m DEPARTMENT
OF HEALTH

Opioid Use Disorder Issue Brief

OCTOBER 2022

Introduction

This briefing was prepared in response to a petition to consider adding opioid use disorder as
a new condition to the list of qualifying conditions for the Minnesota medical cannabis
program. The intention of these briefings is to present to the Commissioner of Health,
members of the Medical Cannabis Review Panel, and interested members of the public,
scientific studies of cannabis products as therapy for the petitioned condition. Brief
information on the condition and its current treatment are provided to help give context to
the studies. The primary focus is on clinical trials and observational studies, but for many
conditions there are few of these. A selection of articles on pre-clinical studies (typically
laboratory and animal model studies) were included, especially if there are few clinical trials or
observational studies. Interpretation of surveys is usually difficult because it is unclear
whether responders represent the population of interest and because of unknown validity of
responses; however, surveys published in peer-reviewed journals were included for
completeness. When found, published recommendations or opinions of national medical
organizations were also included.

Searches for published clinical trials and observational studies of cannabis therapy were
conducted using the National Library of Medicine’s Medline using key word searches
appropriate for the petition condition. Articles identified as clinical trials, observational
studies, or review articles were collected and reviewed. References in the identified articles
were examined to ensure all the articles associated with the petitioned condition were
identified and included. Moreover, clinicaltrials.gov, a federal government-maintained website
responsible for tracking current clinical trials funded, was used to identify any ongoing or
completed clinical trials.

Definition

An “opioid” refers to natural or synthetic chemicals that bind to the opioid receptors found in
the central nervous system (Hoffman et al., 2019). Opioids are manufactured as prescription
medications, and can be prescribed to control pain, diminish cough, or relieve diarrhea (Shuckit
et al., 2016). The Diagnostic Statistical Manual of Mental Disorders 5th edition (DSM-5)
describes opioid use disorder as a problematic pattern of opioid use leading to problems or
distress with at least two of the following occurring within a 12-month period (First, M., 2013,
Coffa et al., 2019):

Taking opioids for longer than intended or higher than intended quantities.
Persistent desire or unsuccessful efforts to cut down or control opioid use.
Spending high amounts of time obtaining, using, or recovering from opioid use.
A craving, an urge, or a strong desire to use opioids.
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Inability to fulfill work, attend school, or complete home obligations.
Continued opioid use regardless of social or interpersonal problems.
Reduced activity due to opioid use.

Use of opioids in a physically hazardous situation.

Continued opioid use despite ongoing physical or psychological problems.
Increased opioid tolerance.

The experience of withdrawal symptoms when taken off opioids.

Opioid use disorder has many similarities to other use disorders; however, the condition differs
in regard to two specific aspects. First, opioids can lead to physical dependence within a short
time period, as little as 4-8 weeks. Second, the abrupt stopping of opioids among chronic users
can result in generalized pain, chills, cramps, diarrhea, dilated pupils, restlessness, anxiety,
nausea, vomiting, insomnia, and very intense craving, thus, reinforcing opioid dependence. Like
other use disorders, environmental and genetic factors impact opioid use disorder (Sharam et
al., 2016).

Epidemiology

In 2015, the United States was estimated to lead the world in opioid consumption and
prescriptions for hydrocodone and oxycodone. While traditionally used for cancer-related pain,
opioids are also commonly prescribed as a treatment for chronic and acute non-cancer pain
(Hoffman et al., 2019).

Greater than 700,000 people died from a drug overdose between 1999 and 2017 in the United
States. Further, drug overdose fatalities surpassed 70,000 in 2017 alone, with 68% of fatalities
being attributed to opioids (Hoffman et al., 2019). The Centers for Disease Control and
Prevention (CDC) estimates from 2002 to 2017, there was a 22-fold increase in the total
number of deaths involving fentanyl and other synthetic opioids, with heroin deaths increasing
seven-fold. Sixty percent of all opioid-involved overdose deaths are due to synthetic opioids,
which was a 45% increase from 2016 to 2017 (Hoffman et al., 2019). Deaths from heroin related
overdoses have remained relatively stable in 2017 at approximately 15,000 deaths (Hoffman et
al,. 2019). Finally, in 2020, the CDC reported greater than 92,000 Americans died from drug
overdoses, and 2.1 million Americans aged 12 years and older had opioid use disorder in 2016
(Coffa et al., 2019).

