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At the conclusion of this activity, learners will be able 
to:

1. Describe the history of opioid epidemics in the US
2. Describe the severity of the current opioid epidemic
3. Describe facts/statistics surrounding the opioid 

epidemic
4. Describe treatment efforts to combat the opioid 

epidemic



Opioids

Opium Poppy 
Flower

Codeine

Morphine

Thebaine

Others



Opium Uses

Recreational Medicinal



Opioid Epidemics in the U.S.

1st: 1890’s

2nd: 1970’s

3rd: 2000’s
Phase I  Prescription Opiates
Phase II  Heroin
Phase III  Fentanyl and other synthetics



First Opioid Epidemic

• Morphine discovered in 1823

• Hypodermic needle invented around 1865

• Heroin discovered in 1874



First Opioid Epidemic
• 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



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

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

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



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
1. Recognize and Treat Pain Promptly
IA. Chart and Display Patients’ Self-report 
of Pain.— A measure of pain intensity 
should be recorded in a way that makes it 
highly visible and facilitates regular review 
by members of the health care team. This 
information should be incorporated in the 
patient’s permanent record. The data can 
be recorded on a vital sign sheet at the 
patient’s bedside (Figure), a page at the 
front of the patient’s record, or a chart in 
the nursing station or outpatient clinic, 
depending on the routine work flow of the 
health care team. Unrelieved pain should 
be a “red flag” that promptly turns attention 
to this problem.



Overdoses in the United States
2003



Overdoses in Oklahoma 
2003



Overdoses in the United States
2023



Overdoses in Oklahoma 
2023



Waves of the Current Epidemic



National opiate dispensing rate per 100



Painkiller Prescriptions



County opiate dispensing rates 2023



Oklahoma county by county blow up



U.S. Overdose Deaths* by Sex, 1999-2023



U.S. Overdose Deaths Involving Prescription 
Opioids*, 1999-2023



Response to the Epidemic



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



Updated Statutory Citations

Updated statutory citations were adopted by 
the OSBOE and adopted by the medical board 

in September 2025
These replace previous documentation derived 

by Oklahoma State senate bills 1446 and 848



Prior to writing any opiate prescription…provider 
shall!

• Take and document a detailed medical history
• Perform and document a physical exam
• Develop a treatment plan
• Access the pmp
• Limit supply to no more than seven (7) days
• If under 18 document agreement with parent or guardian
• If pregnant enter into a patient provider agreement
• Discuss informed consent and risk/benefit of RX



Informed risk discussions must be performed 
and documented

• Risk of addiction and overdose even when taken 
properly

• Danger of taking with alcohol, benzodiazepines and 
other central nervous system depressants

• The reason the RX is necessary
• Alternative treatments that are available
• Risks can include fatal respiratory depression and failure
• Share my own verbal black box warning (just for fun)



Exceptions to all of the opiate prescribing 
citations…

• The requirements of opioid management do not 
generally apply to a patient who has sickle cell disease, 
receiving cancer treatment or receiving aftercare cancer 
treatment, hospice, palliative care, residents of a long-
term care facility, or medications for treatment of 
substance abuse or opioid dependence. 63 O.S. § 2-
309I(H)



ACUTE PAIN PRESCRIPTION LIMITS

• Initial Prescription must not be over 7 days 

• Must be lowest effective dose

• Must be immediate release

• Must include “acute pain” on face of RX



Repeat RX for acute pain

• Must have a consultation (in person or on phone)
• Must determine is necessary and appropriate
• Document the rationale for prescribing
• Document does not present undue risk of abuse, 

addiction or diversion.
• Must not be prescribed for more than 7 additional days



Repeat RX for acute pain/exceptions

• An additional RX for seven (7) days can be written on the 
same day as original

• The additional RX should list a do not fill until date on it
• The additional RX is dispensed no more than five days after 

the “fill date”
• The RX is due to a major surgical issue and or a “confined to 

home” patient.
• If RX needs to be changed due to allergy or other medical 

condition, this rationale should be documented as well



Chronic pain prescriptions

• State “chronic pain” on the face of the RX
• If continued over 3 months
• Review progress toward objectives of treatment
• Assess for OUD, dependence or addiction and document it.
• Periodically make attempts to stop, decrease dose or provide alternative treatments
• Review pmp
• Monitor compliance with a patient-provider agreement

• After one year of compliance with the doctor-patient agreement 
this interval can be increased to every six (6) months



OSBOE Educational Audit Checklist

OKLAHOMA State Board of Osteopathic Examiners Educational Audit Checklist 
The checklist below is intended as an educational resource and should not be considered 

an exhaustive list of all that should be included in a patient’s medical record. OSBOE 
intends to use the below during the course of an educational audit to assist in 
determining if remediation may be required. Physicians should use their professional 
judgment and adhere to applicable state and federal laws and guidelines when 
prescribing and monitoring opioid treatment.

•  At the initial visit for opioid therapy (acute or chronic pain), was a treatment plan 
created with the focus on determining the cause of the pain and establishing 
treatment goals?

• Prior to the initial opioid prescription(s), was the patient educated on opioid risk, the 
dangers of mixing opioids with other substances, and the potential for abuse? Was 
the education/discussion documented in the patient’s chart?

