AFD heat map data indicates that there is no part of the city that went untouched by opioid overdoses in 2018. That
said, there are some areas that experienced a higher volume of AFD EMS Narcan administrations than others (Figure
23). 23

Figure 23
Source: Anchorage Fire Department
All suspected or self-reported opioid overdoses reversed by AFD EMS administered
Narcan or public access Narcan in 2018: North Anchorage, South Anchorage, and
Eagle River.
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Importantly, these maps show only opioid overdoses where AFD EMS responded at the scene. It is not clear how many
additional overdoses occur where first responders are not called, particularly given the increasing amount of publicly
available Narcan in the community (see Heroin pg. 39 and Prescription Opioids pg. 48 below). Therefore, the data
presented here are one piece of a much larger picture.
“Alaska has had an addiction challenge for decades, it’s just been in the dark. But the opioid crisis brought attention,
and now people want to do something about it.” – Policymaker
One key theme expressed throughout the interview process is that the opioid crisis has brought attention to larger
addiction issues in Anchorage. Whether this is due to the magnitude of the opioid problem, the speed with which opioid
overdose can occur (compared to other substances), the weight of national news and policy coverage, or the way in
which opioids appear to have affected all socioeconomic groups nationwide is not entirely clear, although it seems to be
a combination of all of these factors. In Anchorage, interviewees discussed that in the last few years more people have
started to talk about addiction, there is increasing awareness not only of the opioid crisis but of drug and alcohol misuse
in general, recovery events have been better attended, and more individuals are coming out with their personal stories
of addiction. This has cumulated in a feeling that the Anchorage community is better positioned now than ever before to
really address addiction in a meaningful way.
However, interviewees indicated that there may be populations within Anchorage that are less informed about the
opioid crisis and available OUD services. In particular, lower income populations and/or those that have less access to
resources like the internet or television, educational material, and healthcare services may know less than the average
citizen.
Despite a feeling of increased knowledge and willingness to address addiction in the community, there still seems to be
some confusion about the opioid crisis. In Anchorage in particular the popular narrative around addiction is often caught
up in concerns about crime and homelessness. Many interviewees expressed that Anchorage residents know about the
opioid crisis because of crime and homelessness, which are two very visual issues that sometimes get equated with
substance misuse broadly, so that the picture of addiction in Anchorage becomes assigned to a stereotype rooted in
frustration, fear, and exhaustion rather than reality.
“The opioid epidemic has become a talking point. It seems that it comes up when it’s related to crime, and they talk
about SB91 – thinking that they are all intertwined.” – Nonprofit leader

Heroin
Heroin is an opioid made from morphine. It can be ingested via injection, sniffing, snorting, or smoking, and can be in
the form of a white powder or a black sticky substance commonly referred to as black tar heroin. Heroin use increases
dopamine levels in the brain, leading to feelings of euphoria as well as dry mouth, heavy feelings in the arms and legs,
nausea, itching, clouded mental functioning, and a state of switching between consciousness and unconsciousness. The
long-term effects of regular heroin use include but are not limited to insomnia, abscesses, liver and kidney disease, lung
complications, sexual dysfunction in men, irregular menstrual cycles in women, and mental disorders like depression
and antisocial personality disorder. Sharing injection drug paraphernalia can lead to HIV and HCV infection. Heroin is
highly addictive and withdrawal symptoms include severe muscle and bone pain, diarrhea and vomiting, cold flashes,
uncontrollable leg movements, severe cravings, sleep problems, and restlessness. It is possible to overdose on heroin.
Heroin overdose occurs when an individual’s breathing slows or stops, decreasing the amount of oxygen in the brain.
Short of death, heroin overdose can result in coma and permanent brain damage.6
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Heroin use in Alaska is higher than the national average. In the 12-17 year age group, the estimated percentage of
people who used heroin in the past year in Alaska (.10%) is the second highest in the nation after Florida (.14%) (Figure
24). While past year heroin use was unchanged nationwide between 2015-16 and 2016-17, Alaska rates in the 18-25
year and 18+ year age groups dropped by 30-40%. Estimates of heroin use among Anchorage residents are similar to
statewide percentages (Figure 25). 24
Heroin Use in Past Year: United States, Alaska,
Anchorage (2014-2016)
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Figure 24
Source: National Survey on Drug Use and Health 2016-17
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Figure 25
Source: National Survey on Drug Use and Health 2014-16 Substate Averages

Heroin Overdose Mortality Rate: United States, Alaska,
Anchorage
Age Adjusted Rate/100,000

The heroin overdose mortality rate in Anchorage
has been slightly higher than the statewide rate
since 2013, and began to fall in 2017 after peaking
at a rate of 8.2/100,000 in 2016 (at 25 heroin
overdose deaths). Preliminary data indicates that
14 people died of a heroin overdose in the
Municipality in 2018, halving the age adjusted
mortality rate from 2016 (Figure 26). 25 Compared
to the national heroin overdose mortality rate,
fatal overdoses in Alaska and Anchorage began to
decline in 2017, while the national rate remained
flat.
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Figure 26
Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-18, Epidemiology
Bulletin: Health Impacts of Opioid Misuse in Alaska (2018); Centers for Disease Control and Prevention:
Opioid Overdose
Heroin overdose deaths include ICD-10 codes with underlying cause of death: T401. Overdose deaths can
fall into more than one drug category
*2018 data is preliminary and subject to change
**2018 data not available for Alaska or US
***Rates for less than 20 events use with caution
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AFD data on heroin overdoses shows a more complicated picture. While the heroin overdose mortality rate in
Anchorage fell 28.0% from 2016-2017 (Figure 26), the number of patients treated by AFD EMS with Narcan for
suspected or self-reported heroin overdose actually increased 90.4% in the same period (Figure 27). From 2017-2018,
AFD’s heroin treatment numbers mirrored the overdose mortality rate, falling 64.1% from 198 to 71, while the
Municipality’s heroin overdose mortality rate fell 30.5%.
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Source: Anchorage Fire Department
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Source: Anchorage Fire Department

Looking at AFD’s heroin overdose data by month, it is clear that the increase in Narcan administrations for heroin
overdose in 2017 was driven by a sharp spike in the summer of 2017 in heroin overdoses (Figure 28). In May 2017 alone
AFD administered Narcan for 56 suspected or self-reported heroin overdoses – representing 28.3% of all AFD EMS
Narcan administrations for heroin overdose that year. While it is not entirely clear what drove the 2017 spike in heroin
overdoses in Anchorage, one likely contributing factor was the spike in fentanyl overdoses that same year. In 2017, 19
people died of fentanyl-related overdose in Anchorage, up from less than 5 the year before.13 Fentanyl is an opioid many
times more powerful than heroin, it is often mixed with heroin, and it can cause overdose much faster than heroin can.
It is possible that the 2017 spike in heroin overdoses in Anchorage was tied to a rise in heroin-laced fentanyl in the city
(see Fentanyl pg. 46).
Heroin Overdose Hospital Discharge Rate: Alaska and Anchorage
Age adjusted Rate/100,000

Another possible reason for the
increase in EMS Narcan
administrations in 2017 is that heroin
use in the Municipality may be
increasing. While 2016-2017 statewide
data indicates decreases in past year
heroin use in the 18+ year old
population (Figure 24), it is difficult to
determine whether heroin use among
Anchorage residents was down in 2017
or 2018 compared to 2016. In fact,
despite a 28.0% decrease in heroin
overdose deaths from 2016-2017 in
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Source: Alaska Division of Public Health: 2016 and 2017 Alaska Resident Drug Overdose Outpatient Visits and Inpatient
Hospitalizations
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Anchorage area hospitals increased by about 50% (Figure 29). 26, 27 Moreover, youth use of heroin in Anchorage is higher
than the national rate, and does not appear to be decreasing (see pg. 45).
At the same time, the Alaskan AIDS Assistance Association (Four A’s) syringe services program in Anchorage reports
steady numbers of exchange events in the last two years (23,062 exchanges in FY 2017 and 23,066 in FY 2018). 20.7% of
their clients use heroin only and 37.7% use heroin and methamphetamine combined.17 If there were decreases in heroin
use and misuse in the city, it is likely that it would be reflected in the syringe services data.
One reason why heroin use and misuse may be increasing in the city is changes to prescription opioid access. Recent
research indicates that as national policies limiting access to prescription opioids come into effect, the rates of illicit
opioid use and mortality may increase because individuals with untreated prescription opioid use disorder, no longer
able to get their prescription opioids, may switch to illicit forms of opioids like heroin. 28 Many interviewees discussed
that heroin is cheaper and more readily available than prescription opioids in Anchorage at the moment. It is not clear if
and how much prescribing policies are influencing heroin use and misuse in the city, but research suggests that the
“balloon squeezing” effect could also be a factor influencing heroin use here in Alaska.
While heroin use does not appear to be down, AFD EMS Narcan administrations for heroin overdose and overdose
deaths in the city dropped sharply in 2018. Again, it is unclear exactly why this happened, but there are two probable
contributing factors. The first is the hypothesis that the prevalence of fentanyl dropped statewide in 2018. Several
people, including a first responder, noted in the interview process that this may be the case. Certainly Alaska’s fentanyl
overdose mortality was much lower in 2018 than states on the east coast (Figure 41 below). At the same time,
interviewees noted that recently some people using opioids have started to seek out fentanyl, as it seems to deliver a
longer, stronger high than heroin. This is anecdotal, as conversations with people who inject drugs in the city also
revealed that some are very aware of fentanyl-laced substances, and may not want to accidently consume this powerful
opioid.
The second factor affecting heroin (and all opioid) overdose rates in Anchorage is Narcan. Narcan is an opioid-overdose
reversal drug commonly administered in nasal spray form. Beginning in early 2017, after Governor Walker declared the
opioid epidemic a public health disaster, Project HOPE (a state of Alaska program funded by a federal grant) began
distributing Narcan kits statewide. Between early 2017 and the end of 2018, 5,021 kits were distributed in the
Municipality of Anchorage to over 30 organizations, coalitions, and task forces throughout the community (some of
these kits may not have been distributed from the organizations to community members yet) (Figure 30). Data on use is
available for about half of these kits, and indicates that the majority
of overdose victims were 25-39 years old (59.4%), male (56.5%), and
Number of Narcan Kits Distributed by
using heroin at the time of overdose (89.6%). While 94.4% of victims
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Source: Project HOPE Naloxone Distribution & Administration Anchorage
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Data Summary
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Since the summer of 2017, AFD EMS has noted a slowly increasing number of cases where first responders arrive on the
scene of a suspected opioid overdose to find that a citizen has administered Narcan (Figure 31). In some cases, they find
evidence that Narcan has been administered and the people involved have left the scene (“Gone on Arrival” or “GOA”).
The pattern in public access Narcan use that emerges from AFD’s data is clear: before mid-2017, Anchorage citizens did
not have ready access to Narcan, and thus were not using it to reverse opioid overdoses. By 2018, AFD was recording
several public access Narcan administrations each month. In 2016, AFD recorded 0 instances of individuals administering
Narcan for an opioid overdose, compared to 19 instances in 2017 and 46 in 2018. Importantly, the Narcan
administrations recorded by AFD are only those that involved a call to first responders.
The number of free, publicly-available Narcan kits in the community has
“People are using Narcan and just not
skyrocketed over the past two years (from 0 in 2016 to over 5,000 in
calling it in.” – First responder
2018) mirroring a drop in opioid overdose deaths and AFD EMS heroin
overdose reversals (as well as all other opioid overdose reversals, see
prescription opioid section below). Data that is available on reversed opioid overdoses indicates that individuals are
administering Narcan and not calling 911. This observation is confirmed by conversations with first responders and
people who have experienced opioid overdoses. This makes it difficult – if not impossible – to record the exact number
of opioid overdoses reversed with Narcan in the Municipality.
AFD EMS: Public Access Narcan Use in Anchorage Municipality
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Figure 31
Source: Anchorage Fire Department
GOA = “Gone on Arrival,” meaning AFD EMS responded to a call for an opioid overdose but upon arrival the individuals were gone and
there was evidence that Narcan had been administered
*Only opioid overdoses where AFD EMS was called

43

Data collected from surveys at the Four A’s syringe
services program reinforces the hypothesis that Narcan
helped to significantly reduce heroin (and all opioid)
overdose deaths in Anchorage in 2017 and 2018. 47.0%
of those surveyed (n=93) indicated that they have used
Narcan before, while only 8.0% reported that they did
not know what Narcan is (Figure 32). 29 Narcan has no
effect on methamphetamine, and given that
approximately 20.3% of the syringe services program
clients use methamphetamine alone (Figure 15, pg.
23), it makes sense that some individuals would not
have familiarity with Narcan. Additionally, 62.0% of
those surveyed reported that they could access Narcan
daily or weekly, while only 6.0% said that they could
not access Narcan when they needed it (Figure 33).

While a direct relationship cannot be determined, it is
possible that the 64.1% drop in AFD EMS Narcan
administrations for suspected or reported heroin
overdoses from 2017-2018 is due to more public
administration of Narcan without calling EMS. If this is
true, it means that while heroin overdose mortality
continued to drop in 2018 (due at least in part to
increased Narcan use), heroin use and misuse in the
city may not have declined in this same time period.

Four A's Syringe Services Program Clients: Do you
know what Narcan is? (Nov-Dec 2018)
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Source: Anchorage Health Department Four A’s Syringe Services Program Survey, NovemberDecember 2018

Four A's Syringe Services Program Clients: How often
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Source: Anchorage Health Department Four A’s Syringe Services Program Survey, NovemberDecember 2018
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Anchorage Youth
2.9% of traditional high school youth in Anchorage report ever using heroin in their lifetime, and 2.2% reported using
heroin one or more times in the past 30 days.18 While Alaskan youth report fairly steady lifetime use of heroin and the
national rate has been declining since 2011, the percentage of Anchorage youth in traditional high schools that reported
ever using heroin increased from 1.6% in 2015 to 2.9% in 2017 – 70.6% higher than the national rate (Figure 34). 30 Male
students in Anchorage report higher lifetime use of heroin, although the percentage of both male and female students
that report ever using heroin increased from 2015-2017 (Figure 35). The percentage of female students reporting
lifetime use of heroin use increased 100.0% in this time period, while male reported lifetime use increased just 48.3%.
Anchorage High School Youth: Ever Used Heroin
in Lifetime by Sex
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Source: Alaska Youth Risk Behavior Surveillance System

Anchorage High School Youth: Ever Used Heroin in Lifetime by Race/Ethnicity
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Source: Alaska Youth Risk Behavior Surveillance System

Hispanic and Latino students reported the highest rate of lifetime use of heroin in 2017, at 5.0%, and white students
reported the lowest rate, at 1.9% (Figure 36). Across all races and ethnicities, the reported lifetime use of heroin
increased from 2015-2017.
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Male students and Black/Pacific Islander and Hispanic or Latino students report highest use of heroin in the past 30 days
(Figure 37). While Alaska Native students reported increased rates of lifetime use of heroin in 2017 (Figure 36), their
usage in the past 30 days is less than half that of all Alaska traditional high school students. 9th graders and 12th graders
report higher use of heroin in the past month than 10th and 11th graders (Figure 38). Interestingly, 9th graders in the
Anchorage school district report the highest rates of past month heroin use. Data for this question is available only for
2017, so historical trends in youth reported heroin use in the past month are not available.
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Fentanyl

Age adjusted Rate/100,000

Fentanyl is a synthetic opioid 50-100 times more potent than morphine. It is a prescription medicine (brand names
include Actiq, Duragesic, Sublimaze) used to treat severe pain. When it is prescribed, fentanyl is often ingested via
injection, patch, or lozenge. Fentanyl can also be produced in clandestine laboratories and can be sold as powder,
tablets that mimic prescription fentanyl or other opioids, spiked on blotter paper, or mixed with or substituted for
heroin or cocaine. Fentanyl can be ingested via swallowing, snorting, injecting, or absorbing in the mouth (in the case of
blotter paper). As with other opioids, fentanyl increases the level of dopamine in the brain, causing an intense feeling of
euphoria and relaxation. The effects of fentanyl are
similar to heroin, and the method of overdose is the
United States Overdose Mortality Rate: Synthetic
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drug overdose deaths. In 2016, synthetic opioids were Source: Centers for Disease Control and Prevention: Opioid Overdose
involved in 45.9% of all opioid overdose deaths, 40.3% of all cocaine overdose deaths, 37.4% of heroin overdose deaths,
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and 31.0% of benzodiazepine overdose deaths.6 Beginning in 2013, overdose deaths nationwide with synthetic opioid
involvement began to increase exponentially (Figure 39).22
In Anchorage there were less than five fentanyl overdose deaths each year from 2013-2016, but in 2017 fentanyl
overdoses deaths rose to 19, meaning that in 2017 fentanyl was involved in 37.3% of all opioid overdose deaths and
27.9% of all drug overdose deaths in the Municipality. In 2018, however, preliminary data points to a steep drop in
fentanyl overdose deaths, back to below five (Figure 40).

2013
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Fentanyl Overdose Deaths in Anchorage
Number of Deaths
Age Adjusted Rate/100,000
0
0
<5
<5
<5
19
6.1
<5

Figure 40
Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-18
Overdose deaths include ICD-10 codes with underlying cause of death: T404 and fentanyl in
literal text on death certificate
*Rates for less than 20 events use with caution, rates for less than 6 events not calculated
**2018 data is preliminary and subject to change

Compared to states in New England and the Appalachia region, Alaska has experienced a relatively low level of fentanylrelated overdose deaths (Figure 41), adding to the hypothesis that there may be less fentanyl in Alaska than in the rest
of the country. This is reinforced by Anchorage OCS data: less than 1.0% of substantiated intakes from September 2018February 2019 involved fentanyl, while 11.4% involved heroin and 27.8% involved methamphetamine (Figure 141, pg.
87).15
Overdose Mortality Rate of Synthetic Opioids Other than Methadone
(2017)
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Figure 41
Source: Centers for Disease Control and Prevention: Opioid Overdose; Alaska Health Analytics and Vital Records Anchorage
Drug Overdose Data 2013-18
*Anchorage rate is for ICD-10 code T404 and fentanyl in literal text on death certificate, other rates are for all synthetic opioids
other than methadone, which can include more than just fentanyl
**Rates for less than 20 events use with caution
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Data from surveys of the Four A’s syringe
services program clients indicate a high
level of knowledge of fentanyl among
people who inject drugs in Anchorage.
Only 5.0% reported that they have never
heard of fentanyl, while 26.0% reported
using it intentionally (Figure 42).

Four A's Syringe Services Program: Have you heard of the drug
fentanyl? (Dec 2018)
(n=43)
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Figure 42
Source: Anchorage Health Department Four A’s Syringe Services Program Survey, December 2018

35.0% of those surveyed reported that they have used
“I think a lot of people are doing drugs and they don’t even
or may have used fentanyl unintentionally. This is one
know what’s in them.” – Youth program manager
of the issues driving the national synthetic opioid
overdose rate up: fentanyl can be combined with other
drugs, particularly heroin, and sold to people who don’t know that what they are purchasing is laced with other
substances. Clandestine drug manufacturers and dealers have an incentive to lace their product with fentanyl: it is
cheaper than heroin, and it is also lighter and smaller, making it easier to smuggle. A group of researchers have
determined that there is currently a shortage of heroin nationally, as well as a growing supply of cheap fentanyl from
China and Mexico. 31 This may be driving intentional and unintentional fentanyl use up nationwide. While some people
who use drugs seem to seek out fentanyl, others do not want to use the powerful substance, and may be afraid of
actually ingesting it. The data from Four A’s reflects this: 26.0% of those surveyed indicated that they have used fentanyl
intentionally, while an even split of respondents reported not using it or using it unintentionally.

Prescription Opioids
“I’m relieved that the overdose mortality rate has actually decreased because I was very concerned that as we
tightened the supply of prescription medications we would see more deaths. Narcan and low levels of fentanyl have
helped. But there are too many broken links in the system.” – Nonprofit leader
Prescription opioids are made either from opium or manufactured in laboratories using the same chemical structure as
opium. Opioid medications are commonly used to relieve pain, although some can also be used to treat coughing and
diarrhea. Common opioid medications include hydrocodone (Vicodin), oxycodone (OxyContin), morphine, codeine, and
fentanyl. Misuse of prescription opioids involves taking them in a way other than prescribed or taking someone else’s
medication. Prescription opioids are ingested via swallowing, crushing or opening the capsules, dissolving the powder in
water and injecting, or snorting the powder. Opioid medications can be highly addictive, have many of the same effects
as other opioids, and it is possible to overdose on them. Prescription opioid misuse is a risk factor for starting heroin use;
80% of those that misuse heroin in the United States report that they started by misusing prescription opioids.6
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Alaska has slightly higher estimated pain reliever misuse rates than the national estimates, although these rates declined
slightly from 2016-2017 alongside national declines (Figure 43).
Pain Reliever Misuse in Past Year: United States vs. Alaska
10.0%
9.0%
8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

2015-16

2016-17

12+ years

2015-16

2016-17

12-17 years
United States

2015-16

2016-17

18-25 years

2015-16

2016-17

26+ years

Alaska

Figure 43
Source: National Survey on Drug Use and Health 2015-16, 2016-17
Misuse of prescription therapeutics is defined as use in any way not directed by a doctor, including use without a prescription of one’s own, use
in greater amounts, more often, or longer that told; or use in any other way not directed by a doctor. Prescription therapeutics do not include
over-the-counter drugs.

Pain reliever use disorder follows the same pattern. Alaska has slightly higher rates compared to the United States, and
both the estimated national rate and Alaska’s rate of pain reliever use disorder declined from 2016-2017. The greatest
declines occurred in the 18-25 year old age group (Figure 44). In 2016-2017, the percentage of Alaskans aged 18-25 with
a pain reliever use disorder fell below the national average.
Pain Reliever Use Disorder in Past Year: United States vs. Alaska
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Figure 44
Source: National Survey on Drug Use and Health 2015-16, 2016-17
Pain reliever use disorder is defined as meeting the criteria for pain reliever dependence or abuse based on definitions found in the DSM-IV.
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Sales of oxycodone in Alaska are higher than the national average; from 2000-2002 Alaska had the highest rate of
oxycodone sales in the nation (in 2017 Alaska was ranked 15th highest) (Figure 45). Sales of hydrocodone (the most
commonly prescribed opioid in the United States), however, have been consistently lower in Alaska than the national
rate. Sales of both of these prescription opioids began to decline alongside the national rate in 2013 (hydrocodone) and
2015 (oxycodone). 32
Prescription Opioid Painkiller Sales Rate: United States vs. Alaska
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Figure 45
Source: SHADAC analysis of US Drug Enforcement Agency’s Automated Reports and Consolidated Ordering System Retail Drug Summary Reports, State
Health Compare, University of Minnesota
*Brand names of hydrocodone include: Vicodin, Lorcet, Vicoprofen; brand names of oxycodone include OxyContin, Roxicodone, Percocet.

From 2013-2017, opioid pain relievers were one of the top categories of drugs involved in all drug overdoses in Alaska.
Opioid pain relievers and sedatives combined were involved in 16.8% of all drug overdose deaths, while opioid pain
relievers and psychostimulants combined were involved in 11.5% of all drug overdose deaths statewide (Figure 14, pg.
22).16
In Anchorage, overdose
deaths involving
prescription opioids (ICD10 codes T402-T403)
remained fairly steady from
2013-2016, peaked in 2017
alongside all opioid
overdoses, and fell in 2018
to the lowest level in the
last five years (Figure 46).
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Figure 46
Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-18
Overdose deaths include ICD-10 codes in the underlying cause of death: T402-T403.
*2018 data is preliminary and subject to change
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As with heroin overdoses, AFD EMS Narcan administrations for non-heroin opioid overdoses declined from 2017 to 2018
(Figures 47-48). This could be for one of the same hypothesized reasons that EMS Narcan administrations for heroin
overdoses declined in 2018: increased public access to Narcan.

Figure 47
Source: Anchorage Fire Department
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Figure 48
Source: Anchorage Fire Department

However unlike heroin, there is some evidence that prescription opioid use and misuse is declining slightly in the
Municipality. Opioid overdose discharge rates (excluding heroin) from Anchorage area hospitals were down in 2017
compared to 2016 (Figure 49). Combined with statewide declines in prescription pain reliever misuse and use disorders
(Figures 43-44 above), this may indicate declining misuse of prescription opioids in Anchorage.

Age adjusted Rate/100,000
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Figure 49
Source: Health Analytics and Vital Records: Alaska Resident Drug Overdose Outpatient Visits and Inpatient Hospitalizations
(2016-2017)

“Had we dealt with the prescription opioids properly 20 years ago, we would not be dealing with the problems we are
having with illicit opioids such as heroin and synthetic opioids. This is a lesson and a strong case for both public health
prevention, system oversight, and strong regulation and public policy.” – Substance misuse prevention specialist
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Anchorage Youth
Overall, Anchorage youth report declining lifetime incidence of taking a prescription drug without a prescription (Figure
50). However Asian, Alaska Native, Black/Pacific Islander and female students in the Municipality reported increasing
rates of lifetime use of prescription drugs without a prescription in 2015 (Figure 51).
Anchorage High School Youth: Ever Taken a
Prescription Drug without a Prescription by
Sex
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Figure 50
Source: Youth Risk Behavior Surveillance System
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Figure 51
Source: Youth Risk Behavior Surveillance System

When it comes to prescription pain medicine specifically, Hispanic and Latino students report higher misuse than other
demographics. More than twice the percentage of alternative high school students report misusing prescription pain
medicine compared to traditional high school students, and older students report higher misuse (Figure 52).
Anchorage High School Youth: Took Prescription Pain Medicine without a Doctor's Prescription or
Differently than Prescribed 1+ Times in Past Month (2017)
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Figure 52
Source: Youth Risk Behavior Surveillance System
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At the same time, perceptions of
parental disapproval of prescription
pain medicine misuse is highest
among Alaska Native, female, and
white students – groups that report
lower prescription pain medicine
misuse (Figure 53).

Anchorage High School Youth: Parents Consider it Wrong or Very
Wrong for them to use Prescription Pain Medicine without a Doctor's
Prescription or Differently than Prescribed (2017)
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Figure 53
Source: Youth Risk Behavior Surveillance System

Looking more deeply at the data, it
appears that while male and female
students at traditional high schools
misuse prescription pain medicine at
approximately the same rates, many
more male students at alternative
high schools misuse these
medications than female students
(Figure 54). Additionally, white
female students report higher misuse
than white males, though this
pattern is reversed in other races and
ethnicities (Figure 55).

