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Objectives

• Understand the history of opioid epidemics in the US

• Understand the severity of the current opioid 
epidemic

• Understand facts/statistics surrounding the opioid 
epidemic

• Understand treatment efforts to combat the opioid 
epidemic
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Recreational Medicinal

“Cure sometimes, treat often, comfort always.”

- Hippocrates

Opium Uses



Opioid Epidemics in the U.S.

1st: 1890’s

2nd: 1970’s

3rd: Current



First Opioid Epidemic

•Morphine discovered in 1823

•Hypodermic needle invented around 1865

•Heroin discovered in 1874



The Oklahoman

• In 1919, Oklahoma City Mayor Walton implored citizens to gather at the 
Chamber of Commerce one Friday night in August to discuss the narcotics 
situation he termed as evil. “The evil is growing rapidly.”

• The Oklahoman reported, “Representatives of all civic organizations, a 
physicians’ board, members of the Ministerial alliance, lawyers, Governor 
J.B.A. Roberson and other state officials, and representative business men will 
be invited to attend the meeting. The narcotics situation is so serious it 
demands the immediate attention of the citizens.”

• Walton was calling the meeting because he saw a pattern of drug addicts 
being arrested, placed in the city jail, fined and released. He was pleading with 
citizens to contribute money to help fund treatment options, The Oklahoman 
reported. 



• By 1900 there were an estimated 250,000 opioid addicted individuals 
in the U.S.

• Morphine maintenance clinics were established in 44 cities across the 
United States

• Importation of smoking opium prohibited in 1909

• Harrison Narcotics Tax Act of 1914 made it illegal to prescribe opioids 
for maintenance of addiction

First Opioid Epidemic



Second Opioid Epidemic

• Returning soldiers from 
Vietnam

• Largely heroin

• Dr. Vincent Dole published a 
paper on the efficacy of 
methadone maintenance in 
1965, which lead to the 
legalization of methadone 
maintenance treatment by 
the FDA in 1972



The Current Epidemic



1980s

• Two simultaneous events occurred at the same time:

1. Development of novel narcotic analgesics by drug 
manufacturers

2. The legitimate and necessary development of hospice and 
palliative care and pain management specialties driven by 
the medical community

• Pharmaceutical companies took advantage of the physician 
movement and hijacked it for their own profits



The Beginning





1990s

• Aggressive Industry Marketing of Opioid Products in the late 

1990s/early 2000s

- Opioid phobia and the needless suffering of patients

- Opioid addiction is rare if pain is managed appropriately

- Opioids can be easily discontinued



5th Vital Sign



5th Vital Sign









Oxycontin Sales



Overdoses in the United States
2003



Overdoses in the United States
2017



Overdoses in Oklahoma 
2003



Overdoses in Oklahoma 
2017





OK County Prescribing Rates per 100 

County 2007

Pittsburg 205.9

Carter 199

Pottawatomie 161

Muskogee 155.8

Tulsa 154.1

Beckham 148.9

Custer 144.4

Stephens 142.4

Oklahoma 140.5

Woodward 134.2

County 2018

Harmon 174.2

Carter 141.1

Stephens 127.8

Pittsburg 126.8

Murray 121.7

Pottawatomie 117.8

Muskogee 112

McClain 109.9

Bryan 109.6

Kingfisher 108.4



Opioid Prescription Fill Rate Decline 
2013-2017



US Causes of Deaths



Waves of the Current Epidemic





Response 
to the 

Epidemic



OK Senate Bill 1446

• Require continuing medical education (CME) for prescribers on 

opioid abuse and misuse each year

• Restricts initial prescriptions for opioids to a seven-day supply

• Failure to check PMP is grounds for disciplinary action by 

licensing board 

• Review chronic pain prescriptions every 3 months and make 

efforts to decrease or try other treatment 



OK House Bills 2018

• HB 2795: 

• Requires medical facility owners to register with the 

Oklahoma Bureau of Narcotics and Dangerous Drugs

• HB 2796: 

• Requires manufacturers and distributors of opioids to 

make data available for review by the Oklahoma 

State Bureau of Narcotics and Dangerous Drugs

• HB 2798:

• Creates the Opioid Overdose Fatality Review Board



CDC Guidelines



CDC Guidelines

1. OPIOIDS ARE NOT FIRST-LINE THERAPY 

Non-pharmacologic therapy and non-opioid 
pharmacologic therapy are preferred for 
chronic pain. Clinicians should consider 
opioid therapy only if expected benefits for 
both pain and function are anticipated to 
outweigh risks to the patient. If opioids are 
used, they should be combined with non-
pharmacologic therapy and non-opioid 
pharmacologic therapy, as appropriate. 



