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editor, uncle-in-law, friend,
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            In times like these you have to grow big enough inside to hold both the loss and the hope.

            —Ann Pancake,
Strange as this Weather Has Been

            
                

            

            
                

            

            It’s easier when fewer things go wrong in your life to think you’re smart or better than the people who are always in the soup. But you’re not. You’re just luckier.

            —Robert Gipe
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            Prologue

            The Secret of Patient Care

         

         On a chilly spring evening in 2021, nurse-practitioner Tim Nolan set up his portable exam room next to a McDonald’s dumpster in Hickory, North Carolina, and he waited. His desk was the dusty dashboard of his gray Prius, his office this parking lot. It smelled like frying oil and fermented trash.

         In the time it takes a drug user to pull up a shot of heroin, Tim can fashion a medical lab of test tubes and testing strips on the roof of his car. He’s a practitioner on the move, delivering harm-reduction supplies, lifesaving prescriptions, and treatments for injection-related infections to patients who can’t make it to his office because they don’t have cars.

         Or because the transmission on the one they were borrowing just blew.

         Because they’re not inclined.

         Because the only thing they can think about is scoring drugs, so they won’t end up on the toilet again, dopesick and in excruciating withdrawal.

         A middle-aged factory worker named Sam, new to Tim’s practice, was supposed to meet Tim in the parking lot at 5:30 p.m., but Sam had misplaced his cell phone and was running late. Also, he was super high.1

         Meanwhile, twenty minutes away, in a 1960s ranch that had morphed into a trap house—a home dedicated to the selling and partaking of drugs—a cluster of young and middle-aged men and women gathered, playing darts while they awaited their own appointments with Tim. When Tim first began delivering clean needles to the group two years ago, they were living in the garage. But the owner of the house—someone’s grandmother—had recently moved to assisted living, and, for better or worse, the place was now all theirs.

         Grandma’s fussy cut-glass pitchers and doilies still dotted the interior. Out of respect for Tim, thirty-two-year-old Jordan Hayes had spent hours that afternoon cleaning the place up. A hairdresser in another life, she was tired of being the de facto house mom. “I’m trying to get me a car so I can live out of that,” she said.2 It was Saint Patrick’s Day, so Jordan ordered green Krispy Kreme doughnuts via DoorDash, trying for a festive mood that was maybe a stretch for a hepatitis C–testing party.

         Soon, Tim would arrive at the now-tidy house in the Appalachian foothills toting his usual array of clean needles, hepatitis C–testing kits, and a couple of pizzas.3 But first, he waited for Sam. He had two important messages for his new patient.

         One: You can get better.

         And two: Don’t disappear.

         
              

         

         The Centers for Disease Control and Prevention estimates that more than a million Americans have died from drug overdose since 1996, the largest factor by far in decreasing life expectancy for Americans.4 In the past two decades, overdose deaths have quintupled.5 If life-expectancy declines persist, experts predict it will take more than a century to recover.6

         Roughly six months into my reporting for this book, COVID-19 emerged in March 2020. Overdose deaths went up as the pandemic further isolated people with substance use disorders (SUDs). That community was already plagued by the poisoning of street drugs with fentanyl, a synthetic opioid 50 to 100 times more potent than heroin,7 and an environment that makes it far easier for people with addictions to use illicit drugs than to access treatment for addiction and their underlying mental health issues.

         Within the first pandemic year, the overdose count was 29 percent higher than the year before, and the numbers kept climbing. By late 2021, it was clear that addiction had become the No. 1 destroyer of families in our time, with almost a third of Americans reporting it as a serious cause of family strife,8 and drug overdoses claiming the lives of more than 100,000 Americans in a year—more than from car crashes and guns combined.9

         And yet, after reporting on the issue for more than a decade, I have learned that whatever most people believe they know about drug addiction, unless they understand the issue firsthand—unless they know people like Tim and Sam—the reality of addiction is hard to fathom. In one small Appalachian city, EMS workers have tended the overdose deaths of more than a dozen of their former classmates,10 not counting the calls for addiction-related domestic violence and child abandonment. In a small Tennessee town, a thirty-two-year-old told me she’d already lost 27 percent of her high-school class to overdose.

         As Tim waited for Sam, the United States Congress debated how to hold to account the Sackler family, sole owners of Purdue Pharma, whose OxyContin painkiller was the taproot of the opioid crisis. The Sacklers are just one node in a vast network of opioid lawsuits broadly acknowledged to be the most complicated in American history.11

         Under pressure from litigation against Purdue Pharma by 2,600 cities, counties, and Native American tribes, and to forestall further lawsuits against the Sackler family, the company filed for Chapter 11 bankruptcy in late 2019.12 The move was both cunning and literal, as it was preceded by a change of address that allowed the company’s legal reckoning to be determined in the sleepy suburb of White Plains, New York.

         White Plains has only one bankruptcy judge, Robert Drain. And Drain is known for favoring settlement deals that make economic sense and for trusting big law firms to get the details right.13 Judge shopping, the practice is called.14

         The Sackler family was nowhere near bankrupt—and had no meaningful connection to White Plains; it was simply piggybacking on Purdue’s bankruptcy, offering to swap out the company and a smallish portion of its wealth in exchange for blanket civil immunity.15 Nonconsensual third-party releases, that controversial practice is called, and Drain was known to favor those, too.16

         If Drain confirmed the bankruptcy plan, the full extent of the Sacklers’ role in the overdose crisis would never be known. The Sacklers would not admit wrongdoing. And they would never be held to account for their role in helping addict people like Sam, one of an estimated 3 million Americans with opioid use disorder, or OUD.17

         For a quarter century, the Sacklers masterminded and micromanaged a relentless marketing campaign for their killer drug, then surgically drained the company of $10 billion when they saw trouble on the horizon. The family socked much of that money away in family trusts and offshore accounts.18 But they needed a court’s help to shield this money—permanently—from the company’s creditors and other victims.

         At the same time, any effort on the part of the government to rein in drug companies had long been dwarfed by the greed of private industry. Under Republican presidents before and after Barack Obama, career prosecutors who’d worked mightily to nail Purdue’s owners and executives for fraud were twice thwarted by politically appointed superiors at the Department of Justice, thanks largely to repeat influence peddlers.