Anchorage High School Youth: Took Prescription Pain Medicine
without a Doctor's Prescription of Differently than Prescribed 1+
Times in Past Month by School Type and Sex (2017)
20.0%
18.0%
16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%

Alternative High
School

Males

Females

Alternative High School

Traditional High
School

Males

Females

Traditional High School

Figure 54
Source: Youth Risk Behavior Surveillance System

Anchorage High School Youth: Took Prescription Pain Medicine without a Doctor's Prescription or
Differently than Perscribed 1+ Times in Past Month by Sex and Race/Ethnicity (2017)
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Figure 55
Source: Youth Risk Behavior Surveillance System
*Data not available for Hispanic/Latino female students
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Neonatal Abstinence Syndrome
Neonatal abstinence syndrome (NAS) is the term used for a set of health problems that a baby may experience if opioids
are taken during pregnancy. Babies born with NAS go through withdrawal after birth because the baby is no longer
ingesting opioid substances through the mother. Most babies with NAS will have withdrawal sickness within four days
after birth. A baby with NAS is not addicted to opioids, but does need to be monitored by healthcare professionals and
may need special treatment. 33
Nationwide the number of babies born with NAS was five times higher in 2014 than 2004. In 2014, 6.4 per 1,000 babies
born had NAS in the United States.7 Research indicates that rates of NAS differ dramatically by state. For example, in
2013 the NAS rate per 1,000 births in Hawaii was 0.7, while in West Virginia it was 33.4. 34 In Alaska, the NAS rate in
2017-2018 ranged from about 13 to 23 per 1,000 births (Figure 56). 35
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Figure 56
Source: Alaska Department of Health and Social Services Opioid Data Dashboard

In Anchorage, inpatient hospital discharges for neonatal withdrawal symptoms increased from 2016 to 2017, while
outpatient discharges decreased slightly (Figure 57). White and Alaska Native/American Indian babies had the highest
rates of hospital discharges due to neonatal withdrawal symptoms in 2016-2017 (Figure 58).
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Source: Alaska Health Analytics and Vital Records Health Facilities Reporting Data 20162017
Defined by the following ICD-10-CM codes: P961X
*Non-military hospitals only
**Discharges are not de-duplicated by patient, and the same patient can be discharged
multiple times
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Figure 58
Source: Alaska Health Analytics and Vital Records Health Facilities Reporting Data 2016-2017
Defined by the following ICD-10-CM codes: P961X
*Non-military hospitals only
**Discharges are not de-duplicated by patient, and the same patient can be discharged
multiple times
***Includes inpatient and outpatient hospital discharges
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Methamphetamine
“Meth will be the next epidemic. It’s already here.” – Treatment provider
Methamphetamine is a stimulant substance that can be ingested via smoking/inhaling, swallowing, snorting, or injecting.
Methamphetamine rapidly increases dopamine levels in the brain, and can result in increased alertness, blood pressure,
and body temperature, decreased appetite, and faster breathing. Long-term effects of methamphetamine use include
extreme weight loss, dental problems, intense itching, anxiety, confusion, sleeping problems and insomnia, paranoia,
and hallucinations. Continued methamphetamine use can cause changes in brain areas associated with emotion and
memory, coordination, and verbal learning. Some of these changes can be reversed after stopping use for a prolonged
period of time. Methamphetamine overdoses often lead to stroke, heart attack, or organ problems.6
During 2008-2016, there were 233 methamphetamine-related fatalities in Alaska. 82.8% were overdose fatalities and
17.2% were non-overdose fatalities. Of the overdose fatalities, 77.8% involved at least one substance in addition to
methamphetamine. 36 This is further evidence of the high amount of polysubstance use in Alaska, in particular
methamphetamine and opioid use together (Figure 59). Interviews with treatment providers in Anchorage underscored
the challenge that combined methamphetamine and opioid use pose for treatment, as treatments for the two different
categories of drugs vary. For example, individuals in treatment for OUD can continue to use and misuse
methamphetamine, complicating their outcomes.
Other Substances Involved in Methamphetamine-Related Fatalities in Alaska: 2008-2016
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Figure 59
Source: State of Alaska Epidemiology Bulletin: Health Impacts of Methamphetamine Use in Alaska, 2017

Estimated methamphetamine use in Alaska is higher than the national rate among all age groups in Alaska. (Figure 60),
and Centers for Disease Control and Prevention (CDC) data shows psychostimulant-related deaths in Alaska consistently
over three times higher than the national rate (Figure 61). 37
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Source: National Survey on Drug Use and Health, 2016-2017
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Source: SHADAC analysis of CDC WONDER Database, State Health Compare, University of Minnesota
*Psychostimulants include legal prescription medications like Ritalin and Adderall as well as
methamphetamine
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Compared to other regions of Alaska, Anchorage has lower rates of methamphetamine-related mortality, however
mortality rates in the city began increasing at a higher rate in 2013 (Figure 62).
Methamphetamine-Related Mortality by 3-Year Interval
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Figure 62
Source: State of Alaska Epidemiology Bulletin: Health Impacts of Methamphetamine Use in Alaska, 2017

The age-adjusted methamphetamine mortality rate in Anchorage in 2018 was 6.5/100,000. While the age adjusted
mortality rate for all drug overdoses declined from 2017 to 2018 by 41.2% (due largely to decreases in opioid overdose
deaths, discussed above), the methamphetamine mortality rate decreased by only 23.1% (Figure 63). Anchorage has a
high rate of polysubstance use, with methamphetamine and opioids one of the most common combinations (see Figures
14-15, 59 above). Interviewees in social services organizations and agencies indicated that in particular the use of heroin
and methamphetamine together has seemed to increase in recent years. It makes sense, therefore, that a decline in
opioid overdose mortality would be accompanied by a decline in methamphetamine overdose mortality (Figure 64).
That said, since 2013 the Municipality has seen a 233.3% increase in methamphetamine-related overdose deaths, while
preliminary all-drug mortality is actually lower in 2018 than it was in 2013.
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Figure 63
Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-18
Overdose deaths include ICD-10 codes with underlying cause of death: X-40-X44, X60-X64, X85,
T10-Y14. Overdose deaths can fall under more than one drug category and may add up to more
than the total number of overdoses.
*2018 data is preliminary and subject to change
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Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-18
Overdose deaths can fall under more than one drug category and may add up to more than
the total number of overdoses.
*2018 data is preliminary and subject to change

A significant portion of interviewees discussed the challenge that methamphetamine poses in Anchorage. While opioids
and Spice have caught local headlines and received a great deal of attention in recent years, methamphetamine was
talked about by interviewees as an ever-present, slow-building problem that is often overlooked in the city. For
example, methamphetamine was involved in 27.8% of Anchorage OCS substantiated intake assessments from
September 2018-February 2019, more than any other substance besides alcohol (Figure 141 pg. 87).15
In particular interviewees noted that methamphetamine contributes to and complicates the psychiatric crisis in the
Municipality. Using methamphetamine can cause paranoia, anxiety, confusion, violent behavior, and hallucinations.
Moreover, the symptoms of methamphetamine use can make it difficult to tell if someone is high on
methamphetamine, experiencing a mental illness, or both. The lack of behavioral and psychiatric health services in
Anchorage was a key theme throughout the interview process, as it exacerbates substance misuse in the community.
“When it comes to mental health and substance use acute issues – oftentimes the jails are where people are
housed.” – Behavioral health specialist
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AFD EMS has recorded an increasing number of ambulance transports with methamphetamine as the primary complaint
over the last three years (Figure 65).
AFD EMS: Methamphetamine Transports in Anchorage Municipality
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Figure 65
Source: Anchorage Fire Department
Patients transported by AFD EMS with self-reported or suspected methamphetamine use; includes transports of patients self-reporting or with signs and symptoms of methamphetamine
withdrawals

The number of transports for methamphetamine have increased each year, while transports for Spice and AFD
administration of Narcan for opioids have declined since 2016 (Figure 66). Comparing across years, there does not
appear to be a season or month with higher rates of methamphetamine transports (Figure 67).
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Figure 67
Source: Anchorage Fire Department
Source: Anchorage Fire Department
Opioids (excl. heroin): patients with self-reported or suspected opioid overdoses, intentional or
unintentional, who are treated by AFD EMS with naloxone. Includes legal prescription medications
and illegal fentanyl.
Heroin: patients with self-reported or suspected heroin overdoses who are treated by AFD EMS
with naloxone.
Spice: patients transported by AFD EMS with self-reported or suspected Spice use.
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There were 77 psychostimulant-related discharges from Anchorage area hospitals in 2017 (Figure 68). While the number
of outpatient psychostimulant discharges decreased by 53.8% from 2016-2017, the number of inpatient discharges
increased by 60.6%. More males were discharged from inpatient care for psychostimulant poisoning or adverse effects,
but outpatient discharges did not vary substantially by sex (Figure 69).
Anchorage: Psychostimulant Hospital Discharges
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Figure 68
Source: Health Analytics and Vital Records Health Facilities Reporting Data, 2016-17
Defined by the following ICD-10-CM primary or secondary diagnosis codes: T436X
*Non-military hospitals only
**Discharges are not de-duplicated by patient, and the same patient can be
discharged multiple times

43.8% of all Anchorage area hospital
discharges for psychostimulant poisoning or
adverse effects in 2016-2017 were for whites,
34.0% were Alaska Natives/American Indians,
and 8.0% were for Blacks (Figure 70). Thus,
Alaska Natives and Blacks were
overrepresented in psychostimulant hospital
discharges while whites and Asians were
underrepresented.
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Figure 69
Source: Health Analytics and Vital Records Health Facilities Reporting Data, 2016-17
Defined by the following ICD-10-CM primary or secondary diagnosis codes: T436X
*Non-military hospitals only
**Discharges are not de-duplicated by patient, and the same patient can be
discharged multiple times
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Figure 70
Source: Health Analytics and Vital Records Health Facilities Reporting Data, 2016-17
Defined by the following ICD-10-CM primary or secondary diagnosis codes: T436X
*Non-military hospitals only
**Discharges are not de-duplicated by patient, and the same patient can be discharged multiple times
***Includes inpatient and outpatient discharges
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Anchorage Youth
3.5% of Anchorage teenagers in traditional high schools report ever using methamphetamine in their lifetime. This is
higher than the percentage of high school youth statewide and nationwide that report ever using methamphetamine
(Figure 71).30 Anchorage high school students report declining lifetime use of methamphetamine since 2007, which
mirrors national and statewide patterns. However, a spike in 2017 puts the percentage of Anchorage youth that have
ever used methamphetamine higher than the national and Alaskan average (Figure 72).
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Figure 71
Source: Alaska Youth Risk Behavior Surveillance System, CDC Trends in Prevalence of
Marijuana, Cocaine, and Other Illegal Drug Use National YRBS 1991-2017

Figure 72
Source: Alaska Youth Risk Behavior Surveillance System

Male students in Anchorage report higher rates of methamphetamine use than female students, though from 2015 to
2017 there was a 153.3% increase in female lifetime use of methamphetamine, compared to a 32.3% increase among
male students (Figure 73). Past 30 day methamphetamine use is highest at alternative high schools (4.6%) and among
Hispanic or Latino students (4.3%) (Figure 74).
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Figure 73
Source: Alaska Youth Risk Behavior Surveillance System
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Figure 74
Source: Alaska Youth Risk Behavior Surveillance System
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Cocaine
Cocaine is a stimulant substance that can be ingested via snorting, rubbing into the gums, injecting, inhaling, or smoking.
An injection of cocaine and heroin combined is popularly called a “speedball.” Cocaine primarily comes in powder or
crystal (known as “crack cocaine”) form. Cocaine increases dopamine levels in the brain, and can cause feelings of
extreme happiness and energy, mental alertness, hypersensitivity, irritability, decreased appetite, and paranoia. The
effects of cocaine occur almost immediately and, depending on dose and administration route, disappear within a few
minutes to an hour. Long-term effects of cocaine include loss of smell, respiratory distress, and higher risk of infections.
It is possible to overdose on cocaine, and recent research indicates that heroin and synthetic opioid misuse is driving an
increase in cocaine-related overdoses, as cocaine is often mixed with opioids.6
Cocaine use across all age groups in Alaska mirrors the national rate (Figure 75). Estimated cocaine use in Anchorage
among individuals 12 years and older was slightly higher than the national average in 2014-2016 (Figure 76).
Cocaine Use in the Past Year: United States vs.
Alaska (2016-2017)
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Figure 76
Source: National Survey on Drug Use and Health, 2014-2016 Substate Averages

Figure 75
Source: National Survey on Drug Use and Health, 2016-17

Anchorage Drug Overdose and Cocaine Overdose Mortality Rate
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The cocaine overdose
mortality rate in
Anchorage has remained
fairly steady since 2013,
although it rose in 2017
alongside all drug
overdoses, and
preliminary data indicates
a steep drop in 2018
(Figure 77).
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Figure 77
Source: Alaska Health Analytics and Vital Records Anchorage Drug Overdose Data 2013-18
Overdose deaths include ICD-10 codes in the underlying cause of death: X40-X44, X60-X64, X85, Y10-Y14 and contributing cause of death T405
for cocaine. Overdose deaths can fall into more than one drug category and may add up to more than the total number of overdoses.
*2018 data is preliminary and subject to change
**Rates for less than 20 events use with caution

61

Anchorage Youth
Anchorage youth report declining rates of lifetime use of cocaine (Figures 78-79). Alaska Native students and male
students reported the highest rates of lifetime use of cocaine in 2017. While there was an increase in both male and
female reported use of cocaine between 2015 and 2017, female use increased 67.9% while male use increased just
4.8%. The greatest increases in percent reported cocaine use from 2015 to 2017 occurred among female students and
white students. During the same period, there was a 19.8% decrease in reported lifetime use among students at
alternative high schools (Figure 81 below).
Anchorage High School Youth: Ever Used
Any Form of Cocaine by Sex
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Figure 79
Source: Alaska Youth Risk Behavior Surveillance System
*Data for Asian students only available for 2007 and 2009

Figure 78
Source: Alaska Youth Risk Behavior Surveillance System

Youth in Anchorage traditional high schools generally report similar rates of lifetime use of cocaine compared to all
Alaska youth in traditional high schools. However, while statewide rates continued to decline in 2017, Anchorage youth
reported increased lifetime use of cocaine (Figure 80).
High School Youth Ever Used Any Form of Cocaine: Alaska vs. Anchorage
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Figure 80
Source: Alaska Youth Risk Behavior Surveillance System
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Anchorage traditional high school students report a mostly
steady decline in lifetime use of cocaine. Alternative high
school students report significantly higher lifetime use of
cocaine than traditional high school students, but this rate
has fallen significantly since 2013 (Figure 81).
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Figure 81
Source: Alaska Youth Risk Behavior Surveillance System
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Synthetic Cannabinoids
Synthetic cannabinoids, commonly known as “Spice,” “K2,” and “Kush,” are human-made chemicals that are sprayed on
dried plant material to be smoked, or sold as liquids to be vaporized and inhaled. These products are often marketed as
“fake weed” because the chemicals in the synthetic cannabinoids are similar to those in marijuana. It is difficult for
standard drug tests to detect these synthetic chemicals. Synthetic cannabinoids are ingested via smoking the dried plant
or vaporized liquid, or drinking (in a brewed tea). Synthetic cannabinoids act on the same receptors as THC (the chemical
in marijuana) and people that use synthetic cannabinoids report effects similar to marijuana, including elevated mood,
relaxation, and altered perception. They also report symptoms of psychosis, extreme anxiety, confusion, paranoia,
violent behavior, suicidal thoughts and hallucinations. Synthetic cannabinoids can be addictive, and regular users trying
to stop using may experience headaches, anxiety, depression, and irritability.6
In 2015-2016 and again in 2017, Anchorage experienced outbreaks of the synthetic cannabinoid Spice. From July 15,
2015 – March 15, 2016, AFD reported 1,351 ambulance transports to the emergency department for synthetic
cannabinoid reactions. This represented 10.1% of all AFD EMS emergency department transports during this period.
Before the outbreak, synthetic cannabinoid-related transports constituted .09% of all AFD transports. 38
In the summer of 2017, Anchorage experienced a second Spice outbreak (Figure 82). AFD EMS transports for Spice went
from 35 in May 2017 to 115 in July 2017 – a 228.6% increase in just two months. However, Spice-related transports by
AFD EMS have been declining since the end of 2017, and the total transports in 2018 were less than half what they were
in 2017 (Figure 83).
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Figure 82
Source: Anchorage Fire Department
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Based on data gathered from the qualitative interview
process, the Spice outbreaks in Anchorage were a significant
burden and stressor on first responders and the hospital
emergency departments. The outbreaks seemed to be
concentrated in the homeless population, particularly in the
30-40 year old age group, and street drug dealers appeared
to target this population with a relatively cheap product.

AFD Spice Transports by Year
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Figure 83
Source: Anchorage Fire Department

Anchorage Youth
There is limited data on synthetic cannabinoid use among youth in Anchorage. The YRBSS asks about lifetime use of
“synthetic marijuana.” From this data, it appears that while synthetic cannabinoid use among Alaska traditional high
school students was down slightly between 2015 and 2017, Anchorage traditional high school youth reported slightly
increased rates of lifetime use (Figure 84). However, Anchorage traditional high school students report lower overall
rates of use than youth statewide. Among Anchorage youth, synthetic cannabinoid lifetime use is highest among Alaska
Natives, Hispanic or Latino students, and males (Figure 85).
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Source: Alaska Youth Risk Behavior Surveillance System
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Source: Alaska Youth Risk Behavior Surveillance System

While male students reported higher lifetime use of synthetic marijuana in 2017 than female students, the percentage
of male students at alternative high schools in Anchorage that report using synthetic marijuana (18.1%) is three times as
high as the percentage of male students at traditional high schools (6.1%). 9.0% of female students at alternative high
schools reported ever using synthetic marijuana, compared to 5.1% of female students at traditional high schools.18
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Marijuana

“We are seeing more and more youth come in with marijuana as their primary drug of choice. It is a very insidious
drug in that it doesn’t create the same deficits in their functional domains but in their mental and emotional domains
it masks very well.” – Treatment provider
Marijuana is the most commonly used illicit drug in the United States. As of 2019, 11 states and the District of Columbia
have fully legalized marijuana, while it is fully illegal in 18 states. 39 Marijuana was legalized in Alaska for people 21 years
and older in February 2015. The law bans all public use of any marijuana, meaning that it is illegal to use marijuana in
schools, universities, sidewalks, parks, businesses, and other public spaces. 40 Marijuana is ingested via smoking
(including vaping), eating, or drinking. Marijuana can cause altered senses, changes in mood, impaired body movement,
impaired memory, difficulty thinking, hallucinations, and psychosis. Studies indicate that marijuana can affect brain
development, particularly in youth. While there are no reports of death due to marijuana overdose alone, it is possible
to develop a marijuana use disorder.6
Estimated marijuana use in Alaska and Anchorage among all age groups is higher than the national average (Figure 86).
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Figure 86
Source: National Survey on Drug Use and Health 2014-16 Substate Averages

Adults in Alaska report increasing rates of marijuana use across all demographics and groups (Figure 87). 41 Some of the
highest rates of adult current marijuana use in 2017 were among LGBT individuals, African Americans, never married
individuals, and those with a high school education or less. Additionally, Anchorage residents living below or near the
poverty line reported higher rates of current marijuana use than those with middle or high income (Figure 88). Current
marijuana use is higher among younger age groups, and there was a 91.6% increase in the percent of 18-44 year olds
reporting current marijuana use from 2016-2017 (Figure 89).
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Alaska Adults (18+ years): Current Marijuana Use
42.40%

45.0%

39.6%

40.0%
35.0%

29.30%

30.0%
25.0%

20.7%

20.0%

14.1%

15.0%

22.60%

22.1%

23.3%

15.9%

17.2%

23.30%
14.90%

13.70%

10.0%
5.0%
0.0%

Anchorage

High School
Education or
Less

Some college
Education or
Higher

White

Alaska Native African American

2015

Asian

Native
Hawaiian,Pacific
Islander,
Hispanic or
Latino

2016

Male

Female

Never Married

Divorced,
Separated, or
Widowed

Married or
Unmarried
couple

LGBT

2017

Figure 87
Source: Alaska Behavioral Risk Factors Surveillance System
*Data not available for Asian residents in 2017

Low vs. High Income Anchorage Adults (18+ years):
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Source: Alaska Behavioral Risk Factors Surveillance System

Figure 88
Source: Alaska Behavioral Risk Factors Surveillance System

The majority of younger adults report using
marijuana for only non-medical reasons, while
half of people 45 years and older report only
medical use of marijuana (Figure 90).
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Figure 90
Source: Alaska Behavioral Risk Factors Surveillance System

67

10.1% of Anchorage women reported using marijuana 12 months before pregnancy in 2015, down from 16.0% in 2009.
Marijuana use during and after pregnancy increased between 2012 and 2015, although both were at less than 6.0% in
2015 (Figure 91). 42
Anchorage: Maternal Marijuana Use and Pregnancy
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Figure 91
Source: Alaska Pregnancy Risk Assessment Monitoring System

Anchorage Youth
Rates of marijuana use among Anchorage youth are higher than the national average, as are rates of first use of
marijuana before age 13 (Figure 92). This is significant, as some research indicates that early onset of cannabis use in
youth and more regular use can lead to the use of other illicit drugs. This does not suggest that cannabis is inherently a
“gateway drug,” but rather that there are overlapping causal pathways between marijuana use and other illicit drug use.
For example, the affiliation of cannabis users with drug using peers in social settings that include other illicit drugs can
increase the opportunity for youth to begin use of other substances along with marijuana. 43 Moreover, a recent analysis
of the consequences of using marijuana before other drugs like alcohol or tobacco suggests that people who use
marijuana as their first drug may have a higher risk of developing a cannabis use disorder. 44
High School Youth Marijuana Use: United States, Alaska, Anchorage (2017)
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Source: Alaska Youth Risk Behavior Surveillance System
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Among Anchorage youth, students in alternative high schools and Alaska Native students have the highest rates of first
use of marijuana before age 13 (Figure 93). However, the percentage of female students reporting first marijuana use
before age 13 increased 110.9% between 2015 and 2017, the highest percent increase of any demographic in that time
period.
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Source: Alaska Youth Risk Behavior Surveillance System
*Some data for Asian students suppressed due to low number of responses

Youth lifetime and past month reported use of marijuana has remained relatively steady over the last 15 years (Figure
94), as has youth marijuana use in the past month (Figure 95), despite changes in state marijuana laws. Marijuana use in
the past month is markedly higher among youth in alternative high schools – more than double the percentage of
traditional high school students that report current marijuana use. Female students reporting past month use of
marijuana increased at a higher rate (40.7%) between 2015 and 2017 than did males (24.0%).
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Source: Alaska Youth Risk Behavior Surveillance System
1. 2006: Recriminalization under Alaska state law: possession under 1 ounce a misdemeanor,
possession of 1-4 ounces punishable by up to one year in jail, possession over 4 ounces a
felony.
2. 2015: Recreational legalization for adults 21 years and older.
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Source: Alaska Youth Risk Behavior Surveillance System
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Past month marijuana use is highest among Alaska
Native students and lowest among Asian students
(Figure 96).

Anchorage High School Youth: Used Marijuana 1+
Times in Past Month by Race/Ethnicity
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Figure 96
Source: Alaska Youth Risk Behavior Surveillance System

Among youth who currently use marijuana in Anchorage, use by means other than smoking declined between 2015 and
2017, except among female students (Figure 97). While data from 2015 is not available for 9th-10th graders, this age
group had the highest percentage of youth using marijuana by means other than smoking.
Anchorage Students: Among Current Marijuana Users – Used by Other Than Smoking
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Source: Alaska Youth Risk Behavior Surveillance System

Youth use of marijuana increases steeply beginning
in late middle school and early high school. The
Anchorage School Climate and Connectedness
Survey69 asks students if they have personally seen a
student at their school under the influence of
marijuana in the last year. Just 7.0% of 6th graders
report having seen a student at school under the
influence of marijuana one or more times (Figure
98). This number nearly triples to 20.0% in 7th grade,
and by 10th grade surpasses 50.0%.

Anchorage Students: In the Past 12 Months, Personally
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Figure 98
Source: Anchorage School Climate and Connectedness Survey 2019
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Compared to other drugs asked about in the survey, marijuana is the substance students consistently report seeing
other students under the influence of at school most often (Figure 99). Students that report missing school more often
and students with lower grades report higher rates of seeing students at school under the influence of marijuana (Figure
100).
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Source: Anchorage School Climate and Connectedness Survey 2019
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Source: Anchorage School Climate and Connectedness Survey 2019

The interview process revealed that many youth in Anchorage do not realize the harmful effects that marijuana can
have, nor do they fully understand that its new status as legal does not include them. Youth addiction treatment
providers highlighted that an increasing number of youth are presenting with marijuana use disorders, which are
complicated to treat. Given that 20.0% of traditional high school students and 49.6% of alternative high school students
in Anchorage report using marijuana in the past month, and 26.4% of alternative high school students report first use of
marijuana before age 13, marijuana misuse among youth poses a potentially significant challenge to the Anchorage
community.
“… the students are becoming much more confident in where they can use and how to use. It’s no longer hush hush.”
– Youth (speaking about youth marijuana and vaping use)
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Finally, in 2015 14.5% of Anchorage students reported a pretty good or very good chance of being seen as cool if they
smoke marijuana. This percentage hasn’t changed significantly in the last 10 years, but the percentage of students who
believe there is a good chance of being seen as cool for drinking alcohol or smoking cigarettes has declined in this same
time period (Figure 101). This mirrors consumption patterns for these three substances: marijuana use has remained
relatively steady since 2007, while alcohol and tobacco use have declined (see following sections on alcohol and
tobacco/vaping for more detail). Importantly, while 14.5% of Anchorage students in 2015 reported believing that
smoking marijuana would make them seem cool, a majority (54.8%) of students reported no chance of being seen as
cool if they smoked marijuana.
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Source: Alaska Youth Risk Behavior Surveillance System

At the same time, students report that their
parents would think it more wrong for them to
drink alcohol regularly or use prescription pain
medicine without a prescription than to use
marijuana (Figure 102).
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Source: Alaska Youth Risk Behavior Surveillance System
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Tobacco
Tobacco is a plant that contains nicotine, a chemical that can be ingested by smoking, chewing, or sniffing. Nicotine
causes the release of adrenaline and increases the levels of dopamine in the brain. Smoking tobacco can cause lung
cancer, chronic bronchitis, emphysema, heart disease, leukemia, cataracts, and pneumonia. Secondhand smoke
exposure can also lead to some of these adverse health effects. Tobacco use can cause changes in the brain which can
lead to tobacco use disorder. Withdrawal symptoms from tobacco include trouble sleeping, increased appetite, cravings,
irritability, and attention problems. While it is uncommon, it is possible to overdose on nicotine. Tobacco is the leading
cause of preventable death in the United States.6 The minimum age of sale for tobacco products in Anchorage is 19. 45
Tobacco product use is higher in Alaska than the national average, with an estimated 28.7% of Alaskan adults reporting
tobacco use in the past month, compared to the 24.8% national average (Figure 103). Cigarette use is also higher in
Alaska than the United States as a whole, although the greatest difference occurs in the younger age groups (Figure
104). There is almost no difference between the national average and Alaska in the 18+ year age group.
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Source: National Survey on Drug Use and Health, 2016-17

There is little difference between the
national average of tobacco product and
cigarette use and the Anchorage average
(Figure 105). The highest estimated rates of
tobacco product use in Alaska occur in the
northern region, which brings Alaska’s
percentages up higher than the United
States rate.
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Figure 104
Source: National Survey on Drug Use and Health, 2016-17
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Figure 105
Source: National Survey on Drug Use and Health, 2014-16 Substate Averages
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In 2017, 18.8% of Anchorage adults reported being a current smoker or smokeless tobacco user (Figure 106). This
number has been steadily decreasing since 1991, following the statewide trend. However between 2015 and 2017 there
was a 9.3% increase in the percent of current smokers or smokeless tobacco users in Anchorage, the first increase since
2012.
Current Smoker or Smokeless Tobacco User: Alaska vs. Anchorage (18+ years)
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Figure 106
Source: Alaska Behavioral Risk Factor Surveillance System

Among adults who report smoking tobacco every day, rates are highest in the 45-64 year age group. Between 2016 and
2017, the percentage of adults in this age group who reported smoking every day increased 25.2%, after three years of
decreasing use (Figure 107). Alaska Natives report higher rates of every day smoking, though the percentage of whites in
Anchorage who smoke every day increased 31.6% from 2016 to 2017 while the percentage of Alaska Natives remained
unchanged (Figure 108).
Smoke Every Day: Anchorage Adults by Age
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Source: Alaska Behavioral Risk Factor Surveillance System
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Source: Alaska Behavioral Risk Factor Surveillance System
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Finally, rates of smoking before, during, and after pregnancy in Anchorage are down from 2009 (Figure 109).
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Figure 109
Source: Alaska Pregnancy Risk Assessment and Monitoring Survey

Anchorage Youth
Nationwide youth use of tobacco has been decreasing for the last 20 years. From 2000-2018, there was a 61.9%
decrease in the percentage of American 12th graders who reported any use of cigarettes in their lifetime and a 56.3%
decrease in the percentage of those who reported lifetime smokeless tobacco use (Figure 110). 46
American 12th Graders: Ever Used Cigarettes or Smokeless
Tobacco in Lifetime
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Figure 110
Source: Monitoring the Future Report, 2018

These trends in cigarette use are also evident in Anchorage and Alaska (Figures 111-112). The percentage of Anchorage
youth that report smoking tobacco is consistently lower than the percentage of students statewide, the same trend
observed among adults. Additionally, the percentage of Anchorage traditional high school students that report ever
using or trying a cigarette (23.4%) is the same as the percentage of American 12th graders that report this behavior
(23.8%).
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High School Youth: Ever Tried Smoking, Even
One or Two Puffs

High School Youth: Smoked Cigarettes on 20+
Days in the Past Month
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Figure 111
Source: Alaska Youth Risk Behavior Surveillance System
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Figure 112
Source: Alaska Youth Risk Behavior Surveillance System

While use of cigarettes is declining among Anchorage youth, it is significantly higher among students at alternative high
schools (Figure 113). Moreover, female, Alaska Native, and Black/Pacific Islander students report slightly higher current
use of cigarettes in 2017 as compared to 2015, while other groups report declining or unchanged rates.
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Figure 113
Source: Alaska Youth Risk Behavior Surveillance System
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However, reported use of smokeless tobacco increased among Anchorage youth in 2017. Students at alternative high
schools, Alaska Native students, and males report the highest rates of current smokeless tobacco use (Figure 114). More
than twice the number of males report current smokeless tobacco use than females. Among all Anchorage youth the
percent of students reporting current smokeless tobacco use increased 18.8% between 2015 and 2017. The increase
was highest among females (61.9%), white students (45.9%), and 9th and 10th graders (35.7%).
Anchorage High School Youth: Used Smokeless Tobacco in Past 30 Days
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Figure 114
Source: Alaska Youth Risk Behavior Surveillance System
Smokeless Tobacco: chewing tobacco, snuff, dip, or Iqmik
*Data is not available for Black/African American, Pacific Islander/Native Hawaiian students in 2015

Finally, use of smokeless tobacco is increasing on school property (Figure 115). The five year trend follows that of
reported smokeless tobacco use overall: there was a decrease in reported use from 2013-2015, and then a marked
increased from 2015-2017. The greatest increases in smokeless tobacco use on school property from 2015-2017
occurred among Anchorage males, 9th and 10th graders, and white students.
Anchorage High School Youth: Smokeless Tobacco User on School Property in Past 30 Days
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Figure 115
Source: Alaska Youth Risk Behavior Surveillance System
Smokeless Tobacco: chewing tobacco, snuff, dip, or Iqmik
*Data is not available for Black/African American, Pacific Islander/Native Hawaiian students in 2015
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Electronic Cigarettes (vaping)
Electronic cigarettes, commonly known as “vape pens,” or “mods,” are battery-operated devices that are used to inhale
a vapor that often contains nicotine, flavorings, marijuana, and other chemicals. These devices can look like traditional
cigarettes, cigars, or items like USB sticks and pens. Electronic cigarettes were originally made for adult smokers trying to
quit smoking traditional tobacco cigarettes, but have become popular among American youth, and are now the most
commonly used form of tobacco among youth in the country. The easy availability of electronic cigarettes,
advertisements targeting youth, flavorings, and belief that they are safer than traditional cigarettes have contributed to
increasing use among teenagers. Recent research indicates that students who use electronic cigarettes are more likely
to start smoking traditional cigarettes within the next year. As with traditional tobacco cigarettes, the use of electronic
cigarettes releases adrenaline and increases dopamine levels in the brain. Some electronic cigarettes may contain
carcinogens and other toxic chemicals, and use of these devices can lead to nicotine use disorder.6 It is possible to vape
marijuana, and recent research suggests that vaping marijuana produces greater effects and higher concentrations of
THC in the blood than do equal doses of smoked cannabis. 47
Use of electronic cigarettes among Anchorage adults peaked in 2015, with 6.7% of people 18 years and older reporting
current use (Figure 116). However, in 2017 there was a slight increase in use among Anchorage adults while the
statewide percentage continued to decline. Notably, in 2010 0% of adults in Anchorage reported current electronic
cigarette use. This illustrates the remarkably fast uptake of this behavior. Electronic cigarette use is highest among
younger adults, and after a spike in 2014 is again virtually nonexistent in the 65+ year age group (Figure 117).
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Source: Alaska Behavioral Risk Factor Surveillance System
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Source: Alaska Behavioral Risk Factor Surveillance System
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Figure 118
Source: Alaska Behavioral Risk Factor Surveillance System
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Anchorage Youth
Nationwide a high number of youth report using
electronic cigarettes. The Monitoring the Future
Report, an annual survey of youth drug and alcohol
use and behaviors in the United States, found that
increases in youth vaping from 2017 to 2018 were
the largest ever recorded in the past 43 years for
any youth substance use outcome in the country. In
2018, 20.9% of American 12th graders reported
vaping nicotine in the past 30 days and 42.5% of
12th graders reported any vaping in their lifetime
(Figure 119).

