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A
ddiction is widely recognized as a national and interna-
tional health crisis. It knows no bounds, afflicting mil-
lions of people, with many millions more at risk. In 2013, 
23 million people sought treatment for various substance 
use disorder problems. The number at risk in the U.S.
  alone is estimated to be triple or maybe even quadruple 

that number. Of the 23 million seeking help last year for alcohol use dis-
order, prescription painkillers, marijuana, and illegal drugs, a mere 2.5 
million actually received treatment at a specialized treatment facility.1 Of 
these 2.5 million who entered rehab, the vast majority are likely to relapse.2 

These numbers help explain the massive scope of the problem of addiction. 
Below, we’ve tried to identify some of the progress that’s been made (i.e. 
the good), the challenges ahead (i.e. the bad), and problems that the addic-
tion treatment industry needs to come to grips with (i.e. the ugly).

The Good: Scientific Progress, More Humane Politics, 
and Expanded Access to Care

On a societal level, we’ve made some progress in responding to the 
problem of substance use disorders. Science has begun to understand brain 
neurochemistry and the factors contributing to addiction better. It was not 
until 1956, only sixty years ago, that the American Medical Association 

recognized alcoholism as a disease. In the intervening years, we’ve learned 
about the links between many addictions and mental health issues, such as 
depression and anxiety. In many cases, addiction begins as a form of “self-
medication” to cope with life’s challenges, get pain relief, or to fit in socially. 
In theory, everyone is at risk, because there is a substance out there that 
will address our neurochemical needs. A person with hyperactive tenden-
cies, for example, may find stimulants help her slow down and focus. A 
person with anxiety or a social phobia may be looking for something that 
calms him down. Still others are looking for drugs with antidepressant 
qualities.

As a result of scientific progress, we are beginning to develop a more 
nuanced clinical understanding of addiction. In the current psychological 
model (the Diagnostic and Statistical Manual of Mental Disorders, DSM-
5), “substance use disorder” is defined on a spectrum from mild to moder-
ate to severe. It is based on a series of indicators, such as wanting to cut 
down or quit but being unable to do so. These indicators enable a clinician 
to identify the extent to which the “intense activation of the reward system” 
as a result of “using” the substance causes the addicted person to neglect 
“normal activities.” In the coming years, ongoing advances in understand-
ing our brain neurochemistry are expected to lead to more effective 
treatment.
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Scientific progress has also been accompanied by greater sensitivity in 
the political realm. Forty-five years ago, in 1971, President Richard Nixon 
declared a “War on Drugs.” The effort to control substance use disorders 
in the subsequent four decades filled American prisons through a “zero 
tolerance” approach of criminalization and law enforcement crackdowns 
on manufacturers, distributors, and consumers of illegal drugs. We’ve 
evolved to a much more reflective acceptance that addiction is a health 
problem, not just a law enforcement issue. For evidence of changing atti-
tudes, consider the openness of multiple candidates in the current presi-
dential election cycle who shared stories of how addiction touched their 
families. We have progressed from a simplistic focus on punishing wrong-
doers to a recognition of the need for community care and a humane 
treatment approach.3

The best news for people struggling with addiction and people who 
treat it is the availability of treatment resources. Until the enactment of the 
Affordable Care Act (ACA) in 2010, few people with substance use disor-
ders could afford to get treatment, let alone an expensive stay at a residential 
treatment facility. The 2008 Mental Health Parity Act laid the foundation 
for greater access to treatment by prohibiting insurance companies from 
discriminating against mental health and addiction treatment with respect 
to coverage and benefits in comparison to medical needs.4 With the pro-
hibition of discrimination and the ACA mandate to include substance use 
disorders as an essential elements of health benefits,5 access to addiction 
treatment is significantly expanded. Similarly, the expansion of Medicaid, 
along with some reforms at the state level, have opened up opportunities 
for treatment to many more people.

As a result of greater awareness of the public health crisis and expanded 
funding and coverage, the good news is that resources available for addicts 
and their families far surpass what was available a few years ago. In the pre-
ACA days, Alcoholics Anonymous (AA) was the only option for many 
people in recovery who lacked the resources for residential treatment, 
outpatient programs, or clinical care. AA provided the “12-step” approach, 
anonymous support groups for people dealing with alcoholism and other 
addictions, and peer-to-peer support. Today, primary care providers are 
learning to integrate an approach known as SBIRT — Screening, Brief 
Intervention, and Referral to Treatment6 — to ensure patients with sub-
stance use disorders are identified and get appropriate referrals for treat-
ment. The options include residential and outpatient programs with dif-
ferent approaches, including medical and non-medical, social model 
options. In addition to traditional resources, such as group and individual 
counseling, treatment increasingly integrates wellness and other ways to 
help people reach and learn how a healthy, calm state in which they don’t 
feel the need to “use.”