CDC Guidelines

2. ESTABLISH GOALS FOR PAIN AND FUNCTION 

Before starting opioid therapy for chronic pain, 
clinicians should establish treatment goals with all 
patients, including realistic goals for pain and 
function, and should consider how opioid therapy 
will be discontinued if benefits do not outweigh 
risks. Clinicians should continue opioid therapy 
only if there is clinically meaningful improvement 
in pain and function that outweighs risks to 
patient safety. 



CDC Guidelines

3. DISCUSS RISKS AND BENEFITS 

Before starting and periodically during 
opioid therapy, clinicians should discuss 
with patients known risks and realistic 
benefits of opioid therapy and patient and 
clinician responsibilities for managing 
therapy. 



CDC Guidelines

4. USE IMMEDIATE-RELEASE OPIOIDS WHEN STARTING 

When starting opioid therapy for chronic pain, clinicians 
should prescribe immediate-release opioids instead of 
extended-release/ long-acting (ER/LA) opioids. 



CDC Guidelines

5. USE THE LOWEST EFFECTIVE DOSE

When opioids are started, clinicians should prescribe the lowest 
effective dosage. Clinicians should use caution when prescribing 
opioids at any dosage, should carefully reassess evidence of 
individual benefits and risks when considering increasing dosage to 
≥50 morphine milligram equivalents (MME)/day, and should avoid 
increasing dosage to ≥90 MME/day or carefully justify a decision to 
titrate dosage to ≥90 MME/day. 



Risk of Overdose by MME



CDC Guidelines

6. PRESCRIBE SHORT DURATIONS FOR ACUTE PAIN

Long-term opioid use often begins with treatment of acute pain. 
When opioids are used for acute pain, clinicians should prescribe 
the lowest effective dose of immediate-release opioids and 
should prescribe no greater quantity than needed for the 
expected duration of pain severe enough to require opioids. Three 
days or less will often be sufficient; more than seven days will 
rarely be needed. 



CDC MMWR March 2017 



CDC Guidelines

7. EVALUATE BENEFITS AND HARMS FREQUENTLY

Clinicians should evaluate benefits and harms with patients within 
1 to 4 weeks of starting opioid therapy for chronic pain or of dose 
escalation. Clinicians should evaluate benefits and harms of 
continued therapy with patients every 3 months or more 
frequently. If benefits do not outweigh harms of continued opioid 
therapy, clinicians should optimize other therapies and work with 
patients to taper opioids to lower dosages or to taper and 
discontinue opioids. 



CDC Guidelines

8. USE STRATEGIES TO MITIGATE RISK

Before starting and periodically during continuation of opioid therapy, 
clinicians should evaluate risk factors for opioid-related harms. Clinicians 
should incorporate into the management plan strategies to mitigate risk, 
including considering offering naloxone when factors that increase risk 
for opioid overdose, such as history of overdose, history of substance use 
disorder, higher opioid dosages (≥50 MME/day), or concurrent 
benzodiazepine use, are present. 



CDC Guidelines

9. REVIEW PDMP DATA 

Clinicians should review the patient’s history of controlled 
substance prescriptions using state prescription drug monitoring 
program (PDMP) data to determine whether the patient is 
receiving opioid dosages or dangerous combinations that put 
him or her at high risk for overdose. Clinicians should review 
PDMP data when starting opioid therapy for chronic pain and 
periodically during opioid therapy for chronic pain, ranging from 
every prescription to every 3 months. 



CDC Guidelines

10. USE URINE DRUG TESTING

When prescribing opioids for chronic pain, clinicians should use 
urine drug testing before starting opioid therapy and consider 
urine drug testing at least annually to assess for prescribed 
medications as well as other controlled prescription drugs and 
illicit drugs. 



CDC Guidelines

11. AVOID CONCURRENT OPIOID AND BENZODIAZEPINE

Clinicians should avoid prescribing opioid pain 
medication and benzodiazepines concurrently 
whenever possible. 



