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Objectives and Road Map

• Epidemiology and ‘how did we get here’

• Definitions and Diagnosis

• Treatment for OUD

• Evidence

• Questions



2026?



https://countyhealthinsights.org/county/spokane/dashboard/opioid-dashboard/



Avg number of suspected 
opioid overdoses per month 

in 2025 

Suspected opioid overdoses 
with layperson naloxone 

provided prior to EMS arrival 

Suspected opioid overdoses 
with improved naloxone 

response

223 26% 49%



   Take-Home Point #1

The number of opioid-
involved deaths has 

increased substantially 
since 1999.  Overdose is a 

leading cause of 
mortality in people < 45 

years of age

Three distinct waves of 
opioid overdose deaths 
over the last 25 years, 

each driven by a different 
opioid

Increasing overdose 
prevention and response 

support, capacity and 
education can help save 

lives Spokane County Opioid 
Dashboard 



Definitions and Diagnosis



Addiction is a treatable chronic 
disease involving complex brain 
circuits, genetics, the 
environment and an individual's 
life experience (ASAM).

Opioid Use Disorder is a 
problematic pattern of opioid use 
that leads to clinically significant 
impairment or stress (ASAM).



Category Criteria

Impaired Control • Opioids used in larger amounts, or for longer than intended
• Unsuccessful efforts or desire to cut back
• Excessive amount of time spent obtaining, using or recovering from use
• Craving to use opioids

Social Impairment • Failure to fulfill major role obligations at work/school/home as a result of recurrent use
• Persistent or recurrent social or interpersonal problems that are exacerbated by opioids
• Reduced or given up important activities because of opioid use

Risky Use • Opioid use in physically hazardous situations
• Continued opioid use despite knowledge of persistent physical or psychological problem 

that is likely caused by opioid use

Pharmacological 
Properties

• Tolerance as demonstrated by increased amounts needed to achieve desired effect
• Withdrawal

Summarized DSM-5 Diagnostic Categories and Criteria for Opioid Use Disorder

Severity

Mild Opioid Use Disorder 2-3 symptoms

Moderate Opioid Use Disorder 4-5 symptoms

Severe Opioid Use Disorder 6+ symptoms



Impaired 
control

Social 
Impairment

Risky Use

• Overdose
• Using Alone
• Buying from 

someone you don’t 
know

• Trading sex for 
drugs

• 'My family doesn’t 
talk to me’

• ‘I lost my kids’
• ‘I can’t work like this 

or I don’t work 
when I’m using’

• ‘I just got out of jail’
• Isolation

• All day is spent 
obtaining, using and 
recovering from 
effects

• ‘I use all day every 
day’

• I wake up thinking 
about how I’m going 
to get more

Tell me about your opioid use?  When did you start, what have you used lately and 
what prompted you to seek care today?



Tell me about your opioid use?  When did you start, what 
have you used lately and what prompted you to seek care 

today?

Using opioids for five years
Escalating dose to get same effect
‘Tired of it controlling my life’
Unable to work because I’m constantly using
Usually uses alone
Impeding relationships
Jail in the past year

Last fentanyl use was 10 hours ago and now:
Restlessness and anxiety
Body aches
Nausea and vomiting
Fatigue
Yawning, watery eyes



   Take-Home Point #2
Be curious and ask and most patients will fill in the gaps



Medications for OUD



Pharmacology



Pharmacologic principles of opioids

Receptor binding activity Receptor binding affinity Lipophilic?



THREE WAYS TO ACT AT THE μ-OPIOID RECEPTOR
Dose–effect curves explain the pharmacologic differences

Increasing dose →

A
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METHADONE

FULL AGONIST

BUPRENORPHINE

PARTIAL AGONIST

NALTREXONE

ANTAGONIST

WHY IT MATTERS

μ
METHADONE

FULL activation
No ceiling

μ
BUPRENORPHINE

PARTIAL activation
Ceiling effect

μ
NALTREXONE

NO activation
Blocks agonists

Same receptor. Different intrinsic activity.



AFFINITY ≠ INTRINSIC ACTIVITY
Binding tells you who occupies the receptor. Intrinsic activity tells you what happens next.