• Was the patient’s Prescription Monitoring Program (PMP) checked prior to the initial 
prescription of opioid(s), and if treatment continued past the initial prescription(s) 
was the PMP checked at least every 180 days with proper documentation? 



OSBOE Educational Audit Checklist Continued

(a.) If there was any concern about the patient’s PMP, did the physician address the issue 
and document/educate the patient on the patient provider agreement? Were any 
actions taken by the physician for the violation of the patient provider agreement?

• When was the Patient-Provider agreement signed: (third prescribed for an opioid drug, 
patient received benzodiazepines and opioids together (even if it is only a one-time 
RX), Patient requires more than 100 Morphine Milligram Equivalents (MMEs), patient is 
pregnant, or the parent or legal guardian if the patient is a minor)

• Was the Plan of Treatment that was created at initial visit reviewed every three (3) 
months with documentation showing the benefits of opioid treatment?

•  What was the frequency of the visits for the renewal of opioids for the first year?
• Did the patient complete one (1) year of compliance with the patient provider 

agreement? If so, was the patient seen every three (3) to six (6) months for review of 
the treatment plan and assessment?



OSBOE Educational Audit Checklist continued 
• Did the physician periodically make a reasonable effort, unless clinically contraindicated, to either stop 

opioids, decrease dose, or try alternate drugs/treatments in an effort to reduce the potential for abuse or 
opioid use disorder?

• Was proper screening done at each visit for opioid use disorder and, if so, is the provider using the 
appropriate tools available to prevent diversion and abuse? Did the physician have any concerns or was 
further screening done to ensure the patient was not showing signs or cues that reflect opioid use 
disorder?

• Were Urine Drug Screens (UDS) conducted regularly or when the physician felt there was a concern about 
abuse or diversion?

a. If the physician was aware of past or present substance abuse disorder were UDS done monthly?
• At any point during treatment was there an increase in opioids? If so, did the physician properly document 

the reasoning for the increase and possible decrease/tapering in the future?
• Was the face of the prescription properly documented with “chronic” or “acute” pain with dosing 

instructions?
• Does the physician maintain and adopt a written policy for qualifying opioid therapy patients?
• Overall, do the patient’s records tell a complete and thorough story of the patient’s treatment journey with 

the physician?

Link to OSBOE Checklist: 
https://oklahoma.gov/content/dam/ok/en/osboe/documents/guidance/Educational%20Au
dit%20Checklist%2011-20-2025.pdf

https://oklahoma.gov/content/dam/ok/en/osboe/documents/guidance/Educational%20Audit%20Checklist%2011-20-2025.pdf
https://oklahoma.gov/content/dam/ok/en/osboe/documents/guidance/Educational%20Audit%20Checklist%2011-20-2025.pdf
https://oklahoma.gov/content/dam/ok/en/osboe/documents/guidance/Educational%20Audit%20Checklist%2011-20-2025.pdf
https://oklahoma.gov/content/dam/ok/en/osboe/documents/guidance/Educational%20Audit%20Checklist%2011-20-2025.pdf
https://oklahoma.gov/content/dam/ok/en/osboe/documents/guidance/Educational%20Audit%20Checklist%2011-20-2025.pdf
https://oklahoma.gov/content/dam/ok/en/osboe/documents/guidance/Educational%20Audit%20Checklist%2011-20-2025.pdf


Strategies for Safe 
Discontinuation and 
Tapering of Opioids



Risks of Rapid Tapering or Abrupt Discontinuation



Strategies for Effective Support During 
Tapering

Patient-Centered 
Collaboration:
• Shared Decision – Making
• Informed Consent
• Clear Communication
• Individualized Tapering Plans
• Flexibility & Adjustments

Addressing Opioid Use Disorder:
• Assessment and Treatment
• Medication for OUD
• Transitioning to Buprenorphine
• Naloxone Provision

System-Level Support:
• Adequate Reimbursement
• Access to Treatment for OUD
• Prevention of Harmful Policies

Multimodal Pain 
Management:
• Maximize Non-Opioid 

Therapies
• Behavioral Health 

Support
• Medications for Opioid 

Withdrawal

Ongoing Monitoring & Support:
• Frequent Follow-Up
• Team-Based Approach
• Motivational Interviewing
• Long-Term Support

Ethical Considerations:
• Avoiding Abandonment
• Respecting Patient 

Autonomy



Benefits of MAT: Decreased Mortality



MAT
METHADONE
BUPRENORPHENE
 -MONOPRODUCT-SL and LAI
 -DUAL PRODUCT-SUBOXONE
  (BUPRENORPHENE-NALOXONE)
NALTREXONE
 -ORAL TABS 50MG
 -VIVITROL LAI 380MG IM



NEW KIDS ON THE BLOCK

Fentanyl analogs
• Carfentanil
• Isotonitazene
• Protonitazene
• Xylazine



Questions?

Lowellmd@gmail.com
LROBERTSON@GRANDMH.COM

mailto:Lowellmd@gmail.com
mailto:LROBERTSON@GRANDMH.COM
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