Costs from opioid use disorder and fatal opioid overdoses in 2017 were estimated to be $1.02
trillion (Florence et al., 2020).

Current Therapies

While treatments are available, it is estimated that only 1 in 4 people with an opioid use
disorder receive specialty treatments (Sharma et al., 2016). Specialty treatment centers refers
to treatment centers, facilities, departments, wards, or units designed for the treatment of
substance use disorder. These centers can be standalone facilities, such as drug treatment
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centers/clinics, or integrated with other health care facilities, clinics, or dispensaries (World
Health Organization, 2022). The low success rate is attributed to the perception that patients
can recover without need for specialty treatments (Sharma et al., 2016). An evidence-based
OUD treatment therapy employed by primary care facilities and some specialty treatment
centers medication-assisted treatment (MAT) (Mojtabai et al., 2019, Hadland et al., 2020). MAT
involves the use of medication along with counseling and behavioral therapies to provide a
whole-patient treatment approach to OUD treatment (Maglione et al., 2020). Notably, MAT is
not a detoxification program, rather, it is an inclusive, long-term treatment plan utilized after
withdrawal from opioids. MAT involves the use of one of three medications (buprenorphine,
naltrexone, or methadone), in combination with psychosocial and/or behavioral therapy (Logan
et al., 2021). The above-mentioned medication can also be used to relieve cravings, relieve
withdrawal symptoms, and block the euphoric effects of opioids. Notably, the Substance Abuse
and Mental Health Services Administration (SAMHSA) approved the renaming of MAT to
“medication for opioid use disorder” (MOUD) (Logan et al., 2021).

While MAT is often considered the standard of care for opioid use disorder, access to MAT is
limited. For example, 60% of specialty treatment facilities in the U.S. did not offer any FDA-
approved MAT in 2017 (Huhn et al., 2020). Furthermore, specialty treatment facilities located in
states that did not expand Medicaid were less likely to use MAT compared to states that
expanded Medicaid (Huhn et al., 2020). Further research found that facilities that were not
licensed or accredited where less likely to offer MAT than licensed or accredited facilities (Huhn
et al., 2020). In an attempt to improve treatment success, U.S. federal requirements were
developed requiring health care facilities that dispense methadone provide counseling, and
federal legislation encourages health care provider who prescribe buprenorphine to refer
patients for counseling. However, there are no validated counseling approaches designed
specifically for patients with opioid use disorder, and evidence-based psychosocial
interventions are seldom used (Hoffman et al., 2019). Finally, patient perception in both
individual and group therapy can help patients remain engaged. For example, some patients
were able to abstain from relapsing without counseling, however, counseling without MAT was
associated with increased returned to use (Hoffman et al., 2019).

Medications

The most problematic aspect of opioid use disorder treatment is the prevention of drug
relapse, which is common during withdrawal. Abstinence-based protocols are particularly
ineffective, as an estimated 85% of individuals relapse within 1 year of the treatment initiation.
Therefore, opioid replacement and medication-assisted therapies have been established as a
more efficacious therapy. However, there are only three FDA-approved medications for the
treatment of opioid use disorder (Wiese et al., 2018).

Three FDA-approved medications are commonly used:

1. Methadone prevents withdrawal symptoms and reduces cravings in people addicted to
opioids. It does not cause a euphoric feeling once patients become tolerant to its effects. It
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is available only in specially regulated clinics. While methadone boasts an encouraging
safety profile, there is still a risk for misuse and mortality when the dose exceeds the
patient’s level of tolerance. Further, methadone, an opioid agonist, reduces opioid craving,
withdrawal symptoms and blunts or blocks the effect of opioids. However, because
methadone is an opioid agonist, the abrupt stopping or tapering of methadone can result
in opioid withdrawal symptoms that can last three weeks (Wiese et al., 2018). There are
substantial geographical disparities associated with the distribution of methadone due to
the limited number of distribution centers that are highly regulated (Wiese et al., 2018).
This, coupled with the stringent and stigmatizing compliance requirements, has been
associated with a 40% relapse rate for patients within one year of methadone therapy
(Wiese et al., 2018).