Opioid Overdose Deaths & 
Benzodiazepines 



CDC Guidelines

12. OFFER TREATMENT FOR OPIOID USE DISORDER 

Clinicians should offer or arrange evidence-based treatment 
(usually medication-assisted treatment with buprenorphine or 
methadone in combination with behavioral therapies) for 
patients with opioid use disorder. 
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Benefits of MAT: 

Decreased Mortality 

Dupouy et al., 2017 

Evans et al., 2015 

Sordo et al., 2017 

Standardized Mortality Ratio 



Lawsuits



Purdue Pharma Settlement



Johnson & Johnson



$829 Million Awarded to State 

State Impact





Regan Nichols

• Prosecutors say ten patients of Nichols died of overdoses over 
the span of four years

• “Each one of the individuals was prescribed an excessive 
amount of medication the same months of their deaths which 
were all the result of multi-drug toxicity, according to the 
Oklahoma Examiner’s reports” (AG Mike Hunter)

• According to court documents, prosecutors allege that between 
January 2010 and October 2014, Nichols prescribed more than 
three million doses of controlled dangerous substances.

• Five people who died were prescribed more than 1,800 opioid 
pills in the same months of their deaths.



Project ECHO



Samuel Martin, M.D., FASAM
Psychiatrist, Addictionologist

Crystal David, Pharm.D.
Clinical Pharmacist

Courtney Busse-Jones, B.S.
Project ECHO Clinical 
Coordinator

Addiction Medicine Project ECHO

Mondays at Noon 
health.okstate.edu/echo



OSU Psychiatry ECHO



National Center for Wellness & Recovery

Eliminate the stigma of mental health and addiction

Undergraduate, Graduate Medical Education and Continuing 

Medical Education 

Improve pain management and understand the causes of 

addiction 

Evidence-based practices to treating pain, addiction, and 

other behavioral health challenges 

Clinical 

Practice

Research

Policy & 

Advocacy

Training & 

Education



Treatment of Opioid 
Use Disorder

Jason Beaman, D.O., M.S., M.P.H., FAPA

Chair, Psychiatry & Behavioral Sciences

Assistant Clinical Professor



Objectives

•Understand different opioid 
conditions

•Understand the treatment of the 
above

•Understand new emerging trends in 
treatment



Drug Contributing to Death





Opioid Conditions

•Overdose

•Withdrawal

•Opioid Use Disorder



Mortality Rates from Unintentional Drug 
Overdoses



Opioid Overdose Triad

• Triad of symptoms defines the common signs/symptoms of opioid overdose syndrome:

• Altered mental status

• Depressed respirations

• Miotic pupils 

• This triad has a sensitivity of 92% and a specificity of 76%

• Differential:

• Hypoglycemia

• Acidemia

• Complications from end-stage liver disease



Naloxone for Opioid Overdose

• Displaces other opioids bound to mu opioid receptors 
allowing respiration to take place

• Binds to mu opioid receptors but does not activate the 
receptors

• Begins working in 1-3 minutes

• Effects last 30-90 minutes in duration

• Not addictive and will not cause overdose

• Can cause withdrawal in some individuals: nausea, 
vomiting, chills, muscle discomfort, confusion

Miller SC. ASAM Principles of Addiction Medicine, 6th Ed. 2019



Opioid Withdrawal



Opioid Withdrawal

• Results from immediate or rapid cessation of 
opioids when an individual is physiologically 
dependent

• CNS depression that occurred during use is 
replaced with CNS noradrenergic neuron 
hyperactivity in the locus coeruleus 

• Effects can be reversed with clonidine, lofexidine, and 
opioids

• Increase in Gamma-Aminobutyric Acid (GABA) 
effects and decrease in dopamine release from 
the nucleus accumbens cause dysphoria, 
depression, and cravings

