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It all started with a question.

—DR. MARIE NYSWANDER
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AUTHOR’S NOTE

There is consensus that person-first language should be used when writing about someone with addiction, just as when writing about people with any other health condition, in order to reduce stigma and highlight that people are only secondarily defined by whatever illnesses plague them. This means that instead of saying “addict,” one should use the terms “person with opioid use disorder,” “person with chaotic drug use,” or “people who use drugs” (PWUD). When working with patients, writing academic papers, or giving presentations to healthcare providers, I prefer the term “PWUD.”

However, I worried that using this acronym too frequently in this book would pull readers out of the emotional story, especially in the context of historical periods when this acronym did not exist, so I occasionally use the word “addict” instead. Additionally, many people in recovery or who use drugs do not use person-first language, frequently using terms such as “addict,” “clean,” and “dirty.” When I included such dialogue in the text, I tried to stay true to their original language. However, it is one thing for PWUD to decide to use these terms, and another entirely for clinicians. Healthcare providers should instead strive for person-first language.

This book blends memoir, history, and speculative nonfiction. As in most memoirs, the scenes taken from my own life are subject to the limitations of memory and perspective. For example, few of the conversations are verbatim transcripts. In cases of conflicting accounts, I often privileged my own version of events over others’ recollections. To protect others’ identities, especially those of patients, some names have been changed, and there are a few composite characters.

As there are absences in the archival record and many of the book’s primary characters are no longer living, I often practiced “critical fabulation,” a technique coined by Saidiya Hartman to narratively bridge the gaps with informed speculation. Speculative scenes are marked as such with phrases like “I imagined,” “perhaps,” and “maybe.” I wrote them based on the best available evidence from primary source material. Unless quotes are marked as coming from interviews or articles, they are fictitious. For example, most of the scenes and corresponding dialogue from chapter 4 (“Narco”) and the beginning of chapters 10 (“Zenith”) and 11 (“The Fall”) are imagined. Facts from research papers are cited as such.

The naming conventions used in this book differ from most academic texts in that I do not always refer to people by their last names, as I want to foster a sense of closeness with the book’s main characters. However, referring to female physicians by their first name instead of their title and last name risks undermining their authority in healthcare. To strike a balance, I tended to use first names when the narrative calls for more intimacy and last names in more formal situations.






CHAPTER 1
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The Clinic

2020

When I first neared the nondescript two-story building, I wasn’t sure I was in the right place. There was no sign labeling what lay behind the drab stucco walls, and the windows were too few and too small to catch a glimpse. The clinic itself seemed ashamed of its own existence, or perhaps just worried about what the neighbors would think. The parking lot was surrounded by barbed wire and patrolled by a police officer. In the corner, just behind a tall, iron gate, a group of patients gathered. In the center an older woman lay on the pebbled ground, talking loudly in a scratchy voice between drags from her cigarette. A man wearing stained jeans and holding an extra-large Circle K cup stood beside a younger woman in flannel pajamas and chunky black slides. The officer had also noticed this congregation and was walking toward them; according to a posted sign, no loitering was allowed on the premises. I guided my bicycle to the rack behind them, a little worried whether it would still be there when I returned.

It was January 2020, and I was applying to work part-time as a physician at a methadone clinic. Primarily an emergency room doctor, I had become increasingly interested in addiction medicine over the past few years. To gain credibility—something I was always chasing as a young woman in medicine—I decided to pursue board certification in the field. This meant that I needed to work at least five hundred clinical hours in addiction, and in Tucson the only place looking for help was a methadone clinic. I had never imagined myself working somewhere like this; methadone clinics weren’t exactly seen as desirable. Nobody in my medical school aspired to work at one, nor was it presented as a career goal that we might strive for. But here I was, in a nice dress and leather boots, with freshly washed hair, ready for my interview.

Swinging open the tinted glass door, I entered the buzz of the crowded waiting room. A line of patients formed to my right, waiting to get their daily doses. The air smelled of stale cigarettes and cherry cough syrup, the flavor added to the liquid methadone. Many of the patients had sunburned shoulders, and a few had cheap, thin rollerbags that they dragged alongside them—signs of housing insecurity.