2. Buprenorphine blocks the effects of other opioids, reduces, or eliminates withdrawal
symptoms and reduces cravings. Buprenorphine treatment (detoxification or maintenance)
is provided by specially trained and qualified physicians, nurse practitioners, and physician
assistants (having received a waiver from the Drug Enforcement Administration) in office-
based settings. Buprenorphine can be administered with naloxone (an opioid antagonist)
combined into its formulation. However, this combination can induce premature
withdrawal soon after the most recent dose of other opioids (Wiese et al., 2018).

3. Naltrexone blocks the effects of other opioids preventing the feeling of euphoria. It is
available from office-based providers in pill form or monthly injection. However, oral
naltrexone has shown limited efficacy due to low treatment adherence (Coffa et al., 2019).
The low treatment adherence with oral naltrexone is thought to be due to the poor efficacy
of the oral medication in reducing opioid withdrawal symptoms and the high level of
adherence needed to see any significant effect. Notably, injection naltrexone patients
experience high drop-out during treatment induction because, while naltrexone injections
are more effective than oral naltrexone, injection naltrexone requires repeated visits to a
health care professional, thus, reducing adherence rates. Further, naltrexone use reduces
opioid tolerance, increasing overdose risk among relapsing patients (Coffa et al., 2019).

The National Institute on Drug Abuse (NIDA) emphasize that these medications do not
substitute one addiction for another. Unlike other opioids, the opioid medications (Methadone,
Buprenorphine, and Naltrexone) used to treat opioid dependence do not get patients high.
Rather, they help reduce opioid cravings and withdrawal symptoms. While the use of the
above-mentioned medications is widespread and successful, especially methadone and
buprenorphine, the shortcomings of each medication can make adherence to each of them
difficult (Wiese et al., 2018).

Overdose Prevention

Naloxone (Narcan, Evzio) is a potentially life-saving medication used to quickly reverse an
opioid overdose. It can reverse and block the effects of other opioids and return normal
breathing to someone whose breathing has slowed or stopped because of an opioid overdose.
It is available as a prefilled auto-injection device, as a nasal spray, and as an injectable. In April
2018, U.S. Surgeon General Jerome M. Adams, M.D., M.P.H., released a public health advisory
to urge more Americans to carry naloxone.
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Pre-clinical research

A review published by Wiese et al. attempted to consolidate pre-clinical evidence of
cannabis/cannabinoid use for the treatment of opioid use disorder (Wiese et al., 2018).
Notably, research has found that cannabinoid receptors and opioid receptors are known to
interact in multiple ways. First, because both receptors are distributed equally throughout a
person’s body. Second, the cannabinoid and opioid receptors experience what is called cross-
sensitization, a process in which stimulation of the receptors is generalized to related stimulus.
As a result of the cross-stimulation the effects of cannabinoid and opioid receptors can be
amplified by both cannabis and opioids. Therefore, the overlap between both receptors and the
cross-stimulation indicates a clear morphological association between the opioid and
cannabinoid system in reward and withdrawal (Wiese et al., 2018)

Multiple published pre-clinical studies have shown that cannabis and cannabinoids can be used
to decrease opioid withdrawal symptoms. While this evidence is promising, it is not without its
limitations. First, as a pre-clinical study, this evidence was shown in animal models that
obviously have biological differences. Second, conflicting evidence has been published showing
that cannabinoid receptor 1 (CB1) agonism can increase rewarding properties of opioids,
potentially increasing opioid withdrawal severity (Wiese et al., 2018). To further complicate the
relationship between cannabis and opioids, some studies have shown that the administration
of phytocannabinoid cannabidiol (CBD) can alleviate naloxone-precipitated withdrawal in
morphine tolerant rates (Wiese et al., 2018).

While research surrounding CB1 agonism is conflicting, pre-clinical evidence has identified CBD
as a potential therapeutic treatment for harm reduction. CBD does not have reinforcing effects
in rodents, highlighting a low potential for misuse (Wiese et al., 2018). Moreover, CBD has been
shown to reduce the reward aspects of multiple drugs including cocaine, amphetamine, and
nicotine. Further, in rats, CBD reduces the effects of morphine- and heroin-seeking and
anticipation without causing adverse events and decreased cued responses associated with
receiving both drugs. Thus, this research would suggest that CBD has the potential to reduce
seeking of other drugs, such as opioids, as well as decrease anticipatory effects of receiving
opioids (Wiese et al., 2018). Thus, there is promising evidence for the use of CBD in opioid
relapse therapy.