         During the Obama years, lobbyists pushed legislators to pass into law a bill called the Ensuring Patient Access and Effective Drug Enforcement Act. It sounded good, but in actuality the law severely limited the Drug Enforcement Administration’s ability to freeze suspicious narcotic shipments from drug distributors to pharmacies—setting the stage for more pills, more deaths, and more litigation.19 In recent years the opioid lobby has spent eight times more than the gun lobby to curry favor with lawmakers.20

         By the spring of 2021, the naming of President Joe Biden’s new drug czar was bogged down in politics, as was the possibility of his appointing the acting commissioner of the Food and Drug Administration, Dr. Janet Woodcock, to the actual post. Earlier in her career, when OxyContin and many other potent painkillers were approved, Woodcock was supposed to have been the nation’s “top drug cop.” But for two decades, regulatory watchdogs stood by as pharmaceutical and health-products corporations plied lobbyists, political campaigns, and Capitol Hill politicians with $4.7 billion to smooth the pathway so they could sell, sell, sell.21

         How did the Sacklers get away with so much for so long? They surrounded themselves with sycophants hired to shield them from the consequences of their faulty product. They bought influence. As OxyContin scion Richard Sackler put it, “We can get virtually every senator and congressman we want to talk to on the phone in the next seventy-two hours.”22

         
              

         

         America’s 1 million overdose-death count is predicted to double by this decade’s end.23 It is already as if a city the size of San Jose has vanished, and, by 2029, those deaths will be Houston-sized.

         But such disappearances are quiet and geographically dispersed as the epidemic remains hidden in plain sight, buried in a fierce, century-old battle between shaming drug users as criminals or treating them as patients worthy of medical care.

         At this point, too much attention is focused on stemming the oversupply of prescription opioids. A quarter century into the crisis, many people with OUD have long since transitioned from painkillers to heroin, methamphetamine, and fentanyl, the ultra-potent synthetic opioid. And we now have a generation of drug users that started with heroin and fentanyl.

         As President Biden faced pressure to make up for the drug war sins he’d committed in the 1980s and ’90s by championing punitive “tough on crime” laws that scapegoated Black and poor people, overdose deaths from fentanyl rose most among Black Americans, surging 38 percent in 2019.24 (Native Americans claimed the highest overdose-death rate in 2020,25 but no group has seen a larger increase than Black men.26)

         In American cities being slammed by illicit fentanyl and in much of rural America where the crisis initially took root, a disparate group of people who work outside the realm of mainstream bureaucracies has begun tackling what officials have failed for decades to do: keep people alive. While many government-run programs were initially hobbled by pandemic rules designed to protect workers, people like Tim simply masked up and carried on. They worked long hours from the trunks of their cars, under bridges, and in fast-food parking lots. Some risked arrest to deliver sterile needles, lifesaving addiction medications, or treatments for injection-related hepatitis C and HIV/AIDS. The most passionate among them were former drug users who now do outreach and are officially called “peers” (short for peer recovery specialists or peer coaches).

         As the Reverend Michelle Mathis, who coordinates Tim’s street outreach, described it: Those who get close enough to people who use drugs may get to personally witness the miracle of wellness—but only if they first answer the call. As with the disciples who unwrapped a raised-from-the-dead Lazarus at Jesus’s command, Rev. Mathis explained, “it doesn’t always smell like flowers, and you might get a little something on you. But the people who are willing to work at the face-to-face level get to see the miracle and look it in the eye.”

         As Tim worked nights visiting drug users, Judge Drain spent his days focused on buttoning up the bankruptcy. The Sackler family was on the verge of locking away most of its wealth even as overdose deaths kept breaking records.27

         In a country that spends five times more to incarcerate people with SUD than it does to treat their medical condition,28 progress was stagnant. In 2019, an estimated 18.9 million Americans in need of treatment didn’t receive it. That’s a treatment gap of roughly 90 percent.29 Among the lucky few who do get treatment, Black patients were far less likely than Whites to have access to lifesaving buprenorphine (“bupe”), a medicine that blocks opioid cravings, for their OUD.30

         When Americans fall into addiction, survival remains a luxury.

         Just as it did when OxyContin first erupted in rural Virginia and Maine in the late 1990s, the national press mostly missed the out-of-the-way contours of the story. If you’re addicted in, say, Boston, you’re much more likely to access evidence-based care than if you live in one of the underserved areas where the crisis began. And even there, treatment is scattershot—“a drop of water in an ocean of misery,” as one Boston doctor put it.31

         Death by drugs is now a national problem, but the crisis began as an epidemic of overprescribed painkillers in the distressed communities that were least likely to muster the resources to fight back. It erupted in rural fishing villages, coal communities, and mill towns—because Purdue’s sales strategy was to convince doctors that the nation’s injured miners and factory workers were better and more safely served by OxyContin than its weaker competitors. The company even maneuvered to convince the FDA to back this bogus claim.

         As one early OxyContin user told me, puzzling over how Oxy had so quickly taken over her Virginia coal-mining town, “It was like the government was trying to get rid of the lowlifes.” Richard Sackler understood from the beginning that the shame felt by most families of the addicted would cloak his family’s role by blaming the very people OxyContin had helped to addict. “We have to hammer on the abusers in every way possible,” he famously strategized.32

         From the stony patch of land next to a set of West Virginia railroad tracks to the smooth sidewalk in front of an LA Pottery Barn, the “lowlifes” and “abusers” were now everywhere. Many were neither voters nor campaign contributors, so the political apparatus felt free to look away from them.

         
              

         

         In the Uneven States of America, stigma of one kind or another was always at the root.

         The epidemic continues to shape-shift. When prescription pills grew harder to access in the aughts, drug cartels launched a second wave of the opioid crisis—heroin—understanding better than anyone that heroin and OxyContin are chemical cousins, and an opioid-addicted person’s fear of withdrawal guaranteed repeat customers. A few years later, they pivoted to hyper-potent fentanyl to boost profit margins; fentanyl was both easier to manufacture—no expansive poppy fields were required—and it was both tinier and more potent, making it easier to smuggle. A third wave commenced as dealers mixed fentanyl into almost every street drug, including fake pain pills and fake benzos, cocaine, and methamphetamine. What we now refer to as the “overdose crisis” is really an epidemic of death by polysubstance.