The solutions are not just treatment of addiction through services. As 
modern science progresses, researchers have been able to develop several 
prescription medications that doctors can give to patients with substance 
use disorder problems. The use of medications to suppress or blunt the 
desire and craving for substances is also growing.7 Doctors can prescribe 
these medications to help patients reduce the desire to “use” while they 
address the underlying issues to sustain recovery from addiction. In addi-
tion to an increasing understanding of neurochemistry enabling doctors 
to use existing medications more effectively, the pharmaceutical industry 
is expected to develop more medications to treat addiction in the future. 
In addition, tools like virtual reality are expected to play a growing role in 
helping addicts overcome the underlying issues that led them to use.

The Bad: Lack of Evidence-Based, Effective Treatment 
and Significant Cost

With respect to finding effective treatment, huge challenges remain 
ahead. The high relapse rates highlight the extent to which addiction is not 
an easy disease to “cure.” Think of the familiar image of the celebrity enter-
ing an addiction treatment center, relapsing, returning to rehab, in a “re-
volving door” cycle.

Part of the problem is the lack of evidence-based approaches to treat-
ment and effective models. As noted above, the longstanding model of 
12-step and AA have been cornerstones of the treatment world, but due 
to their emphasis on participants being anonymous, there is little to no 
research establishing its effectiveness.8 At the same time, there is also a 
dearth of evidence of alternatives being highly effective. While different 
numbers are cited by different sources, it seems that the majority of patients 
in drug rehabilitation treatment continue to suffer post-treatment and that 
the minority who are helped remain at high risk of relapse.

The other bad news is cost — both of treatment and of the social costs 
of the problem of addiction. According to the National Center on 
Addiction and Substance Abuse, when you add up the lost productivity, 
healthcare costs, substance use disorder treatment and prevention pro-
grams, and the cost of prosecuting and incarcerating the people responsible, 
the state of California spends 19.5% of its budget on substance use disorder, 
with 2% of the funds going to prevention/treatment of substance use 
disorder and 98% going to the consequences of addiction.9 The costs for 
people both with and without substance use disorders are staggering, with 
people with substance use disorders spending on their addictions and 
people without such addictions paying taxes that fund government spend-
ing. The high cost of various forms of treatment has led to a situation where 
insurers who are now required by the Affordable Care Act to cover treat-
ment are struggling with soaring costs, even as access to care remains 
woefully inadequate for those in need.

The Ugly: Fraud and Abuse in Addiction Treatment
With the explosive growth in the industry the last few years, one of the 

biggest challenges that addiction treatment faces is a set of bad practices 
that have elevated the quantity of profits over the quality of care. As in any 
case where economic opportunities beckon, some of the people attracted 
to the treatment industry are motivated more by the financial opportunity 
than by the opportunity to help people in need. In many more cases, people 
seeking to grow and attract new patients cut corners. They use prohibited 
marketing practices, like paying marketers for each patient they bring in 
and use of other kickbacks. In some cases, they engage in billing practices 
around services like urine drug testing or other services that are difficult to 
defend. They turn a blind eye to the limitation on their scope of services 
and provide services that are unauthorized at drug and alcohol treatment 
facilities, in violation of the law.10

Sometimes the “ugliness” extends to taking in inappropriate patients 
who need care that centers cannot provide, placing patients at risk in the 
process. In other cases, the issue is not the condition of patients at the time 
of admission, but rather holding onto patients who need emergency or 
urgent care and potential hospitalization. In recent years, addiction treat-
ment facilities have been the site of patient suicides. In other cases, facilities 
have discharged noncompliant patients, only to find out that they over-
dosed soon after. These tragic stories highlight the high price when facilities 
are not careful about their limitations and patients’ healthcare needs.
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with up to 90% accuracy.15 The good news is that the brain is resilient and 
able to regain its functionality if given sufficient time to do so — at least 
14 months to 2 years from current studies — which can lessen the relapse 
potential. (Volkow ND, Hitzemann R, et al., 1992; Volkow ND, Chang 
L, et al., 2001).
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Meanwhile, state governments have struggled to take on industry 
problems. In many cases, states were caught flat-footed as the industry 
experienced explosive growth, without the trained personnel to exercise 
needed regulatory oversight. In California, for example, a decision was 
made to close the California Department of Alcohol and Drug 
Programs in 2013, assigning its functions to the Department of Health 
Care Services. This transfer of responsibility and reorganization was ill 
timed, coinciding with massive growth in the number of operators and 
facilities.

It is no surprise that major changes in industry-wide compliance 
take time. The business of substance use disorders is making strides, as 
a growing number of operators are sensitized to the legal and safety 
risks. Progress cannot happen fast enough, as the number of people 
with substance use disorders needing help (as well as the numbers of 
addictive substances presenting public health problems) continue to 
grow, translating into a shortage of access for people in need of treat-
ment. Existing treatment programs, hospitals, and doctors cannot ac-
commodate the surge of patients who now have insurance coverage. 
Let’s hope that 2016 will be a time to begin building a more accessible, 
effective, affordable, and safer substance use disorder treatment 
infrastructure.
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