Clinical Trials

Clinical trials evaluating the efficacy of cannabis, either alone or as an adjunct therapy for acute
opioid withdrawal, is limited. Dronabinol, an FDA-approved analog for THC, has been evaluated
for opioid withdrawal relief in a clinical trial of patients receiving the opioid antagonist
naltrexone. These studies found that low-dose adjunct dronabinol, in conjunction with
extended-release Naltrexone, improved the tolerability of symptoms, including insomnia,
reduced appetite, and reduced energy levels during opioid withdrawal. However, tachycardia
was reported at higher dronabinol doses (Bisaga et al., 2015, Jicha et al., 2015, Lofwall et al.,
2016). Other cannabinoids were shown to be safe and tolerable when administered in
conjunction with an opioid or opioid replacement medication (Bisaga et al., 2015). However,
clinical trials evaluating the efficacy of dronabinol or other cannabinoids as a replacement for
traditional replacement therapies such as methadone or buprenorphine are limited.
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In addition to clinical trials assessing dronabinol, a recent study by Hurd et al. (2019), noted that
repeated administration of the CBD reduces cue-induced anxiety and craving (Hurd et al.,
2019). It was also found to exert protracted effects one week later among opioid-dependent
patients with short-term abstinence. Overall, while there is increased interest in examining the
efficacy of cannabis on opioid use disorder, few new studies have been published. While the
use of cannabis as an opioid use disorder therapy has shown potential, limited evidence is
available.

Observational Studies

There are few clinical trials evaluating the efficacy of cannabis and cannabinoids as a treatment
for opioid use disorder. A recent systematic review and meta-analysis by McBrien et al. (2019),
examined the impact of cannabis use during methadone maintenance treatment for opioid use
disorder. These studies evaluated multiple types of cannabinoids, including
tetrahydrocannabinol (THC) and marijuana. The review found no consensus among studies that
cannabis use is associated with reduced opioid use. Furthermore, they noted no consensus on
the impact cannabis use had on longer treatment retention when used during methadone
maintenance therapy in patients with opioid use disorder. McBrien et al. (2019) noted that the
quality of evidence identified was low and had a high risk for bias. The results from the studies
included in the review suggest that individual studies may potentially have no effect on opioid
use in patients receiving methadone maintenance therapy. Therefore, the authors were unable
to conclusively determine if cannabinoid use was an effective treatment for opioid use disorder
(McBrien et al., 2019). Notably, this study contradicts preclinical literature, and brings into
guestion the degree to which animal models can be readily translated to human effects as it
relates to opioid use disorder treatments.

In an observational study of 2,315 patients treated for their opioid use disorder, Rosic et al.
(2021) found no association with cannabis use as a treatment for opioid use disorder when
compared to non-cannabis use patients (Rosic et al., 2021). The author attempted to further
elucidate the relationship between cannabis use and opioid use disorder. Notably, Rosic et al.
reported that daily cannabis use was associated with a lower likelihood of opioid use during
treatment compared to occasional cannabis use. Additionally, the authors noted that cannabis
use was inversely proportional to severity of opioid use disorder withdrawal symptoms. This
work suggests that low cannabis use was associated with severe opioid use withdrawal
symptoms, and high cannabis use was associated with mild opioid use withdrawal symptoms.
Further, Rosic et al. (2021) noted that older age of first cannabis use was associated with lower
odds of opioid use during treatment. Finally, Rosic et al. (2021) found that patients self-
reported cannabis side effects were associated with a decreased likelihood for opioid use.
However, the authors where unable to discern between reporting bias and cannabis side
effects. Nevertheless, the findings suggest that patients are likely to substitute other
medication for cannabis due to the perceived reduced side-effects.

A review by Wiese et al. reported on studies that noted both dronabinol and intermittent
whole-plant cannabis appeared to increase the length of treatment adherence time. However,
this effect was lost during chronic cannabis consumption (Wiese et al., 2018). Several
epidemiologic studies evaluating the impact cannabis policies have had on opioid use disorder
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found an association between cannabis use and reduced opioid use related hospitalizations
(Shi., 2017, Bachhuder et al., 2014).