         Given that the US government was also trying to recover the $12 billion that Juaquin “El Chapo” Guzman had made in illicit heroin sales, why shouldn’t it also redistribute the $12 billion made by the Sacklers to taxpayers harmed by OxyContin? “El Chapo got a life sentence, and he’s going to forfeit $12 billion. The Sackler family through Purdue has three felony convictions, but no one’s in jail, and it has its billion still,” Rep. Peter Welch (D-VT) argued during one heated congressional hearing.33

         A theory began circulating among some public health experts and reporters that, to the extent that lawyers and politicians could convince the American people that it was Big Pharma’s job to fix the crisis—and not the US government’s—the Purdue bankruptcy and other opioid cases would let change-resistant bureaucracies off the hook.34 “The litigation probably sucks up more oxygen than it deserves,” one public health lawyer told me.35

         Given the political fault lines rippling across the nation’s heartland, could litigation soothe the families’ pain and right the injustices and turn back an overdose crisis that only grew worse in the face of COVID-19? What was the real fix—not the easy hit or half measures that desperate users and wealthy companies alike had resorted to in place of real recovery?

         If money alone can’t swoop in to fill a leadership vacuum fueled by stigma and a racist War on Drugs that overrides the health of the most vulnerable Americans, what can?

         Since the publication of my 2018 book, Dopesick: Dealers, Doctors, and the Drug Company That Addicted America, I have often been asked to explain why the crisis just keeps escalating.

         A month before the COVID-19 pandemic broke out, a group of Indiana sheriffs invited me to address them. When I explained the benefits of treating addiction in their jails—or, better yet, connecting arrestees to treatment instead of jail—they scoffed. I cited the example of the city of Burlington, Vermont, where police and civic leaders cut overdose deaths in half after becoming the first in the nation to assiduously track the addicted they had previously arrested or those who had been identified by social workers as suffering from acute addiction, then diverting them to medication-assisted treatment and social supports instead of jail. At the end of my remarks, only one of the ninety-two sheriffs in attendance very slowly clapped.36

         Reader, they stared nine-millimeter bullets at me.

         In Charleston, West Virginia, complaints about vagrancy and needle litter outside the public health department’s needle exchange led to its closure in 2018, sparking a 1,500 percent increase in HIV.37 The national press, understandably busy with the pandemic, mostly looked the other way.38

         There are confirmed health benefits to decriminalizing drugs, as Portugal did in 2001, and states like Oregon began to follow suit by decriminalizing all drugs in 2020. But most American states, with a patchwork of jurisdictions and overlapping agencies run by elected prosecutors and law enforcement officials who win votes by being “tough on crime,” were nowhere close to conceiving of legalization, to say nothing of making heroin available in government-run dispensaries, as Canada and some European countries have done successfully.39

         Drug treatment doesn’t operate in a culturally homogenous bubble as much as some harm-reductionists wish it did. Oregon doesn’t get to tell West Virginia what to do, even when the science solidly backs Oregon.

         Networks of underground activists who distribute clean needles in West Virginia blamed the vitriol they received for helping drug users on “assholes who think they get to weaponize trauma.” A local journalist believed the pushback was more about old-money forces refusing to loosen their clutch on power: “Rather than acknowledging that real problems exist and trying to solve them, they create new problems that they alone claim to have the solution to,”40 he said, referring to exaggerated complaints of needle litter. A Charleston peer summed it up best of all: “We all need therapy.”41

         A trickle of settled lawsuits won’t “satisfy the populace because what people really thought they wanted was blood,” said Johns Hopkins University bioethicist Travis Rieder. “What we really need is a whole new public health infrastructure.”

         If we’re going to reverse America’s declining life expectancy, we need to treat people with SUD the same way we treat other Americans with chronic illnesses. Medications for people with OUD should be as available as insulin is for diabetics or dialysis for people with kidney failure.

         But in a nation whose leaders can’t even implement a watered-down form of universal health care—as of this writing, twelve states have yet to pass the Medicaid expansion—Rieder’s solution remains an empty wish, especially in the distressed communities first targeted by Purdue.

         While the Sacklers’ lawyers battled it out—Marshall Huebner, their chief counsel, billed at a rate of $1,790 an hour—I gravitated toward the people who weren’t waiting around for justice. They were activists, volunteers, and outreach workers—people who regularly traversed the backroads and under-the-bridge encampments of America’s Third World.

         I followed them as they innovated treatment regimens on manila envelopes, broke rules when they needed to, and butted heads with bureaucrats who refused to humanely treat those who had been most neglected, over the longest time, simply because of the stigma that adheres to drug use.

         One rural syringe-services provider leveled a stare at me and begged: “Whatever you write, just tell it like it is, okay? Nobody [with the county] really wants to put a drug user in their car and give ’em a ride to treatment.”42

         I was kvetching to my friend, the Kentucky novelist and activist Robert Gipe, who reminded me of Martin Luther King Jr.’s criticism of white moderates who are “more devoted to ‘order’ than to justice.”43 “It’s important to respect people who are out there on the leading edge trying to get change going,” Gipe said.44 “Those who are pushing less hard are probably better at getting people to accept moderate change, but it’s a balance, and you need both. Either way, somebody’s gonna get yelled at.”

         
              

         

         I didn’t like getting yelled at, but I got better at it.

         In 2018, I watched my friend Patricia Mehrmann, a key source from Dopesick, say goodbye to her heroin-addicted daughter. Twenty-eight-year-old Tess Henry was a young mother who’d flown from her home in Virginia to Las Vegas for her third rehab attempt. Months after Tess relapsed and fled the facility, her body was found at the bottom of a dumpster on Christmas Eve. The week of her murder, she had been trying to secure the paperwork necessary to fly back home to try treatment again. She had already applied for Medicaid and researched methadone clinic options in her hometown.

         I spent much of the next year helping Patricia retrace Tess’s final steps.45 It was sad and frustrating, as dark as the underground homeless encampments through which we walked, showing Tess’s picture, looking for clues. But, ultimately, Tess Henry’s saga of patient abandonment led to real change in her Virginia hometown—a small step toward what Tess imagined as “urgent care for the addicted.”