Miller SC. ASAM Principles of Addiction Medicine, 6th Ed. 2019



Spontaneous Opioid Withdrawal Timeframes

Drug Begin Withdrawal Peak Lasts

Morphine

Heroin

Oxycodone

Hydrocodone

6-12 Hours After 
Last Use

36-72 Hours Approximately 5 
Days

Methadone 36-72 Hours After 
Last Use

*May be as short 
as 20 hours for 

rapid metabolizers

96-144 Hours Several Weeks in 
Duration



Signs/Symptoms of Opioid Withdrawal

• Tachycardia

• Hypertension

• Restlessness

• Irritability

• Insomnia

• Opioid craving

• Pupillary dilation

• Lacrimation

• Rhinorrhea

• Piloerection

• Yawning

• Sneezing

• Mild anorexia

• Nausea

• Vomiting

• Diarrhea

• Muscle cramping/pain

• Anxiety

Miller SC. ASAM Principles of Addiction Medicine, 6th Ed. 2019





Opioid Use Disorder



Opioid Use Disorder DSM 5 Criteria

*At least two of the following in a 12-month period

• Taking larger amounts or taking drugs over a longer period 
than intended

• Persistent desire or unsuccessful efforts to cut down or control 
opioid use

• Spending a great deal of time obtaining or using the opioid or 
recovering from its effects

• Craving, or a strong desire or urge to use opioids

• Problems fulfilling obligations at work, school or home



Opioid Use Disorder DSM 5 Criteria

• Continued opioid use despite having recurring social or interpersonal 
problems

• Giving up or reducing activities because of opioid use

• Using opioids in physically hazardous situations

• Continued opioid use despite ongoing physical or psychological 
problem likely to have been caused or worsened by opioids

• Tolerance (i.e., need for increased amounts or diminished effect with 
continued use of the same amount

• Experiencing withdrawal (opioid withdrawal syndrome) or taking 
opioids (or a closely related substance) to relieve or avoid withdrawal 
symptoms



Treatment Considerations



Treatment Goals & Planning

• Treatment goals can range from harm reduction to 
complete abstinence

• Every patient’s recovery and goals will look different 

• Make expectations and goals of treatment clear 
before starting treatment

• Consider using a “Treatment Agreement” 

• Use psycho-education and inform patient of what to 
expect during treatment and into recovery 



Treatment for Opioid Use Disorder

•Medications Used to Treat 
Opioid Use Disorder 

•Therapy & Behavioral 
Treatment

•Combination of the above



MOUD

•Buprenorphine

•Methadone

•Naltrexone



Opioid Ligand Pharmacology



Treatment Retention and Decreased Illicit Opioid 
Use on MAT

22 

Treatment Retention and  

Decreased Illicit Opioid Use on MAT  

Buprenorphine promotes retention, and those who remain in 

treatment become more likely over time to abstain from other 

opioids 

 

Kakko et al, 2003 

Soeffing et al., 2009 



Abstinence Without MAT

https://www.recoveryanswers.org/research-post/long-term-treatment-outcomes-for-individuals-with-opioid-use-disorders/





Benefits of MAT: Decreased Mortality

23 

Benefits of MAT: 

Decreased Mortality 

Dupouy et al., 2017 

Evans et al., 2015 

Sordo et al., 2017 

Standardized Mortality Ratio 



Drug Addiction Treatment Act (DATA) 2000 & 
Updates 

• Permit to treat opioid addiction using specific drugs

• Must be licensed with the DEA to provide drug 
treatment

• Must complete training course and register with 
SAMHSA and the DEA

• Must refer patients to appropriate counseling and 
therapy services

• Must follow panel size limits per year





Drug Addiction Treatment Act (DATA) 2000 & 
Updates 

• Updates made by the Biden Administration 
to reduce barriers to MAT

• Still need to apply for waiver with the DEA

• No longer need to complete training if 
prescribing to no more than 30 patients at a 
time



Buprenorphine

• Partial agonist at mu receptor

• Half-life of 24-36 hours

• Blocks and displaces opioids

• Remains attached to the receptor for a 
long time



Buprenorphine 

• Aids in the prevention of withdrawal 
symptoms

• Decreases cravings and effects of opioids

• Not likely to eliminate effects fully

• Due to process of binding to mu 
receptors



Buprenorphine Dosing: Efficacy



Mean Heroin Craving: 16 Week Completers: Reduced 
Craving with Therapeutic Buprenorphine Doses

112 

Mean Heroin Craving: 16 Week Completers: 

Reduced Craving with Therapeutic 

Buprenorphine Doses 

Ling et al., 1998 



Buprenorphine Dosing: Safety



Buprenorphine: Maintenance vs. Taper



Buprenorphine Induction 

• Administer 2-4 mg SL 
buprenorphine/naloxone for the first dose

• Monitor for 2 or more hours after

• Reduction of withdrawal symptoms begins 
30-45 minutes after first dose

• May administer another dose every 2-4 
hours if withdrawal comes and goes



Buprenorphine Induction 

• Patient should be stabilized using dose that 
eliminates cravings

• An 8 mg to 16 mg dose typically eliminates 
cravings 

• Can increase dose over time to if cravings 
continue to establish stabilization