Youth Nationwide: Any Vaping in Lifetime
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Figure 119
Source: Monitoring the Future Report, 2018

High School Youth Electronic Cigarette Use (2017)

In Anchorage, youth lifetime use of electronic
cigarettes is lower than the national average, but
current use of these products is higher (Figure 120).
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Source: Alaska Youth Risk Behavior Surveillance System; CDC Trends in Prevalence of Marijuana,
Cocaine, and Other Illegal Drug Use National YRBS 1991-2017
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Figure 121
Source: Alaska Youth Risk Behavior Surveillance System
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Alaska Native, Hispanic or Latino, and Black/Pacific Islander students report the highest rates of current vaping in 2017
(Figure 122). Only Black/Pacific Islander students reported increased rates of current vaping from 2015-2017.
Anchorage High School Youth: Used Vaping Products in Past 30 Days by
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Figure 122
Source: Alaska Youth Risk Behavior Surveillance System

Digging deeper into the data, it appears that current vape use is highest among male students at alternative high
schools, followed by female students at alternative high schools and female Alaska Native students (Figure 123).
Anchorage High School Youth: Currently Using Vaping Products by Group and Sex (2017)
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80

Finally, among current youth electronic cigarette users in Anchorage, the most common method of obtaining the
devices was borrowing. Significantly more female students (59.2%) report borrowing a vape product compared to male
students (33.6%) (Figure 124).
Anchorage High School Current Vape Users: How did you obtain vaping products?
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Source: Alaska Youth Risk Behavior Surveillance System

“It’s always been marijuana, but cigarettes kind of morphed into vaping. You can conceal vaping… If a kid has a nice
vaping product, it could get you in to a popular group.” – Youth

From interviews with Anchorage youth and youth-serving organizations it appears that, like the rest of the nation,
vaping is the new trend among teenagers in the city. Youth spoke about the high numbers of young people that use
electronic cigarettes in the bathrooms and locker rooms at school between classes, and that the lack of a smell and the
shapes of the vape devices allow the students to conceal their behavior from adults in the school. It seems that vaping
has become popular, so that youth show off their devices and there is constant talk about vapes. As one youth
expressed, vaping has become a social norm over the last several years. In some cases, youth may use social media like
Snapchat and Instagram to show off and/or sell their vape products. The draw of using this kind of social media, as youth
pointed out, is that parents are less likely to know how to use these particular platforms and they have time-limited
posts which disappear after 24 hours.
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Alcohol
Alcohol, a psychoactive substance comprised of the chemical ethanol, is one of the most commonly consumed
substances in the world. Excessive consumption of alcohol can lead to alcohol use disorder as well as a host of adverse
health conditions including stroke, high blood pressure, cirrhosis, fibrosis, and various cancers. Alcohol-related deaths
are the third leading preventable cause of death in the United States, after tobacco and poor diet/physical inactivity.
Fetal Alcohol Syndrome and Fetal Alcohol Spectrum Disorders (FASD) are health conditions in a baby that can result if a
mother drinks excessive amounts of alcohol during pregnancy. It is possible to overdose on alcohol, although alcoholrelated fatalities are much more common than acute overdoses. 48
There is little to no difference between estimated alcohol consumption and binge alcohol use in Alaska and the United
States (Figures 125-126). In fact, binge alcohol use is lower among Alaskans aged 18-25 than the nationwide rate for this
age group.
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Source: National Survey on Drug Use and Health, 2016-17
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Figure 126
Source: National Survey on Drug Use and Health, 2016-17
*Binge alcohol use is defined as drinking five or more drinks (males) or four or more drinks
(females) on the same occasion on at least one day in the past 30 days

However, while Alaskan consumption patterns are similar to the national average, rates of alcohol use disorder are
slightly higher in Alaska and Anchorage than the national average (Figures 127-128).
Alcohol Use Disorder in Past Year, 12+ years:
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Source: National Survey on Drug Use and Health, 2016-17
*Alcohol Use Disorder is defined as meeting the criteria for alcohol dependence or abuse, based
on the definitions found in the DSM-IV
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Source: National Survey on Drug Use and Health, 2014-16 Substate Averages
*Alcohol Use Disorder is defined as meeting the criteria for alcohol dependence or abuse,
based on the definitions found in the DSM-IV
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Alcohol use in Anchorage is consistently slightly higher than the statewide rate (Figure 129), and both statewide and
Anchorage adult reported current use of alcohol have remained steady at around 60.0% since 1991. More male adults in
Anchorage drink alcohol regularly than females (Figure 130).
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Source: Alaska Behavioral Risk Factor Surveillance System

Figure 129
Source: Alaska Behavioral Risk Factor Surveillance System

Alcohol use is highest in the white population, and among middle and high income individuals (Figures 131-132). All
groups report steady alcohol use since 2011. The interview process revealed that a pervasive stereotype about alcohol
use in Anchorage is that it is concentrated in the male, Alaska Native, lower income population. It is important to
emphasize that the data on alcohol use in Anchorage do not support this stereotype. That said, Alaska Natives do
experience a significantly higher alcohol-induced mortality rate than white residents of Anchorage (Figure 136 below).
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Source: Alaska Behavioral Risk Factor Surveillance System
*Low income is defined as below the federal poverty line or 100-199% of the poverty
threshold; middle/high income is 200%+ of poverty threshold
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Anchorage residents 65 years and older report lower levels of
current alcohol consumption than other age groups (Figure
133). Adults 45-64 years old report slightly higher rates of
current alcohol consumption than 18-44 year olds.

Adult (18+ years) Current Alcohol Use:
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Source: Alaska Behavioral Risk Factor Surveillance System

Before the 2017 peak in drug overdoses, alcohol-induced mortality in Anchorage was higher than drug-induced mortality
(Figure 134). In 2017, the rates were comparable, with drug-induced mortality surpassing alcohol-induced mortality.
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Figure 134
Source: Alaska Vital Statistics 2017 Annual Report; Alaska Office of Vital Statistics Mortality Data
*2018 data is preliminary and subject to change

The age adjusted alcohol-induced mortality rate in Anchorage has been slightly higher than the statewide average since
2013 and consistently higher than the national rate (Figure 135). Anchorage’s alcohol-induced mortality rate has been
steady since 2015, at 73 deaths each year.12 The alcohol-induced mortality rate in Alaska among Alaska Natives is over
five times as high as the rate among whites (Figure 136). While the age adjusted alcohol mortality rate for whites rose
6.1% from 2013 to 2017, it rose 29.3% among Alaska Natives. However, from 2016 to 2017 the rate for both groups
dropped.
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Figure 135
Source: Alaska Vital Statistics 2017 Annual Report; Centers for Disease Control and
Prevention
*United States data for 2017 not available

In 2018, Anchorage EMS made almost 1000 ambulance
transports for alcohol intoxication (Figure 137). Drugrelated transports were slightly higher in 2017 than those
for alcohol intoxication, but this includes all drugs, drug
poisoning/ingestion, and substance misuse issues.
Transports for alcohol intoxication alone were nearly as
high as all drug-related transports, even during the 2017
peak in drug overdoses. Alcohol intoxication transports
have been slowly increasing since 2015, while
behavioral/psychiatric health related calls have remained
relatively stable and drug-related transports have
fluctuated up and down.
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Figure 137
Source: Anchorage Fire Department

Alcohol related discharges from Anchorage area hospitals are significantly higher than discharges for other substances,
and showed little change from 2016-2017 (Figure 138). To compare, there were 14 cannabis inpatient discharges in 2017
and 53 psychostimulant inpatient discharges from Anchorage area hospitals. In the same year, there were 2,451 alcoholrelated inpatient discharges. While men made up the majority of all inpatient and outpatient alcohol related hospital
discharges in Anchorage, it was not a significant majority: women comprised 45.3% of all alcohol related discharges in
2016-2017 (Figure 139).
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Anchorage: Alcohol Related Hospital Discharges
by Sex (2016-2017)
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Figure 139
Source: Alaska Health Analytics and Vital Records Health Facilities Reporting Data 201617
Defined by ICD-10-CM primary or secondary diagnosis codes: E244X, F10X, G312X,
G721X, I426X, K292X, K70X, K825X, K860X, O354X, O9931X, P043X, R780X, T501X
*Non-military facilities only
**Discharges are only counted once and are not de-duplicated by patient. The same
patient can be discharged multiple times.

Figure 138
Source: Alaska Health Analytics and Vital Records Health Facilities Reporting Data 2016-17
Defined by ICD-10-CM primary or secondary diagnosis codes: E244X, F10X, G312X, G721X, I426X,
K292X, K70X, K825X, K860X, O354X, O9931X, P043X, R780X, T501X
*Non-military facilities only
**Discharges are only counted once and are not de-duplicated by patient. The same patient can
be discharged multiple times.

Alaska Native/American Indian and white populations represented a roughly equal number of inpatient alcohol-related
hospital discharges in 2016-2017, but 66.3% of all outpatient alcohol-related discharges were Alaska Native/American
Indians, and 26.4% were whites.14 Given that Alaska Native/American Indians make up about 8.8% of Anchorage’s
population, this group is vastly overrepresented in alcohol related hospital discharges, while whites (who make up about
64.5% of the population) are underrepresented.
Anchorage: Alcohol Related Hospital Discharges by Age (2016-2017)
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25-64 year olds made up the
greatest proportion of alcoholrelated Anchorage hospital
discharges in 2016-2017 (Figure
140). 25-44 year olds and 45-64 year
olds each represented about 43.0%
of all alcohol related discharges,
while people 24 and under made up
just 5.9% and those in the 65+ age
group represented 7.6% of all
alcohol-related discharges in this
time period.

Outpatient
Age Group

Figure 140
Source: Alaska Health Analytics and Vital Records Health Facilities Reporting Data 2016-17
Defined by ICD-10-CM primary or secondary diagnosis codes: E244X, F10X, G312X, G721X, I426X, K292X, K70X, K825X, K860X,
O354X, O9931X, P043X, R780X, T501X
UNK: Unknown
*Non-military facilities only
**Discharges are only counted once and are not de-duplicated by patient. The same patient can be discharged multiple times.
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Additionally, alcohol misuse has a significant impact on the foster care system. 27.0% of children in Anchorage in the
foster care system were living out of the home on a day in July, 2017 due to parental alcohol misuse. 49 OCS reports that
alcohol is the substance most frequently involved in substantiated intake assessments in Anchorage (Figure 141). From
September 2018-February 2019, 35.4% of OCS substantiated intake assessments in the city involved alcohol.

Percent of Substantiated Intake Assessments
with Drug Involvement

Anchorage OCS: Characteristics in All Substantiated Intake Assessments (Sept 2018-Feb 2019)
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Figure 141
Source: Anchorage Office of Children’s Services
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Anchorage Youth
Nationwide youth alcohol use is declining. In 2000, 62.3% of American 12th graders reported ever being drunk. In 2018,
that number was just 42.9%, representing a 31.1% decrease.46 The trend is the same in Anchorage. In 2003, 25.9% of
Anchorage high school students reported having five or more drinks of alcohol in a row in the past month, compared to
just 14.1% in 2017 (in 2017 the question changed to five or more drinks for males and four or more drinks for females)
(Figure 142). In 2017, Alaskan students at alternative high schools and white and Alaska Native students reported the
highest rates of binge drinking, females and males reported the same rates, and Asian and Black/Pacific Islander
students reported the lowest rates (Figure 143).
Anchorage High School Youth: Had 5+ Drinks of Alcohol in a Row in the Past Month
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Figure 142
Source: Alaska Youth Risk Behavior Surveillance System
*In 2017, the question changed to 4+ drinks for males and 5+ drinks for females. Therefore, pre-2017 and 2017 data are not directly comparable

Anchorage High School Students: Had 4+ Drinks (females) or 5+ Drinks (males) of Alcohol in a Row in the
Past Month (2017)
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Figure 143
Source: Alaska Youth Risk Behavior Surveillance System
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Female students report higher rates of binge drinking than males in 9th and 10th grade, while this trend reverses in the
upper grades (Figure 144). For both males and females, binge drinking increases as students get older. The perception of
drinking as a socially cool behavior has decreased over the last ten years, mirroring decreases in overall alcohol
consumption by youth. Female students are most likely to believe that they will be seen as cool if they regularly drink
alcohol (Figure 145).
Anchorage High School Youth: Had 4+ (females) or
5+ (males) Drinks of Alcohol in a Row in Past
Month by Age and Sex (2017)
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Figure 144
Source: Alaska Youth Risk Behavior Surveillance System
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Figure 145
Source: Alaska Youth Risk Behavior Surveillance System

The percentage of Anchorage youth reporting first drink of alcohol before age 13 has decreased over the past 10 years.
In 2007, 21.0% of Anchorage students reported first drinking before 13 years old. That number decreased to just 14.4%
overall in 2017, although Black, Native Hawaiian/Pacific Islander, Hispanic or Latino students reported slightly increased
rates of first drink before age 13 (Figure 146). Decreases were greatest among Asian and Alaska Native students and
youth at alternative high schools.
All Youth
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21.0%
19.8%
14.6%
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Figure 146
Source: Alaska Youth Risk Behavior Surveillance System

As with marijuana, student reports of personally seeing other
students under the influence of alcohol at school or school
events increases with age (Figure 147). 9.0% of 6th graders
report having seen students under the influence of alcohol at
school, compared to 18.0% of 7th graders and 29.0% of 8th
graders. However unlike marijuana, the percentage of students
that report seeing another student under the influence of
alcohol at school never rises above 50.0%.

Anchorage Students: In Past 12 Months,
Personally Seen Students at School Under
Influence of Alcohol 1+ Times (2019)
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Figure 147
Source: Anchorage School Climate and Connectedness Survey 2019
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Students that miss school more often and female students report the highest rates of personally seeing another student
under the influence of alcohol at school or a school event (Figure 148). While 30.0% of all 6th-12th graders in Anchorage
report having seen a student under the influence of alcohol at school, 44.0% of students that miss school without
permission on a monthly basis report the same.
Anchorage 6th-12th Graders: In Past 12 Months, Personally Seen Student at School or School Event
Under Influence of Alcohol 1+ Times (2019)
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Figure 148
Source: Anchorage School Climate and Connectedness Survey 2019

Finally, the percentage of students in Anchorage
reporting driving while drinking alcohol has
declined sharply since 2007 (Figure 149).

Anchorage High School Youth: In the Past Month, Drove
When Drinking Alcohol
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Figure 149
Source: Alaska Youth Risk Behavior Surveillance System

Interviewees indicated that alcohol remains the greatest substance misuse issue in Alaska and Anchorage. The opioid
epidemic has attracted much attention and funding over the last several years, but without fail the interview process
revealed that alcohol - above all other substances - causes the largest economic impact, is the substance that most taxes
first responders and child services agencies, and is a significant complicating factor in violence and domestic violence
cases in the Municipality. Drug dealers in the city target vulnerable populations with small, cheap amounts of alcohol,
and interviewees indicated that perhaps more than any other substance alcohol is involved in self-medication of mental
health crises and illness in the city. A lack of behavioral health services, therefore, is exacerbating alcohol misuse and
perhaps contributing to the city’s rate of alcohol use disorder, which is higher than the national average.
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Fetal Alcohol Syndrome
“We have generations of children here who have been raised in households where addiction and abuse are part of
their lives. That is childhood trauma that they can never walk away from.” –Social services provider
Fetal alcohol spectrum disorders (FASDs) are a range of negative health conditions that can occur in an individual whose
mother drank while pregnant. When a woman drinks while pregnant, the alcohol passes to the baby, causing
developmental problems. There are a range of conditions that can occur under FASD, including but not limited to low
body weight, small head size, learning disabilities, vision or hearing problems, and poor memory. Fetal Alcohol
Syndrome is the most extreme form of FASD. People with Fetal Alcohol Syndrome may have abnormal facial features,
growth problems, central nervous system problems, challenges with learning, memory, attention span, communication,
vision, and hearing. There is no cure for FASDs, although there are various treatments for the presenting conditions. 50
In Anchorage there were over 300 hospital discharges for Fetal Alcohol Syndrome in 2016-2017 combined (Figure 150).
Alaska Native/American Indians represented 79.2% of all Fetal Alcohol Spectrum hospital discharges (inpatient and
outpatient) in 2016-2017 (Figure 151).
Anchorage: Fetal Alcohol Syndrome Hospital
Discharges by Race (2016-2017)
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Figure 150
Source: Alaska Health Analytics and Vital Records Health Facilities Reporting Data 2016-17
Defined by the following ICD-10-CM primary or secondary diagnosis codes: Q860X
*Non-military facilities only
**Discharges are not de-duplicated by patient. The same patient can be discharged
multiple times.

Figure 151
Source: Alaska Health Analytics and Vital Records Health Facilities Reporting Data 2016-17
Defined by the following ICD-10-CM primary or secondary diagnosis codes: Q860X
*Non-military facilities only
**Discharges are not de-duplicated by patient. The same patient can be discharged
multiple times.
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Syringe Services
Syringe services programs, also known as needle exchanges, are community-based programs that provide access to new,
sterile needles, syringes, and drug paraphernalia free of cost. These programs also provide safe disposal of syringes.
Research indicates that syringe services programs can prevent HIV and Hepatitis C (HCV) infections by reducing needle
and other drug paraphernalia sharing and reuse. Syringe services programs also often promote other healthy behaviors,
like safe sex, wound care, and safer injection practices, all of which can reduce and prevent the spread of HIV and HCV.
Additionally, syringe services programs often provide referrals to SUD treatment and counseling as well as testing for
HIV and HCV. Given that drug overdose is one of the leading causes of death for people who inject drugs, syringe
services programs are often optimal locations to dispense Narcan. State and local communities can use federal funds,
under limited circumstances, to support syringe services programs, but federal funds may not be used to purchase
sterile needles or syringes for illegal drug injection. 51
There is one syringe services program in Anchorage, the Alaskan AIDS Assistance Association (Four A’s). As of February
2019, Four A’s had recorded 2,680 individuals that use the syringe services portion of the organization’s services. The
majority of the syringe services program clients are between 20-39 years old, with the greatest number in the 30-39 year
age group (Figure 152). 42.7% of the program’s clients have stable housing, 22.4% are homeless, and 21.8% are
camping, couch surfing, or have other housing.17 The majority of clients are white, but compared to 2017 Anchorage
population estimates, Alaska Natives are overrepresented while other races are underrepresented at the program
(Figure 153).

Four A's Demographic Data: Age (as of
February 2019, n=2,680)
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Figure 152
Source: Alaskan AIDS Assistance Association

Four A’s Demographic Data: Race (as of February 2019, n=2,680)
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Source: Alaskan AIDS Assistance Association; Alaska Department of Labor and Workforce
Development
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In 2017-2018, Four A’s received
back 37,000 more syringes than
they gave out (Figure 154).
Already ¾ of the way through
fiscal year 2019, the syringe
services program has given out
nearly as many syringes as they
did in the whole fiscal year 2017.

Four A's Syringe Services Program: Syringes Given and Returned
July 2018-February 27, 2019
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Figure 154
Source: Alaskan AIDS Assistance Association

In November and December 2018, the assessment team surveyed clients of the Four A’s syringe services program about
various indicators of drug use, syringe access, and treatment. The team surveyed 93 unique individuals anonymously.
18.0% of those surveyed indicated that they could access a needle exchange in Anchorage whenever they needed to
while the majority (75.0%) indicated some or difficult access (Figure 155).
Four A's Syringe Service Program Clients: I can access needle
exchange in Anchorage... (n=93)
6.0%
18.0%
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Sometimes, but not every
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34.0%

I have difficulty accessing
needle exchange when I
need it
Other

Figure 155
Source: Anchorage Health Department Survey of Four A’s Clients, November and December 2018

As another measure of syringe access, the survey asked about frequency of needle reuse. 20.0% of those surveyed
responded that they never reused a needle, while an equal amount (22.0%) indicated that they reuse needles ¾ times or
more (Figure 156).
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Four A's Syringe Service Program Clients: In the past month, how often
have you reused a needle? (n=93)
Other
More than 3/4 times
Approximately 3/4 times
Approximately half the time
Approximately 1/4 times
Never
0.0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

Figure 156
Source: Anchorage Health Department Survey of Four A’s Clients, November and December 2018

Many interviewees indicated that there is not enough needle exchange in Anchorage. Several discussed that better
placement and dispersion of services may help increase access, and that transportation is a great barrier to accessing
this service in the city. That said, most interviewees said that people in Anchorage who need syringe services know
where to go, they just may not be able to get there.
The substances most used by Four A’s syringe service program clients are heroin and methamphetamine (Figure 15 pg.
23). As of October 2018, 20.7% of clients reported using heroin only, 20.3% reported methamphetamine only, and 37.7%
reported combined heroin and methamphetamine use. Only 6.6% reported using neither of these two substances.17 This
further underscores the high prevalence of polysubstance use in Anchorage, in particular the use of methamphetamine
and opioids together.

HIV
Rates of HIV infection can be an indicator of access
to syringe services programs, as injecting drug use
combined with a lack of new, sterile needles can
be a driver of HIV infection. In Alaska, most people
living with HIV contracted the virus through sexual
contact. 9.0% contracted HIV through injecting
drug use, and 7.0% through a combination of
sexual contact and injecting drug use (Figure 157).
Of the 29 people newly diagnosed with HIV in
Alaska in 2017, 45.0% had a history of
incarceration, 17.0% had experienced
homelessness, 62.0% had misused drugs and/or
alcohol, and 17.2% reported injection drug use.
51.7% of newly diagnosed HIV cases in Alaska in
2017 were diagnosed in Anchorage/Mat-Su. 52

Persons Living with HIV in Alaska by Transmission
Category (as of December 31, 2017, n=710)
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Figure 157
Source: Reproduced from the Alaska Division of Public Health HIV Surveillance Report – Alaska,
1982-2017
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The number of reported cases of HIV diagnosed in Alaska has been steadily, if slowly, declining since 1985. Since 2008
reported cases of HIV newly diagnosed in Alaska have been fairly steady, oscillating between 20 and 40 cases each
year.34

Hepatitis C
Newly reported cases of Hepatitis C (HCV) have been increasing in Alaska since 2000. After a dip in 2010, new cases have
increased at an even steeper rate: between 2010 and 2017, there was an 83.3% increase in new HCV cases reported in
Alaska (Figure 158). 53 Data for Anchorage is not available.
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Figure 158
Source: Alaska Department of Health and Social Services: Hepatitis C

95

Prescription Medicine Disposal

“If there’s not a (medicine) disposal location in each neighborhood, there’s not enough. If they’re not accessible – if
people can’t get to them – they won’t properly dispose.” – Social services provider
Prescription opioid over-prescription is a key driver of the national “opioid epidemic,” as both patients and doctors were
largely unaware of the addictive potential of these medicines at the same time as pressure was placed on providers to
minimize patient pain. Many people who develop an opioid use disorder started by taking opioid medications legally
prescribed to them by their doctor. As the addictive nature of these opioid medications has become clear, focus has
been put on both limiting the amount of opioid medications prescribed as well as eliminating the unused and unwanted
opioid prescriptions in communities across the United States. Although opioids have received the greatest share of
media and policy attention in recent years, they are not the only kind of prescription medication that can be misused.
Benzodiazepines are another important category of drug with a high misuse potential. Several interviewees expressed
concern about youth use of benzodiazepines like Xanax in Anchorage.
“People will leave (opioid) treatment to take Xanax.
I think benzos are more addictive than heroin.” –
Treatment provider

There are three primary ways to safely dispose of prescription
medicines in Anchorage: drug deactivation bags, year-round
medicine disposal sites, and the biannual Drug Enforcement
Agency (DEA) Drug Takeback Events.

Several organizations have prioritized increasing access to safe prescription medicine disposal in Anchorage. The Office
of Substance Misuse and Addiction Prevention has distributed safe medicine disposal bags to organizations, coalitions,
and agencies across the city, which have in turn distributed them to the community. Since October 2018, the Anchorage
Health Department has distributed over 2,800 safe disposal bags to public Municipal buildings, pharmacies, veterinary
clinics, and health fairs and outreach events around the city. The Healthy Voices Healthy Choices coalition and the
Anchorage Opiate Task Force have also been distributing the bags over the past year.
Additionally, there are four year-round medicine disposal sites in Anchorage: Alaska Native Medical Center, Providence
Hospital, Anchorage Neighborhood Health Center, and on the Joint Base Elmendorf-Richardson (JBER). The interview
process revealed that these locations may be underused, as community members both do not know about them, nor do
they know that they should be properly disposing of their unused medications.
Pounds of Medicine Received at Alaska DEA Drug
Takeback Events
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The third way available in Anchorage to properly
and safely dispose of medication are the
biannual DEA Drug Takeback Events.
Interviewees expressed that these events are
highly publicized and well known in Anchorage,
but that having them just twice a year is not
enough. There appears to be strong community
support for these events. Since 2013, the DEA
Drug Takeback events have produced an
increasing amount of returned medicines (Figure
159). 54
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Source: Alaska Drug Enforcement Agency
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Generally, interviewees felt that there are not enough services within Anchorage to dispose of prescription medicines
appropriately, but that these services have been improving lately, particularly with the introduction of the drug
deactivation bags into the community. A lack of knowledge about the right way to dispose of medications compounds
the lack of services.
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Homelessness
“Homelessness and substance misuse are tangled up. You are never going to stop one until the other one is
addressed.” – Nonprofit leader
Homelessness and substance use and misuse are tied together, but data on substance use in homeless populations is
difficult to accurately collect. Some research indicates that alcohol problems are 6-7 times more prevalent among
homeless populations than the general public, and the median prevalence of drug use disorders in the homeless
population is 30% (compared to 5-7% in the general population). 55 People who use drugs and are also homeless engage
in more high-risk behavior and are at higher risk for fatal and non-fatal drug overdose, HIV seroconversion, and physical
health conditions.4
In the qualitative interview process, homelessness in Anchorage came up over and over again. The population
experiencing homelessness in Anchorage was identified as one of the most vulnerable and most heavily impacted by
substance misuse in the city. There are instances of drug dealers targeting the homeless population in Anchorage with
small amounts of cheap alcohol and drugs (for example, the Spice outbreak in 2017). Additionally, the staff that work in
homeless shelters and in homelessness organizations were mentioned as particularly overtaxed by the co-occurring
issues of substance misuse, behavioral health issues, and homelessness in the community.
The cost of living in Anchorage is high, and there is a lack of transitional and affordable housing options. Many
interviewees pointed out that this contributes heavily to the problem of homelessness in the Municipality.
Compounding this is the fact that Anchorage is a hub for the state – it is a central point of services, economic
opportunity, and transit. The qualitative interview process emphasized a pattern of individuals coming to Anchorage to
access services or find opportunities, and then getting stuck, sometimes ending up homeless. Youth coming from villages
around Alaska are particularly vulnerable in these situations, and can begin using substances because they are
vulnerable to drug dealers on the street, they are using drugs and alcohol as coping mechanisms, or because, as one
homeless youth advocate discussed, substance use
is simply what is done in many homeless teenage
“Anchorage is the end of the line. You spend all your money to
populations in the city. It can be relatively easy for a
get here, and now what? You can’t leave.” – Medical provider
young person living with these groups to get caught
up in this lifestyle.
Homelessness Point in Time Counts (January): Alaska vs.
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Source: Anchorage Coalition to End Homelessness; US Department of Housing and Urban
population has remained largely unchanged over the
Development
past several years. Alaska Natives, Native
Hawaiians/Pacific Islanders, and African Americans are disproportionately represented in the homeless population of
Anchorage (Figure 162).3,56
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Source: Anchorage Coalition to End Homelessness PIT Count
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Source: Anchorage Coalition to End Homelessness PIT Count, Alaska Department of Labor and Workforce Development

Less than half of Four A’s syringe services program clients report having stable housing – just 42.7%. 22.4% report
experiencing homelessness (Four A’s data as of February 2019, n=2,680).17 In the interview process, many participants
discussed the way that homelessness, crime, and substance use get mixed together in community conversations and
thought processes, so that the three issues are often equated. This can often serve to perpetuate negative stigmas
about people experiencing homelessness: that they are criminals and drug users. While there are certainly overlaps
between these three issues in the community, case studies indicate that some of the main drivers of homelessness,
outside of structural drivers like a lack of affordable housing, include mental health issues, poverty, racial disparities, and
trauma, all of which are also drivers of substance misuse and addiction. 57,58,59 It is not always easy to understand if
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homelessness caused a person to turn to substance use or if substance use drove an individual into homelessness, but it
is clear that the underlying traumas are inextricably linked.
“Most people just see ‘the crazies’ who walk around downtown or walk into the street. There is not a recognition of
the fact that this is part of the addiction epidemic and the inability to provide treatment, safety, and opportunities for
people.” – Nonprofit leader
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Community Connectedness
“We continue to punish and regulate people instead of looking at why substance misuse is on the rise. People using
now are not going to stop using until we talk about why people use drugs.” – Nonprofit leader
As addiction specialists begin to understand the way that the disease of addiction works, they are also uncovering more
of the drivers of substance use disorder. Some research reveals that a lack of connectedness and community
engagement can cause individuals to turn to alcohol or drugs to occupy time, mitigate boredom, or dull the pain of
loneliness. Several studies carried out on mice have found that environmental enrichment and stimulation can reduce or
eliminate addiction-related behaviors, and that exposure to enriching, social environments in early life produces brain
changes that cause reduced reactivity to substances that can be misused. 60,61,62 The now famous Iceland Model of youth
substance use prevention is an example of an intervention that seeks to increase youth connectedness to the
community, engagement with parents and school, and participation in pro-social, healthy activities. After implementing
a program of free extracurricular activities, processes to engage parents with school, and youth nighttime curfews
(among other interventions), the percentage of 15 and 16 year olds in Iceland that had been drunk in the previous
month dropped from 42% in 1998 to 5% in 2016. 63
Interviewees and community member participants of the Community Conversation on Substance Misuse in December
2018 expressed general dissatisfaction with the youth community engagement opportunities in Anchorage. The youth
interviewed expressed frustration at the lack of non-sport, non-school related indoor activities for youth in the
Municipality. This was echoed by youth-serving organization leaders, who emphasized as well the cost and
transportation barriers faced by youth and their families that may want to get involved in pro-social activities but cannot
afford them or are unable to find safe, adequate transportation to and from these activities.
Additionally, interviewees named isolation and a lack of
“This is a ferocious environment for those less able to
connection in Anchorage as principle drivers of substance
adapt to it than others. You try to kill the pain of
misuse. Part of this isolation arises from the physical isolation
depression and loneliness.” – Business leader
faced by all Alaskans: you cannot drive to another state to
receive substance use disorder treatment or mental health
services. Even internally, the Municipality is large and transportation, particularly for those that rely on public
transportation, was frequently named as a barrier to community connection and citizen engagement. Another piece of
this isolation arises from the diversity in Anchorage. Several interviewees discussed how there can be certain smaller
communities that lack support structures and connection to the larger community, leaving them vulnerable and less
able to access social services. Finally, many interviewees discussed the challenges posed by Anchorage’s long, dark, cold
winters. People often stay home in the winter because of the harsh climate, but also because there is a lack of
community activities to participate in.
Approximately 55.0% of Anchorage students participate in organized school activities one or more days per week.
Females and Asian students report higher levels of volunteer participation, while white students report more
engagement with their parents around school and Asian students report significantly less. Across demographics there is
little difference in the percentage of students that agree that teachers care about them (Figure 163).
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Anchorage High School Student Connectedness (2017)
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Figure 163
Source: Alaska Youth Risk Behavioral Surveillance System

Alternative high school students report
lower levels of participation in organized
school activities and volunteer activities
than traditional high school students, as
well as less parent engagement around
school. However, alternative high school
students were more likely to agree that
their teachers really care about them
(Figure 164).