         Whether we realize it or not, most of us continue blaming the victims rather than the corporations, politicians, and impotent regulators who allowed the wealthy to poison our nation.46 Though half of Americans report believing addiction is a disease, 80 percent still say they’d prefer not to be friends, neighbors, coworkers, or in-laws with someone who has SUD.

         People blame victims rather than corporations, but they’re also more willing to blame corporations than do the hard work of moving forward and allocating the resources needed to actually fix this thing.

         The Sacklers should be punished, but identifying the initial bad actors will only take the nation so far. Like all crises that persist rather than get resolved, the overdose crisis has created crises of its own.

         In a nation where the treatment gap barely budges, many Americans who use drugs resort to theft, sex work, and selling drugs to avoid the pain of becoming dopesick. Many also use methamphetamine on top of heroin, for the same reasons my friend Tess did—so she could stay awake all night to avoid being robbed and raped, so she could muster enough hustle to get up and do it all over again.

         Many get trapped in an endless cycle of jail, probation, and relapse—caught in a roughly $50 billion bureaucracy47 that employs millions and reelects tough-on-crime sheriffs but does little to help the victims of Big Pharma’s crimes. When you peer into the country’s most intractable problems—homelessness, disability, domestic violence, child neglect—you see the persistence of dopesickness everywhere.

         “If we fix the opioid crisis, we fix America,” one reader e-mailed me, envisioning a country where meaningful work, health care, and social supports become not only embedded into treatment protocols; they might one day serve as prevention strategies, too.

         When my displaced factory-worker mom in Ohio asked me what my new book was about, I told her the overdose crisis. She was in her nineties, with advancing dementia, and so she asked me this question approximately eight times a day. Having spent much of her life surrounded by addiction, she always had the same response:

         “I think you should write a love story instead,” she said.

         
              

         

         Shadowing Tim Nolan, the sixty-two-year-old nurse-practitioner, reminded me of a quote I’d first heard from an addiction doctor in Massachusetts. He said the solution to the epidemic could be summed up in a single quote from a Harvard physician in 1926: “The secret of the care of the patient is in caring for the patient.”48

         Recently, Apple announced it would create three thousand jobs and a new East Coast campus in nearby Raleigh-Durham, part of North Carolina’s so-called Research Triangle, about two hours east of where Tim works.49 But outside the Whole Foods–rich triangle (four and counting), little opportunity beckoned for Tim’s patients, most of whom were thirsty, hungry, unhoused, and divorced from mainstream health care.

         Tim’s patients aren’t well enough to make it to the clinic where he works during the day, let alone apply for Apple’s jobs in machine learning, artificial intelligence, and software engineering. They have lived off-grid and in the shadows for too long. The state pledged $845 million in tax incentives, and the county $20 million. But for the people in Tim’s practice, no such investment is being made.

         Street medicine is low-tech and high-touch, the antithesis of Apple. But more than most of the programs I’ve witnessed in my decade of reporting on the overdose crisis, Tim’s low-barrier approach works—not always the first time, and not for everyone, but, eventually, for many.

         
              

         

         Sam was giddy by the time he arrived at McDonald’s. He stood between the dumpster and his dented SUV, apologetically late and unapologetically glassy-eyed. He asked Tim to prescribe him something no other health care provider ever had during his decade of using drugs: affordable buprenorphine.

         “I’m ready to get off that damn needle,” Sam told him.

         “Why do you want to?” Tim asked, gently.

         Sam stalled and took a deep breath. His eyes welled. “Sorry, man,” he stammered.

         “Is that a hard question you don’t want to answer?” Tim asked.

         Sam shook his head and told his story: He’d been imprisoned twice, once for selling drugs and once for assaulting a police officer during a full-blown psychosis that Sam blamed on a forced withdrawal. A year earlier, his eighteen-year-old son had been murdered in a drug dispute, shot in the head with a crossbow.50 Though Sam considered himself “a functioning addict,” he’d been fired from his last job driving a forklift after a drug-related fight. Standing next to the dumpster, he vowed to stop using heroin before he began his next job.

         “I’ve never even said all this to anyone,” he told Tim, wiping away tears.

         “I appreciate it,” Tim said. “That’s how we’re going to work together.”

         But Tim worried. Burke County remained an epicenter of heroin, fentanyl, and meth use. On Facebook, the sheriff’s department regularly boasted about drug arrests—many beginning with traffic stops or the suspicion of an invalid driver’s license—in social media posts featuring mugshots of arrestees standing in front of a height chart and clad in black-and-white-striped jail garb, like out of a Coen Brothers film (the women’s uniforms are pink). A torrent of comments posted by the community reads like an updated version of Shirley Jackson’s “The Lottery”:

         “I think she had a baby while in custody if I’m not mistaken.”

         “What is with her meth head—does she have mange?”

         “What a waste, but most of that family is.”

         Tim didn’t have time for Facebook. His social worker wife, Amy, worried that he worked too many hours. He didn’t drive as well at night as he once did. On street medicine nights, he slept in his brother-in-law’s basement, hours from his Asheville home. Nights and weekends, there was rarely a time when a stranger wasn’t sending him a text, usually beginning “Hi. A friend told me you can treat me.”

         “Treat you for what?” Tim always responded, careful not to presume.

         For addiction, for hepatitis, for HIV came the replies.

         And sometimes: Because I want to kill myself.

         If the patients couldn’t find a ride to the nearest truck stop or Burger King, Tim took his mobile clinic to them. Absent a cohesive system of care to treat the afflicted, he created his own.

         
              

         

         The next day, Tim phoned in Sam’s discount prescription for Suboxone to Walgreens.

         “I’m forty-one years old, and with nothing to show for it,” Sam had said at the end of his first visit. COVID was raging at the moment, but his face mask dangled from one ear, broken.

         “Well, let’s turn it around,” Tim said. “I always tell people, just don’t disappear on me. If next week is a worse week for you, we’re not going to throw you out of the program. I’ll text you and ask if we can meet at the Burger King that’s closer to your house. We’ll talk more and see how the week went. Is that fair?”

         Sam nodded.

         “Just don’t disappear, okay?” Tim repeated.

         They started to shake hands on it, then awkwardly bumped elbows instead.