To my left was a sea of vinyl chairs filled with patients waiting to see therapists, clinicians, or lab techs. Several times a year, patients were randomly selected to give a urine sample to determine whether they were still using drugs. They peed into cups held over toilets with silver handles taped in place to remind them of the rules, which were printed on a piece of paper, highlighted in yellow, and tacked to the rear wall—no flushing the toilet or running the faucet—even though there was no sink inside the small bathroom itself. There was also no lock on the door. The freshness of the sample was verified by a flimsy thermometer attached to the cup. The printed rules also detailed what happened if someone couldn’t pee within three minutes: if they decided to leave the clinic instead of waiting in the lobby and trying again, a staff member would watch them urinate when they next returned. If my doctor asked me to follow such condescending, punitive rules, I would be outraged. I would demand to see their policies, argue with the staff, or storm out. But if you wanted methadone, there was no choice but to comply.

One of the employees noticed me standing awkwardly in the entryway. “Can I help you?” he asked.

“I have an appointment with Dr. Oñate.” The words rushed out of my mouth a little too quickly.

“Okay, stand in line here.” He pointed to a line forming at the front desk, a layer of bulletproof plexiglass separating the clerks from the patients.

“But I’m not a …” I swallowed the final word of this sentence, patient, realizing how rude I appeared, how quick I was to set myself apart from those around me. “I’m here to interview for a part-time position.”

He smiled. I wasn’t telling him anything he didn’t know. “He’s on his way; we are texting him. You can have a seat.” I sat down across from two women chatting, one with her young son, who was singing quietly and swaying his head back and forth. The other woman was in the middle of explaining how she was trying to get her kids back. After I started working here, I’d learn this was common. Many of my patients, especially the women, had open cases with the Department of Child Services (DCS), their kids now in foster care or living with relatives. How different than my own experience, in which my soon-to-be-one-year-old was currently in the loving arms of our full-time nanny.
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An older man with salt-and-pepper hair and tanned skin walked through the side door. “Hi, I’m Larry. Sorry I’m late.” He extended his hand to shake mine. This was Dr. Oñate, the medical director of the clinic. “We had a bit of a commotion this morning—maybe you saw it outside as you arrived. There was a woman selling outside, which is a big no-no around here.” He shook his head. “We contract with TPD—Tucson Police Department—to provide our security, and they arrested her. It’s usually much calmer than that.” He smiled. I followed him as he badged us out of the waiting room and opened a locked door, his cowboy boots clicking across the linoleum floor.

First, we visited the “dosing room,” where more plexiglass separated the staff from the patients. The nurses sat along a long counter, each manning a dispensing machine. Cheerfully, they paused to wave and introduce themselves, the jovial atmosphere seemingly at odds with the harsh security measures.

Dr. Oñate and I stood next to one of the nurses while a man and his small child approached her window. Gasping for breath, the man exclaimed, “Our car just broke down, and I had to get it jumped.” He had made it just in time—”dosing hours” were observed strictly, 5 to 11 a.m. and 1 to 5 p.m. If a patient came outside those times, they would be turned away, no matter the reason. And if they missed more than two days in a row, their dose would be halved into an effectively useless amount. It would take days, if not weeks, to again reach a therapeutic level. Regulations did not make recovery easy. During the hour “lunch break,” the nurses meticulously tallied the amount of methadone dispensed during the morning. If even a single drop was unaccounted for, the DEA could shut the whole place down.

As the man on the other side of the window spoke, the nurse clicked through a series of questions about his appearance, pupil size, and speech; she had to document that he wasn’t high. She then clicked the dispense button, and the machine released a few milliliters of red liquid into the plastic cup below. The man poured some water into the liquid, swirled it around, threw his head back, and tossed the concoction into his mouth. He waved goodbye as he walked away, his smiling son’s hand clasped tightly in his own.

“Why did he add the water to the cup?” I asked.

The nurse, behind her thick-framed, black glasses, answered. “To get all the methadone. Sometimes five to ten milligrams are left behind on the sides of the cup.”

I nodded, not yet understanding that the difference between fifty and sixty milligrams could cause the sweats, chills, and nausea of withdrawal.

She continued: “This was the first job I took after nursing school, and I can’t imagine doing anything else.” She paused. “I wanted to see what my husband goes through. Just last week, we got a cake and celebrated ten years sober.” She smiled. “For the people who want to quit and turn their lives around, there is nothing like this. Methadone really works.”