• *If cravings are severe, the dose can be 
increased more rapidly



Buprenorphine Side Effects 

•Headaches

•Constipation

•Dry mouth



Buprenorphine Diversion

•Misuse potential (intravenous)

• Tablets more likely to be diverted

•Combination products are less likely 
to be diverted and are standard of 
care



Methadone

• Synthetic opioid with activity due to R-
methadone

• Gained FDA approval for detox and therapy 
maintenance in 1970 and 1973, respectively

• Metabolized in the liver

• Detectable in urine drug screens



Methadone 

• Full agonist at mu receptor

• Has half-life of 15-60 hours

• Can be displaced by partial agonists and 
antagonists 

• Overdose causes respiratory 
suppression and potential arrest



Benefits of Methadone: Treatment Retention
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Benefits of Methadone:  

Treatment Retention 

Hser et al., 2014 



Methadone Side Effects

• Anxiety

• Nervousness

• Restlessness

• Sleep problems (insomnia)

• Weakness

• Drowsiness

• dry mouth

• Nausea

• Vomiting

• Diarrhea

• Constipation

• Loss of appetite

• Decreased sex drive

• Impotence

• Difficulty having an orgasm



Naltrexone

• Long-acting opioid receptor antagonist 
with active metabolite

• Fully blocks opioid effects

• Has tablet and injection options

• Good for patients that do not want to 
use opioids



Naltrexone Mechanisms

• Behavioral

• Experience no effect of opioids while taking Naltrexone

• Leads to discontinued craving and use

• Pharmacological

• Decreases urge to use opioids while taking Naltrexone

• Reduces responses that contribute to relapse



Naltrexone: Dose Response
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Naltrexone: Dose Response 

Comer et al., 2011 



Naltrexone Side Effects

• Abdominal or stomach cramping or pain (mild or 
moderate)

• Anxiety, nervousness, restlessness or trouble sleeping

• Headache

• Joint or muscle pain

• Nausea or vomiting

• Unusual tiredness



Optimal Duration of MAT



Behavioral Treatment

•Motivational Interviewing

• Individual psychotherapy

•Relapse prevention

•12 Step groups



Motivational Interviewing

•Engages patient in a non-
confrontational explorative 
conversation

•Evaluates pros and cons

•Primary modality for exploring 
change



Individual Psychotherapy

• May help to explore 
underlying personality 
traits that can 
contribute to use

• Explore relationship 
problems to help 
increase insight and 
support



Relapse Prevention

• Relapse prevention planning: determine safety mechanisms as a 
response to cravings (I.E., call a friend, go to a meeting, exercise) 

• Understanding triggers, including recognition of people, places, and 
things

• Examine the consequences of use & relapse 

• Relapse can be a natural process of recovery

• If relapse occurs:

• Increase treatment

• Minimize extent and length of use



12 Step Groups

• Varying evidence of efficacy

• Some individuals find it helpful

• Resistance is not uncommon due to 
religious over/undertones 

• Accessible & located around the world



Case Study



Background

• A 45-year-old male presents as a new 
patient because his previous physician is 
retiring. He has been on Oxycontin for the 
previous 5 years and wants you to pick up 
the prescription. How do you proceed if:

• Oxycontin 80mg BID



Initial Steps

•Establish Diagnosis

•Evaluate appropriateness of 
medication

•Evaluate for OUD



Calculate MME

Conversion Chart Calculation

• 1.5 x 80 = 120MME 
per dose

• BID = 240MME day

• This is equal to 240mg 
of morphine a day



If All OK

• Discuss with patient your medical opinion on opioids

• You determine MME, not patient

• You must be the steward of good medicine

• Discuss risk of addiction and overdose (and 
document!)

• Check PMP/UDS

• Sign agreement



Conclusion

•Opioid use has various manifestations

•Physicians should be aware of the 
condition their patient is experiencing

•An evidenced based individualized 
treatment plan can help a person 
enter recovery



Questions

Questions?

Jason.beaman@okstate.edu

@sanitydoc

mailto:Jason.beaman@okstate.edu