         Then Sam took off in his Jeep, and he disappeared.
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         In ancient Rome, when tormentors branded an enslaved person with a hot iron, the scar left behind was called a stigma. During the Middle Ages, the pluralized version of the word became stigmata, used to describe the wounds left on Jesus’s body by his crucifixion. By the 1600s, the words were used interchangeably to signify a mark of shame,1 deeply worn patterns of thinking so culturally ingrained that they can be hard to tease apart from rational thought. It turns into a given, then, that stigmatized people are branded and judged as beyond redemption, as ruined.2 Drug-addicted people often react to stigma by excluding themselves from public life. They do this, in part, because drugs feel good when the actual world doesn’t. Drugs help them forget, set aside, and numb their feelings of shame in a looping effect that exacerbates the very behaviors society initially reproached them for.3 In this way social death can become literal death.

         The Reverend Michelle Mathis was thinking of the time Jesus arrived to see his dear friend Lazarus only to learn that he’d died four days before. Jesus would pull off the miracle of raising Lazarus from the dead. But first, he needed to share his sorrow and grief with his friends, so, together, they wept. Then Jesus instructed his followers to roll away the stone from Lazarus’s tomb, and he commanded Lazarus to come forth, telling the mourners to unbind him from his burial cloths.

         Jesus had already performed the miracle; now, it was up to the community to do the stinky, messy work of pulling the burial shroud off Lazarus.

         Mathis uses the story of Lazarus to help people check their blind spots. She tells the parable not to inspire miracle work but to challenge people to take down barriers for those who can’t do it themselves.

         As cofounder of Olive Branch Ministry, Mathis and her wife, Karen Lowe, created what they call the nation’s only queer-and-biracial-founded harm-reduction ministry. Based in the former furniture belt of western North Carolina, a state that lost more than 250,000 factory jobs in the wake of globalization, Olive Branch started out offering food and hygiene supplies to the region’s homeless from the back of their cars in 2009.

         The operation has grown to include syringe services, counseling, and addiction triage in ten counties. In her late forties and with purple-tinted gray hair (though she uses other colors in rotation), Mathis has a flower tattoo on her forearm with the words Acta Non Verba, which is Latin, she told me, for “Do shit. Don’t just talk about it.”4

         Mathis vowed to meet drug users where they are—physically, spiritually, and emotionally. But working in the heart of the Bible Belt, she also knew she would have to build bridges before anyone could roll stones across them. She had to meet the rest of the community where it was, too, including the NIMBYs (Not in My Back Yard) and the naysayers and the so-called CAVEs—short for Citizens Against Virtually Everything.

         It was bridge-building that allowed Olive Branch to operate three needle exchanges in one of the most conservative parts of the country, as well as to provide cutting-edge low-barrier bupe and hepatitis treatment in collaboration with Tim Nolan, the nurse-practitioner who worked nights from his Prius. It was Mathis who picks up the pizzas for Tim’s hep C gatherings, and it is peers from her office who manage patient intake and figure out the logistics of where and how they will meet Tim. He carries each patient’s information in a manila envelope on the front seat of his car, their cell phone numbers Sharpied on the front.

         
              

         

         Not everyone welcomes Mathis’s stone-rolling sermonettes. When we first met in early 2019 in another North Carolina community, Mathis had been invited to share her knowledge with churchgoers and civic leaders in Mount Airy, located in a county that then claimed the second-highest overdose rate in the nation.5 Mathis encouraged the crowd to extend help to drug users rather than judgment—even if it meant helping them continue to use drugs safely by giving them clean needles and other supplies aimed at curbing the spread of HIV and hepatitis C. “For some, taking off the bandages means handing a person a box of hep C medication, right?” she explained. “For some, it’s low-barrier Suboxone, and for some, it’s abstinence-based treatment.”6

         In Mathis’s home base of Hickory, North Carolina, miracles were slowly and messily coming to light. Inside her grant-funded double-wide donated by a nearby Presbyterian church, a string of handmade prayer flags proclaimed, “I am a beautiful work in progress” and “I have a purpose” and “I do deserve JOY.”

         At night, a houseless man named Michael, who sleeps in a back room of the church, keeps an eye on the trailer in exchange for food, clothing, and whatever else he might need. Drug users are invited into the Olive Branch trailer not just for clean needles and sharps kits but also to do crafts and use the center’s laptops to apply for jobs—with peers nearby to advise which employers hire people with felony records.

         At a second syringe program that Olive Branch operates in nearby Gastonia, participants range from young and middle-aged white people who don’t mind settling for cheaper methamphetamine when heroin can’t be found, to a Black retiree who said she’d been a functioning heroin injector for forty years and needed only syringes. On the wall near a phone bank, peers posted talking points on Post-it notes, including “Your safety is my biggest priority today” and “You’re shining bright; what can you do to keep shining?”

         
              

         

         Mathis and Lowe had come a long way from 2012, when syringe exchange was illegal. Back then, the couple gave away needles on the sly, posing as a food pantry that operated from the back of their pickup truck. (Needle exchanges are now referred to as syringe service programs, or SSPs, because they offer more than just syringes—and the phrase is more palatable politically.)

         “We’d have three or four cases of donated food, and we knew which ones we’d already doctored,” Mathis recalled. Taped-up boxes signified the dry goods to which they had added clean needles, condoms, wound-care kits, and socks. “Ten syringes fit nicely in a box of Nature’s Valley granola when you take out a few bars,” she said. They’d tuck in business cards with their phone number, e-mail address, and the ministry’s name—but no mention of needles in case a spouse or kid or parent found the card.

         With her close-cropped afro, tennis shoes, and jeans, Karen Lowe managed outreach to addicted sex workers in Statesville and met people by appointment in convenience-store parking lots across the furniture belt to hand out needles and fentanyl-test strips (so users could test the potency of their drugs and gauge how much to inject or snort accordingly).

         One gray afternoon in mid-2019, I watched a man slowly limp over from a nearby apartment complex to meet Lowe in a Dollar Tree parking lot. She didn’t want my presence to jar him, so I stayed behind in the car while I watched her hand him a blue Walmart bag full of drug-injection supplies, Narcan, condoms, and socks—enough to supply him and the four others he lived with until she could return in a few weeks.