Anchorage High School Student Connectedness by School Type
(2017)
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Figure 164
Source: Alaska Youth Risk Behavioral Surveillance System

Among Anchorage 6th-12th
graders, students with
mostly A grades and white
students report higher
rates of spending two or
more hours participating
in organized activities
each week (Figure 165).
Students with lower
grades report the lowest
levels of participation.

Anchorage 6th-12th Graders: Spend 2+ Hours Participating in Organized After
School or Weekend Activities in an Average Week (2019)
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Figure 165
Source: Anchorage School Climate and Connectedness Survey 2019
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Trauma
“I don’t think many of our residents look at systems like intergenerational trauma, they look at individuals.” –
Municipal employee
There is a growing body of evidence around trauma, particularly childhood trauma, and its effects on health outcomes
later in life. Adverse childhood experiences (ACEs), first studied in the United States in 1995, are traumatic events that
occur during childhood which have been linked to health and wellbeing outcomes in adults. The 1995 study found that
ACEs can lead to disrupted neurodevelopment in children, which in turn causes social, emotional, and cognitive
impairment. This can lead to the adoption of health-risk behaviors (for example, the misuse of illegal substances). These
behaviors have the potential to cause disease, disability, and social problems, all of which can lead to early death. ACEs
are categorized into three groups: abuse, neglect, and family/household challenges. There are ten major ACEs identified
by the 1995 study (Figure 166). 64
Abuse
Emotional Abuse
Physical Abuse
Sexual Abuse
Neglect
Emotional Neglect*
Physical Neglect
Household Challenges
Mother Treated
Violently
Household Substance
Abuse
Mental Illness
Parental Separation or
Divorce
Criminal Household
Member

ACEs Definitions: During the First 18 Years of Life…

An adult in your home swore at you, insulted you, put you down, acted in a way that
made you afraid that you might be physically hurt
An adult in your home pushed, grabbed, slapped, threw something at you, or hit you
so hard that you had marks or were injured
An adult who was at least 5 years older than you ever touched or fondled your body
in a sexual way, made you touch his/her body in a sexual way, attempted to have
any kind of sexual intercourse with you

Prevalence in
1995 study
(n=17,337)
10.6%
28.3%
20.7%

Someone in your family helped you feel important or special, you felt loved, people
in your family looked out for each other and felt close to each other, your family was
a source of strength and support
There was someone to care for you, protect you, and take you to the doctor if you
needed it,* you didn’t have enough to eat, your parents were too drunk or too high
to take care of you, you had to wear dirty clothes

14.8%

Your mother or stepmother was pushed, grabbed, slapped, had something thrown at
her, kicked, bitten, hit with a fist, repeatedly hit, ever threatened or hurt by a knife
or gun by your father, stepfather, or mother’s boyfriend
A household member was a problem drinker or alcoholic or used street drugs

12.7%

A household member was depressed or mentally ill or attempted suicide
Your parents were ever separated or divorced

19.4%
23.3%

A household member went to prison

4.7%

9.9%

26.9%

Figure 166
Source: Centers for Disease Control and Prevention
*Items were reverse-scored to reflect the framing of the question

As the number of ACEs an individual has increases, their risk for many adverse health outcomes increases. Studies have
linked ACEs to alcohol use disorder, depression, fetal death, illicit drug use, liver disease, poor work performance,
financial stress, smoking and early initiation of smoking, suicide attempts, unintended pregnancy, and poor academic
achievement, among many other outcomes.64
“It’s built very deep inside. We’ve been taught that substance abuse is a moral failing. But we know about ACEs,
economic challenges, they all add up. Sometimes the playing field isn’t equal.” – Substance misuse prevention
specialist
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Trauma was the single most-named driver of substance use and misuse in Anchorage by interviewees. When individuals
do not have the treatment options or coping skills to deal with their trauma, they can turn to substance use to selfmedicate or “dull the pain” of the trauma. Interviewees specifically discussed historical, colonial, and cultural trauma in
Alaska, tied to the white colonization and systematic dismantling of much Alaska Native culture. Suicide, childhood
trauma, domestic violence, sexual trauma, and child abuse were also discussed as particularly pernicious in Alaska and
Anchorage. This is borne out in the data: about 30.0% of women in Anchorage have experienced sexual violence in their
lifetime, and 14.0% of Anchorage adults reported experiencing childhood sexual abuse. Alaska has some of the highest
suicide ideation rates in the country, the rate of child sexual assault in Alaska is almost six times the national average,
and the rate of rape in Alaska is 2.5 times the national average. 65, 41 Several interviewees discussed that Alaska and
Anchorage need to begin to address some of this trauma head-on, because until this happens the outcomes of trauma
(like substance misuse) will never be “solved.”
In Anchorage the most common ACE reported by adults in 2015 was living with a problem drinker or alcoholic (Figure
167). Parental separation or divorce was the next most common, followed by having a household member with mental
illness. 66.7% of adults reported at least one ACE, which is the same number as the first ACE study in 1995. Overall,
Alaska’s and Anchorage’s ACE percentages are nearly identical.

Adverse Childhood Experiences in Alaska and Anchorage: Persons 18 Years and Older (2015)
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Figure 167
Source: Alaska Behavioral Risk Factor Surveillance System
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Statewide, LGBT individuals and Alaska Natives were most likely to report experiencing at least one ACE (Figure 168).
42.2% of LGBT respondents reported living with someone who was depressed, mentally ill, or suicidal – nearly twice the
percentage of any other group. 35.2% of LGBT individuals in Alaska reported parental physical abuse, compared to
19.1% of all Alaskan adults. 48.1% of Alaska Natives and 46.9% of people living below the federal poverty line reported
living with someone who was a problem drinker or alcoholic, while 29.6% of Alaskans reported the same.
Alaska: Experienced 1+ ACEs Before Age 18, Adults 18 Years and Older (2015)
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Figure 168
Source: Alaska Behavioral Risk Factor Surveillance System

“The environment can send the message that you aren’t welcome. Our state still doesn’t have LGBTQ nondiscrimination policies statewide.” – Nonprofit leader
66.0% of both the male and female populations in Anchorage report experiencing at least one ACE, but there are some
significant differences between specific ACEs experienced. Women were more likely to report living with a problem
drinker, while more men reported living with someone who misused illegal drugs or prescription medication (Figure
169).
Anchorage: ACEs in Adult Population by Sex, Adults 18 years and Older (2015)
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Figure 169
Source: Alaska Behavioral Risk Factor Surveillance System
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Anchorage Youth
ACEs data are not available for Anchorage youth, but the YRBSS and SCCS ask about other measures of adverse
experiences and trauma.
Female students in Anchorage report significantly
higher rates of experiencing bullying at school and
online (Figure 170). 28.1% of 9th and 10th grade
females and 20.3% of 11th and 12th grade females
reported being bullied on school property in the
past year, compared to 15.6% of male high school
students. 22.5% of female students reported being
bullied online in the last year, compared to 11.8%
of boys. Reported rates of bullying have not
changed significantly in the last 10 years.

Anchorage High School Students: Bullied on School
Property in Past Year
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Figure 170
Source: Alaska Youth Risk Behavior Surveillance System

Asian, Black/Pacific Islander, and Hispanic and Latino high school students reported the highest rates of not attending
school in 2017 due to feeling unsafe at school or on the way to school (Figure 171). Rates of missing school due to
feeling unsafe did not differ significantly between males and females or traditional and alternative high schools.
Anchorage High School Youth: Did Not Go to School Because it was Unsafe in Past Month (2017)
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Figure 171
Source: Alaska Youth Risk Behavior Surveillance System
Students who did not go to school in the last month because they felt they would be unsafe at school or on their way to or from school

106

Among 6th-12th graders in Anchorage, just
50.0% of Black or African American
students report feeling safe at school
(Figure 172).

Anchorage 6th-12th Graders: Agree or Strongly Agree: I feel
Safe at School (2019)
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Figure 172
Source: Anchorage School Climate and Connectedness Survey 2019

Reported dating violence was significantly higher in alternative high schools in 2017 than traditional schools, and higher
among female students than male students (Figure 173). Female students reported higher rates of unwanted sexual
activity than males, with female Alaska Natives reporting the highest rates (Figure 174). Reported rates of unwanted
sexual activity did not vary between alternative and traditional high schools.18
Anchorage High School Youth: Ever Physically
Hurt by Someone They Dated in Past Year (2017)
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Source: Alaska Youth Risk Behavior Surveillance System
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Figure 174
Source: Alaska Youth Risk Behavior Surveillance System

“Trauma is the biggest issue. People cannot comprehend what has happened to me, but they would respond in the
same way.” – Person in recovery
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Behavioral Health
Alaska has a high rate of suicide mortality: from 2013-2015 suicide was the leading cause of death among 15-24 year
olds in the state. Males have a rate of suicide mortality nearly four times as high as females (Figure 175). 66 Both Alaska
and Anchorage have a consistently higher rate of suicide mortality than the nation (Figure 176).
Suicide Mortality Rate: United States, Alaska,
Anchorage
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Source: Health Analytics and Vital Records: 2013-2017 Alaska Resident
Leading Cause of Death

30.0

26.9

25.0

20.2

20.0
15.0

14.0

10.0
5.0
0.0

2013

2014

United States

2015
Alaska

2016

2017

Anchorage

Figure 176
Source: Health Analytics and Vital Records: 2013-2017 Alaska Resident
Leading Cause of Death; Centers for Disease Control and Prevention

According to 2014-2016 estimates, Alaska is ranked 4th nationwide in terms of the percentage of residents 18 and older
who have had serious thoughts of suicide in the past year (Figure 177). Among 18-25 year olds, Alaska was the state with
the highest estimated percentage of people experiencing serious thoughts of suicide in the past year (Figure 178).

Highest Ranked States and Anchorage:
Had Serious Thoughts of Suicide in the Past YearPersons 18 Years and Older (2014-16)
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Figure 177
Source: National Survey on Drug Use and Health, 2014-16 Substate Estimates
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Source: National Survey on Drug Use and Health 2016-17
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Alaskans also experience higher rates of serious mental illness compared to the national average (Figure 179), while the
gap between the estimated percentage of people with any mental illness and the percentage receiving mental health
services is wide, particularly in the 18-25 year old age group (Figure 180).
Alaska: Any Mental Illness vs. Received Services
for Mental Illness in Past Year (2016-17)
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Source: National Survey on Drug Use and Health 2016-17

Figure 180
Source: National Survey on Drug Use and Health 2016-17

Since 2012, Anchorage adults have reported increasing rates of feeling frequent mental distress (Figure 181). Twice as
many Anchorage adults that have lower education levels and lower income report feeling frequent mental distress
compared to those with higher education and income (Figure 182).
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Source: Alaska Behavioral Risk Factor Surveillance System

Figure 182
Source: Alaska Behavioral Risk Factor Surveillance System
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Anchorage Youth
While males have a higher rate of suicide mortality than females, female students in Anchorage report significantly
higher rates of feeling sad or hopeless, suicide consideration, and attempted suicide than their male peers. 4.3% of
female high school students reported a suicide attempt that required medical treatment in 2017, compared to 2.9% of
males. 10.4% of alternative high school students reported attempting a suicide that resulted in need for medical
treatment (Figure 183).
Anchorage High School Youth: Suicide and Depression (2017)
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Figure 183
Source: Alaska Youth Risk Behavior Surveillance System

The lack of psychiatric and behavioral health services in Anchorage was cited time and again by interviewees as a key
driver of substance misuse and homelessness, a barrier to accessing any kind of treatment services, and a complicating
factor for addiction treatment providers that are trying to treat individuals with co-occurring mental health and
substance use issues. Participants in the December 2018 Community Conversation on Substance Misuse expressed a
desire to see a greater integration of mental health education into school curricula, to help de-stigmatize this important
and common issue.
As discussed earlier, a lack of understanding that SUD is a medical disease and not a moral failing is a key manifestation
of stigma in Anchorage. Mental and behavioral health issues, trauma, and social isolation can all be drivers of substance
use and misuse. This reality is not reflected under the moral lens of addiction, which casts substance misuse as a choice.
Given the high instances of trauma statewide, interviewees broadly expressed a need for the Anchorage community to
become better educated about trauma and its effects on substance misuse, advocate for more trauma-informed
approaches to education, health service delivery, and criminal justice, and push for more holistic mental health services
and education across the Municipality.
“The first question is, are we using a public health lens to approach substance misuse? How do we look at the social
ecology, social systems, disease process, rather than personal character or choice?” – Nonprofit leader
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Treatment
“People just get kicked around the system. When they are ready for treatment it’s not available, and when they are
in treatment, diverse services aren’t available.” – Treatment provider
The first thing that comes up when talking to Anchorage residents about substance misuse is treatment. Specifically, the
common refrain that “there aren’t enough beds.” A lack of treatment providers, residential treatment beds, outpatient
treatment slots, detox services: this is perhaps the most well-known and most-cited narrative surrounding addiction in
Anchorage. A closer examination suggests a more nuanced reality.
The percent of adults in Anchorage reporting that they received treatment for drug or alcohol use has increased since
2015, at a rate higher than the state’s (Figure 184). Males, lower income individuals, and those 45 and older report
higher levels of past year drug or alcohol treatment in Anchorage (Figure 185). From 2016-2017 there was a 58.1%
increase in people 45-64 years old receiving treatment for drug or alcohol use in Anchorage.
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Figure 184
Source: Alaska Behavioral Risk Factor Surveillance System

Overall, Alaska residents report higher levels of needing
but not receiving treatment for substance use than the
national average. In 2016-17, 4.2% of Alaska youth and
7.3% of 18-25 year olds reported that they needed
treatment in a specialty facility for illicit drug use
(including marijuana) but could not get it (Figure 186).
Alaska’s rates for 18-25 year olds and adults (18+ years)
are similar to the national rate, but the percent of 12-17
year olds in Alaska needing but not receiving illicit drug
treatment in 2016-17 was 44.8% higher than the
national rate. In fact, Alaska ranked 3rd in the nation
(after New Mexico and Nevada) in youth needing but
not receiving illicit drug treatment in 2016-17.

2017

Figure 185
Source: Alaska Behavioral Risk Factor Surveillance System
*Poor/Near Poor is defined as below or 100-199% of the poverty threshold. Middle/high income is
defined as 200%+ of poverty threshold
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Figure 186
Source: National Survey on Drug Use and Health 2015-16, 2016-17
Respondents were classified as needing treatment for an illicit drug problem If they met the
criteria for an illicit drug use disorder as defined in the DSM-IV or received treatment for illicit
drug use at a special facility. Illicit drug use includes the misuse of prescription psychotherapies,
marijuana, cocaine, heroin, hallucinogens, inhalants, or methamphetamine.
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“It’s the exception rather than the rule that someone knows where to go, takes the step, and there is treatment
available without delay. There are so many steps and places for people to trip.” – Mental health policy advisor

The interview process revealed that the process of locating, contacting, and receiving treatment services for a SUD in
Anchorage is complicated, time-consuming, and often expensive. That said, interviews with addiction treatment
providers revealed that treatment in Anchorage is more accessible and available than the popular narrative reports,
depending on several factors, including:
Insurance – Having private insurance that covers assessments, detox (if needed), and treatment, or having Medicaid
(which covers assessments and most treatment) before even seeking treatment can speed up the process. The first step
in the treatment process is securing insurance or determining what your insurance will cover. However, assessments can
take longer if you are on Medicaid and, as many interviewees noted, “the more money you make, the more options you
have.”
Demographic – Treatment is more available for some demographics in Anchorage than others. Pregnant women, for
example, are a high-priority group that can usually access treatment quickly. Another key group is youth: at the moment
there is not a treatment waiting list for teenagers with SUD in Anchorage. That said, treatment providers noted that
there is a gap in continuum of behavioral health care in the city for young children 0-12 years old. While this
demographic has much lower instances of substance use and misuse than any other age group, other behavioral issues
can present in this younger age range which can precipitate substance use later in adolescence.
Addiction Severity – SUD is assessed on a continuum from mild to severe (Figure 3 pg. 18). Many individuals with less
severe forms of SUD can be effectively treated in an outpatient or intensive outpatient setting (rather than through a
residential program). Generally, outpatient treatment is more available than inpatient. Often individuals and their
friends or family assume that residential inpatient treatment will deliver the best results. In fact, for most SUDs that
have not progressed to severe addiction, outpatient treatment is the medically recognized standard of care.
Type of Substance Use – The type of SUD matters a great deal when it comes to accessing treatment in Anchorage.
Outpatient opioid treatment is available in the city on a walk-in basis right now. Thanks in part to more federal funding,
particularly for medication assisted treatment (MAT) for OUD, there is an increasing number of treatment slots for
opioids in the city. Since the 2016 guidelines that allow more providers to prescribe buprenorphine, there are more
buprenorphine-waivered providers in Anchorage and they are not all at capacity for patients. However, co-occurring
illnesses complicate treatment, making it difficult for some providers to care for patients with SUD. Additionally, MAT is
increasingly being developed in primary care
settings in the community, meaning that access
“People say there are no beds in Anchorage for opioids. There is
to OUD treatment is slowly becoming easier.
plenty of outpatient treatment for opioids accessible on a walk in
basis, covered by Medicaid.” – Treatment provider
While treatment may be easier to access than is
popularly believed for some people, some of the time, this does not mean that the process is easy. On top of treatment
and detox shortages for some demographics and use disorder types, there are many other barriers to accessing the
treatment that does exist in the Municipality. Interviewees identified payment as the first barrier. If an individual does
not have insurance and needs to apply for Medicaid it can take several months just to get Medicaid. There are also those
who do not qualify for Medicaid and also do not have private insurance that will cover SUD treatment. These individuals,
often members of the middle class, may face serious financial barriers to accessing care.
112

After payment, the next greatest barrier to treatment access in Anchorage is waiting lists. This barrier arises in part out
of an overall dearth of treatment services, although this is not the only cause. Even for priority groups like youth,
treatment might be readily available but there can still be a waiting period to get an assessment, which is needed to
enter treatment. Currently, an individual who wants treatment and cannot get in immediately often needs to continually
call treatment providers to try to get a spot, or wait for weeks or months for a spot to open up for them. This waiting
period is particularly dangerous because when an individual wants treatment and is ready, it must be available
immediately. SUD is a chronic, relapsing brain disease which means that a person with SUD may be ready for treatment
one day and no longer willing to go the next.
These waiting lists and waiting periods are challenging because they exist at each step of the process – in a worst case
scenario an individual will have to wait to get an assessment, then wait to enter detox, then wait again to start
treatment- which presents a challenge if an individual that has detoxed is put back in an unstable or unhealthy
environment while waiting to enter treatment. This depends heavily on the use disorder: many SUDs are treated best
without requiring detox, so that portion of the process is eliminated. Another complicating factor is that while there are
many places to get an assessment in Anchorage (covered by Medicaid), most treatment providers want to do their own
assessments due to Medicaid billing requirements. This can cause a difficult situation if an individual enters a treatment
service that does not suit their needs or is not a good fit. They then have to dis-enroll and, depending on the
circumstances, get a new assessment in order to enter a new treatment center.
“Some treatment providers are religious, some are just AA, some are cognitive behavioral therapy, there’s a
variety. If you walk in to a provider that’s available but not a good fit for you – then you have to disenroll and start
over.” – Social services provider

The qualitative interview process and surveying at
the Four A’s syringe services program revealed that
often it is family or friends of the individual with SUD
who are trying to navigate the system and help get
their loved one into treatment (Figure 187).
Interviewees expressed that these individuals are
often desperate, confused by the system, and
overwhelmed or exhausted by the time, money, and
energy they have to spend to get help for their loved
one. This confusion arises largely from two primary
sources: a lack of education generally about what
treatment is and how it works, and the lack of a
Municipality-specific treatment roadmap (who to
call, what to do, where to go, etc.).

Syringe Services Progam Clients: If you have been in
treatment or detox, how did you find the service? (NovDec 2018) (n=93)
No answer
Four As
Another organization
Other
Internet search
Doctor or other medical professional
Friends/family
0
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20

30

40

50

Number of Responses
Figure 187
Source: Anchorage Health Department Survey at Four A’s Syringe Services Program, NovemberDecember 2018

First, interviewees expressed that there is a serious lack of education in Anchorage about treatment for substance
misuse. This means a lack of education around SUD being a disease with evidence-based treatment options. It also
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means that people without a real understanding of addiction treatment tend to make decisions and assumptions about
what treatment is needed based off of popular narratives: thus, family and friends may seek out detox and residential
treatment when in fact their loved one may just need outpatient treatment and can walk in that same day to receive it,
no detox necessary.
Secondly, there is no treatment roadmap for Anchorage. This was discussed as a challenge not only for individual
residents of the city, but for caseworkers and social services providers. Too often, access to treatment depends on
knowing who to call and getting lucky. This makes the system almost impossibly difficult for an average citizen to
navigate. Additionally, family members, friends, the individuals themselves, and even caseworkers and professionals in
the field are often just not aware of all of the services that are available in Anchorage. Several interviewees discussed a
need for better advertising within the Municipality about what services are available, and particularly strategic
advertising in places like buses, shelters, and libraries. This information must be presented in multiple languages to meet
the needs of Anchorage’s diverse communities. A common theme from the interview process is that family and friends,
already suffering emotionally under the weight of a loved one’s disease and societal stigma around that disease, just do
not know where to begin seeking help.
“We need to provide continuing information about the services available. If it’s not woven into the fabric of our
community, the chances of success are low.” – Municipal policymaker

One of the most challenging barriers to accessing or receiving treatment for SUD is the high prevalence of co-occurring
health problems that complicate treatment. This can be co-occurring SUDs, for example an OUD and methamphetamine
use disorder together. The treatments for these two addictions are distinct, yet the underlying causes and any resulting
or contributing behavioral health issues overlap. This creates a complicated dynamic for treatment providers. OUD
treatment providers discussed how their clients can be doing well in treatment for opioids, but continue to use
methamphetamine or benzodiazepines outside of treatment. Aside from co-occurring use disorders, mental illness and
SUDs often present together. The Substance Abuse and Mental Health Services Administration (SAMHSA) estimated that
in 2016 8.2 million American adults aged 18 and older had co-occurring SUD and mental illness. 67 As discussed earlier,
there is a high prevalence of mental health issues in Alaska and Anchorage and mental illness can be both a driver and
effect of chronic substance use and SUDs. Therefore, treatment for SUD must also incorporate behavioral health
treatments for any co-occurring morbidities. This can be challenging for both the provider and patient.
A significant and often overlooked barrier to treatment for some people is the lack of peer support services in
Anchorage. Peer supports are people who have lived experience of substance misuse that navigate the treatment and
recovery process alongside an individual with SUD. Peer supports are a recognized best practice for improving treatment
outcomes. There are a growing number of peer support services within Anchorage, but interviewees expressed that
there is still not enough given that a person in active addiction is often best served by someone who has been in that
same position.
A crucial, and often insurmountable barrier, to
treatment for some people is lack of access to stable
housing. Stable, safe housing needs to be available
while an individual is looking for treatment, in
treatment, and after they have completed treatment.
Social services providers that work with Anchorage’s homeless population discussed the extreme difficulties this
population faces – despite experiencing a higher rate of SUD than the general population – trying to access or stay in
treatment while homeless. Being homeless is very often stressful, unsafe, and unpredictable. Making it to a weekly
counseling appointment across the city can be impossible. Calling treatment providers to get a slot in the program is
“We have a lot of places that require sobriety in this town.
I think we need a greyer area, and to provide resources
that don’t require complete sobriety.” – Nonprofit leader
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challenging if you do not own a phone. Moreover, the lack of housing first (housing that does not require sobriety)
options in the city is a barrier to accessing treatment for many people that are experiencing homelessness, as they
cannot find housing until they have stopped using substances, cannot stop using substances until they get treatment,
and cannot find or enroll in treatment while homeless.
Beyond housing, there are other logistical barriers to accessing SUD treatment in Anchorage. Transportation can be
challenging regardless of housing status, and most treatment providers are only open during regular business hours.
Interviewees expressed that many times people who need SUD treatment work full time and are terrified that they will
lose their job (and often their health insurance with it) if they have to miss work to attend treatment. This points to
deeper issues around stigma and employment policies, but one clear barrier on top of these more intractable issues are
the operating hours of many treatment providers.
“Most places are only open Monday-Friday 8am-5pm. That needs to change. When you’re looking for help, it’s
outside of those hours.” – Treatment provider
Interviewees also identified a general lack of diverse treatment modalities in the city. Treatment looks different for each
individual, and this reality is not reflected in the treatment options in the community. While some individuals may need
cognitive behavioral therapy, others may want detox and Alcoholics Anonymous (AA) support groups and others may be
best served by methadone treatment. Not only are there not enough addiction and behavioral health treatment
providers in the city, but there are not enough diverse options for people to choose from. This leads to poorer treatment
outcomes, which can discourage people from seeking help.
Finally, one of the largest and most difficult barriers to treatment access in Anchorage is stigma. Stigma is discussed at
length above (pg. 32), but it is important to again highlight that personal, societal, and institutional stigmas toward drug
use and misuse are well established barriers to accessing services of any kind.
While there has been some encouraging progress made in the area of SUD treatment in Anchorage recently, the system
is still full of gaps, delays, and confusing processes. Below is a general outline of the system as it exists today. Depending
on the factors elaborated above (payment method, demographic, addiction severity, substance of use) as well as the
particular barriers faced by each individual (for example if they are experiencing homelessness, have family or friend
support or a caseworker, have co-occurring morbidities, etc.), the time it takes to get from wanting treatment to
entering treatment can vary from a few weeks to several months, if treatment is secured at all.
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Want Treatment

Do you have insurance that will cover SUD
treatment?

