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Jesse C. Baumgartner and David C. Radley, “The Drug Overdose Mortality Toll in 2020 and Near-Term Actions for Addressing It,” To the Point (blog), 
Commonwealth Fund, July 15, 2021, updated Aug. 16, 2021.

Note: Synthetic opioid deaths exclude those from methadone. Specific drug-class deaths are not mutually exclusive, as some deaths are attributable to multiple drug types.

Data: 2015–2019 — Final data from CDC WONDER; 2020 — National Vital Statistics System, Provisional Drug Overdose Death Counts, Dec. 2020 predicted totals (not final data, subject to 
change).

Overdose deaths exploded to more than 90,000 in 2020, and synthetic opioids were 
involved in more than 60 percent of all overdose deaths.
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Jesse C. Baumgartner and David C. Radley, “The Drug Overdose Mortality Toll in 2020 and Near-Term Actions for Addressing It,” To the Point (blog), 
Commonwealth Fund, July 15, 2021, updated Aug. 16, 2021.

Note: Synthetic opioid deaths exclude those from methadone. Specific drug-class deaths are not mutually exclusive, as some deaths are attributable to multiple drug types.

Data: 2016–2019 monthly totals — Final data from CDC WONDER; Estimated 2020 monthly totals — Calculations based on National Vital Statistics System, Provisional Drug Overdose Death Counts (see 
Data and Methods for details).

Overdose deaths spiked at the start of the pandemic and stayed high through the end of 
2020.

Monthly drug overdose deaths
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Jesse C. Baumgartner and David C. Radley, “The Drug Overdose Mortality Toll in 2020 and Near-Term Actions for Addressing It,” To the Point (blog), 
Commonwealth Fund, July 15, 2021, updated Aug. 16, 2021.

Note: Categories represent percent increase for provisional predicted overdose deaths in 2020 vs. 2019. Predicted totals from the Centers for Disease Control and Prevention are not final data 
and are subject to change. The District of Columbia had an estimated increase of 39%, South Dakota had an estimated decrease of –16%, and New Hampshire had an estimated decrease of –
1%.

Data: National Vital Statistics System, Provisional Drug Overdose Death Counts.

Overdose deaths increased significantly in almost every state during 2020.

Estimated percent increase in provisional overdose deaths, Jan.–Dec. 2020 vs. Jan.–Dec. 2019
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We are building a 
system of care 

• Assessment and crisis care

• Medical Detox

• Residential/Inpatient

• Transitional/Recovery Housing

• Family Support

• Outpatient 

• Recovery Services – Living Room 
Communities



Medical providers play a pivotal role

• Provide Buprenorphine, a schedule III opioid medication for opioid use disorder

• If have X-waiver/DATA 2000 license – prescribe buprenorphine for patient to take outside 
of the medical setting or administer buprenorphine within a medical setting, which are 
valid up to 6 months, can do up to 5 refills
• They can add buprenorphine to hospital pharmacy formulary

• If don’t have X-waiver/DATA 2000 license – order buprenorphine for immediate 
administration while in emergency room settings 



What does buprenorphine do for your 
patients?
• Many people say that their cravings and withdrawal go away, they feel “clear in the 

head,” and their chronic pain gets better.

• Every morning you put a pill or a film strip under your tongue and let it dissolve—don’t 
swallow it.

• People need to take it every day in most cases, and do feel sick if they stop taking it 
suddenly.

• Usually there are no side effects, but some people have headaches, stomach upset, or 
trouble sleeping.

• Many people keep taking it for years, or forever. If you want to stop taking it that is ok, 
but talk to your medical team first.

• The chance of an overdose on buprenorphine is very low, but if mixed with other drugs 
or alcohol overdose is possible.

• Some people take buprenorphine as a once a month shot under the skin of the belly. This 
is a great option if taking a medicine every day is hard for you.



Buprenorphine Options

• Takes about 15 minutes to act and peaks in 1 hour

• Rates of adverse events following initiation of buprenorphine very low bc has a “ceiling 
effect” but caution patients against also using benzodiazepine or alcohol 

• Most common form are sublingual as mono-product (i.e., Subutex) or in combination 
with naloxone (Suboxone). 

• Suboxone includes naloxone component – a deterrant that becomes inert when the 
tablet is taken sublingually; naloxone is only active if the table is injected or snorted.  

• Can also be transdermal for pain (i.e., Butrans), intravenous for pain (Burpenex), buccal 
for pain (Belbuca),

• Transmucosal or subcutaneous for opioid use disorder (Subocade)





• At least one clear objective sign (prefer >2): Tachycardia, mydraisis, 
yawning, rhinorrhea, vomiting, diarrhea, piloerection.

• Ask patient if they are in bad withdrawal and if they feel ready to start bup.  
If they feel their withdrawal is mild, it is too soon

• If unsure, use (COWS) clinical opioid withdrawal scale).  Start if COWS=8+ 
AND objective signs
• Resting Pulse Rate
• Sweating
• Restlessness
• Pupil size, etc. 