         Asked afterwards if she felt her work was stopping the spread of hepatitis C, Lowe let me know that I had asked the wrong question: “I know I’m doing that,” she said. “What’s important is that he knows somebody cares; nobody’s judging him. And it wasn’t just a transaction; I asked him how his day was. I treated him like a human being.”7

         The idea that drug users are worthy human beings—that they are, in fact, equals—is harm reduction in a nutshell. That attitude wasn’t something I’d witnessed much before in the largely Southern, rural locales where I’d previously covered the opioid crisis, and where most people—myself included, if I’m being honest—took it as a given that the persistent use of illicit drugs was bad. Well, maybe not marijuana, but you get my drift.

         If and when the man at Dollar Tree wanted to stop using drugs, he’d know how to reach out to Lowe. People who go to needle programs are five times more likely to enter treatment—because their needs are triaged by trusted workers who can help them enter treatment if and when they are ready. They’re also three times more likely to reduce or stop IV drug use.8

         As we drove away, I couldn’t help but think of my young friend Tess Henry, who would have loved the friendly vibe of Olive Branch. (She, too, liked to write inspirational poems and lyrics on her walls.) But SSPs didn’t exist in her Virginia hometown when Tess lived there. And by the time she flew to Las Vegas for rehab, the closest one operated on that city’s outskirts—in a politically acceptable working-class neighborhood, far from the tourists as well as the abandoned minivan Tess sometimes called home.

         
              

         

         Olive Branch was beginning to shift the way officials treated people with SUD in western North Carolina’s foothills. In 2016, Hickory named a new police chief just as syringe exchange became legal in the state. Years before, Mathis and Lowe trained local police to carry and use naloxone, the overdose antidote.9 At the same time, Black Lives Matter–led protests were drawing attention to the police killing of Keith Lamont Scott in nearby Charlotte, and Mathis was organizing Unity in the Community gatherings around the state to facilitate discussions between law enforcement and marginalized groups. Mathis told the new police chief that Olive Branch planned to expand services in light of the state’s new needle exchange law. And he responded: “We’re good. That’s all I need to know.”

         Mathis prefers to use a personal, behind-the-scenes approach rather than in-your-face activism. She sees this as another version of meeting politicians, law enforcement, and the community of those who use drugs where they are—a nonjudgmental stance that, in my experience, most harm-reductionists often didn’t extend to law enforcement. “Because police have been in charge historically, health professionals too often act like adolescents who are mad at their parents,” explained Keith Humphreys, a Stanford University psychologist and addiction researcher.10 “The most interesting people doing this work are the ones who can hold on to both ideas rather than just giving simple and pious-sounding statements…like ‘This is a health issue, not a crime.’ When at the same time you have addicted people who are committing crimes, including violent crimes, you have to [deliver justice] for the woman whose [drug-using] boyfriend just broke her nose.”

         
              

         

         “I’m like the grandma that does syringe exchange and delivers biscuits. I make sure our space is homey, kind of Appalachian-y,” Mathis explained. “I won’t sit on a couch in a trap house because of possible needles, but in general I find trap houses to be safe,” she said.11 She’d transported needles and participated in a die-in protest outside the capitol building in Charleston, West Virginia, after local politicians effectively outlawed syringe exchange in that city in 2018,12 and activists from across the East Coast showed up in solidarity.

         Now on the brink of delivering low-cost buprenorphine and home-based hepatitis C treatments to people—via nurse-practitioner Tim Nolan—Mathis and Lowe were about to pull off a cutting-edge coup for a small town in a red state that hadn’t expanded Medicaid. They would help their participants who wanted to start buprenorphine (“bupe”) get low-barrier care.

         In a decade, Olive Branch went from serving 100 people in three counties to 1,900 people in ten counties, many of them displaced factory workers and veterans initially addicted to prescription pain pills. Staffers had linked 83 percent of their clients to care—not just referrals to detox, rehab, and addiction medicines but also to basic harm-reduction services: sterile syringes, fentanyl test strips, and the like for those who weren’t ready to stop using. If you took out clients who were still using drugs, albeit more safely, their success rate for getting people into recovery was closer to 25 percent, Mathis said. “You have to be careful when agencies start spouting numbers. I want them to tell me the stories, and don’t just tell me the same one over and over again. I can tell you our successes, and also where we’ve failed horribly, and I share them equally because I can’t remember one and forget the other.”13

         She delivers everything from Narcan to Taco Bell and, when people look like they need it, basic human touch. Back when he was still using, Garry Dolin told me, he met Mathis at a Rose’s department store to get needles, in the middle of a four-day binge. “I was wearing dirty-ass clothes and I know I stunk, but she said, ‘Would you care if I gave you a hug?’” said Dolin, an Army National Guardsman who became addicted to prescribed OxyContin after being shot in the shoulder in Kuwait.14 When his military doctors cut him off, Dolin bought black-market pills and, later, heroin. Multiple jail stints hadn’t convinced him to seek treatment; it took having a near-death experience. “Getting the living shit scared out of me’s what it took,” he said. “Overdosing in front of my wife and daughter, and my wife giving me four doses of Narcan and doing CPR for forty-seven minutes until the ambulance got there.” It took knowing Mathis, a person he trusted, to help him stop using drugs.

         By 2020 he was taking daily methadone to stave off cravings; he’d been sober for three years. I reached out to him after stumbling on a Facebook post about how proud he was to have revived an overdosed man in a McDonald’s parking lot, using Narcan provided by Olive Branch.

         He’d recently gotten his driver’s license reissued so he could return to his truck-driving job—but only after Mathis helped him get his twenty-two addiction-related misdemeanors expunged. “Michelle has great relationships with law enforcement, and the DA likes her,” Dolin said.

         Her biscuits and pragmatism had won over the local cops. In time I would see just how far her grandmotherly influence might extend.

         
              

         

         A few mountain ridges northeast of Hickory, Mount Airy and surrounding Surry County seemed like another universe. Not only did it not have a single syringe service—“That town is nowhere near ready,” Mathis said, shaking her head—but the county jail was filled at almost double the capacity, largely by people with SUD.15 For every slot of publicly funded bupe treatment, an additional two slots went unused. Behavioral health officials claimed to have no idea why. Clearly, the need was there.