Initially synthesized in the 1930s, methadone was developed in an attempt to find a long-lasting, nonaddictive pain medication. Although chemists are still searching for that panacea, we found a role for methadone in daily maintenance therapy. Itself an opioid, it is still habit-forming and can cause overdose if taken in excessive amounts, but, by the numbers, it is much safer than heroin or fentanyl. Unlike street drugs, its manufacture is regulated, so users know exactly what they are getting and in what amount. Its pharmacology is also slightly different, allowing for long-term stability instead of the extreme highs and lows associated with short-acting fentanyl and heroin. And because it is legal, it reduces the risky behaviors and negative consequences associated with addiction.

This is not to say that methadone maintenance is perfect. If patients miss a few days of methadone, they go into the same bone-crushing withdrawal that they did back when they couldn’t find any dope. It is still an opioid. And, so, many recovery organizations preach that a drug is a drug, that methadone is no different than heroin. To me, it is easy to poke holes in this claim.

Although related, dependence and addiction are different. Dependence means that someone has tolerance to and withdrawal from a medication or substance they take daily—like getting a caffeine headache when you miss your morning cup of coffee—whereas addiction, or a substance use disorder, is a medical condition with specific diagnostic criteria defined by the Diagnostic and Statistical Manual of Mental Disorders, including: taking in larger amounts and for longer than intended, wanting to cut down or quit but not being able to, spending a lot of time obtaining the substance, craving or experiencing a strong desire to use, being unable to carry out major obligations due to the substance, and continuing to use despite the harms it causes. Most people taking methadone do have dependence, yet very few are addicted. But the simplest rebuttal is an analogy offered frequently by Dr. Marie Nyswander, one first attributed to the jazz musician Billie Holiday: Did we tell people with diabetes to stop using insulin because their body needed it? Of course not. From a medical standpoint, methadone is no different.
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It was with pride that Dr. Oñate continued his tour of the clinic’s facilities, each step peeling back the harsh veneer of my first impression. He showed me the spacious room where tai chi classes were offered, a play area for the patients’ children, and quiet suites for families who needed to stay the night.

“We even have acupuncture,” he boasted, lifting his bushy eyebrows for emphasis. I found it hard to believe that the clinic’s rules and enforcement came from him, someone whom I imagined listened to community radio on the weekends while drinking a cup of tea in a garden overgrown with tendrils of cat’s claw and shaded by leafy ironwood trees. As I would come to learn, these harsh standards came from the DEA, Substance Abuse and Mental Health Services Administration (SAMHSA), and Congress—the rules a bureaucratically confusing hodgepodge cobbled together throughout the decades in a way that seemed to take little interest in the lived experience of the people they were intended to help.

From the second-floor “balcony,” a thin and unadorned precipice of concrete that ran along the length of the building, I could better see the surrounding neighborhood. The southern edge of the parking lot abutted several trailers, and the western edge was marked by coiled barbed wire running alongside an iron fence. But it was with pride that Dr. Oñate talked about the surrounding community.

“We try really hard to show that we are good neighbors.” Every week, a group of patients—or, as the clinic referred to them, “members”—circled the nearby streets to pick up the litter and trash strewn by the dry desert winds.

I lifted an eyebrow. Why did they try so hard to garner approval? Other medical clinics didn’t do that. And it wasn’t like this clinic was in the middle of a perfectly manicured neighborhood; the building next door had broken windows patched by black plastic bags fluttering in the breeze, and the closest businesses were a liquor store and a vape shop. It certainly didn’t look like my neighborhood: historic adobe houses painted in pastel, abundant shade trees, and beautifully xeriscaped yards. In this part of town, there were no college kids jogging, new parents pushing strollers, or stately professors cycling by. In fact, I didn’t see anybody outside the clinic’s immediate periphery.

Dr. Oñate continued: “Another clinic in town doesn’t try so hard to integrate itself into the community, and they’ve had problems.” A smooth calmness metered his speech. “Instead of taking the time to establish relationships, or to build something of quality, they are focusing on rapid expansion.”

Although I nodded in agreement, I wondered how that was a problem. Fentanyl was now the leading cause of death in young adults and one of the top contenders among all other age groups. With so many more people needing access to addiction treatment, expansion seemed like exactly what was needed to combat the current crisis.

“And so now,” he explained, “one of the communities in which they built a new clinic is trying to shut them down. They don’t want those kinds of people in the neighborhood.”

