
It is estimated that there are 1.7 million heroin, and 3 to 4 million 
prescription opiate addicts in America.1 Recent data inform us that in 
this current era of opiate abuse more people are dying from these 
drugs than are dying from highway accidents.2 To better understand 
what we in the treatment and recovery field are facing it is useful to 
consider the science of pain and reward.

Endorphins are the natural opioids that give us a feeling of con
tented wellbeing in the world. Endorphins are released when we eat, 
exercise, or have sex. Our brains are used to release small amounts of 
endorphins and other neurotransmitters in response to these sur vival 
related activities. When people are exposed to ‘exogenous,’ or outside 
of the body opioids, the brain responds by releasing very large or un
natural levels of dopamine. This tidal wave of dopamine is rewarding 
and reinforcing for many individuals. In addition to creating a down
regulation of opioid and dopamine receptors, the brain imprints this 
profound experience of reward.

Evidence within the pain management field reveals the brain and 
nervous system start downregulating opioid receptors immediately 
after exposure to opioids. This downregulation leads to tolerance to 
opioid therapy for pain treatment. Tolerance leads to the need to take 
more medication to achieve the same level of pain relief, and leads to 
deeper levels of physical dependency on the opioid pain medication.

We know that opioids amplify pain in many patients, independent 
of whether they suffer from addiction. A type of nerve cell called a mi
croglial cell activates in response to opioid medication and changes 
the way in which the brain receives pain information. Chronic expo
sure to opioids leads to microglial cell activation and pain amplifica
tion. It is proposed that the experience of pain amplification or “hy
peralgesia” may lead patients into the spiral of opioid misuse and 
abuse in an attempt to achieve the prior states of analgesia associated 
with early use of these powerful medicines. Further evidence suggests 
microglial cell activation within the brain may lead to permanent de
struction of reward neurons and/or signal pathways between neurons 
in response to unnaturally elevated levels of dopamine from exposure 
to highdoses of heroin or opioids.

I have observed clinically, that many patients suffering from chron
ic pain become deeply tolerant and physically dependent to opioids, 
and begin to misuse and abuse their medication as a direct result of 
these unanticipated side effects of the opiate medication. Many of 
these patients demonstrate abuse and or addictive behaviors, and are 

at great risk of dying due to their attempt to achieve analgesia and/or 
avoidance of withdrawal that has become the main driver for the risky 
accelerated use of prescription opiate medications.

In the United States there are upwards of 14 million patients receiv
ing daily prescription opioid therapy for pain.3 It is estimated that four 
out of ten patients regularly misuse or abuse their medication.4

For people who have been abusing opiates who are successful in 
completing a detoxification to an opioidfree state, it takes upwards of 
two years for the brain to restore itself from a synaptic and receptor 
basis. Some addicts may require periods of medication assistance with 
buprenorphine or methadone to reduce cravings and withdrawal 
symptoms to a point where behavior change from the compulsive use 
of opioids or other drugs is achieved. There is an abundance of medi
cal evidence that supports the clinical utility of providing buprenor
phine or methadone to patients. While this issue remains deeply con
troversial within the context of abstinencebased recovery, the 
evidence is clear that the use of medication assisted treatment saves 
lives, reduces relapse, and reduces drug useassociated medical and 
criminal justice costs.

Of equal importance, the development of deep attachment to the 
feeling created from opioids becomes the most potent driver of re
lapse behavior. This reality is complicated by the associated deep lev
els of physical dependency which yield through successful detoxifica
tion, protracted periods of postacute withdrawal and prolonged 
substanceinduced mood disorders. These conditions are primary 
drivers for relapse behavior.

Opioid relapse after a successful period of detoxification is excep
tionally dangerous as the patient’s tolerance to opioids is dramati cally 
reduced. Use of a small fraction of the previous amount of opioid can 
lead to death due to unintentional overdose.

Why is relapse with opioids so common?
It is important to remember that the burden of addiction is an evo

lutionary process turned upside down. When the brain experiences 
large releases of dopamine, this creates a profound and deeply exis
tential and reinforcing experience. With opioids in particular, it is dif
ficult for an addicted person to not return to those experiences.

Some patients report that the slightest hint of emotional or physical 
distress leads to deep triggering to return to the warm comfort of the 
opioid high. The challenge for many opioidaddicted individuals is to 
truly embrace the concept of ‘neveragain.’