Yes

Assessment

(Only if you need detox
to enter treatment)

Detox

No

Apply for
Medicaid

Pay out
of pocket

Pre-treatment (possible)

Outpatient or
intensive
outpatient
treatment

Physical
exam/tests,
inpatient intake
process

Inpatient
treatment
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Recovery
“The entire realm of recovery supports has been overlooked, especially if you consider addiction to be a chronic
disease. Routine checkups, support groups: this is the recovery routine for other diseases.” – Nonprofit leader
Recovery supports and services were not a part of the initial investigation of substance misuse in Anchorage, but as the
assessment progressed recovery continued to come up in the key informant interviews. The following themes emerged
as central to the discussions around recovery.
Recovery services: Interviewees and community members expressed frustration with the lack of recovery supports and
services in Anchorage. While AA and Narcotics Anonymous (NA) were named by some as examples of positive
community assets and recovery supports, other discussed that a strong recovery community includes a diversity of
supports. AA or NA work for some people, but may not be the right fit for others. In addition to a lack of recovery
services, several interviewees also discussed that the entrenched culture surrounding alcohol at social events leads to
few opportunities for indoor, pro-social community events that do not involve alcohol. This can be very difficult for
individuals in recovery from an alcohol use disorder.
What recovery means: An important message that emerged from the Community Conversation on Substance Misuse
was that recovery does not end – we say recovery, not recovered. Some interviewees and community members
discussed that there can be a lack of understanding of what this really means, particularly in the context of SUD as a
chronic, relapsing disease. Recovery never ends, and because SUD is a relapsing disease, relapse is very often part of
recovery. As one medical provider noted,
“Dental issues are a big trigger for relapse. We won’t give them dentures,
relapse is part of recovery if you have
they don’t want all their teeth pulled – so, they use painkillers again. We
wrap around health and community
need to slow down and address these issues.” – Treatment provider
supports. Without those supports,
relapse is the end of recovery.
Peer supports: One asset that several interviewees highlighted as underutilized in the Anchorage community are peer
supports. Peer supports are people in recovery from SUD that are able to use their unique knowledge and experience to
help others find treatment and recovery. Several members of the recovery community discussed the lack of peer
support services in Anchorage which, given that peer supports are an evidence-based best practice, is a disservice to
those with SUD that want help.
“Will our community choose to value recovery as a long term investment?” – Anchorage Health Department
Community Conversation on Substance Misuse
Stigma and Recovery: There is no aspect of substance use or misuse that stigma does not touch. In the realm of recovery
and recovery supports, community members and interviewees in recovery indicated that although more people have
been coming out recently and publicly talking about their experiences with addiction, there is still a need to broaden and
deepen the conversation around recovery in order to normalize it. Some of the stigmas discussed include stigma around
relapse being failure (rather than part of recovery), stigma around talking about being in recovery (instead of keeping it
a secret), stigma around what counts as recovery (whether or not an individual is in recovery from opioid use disorder if
they continue to misuse alcohol), and stigma around length of recovery – sometimes the community demands years of
recovery before it will accept an individual as “recovered.”
“One person incorporated the library into their sobriety plan. It’s nice to have a free public space where you are
always welcome, a positive outlet.” – Municipal employee
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Appendix 1: Policy Recommendations
The following is a complete list of AHD policy recommendations to address substance use, misuse, and addiction in the
Municipality of Anchorage. These recommendations were generated from the community assessment and a literature
review of best practices in policy and interventions to prevent, mitigate, and treat substance misuse.
•

•
•
•
•
•
•
•
•
•

•

•
•

•
•
•
•
•
•
•

Require all AHD staff and any municipal employees that work directly with the public to attend trainings on
trauma-informed care/adverse childhood experiences, cultural competency, implicit bias and institutional
racism, and the history of racism and discrimination in Alaska.
Pursue funding for the Alaska Center for Treatment Project.
Pilot a fentanyl test strip program with community partners.
Issue a resolution in support of the development of housing first options in the Municipality and recognizing the
strong evidence base behind true housing first interventions.
Explore funding opportunities to pilot the LifeGuard overdose system in the Municipality.
Allocate funding for a long-term stigma reduction and addiction information campaign in the Municipality.
Allocate funding for a study on syringe services program access in the Municipality.
Allocate funding for the provision of free or inexpensive extracurricular activities for youth in the Municipality.
AHD will adopt a policy that allows for Narcan distribution in the clinic and at outreach events until the Project
HOPE Narcan distribution funding runs out.
Require official municipal language regarding substance use to be in line with recognized best practice.
Accompany language change with brief training on appropriate language use for all municipal employees
involved in public messaging.
Require distributors of medications to have a take back/disposal mechanism and information about safe
disposal that is given with each prescription of a controlled substance. (“Extended Producer Responsibility”
(EPR) Law).
Introduce Screening, Brief Intervention, and Referral to Treatment (SBIRT) procedures into Anchorage Health
Department clinic.
Install sharps boxes in AHD and City Hall first floor bathrooms, all municipal library bathrooms. Provide sharps
handling and disposal equipment and training to any municipal staff responsible for possibly handling sharps.
Establish clear disposal mechanism for each site.
Work with Parks and Recreation to pilot a monitored sharps disposal site within a public recreation center.
Issue a resolution in support of Title IV legislation.
Enact a 5% retail tax on alcohol in the Municipality.
Do not support increases in alcohol outlet sale hours.
Conduct a policy analysis related to alcohol outlet density in the Municipality and its effect on health and public
safety outcomes.
Enact a Tobacco 21 Ordinance.
Allocate funding for the Alaska Center for Treatment project.
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Appendix 2: Community Conversation Notes
Summary:
On December 11, 2018 from 6:00-9:00pm the Anchorage Health Department held a Community Conversation on
Substance Misuse at the Loussac Library. The event was supported by the Healthy Voices Healthy Choices Coalition, the
DHSS Office of Substance Misuse and Addiction Prevention, and the Alaska National Guard Counterdrug Support
Program. The notes taken at the Conversation will supplement the community assessment of substance misuse
currently being conducted by the Health Department. The assessment will be made public in early March, 2019. Mayor
Berkowitz and Anchorage Health Department Director Natasha Pineda gave welcoming remarks. Anne Hillman
facilitated the event, which was structured around eight discussion topics. Dinner and on-site childcare were provided.
Discussion topics:

Youth Prevention
Community-Based Prevention
Treatment
Recovery
Harm Reduction
Community Engagement
Language, Perception & Communication
Law Enforcement

Event attendees:

65 community members
9 Facilitators
8 Volunteers

Notes:
Question: What are you unsure about when it comes to substance misuse and addiction? Are there any areas, ideas,
or topics that you are unsure about?
-

-

-

Why does the state not have adequate treatment facilities?
o RN required at every facility – there are not enough RNs
How can we improve access to and availability of resources?
o Mat Su has 30 beds: twice as many as Anchorage
o Navigation of the system
How do we approach the stigma in the community?
o Need to create a culture of compassion – how to do this?
 Talking about it
 Include the context of addiction (e.g. trauma, violence, etc.)
o How to address compassion fatigue?
Do you need to hit rock bottom to seek treatment?
o Everyone has a different level of rock bottom. High vs. low rock bottom?
Stigma
Does Narcan make users susceptible to detox?
Is public awareness an issue regarding Narcan?
What regulations are there on alcohol?
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-

-

What is the current opioid situation among youth?
What are the current programs for youth besides DARE?
Who is working on harm reduction/community based prevention to address this issue?
Other treatment options for chronic pain?
Youth-specific efforts?
Data collection?
Are drugs like Vivitrol and Suboxone a good solution?
Medication assisted therapy
Are pain clinics potentially worsening the problem?
Why are treatment beds so limited?
o What are potential solutions?
o Are more treatment centers going to open up?
How do bad doctors who overprescribe drugs stay in the system?
How do agencies at different levels work together?
Data related to substance misuse in Anchorage
What the state/Muni are doing, future plans for addressing the issue?
Requirements in schools?
Discussion Table: Youth Prevention

Main Points:
1. Lack of curriculum on substance use and misuse
a. Need more education in schools: currently little to no education in schools/villages/communities
b. Lack of ACEs/trauma informed care in the curriculum (school district has put forward effort)
2. Lack of resources for youth outside of school
a. Need more alternative options and safe places for youth to go/feel connected to community/participate
in fun/substance free activities
b. Specifically, need more mentoring programs and harm reduction approaches/strategies
What resources are there in the community, what are current youth prevention efforts?
- Parenting vouchers
- Bring programs to the schools
- Kids need a mentor or a connection to a healthy adult
o Need more culturally appropriate mentors and activities
- A doctor was going into schools talking about how drugs affect the brain
- TV advertisements/commercials
- Church youth groups
- Red Ribbon Week
- Lack of resources for youth: nobody really knew of any resources
What are some factors causing youth to misuse substances?
- Marijuana being legal
- They don’t know it changes the brain as it grows
- Get parents’ stash, follow their example
- ACEs- contribute to use – create huge risk for health problems
- See kids being pressured to perform well in life – they are overwhelmed
- Price of privilege
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What components are missing in youth substance misuse programs in Anchorage?
- Parent: I talked to my daughter, there is no program on substance misuse
- Storytelling, seeing someone who has been through this, seeing success – could be effective
- Destigmatize mental health issues
o Teach kids about mental health issues, warning signs, where to get help
o The problem is people are uncomfortable talking about mental health
- Teachers are overburdened- that could be hard
- Student: I didn’t get any info or education in high school, there were a few clubs for mental health
o Some education in elementary school
- The state has offered to give ASD curriculum, ASD says they have it covered, don’t want new curriculum
- In Kenai, they are doing some innovative teaching about healthy relationships
- Lack of data: need YRBS to be changed for “active consent” so more students fill it out
- More resource dedicated to youth and better ways we all work together to share resources
- Family breakdown: 2000 in state custody
o Do they have mentors?
o Lack of awareness, no idea about addiction
- Wait list for therapeutic care
- Mixed messaging on drugs from the media
- Need resources available for after-school activities
- ASD doesn’t have enough opportunities
o Teachers don’t have time or money to do after-school activities
o At-risk kids don’t have money
o “3rd place from home” – have another place besides work, can be a place or a community itself
- Make people feel welcome in places: “safe spaces”
- Parachutes: moved to different location, not centrally located
- Have them come to us, not require us to go to them (about safe spaces)
- Have a resource in every mall
Outside of school, where could prevention activities occur for youth?
- After-school programs
o How consistent is attendance at after-school programs- would they get out message?
- Boys and Girls Club
- Church
- Rare that attendance at these places is consistent: most effective way to educate is through schools
- Should we advocate with legislatures for more prevention/mental health programming in Anchorage school
district?
- There are two states where mental health programming is mandatory, NAMI is interested
o No other way that programming will be effective
Other:
- Supportive family members: teach kids early, get prevention in schools and curriculum (ASD needs to make a
class)
- We think peer pressure comes from strangers, but it comes from friends
- The power of storytelling
- High school students representing youth
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Discussion Table: Community-Based Prevention
What is the role of social isolation in addiction?
- Must look at both risk and protective factors
- Cannot be bound by the “misery index”
- How do we flip the script and talk about building connections
- What is the role of shared protective factors in the solution?
- Youth 360 – based on Youth in Iceland Model
o Elements: build connections, social; reduce barriers like money or transportation; training youth
professionals – be trauma informed
- If asked, would people with substance use disorder agree that isolation leads to addiction?
- People feel like they don’t matter, have no purpose
- Do we assign blame to those with substance use disorder?
How do we design community-based prevention programs that are positive and comprehensive?
- There are different stages of readiness in the community to address public health concerns like addiction- how
do we get community to embrace complex solutions to complex problems? How do we build the narrative,
engage communities/neighborhoods in the conversations?
- Role of education, educational curricula
o E.g.: Thrive Mat-Su relationship with MSB School district
o Use of Be [You] in middle/high schools, Youth 360 in Houston MS
- Parent education- family-based prevention critical
o Strengthening families model
o Relationship-based activities that support larger questions of family and community growth
- What are the policy-driven efforts to shape the community that are prevention?
- What efforts are underway to educate the community about protective factors? Shape community conversation
about what prevention is…
- Social/emotional learning – role in school/ED efforts
- Trauma-informed care – application in education, application in law enforcement
- Prevention is part of the larger continuum of care – it is NOT linear
- Protective factors need to be strengthened: school, family
o Start conversation with kids
- Greenhouse for housing homeless in winter and growing in summer
- Drug classes for suspended students
- Peer to peer connection
- Change diets
- Give kids a voice in policy
- Let people with substance use disorder design their recovery programs, give support
- The community needs to accept those with substance use disorders
o Stigma is the hardest thing to combat
- Community conferences on community-based prevention needed
Other:
- Prevention, intervention, treatment are all part of larger picture/context/conversation
- Need for system-level changes
o Change social and environmental conditions
o Change environment, change behavior
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-

Prevention is where we need to start, focus on more than just the symptoms/problems
Discussion Table: Treatment

Why did you choose to sit at this table?
- Recovering addict/recovered
- Current user and recovering
- Education is power
- Active citizen
- Lack of discussion about treatment
- Connection to mobile resources (ie clean needles, referrals, etc.)
- Feeling alone regardless of knowledge of resources
- Goal of how to treat or implement treatment?
- I want to be in the know about resources and have the ability to implement treatment
- Connection with substance abuse, mental health, and homelessness
- Current treatment is not for all. How can we create an alternative treatment path that includes family or personal
support?
- Cultural inclusion to treatment
- Interested in treatment
- Never offered treatment
- It is a part of daily life and work
- Treatment related activity for grants
- Who and how to fund treatment
- Education related (school)
- Experience and observation of lack and disappearing resources
- Research on treatment
- Generational trauma
- More accessible assessment
- Looking at outside program resources
Create a roadmap for treatment in Anchorage:
- Step One:
o Sleep off, CSP, Any care agency
o 2-1-1
o Ads on the radio, TV, news
o Law enforcement
o Schools
o Immediate response with warm reception
o Housing system for homeless
o Reverse halfway house
o Safe place that is available for all and assessment
o Wrap around services
o Central assessment safety center
o Sleep off CSP transportation to central center
o Awareness of central center
o Community collaboration
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o Triage
Step Two: After warm reception, stop time limits on beds
o Assessment in safe place
o Treatment center and recovery center together
o Should include relapse
o Medical, therapy, all agencies to provide wrap around services
o Social services need to be included
o Different levels of withdrawal require appropriate level of treatment
o After care
o Must include people that love them

What are perceptions of treatment in Anchorage?
- Medication is used for treatment successfully
- Moral model of addiction vs. medical condition or illness
- Use of personal stories to humanize
- Is there an infrastructure for stories to be told and cause change?
- Awareness of context and causes
- Alcohol connection with addiction
- Perception of cheating when using controlled doses of substances
- Lack of awareness among certain organizations
- Over prescription of medication
- High turnover of providers contributes to low quality of treatment
- Lack of treatment training among medical providers
- Designated medical wing for detox (Mat Su example)
- Communication among treatment centers
- Collaboration among key organizations
- Restrictions on grants or projects that limit collaboration between organizations
- Lack of quality medical care
- No agreement on a macro level on defining addiction and how to treat
- Understand what is out there and how does it work
- Systems are complicated
- People have no concept of trauma informed care
- Levels of ability to navigate the system already in place
- A lot of providers are sending clients out of state
- Lack of ability for people to get to treatment – cycles of homelessness
Other:
-

-

Ask Alaska to be a leader of promoting evidence-based medical practices
A need to have open access to information
Ensure treatment options
Every Alaskan needs to have access to treatment
Increase coordination of services
Who is providing treatment for youth?
o Increase access to SUD services for youth
o Clinicians could decide the age for youth transitions of mental health treatment
How do we share information?
o When other organizations push back
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-

All primary care should provide addiction treatment
Peer support in medical facilities
Why isn’t more money being spent by the state on prevention services? Why don’t we use more tax money
from ETOH and marijuana?
What treatment resources are there really and who is paying for them?
What’s our recovery methodology – follow-up care infrastructure
How to remove barriers to actually getting to treatment: patient navigation
Discussion Table: Recovery

Recovery doesn’t “end”
- E.g.: cancer remission
- Recovery, NOT recovered
- Less stigma/shame to support, hard to talk about
What are the challenges or gaps in recovery in Anchorage?
- Transform community services, clinics, treatment, beds, support services
- Need to look at recovery from social view, not just individual level
- Complex recovery
o Long-term recovery, follow-up, monthly follow through
o Focusing on improvements (“I’m a better dad now”)
- Need monitoring programs after treatment
- Where is the most effective bang for buck in recovery?
o Prevention
o Housing, coordinated reentry into society
- Balance between recovery and law enforcement
- Recovery means different things to different people
o What other opportunities exist?
o Redefine recovery as their own story
o Different recovery from different drugs (changes over time- 1980s vs now)
o Chemical addiction vs. social use aspects
o If medical treatment, what is the long term management plan?
o “How do we treat” and keep that continuing
o Get recovery into most needed/effective places – jail/corrections
o Peer support and peer to peer
o Recovery is a life long struggle, always a reminder
- Ultimate goal: how can we work recovery into a harm reduction matrix?
- Resources are few and far between- why are we sending people to the lower 48?
o Akeela, CITC, Ernie Turner, Eklutna, Clitheroe, Hiland/Cook Inlet, Wasilla
o 30 days isn’t enough
o Wait lists
o “So sad how little treatment we have here”
- Hard to talk about recovery in small communities, “personal”
- Suicide numbers going up from doctors having to lower number of prescription opioids
o People can’t handle chronic pain
o Withdrawals worse than prior starting medications
125

Difference between chronic pain/using opioids for long term management, and temporary access to
opioids for broken arm
Why do people look down on using Suboxone/methadone?
o Some people see it as “cheating” – can’t do it on your own
o Hard to access Suboxone/methadone/chronic meds- limited doctors, limited prescriptions, office
policies (pain clinics)
Old timer’s attitudes affecting younger people in recovery
Methadone clinic/needle exchange – “Not in My Neighborhood”
We don’t ever not prescribe insulin because we think they won’t adhere to treatment plan, why do we do it with
substances? Reframe it: “no one wants to grow up to be a dope fiend.”
Sick people need trauma informed care
Very concerned – councils/meetings have “caustic” language/narrative
o How do we plan recovery?
Minneapolis MN indigenous drug use camp – positive community help response
o Vs. Fairbanks camp: eviction off land via municipal vote
Punitive mindset in Alaska
Cost to pay for treatment/detox – will our community choose to value recovery as a long term investment?
o

-

-

Solutions to these challenges:
- More local treatment centers
- Drug court after a crime – so that most people end up doing treatment rather than jail time
- Funding
- Homelessness coalition
- Harm reduction access
- Support services, coordination between services
- Recovery needs to be more socially acceptable/talked about
- Teach life skills in schools, not “don’t do it”
- Change the narrative – we are changing history by talking about it
- How do we craft that narrative of a positive message, front edge work, communications, cracking through
negative narratives
o Appeal to someone’s intelligence, “we see substance use increases correlated with ACEs, trauma, abuse,
vs. resilience
o Education, coping skills – maladaptive coping skills
 Bring education back to recovery
People don’t respond to a narrative until the message reaches them on their level. Rather than education,
change the social/cultural context
o “Brain on drugs” – “friends don’t let friends drive drunk”
Discussion Table: Harm Reduction
Concerns and/or questions about harm reduction approaches:
- Creates or invites more use
- “Enabling”
- Misunderstanding of what harm reduction is
- Fear that donors won’t support it
- Assuming others will provide naloxone (Narcan)
- Liability of possessing, distributing
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Need of fentanyl test strips for users

Benefits of harm reduction approaches:
- SAVES LIVES
- Opens doors to resources immediately as need arises
- Increased perception of misuse as a continuum
- Harm reduction = driver’s education/seatbelts, framing that lens for the public as aspect of education
What harm reduction resources are available in Anchorage? What needs to be improved?
- Syringe exchanges – awareness needs to increase, advertising
- Safe disposal sites – more sites, buy-in from pharmacies
- Innovative efforts –
o Safe injection sites
o Vending machine model of syringe exchange
o Prescribing not only Suboxone, etc. but heroin itself with a monitoring provider
- Family-centered approach: parents need not be penalized and children removed if interventions are appropriate
- “Social enterprise” model – address money concerns and longevity of programs
- Public Health Model
- Need commitment from pharmacies re: syringe disposal, medication disposal, patient education
- Multi-drug use education regarding the increased risk of death for users
- Services billable: no financial incentive to get clean, no financial incentive for providers to support, recovery
- Employing people directly affected by addiction = social enterprise model of recovery services
Discussion Table: Community Engagement
What are communities in Anchorage, and where do they gather?
- Faith-based (churches, mosques, synagogues)
- Refugees (gather at welcome events)
- Youth (malls, transit center)
- Hospitals
- Clubs:
o “Quilters, musicians, artists, gamers, houseless”
- Gathering places:
o Parks, trails, ski areas
o Bear Tooth, restaurants
o Libraries
o Universities
- Welcoming Anchorage – for newcomers
- Indigenous
- Neighborhoods
- Examples:
o Portland- Intersection Repair
o Tradition Tuesday
When it comes to substance misuse, how do the needs of various communities differ?
- “Often it’s about the ‘other’ – engaging them. We need to flip the script, think about what communities am I
involved with, what can I do to engage myself? Start with me.”
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-

-

How do we break down boundaries- i.e.: see homeless people as community members?
How do we “get people” to understand the diversity in our community?
When talking about substance misuse, what vulnerable populations are affected?
o Foster care system
o Trauma-informed youth
Youth prevention- community engagement
Faith leader: “How can the faith community respond?”
Social worker: “How do we come together for a slow burn crisis?”
Nurse: “How do we get community buy-in?”
Who is most vulnerable?
o Trauma – collective, historical, intergenerational, situational, individual
o Marginalization/marginalized/isolation – “living on the line”
o Stress, poverty, constantly on edge
o Those living within dysfunctional systems

How can the Municipality make sure that the needs of all community members are being met when addressing substance
misuse in the city?
- Being able to share stories, tell the truth
- What am I doing vs. what are they doing?
- Challenge is how to listen well and create appropriate responses
o Friends killed by suicide, dealing with trauma
o People ashamed to talk about challenges, but expected to look good, be heroes, etc.
- Stories we hear and tell – Nextdoor: fear of crime
- Addiction in everything: addiction to exercise, to work…
- Interested in thinking about messengers- how can we share and support other communities and be good
advocates of our knowledge, etc?
o Ex: getting neighborhoods to volunteer
- How do you engage more people in the community?
- The opposite of addiction is connection
o Relationship building
o Humanizing each other
o Amplify stories, don’t represent those stories
o Peer voice
- Tools for visioning community engagement solutions:
o Service map
o Frameworks
o Navigator
 Actual help
 Hope, empathy, immediacy
- What we can do:
o Fundraising for addiction services
o Humanizing the issue
o Street papers
- Instead of “What are they doing?” ask: “What am I doing?”
- How to leverage messengers and amplify voices?
- Where are common public spaces where diverse people can interact freely?
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Discussion Table: Language, Perception & Communication
What is the community’s perception of people struggling with addiction? What are the specific words/phrases that come
up?
- Words people use:
o Normies (normal drinkers)
o Loser, drug addict, weak, can’t handle life, how did you let it happen?
o “Be tough”
o “You’re not strong enough”
- Disease of the body and brain – some people don’t understand that
- They should just let them die
- The challenges between those connected to the issue
- Denial about the issue
- “Criminal” is used to describe those with internalized shame
- Perception that native corporations are responsible for “drunk natives”
- Stigma hasn’t changed in the last 25-30 years, still not comfortable, some people relapse because of stigma,
need time to repair
- Changing language to first person use:
o “They are manipulative” to “They are good at getting their needs met”
o “Thief” to “My brother”
o This changes the weight of words – humanizes
- Class and ethnicity influence stigma:
o “You’re an Indian,” “opioids are white collar”
- Perception change requires us to get to know people, see personally – this is hard because people with
substance abuse issue are segregated by housing status, class, race, etc
- Media is a powerful tool for good/bad. Can tell positive stories of people OR reinforce stigma
How do the media, government, nonprofits, and other organizations communicate about addiction in Anchorage? Where
do you hear about addiction? What are the most common narratives that arise?
- News stories are about result of addiction: crime, death, etc. NOT people or causes
- People complain using negative language. People mention it without being asked
- Don’t see solutions
- The difference between different substance use issues: alcohol vs. drugs
- There seems to be some ignorance- not knowing
- “Let addicts die”
- “Narcan parties”
- This perception that those who are addicted don’t care about themselves
- Community education about what an addict looks like
- Anchorage Opiate Task Force: anyone can come and work on the issue
- What’s the intersection between racism and addiction?
- Negative messages
- Need for treatment beds
- Racism can be underlying current
- Where hear about addiction: Radio, DHHS, Four A’s
- If you are new to the city, how does media affect your perception?
What are some ways to address and lessen the stigma that exists around substance misuse and addiction?
- People are sick and want to get better
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-

Get families involved in the issue
Hiding recovery and not being out in the open about it
Honest discussion sessions made impact on recovering abuser because treatment made them feel they don’t
care
Break the stigma by being innovators
Indigenous people should tell their own stories of recovery, addiction, etc.
Make addiction non-threatening to others
Newcomers quickly pick up on perception of Anchorage as having substance abuse issues
Discussion Table: Law Enforcement

What role does Law Enforcement (LE) play in prevention?
- Youth prevention/mentorship program/children in families with addiction
- LE help people get into treatment vs. incarceration
- LE facilitation to address basic needs
- How do we change the role of LE?
- Money directed to services/intervention
o Grant money?
- APD doesn’t carry Narcan because it is not rural like troopers – education
- Compassion
- Hand out a card or information to those who need resources
- Prevention of drugs coming into AK (e.g. drug dogs)
- Red Ribbon Week/prevention campaigns/evidence based
- Partnerships with peers/people in recovery
- Hidden in Plain Sight trainings with LE officers
- Increase visibility of problem
- Understand that the person suffering from addiction is not the only “problem,” it’s also the families, neighbors,
and community
- LE mentorship program/positive interactions with LE officers – kids of parents suffering from addiction, those in
recovery
What is the perception of how LE interacts with people struggling with substance misuse?
- Individual relationships with LE and citizens
o Non-verbal communication
o Human connections
- Training on dealing with people in crisis
o Understanding the lenses people view their world with
o Training on mental health
- Good interaction
o Actually- really good! (compared to LAPD)
- Number of police have increased
- Happy to hear that APD recruits receive crisis intervention training
- Observed good/compassionate interactions at Bean’s Café
- We can’t arrest our way out of this problem
- It has improved
- Public perception is that crime and drugs are out of control – they are visible
o Are police to blame?
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Alaska Department of Corrections: 80% of people in DOC system have a substance misuse problem. What role should
incarceration play?
- Increase the prevalence of meeting human needs
- Should not be punishment
- Rehabilitation
o How to succeed outside prison
o Support people on road to recovery
o Inmates working outside facility to learn job skills
- Inmates telling their story – increase dialogue
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Appendix 3: Literature Review
Anchorage Substance Misuse Community Assessment and Policy Recommendations
Substance Misuse Policy and Programming: Best Practices
Literature Review
This literature review seeks to identify the evidence-based programming and policy best practices for combatting
substance misuse. The interventions examined here have been identified by government agencies, think tanks, and/or
organizations as effective measures to address substance misuse. For each intervention, the body of scientific evidence
available is investigated and “scored” based on the strength of the evidence. For a summary of these scores, see page
five.
The literature review is broken into the following sections based on type of program and policy area. Generally, a
comprehensive approach to addressing substance misuse incorporates programming and policy in each of these areas.
Finally, some innovative ongoing interventions are listed. These interventions lack an evidence base, but may prove
effective at addressing some aspect of substance misuse.

Prevention
Harm Reduction
Intervention, Treatment & Recovery
Public Awareness & Stigma Reduction

Emerging Interventions: Innovative program and policy interventions without an evidence base, but which may be
promising solutions to combatting the opioid epidemic and substance misuse broadly.
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Acronyms & Definitions
ACE – Adverse Childhood Experience
Stressful or traumatic events in early childhood that are strongly related to the development and prevalence of a
wide range of health problems throughout a person’s lifespan
CBT – Cognitive Behavioral Therapy
A treatment method for SUD, particularly methamphetamine and cocaine
CDC – Centers for Disease Control and Prevention
The federal agency of national public health in the United States
DEA – Drug Enforcement Administration
The United States federal agency tasked with combatting drug smuggling and distribution
FTS – Fentanyl Test Strip
Small strips of paper that can detect fentanyl and some analogues in a substance
GSL – Good Samaritan Law
Laws that offer legal protection to people who give reasonable assistance to those who are injured, in danger, or
otherwise incapacitated
MAT – Medication Assisted Treatment
The combination of behavioral therapy and medications to treat substance use disorders
NAL – Naloxone Access Law
Laws that expand access to naloxone, the prescription medicine in Narcan
NIH – National Institutes of Health
The primary agency of the United States government responsible for biomedical and public health research
OEND – Overdose Education and Narcan Distribution
Training on overdose indicators, proper responses and Narcan administration, accompanied by Narcan
distribution to trainees
OUD – Opioid Use Disorder
A chronic brain disease that involves problematic opioid use resulting in significant impairment or harm to the
individual
PDMP – Prescription Drug Monitoring Program
State-run programs that collect, monitor, and distribute data about prescription and dispensation of controlled
substances
SAMHSA – Substance Abuse and Mental Health Services Administration
A branch of the United States Department of Health and Human Services in charge of improving the quality and
availability of treatment and rehabilitative services for substance misuse and mental illness
SBIRT – Screening, Brief Intervention and Referral to Treatment

134

An evidence-based practice used to identify, reduce, and prevent problematic use or misuse of alcohol and illicit
substances
SUD – Substance Use Disorder
The recurrent use of alcohol and/or drugs which results in clinically and functionally significant impairment
WHO – World Health Organization
An agency of the United Nations focused on international public health
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Summary of Findings
Prevention:
1. School-based youth prevention: there is substantial evidence that implementing skills-based, interactive
prevention curriculum in schools, targeted at appropriate ages, can lower substance misuse among youth.
2. Community-based prevention programs: there is some evidence that a community development approach to
prevention that is based on risk and preventive factors can help combat substance misuse, particularly among
youth.
3. Adverse Childhood Experiences: there is substantial evidence that ACEs are correlated with substance misuse
later in life. Therefore, interventions that seek to lower and mitigate ACEs scores in a population could have a
positive impact on substance misuse behaviors. More research regarding the link between specific interventions
and lowered population ACE scores is necessary.
4. Prescription Drug Monitoring Programs: there is some evidence that PDMPs improve clinical decision-making,
reduce doctor shopping and diversion of controlled substances, reduce opioid prescription rates, and in some
cases result in increased buprenorphine prescriptions and lowered overdose rates. There is not enough evidence
to firmly establish a correlation between PDMP use and lowered substance misuse or overdose rates. Some
research indicates that PDMPs could contribute to an increase in overdose deaths as individuals are forced to
move from prescription drug misuse to misusing illicit substances.
5. Prescribing Guidelines & Prescriber Education: there is some evidence that prescribing guidelines and prescriber
education can increase awareness of prescription opioid misuse amongst prescribers, and possibly contribute to
reduced opioid prescription rates. There is not yet enough evidence to determine the effects of the 2016 CDC
Opioid Prescribing Guidelines.
6. Co-Prescribing Naloxone with Opioids: there is some evidence that co-prescribing naloxone with opioids can
reduce opioid-related emergency department visits. There is not enough evidence to draw strong conclusions
about co-prescription of naloxone at this time.
Harm Reduction:
1. Naloxone Access: there is substantial evidence that increasing access to naloxone decreases opioid-related
overdoses and emergency department visits. Naloxone Access Laws may reduce opioid overdose deaths,
particularly when accompanied by Good Samaritan Laws.
2. Good Samaritan Laws: there is some evidence that implementation of Good Samaritan Laws that provide
protection from both civil and criminal prosecution can result in lowered overdose rates.
3. Syringe Services Programs: there is very substantial evidence that syringe services programs decrease HIV
infection rates, decrease needle sharing, and can divert people misusing substances to treatment.
4. Safe Drug Disposal: there is some evidence that comprehensive drug disposal box programs can be an effective
way to remove unused prescription drugs from a community. There is little evidence to suggest that drug take
back events remove any meaningful amount of drugs from the community, although they may help increase
awareness about the dangers of prescription drug misuse. There is no evidence yet on the effectiveness of drug
deactivation bags.
5. Safe Syringe & Needle Disposal: there is substantial evidence that safe syringe disposal boxes or locations are
very effective at reducing the number of discarded and improperly disposed of needles in a community.
6. Safe Injection Sites: while not legal in the United States, there is some evidence that these sites can reduce
overdose mortality, increase access to drug treatment, reduce needle sharing and risky drug use behavior, and
lower rates of public drug use.
7. Fentanyl Test Strips: there is some evidence that the use of fentanyl test strips can decrease risky drug use
behaviors at the time of drug use. There is very limited evidence on fentanyl test strips.
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Intervention, Treatment & Recovery:
1. Screening, Brief Intervention and Referral to Treatment (SBIRT): there is substantial evidence that brief,
universal, comprehensive SBIRT can reduce risky alcohol consumption, but less evidence for its role in reducing
risky drug use.
2. Medically Assisted Treatment (MAT): there is very substantial evidence that MAT retains people in substance
treatment, lowers illicit drug use, reduces opioid-related overdose mortality, and is associated with lower HCV
infection rates. Evidence indicates that MAT is more effective at achieving these outcomes than detoxification or
non-medical substance misuse treatment programs.
3. Drug Courts: there is some evidence that drug courts reduce criminal recidivism and substance misuse during
and after court program participation.
4. Housing First: there is some evidence that housing first policies improve housing outcomes, reduce incarceration
rates and prison time, and reduce emergency department visits and inpatient spending among people
experiencing homelessness. There is limited research on the direct impacts of housing first policies on substance
misuse.
5. LGBTQ Tailored Services: there is some evidence that treatment services tailored to the specific needs of LGBTQ
persons result in better recovery outcomes for these individuals.
6. Cognitive Behavioral Therapy (CBT) and the Matrix Model: there is some evidence that these two treatment
therapies for SUD are effective, particularly for methamphetamine and cocaine addictions, which have no
pharmacological treatment options.
7. Contingency Management: there is some evidence that this treatment method can be effective for individuals
with amphetamine use disorders.
8. Peer to Peer Services: there is some evidence that peer to peer services enhance treatment and recovery
outcomes for SUDs. This is an emerging field of research but the evidence is overwhelmingly positive.
9. Exercise: there is substantial evidence that exercise and physical activity can prevent substance misuse, enhance
treatment outcomes, and prevent relapse.
Public Awareness & Stigma Reduction:
1. Changing the language of addiction: there is substantial evidence that using people-first language and limiting
use of the word “abuse” when referring to substance use disorder can improve treatment outcomes for
individuals with substance misuse disorder and lower stigma among providers and health care professionals.
2. Public Awareness Campaigns: there is some evidence that contact-based campaigns that focus on positive
stories and recovery outcomes can help reduce stigma in target populations

Evidence-Based Prevention Interventions
Prevention of problematic drug use is a key aspect of addressing substance misuse at a community level. Prevention
science is based on the idea that negative health outcomes can be prevented by reducing or eliminating risk factors and
enhancing protective factors in individuals and their environments. 1 Prevention focuses primarily on youth and young
people, as evidence suggests that youth are more at risk to develop problematic drug use and that substance misuse
tends to emerge in mid-to-late adolescence. 2 Research indicates that youth who first use alcohol at ages 11-14 have a
much higher chance of problematic substance use later in life than those who first use alcohol after age 14. 3

J. David Hawkins et al., "Promoting Science-based Prevention in Communities." Addictive Behaviors 27, no. 6 (2002).
Mary Ellen O'Connell et al., "Preventing Mental, Emotional, and Behavioral Disorders Among Young People." 2009.
3 D.J. Dewit, "Age at First Alcohol Use: A Risk Factor for the Development of Alcohol Disorders." American Journal of Psychiatry 157, no. 5 (2000).
1
2
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Furthermore, prevention is a cost-effective way to address substance misuse: one study estimated an $18 savings for
every $1 spent on school-based prevention programming if such programming were implementing nationwide. 4
Based on the literature, the following evidence-based prevention interventions can be effective at lowering the rate of
substance misuse in target groups: (*some evidence; **substantial evidence; ***very substantial evidence)
•
•
•
•
•
•

School-based youth prevention programs**
Community-based prevention programs*
Programs that seek to lower instances of adverse childhood experiences**
Prescription drug monitoring programs*
Prescribing guidelines*
Co-prescribing naloxone with opioids*

1. School-Based Youth Prevention Programs
Prevention programs tend to be designed as either universal (targeting everyone in a group), selective (targeting groups
with higher risk of biological, psychological, or social risk factors), or indicated (targeting individuals who show signs of
risk for SUD). 5 Numerous school-based prevention programs have been studied and evaluated as effective, and the
Surgeon General has compiled a list of over 40 such evidence-based programs. 6 Importantly, the “Just Say No” approach
to drug education and prevention popularized with the DARE program has proven ineffective. 7 A SAMHSA cost-benefit
evaluation of school based prevention approaches found that if effective prevention programs were implemented
nationally, substance abuse initiation would decline for 1.5 million youth and be delayed by 2 years on average. 8 Some
of the factors that contribute to a successful youth prevention program include:
-

Aligned to the developmental stages of the intended target group: 9
o Elementary school students: most effective programs teach basic skills, problem solving, self-control,
don’t address substance use directly (drawing attention to substance use in high risk groups can even be
harmful)
o Early adolescents: social norm education (norm-focused discussions, correcting misperceptions of peers’
substance use, use of role models), enhancement of basic skills like self-control and decision making.
Preparing students for peer pressure was not found to be effective.
o Middle adolescents: difficult age to conduct prevention programming – few effective universal
prevention programs documented. High risk groups can benefit from skills around coping with stress and
anxiety.
o Late adolescents: refusal skills, health education on substance use interference in personal goals, basic
skills training in self-control, problem solving and decision making. Involvement of parents can have
positive outcomes. High risk groups do not benefit from refusal skills training.