Opposition to one clinic could easily snowball and threaten them all: if a clinic didn’t do a good enough job of looking presentable, if it seemed too sketchy or derelict, neighbors might start to distrust all methadone clinics, soon demanding that politicians develop stricter zoning regulations to further curtail their development. Ideally, the solution would be to convince the public that treating addiction was good and worthwhile. But that was too gargantuan a task for a single clinic to take on, so, instead, they had to play the defensive, to look nice. Soon, I would learn that this tension between access and quality stretched all the way back to methadone’s inception.

After Dr. Oñate finished his tour, we returned to his office to discuss the details. Although I had prepared for the rigorous back- and-forth of an interview, the job was mine if I wanted it.

Dr. Oñate leaned back in his swivel chair, tapping his fingertips together in front of his chest and staring toward the ceiling before his eyes refocused on mine. “Now, I know that most of your experience is with buprenorphine, but I really hope you will use your time here to learn about methadone, to realize that it is the better option for a lot of our patients.”

I laughed awkwardly and averted my gaze. He had seen right through me. Although methadone and buprenorphine, often referred to by its trade name Suboxone or the abbreviated “bupe,” are both types of medications for opioid use disorder (MOUD), I had always believed bupe the preferential option.

Imagine zooming in on a large, squishy brain, right up to the cellular level. Stuck into one of the neurons is a stick topped with a cup—the mu opioid receptor—and floating toward it is a ball—a molecule of fentanyl. When the two meet, the brain’s frequencies slow. Alertness flickers off, causing a peaceful sense of sleep. Pain dulls, both that inflicted by a sharp kick to the shins or from the deeper pains of psychological trauma. Unfortunately, the lungs also relax to the brink of failure, serenely ignoring the body’s hunger for oxygen. If too many of the cups fill with fentanyl, the body’s workings come to a grinding halt, a phenomenon better known as “overdose.”

Methadone, just like heroin, just like oxycodone, just like fentanyl, is a full opioid agonist. The more you take, the more euphoria, sedation, and respiratory depression. Although buprenorphine is also a ball that fits into the cup of the mu receptor, it is a partial agonist, meaning its downstream effects are much less noticeable and intense. It is like using a dimmer switch to turn down a light’s glare. Even if someone takes a dose ten times higher than what is prescribed, nothing much happens, at least for patients who regularly take opioids. They are still awake, conversant, and breathing. There is a ceiling to buprenorphine’s effects.

Because of the lesser risk, buprenorphine is much less regulated than methadone. I can write a prescription for buprenorphine to be picked up at any pharmacy, whereas patients who want methadone must come every day to a federally recognized clinic and drink their medication under a nurse’s watchful eye. In fact, methadone is one of the most regulated medications in America. God forbid a patient has to leave town, as they can’t simply get a few days’ worth of methadone to take with them. Instead, they must find a clinic in whatever city they are visiting—if there even is one—get permission from their home clinic to apply for guest dosing, and fax over a bunch of paperwork. Although recent regulation changes have made it slightly easier to get “take-homes,” the poison is still more accessible than the treatment.1

And, thus, I unapologetically preferred buprenorphine over methadone, as did the small, rising wave of emergency medicine physicians who were prescribing MOUD. Whereas I had started countless patients on buprenorphine and had educated other providers how to do the same, I had never started a patient on methadone.

Even here at a methadone clinic, I planned to rarely use it, instead offering bupe as the first-line option. But, as Dr. Oñate continued his spiel about medicine’s favoritism of bupe over methadone, I began to question myself. Was my preference for buprenorphine simply part of a larger trend, one rooted in stigma instead of science? A stigma I thought I had long left behind? As the glass door of the clinic closed behind me, scarlet shame unfurled across my cheeks as I remembered how I once treated people who used drugs.

2015

“Can you please go see room thirteen? He’s being a real pain in the ass.” The nurse glared and flipped her platinum blonde hair behind her shoulders. Nobody had time for bullshit on a night shift. I squinted under the fluorescent lights of the “doc box,” the square room in the middle of the emergency department where the residents and supervising attending physicians clicked through labs and typed patient notes. House music pulsed from a speaker propped on a cluttered shelf overhead—the only way to trick our bodies that 3 a.m. was a good time to be awake. It was 2015, and I was a junior emergency medicine resident at the county hospital in Phoenix. Even though it was 110 degrees outside, in here I wore a jacket to insulate against the subarctic air conditioning.