         In the scores of cities and towns I’d visited across the country, there was a paucity of treatment compared to demand. But here in Mount Airy, where the overdose crisis was beyond dire, most treatment slots went unfilled.

         Transportation was part of it. Many people literally couldn’t find rides. Emily McPeak, who directed the area’s largest outpatient addiction facility, had one client who walked five miles for her weekly appointments from a homeless shelter the next town over. But when she finally secured housing, it was too far away to walk—and she relapsed.16

         It was these gaps in basic patient care that spurred Mathis to introduce the gospel of harm reduction to Mount Airy’s faith and community leaders in April 2019—to explore the notion that churches serving meals to the homeless or hosting support groups were doing a form of harm reduction; they just needed to expand it. In Hickory, she’d talked a local crafting circle that refused to help her hand out sterile needles into crocheting Narcan bags for drug users instead. At Mathis’s request, the women even added reflective thread so users could see the bags better in flophouses and other low-light areas.

         Unhoused recipients especially loved the crocheted bags—they reminded them of home. Harm-reduction activists might have dismissed the crochet circle for being uneducated and overly timid, but Mathis felt it best to meet the crafters where they were, too. The women now call themselves the Old Hookers Club.

         
              

         

         But in Surry County, the middle ground between drug users and the power structure didn’t exist—not yet, anyway. Few leaders cared to look inside the trailers and trap houses where the most severely addicted lived. The cops were more interested in turning low-level users into confidential informants still in the game than funneling them to treatment.

         Civic leaders did not care to tour the jail, now so stuffed that the county spent $750,000 annually to house some forty to fifty inmates on the other side of the state.17 The deputies in charge refused to consider (or even read about) jail-based treatment data, clinging to the notion that they had no space to administer bupe.

         As jail administrators led me on a tour, we walked past newly arrived inmates who were shivering and dopesick. Several lay on urine-soaked mats on the cement floor of the intake area, clutching jail-issued blankets and vomit buckets. They were young men in their twenties and thirties, mostly, mashed together so they could be monitored for dehydration and sickness, the deputies explained. Black mold permeated the place, several former inmates later told me. The only form of recreation was to empty the toilet of its water, then bend yourself into the bowl to talk to inmates in other cells—a hack widely known as “the chrome phone” or “toilet talk.”

         The jailers were happy to let me see the poor conditions, hopeful that it would buttress their argument for a bigger jail. When I asked about offering bupe or methadone in the facility, they reiterated that there wasn’t space, even as they pointed out a small nurse’s office where, to my eyes, it might have easily been dispensed.

         Asked what most surprised them about their addicted incarcerated population, the jailers cited a 600 percent increase in incarcerated women. “This has hit everybody—preachers’ families, even well-off families. You can’t say it’s sorry, trashy people anymore,” said Lieutenant Randy Shelton. “It’s drugs, period, and they don’t discriminate,” added Captain Scott Hudson. “I went to high school with a lot of the people here.”18

         At one community meeting Mathis attended several months before, a Mount Airy historic-district leader complained repeatedly that her neighborhood had been overtaken by people engaging in around-the-clock drug deals. “We need to tear down those houses and abolish the Fourth Amendment so police can do what they need to do,” the woman said.

         Mathis listened patiently to a range of stigma-inflected comments. But at the mention of abolishing the Fourth Amendment she stood, her swirl of purple hair bouncing as she tried to match the emotion of the day without further inciting the CAVEs: “Y’all, I just have to ask: Do you know the song, ‘They Will Know We Are Christians by Our Love’? Well, I’m not feeling the love in this room right now.”

         Mathis reminded them that Jesus tended first to people’s physical needs because he understood that folks who were tired, hungry, and hurting “wouldn’t have ears for what he needed to say.” When the civic leader persisted, Mathis politely suggested she fix her neighbors a casserole—people who use drugs sometimes forget to eat, she explained.

         Take drug users a casserole?

         By the meeting’s end, Mathis thought she’d coaxed leaders from some of the county’s 260 churches into forming a volunteer transportation network so available treatment slots could be filled. But when the group gathered again two months later, this time it was the local Kiwanis Club president who hijacked the meeting, repeatedly interrupting with questions about who would pay for gas, and what to do if someone overdosed in her car. When the Kiwanis leader angrily vented, “I think when they relapse, we should let ’em die and take their organs!”19 all hope seemed lost.

         After the meeting, a few pastors pledged to spread the word about the network among their congregations, but six weeks passed, and no one signed up.

         Few here wanted to touch the body of Lazarus.

         
              

         

         The neighbors in Mount Airy were not so different from working-class people across America. Politically disconnected and angry at those they perceived to be bilking the government, they were turning on each other rather than placing the blame on the exploitative pharmaceutical companies that seeded the epidemic and the power-hungry politicians who rolled out the red carpet for them while doing virtually nothing about growing inequality, poor health care coverage, and declining wages that affected everyone, whether they used drugs or not.

         “The local elite sort of see themselves as, ‘Yes, I’m Appalachian, but me and my family have picked ourselves up. We own property. We’re pillars. And when outsiders stereotype Appalachians, I don’t like the dirt from my poor neighbors splashing over onto me,’” said Lesly-Marie Buer, a Tennessee-based medical anthropologist and harm-reduction worker. In 2005, Buer attended the funeral of an old friend who’d overdosed—and noticed how poorly rural drug users were treated compared to those in Denver, where she then worked.20

         “Part of the divide is amongst ourselves, and it has to do both with class and race, as in, ‘This county used to be so great, but then these urban problems came in.’” They wrongly blame immigrants for taking their jobs when it was greedy corporate executives beholden to greedy shareholders who offshored the jobs, keeping more profits for themselves and treating the working class like a coal seam in Appalachia—a resource to be mined, no matter the human or environmental cost.