METHADONE
FULL AGONIST

BINDS

FULL

ACTIVATION

Turns receptor ON

BUPRENORPHINE
PARTIAL AGONIST

BINDS 

TIGHTLY

PARTIAL

ACTIVATION

Turns receptor PARTLY ON

NALTREXONE
ANTAGONIST

BINDS

NO

ACTIVATION

Occupies receptor; stays OFF

Buprenorphine: high affinity + partial activation = blockade with a ceiling.



WHY CAN BUPRENORPHINE PRECIPITATE WITHDRAWAL?

High affinity + partial agonism can abruptly reduce μ-receptor activation

1 FULL AGONIST

ON RECEPTOR

High receptor 

activation

e.g., fentanyl

2 BUPRENORPHINE

DISPLACES IT

High affinity • lower 

activity

partial agonist

3 ACTIVATION

DROPS QUICKLY

μ-receptor activation

Abrupt worsening of

withdrawal

PRECIPITATED WITHDRAWAL = abrupt worsening of withdrawal shortly after buprenorphine

HIGH AFFINITY  +  LOWER INTRINSIC ACTIVITY  →  ↓ RECEPTOR ACTIVATION  →  WITHDRAWAL

For standard induction, wait for clear objective withdrawal before the first dose.









Evidence



Methadone Buprenorphine

VS.

Published:
February 6, 2014

• Objective: Determine the effects of buprenorphine maintenance against placebo or methadone 
maintenance in:

• Management of opioid dependence including retention in treatment
• Days of illicit opioid use

• No difference between buprenorphine and methadone in treatment retention or suppression of illicit 
drugs when comparing:

• Medium dose buprenorphine (7-15 mg) to medium dose methadone (40-85 mg)
• High dose buprenorphine (16 mg or higher) to high dose methadone (85 mg or higher)



What about other types of treatment?



Objective: Examine associations between OUD treatment pathways and overdose (and opioid-related acute care)
Sample: 40,885 US adults with recent OUD diagnosis

Outcome: In 3-month follow-up period: 1.7% had an overdose

• Compared to those patients receiving no treatment:

Buprenorphine or Methadone:
Less likely to experience 
overdose

Outpatient Counseling:
No difference in Overdose

Intensive Behavioral Health:
No difference in Overdose

Naltrexone:
No difference in Overdose

Inpatient detox or Residential:
No difference in Overdose





Baltimore, Maryland 1990’s

• Largest increase in heroin overdose deaths in the 1990’s in the US

• Significant efforts to expand treatment with methadone

• Buprenorphine added to Medicaid formulary in 2003 and subsidized in 2006

• Association between access to medications and heroin death?



Schwartz RP et al.  American Journal of Public Health May 2013 Vol 103 No. 5

Heroin Overdose Deaths and Opioid Agonist Treatment: 
Baltimore, MD, 1995-2009

Buprenorphine added 
to the formulary

Buprenorphine 
subsidized





Take Home 
Point #3

Medications for 
OUD Are Effective

Getting 
medications to 

people with OUD is 
hard



How do I start buprenorphine?

Dose? Formulation?

Pregnant 
patient?

Teen?



Scalanw.org 

Scala NW

https://scalanw.org/






Stigma is the enemy of public health
 Jennifer S. Potter PhD

Access to Treatment is important:
You are EXPERTS at access to treatment

Eliminating stigma and providing compassionate care is CRUCIAL

The Healthcare System can be:
• Cold
• Judgmental
• ‘That’s not my problem’
• Go see someone else

The Healthcare System can be:
• Lights always on
• Open
• ‘Tell me about your opioid use’
• ‘We can help’



Take 
Home 
Synopsis

• You can help!
Overdose is 

common

• Ask about drugs and let 
the patient do the rest

Be curious

• You can prescribe!
Medications 
for OUD are 

effective

• Your words and actions 
matter!

Stigma is the 
enemy of 

public health



Extended-Release 
Naltrexone

Sample: 540 participants with OUD at inpatient detoxification units planning to continue outpatient treatment

Main Outcome: Time to relapse event

Intention to Treat Analysis Per-protocol Analysis

• Higher relapse in XR-NTX group
• XR-NTX harder to initiate and resulted 

in early relapse

• For those that successfully initiated 
treatment, no difference in relapse



Thank You!

LAURENKW@UW.EDU

mailto:laurenkw@uw.edu
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