• Typical withdrawal onset >12 hours after opioid use and as much as 72 
hours for fentanyl/methadone



Start protocol may vary for 
complicating factors

• Altered mental status, 
delirium, intoxication

• Severe acute pain, trauma or 
large surgery

• Organ failure or other severe 
medical illness

• Recent methadone use

• Minimal Opioid tolerance 
(consider lower dose)

• Fentanyl use

If patient already completed 
withdrawal (>72 h) and wants to 
start bup – give 8 mg SL q6h PRN 



Bup dosing notes

• Any prescriber can order bup in the 
ED/hospital.  X-waivers are only 
needed for discharge Rx

• Either bup or bup/nx SL films or tab 
are OK.  If chronic pain, may split 
dose TID-QID

• Bup monoproduct or bup/nx OK in 
pregnancy

• Pause opioid pain reivers when 
starting Bup.  OK to introduce opioid 
pain relievers after bup is started.  





OK, so 
what’s 
next?



Client situation -



Trauma is anything that 
exceeds our ability to 
cope

About 75% of people with 
substance use issues have 
experienced trauma at 
some point in their lives



Why is trauma harmful?

• Acute Stress Disorder 1st month (6-33%)

• (80% go on to have PTSD)

• Symptoms of chronic hyperarousal – a 
resetting of the way central nervous 
system responds to minor stress

• Re-experiencing – flashbacks, memory 
problems

• Avoidance – emotional numbing, 
avoiding anything that reminds you of 
the stressor

If you have PTSD you are:

• 6x more likely to have other 
psychiatric disorder

• 8x more likely to have 3 or more 
psychiatric disorders

• 90x to have somatization disorder

• 2-3 x more likely to have 
substance use problems



Adverse  Childhood Experiences

Social, Emotional, & 
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What about 
substance 
abuse 
clients?



Pathways 
between 
PTSD and 
Substance 
Use 

• More common among illicit users – cocaine, herion because 
have to put self in dangerous situations

• Chronic substance use can also lead to higher levls of arousal, 
anxiety and sensitization of neurobiological stress symptoms 
which increases risk of PTSD

Substance abuse → PTSD

• Self Medication Hypothesis – individuals use substances as a 
way to treat symptoms of mental disorders 

• Traumatized pop use alcohol, marijuana, opioids, benzo to 
both deal with trauma and to alleviate symptoms of PTSD

• Traumatized individuals report escalation of substance and 
PTSD entertwined

• As these people attempt to withdrawl from substance use, 
physiological arousal prompts them to relapse back into 
patterns of self medicaiton

PTSD → Substance Abuse



Self Medication hypothesis 

Drinking is part of military culture and regarded as an instrument to 
cope with distress (Ames & Cunradi, 2004).

Well established that combat exposure associated with increased 
alcohol use and other mental health issues (See Carter & Capone, 2011 
for review).

As many of 20% of American with PTSD use substances to self 
medicate.  Alcohol is particularly effective in improving PTSD symptoms 
according to respondents (Leeis et al., 2010). 

Studies also show that among Vietnam veterans, alcohol was used as a 
method of coping with fear and threat on the battlefield and enduring 
feelings of tension at post deployment (McFarlene, 1998). 



Competing 
Neurobehavioral 
Decision System 

• Competing regions of brain control decision making 

• These regions become dysregulated by stressors like trauma

• When these regions are dysregulated, individuals have lowered capacity to 
inhibit impulses and thus are more likely to discount more readily

• Thus when given a choice between addictive substances (which make them 
feel good in the short term) and tx (which wll make them feel good in the 
long term), they are more likely to chose the former, especially when the 
trauma stressor is more recent. 



But I don’t know 
how to handle 
all this?  This is 
not in my scope 
of practice.
Solution:  Call Safe Passages





What 
happens 
when I call 
safe 
passages?

Screening for inpatient and outpatient treatment

Transportation to treatment depending on need

Crisis housing and recovery housing

Mental Health Services

Outpatient Substance Treatment

Recovery coaching

Living Room and Respite Care

Involvement in a supportive recovering community



Macoupin and Montgomery County’s Recovery 
Oriented System of Care 

Local Hospitals
Mental Health 
Providers and 
Organizations

Health 
Departments

Health Centers 
and Clinics

Probation/Parole 

Drug Courts State’s Attorneys Law Enforcement Schools Local Businesses

Churches
Ministers/Faith 
Based Leaders

Addiction 
Treatment 
Providers

Recovery Providers
Local Government 

Officials

Policy Makers
Substance 
Treatment 

Experts/Academics
People in Recovery



Macoupin and Montgomery 
County’s Recovery Oriented 
System of Care

Outpatient Treatment which includes individual/group therapy with behavioral health 
professionals and peer recovery specialists and medication assisted treatment

Safe Passage Program in partnerships with local law enforcement

No Wrong Door Program through other community partners

Recovery Support Groups

Volunteer Peer Recovery System

Living Room 

Field Support Specialists



Living Rooms Will 
Act as Community 
Centers for Sober 

Living and 
Recovery

Drop in setting for people to hang out and get 
support in treatment and recovery

Place to rest, respite that removes community 
members from current stressors or triggers

Staff will be on site to provide counseling and help 
connect clients to services

Setting includes a library which has recovery 
literature, videos and webinars to assist people in 
maintaining successful recovery



But I don’t 
work in 

Macoupin or 
Montgomery 
County?  Or 
anywhere 

close.  What 
do I do?



Screenshot of rosc
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