I blinked to clear the fatigue from my dry eyes. I was in the middle of a month of night shifts, working from 10 p.m. to 8 a.m., Sunday to Thursday. Even if I got sick, I was still expected to show up. Such was residency. Once, when my body shook with fever and swallowing my own spit felt like shards of glass, I checked in an hour before my shift so I could at least get a throat swab and throw down some antibiotics. It was not unheard of for doctors to work with IVs threaded into their forearms so they could medicate between seeing patients. When the $500 bill came a few weeks later, I regretted my decision. Although I was earning more than I ever had—a little less than $50,000 a year—I wasn’t exactly in a position to throw away money for a penicillin prescription, not with my student loans and their 6 percent interest. And if the sleep deprivation, lack of sick leave, and bullying from the nurses and senior residents were not enough, there also was the constant terror that I would make a fatal mistake. And so, as residency dragged on, I found it harder and harder to feel much empathy for some of my patients. Although I knew that was wrong, I just didn’t have anything left to give.

The nurse leaned against the wall, refusing to leave until one of us claimed the patient in room thirteen, and stared straight at me. Or was that a glare? Although she helped and flirted with the male residents, she mainly complained about the women. And because I knew she would make the rest of my shift a living hell if I pissed her off, I stood and plucked the plastic clipboard from the wall rack. According to the triage sheet, he had checked in for lower back pain and claimed to be allergic to all our first- and even our second-line options for pain control: acetaminophen, ibuprofen, Toradol, morphine, oxycodone. I was sure he would ask for Dilaudid, one of the strongest opioids we had. In a study in which people who used heroin received either a shot of Dilaudid or heroin, they couldn’t tell the difference. I rolled my eyes as I asked the nurse, “He’s a pain seeker, huh?” It was something we saw a lot back then, back before cheap fentanyl flooded the streets.

She nodded in agreement before pivoting and disappearing down the hallway.

I slid open the glass doors to his room. He was writhing around on the narrow stretcher, his long, lanky frame curled into a Z. When he saw me from the corner of his eye, he increased the volume of his moans to an unbearable holler. I was certain of it—he was here for drugs, willing to make up whatever complaint necessary to get them. But, of course, I couldn’t just write that in his medical record. First, I would have to prove that there was nothing wrong with him. Only then could I discharge him and wash my hands of this hassle.

Patients commonly came to the ED for low back strain caused by bending over or lifting something a little too heavy. Nothing dangerous. Unfortunately, there were a handful of rare conditions that looked the same but were much more serious: an abscess next to the spinal cord, cancer eating away at the vertebrae, or a tear shedding the aorta’s sinewy wall. It was up to us ED docs to determine if a patient’s symptoms were caused by a life-threatening condition or just everyday wear and tear, and it wasn’t always so easy to tell the difference.

I sat down on the black stool next to him and crossed my arms. “Do you have difficulty urinating?” I interrogated.

“Yes,” he answered, not missing a beat.

I continued right on to the next question, trying to keep my voice calm. I wanted to appear indifferent. I did not want my face to betray the rage building inside me. I also did not want him to think I actually believed him—I was no fool. “Do you have decreased sensation between your thighs?”

“Yes.”

I sighed, but I doubted that he noticed; he was too busy squeezing his eyes shut and fake crying. He was going to make this difficult. Well seasoned at this game, he knew all the “right” answers, the ones that would extend his visit and lead to the maximum number of Dilaudid shots. Perhaps he visited a different ED each night—there were certainly plenty of people like that here in Phoenix. He probably took an ambulance, too, so he didn’t have to pay any money up front for the ride. Looking back now, I am ashamed of my cruel cynicism. But back then, I heard remarks like this so often they seemed normal. And what else is residency but an indoctrination into the hidden curriculum of medicine?

Of course, there was the chance I could be wrong, and the penalty for error would be this man’s life. And if he injected drugs like I assumed, he was at even higher risk for invasive infections that could very well hide in the spine. Reusing needles meant that bacteria was injected directly into the bloodstream, where it spread quickly to every organ in the body. Even though I wanted to dismiss his answers, I knew I couldn’t. But that didn’t mean I had to like him.

My voice monotone, I continued: “Okay. We will need some blood, and maybe even some imaging.”

He flung the coarse cotton blanket over his head, his curled toes the only part of his body still visible. “Doc,” he said, his voice now muffled, “I’m really in a lot of pain. I can’t answer any more questions until you give me Dilaudid.”