Ted R. Miller et al., "Substance Abuse Prevention Dollars and Cents: A Cost-Benefit Analysis." National Criminal Justice Reference Service, 2008.
SAMHSA. "Risk and Protective Factors." August 13, 2018.
6 U.S. Department of Health and Human Services (HHS), Office of the Surgeon General, Facing Addiction in America: The Surgeon General’s Report
on Alcohol, Drugs, and Health. Washington, DC: HHS, November 2016.
7 S.T. Ennett et al., "How Effective Is Drug Abuse Resistance Education? A Meta-analysis of Project DARE Outcome Evaluations." American Journal of
Public Health 84, no. 9 (1994).
8 Ted R. Miller et al., "Substance Abuse Prevention Dollars and Cents: A Cost-Benefit Analysis." National Criminal Justice Reference Service, 2008.
9 Simone A. Onrust et al., Roy "School-based Programmes to Reduce and Prevent Substance Use in Different Age Groups: What Works for Whom?
Systematic Review and Meta-regression Analysis." Clinical Psychology Review 44 (March 2016).
4
5
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-

Interactive delivery methods – students practice refusing drugs, roleplay situations in a multimodal approach 10
Peer led or facilitated training 11
Program is based around both preventive and risk factors of the target group 12
Life skills approach is effective 13- some examples include the Life Skills Training Program, 14 Unplugged
Program, 15 and the Good Behavior Game 16

2. Community-Based Prevention Programs
“Until we provide people with an alternative source of dopamine, in the form of family connections, meaningful work
and a sense of purpose in their lives, the problem of addiction will continue to grow,” - Dr. Anna Lembke, medical
director of addiction medicine at Stanford. 17
A public health model of community-based prevention of disease or disorder involves assessing the risk and protective
factors associated with the problem in the target group, and then designing interventions to lower risk and strengthen
protective factors. 18 There is growing evidence to suggest that SUD arises in large part from a lack of community
connection, safety, and development (among other factors). This idea is summarized well by the concept that the
opposite of addiction is not sobriety, the opposite of addiction is connection. 19 To combat this, community-based
prevention efforts have arisen that focus on community development, fostering connections, and giving individuals
outlets to enhance overall SUD protective factors. That said, there is less evidence of effectiveness for community
prevention interventions than school-based prevention programming. More controlled research is needed in this area.
The Icelandic Model:
In the 1990s, Iceland identified a serious adolescent substance misuse problem countrywide. To address it, the country
implemented a radical, evidence-based strategy based on the concept of addiction and problematic substance misuse as
a problem of social disconnection rather than drug availability. This idea of substance use has recently gained traction
and is beginning to reshape substance misuse prevention efforts worldwide. In Iceland, the holistic prevention program
lowered alcohol, tobacco, and marijuana use significantly between 1997 and 2007.
The Icelandic approach is based around research that indicates that peer group affiliation (having friends who use or
don’t use substances), time spent with family, feeling cared about at school, and type of recreational activities available
Ibid.
W. Hollingworth et al., "Reducing Smoking in Adolescents: Cost-Effectiveness Results From the Cluster Randomized ASSIST (A Stop Smoking In
Schools Trial)." Nicotine & Tobacco Research 14, no. 2 (December 16, 2011); DC Gottfredson et al., "Characteristics of Effective School-based
Substance Abuse Prevention." Prevention Science 4, no. 1 (March 2003).
12 Mary Ellen O'Connell et al., "Preventing Mental, Emotional, and Behavioral Disorders Among Young People." 2009.
13 F Faggiano et al., "School-based Prevention for Illicit Drugs Use." Cochrane Database of Systematic Reviews, April 18, 2005; David R. Foxcroft et
al., "Universal School-based Prevention Programs for Alcohol Misuse in Young People." Cochrane Database of Systematic Reviews 5 (May 11, 2011);
Mahdi Moshki et al., "Effect of Life Skills Training on Drug Abuse Preventive Behaviors among University Students." International Journal of
Preventive Medicine 5, no. 5 (May 2014).
14 R. Spoth et al., "Longitudinal Effects of Universal Preventive Intervention on Prescription Drug Misuse: Three Randomized Controlled Trials with
Late Adolescents and Young Adults." American Journal of Public Health 103, no. 4 (April 2013).
15 Roman Gabrhelik et al., "“Unplugged”: A School-based Randomized Control Trial to Prevent and Reduce Adolescent Substance Use in the Czech
Republic." Drug and Alcohol Dependence 124, no. 1-2 (July 2012).
16 "Good Behavior Game." American Institutes for Research. October 19, 2016.
17 Josh Katz, "How a Police Chief, a Governor and a Sociologist Would Spend $100 Billion to Solve the Opioid Crisis." The New York Times. February
14, 2018.
18 Hawkins, J. David, Richard F. Catalano, and Michael W. Arthur. "Promoting Science-based Prevention in Communities." Addictive Behaviors 27,
no. 6 (2002).
19 Bruce K. Alexander et al., "Effect of Early and Later Colony Housing on Oral Ingestion of Morphine in Rats." Pharmacology Biochemistry and
Behavior 15, no. 4 (October 1981); Hari, Johann. "Everything You Think You Know About Addiction Is Wrong." TedTalks. June 2015.
10
11
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to young people are the strongest predictors of youth substance use. The country provided life-skills training and
comprehensive extracurricular activities for all children, facilitated strong links between parents and teachers, gave
parenting classes focused on maximizing time spent with kids, and passed laws making it illegal to buy tobacco under the
age of 18, alcohol under the age of 20, banning tobacco and alcohol advertising, and prohibiting children aged 13-16
from being outside after 10:00pm in winter and 12:00am in summer. 20
Key Best-Practices for Prevention Programming from the Icelandic Model:
-

Minimize unsupervised adolescent time periods
Create more and more frequent structured activity
Focus on delaying the onset of “first drink”
Base efforts at the community level
Get buy-in of elected officials
Involve parents at home, school, and community levels

3. Adverse Childhood Experiences (ACEs)
ACEs 21 are defined by SAMHSA as “stressful or traumatic events… related to the development and prevalence of a wide
range of health problems throughout a person’s lifespan, including those associated with substance misuse.” The list of
ACEs include: physical abuse, sexual abuse, emotional abuse, physical neglect, intimate partner violence, mother treated
violently, substance misuse within the household, household mental illness, parental separation or divorce, and
incarcerated household member. 22 Prevention of substance misuse must take into account that individuals with several
(typically understood as four or more) ACEs have higher risk factors for developing a SUD, and must also seek to prevent
children from having adverse experiences in the first place.
The presence of ACEs is associated with higher smoking rates, 23 mental and substance use disorders, 24 alcohol misuse, 25
and nonmedical prescription drug use among youth. 26 ACEs are also related to homelessness both directly and
indirectly, with childhood adversity substantially overrepresented in homeless populations. 27 This is significant, because
homeless populations experience higher rates of SUD than the general population – problematic alcohol use can be 6-7
times more prevalent in homeless populations, and the rate of SUD in homeless populations has been estimated at 30%
(compared to about 5-7% in the general adult population). 28 Importantly, research has found that positive, caring
student-teacher relationships are inversely associated with nonmedical prescription drug use, and recommends training

I.D. Sigfusdottir et al., "Substance Use Prevention for Adolescents: The Icelandic Model." Health Promotion International 24, no. 1 (December 11,
2008); Alfgeir Logi Kristjansson et al., "Adolescent Substance Use, Parental Monitoring, and Leisure-time Activities: 12-year Outcomes of Primary
Prevention in Iceland." Preventive Medicine 51, no. 2 (August 2010).
21 "About the CDC-Kaiser ACE Study." Centers for Disease Control and Prevention. June 14, 2016.
22 SAMHSA. "Adverse Childhood Experiences." September 7, 2018.
23 Earl S. Ford et al., "Adverse Childhood Experiences and Smoking Status in Five States." Preventive Medicine 53, no. 3 (September 2011).
24 Namkee G. Choi et al., "Association of Adverse Childhood Experiences with Lifetime Mental and Substance Use Disorders among Men and
Women Aged 50 Years." International Psychogeriatrics 29, no. 03 (2016).
25 Shanta R. Dube et al., "Adverse Childhood Experiences and Personal Alcohol Abuse as an Adult." Addictive Behaviors 27, no. 5
(September/October 2002).
26 Myriam Forster et al., "Associations between Adverse Childhood Experiences, Student-teacher Relationships, and Non-medical Use of
Prescription Medications among Adolescents." Addictive Behaviors 68 (May 2017).
27 Roos, Leslie E et al. “Relationship between adverse childhood experiences and homelessness and the impact of axis I and II disorders” American
journal of public health vol. 103 Suppl 2 (2013): S275-81.
28 Hwang, S W. “Homelessness and health” CMAJ : Canadian Medical Association journal = journal de l'Association medicale canadienne vol. 164,2
(2001): 229-33.
20
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teachers to recognize trauma (ACEs) in students and to cultivate strong student-teacher relationships to enhance schoolbased prevention programming.
A 2008 study found that five ACEs are associated with initiating drinking before age 14: physical abuse, sexual abuse,
mentally ill household member, substance abuse in the home, and parental discord or divorce. The study found that
individuals with these ACEs were substantially more likely to report that they “drank to cope during the first year that
they use alcohol.” 29
Research has also documented a correlation between childhood trauma and injection methamphetamine use among
female sex workers, 30 and factors associated with initiating injection methamphetamine use include being female,
sexual abuse, non-injection crack cocaine use, non-injection methamphetamine use, homelessness, association with
people using drugs, and younger age. 31 This indicates that prevention of methamphetamine use, and in particular
injection methamphetamine use, should focus on trauma informed care that is tailored to the needs of the at-risk
demographic.
Given the strong correlation between ACEs and substance misuse, effective substance misuse prevention approaches
must address ACEs. Unfortunately, most research around ACEs focuses on the effects of ACEs, and not on effective
prevention strategies. There are numerous social support programs that target specific ACEs 32 – too many to list here.
Broadly, however, research indicates that prevention of ACEs can be broken down into primary, secondary, and tertiary
prevention: 33
Prevention

Goal

Primary Prevention

Prevent occurrence of ACE

Examples of Programming
-

-

Secondary Prevention

Reduce severity of ACE, thereby
reducing the incidence of
adverse outcomes associated
with ACE

-

-

Programs that prevent
child abuse and neglect
Programs that increase
family and community
stability and resilience
Programs that teach
positive and effective
parenting skills
Programs that identify
and intervene on
families experiencing
violence and abuse
Trauma informed care
to identify and

E.F. Rothman et al., "Adverse Childhood Experiences Predict Earlier Age of Drinking Onset: Results From a Representative US Sample of Current
or Former Drinkers." Pediatrics 122, no. 2 (August 2008).
30 Argento E et al, “Violence, trauma and living with HIV: Longitudinal predictors of initiating crystal methamphetamine injection among sex
workers.” Drug and Alcohol Dependence 175: 198-204. June 1, 2017.
31 Marshall BD et al, “Individual, social, and environmental factors associated with initiating methamphetamine injection: implications for drug use
and HIV prevention strategies.” Prevention Science 12(2): 173-180. June, 2011.
32 "California Evidence-Based Clearinghouse for Childhood Welfare." List of Programs.
33 Resmiye Oral et al., "Adverse Childhood Experiences and Trauma Informed Care: The Future of Health Care." Pediatric Research 79 (2016); "Child
Abuse and Neglect: Prevention Strategies." Centers for Disease Control and Prevention. April 10, 2018.
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-

Tertiary Prevention

Treat and reduce long-term
consequences of ACE

-

-

-

immediately intervene
on ACEs
Psychological first aid
that reduces
psychological impact of
ACE
Trauma informed care
in health care and
service agencies
Programs that identify
and reduce risky health
behaviors associated
with ACEs
Social marketing
campaigns that build
empathy with ACE
consequences

4. Prescription Drug Monitoring Programs
Prescription Drug Monitoring Programs (PDMPs) are state-run electronic databases that track prescribing and dispensing
of controlled prescription substances. 34 The massive increase in the opioid prescribing rate in the United States has
driven the current opioid epidemic, as the opioid prescribing rate has risen 350% since 1999 and the age-adjusted rate
of prescription opioid-related deaths rose from 1/100,000 population to 4.4/100,000 from 1999 to 2016. 35 There is a
documented pathway from nonmedical prescription opioid use to heroin use: in a New York and Los Angeles study, 86%
of young urban people injecting heroin had used opioids non-medically before starting heroin use. In a similar Ohio
study, that number was 50%. 36 In Rhode Island, 24 of the 69 people who died from illicit fentanyl overdose between
2012-2014 had filled an opioid prescription within 90 days of death. 37
Reducing the number of prescription opioids in circulation, therefore, is considered an important preventative
intervention to combat the opioid crisis. PDMPs seek to limit and reduce the number of opioid and other prescription
substances prescribed and dispensed by tracking, monitoring, reporting, and intervening in high-prescriber situations.
While there is evidence to suggest that certain conditions will increase the prescriber utilization rate of PDMPs and
decrease prescribing and distribution rates of prescription opioids, the evidence that PDMPs actually lower opioidrelated overdose rates or have an effect on substance misuse in a population is lacking. 38 A 2016 study reviewed
government mortality data from 2006-2013, and did find that mandated provider review of PDMPs and pain clinic laws
reduced opioid prescription amounts by 8% and prescription opioid overdose death rates by 12%, while a large but
Shatterproof. Prescription Drug Monitoring Programs: Critical Elements of Effective State Legislation. Report. March 2016.
David S. Fink et al., "Association Between Prescription Drug Monitoring Programs and Nonfatal and Fatal Drug Overdoses." Annals of Internal
Medicine 168, no. 11 (May 08, 2018).
36 Wilson M. Compton et al., "Relationship between Nonmedical Prescription-Opioid Use and Heroin Use." The New England Journal of
Medicine 374 (2016).
37 Anne Schuchat et al., "New Data on Opioid Use and Prescribing in the United States." JAMA 318, no. 5 (August 01, 2017).
38 David S. Fink et al., "Association Between Prescription Drug Monitoring Programs and Nonfatal and Fatal Drug Overdoses." Annals of Internal
Medicine 168, no. 11 (May 08, 2018); Pew Charitable Trusts. Prescription Drug Monitoring Programs: Evidence-based Practices to Optimize
Prescriber Use. Report. December 2016.
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statistically insignificant reduction in heroin overdoses also occurred after implementation of these policies. 39 However
there is limited evidence from other studies to confirm these findings.
Conversely, some research suggests that the implementation of a PDMP may have no effect on or even increase opioidrelated overdoses because it may force individuals with OUD to move to heroin use (which is unregulated and
increasingly laced with fentanyl), as the availability of prescription opioids declines. A study on policy interventions
found that the use of PDMPs could result in 42,300 more opioid-related overdose deaths over the next 10 years for this
reason. 40 Perhaps in line with this analysis, Kentucky (the first state to implement mandated PDMP use), saw a decrease
in opioid prescribing rates, doctor shopping, and prescription overdose hospitalizations after the PDMP mandate was
enacted, but heroin treatment admissions also rose during the same period. 41
Moreover, the current opioid crisis is being driven not by prescription opioids, but by illicit synthetic opioids like
fentanyl. Recent research suggests that any policies that lower prescription opioid misuse will only decrease overall
opioid mortality nationwide by 3-5%, because most opioid overdoses today are caused by synthetic opioids. 42
That said, there is evidence that indicates that PDMPs improve clinical decision-making, reduce doctor shopping and
diversion of controlled substances, 43 reduce opioid prescription rates, and in some cases result in increased
buprenorphine prescriptions. 44 Since their creation in the 2000s, important data has also been gathered regarding
prescribing trends and habits. For example, the Oregon PDMP found that 4% of prescribers issued 60% of all controlled
substance prescriptions in the state. 45 Similar trends have been noted in other states, providing an important data point
in the analysis of the opioid epidemic.
Evidence-based best practices to increase the effectiveness of PDMPs include: 46
- Mandated Use: requiring a prescriber to view a patient’s PDMP data before writing a prescription for a
controlled substance.
- Streamlined Enrollment: minimize the time and difficulty of applying to access the PDMP (for prescribers,
delegates, and distributors). One possible way to do this is registration that occurs automatically in conjunction
with license registration.
- Delegation: allowing prescribers to designate someone on staff to access the PDMP on their behalf (one of the
greatest prescriber-cited barriers to use of PDMP is time: in one survey, 58% of physicians said the data from the
PDMP is too time-consuming to retrieve).
o In Kentucky, the law allows PDMP reports to be included in patient charts, allowing physicians and
delegates to receive data prior to scheduled visits. This may help improve workflow.
- Proactive unsolicited reports: send PDMP reports to prescribers, dispensers, law enforcement, and regulators to
flag harmful drug use or prescribing activity based on the data.
Deborah Dowell et al., "Mandatory Provider Review And Pain Clinic Laws Reduce The Amounts Of Opioids Prescribed And Overdose Death
Rates." Health Affairs 35, no. 10 (October 2016).
40 Allison L. Pitt et al., "Modeling Health Benefits and Harms of Public Policy Responses to the US Opioid Epidemic." American Journal of Public
Health 108, no. 10 (October 1, 2018).
41 Johns Hopkins Bloomberg School of Public Health. The Prescription Opioid Epidemic: An Evidence-Based Approach. Report. November 2015.
42 Chen Q, Larochelle MR, Weaver DT, et al. Prevention of Prescription Opioid Misuse and Projected Overdose Deaths in the United States. JAMA
Netw Open. 2019;2(2).
43 "Briefing on PDMP Effectiveness." Prescription Drug Monitoring Program Center of Excellence at Brandeis, September 2014.
44 Shatterproof. Prescription Drug Monitoring Programs: Critical Elements of Effective State Legislation. Report. March 2016.
45 Johns Hopkins Bloomberg School of Public Health. The Prescription Opioid Epidemic: An Evidence-Based Approach. Report. November 2015.
46 Shatterproof. Prescription Drug Monitoring Programs: Critical Elements of Effective State Legislation. Report. March 2016; Pew Charitable Trusts.
Prescription Drug Monitoring Programs: Evidence-based Practices to Optimize Prescriber Use. Report. December 2016; Johns Hopkins Bloomberg
School of Public Health. The Prescription Opioid Epidemic: An Evidence-Based Approach. Report. November 2015; "Briefing on PDMP
Effectiveness." Prescription Drug Monitoring Program Center of Excellence at Brandeis, September 2014.
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-

-

-

-

Interstate sharing: increase PDMP data sharing between states so that prescribers can see prescriptions
dispensed in other states.
Proactive analysis and investigation of PDMP data: states should require PDMPs to regularly analyze data and
send out reports regarding patients, prescribers, and dispensers. Professional licensure boards should receive
reports of questionable prescribing practices and investigate immediately.
o In California, when a prescriber signs on to his/her PDMP account, the dashboard lists his/her patients
who are currently being prescribed high doses of opioids, have been prescribed opioids for more than
90 days, and/or have obtained opioid prescriptions from six or more prescribers or pharmacies in the
last year. This eases the burden of use for prescribers and makes relevant data easily available.
Include Schedule IV drugs in the PDMP: Most prescription opioids are listed as Schedule II or III drugs, but
benzodiazepines are Schedule IV drugs and can have very harmful effects if taken together with opioid
medications. 47 In the US, 31% of prescription drug-related overdose deaths in 2013 involved benzodiazepines. A
2015 study in Britain found that 50% of veterans who died of a prescription drug overdose between 2004-2009
were prescribed opioids and benzodiazepines at the same time. 48
Data Timeliness and Accessibility: require dispensers to upload information to the PDMP in a regular, timely
manner (daily, weekly, or bi-weekly. Previous standard is monthly). Provide regularly available PDMP data to the
general public in a user-friendly electronic format, with all confidentiality best practices in place.
Prescriber training: train prescribers, delegates, and dispensers on how to use and access the PDMP.
Link PDMP to Treatment: require PDMPs to provide prescribers and dispensers with links to pain and substance
misuse professionals and treatment centers, including guidelines for intervening with persons with possible SUD.

5. Prescribing Guidelines and Prescriber Education
Approximately 11% of American adults experience chronic pain and 3-4% are prescribed opioids on a long-term basis.
Opioids are effective at relieving short-term pain (defined as 12 weeks or less) but evidence does not suggest that
opioids are effective for relieving chronic pain. 49 A 2011 study found that higher opioid doses were associated with
increased risk of opioid overdose death, and the rate of unintentional overdose death in the US between 1999-2007
increased sharply due largely to increases in prescription opioid overdoses. 50 The opioid prescription rate in the US
peaked in 2010, after climbing steadily since 1999, and has been decreasing since 2010. The 2017 rate, however, is still
higher than the rate in 1999, and amounts prescribed vary greatly across counties. 51
In 2016 the CDC released its “CDC Guideline for Prescribing Opioids for Chronic Pain” to respond to this crisis. 52 The
guideline is comprised of 12 recommendations intended to improve communication about the benefits and risks of
using opioids for chronic pain, improve the safety and effectiveness of pain treatment, and reduce the risks associated
with long-term opioid therapy. 53

Centers for Disease Control and Prevention. "Guideline for Prescribing Opioids for Chronic Pain." March 18, 2016.
Shatterproof. Prescription Drug Monitoring Programs: Critical Elements of Effective State Legislation. Report. March 2016.
49 Deborah Dowell et al., "CDC Guideline for Prescribing Opioids for Chronic Pain—United States, 2016." JAMA 315, no. 15 (April 19, 2016).
50 Amy SB Bohnert et al., "Association Between Opioid Prescribing Patterns and Opioid Overdose-Related Deaths." JAMA 305, no. 13 (April 06,
2011).
51 Gery P. Guy et al., "Vital Signs: Changes in Opioid Prescribing in the United States, 2006–2015." MMWR. Morbidity and Mortality Weekly
Report 66, no. 26 (July 07, 2017); Centers for Disease Control and Prevention. “2018 Annual Surveillance Report of Drug-Related Risks and
Outcomes — United States.” Surveillance Special Report. Centers for Disease Control and Prevention, U.S. Department of Health and Human
Services. Published August 31, 2018.
52 Centers for Disease Control and Prevention. "Guideline for Prescribing Opioids for Chronic Pain." March 18, 2016.
53 Deborah Dowell et al., "CDC Guideline for Prescribing Opioids for Chronic Pain—United States, 2016." JAMA 315, no. 15 (April 19, 2016).
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There is not enough evidence to determine whether the CDC’s Guideline has had an effect on prescription opioid
overdoses, overdose deaths, or the opioid epidemic at large. The opioid prescribing rate declined by 19.1% between
2016-2017, 54 but it is not clear how much of this can be attributed to the new prescribing guidelines (PDMP usage also
increased during this time period, for example). Moreover, one study identified chronic pain prescribing restrictions as a
policy intervention that could, over the next 10 years, actually increase opioid-related overdose deaths by 3,800 because
it may drive people with OUD to misuse illicit, unregulated substances. 55
That said, the CDC strongly recommends that its evidence-based Guideline is utilized by prescribers. Although the
Guideline may not reduce opioid overdose deaths, it may help to lower the number of opioid prescriptions written and
inform a more holistic approach to pain treatment. Some research suggests that a guideline like the CDC’s can affect
prescriber behavior: there is evidence that explicit clinical guidelines can improve clinical practice when introduced in
the context of rigorous evaluations. 56
The American College of Physicians, American Academy of Family Practice, and the American Medical Association have
introduced programs to help educate physicians about opioid prescribing. In 2016, the US Surgeon General sent a letter
to all licensed physicians with updated resources on safe prescribing, managing pain, and linking patients to addiction
treatment. 57 The President’s Commission on Combating Drug Addiction and the Opioid Crisis recommended in 2017 that
the Administration develop a model training program of continuing medical education on screening for substance use
and mental health status, and that the DEA should require all prescribers to participate in an approved continuing
medical education program on opioid prescribing before receiving relicensing. 58 However, it is not clear whether
increasing efforts to promote continued prescriber education on opioids has had a measurable effect on rates of OUD or
overdoses. 59

6. Co-prescribing naloxone with opioids
Naloxone is an opioid receptor antagonist that quickly reverses the effects of an opioid. It restores normal breathing and
can save someone from overdosing on an opioid substance. Naloxone, also known by its brand name Narcan, can be
administered as a nasal spray or injection, and has no known adverse reactions. Naloxone has no effect on a person
without opioids in their system. 60
Naloxone access is a key part of harm reduction (addressed in the following section), but it can also be used on the
prevention side. A survey of chronic pain patients receiving prescription opioids found that almost 20% had experienced
an overdose, yet only 3% reported having a naloxone prescription or being trained to deliver naloxone. 61 Co-prescribing
naloxone with opioid prescriptions is being evaluated as a possible way to prevent prescription opioid overdoses. While
there is not much research on co-prescribing, a 2016 study found that providing naloxone in a primary care setting may
Centers for Disease Control and Prevention. “2018 Annual Surveillance Report of Drug-Related Risks and Outcomes — United States.”
Surveillance Special Report. Centers for Disease Control and Prevention, U.S. Department of Health and Human Services. Published August 31,
2018.
55
Allison L. Pitt et al., "Modeling Health Benefits and Harms of Public Policy Responses to the US Opioid Epidemic." American Journal of Public
Health 108, no. 10 (October 1, 2018).
56 Jeremy M. Grimshaw et al., "Effect of Clinical Guidelines on Medical Practice." The Lancet 342, no. 8883 (November 27, 1993).
57 Anne Schuchat et al., "New Data on Opioid Use and Prescribing in the United States." JAMA 318, no. 5 (August 01, 2017).
58 The President's Commission on Combatting Drug Addiction and the Opioid Crisis. November 1, 2017.
59 Todd Kerensky et al., "Opioid Overdose Prevention and Naloxone Rescue Kits: What We Know and What We Don’t Know." Addiction Science &
Clinical Practice 12, no. 4 (January 07, 2017).
60 National Institute on Drug Abuse. "Naloxone for Opioid Overdose: Life-Saving Science." March 2017.
61 Ibid.; Kelly E. Dunn et al., "Opioid Overdose Experience, Risk Behaviors, and Knowledge in Drug Users from a Rural Versus an Urban
Setting." Journal of Substance Abuse Treatment 71 (December 2016).
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reduce opioid-related adverse events. The study found that patients prescribed naloxone had 47% fewer opioid-related
emergency department visits per month in the six months after receiving the prescription, compared with patients who
did not receive a naloxone prescription. 62
Despite limited evidence on co-prescribing, the American Medical Association Opioid Task Force recommends coprescribing naloxone with opioids to reduce the risks of overdose. 63 The CDC, in its “2016 Guideline for Prescribing
Opioids for Chronic Pain,” recommends considering naloxone prescription and overdose education for patients and
household members of patients prescribed opioids under certain conditions. 64 At the same time, prescriptions for
naloxone have increased: one study found a 1170% increase in naloxone dispensing from American retail pharmacies
between 2013 and 2015. 65
While research on co-prescribing is scarce, research on the benefits of naloxone is more robust. For example, when
states pass laws that allow laypeople to administer naloxone or provide immunity from prosecution to people calling
911 for medical assistance (see Good Samaritan Laws section), opioid-related deaths decrease between 9-11%. 66 There
is also evidence that overdose education and naloxone distribution have resulted in reductions in community level
opioid overdose death rates. 67 This suggests that, while co-prescribing naloxone does not have a strong evidence base, it
may still provide positive effects as it distributes more naloxone into communities, particularly into households where
prescription opioids are present and related overdoses common. 68