         Naysayers blame Black drug users for soaring heroin and fentanyl rates when studies show that White people use those drugs at far higher rates than Black people.21 They mistrust government and anything that smacks of “socialism,” even those who are benefiting from food stamps, Medicaid, and Medicare. And the ones who complain loudest are far more likely to vote for tough-on-crime Republicans—if they vote at all.22 “People are saying, ‘I take care of myself, and it’s not easy, but I do it,’” Indiana University sociologist Jennifer M. Silva told me. “They start valuing the individual over the collective as a means of survival. They’re all so worn out.”23

         The discourse grew more toxic by the day as legacy media outlets waned, property crime soared, and the overdose deaths kept escalating. In hard-hit Charleston, West Virginia, the local police chief, supported by a group called Charleston Has Had Enough!, worked to shut down needle-exchange operations in 2018. Opponents doxed harm-reductionists and flew drones over homeless encampments to out drug users to police. “We are the heart of the heart of the heart of the crisis,” said Joe Solomon, a Charleston harm-reduction worker who leads the group Solutions Oriented Addiction Response (SOAR), and begged me to draw national attention to his group’s plight. “But when the world calls you hillbilly and hick and redneck, it’s so easy to internalize that stigma and say, ‘Who can I punch down to feel like I have worth? There’s people injecting drugs and stealing my kids’ bicycles—fuck ’em!’”24

         
              

         

         Two months into the COVID-19 pandemic, I reached out to Anne Case and Angus Deaton, the husband-and-wife economist duo who first reported America’s declining life-expectancy trend and coined the term “deaths of despair” as an explanation for soaring opioid, alcohol, and suicide deaths (particularly among middle-aged White men and women who hadn’t gone to college). Back then, Mount Airy had very few reported COVID cases and zero COVID deaths. But overdoses in the county were up 29 percent from the previous year, with an uptick in methamphetamine, polysubstance, and alcohol-poisoning deaths. “We are thinking about whether people will buy back into the role that government could play and seems to play successfully in a lot of other countries,” Case said. “And we’re hopeful that the explosion of distrust in expertise in America will be reversed. It’s all right to mock science and expertise—until you and your family start dying.” Deaton told me about a friend at Princeton who was healthy and in her early thirties, and yet had nearly succumbed to COVID in the pandemic’s early weeks. Despite their friend’s connections and relative affluence, she could not access a COVID test when she got sick. “Economists know the free market doesn’t respond to emergencies—you don’t put out a bid when someone’s drowning in the ocean,” Deaton said.

         The madness that was America’s piss-poor response to the coronavirus was the same madness that had long imperiled addiction treatment, only literally no one was immune from COVID, not even then-President Trump.

         “Illicit drugs can’t get here from China now, but the ABC stores will deliver booze to your door!” a recovery leader told me.25 More people were overdosing from contaminated synthetics manufactured in basements and back rooms. In Kentucky, the neediest drug users had fallen to seeking a methamphetamine-like rush by injecting an insecticide, which they called “wasp dope.”26 In nearby Shelby, North Carolina, in a single day during the summer of 2020, five people passed out in gas-station parking lots after taking “dirty thirties,” fake thirty-milligram oxycodone pills that turned out to be pure fentanyl. The following spring, a veterinary tranquilizer called xylazine caused a spike in overdoses and particularly nasty ulcers.

         But as the pandemic dragged on, drug deaths continued their upward trajectory, in part due to the sheer stress of quarantine. More people were using drugs while alone (with no one to Narcan them), and even people in long-term recovery were relapsing at record rates due to pandemic-related job losses, anxiety, and depression.

         Drinking and alcohol-poisoning deaths were also up.27 A friend of mine prepared to pick up her friend for their weekly AA meeting, only to learn that the woman had been lying dead on her floor for days, having overdosed on alcohol.

         
              

         

         In a survey of addiction-treatment efforts, the National Association of County and Health Officials found that most innovations to treat rather than incarcerate drug users were forged by dynamic leaders like Mathis, people with a natural capacity to connect with others, even CAVEs.28 “You see so much change being thwarted by fearmongers who come to public meetings and complain about why it isn’t the way it was twenty years ago,” said Stacy Stanford, public health transformation director of the group.

         In a politically divided landscape where law enforcement policies are set locally and county sheriffs remain the highest-elected law enforcement officers in the country, there is no federal magic wand to force sheriffs to offer addiction medicines in jail or police chiefs to permit needle exchange. Was it possible to convince leaders to look at innovations working elsewhere in select states, cities, and even small towns? Or did the wheel have to be reinvented in every single locality? Where leaders clung to take-their-organs rhetoric, could harm-reductionists ever wrest control?

         “Baby steps are better than no steps, but what we really need is a public infrastructure that works for more than just the middle class,” said historian Nancy D. Campbell, the author of OD: Naloxone and the Politics of Overdose. “Because we don’t have one now that’s nimble enough or really public health–oriented enough, it seems to come down to individual champions who have to convert enough other individuals before significant change does start to happen,” she told me.29

         Elected officials spurred innovations in some communities. In 2017, after her region was so overrun by overdose deaths that the coroner had to rent refrigerated trailers to store bodies, the mayor of Dayton, Ohio, helped initiate a regional opioid task force whose work brought forth a 50 percent overdose-death reduction the following year.30 Nan Whaley had first been shocked into action after a beloved boy she used to babysit in her small Indiana hometown died of a heroin overdose at twenty-two.31 “My EMS runs were going through the roof,” Whaley recalled, in 2015 and 2016. “It was so bad we were having to rely on mutual aid from suburban cities thirty miles away. The national media was calling us ‘Ground Zero of the opioid crisis.’”

         Driving around Dayton in those days, Montgomery County sheriff Rob Streck was reminded of the television show The Walking Dead. “When you were sitting around listening to the [scanner], it was just ‘person down, person down, person down,’” he told me. “Our medics would run out of Narcan by ten in the morning.”

         Mayor Whaley reckoned it was best to address the spotlight head-on, which sometimes meant coaxing reluctant leaders not under her jurisdiction. She initially focused on large-scale Narcan distribution (equipping first responders, everyone from police officers to workers in low-rent motels), real-time data sharing between police and treatment providers, expansion of syringe service programs (the Dayton area opened three), and jail-based drug treatment with peer coaches to help the incarcerated with SUD navigate recovery upon their release.32 (When a person’s SUD has not been treated in jail and they reuse upon reentry, drug users are then opioid-naïve and far more vulnerable to overdose death than they were at the time of arrest.)33

         Using EMS data, Daytonians who overdose now get visited by peers who hand out Narcan and try, when people are open to it, to
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