I pursed my lips and marched toward the doc box to order his labs, peripheral IV, and Dilaudid. I hated to give in to his demands, especially when it involved giving an opioid that was almost equivalent to heroin. If there was one thing that my medical training had taught me about opioids, it was that doctors needed to limit our use of them. Time and time again, we were told that doctors’ liberal prescribing of oxycodone was to blame for the current opioid epidemic, and that if we just limited the supply of drugs that we gave, nobody would become hooked. Later, I’d learn that this was just a repackaged version of a distorted claim probably as old as drugs themselves. Additionally, I had unknowingly bought into the stigma that people who want to keep using drugs didn’t deserve our care.

I also didn’t want to give him the high he was seeking—that wasn’t why I was here. Something about it felt immoral, or maybe just unfair. I was the one working an overnight shift, my eyelids heavy, my body longing to lie down, and he wanted me to help him get high? But I saw no other way. If I wanted to rule out infection, I needed a sample of his blood to send to the lab. Without the Dilaudid, he would probably flail his arm as the nurse attempted to slide the sharp tip of the needle into his vein, potentially causing her hand to slip and stick her own finger.

On the tracking board, I saw that an ambulance had just brought a new patient to the resuscitation bay, and I hurried to meet them. It was not just the man in room thirteen whom I was responsible for. I arrived just as the Phoenix Fire medics were leaving, a blast of hot, dry air gusting through the double doors as they returned into the desert night. Even at these hours, the breeze felt oppressive.

The new patient was short and plump, her eyes rolling back into her head as she spoke. Never a good sign. A nurse and a tech quickly worked in seamless choreography to connect a tangle of wires from her chest to the monitor hanging in the corner overhead, insert IVs, and draw vials of maroon blood from her narrow veins. Once attached, the monitor wouldn’t shut up, its loud alarm firing constantly from her abnormally low blood pressure and oxygen levels. I rolled the heavy ultrasound machine over to her bedside to visualize her heart and lungs upon its grayscale monitor. Was her blood pressure dangerously low because her heart wasn’t pumping effectively? No. Were her lungs filled with fluid? No. So what was the cause? I requested antibiotics and fluids while I prepared to intubate and place a central line. There was no time to waste.

But before I could set up everything, the portable black phone in my back pocket began to ring and vibrate. The nurse on the other end said, “Hey, Doc, your patient in room thirteen won’t let us stick him anymore until we give him more pain medication, and I’m having a hard time getting an IV.”

As I looked at the dying woman in front of me, I spoke into the phone: “Were you at least able to get the blood for the lab?”

“No, he’s a hard stick.” Years of IV drug use often scarred the veins and the overlying skin, so I wasn’t surprised by this.

The respiratory therapist was now strapping a plastic mask to the woman’s face, a CPAP machine pushing air into her lungs before I attempted to place a breathing tube through her gaping mouth and into her trachea. Streams of air whooshed out the sides of the loose mask, but she didn’t even notice, her eyelids now closed.

“I’ll swing by his room and try, but I can’t be there long,” I told the nurse on the other end of the line. Here was a critically ill woman who needed my care, but, instead, I had to deal with this addict’s antics. Although he would probably die within a few years from an overdose or the complications of injecting, I still did not see him as the high-acuity patient he was. But the faster I freed up his bed, the faster I could help the sick patients who sat waiting in the lobby, so I walked quickly to his room. The haze of early morning continued like this for hours, seesawing between him and the dozen other patients under my care.

When the results from his labs and MRI finally came back, it was exactly as I suspected—everything was perfectly normal. When I went to tell him, he already knew the jig was up. For the first time all night, he was now sitting quietly in bed, eating one of the dry turkey sandwiches that we kept in the patient fridge. Hot rage bubbled in my chest. I hated that he had wasted our time and money, that he had stolen it from others who I thought needed it more. I hated that he had bent me to his will. Even though I knew he was lying, my hands had been tied. I hated working with addicts—it always seemed to end like this.

But why? I had read the textbook, passed all the exams, and yet here I was, flailing. The only detail about addiction that I remembered from medical school was that Dr. Drew of MTV’s Loveline gave us a one-hour lecture. Although I can’t recall a single detail of the content, I do remember the glamour of a celebrity physician standing right there in front of us. I suppose this was the kind of thing that happened when you went to medical school in Los Angeles. And although my school wasn’t exactly a beacon of light when it came to addiction—our dean’s face later plastered across the front page of The Los Angeles Times under the headline “An Overdose, a Young Companion, Drug-Fueled Parties: The Secret Life of a USC Med School Dean”—most medical schools across the country similarly glossed over addiction.