PO Coffin et al., "Nonrandomized Intervention Study of Naloxone Coprescription for Primary Care Patients Receiving Long-Term Opioid Therapy
for Pain." Annals of Internal Medicine 165, no. 4 (August 16, 2016).
63 American Medical Association Opioid Task Force. Help save Lives: Co-prescribe Naloxone to Patients at Risk of Overdose. Report. August 2017.
64 Centers for Disease Control and Prevention. "Guideline for Prescribing Opioids for Chronic Pain." March 18, 2016.
65 CM Jones et al., "Increase in Naloxone Prescriptions Dispensed in US Retail Pharmacies Since 2013." American Journal of Public Health 106, no. 4
(April 2016): 689-90.
66 Daniel Rees et al., "With a Little Help from My Friends: The Effects of Naloxone Access and Good Samaritan Laws on Opioid-Related
Deaths." National Bureau of Economic Research, February 2017.
67 Todd Kerensky et al., "Opioid Overdose Prevention and Naloxone Rescue Kits: What We Know and What We Don’t Know." Addiction Science &
Clinical Practice 12, no. 4 (January 07, 2017).
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Evidence-Based Harm Reduction Interventions
Harm reduction is a set of strategies aimed at reducing the negative consequences of using drugs, keeping people who
use drugs as safe as possible, and promoting the rights of people who use drugs. 69 Harm reduction as a policy is growing
in popularity as the evidence base to support its efficacy grows, however there are still those who believe that harm
reduction enables drug use. For example, in 2016 Maine’s Governor Paul LePage vetoed a bill that would have allowed
pharmacists to dispense naloxone without a prescription, and in July of 2018 he vetoed several more harm reduction
bills, including one that would have funded syringe services programs. 70 In his veto of the naloxone law, Governor
LePage said, “Naloxone does not truly save lives; it merely extends them until the next overdose. Creating a situation
where an addict has a heroin needle in one hand and a shot of naloxone in the other produces a sense of normalcy and
security around heroin use that serves only to perpetuate the cycle of addiction.” 71 Those who believe that harm
reduction interventions enable drug use essentially believe that providing safer ways to use drugs will both encourage
drug use and endanger lives. Evidence suggests that neither of these arguments are true. In fact, research indicates that
harm reduction programs and policy can reduce overdose deaths and connect people to treatment services.
Based on the literature, the following evidence-based harm reduction interventions can be effective at mitigating the
harms of substance misuse in target groups: (*some evidence; **substantial evidence; ***very substantial evidence)
•
•
•
•
•
•
•

Naloxone Access**
Good Samaritan Laws*
Syringe Services Programs***
Safe Drug Disposal*
Safe Syringe & Needle Disposal**
Safe Injection Sites*
Fentanyl Test Strips*

1. Naloxone Access
Naloxone, as stated above, is an opioid antagonist that quickly reverses the effects of an opioid-related overdose. It has
no effect on individuals with no opioids in their system, and can be injected or administered via a nasal spray. Naloxone
is often referred to by its brand name Narcan. A 2018 study of the effects of naloxone distribution in British Columbia
during an outbreak of fentanyl-related overdoses found that for every 64 take home naloxone kits distributed, 7 deaths
were averted. 72
Naloxone Access Best Practices:
-

Targeted distribution: Provide naloxone to people at high risk of overdose or witnessing overdose. The people
who most often witness and respond to overdoses are people who use drugs. A 2010 nation-wide study found
that 80% of overdose reversals with naloxone in the US were carried out by people who use drugs. 73 Another
target group is family members of people who use drugs or are at risk of overdose: a review of data in

"Principles of Harm Reduction." Harm Reduction Coalition. https://harmreduction.org/about-us/principles-of-harm-reduction/.
McCauley, Lauren. "Despite Rising Death Toll, LePage Vetoes Opioid Treatment Bills." Maine Beacon. July 9, 2018.
71 Miller, Kevin. "LePage Vetoes Bill Aimed at Increasing Access to Overdose Antidote." Press Herald. April 20, 2016.
72 Irvine, Michael A et al. “Distribution of take-home opioid antagonist kits during synthetic opioids epidemic in British Columbia, Canada: a
modeling study.” The Lancet 3, no. 5 (May 1, 2018).
73 Jennifer J. Carroll et al., "Evidence-Based Strategies for Preventing Opioid Overdose: What’s Working in the United States." Centers for Disease
Control and Prevention, 2018.
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Massachusetts found that family members of people at risk of overdose were responsible for 20% of all
recorded naloxone rescue attempts among all those in an Overdose Education and Naloxone Distribution
training program. 74 Getting naloxone to these targeted groups, especially in rural areas where emergency
services are not readily available, is key to preventing overdose deaths. 75
Project Lazarus, a nonprofit in North Carolina, analyzed data on overdoses and community knowledge
regarding overdoses and came up with the following list of “naloxone priority groups” to target in their
overdose education and naloxone distribution program:
•
•
•
•
•
•
•
•
•
•

76

Recent medical care for opioid poisoning/intoxication/overdose
Suspected or confirmed history of heroin or nonmedical opioid use
High-dose opioid prescription (≥100 mg/day morphine equivalence)
Any methadone prescription for opioid naive patient
Recent release from jail or prison
Recent release from mandatory abstinence program or drug detox program
Enrolled in methadone or buprenorphine detox/maintenance (for addiction or pain)
Any opioid prescription and known or suspected
Remoteness from or difficulty accessing medical care
Voluntary patient request

-

Education, particularly in rural areas: Ensure that people who use drugs and first responders are well informed
as to the potential effects and actions of naloxone. Comfort with carrying and administering naloxone is crucial.
Evidence indicates that prescribers who received naloxone training reported greater comfort, more knowledge,
and less fear of the consequences of dispensing naloxone. 77 A 2013 Massachusetts study found that opioid
overdose death rates were reduced in communities that received overdose education and naloxone distribution
(OEND) compared to communities that did not receive OEND. 78 Additionally, research has found that naloxone is
less often administered by EMT-basics (compared to EMT-intermediates), who are more common in rural areas.
The same study found that while the odds of naloxone administration are 23% higher in rural areas than urban
areas, the opioid overdose rate is 45% higher in rural areas. 79 Rural areas are farther from emergency services,
less likely to have highly trained EMTs, and experience higher levels of opioid related overdoses. Positively,
studies show that brief education (5-10 minutes) on naloxone is sufficient to improve comfort and facility in
recognizing and managing overdose. 80 Naloxone access and comfort of use in these areas is crucial.

-

Law Enforcement Access: ensure that law enforcement is trained in naloxone administration and opioid
overdoses, and that officers carry naloxone at all times. A 2015 study in Ohio found that increases in the number

Sarah M. Bagley et al., "Expanding Access to Naloxone for Family Members: The Massachusetts Experience." Drug and Alcohol Review 37, no. 4
(April 20, 2017).
75 Jennifer J Carroll et al., "Evidence-Based Strategies for Preventing Opioid Overdose: What’s Working in the United States." Centers for Disease
Control and Prevention, 2018.
76 Su Albert et al., "Project Lazarus: Community-Based Overdose Prevention in Rural North Carolina." Pain Medicine 12, no. 2 (June 13, 2011).
77Alyssa M. Peckham et al., "A Survey of Prescribersʼ Attitudes, Knowledge, Comfort, and Fear of Consequences Related to an Opioid Overdose
Education and Naloxone Distribution Program." Journal of Public Health Management and Practice 24, no. 4 (July/August 2018).
78 A. Y. Walley et al., "Opioid Overdose Rates and Implementation of Overdose Education and Nasal Naloxone Distribution in Massachusetts:
Interrupted Time Series Analysis." Bmj 346 (January 31, 2013).
79 Mark Faul et al., "Disparity in Naloxone Administration by Emergency Medical Service Providers and the Burden of Drug Overdose in US Rural
Communities." American Journal of Public Health 105, no. S3 (July 2015).
80 Emily Behar et al., "Brief Overdose Education Is Sufficient for Naloxone Distribution to Opioid Users." Drug and Alcohol Dependence 148 (March
1, 2015).
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of law enforcement officers trained and carrying naloxone was associated with a reduction in opioid overdose
deaths and an increased rate of survival among opioid overdose victims in the surrounding area. 81
-

Treatment Centers and Criminal Justice Settings: Individuals who have just left a treatment center or
incarceration are at high risk for opioid related overdose, because their tolerance for opioids are low, and the
risk that they will take a large dose of an opioid is high. People are more than 25 times more likely to overdose
in the first weeks following cessation of treatment than during treatment. 82 There is limited research on the
effect on overdose rates of take home naloxone programs for people leaving correctional facilities, and most of
the research that exists has been done on male prisoners. 83 That said, there are some general evidence-based
recommendations to increase effectiveness of such naloxone interventions. Universal (rather than opt-in)
naloxone distribution and training programs within treatment centers and criminal justice institutions are
suggested to help prevent overdoses. Close friends and family of the individuals in treatment or incarceration
should also be trained in naloxone administration.
o Scotland’s National Naloxone Programme started providing naloxone at release to inmates in 2011 and
was associated with a 36% reduction in the proportion of opioid-related deaths occurring within the first
four weeks following release from prison. 84
o At New York’s Rikers Island correctional facility, a program trained individuals visiting detainees in
naloxone administration and overdose prevention. Over a six month period, 1406 visitors were trained
and 8 trainees reported using naloxone to reverse an overdose. Importantly, 35% of naloxone kits were
distributed to neighborhoods with above average opioid overdose rates, and 22% of kits were
distributed to neighborhoods with the highest rates of residents re-entering after incarceration. 85 This is
an important case study, as it suggests a novel way to effectively distribute naloxone to several target
populations.

-

Naloxone Access Laws: Naloxone access laws make it easier to obtain naloxone by expanding how the
medication can be distributed beyond traditional prescriptions. All 50 states allow medical providers to
prescribe naloxone to patients, however some people at risk of opioid related overdose do not have contact
with a health professional. Naloxone access laws expand who can prescribe or distribute naloxone, who can
receive naloxone prescriptions, and legal protections for those that carry and/or use naloxone. 86 There is limited
research on the effectiveness of naloxone access laws at reducing overdoses, although one study found that
adoption of naloxone access laws are associated with a 9-11% reduction in opioid related deaths, and two or
more years after the adoption of such a law there is a 21% decrease in opioid-related deaths. 87 Additionally,
qualitative studies indicate that people who use drugs often fear that they may be arrested for possession of

Jessica Rando et al., "Intranasal Naloxone Administration by Police First Responders Is Associated with Decreased Opioid Overdose Deaths." The
American Journal of Emergency Medicine 33, no. 9 (September 2015).
82 Marina Davoli et al., "Risk of Fatal Overdose during and after Specialist Drug Treatment: The VEdeTTE Study, a National Multi-site Prospective
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83 Meredith Horton et al., "A Mapping Review of Take-home Naloxone for People Released from Correctional Settings." International Journal of
Drug Policy 46 (May 2, 2017).
84 Sheila M. Bird et al., Effectiveness of Scotland’s National Naloxone Programme for Reducing Opioid-related Deaths: A before (2006-10) versus
after (2011-13) Comparison." Addiction 111, no. 5 (May 2016).
85 Meredith Horton et al., "A Mapping Review of Take-home Naloxone for People Released from Correctional Settings." International Journal of
Drug Policy 46 (May 2, 2017).
86 SAMHSA's Center Center for the Application of Prevention Technologies. Preventing the Consequences of Opioid Overdose: Understanding
Naloxone Access Laws. Report. January 20, 2018.
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naloxone if they call 911. 88 Therefore, naloxone access laws may assuage fear of arrest and increase the rate of
naloxone use and emergency services contact. There is almost no research on specific provisions of naloxone
access laws which may impact effectiveness. Limited evidence exists for the following two provisions to
naloxone access laws:
o Expand pharmaceutical distribution of naloxone through standing orders, protocol orders, collaborative
practice agreements, or pharmacist prescriptive authority. 89 In Rhode Island in 2014-2015, pharmacies
dispensed 572 naloxone kits via collaborative practice agreements, which amounted to 25% of all
naloxone distributed in the state. Experts believe this contributed to a much smaller increase in opioid
overdose deaths (7) in this time period compared to surrounding states like Massachusetts and New
Hampshire (40). 90
o Civil, criminal and disciplinary immunity for medical professionals who prescribe naloxone and
individuals who administer it. Removing criminal liability for possession of naloxone is associated with a
13% reduction in opioid-related deaths, and the effects of naloxone access laws that do not have
protection from criminal liability have effects that are statistically indistinguishable from zero. 91
-

Insurance reimbursement and Medicaid: a generally recognized best practice for increasing access to naloxone is
to require insurers to reimburse for naloxone prescriptions and third party naloxone prescriptions, and to
include all forms of naloxone on a state’s Medicaid preferred drugs list. 92 Although no research examines
whether these specific interventions have a direct effect on substance misuse or overdose rates, evidence does
suggest that increased access to naloxone will reduce opioid-related overdoses. Ensuring that individuals have
financial access to naloxone, which is rapidly becoming more expensive, 93 is an important policy intervention.

2. Good Samaritan Laws
Good Samaritan Laws (GSLs) are policies that provide legal protections for people who contact emergency assistance in
the event of a drug overdose. GSLs can include criminal, civil, and disciplinary immunity for various crimes related to
drug possession. 94 As of June 2018, 46 states and the District of Columbia had some kind of drug overdose GSL in
place. 95
The effects of GSLs on substance misuse and opioid-related overdoses have been measured in one study, which
indicated that while the effects of GSLs on opioid-related deaths are often large and consistently negative, they are not
statistically significant at conventional levels. That said, the study found that adoption of a GSL is associated with a 13%
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decrease in opioid-related deaths not involving heroin. The study also found evidence that GSLs reduce opioid-related
deaths involving alcohol. 96
Awareness is important for GSLs to have an effect in overdose situations. A study in New York City found that awareness
of the GSL in place statistically increased the likelihood that a bystander would call 911 in the event of an overdose.
Another study of police officers found that trainings and informational tools on GSLs provided to police officers quickly
increased the officers’ familiarity and comfort with overdose response and helped them to overcome their jurisdictional
and liability concerns. 97
Qualitative studies have documented that fear of being arrested or harassed by police often discourages people using
drugs from calling 911 in the event of an overdose. 98 Combined with the evidence that adoption of GSLs do not increase
recreational use of prescription painkillers (no moral hazard attached to GSL as an intervention), this suggests that
policies which enact and expand GSLs can be considered a best practice to reduce opioid overdoses.

3. Syringe Services Programs
Syringe services programs (formerly known as syringe or needle exchanges) are community-based programs that
provide free access to syringes and needles and facilitate safe disposal of used syringes and needles. Syringe services
programs in the United States were banned from receiving federal funding from 1988-2009. This ban was reinstated by
Congress in 2011 and lifted again in 2016, meaning that federal funding for syringe services programs has been legal for
a total of four out of the last 30 years. 99
There is ample evidence to indicate that syringe services programs have two important, proven harm reduction impacts:
reduction in needle/syringe sharing 100 which results in reduced HIV and HCV infection rates, and offering a diversion
point to SUD treatment services. In addition, syringe services programs offer other health related services, like access to
other drug paraphernalia, Narcan, sharps containers, testing for disease, and other medical treatment. While there is
little evidence to draw any conclusions about the effectiveness of these additional services, they are a notably positive
“side-effect” of syringe services programming.
One important additional service provided by many syringe services programs is access to condoms and safe sex
education. This is extremely important, as drug use – and in particular methamphetamine use – is associated with
sexually risky behavior. 101 In fact some studies indicate that methamphetamine use can increase the risk of syphilis
infection and incidence of HIV infection in men who have sex with men. 102
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HIV and HCV prevention: Multiple studies 103 indicate that syringe services programs can reduce the transmission of
blood-borne viruses like HIV and HCV among people who inject drugs, without increasing illicit drug use. 104 Research
suggests that virtually all people who inject drugs will carry a serious disease after five years of drug use. 105 This
underscores the importance of providing syringe services to people who inject drugs, and in particular to younger
people and/or people who have recently started injecting drugs, to prevent infection. Importantly, while there is
substantial evidence that syringe services programs lower HIV transmission rates, there is less evidence that these
programs reduce HCV transmission. 106 More research is needed in this area.
A survey of HIV prevalence in 103 cities across 24 countries, 16 of which had syringe services available, found that the
cities in countries with syringe services had declining rates of HIV seroprevalence (18.6% mean annual decline), while
HIV seroprevalence increased in locations without syringe services (8.1% mean annual increase). 107 A 2004 World Health
Organization (WHO) review found that in the absence of syringe services programs, there were no documented cases of
declining HIV incidence in a population with high HIV prevalence. 108 A notable 1999 study looked at the closure of a
needle exchange in Connecticut after it was blamed for the city’s drug problem. After the closure of the needle
exchange, significant increases in syringe reuse and sharing occurred, although surveys of outdoor drug-use areas found
no decrease (or increase) in the volume of discarded syringes. 109
A recent Stanford study of policy interventions to reduce opioid related deaths in the US calculated that expanding
syringe supply programs could result in 5,900 less deaths from opioids over the next 10 years. 110 A 2015 study found
that about 18% of syringe injections are covered by syringe supply programs in the United States, and concluded that
this represents a “tremendous unmet need for clean syringes among people who inject drugs.” 111
Additionally, evidence clearly indicates that syringe services programs are incredibly cost-effective interventions, as the
cost of treating an individual with HIV or HCV is much higher than the cost of maintaining a syringe services program. 112
Diversion to treatment: Individuals who participate in syringe services programs are five times more likely to enter drug
treatment and 3.5 times more likely to stop injecting compared to those who don’t participate in these programs. 113 A
1999 study found that “needle exchange programs” represent an important bridge to drug misuse treatment for HIVinfected and uninfected people who use injection drugs. 114
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Evidence-based factors that increase effectiveness of syringe services:
- Provide an adequate supply of sterile needs (not one-for-one exchanges or limits on daily dispersal) 115
- Provide syringes in as many different ways and locations as possible: pharmacy, syringe services location, syringe
services mobile location, syringe vending machine. While the research is thin, there is evidence to suggest that
pharmacy and vending machine syringe services attract different populations, and that a community that offers
every different kind of syringe services program will more effectively reach the entire population of people
injecting drugs. 116
- Keep syringe services locations open for as many hours during the day as possible. Evidence shows that “daylight
operating hours” for these programs can create barriers to accessing the services for many people who inject
drugs. 117
- When establishing or expanding syringe services programs, the needs and concerns of the local community are
addressed. Research suggests that fear of repercussions and lack of leadership are two of the greatest barriers
to implementing syringe services programs. Combined efforts of activists, public officials, researchers, and
community coalitions are needed to establish community-accepted syringe services programming. 118

4. Safe Drug Disposal
One common way that prescription drugs end up being used for non-medical purposes is through diversion. A 2016
study estimated that about 20% of adults with an opioid prescription self-reported sharing those opioids with another
person, most frequently for helping to manage pain. 119 Research at a four-year college in the Midwestern United States
found that the leading source of prescription opioids among undergraduates (used for nonmedical reasons) were friends
and parents. 120 A 2009 pilot assessment of people who misuse prescription drugs in Delaware found that the primary
sources of prescription drugs on the street were the elderly, patients with pain, doctor shoppers, and pill brokers who
work with these groups. 121 Proper disposal of prescription drugs in the United States is rare, and surveys indicate that
many prescribed drugs are not used. 122 This reality has led to interventions which seek to promote safe prescription drug
disposal of unused medication. This is usually done through “drug take back” events 123 run by a local organization,
government, or police department, static drug disposal receptacles, and drug deactivation kits that can be distributed to
the public.
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Drug Take Back Events: This is a popular intervention, and while the literature suggests that this kind of event raises
awareness 124 about prescription drug diversion and does result in substantial amounts of substances being returned, the
amounts are actually a very small proportion of the total prescription drugs dispersed, 125 and there is no evidence that
drug take back events effect overdose rates. 126 One analysis concluded: “these programs will not solve or even make a
substantial dent in the prescription opioid public health crisis.” 127 However, another study found that the majority of
donors to take back events in Appalachia traveled 10 miles or less to donate their substances, and concluded that
perhaps implementing more frequent, more locally-based community take back events (with less travel required for
community members) could increase the amount of drugs dispensed. 128
Drug Disposal Boxes: Many communities have several permanent prescription drug disposal boxes located in places like
police departments and pharmacies. 129 Some studies indicate that these boxes can be an effective way to remove excess
controlled substances from the community. 130 However, a 2016 study in Kentucky found that drugs deposited in safe
disposal boxes represent a “miniscule” proportion of the number of drugs dispensed. 131 There is a lack of evidence to
conclusively indicate whether drug disposal boxes are an effective intervention to combat the opioid crisis and
substance misuse.
Drug Deactivation Bags: Single use drug deactivation bags have become a popular method for promoting safe disposal
of pharmaceuticals in the United States. While many states have begun handing out these bags for free, there is a lack of
research on the effectiveness of this intervention. One study is underway in Ohio to evaluate use patterns and
effectiveness of the bags. 132 More research is needed to evaluate the impact and cost effectiveness of this intervention.
International Programs with Recorded Successes:
- Australia’s Return Unwanted Medicines Project is a free, national project that collects unused medications at
any pharmacy. A 2016 evaluation of the project concluded that it is effective at collecting dangerous medicines
from the population. 133
- France’s Cyclamed Program was started in 1993 and from 2007 has been collecting unused drugs as well as
waste packaging materials. Cyclamed is funded by the pharmaceutical industry through a tax on boxes of
medication distributed, and more than 22,000 pharmacies work with Cyclamed to help recover unused
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medications. Research indicates that 75% of French people return some amount of unused medication, and 70%
of people “always” return medication. 134
British Columbia’s Medications Return Program, started in 1996, is a province-wide governmental program
which collects and disposes of unused and unwanted medications. More than 96% of pharmacies participate,
and the program has seen increases in the number of drugs collected each year, specifically in residual
pharmaceuticals. However, only 20% of residents use the program and 31% are aware that pharmacies collect
unused medications. 135

5. Safe Syringe & Needle Disposal (Sharps Disposal)
“Sharps” is a medical term for devices with sharp points or edges that can puncture or cut skin, including hypodermic
needles, syringes, and lancets. According to the Food and Drug Administration (FDA), approximately 3 billion needles are
used each year in the United States. 136 Safe disposal of used syringes and needles is important for reducing the instances
of accidental injury (which can result in the transmission of disease, although this is rare) and general public health
concerns.
Evidence suggests that secure syringe drop boxes are an effective intervention to reduce discarded needles, and are
economical. Studies show that drop boxes are associated with up to 98% reduction in discarded needles, with most
significant reductions occurring within 200m of a drop box. Reductions were inversely proportional to walking distance
from drop boxes. 137 A study in the United States found that in the absence of syringe disposal opportunities, 95% of
syringes used by people who inject drugs were disposed of improperly (as opposed to 13% in a city with needle disposal
services). 138
In the George Bush International airport, instances of accidental needle sticks declined sharply after the airport installed
safe syringe disposal containers in all of its public bathrooms. In the ten years of program operation, there were just two
needle-stick injuries among the airport workers. 139 A New York program that installed community-based sharps disposal
bins in every county collected over 2,600,000 syringes in 2006 and has been evaluated as an effective way to collect
used needles. 140

6. Safe Injection Sites
Safe injection sites, also called supervised consumption sites, are locations where people who inject drugs can go to
consume their drugs under supervision and with access to sanitary supplies and conditions. Staff do not assist with
injection, but they ensure the safety of clients and can administer naloxone if someone experiences an overdose. 141
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Safe injection sites are illegal in the United States. Several states are pushing to open locations, 142 but the current
Administration is strongly opposed, and the Department of Justice has forcefully said that it will take “swift and
aggressive action” against cities and states that attempt to open a safe injection site. 143 There is at least one secret,
unauthorized safe injection site operating in the United States. 144 Evidence indicates that safe injection sites can have
significant benefits for people who use drugs, and in 2017, the American Medical Association announced its support for
developing supervised injection facility pilot programs. 145
Safe injection facilities exist in Canada, Europe, and Australia. Most of the research on safe injection sites has been
conducted on two sites in Canada and Australia. Evidence from these studies finds that safe injection sites reduce
overdose mortality (overdoses decreased by 35% in the area around the Vancouver safe injection site after its
opening 146) and increase access to drug treatment. Safe injection sites are associated with safer injection practices, but
research does not indicate that these sites reduce instances of drug dealing or crime in surrounding areas. 147 Evidence
from the Vancouver safe injection site indicates that use of the facility by injecting drug users was followed by
measurable reductions in public drug use and syringe sharing, 148 as well as a reduction in publicly-discarded syringes and
injection-related litter. 149 A survey of 18 safe injection sites across Europe and Australia found that these facilities
reduced public drug use, positioned people who use drugs in more direct contact with medical care and treatment, and
reduced the volume of discarded drug-related litter. 150

7. Fentanyl Test Strips
Fentanyl is a synthetic opioid 50-100 times more potent than morphine. In 2016, the CDC reported that fentanyl and
associated analogues were associated with over half of the opioid overdoses in ten states during the second half of that
year. 151 Many people who use drugs, and heroin in particular, do not know that their substance is contaminated with
fentanyl (fentanyl is much cheaper than heroin, which incentivizes drug makers to mix it with more expensive
substances). A study of heroin users in British Columbia found that of the 29% whose substances tested positive for
fentanyl, 73% did not report knowingly using the drug. 152 More alarmingly, a 2017 study in Vancouver found that 86% of
all drug samples and 90% of heroin samples tested positive for fentanyl at a supervised injection site. 153 In Rhode Island,
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a study found that 50% of study participants who use illicit drugs encountered fentanyl in the past year (2016), and that
these individuals routinely experienced non-fatal overdose. Interest among this population in risk mitigation strategies
regarding fentanyl were high. 154
Fentanyl test strips (FTS) allow people who use drugs to test their substances for the presence of fentanyl and its
analogues. There is very limited research on FTS, although the studies that have been completed indicate some positive
effects of FTS use. A 2017 study of people who use drugs and have been given FTS in North Carolina found that 81% of
the sample used an FTS before consuming their drugs. When the FTS tested positive for fentanyl, an individual was five
times more likely to report changes in drug use behavior, compared to those who received a negative result. 155 The
study at the Vancouver safe injection site revealed that a positive test result for fentanyl resulted in an individual being
10 times more likely to cut back on the amount of drugs consumed. 156
There are some concerns about the ability of the test strips to detect a wide range of fentanyl analogues, and the fact
that the test takes two to five minutes to work and requires drug dilution in water may deter individuals from using it.
There is limited evidence on the acceptability of FTS among people who use drugs. 157 More research needs to be done in
this area.
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Evidence-Based Intervention, Treatment & Recovery Interventions
Intervention, treatment, and recovery services for individuals with SUD are crucial steps in the path towards long-term
recovery. Unfortunately, they are often some of the hardest services to adequately and efficiently provide. There is
strong evidence that SBIRT interventions can help lower instances of risky substance use behavior and divert those with
SUD towards treatment. Medically assisted treatment (MAT) for SUD also has a strong body of evidence behind it and
has been proven to be more effective at treating substance misuse than detoxification or other non-medical treatment
programs.
Based on the literature, the following evidence-based intervention, treatment, and recovery interventions can be
effective at treating substance use disorder in target groups: (*some evidence; **substantial evidence; ***very
substantial evidence)
•
•
•
•
•
•
•
•
•

Screening, Brief Intervention and Referral to Treatment (SBIRT)**
Medically Assisted Treatment (MAT)***
Drug Courts*
Housing First*
LGBTQ Tailored Treatment Services*
Cognitive Behavioral Therapy (CBT) and the Matrix Model*
Contingency Management*
Peer to Peer Services*
Exercise**

1. Screening, Brief Intervention and Referral to Treatment (SBIRT)
Screening, Brief Intervention and Referral to Treatment (SBIRT) is a model of care designed to provide universal
screening, detection, early intervention, and treatment for people with problematic substance use. SBIRT typically
occurs within a health care setting. 158
There is substantial evidence demonstrating the effectiveness of SBIRT in reducing risky alcohol consumption, 159 but less
evidence for its role in reducing risky drug use. 160 A 2005 randomized controlled trial suggests that brief interventions
can reduce cocaine and heroin use, 161 and a brief intervention for regular amphetamine users found significant increases
in the likelihood of abstinence from amphetamines among those receiving two or more treatment sessions. 162 A study of
youth aged 14-18 found brief interventions in the emergency department of a hospital resulted in a decrease in self-
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reported aggression and alcohol consequences. 163 In 2008, WHO did a randomized controlled trial across five countries
(including the United States) to evaluate the effectiveness of brief interventions on illicit drug use. It found that the
group receiving brief intervention had reduced total illicit substance involvement, cannabis involvement, and stimulant
involvement. However, opioid-specific substance involvement was not affected. 164
SBIRT best practices: 165
- Brief: Screening should be short (5-10 minutes)
- Universal: all patients should receive the screening
- Comprehensive and strong linkages to specialty treatment exist: if an individual is identified as at risk of or
possessing SUD, links to treatment should be immediately available
- One or more specific behaviors targeted in the screening: a 2006 study validated a single question screening test
that accurately identified drug use in primary care patients 166
There is an emerging focus on implementing SBIRT in schools, and the President’s 2017 Commission on Combatting Drug
Addiction and the Opioid Crisis recommended that the Department of Education collaborate with states to implement
SBIRT in middle school, high school, and college. 167 However, there is very limited evidence on the feasibility,
implementation and effectiveness of SBIRT in this setting. One 2013 study of 248 students in two urban New York
schools found that 42% of students reported substance use in the screening, compared to 28% in the school-wide
anonymous survey. All but one of the positively screened students voluntarily accepted one or more brief intervention
sessions. 168 A 2013 study in New Mexico of over 600 students across 13 schools found that brief intervention resulted in
significant reductions in frequency of drinking to intoxication and drug use, but not alcohol use generally. 169 More
research is needed in this area.