I present to my patients the concept of recovery from addiction as 
a pathway of ‘brain ownership.’ By this I mean, we educate to the 
 nature of the chemical brain lesion and conditioning that has 
 occurred through repetitive substance use behavior, and then provide 
immersion in 12Stepbased treatment and fellowship along with 
 medication assisted recovery support. Medication will not do the 
work over the longterm. It is a useful tool, but is not and cannot be the 
ultimate solu tion. The support of recovery fellowship, relentless inter
nal integrity and accountability, and a program of abstinencebased 
recovery represent the most powerful and free solution to the problem 
of addiction.
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When we consider the existential nature of our existence as biolog
ical creatures who experience our bodies, and our minds through the 
filter of our physical ‘tissue,’ a deep juxtaposition exists between the 
programming of biological reward states and the reinforcement of 
our experience of reality. A duality surrounding attachment to the il
lusion of control and the ‘artificial’ state of intoxication could not be 
more profound than in the brain of the opioidaddicted person. An 
essential component of 12Step recovery embraces the spiritual nature 
of our existence. It is interesting to see patients working personal pro
grams of recovery informed by the perspective that we are able to ques
tion our biological experience, see the truth and the deception of the 
mind relating to our attachments. It is also relevant to note that the 
experience of recovery fellowship provides itself a biological tissue 
driven, reward relating to physical proximity, emotional intimacy and 
the experience of compassion and empathy.

A message of hope
I think that the most important message to any person addicted to 

opiates is for a person must admit their powerlessness over the drug. I 
have seen people try to rationalize their way into their recovery. Every 
time I have seen that happen people seem to find a new bottom. Ego 
and the concept of selfwill are deeply reinforced by the emotions of 
shame and guilt surrounding being addicted. These concepts are 
ubiquitous in treatment and recovery, but with opioid addicts there is 
such deep salience for the drug the concept of abstinence is exception
ally difficult for many to embrace. The concept of ‘neveragain’ is very 
difficult on both a conscious and subconscious level. I have always 
thought that it is critical for recovering people to ask themselves if they 
are ready to get the divorce from their drugs.

Recovery treatment must focus on something more than the 
 provision of medication. It is essential to provide a safe context, a 
 safety net for pain recovery which includes working the 12Steps, 
which includes: accepting limitations, working with a sponsor and 

 defining what ever their limitations may be, making a phone call, and 
working with a group of experts such as physical therapists, physicians, 
and pain  psychologists.

We strive to create a holistic approach to the mind, the body, the 
spirit of each of our patients. It is important to understand that the es
sence of 12Step recovery is essentially a spiritual and/or existential 
transformational process. It is important to understand the biology of 
pain and what is going on in the body. An appreciation of the neuro
chemical dynamics of opioid drugs and pain informs us about how we 
can help heal the mind of those who are addicted. If we as health pro
viders can create a stable platform using varying modalities enhanced 
with medications, I believe that we can help patients achieve the exis
tential transformation that becomes the central core of successful 
treatment and recovery programs.
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better coordination of research between agencies. The NRAP will 
serve as a strategic plan for reducing the morbidity and mortality of 
PTSD and TBI.

In his announcement of NRAP, the President told of the remarkable 
journey of an Army Ranger, Sergeant First Class Cory Remsburg, who 
was nearly killed by an improvised explosive device in Afghanistan. 
After months in a coma, dozens of surgeries, and years of rehab, 
Sergeant Remsburg is now planning for a 42mile bike race. As the 
Presi dent said, “The war in Afghanistan may be ending, but for Cory 
and our disabled vets, the work has only just begun. Cory is 30 years 
old. His recovery — like so many of yours — will last a lifetime. But 
he won’t give up, because you haven’t given up. And when it comes 
to our work, to making sure that our nation is fulfilling its promises to 
the men and women who served and sacrificed, America cannot give 
up either.”

NIMH was founded in 1948, charged by President Truman to ad
dress the problems of soldiers and veterans with “combat neurosis.” 
Now, 65 years later, we have the same charge, to address the same ill
nesses from a very different war. Fortunately, we have better tools and 
a better understanding of the problem. But it is important to acknowl
edge that there is still much we do not know. We can provide better 
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 access to current diagnostics and current treatments, but for too many 
people this will not be enough. As the NRAP makes clear, we will need 
better science if we are to repay the debt owed to the more than two 
million men and women who have sacrificed for us all.
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