The content taught during my emergency medicine residency wasn’t much better, and, again, my experience wasn’t an outlier. The only mention of opioid use disorder in my ten-pound textbook was a paltry two pages, mainly focused on when and how to reverse overdoses with naloxone in the ED.2 Nowhere did it describe opioid use disorder as a chronic disease, nowhere did it explain how to diagnose it, and it certainly didn’t mention that it had an effective treatment. Although the Food and Drug Administration (FDA) approved buprenorphine in 2002, I had never heard of it, and I didn’t know much more about methadone. And there was definitely no mention of harm reduction, an approach that sought to reduce the harms associated with drug use and meet patients where they were. And, so, my patients and I held opposing stories of addiction and treatment, leaving little room for a shared narrative.

I also lacked lived experience with addiction, or so I thought. Although I was high for most of college, it was easy for me to step away. I didn’t really drink until medical school, an institution where binge drinking was normalized. During one party, an ambulance carried away a friend of mine because he drank too much. Another friend frequently blacked out on the weekends. Yet nobody talked about it. Neither did my family, really. I had heard hushed stories about my late grandfather’s problematic use of morphine, but always in the context of being weak. Never mentioned was the trauma that increased his risk of addiction: he was born Jewish in 1915 Poland, lost most of his family, fought in the war, and aspired to assimilation in America. In my life, it was easy to ignore addiction, to see it as a problem that happened to someone else.

And, from a medical perspective, I had learned that addiction was a hopeless condition that lacked an effective treatment, rendering me powerless under its gaze. As the medical profession often does with conditions it does not understand, we looked away. Instead of facing the possibility that we might not know everything, we blamed the patients. We treated users with disdain and called them “drug seekers.” We thought they were manipulative liars, manufacturing medical complaints that they hoped might result in a prescription for painkillers.

Although the opioid epidemic was all over the news, effective treatment had not made its way into most clinics or hospitals. Out of nearly one million doctors in the United States, less than six hundred identified themselves as addiction specialists in 2012.3 That might be okay if doctors from other specialties knew how to treat addiction, but they didn’t. Instead, doctors focused on treating the secondary, more costly complications that resulted from chronic use—liver cirrhosis, HIV, endocarditis, cellulitis, hepatitis C, cancer, heart disease, overdose—allowing the underlying addiction to continue unchecked. Today’s shortage of physicians trained to treat addiction means that only 10 percent of the forty million Americans with addiction receive any formal treatment at all, and, when they do, it is rarely based on evidence. Later, I’d learn that this negligence was not accidental, nor was it new; we were simply following a precedent set over a century ago.

Because medical providers have neglected addiction for so long, a separate, nonscientific, and poorly regulated network of addiction care has developed. Patients face a confusing patchwork of treatment options with wildly different approaches. There are expensive residential treatments with little data to justify their cost, tough-love, style rehabs, work-based communities, medical detox facilities, and 12-step programs, just to name a few. A 2012 report by Columbia University compared the state of addiction medicine today to that of general medicine practiced in the early 1900s, both overrun by a preponderance of quacks selling snake oil.4 Most of the people providing addiction care have received little, if any, formal training, and thus many still think of addiction as a moral or spiritual failing. The public has a similar view, with about one-third believing that addiction reflects a lack of self-control or willpower.

But the science is clear—addiction is a disease. Over the last half century, scientists have identified which parts of the brain are involved in aberrant behaviors: the basal ganglia with euphoria, the amygdala with withdrawal, and the prefrontal cortex with anticipation for more.5 Furthermore, the continued use of drugs actually alters the structure and function of the brain, making people want to use even more, despite negative consequences.6 This means that harsh penalties and lengthy jail time will not work as effective deterrents, although many lawmakers believe they will. Incarceration is not treatment.

In the addiction medicine textbook from which I now teach, there is a grayscale snapshot of two brains.7 One is from a healthy person, and one is from a person with addiction. The contrast between the two is glaringly obvious. The healthy brain glows a bright white, its active neurons quickly zipping messages back and forth. In contrast, the diseased brain is a dull gray, the neurons effectively offline or even dead. It looks just like an injured heart starved of oxygen, one whose muscles died after a massive attack.