2. Medication Assisted Treatment (MAT)
Medication Assisted Treatment (MAT) is a combination of psychosocial therapy and FDA-approved medication to treat
OUD. There are three FDA-approved drugs that can be used in MAT (listed below), and each treats OUD differently.
Methadone and buprenorphine are opioid agonists, meaning that they bind to the same opioid receptors in the brain
that an opioid like heroin or morphine does, and trick the brain into thinking it is getting the misused drug. Methadone
and buprenorphine do not cause a feeling of euphoria or high, withdrawal does not occur, and they can be safely taken
for a lifetime. Naltrexone is an opioid antagonist, which means that it blocks opioid substances from binding to the
opioid receptors in the brain, thereby blocking the euphoric and sedative effects of misused opioids. An individual must
detox before beginning treatment with naltrexone. Like methadone and buprenorphine, naltrexone can be safely used
for a lifetime. 170
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FDA Approved Drugs Used for MAT: (as of 2016) 171
Medication
Mechanism
Route of
administration

Dosing frequency

Available through

Methadone

Full agonist

Pill, liquid, wafer

Daily

Opioid treatment
program

Buprenorphine

Partial agonist

Pill, film placed
inside cheek or
under tongue,
implant

Daily, implant is
every 6 months

Any prescriber
with waiver
(requires 8 hrs of
training)

Naltrexone

Antagonist

Oral formulations,
extended release
injection

Oral formulation
daily, injection
monthly

Any health care
provider with
prescribing
authority

A common misperception is that MAT is simply the replacement of one addiction or drug dependence with another.
Actually, MAT programs supply a safe and controlled level of medication that allows an individual to overcome the use
of a misused opioid. The medications relieve or suppress cravings and withdrawal symptoms that cause chemical
imbalances in the brain. 172 A survey of the research on functional outcomes of individuals on MAT found no statistical
difference in the memory, attention, fatigue, vision and employment performance and function of individuals enrolled in
MAT compared to “untreated, healthy” individuals. The cognitive speed and driving abilities of MAT patients were lower
than those in the “healthy” group. Studies comparing methadone patients to a control group not treated with
methadone found consistently lower rates of criminal activity in the methadone treatment group. Other studies,
however, have found no statistical difference in criminal activity between MAT patients and control groups. 173
There is substantial evidence 174 that MAT retains people in substance misuse treatment, 175 suppresses illicit opioid
use, 176 reduces opioid-related overdose mortality, 177 and is associated with lower HCV infection rates. 178 Importantly,
these studies find that MAT is more effective at achieving the above outcomes than is abstinence/detoxification
treatment or non-opioid agonist forms of treatment. A 2018 study found that methadone maintenance treatment is
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associated with success rates of 60-90%, compared to a 5-10% success rate for detoxification treatment without
medication. 179
Studies have found that there is a significant gap in the United States between the number of individuals suffering from
SUD, and the number of MAT treatment facilities available to treat them. In the United States in 2012, the rate of opioid
dependence was 891.9/100,000 people, while maximum potential buprenorphine treatment capacity was 420.3 and
patients receiving methadone in opioid treatment programs was 119.9. 96% of states had opioid use disorder rates
higher than their buprenorphine treatment capacity rates and 38 states had at least 75% of the opioid treatment
programs operating at 80% capacity or more. 180 In addition, privately funded substance treatment facilities often do not
offer MAT as part of their treatment plan, 181 and few prescribers are authorized to prescribe buprenorphine. A 2014
study found that 16% of psychiatrists and 3% of primary care physicians had obtained the DEA waiver that allows them
to prescribe buprenorphine, meaning that most American counties had no physicians authorized to prescribe
buprenorphine. 182 Currently in the United States, 8% of physicians are approved to prescribe buprenorphine to 275
patients, and 20% are approved to prescribe to 100 patients. 72% of physicians are approved to prescribe to 30
patients. 183 A 2017 survey-based study found that the main reasons that prescribers do not obtain a waiver to prescribe
buprenorphine are: lack of belief in agonist treatment, lack of time for additional patients, and belief that
reimbursement rates are insufficient. 184
MAT for incarceration: implementing MAT in the prison system is an effective strategy to lower illicit opioid use, drug
injection, and syringe sharing among prisoners. 185 One study found an association between extended-release naltrexone
treatment among male prisoners and significantly lower rates of opioid relapse after release from prison. 186 Research
also indicates that individuals who enter MAT programs while incarcerated are significantly more likely to continue
treatment after release, compared to individuals who were referred to treatment at the time of release. Those who
initiated MAT prior to release had lower levels of heroin use, opiate use, and injection drug use six months after release,
compared to those referred to treatment upon release. 187 MAT programs in prison can, along with retaining individuals
in treatment after release and lowering rates of illicit drug use after release, 188 significantly lower the risk of opioid
related overdose death in the period immediately following release from incarceration. 189
In 2016, Rhode Island started a comprehensive program in their corrections system that screens all individuals entering
the system for opioid use disorder, offers MAT with all three FDA-approved drugs to medically eligible individuals, and
California Society of Addiction Medicine. "Methadone Treatment Issues." 2018.
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Effectiveness Trial," Addiction 110, no. 6 (June 2015).
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2012).
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provides linkages to care in the community after release from the corrections system. One year after the initiation of
this program, statewide overdose deaths dropped by 12% and post incarceration overdose deaths dropped by 61%.
Before the start of the program, from January-June 2016, 14.5% of people who died from an overdose in Rhode Island
were recently incarcerated. After the start of the program, from January-June 2017, 5.7% of people who died of an
overdose were recently incarcerated. 190
Best Practices is MAT Programming for Incarcerated Individuals:
- Provide uninterrupted MAT services if an individual was receiving MAT before incarceration 191
- Do not require forced withdrawal from methadone upon entry into the corrections system 192
- Screen all individuals for SUD, offer all three forms of MAT medication, and initiate treatment in prison 193
MAT in emergency rooms: The practice of initiating MAT in emergency rooms for patients with OUD is fairly new, and no
best practices have been identified yet. However, there is evidence that “bridging the gap” between emergency services
and long-term SUD treatment can increase the likelihood that an individual stays in treatment and reduce the use of
illicit opioids. 194 This means beginning MAT in the emergency room and sustaining the treatment until the patient can
get off of a waiting list and into a treatment facility or program. A study out of the Yale School of Medicine found that
emergency department initiated buprenorphine and naloxone treatment with continuation in primary care was
associated with increased engagement in addiction treatment and reduced illicit opioid use during a two month interval
compared to patients who received referral to treatment only or a brief intervention and referral only. However, no
significant differences in illicit opioid use were observed at six or 12 months across the three groups. 195
Case Study: Vermont’s Hub & Spoke Model
In 2012, Vermont implemented its innovative “Hub & Spoke” model of treatment to address the opioid epidemic. The
state was divided into five geographic regions, each with a “hub clinic” organized around an existing opioid treatment
program. These hub clinics were given prescriptive authority to dispense buprenorphine as well as methadone. When a
patient enters a hub (from a hospital, emergency department, residential program, corrections, etc.), they are assessed
and the best MAT option is determined. After a patient is assessed to be stable on MAT, they are referred to a spoke
provider (if a patient has no primary care provider, they are linked to a medical home for continuing MAT). Spokes are
waivered physicians, and each spoke is supported by a MAT team of one registered nurse and a master’s level
behavioral health provider per 100 Medicaid MAT patients. The MAT team takes care of the bulk of the work associated
with treating a MAT patient.
Results: During the first three years of implementation, the number of patients served in hubs increased from 900 to
2800. Waiting list times decreased, and the Central and Northeast hubs eliminated their waiting lists by March 2016. By
2014, 10.5/1000 people were treated by the system, up from 3.7/1000 in 2012. The number of waivered physicians in
Vermont increased 64% from 2012 to 2016. The Department of Vermont Health Access projected in March 2014 that
for the 2000+ patients served by the Hub and Spoke model, the savings would be $6.7 million. Vermont now has the
highest capacity for treating OUD in the country.
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MAT for alcohol use disorder: Naltrexone is not only a treatment for OUD: it can also be used to treat alcohol use
disorder. Research indicates that naltrexone is an effective treatment for alcohol addiction, particularly for more severe
alcohol use disorders. 197 That said, several studies have found naltrexone ineffective, including a randomized control
trial sponsored by the Department of Veterans Affairs. 198

3. Drug Courts
Drug courts are specialized court programs that target criminal offenders with drug and alcohol misuse problems. The
program is designed to divert individuals out of the traditional criminal justice system while preventing and treating
substance misuse problems. 199 The first drug court in the United States was started in 1989, in response to the
increasing number of offenders with problematic substance use in the criminal justice system. 200 As of December 2014,
there were 3,057 drug courts in the United States and over 107,000 drug court participants. 44% of counties did not
have an adult drug court. In urban adult drug courts, 22% of participants primarily misused heroin or pharmaceutical
opioids; in suburban courts this number was 34% and in rural courts 31%. 201
Drug courts have generally been evaluated as an effective intervention to reduce criminal recidivism in adult
populations. 202 Some studies indicate that drug courts can reduce substance misuse during and after court
participation 203 and increase the length of time that individuals spend in treatment. 204 There is little research
investigating the impact of drug courts on OUD or SUD broadly. More research is needed in this area to determine if
drug courts can have a meaningful impact on substance misuse.
The President’s 2017 Commission on Combatting Drug Addiction and the Opioid Crisis recommends that the
Department of Justice establish federal drug courts within the federal district court system in all 93 federal judicial
districts. The report also recommends that individuals with substance use disorder who violate probation terms with
substance use should be diverted into drug court, rather than prison. 205
In reviews of best practices within drug courts, the following patterns emerge:
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Adult drug courts are more effective than youth drug courts in reducing recidivism and substance misuse. There
is little to no evidence indicating that youth drug courts demonstrate effective outcomes in terms of recidivism
or substance misuse. 206
Comprehensive treatment for substance use disorder is offered, including MAT. 207 Despite the proven
effectiveness of MAT, a 2012 study found that while 98% of drug courts surveyed had participants with OUD,
only 47% offered some kind of opioid agonist treatment and 18% offered naltrexone. 208

4. Housing First
In 2016, the US Department of Housing and Urban Development found that approximately 17% of people experiencing
homelessness had chronic SUD (compared to about 7% in the general population). 209 Research also indicates that
individuals experiencing homelessness have a risk of mortality 1.5-11.5 times greater than the risk in the general
population, 210 and homeless individuals using drugs tend to engage in more high-risk behavior and are at higher risk for
fatal and nonfatal drug overdose, HIV seroconversion, and developing physical health conditions. 211
Housing First is a housing policy that ensures that an individual can access supportive housing services regardless of
whether he or she is using an illicit substance or on a MAT program. This is contrasted with many affordable housing
policies that forbid participants from using any kind of illicit substances, called Treatment First policies. A review of six
randomized controlled trials in different American cities found strong evidence that housing first can improve housing
outcomes, reduce incarceration rates and prison time, and lower emergency department visits and inpatient spending
among people experiencing homelessness. The study found that Housing First programs saw improved housing stability
compared to Treatment First programs, but no impact on substance use outcomes. The study concluded that Housing
First programs can offer some relief for people who are both suffering from SUD and experiencing homelessness.
Importantly, the review found substantial cost savings in Housing First programs. 212
A study of housing first programs in Anchorage and Fairbanks found that tenants in housing first reported significant
declines in alcohol consumption after moving in to housing first. They also reported higher levels of community
engagement, lower levels of pain, and fewer symptoms of depression. 213
More research is needed to determine the impact of supportive housing on SUD and substance misuse generally.
However, there is strong evidence to suggest that housing first policies and programs can aid highly vulnerable
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populations, connect them to medical and social resources, and keep them from entering or reentering the criminal
justice system.

5. LGBTQ-Tailored Treatment Services
Research on substance misuse in the LGBTQ community is thin, but studies on treatment of substance misuse in this
community point in the same direction. Generally, sexual minorities are at greater risk for developing SUD and
substance misuse treatment tailored to the specific needs of LGBTQ individuals results in better outcomes, yet there are
few treatment facilities in the United States that offer services specifically for LGBTQ individuals.
A 2015 National Institutes of Health (NIH) survey indicated that, while there is not enough data to draw conclusions
about long term trends, there are higher rates of substance misuse and SUD among sexual minorities in the United
States than in the heterosexual majority. 214 The same study found that 10.4% of adult sexual minorities had misused
prescription pain relievers in the last year compared to 4.5% of heterosexual adults, and a 2013 study found higher rates
of binge drinking in the LGBTQ population than the heterosexual population. 215 Evidence also concludes that LGBTQ
individuals have higher odds of frequent mental distress and depression than heterosexual individuals, issues that
compound SUD. 216
At the same time, health services specifically targeted to the LGBTQ population are limited. A 2017 study found that
most LGBT community health centers are concentrated in urban and coastal areas, and that 13 states do not have an
operating LGBT community health center. 217 A 2007 study examining the number of SAMHSA treatment facilities
offering services to LGBTQ individuals found that 11.8% of listed programs advertised specific LGBTQ services. Upon
further investigation, the study found that 70% of these programs offered services no different from those offered to
the general public, and only 7% could identify a service specifically tailored to the needs of LGBTQ clients. 218 Finally, a
review of research from 2004-2014 indicates that non-heterosexual orientation was a determining factor in difficulty of
accessing health care, predominantly due to heteronormative attitudes 219 of health professionals. 220
While service options are limited and barriers to access real, evidence shows that the LGBT population enters SUD
treatment with more severe substance problems that heterosexual individuals, and they demonstrate different patterns
of substance use and psychosocial characteristics once in treatment. 221 More research is needed in this area, but it
appears that substance misuse treatment services that are tailored to the specific needs of the LGBTQ population result
in better outcomes for this community. 222 One review of research on substance misuse treatment programs for LGB
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women recommends both more specific treatment programs for the LGBTQ population, as well as a greater
incorporation of LGBTQ-informed care into all treatment services, to reduce the segregation of this already marginalized
group. 223

6. Cognitive Behavioral Therapy and the Matrix Model
Cognitive behavioral therapy (CBT) was originally developed to prevent relapse of alcohol use disorder and was later
adapted for cocaine addiction. CBT focuses on helping individuals identify and correct problematic behaviors by applying
a range of skills that can be used to stop drug misuse and address a range of co-occurring morbidities. 224
There is some evidence that CBT can be an effective treatment for methamphetamine 225 and other SUDs. 226 Unlike for
OUD, there is no FDA-approved pharmacological treatment for methamphetamine use disorder. CBT combined with
motivational interviewing has showed promise for treating methamphetamine use in gay and bisexual men, 227 and CBT
may improve control of impulsivity and self-regulation for people with methamphetamine use disorder. 228
Additionally, CBT is a recognized treatment option for cannabis use disorder. Research suggests that CBT significantly
reduces levels of cannabis consumption, increases abstinence levels, and results in fewer cannabis related problems
among people in treatment for a cannabis use disorder. 229 Given the overlaps between psychosis, anxiety, and
marijuana misuse, CBT combined with anxiety treatment has also proven to be an effective treatment for cannabis use
disorder. 230
The Matrix Model is a treatment approach developed in the 1980s to treat stimulant drug use, particularly cocaine. The
treatment therapy integrates CBT, 12-step treatment modalities, and motivational enhancement treatment to target
behavioral, emotional, cognitive, and relationship issues. It is a highly structured and scheduled treatment that can be
monitored through urine testing. 231
There is some evidence to demonstrate the effectiveness of the Matrix Model in treating SUD. One study found that
compared to treatment as usual, the Matrix Model showed increased abstinence of longer duration, and better rates of
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treatment retention and program completion, but these benefits were not sustained at follow up. 232 There is some
limited evidence that the Matrix Model can be effective for cocaine and methamphetamine addictions. 233

7. Contingency Management
Contingency Management is a treatment therapy that provides financial incentives or other rewards for completing
treatment-related goals. For example, giving a voucher to a patient for every substance-free urine test completed.
Research indicates that contingency management for amphetamine use disorders is generally effective 234 and increases
abstinence, particularly when carried out for longer periods of time. 235 One study found that contingency management
for methamphetamine addiction was also effective in treating co-occurring tobacco use disorder, 236 and another found
positive effects of contingency management for gay men with HIV and methamphetamine use disorder. 237 However, a
2010 randomized controlled trial of contingency management for men who have sex with men and use
methamphetamine found that the treatment did not have large or sustained effects on methamphetamine use. 238
There is more evidence to suggest that contingency management is an effective treatment modality than there is for
CBT or the Matrix Model. That said, the research base is not as strong as it is for MAT, for example.

8. Peer to Peer Services
Peer supports is an emerging field in addiction treatment that revolves around an individual with lived experience of
addiction and recovery providing support and advocacy for someone with an active addiction. One study designated
peer supports as the “fastest growing occupation in the mental health sector.” 239
Research on peer supports is limited given the relatively new emergence of this strategy within the addiction treatment
field. A 2016 review of 10 studies on peer to peer services found that these programs can be effective in addressing and
supplementing substance use treatment, HIV and HCV risk behaviors, and secondary substance-related behaviors like
craving and self-efficacy. 240 Similarly, an assessment of peer recovery support services studies from 1995-2012 found
that these services resulted in reduced relapse rates, increased treatment retention, improved relationships with
Rawson, RA et al. "Methamphetamine Treatment Project: Multisite Comparison of Psychosocial Treatment Approaches." Addiction 99, no. 6
(June 2004).
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treatment providers, and increased satisfaction with the overall treatment experience. 241 Peer supports can also
increase engagement in care in the short term and reduce substance use over the long term for adults with co-occurring
psychosis and substance use, 242 and reduce the risk of relapse not only for substance use disorders but homelessness as
well. 243
Finally, a 2017 study found that peer supports not only increase treatment retention and decrease relapse rates, but can
increase measures like self-esteem, confidence, sense of control, empowerment, empathy, acceptance, and
engagement in self-care and wellness for people in treatment for SUD. At the same time, they can decrease depression,
psychotic symptoms, and hospital admission rates for these patients. 244

9. Exercise
There is relatively strong evidence to suggest that exercise can improve SUD treatment outcomes and even prevent
substance misuse. Exercise and physical activity activate release dopamine in the brain in the same ways that substance
use does. Therefore, exercise can activate the same pathways as a drug like morphine. Numerous studies on rats have
found that when provided with the opportunity to exercise, rats choose to administer less of the available substance
(usually morphine or cocaine). 245
Additionally, research indicates that exercise can decrease the reinforcing effects of drugs of misuse, and may prevent
substance use initiation and relapse. 246 At the same time, exercise can be an effective supplement to treatment
programs for SUD. It has been found to reduce anxiety and depression among methamphetamine users, enhancing their
recovery outcomes, 247 and to relieve cigarette craving and improve treatment outcomes for individuals with nicotine use
disorders. 248
Exercise can also be an effective substance misuse prevention method. Research has found that promoting physical
activity in youth may protect against cocaine misuse, 249 and exercise may reduce relapse vulnerability for youth with
nicotine addictions. 250 Exercise in patients in recovery from methamphetamine use disorders can also result in positive
physiological changes that can enhance recovery from drug dependency. 251
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Evidence-Based Public Awareness & Stigma Reduction Interventions
Stigma can have highly damaging effects on marginalized individuals. Broadly, stigma can result in poor access to mental
and physical health care, reduced life expectancy, exclusion from higher education and employment, increased risk of
contact with the criminal justice system, victimization, poverty, and homelessness. 252 Specific to substance misuse,
evidence shows that people with SUD in the United States are highly stigmatized, and this can result in barriers to access
to treatment and poorer treatment outcomes.
Based on the literature, the following evidence-based public awareness and stigma reduction interventions can be
effective at increasing knowledge of substance use disorder and decreasing stigma surrounding the disorder in target
groups: (*some evidence; **substantial evidence; ***very substantial evidence)
Changing the Language of Addiction**
Public Awareness Campaigns*

1. Changing the Language of Addiction
In 2016, an estimated 7.5% of Americans 12 years or older had a SUD involving either alcohol or illicit drugs. In the 18-25
year age group, that number was 15.1%. At the same time, of those with a SUD, about 19% of people 12 and older
received some kind of treatment, and about 12% of people 18-25 years old with SUD received treatment. 253 This means
that overall, about 81% of Americans with SUD do not receive treatment, and 88% of Americans 18-25 years old do not
receive treatment.
Stigma is an often-cited reason for why people with SUD do not seek treatment. 254 A 2009 study found that people are
more likely to assign blame to individuals with SUD (due to their disorder) than to individuals with mental illness or a
physical illness. 255 A 2014 study reinforced this finding: in a national survey, more respondents were unwilling to have a
person with “drug addiction” marry into their family or work closely with them, compared to a person with mental
illness. Respondents were also more likely to accept discriminatory practices against people with SUD and more likely to
oppose policies aimed at helping these individuals. 256 A 2013 evaluation of studies from 2000-2011 regarding health
professionals’ attitudes towards patients with SUD found that health professionals generally had a negative attitude
towards these patients. These negative attitudes diminished patient empowerment and treatment outcomes. 257

Petra C. Gronholm et al., "Interventions to Reduce Discrimination and Stigma: The State of the Art," Social Psychiatry and Psychiatric
Epidemiology 52, no. 3 (March 2017).
253 Results from the 2016 National Survey on Drug Use and Health: Detailed Tables, report, SAMHSA, September 7, 2017.
254 Carmen L. Masson et al., "Possible Barriers to Enrollment in Substance Abuse Treatment among a Diverse Sample of Asian Americans and Pacific
Islanders: Opinions of Treatment Clients," Journal of Substance Abuse Treatment 44, no. 3 (March 2013); John F. Kelly and Cassandra M.
Westerhoff, "Does It Matter How We Refer to Individuals with Substance-related Conditions? A Randomized Study of Two Commonly Used
Terms," International Journal of Drug Policy 21, no. 3 (May 2010).
255 Patrick W. Corrigan, Sachiko A . Kuwabara, and John O'Shaughnessy, "The Public Stigma of Mental Illness and Drug Addiction," Journal of Social
Work 9, no. 2 (April 1, 2009).
256 Colleen L. Barry et al., "Stigma, Discrimination, Treatment Effectiveness, and Policy: Public Views About Drug Addiction and Mental
Illness," Psychiatric Services 65, no. 10 (October 2014).
257 Leonieke C. Van Boekel et al., "Stigma among Health Professionals towards Patients with Substance Use Disorders and Its Consequences for
Healthcare Delivery: Systematic Review," Drug and Alcohol Dependence 131, no. 1-2 (July 1, 2013).
252

169

One of the evidence-based methods of overcoming stigma is through language change. Studies have found that when
individuals with SUD are referred to as a “substance abuser” rather than a “person with substance use disorder,”
clinicians are more likely to agree with the sentiment that the person is personally culpable and that punitive measures
should be taken. A 2010 study found that using person first language (“person with substance use disorder” rather than
“substance abuser”) caused participants to be substantially more likely to view the individual as more in need of
treatment and less deserving of punitive measures like jail sentences and fines. 258
In 2004, SAMHSA released “Substance Use Disorders – A Guide to the Use of Language.” 259 In it, the word “abuse” is
listed as stigmatizing because “it negates the fact that substance use disorders are a medical condition, blames illness
solely on the individual with the illness, ignoring environmental and genetic factors, as well as the drugs’ abilities to
change brain chemistry… and it feeds into the stigma experienced not only by individuals with substance use disorders,
but also by family members and the treatment/recovery field.” The Guide recommends using “substance use disorder”
rather than “drug abuser,” or “substance abuse.” In 2017 the Office of National Drug Control Policy released a memo
entitled “Changing the Language of Addiction.” The memo recommends the use of person-first language when referring
to substance use disorder. 260 The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) refers to
substance use disorders, eliminating old language like “substance abuse” and “substance dependence.” 261
Research now strongly emphasizes that an important step in overcoming stigma both publically and amongst health care
professionals is aligning the language of addiction with scientific evidence. 262 Using person-first language can improve
perceptions of individuals with substance use disorder, which in turn can have positive treatment outcomes and may
even encourage more individuals to seek treatment, as the barrier of stigma is reduced.

2. Public Awareness Campaigns
While it is evident that stigma creates barriers to treatment and can even lower treatment outcomes for people with
SUD, it is difficult to measure the effectiveness of public awareness campaigns aimed at lowering this stigma. Many
states and individual organizations have implemented public awareness campaigns aimed at precisely this goal. 263
However, few studies of their effectiveness have been conducted. Of the very few studies examining stigma reduction
campaigns regarding substance misuse, one found that it is quite difficult to combat negative perceptions among
medical students with educational interventions. 264 A review of 13 campaigns aimed at reducing substance misuse
stigma found that the following approaches were most effective: 265
- Self-stigma: can be reduced through group-based acceptance and commitment therapy 266
- Social stigma: can be reduced through communicating positive stories of people with SUD
John F. Kelly and Cassandra M. Westerhoff, "Does It Matter How We Refer to Individuals with Substance-related Conditions? A Randomized
Study of Two Commonly Used Terms," International Journal of Drug Policy 21, no. 3 (May 2010).
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2014.
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Policy 35, no. 1 (February 2014).
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266 Acceptance and Commitment Therapy (ACT) is a psychological therapy aimed at mindfulness, acceptance, and dealing with negative thoughts
rather than avoiding them
258

170

- Structural stigma: can be reduced through training based on contact with individuals with SUD and education
targeting medical students and professionals (like police and counselors)
Because the research on substance misuse stigma reduction awareness campaigns is so thin, it is useful to investigate
awareness campaigns aimed at stigma reduction in a similar (and often overlapping) field: mental illness. A broad review
of public awareness campaigns aimed at increasing awareness of and decreasing stigma around mental illness found
that such campaigns can be somewhat successful at achieving both of these goals. 267 Successful campaigns included:
- Using several interaction methods together: distribution of educational materials, a media
campaign, and
training of gatekeepers and medical professionals was more successful than
implementing one of these strategies
alone
- Local level programs worked better than national level: adapting messages to smaller, more
homogenous
groups is more effective
- Target one or two diseases: this proved more effective than trying to make the public aware of mental illness
generally
- Repeated exposure to the campaign: this reinforces messages
- Employ multiple methods of transmission: for example, use TV, internet, billboards, radio, etc.
- Involve people with mental illness: sharing real experiences increases effectiveness of the
campaign
- Redefine recovery: research indicates that conversations about recovery from mental illness should not focus
solely on the medical perspective of recovery as an end-state, but on recovery as a “sense of hope, goal
attainment, and community.” 268
As an interesting nuance, a recent survey by Civis Analytics looked at messaging to increase support for MAT and needle
exchanges among Americans. The study of 5500 Americans in 2018 compared the following four messages about
addiction, and examined their effects on support for MAT and needle exchanges.
1. “Accidental Addiction:” addiction is an unintentional consequence of opioid prescription
2. “Community Impact:” addiction has a devastating impact of families and communities
3. “Treatment Efficacy:” MAT and needle exchanges in other countries are successful, OUD can be effectively
treated
4. “Victim-Blaming:” people with OUD are “weak-minded degenerates”
At baseline, the study found that 56% of Americans support MAT and 49% support needle exchanges. After testing the
four messages, Civis Analytics found that all four appeared to increase support for both MAT and needle exchanges.
Overall, the “Treatment Efficacy” message increased support for both interventions the most (+18% support for MAT
and +15% for needle exchanges), followed by the “Community Impact” message (+13% for MAT and +9% for needle
exchanges). The “Victim Blaming” messaging increased support for MAT by 11% and needle exchanges by 7%. 269 This
study has not been confirmed by other research, but serves as an interesting addition to the small body of research
evaluating public opinion on substance misuse.
Many states, local governments, and organizations are implementing public awareness campaigns to reduce stigma
related to substance misuse, with the hope that reductions in stigma will help individuals with SUD get treatment. It is
unclear, due to a lack of evidence, whether these campaigns have been successful. However, research indicates that
there are some evidence-based best practices that can be applied to public awareness campaigns that can reduce stigma
in a target population.
267 Hélène Dumesnil and Pierre Verger, "Public Awareness Campaigns About Depression and Suicide: A Review," Psychiatric Services 60, no. 9
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Emerging Interventions
1. The Gloucester Police Model: In 2015 the Gloucester Police Department in Gloucester, Massachusetts, developed the
voluntary, no-arrest Angel Program. The program refers individuals to treatment or detoxification services instead of to
the criminal justice system. The police ensure that referral occurs immediately, and they transport individuals directly to
the treatment center. If there is a wait time, a volunteer Samaritan is assigned to wait with the individual. 376 people
sought help through this program in the first year and 95% of them were immediately placed in treatment. 20 people
declined participation in the program. The Gloucester Model has been adopted in at least 153 other police departments
across 28 states. 270
2. Arlington Police Department Overdose Prevention: In 2015, the Arlington Police Department identified those at most
risk of fatal opiate overdose to be people who had already overdosed. Using this data, they went with a mental health
clinician to everyone who had overdosed in Arlington previously, offering them a Narcan kit and immediate access to
treatment if desired. The program received a $5,000 grant from the Police Assisted Addiction and Recovery Initiative to
continue operating. 271
3. Rhode Island Recovery Coach Program: The Rhode Island Department of Health, emergency room physicians, and the
Anchor Community Recovery Center created an emergency room naloxone distribution and recovery coach program in
2014. Patients at risk for overdose are offered a naloxone kit, patient education video, and a peer recovery coach to
support treatment, if desired. 272
4. San Francisco’s Street Medicine Team: The street medicine team goes directly to individuals living on the streets in
San Francisco, offering them buprenorphine treatment for OUD immediately, and providing them with as many other
medical and treatment services that the person will accept (including access to housing). During the yearlong pilot, the
program connected 100 people experiencing homelessness and OUD with buprenorphine treatment. 22% of participants
were still on MAT and being treated by the street medicine team after one year. San Francisco plans to invest $6 million
in the program. 273
5. Minnesota’s Guide for Businesses: The Minnesota Department of Health and the Minnesota Business Partnership (an
organization of 120 CEOs) worked together to create an “opioid toolkit” for businesses to help employees struggling
with addiction. They hope that the toolkit will reduce stigma, encourage safe disposal of medicine, and help connect
people with treatment if needed. 274
6. Spokane Fire Department Mapping Project: The Spokane Fire Department maps overdose calls and Narcan
administrations across the city in order to facilitate data-driven analysis of opioid related overdoses in the community.
They plan to work with the Regional Health District to develop an opioid overdose prevention public awareness
campaign targeted at the areas where overdoses are most common. 275
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7. New York State Law on Naloxone in Schools and Libraries: New York State amended its laws to allow public schools
and libraries across the state to maintain naloxone on site and use it to reverse overdoses if necessary. 276 Starting in
2018, the state also provided all teachers and coaches in public schools with information about opioids, opioid
overdoses, and SUD in youth. 277
8. New Jersey Opioid Overdose Education: New Jersey is considering starting a mandatory opioid overdose course on
naloxone administration and overdose recognition for students in 7th-12th grade. The state already passed a law
requiring schools to stock naloxone. 278
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