That being said, not everyone who uses drugs becomes addicted, and the simple use of an illicit or mind-altering substance does not mean that someone has a disorder; it is only when that use causes problems in a person’s life that we become concerned.8 Recently, scientists have even pinpointed specific genes that make someone more or less likely to be addicted—more evidence that addiction is linked to concrete pathology in the brain.9 Yet genes alone aren’t enough, as not everyone with at-risk genetics develops a problem. Trauma, especially in childhood, also seems to play a large role. One famous study suggested that two-thirds of problematic drug use could be attributed to adverse childhood experiences such as abuse, neglect, or growing up in a household with substance abuse, incarceration, or mental illness.10

Despite the advent of sophisticated imaging technology and advanced methods that allow us to visualize individual genes, scientists still don’t fully understand addiction. We have theories about who is at risk and who might get better, but no two patients are exactly alike. This could also be said about many other diseases, such as cancer, chronic pain, or even COVID. That is the thing about science: we are constantly learning new information that shifts existing theories. The more I learn about medicine, the more I learn how little is absolute.

There is even a growing critique of the “addiction as disease” framework. Although it was supposed to reduce the stigma faced by PWUD and increase access to treatment, for many people this has not been the case. The disease model does not adequately address the societal causes of addiction, such as the trauma caused by inequity and racism, instead implying that there is something inherently pathologic about the brains of people who use drugs and become dependent. Although I agree with these statements, I do not think they are antithetical to the concept of addiction as a disease. I also think that arguing over semantics distracts from issues that matter more: stigma, onerous policy, and over a century of criminalizing addiction and its treatment.

2020

When I returned home from my interview at the methadone clinic, I began my search for an origin story, suspecting that my seemingly personal unease around methadone was actually a reflection of something much bigger. When did methadone treatment first come onto the scene? How was it received? On the front page of an old JAMA article commemorating the forty-year anniversary of methadone maintenance, a black-and-white photo of a female physician caused me to pause, to look closer.11 She was about sixty or seventy, joy radiating from her eyes. Perhaps this was what it looked like to be proud of your life’s work. She was seated in a library, her bangs swept to one side, her hair cut short around her face. Bracelets adorned her slim wrists, and she was wearing a white button-down blouse tucked into a high-waisted skirt. A large pendant in the shape of a rounded cross hung from a chain around her neck. Her name was Dr. Marie Nyswander. Beside her stood a balding man with a closed-mouth grin and a long white coat—Dr. Vincent Dole. Together, they had developed methadone maintenance. Later, I would learn that they had also fallen in love while spending long hours together in the hospital, when she was in her late forties and he in his late fifties, and that he was her fourth husband and she his second wife, but this article only mentioned them as research partners.

The article focused on their landmark 1965 study in which they proved that daily methadone could treat heroin addiction, relieving cravings and allowing people with addiction to return to stable lives.12 At the time, nobody else in the United States was researching or offering maintenance treatment for addiction, mainly because it was illegal to do so. Instead, treatments were abstinence based and predicated on the idea that addiction was a moral failure or evidence of psychopathy, and relapse rates teetered around 90 percent. But, with their study, Nyswander and Dole suggested that addiction was a medical disease for which they had a successful treatment. One addiction physician described their results as equally monumental as the discovery of the first antibiotic.13

Although methadone maintenance was lauded as the panacea to end opioid addiction forever, the opioid epidemic today is exponentially worse than anything Dr. Nyswander could have imagined. According to the Centers for Disease Control and Prevention, more than two million Americans have opioid use disorder, and fatal overdoses have surpassed motor vehicle collisions as the most frequent cause of accidental death.14 In 2021, over one hundred thousand Americans died from overdose.15 What had transpired between Marie’s time and now? How did methadone fail? In the article, Dr. Mary Jeanne Kreek, an addiction physician who worked with Nyswander and Dole at Rockefeller University, offered an explanation that resonated completely with my own experience: “There is a stigma against addictions, addicts, and—sadly—treatment providers.”

I peered into Marie’s eyes, a sense of kinship building. At age thirty-four, I was an aspiring addiction physician looking for a role model, and Marie’s story drew me in with her promise of a medical fairy tale about a pioneering, revolutionary physician who broke the rules on behalf of a group of patients whom mainstream society would prefer to ignore. On the surface, her story seemed equivalent to those portrayed by Hollywood in And the Band Played On and
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