Surveys can provide valuable information regarding the use of medical cannabis as a therapy
for opioid use disorder. Work by Reiman et al. (2017) noted that study participants reported
cannabis use was effective at treating opioid use disorder. Further, multiple studies found a
reduction in opioid use disorder in states with higher cannabis use rates (Powel et al., 2015,
Lucas et al., 2019). However, two studies published by the State of Colorado found that
increased use of CBD and THC was associated with increased opioid use (Oberbarnsheidt et al.,
2020). A large-scale survey conducted in Canada found that as many as 63% of respondents
reported using cannabis as a substitute for prescription drugs, with 30% of respondents stating
they use cannabis to substitute pharmaceutical opioids (Lucas et al., 2017). Overall, these
findings suggest that cannabis is being used as a substitute of multiple prescription
medications; however, the true effects of this substitution has yet to be elucidated. Therefore,
more large-scale studies are needed.

Work by Livingston et al. (2017) reported a reduction in opioid-related deaths following the
legalization of cannabis in Colorado (Livingston et al., 2017). In a literature review, it was
reported that medical cannabis laws could be associated with decreased prescription opioid
medication-associated mortality, while also improving pain management, and significantly
reducing health costs (Vyas et al., 2017). However, another review reported that study
evidence was limited by selection bias, cross-sectional designs, and self-reported assessments
of the opioid-sparing effects of cannabis (Campbell et al., 2018). Finally, a recently published
review by Karimi-Haghighi et al. (2022), found that cannabinoids could effectively reduce the
rewarding and reinforcing effects of addictive drugs, but that more clinical study evidence was
needed before a definitive answer was determined (Karimi-Haghighi et al., 2022). Overall, the
efficacy of cannabis as a treatment for opioid use remains inconclusive due to a sparsity of data
and inconsistent results. Further, research from a clinical perspective and observational
perspective is needed to elucidate the association between cannabis use and opioid use
disorder.

National Medical Organization Recommendations

The National Institute on Drug Abuse funded a study that found the overdose death rate was
22.7% higher than expected in states that allowed medical marijuana as a treatment for opioid
use disorder. Therefore, the National Institute on Drug Abuse does not support the use of
medical marijuana as a treatment for opioid use disorder. Further, letters submitted to the
Minnesota Department of Health by Allina Health, Hennepin Healthcare, Minnesota Psychiatric
Society, and the Minnesota Chapter of the American Society of Addiction Medicine expressed
opposition to adding opioid use disorder to the list of approved medical conditions.



OPIOID USE DISORDER ISSUE BRIEF

References

Bachhuber, M. A., Saloner, B., Cunningham, C. O., & Barry, C. L. (2014). Medical cannabis
laws and opioid analgesic overdose mortality in the United States, 1999-2010. JAMA
internal medicine, 174(10), 1668—-1673.
https://doi.org/10.1001/jamainternmed.2014.4005

Bisaga, A., Sullivan, M. A,, Glass, A., Mishlen, K., Pavlicova, M., Haney, M., Raby, W. N.,
Levin, F. R., Carpenter, K. M., Mariani, J. J., & Nunes, E. V. (2015). The effects of
dronabinol during detoxification and the initiation of treatment with extended-release
naltrexone. Drug and alcohol dependence, 154, 38—45.
https://doi.org/10.1016/j.drugalcdep.2015.05.013

Campbell, G., Hall, W., & Nielsen, S. (2018). What does the ecological and epidemiological
evidence indicate about the potential for cannabinoids to reduce opioid use and harms?
A comprehensive review. International review of psychiatry (Abingdon, England), 30(5),
91-106. https://doi.org/10.1080/09540261.2018.1509842

Coffa, D., & Snyder, H. (2019). Opioid Use Disorder: Medical Treatment Options. American
family physician, 100(7), 416—425.

First, M. B. (2013). DSM-5 handbook of differential diagnosis. American Psychiatric Pub.
Florence, C., Luo, F., & Rice, K. (2021). The economic burden of opioid use disorder and fatal

opioid overdose in the United States, 2017. Drug and alcohol dependence, 218, 108350.
https://doi.org/10.1016/j.drugalcdep.2020.108350

Hadland, S. E., Jent, V. A,, Alinsky, R. H., Marshall, B., Mauro, P. M., & Cerda, M. (2020).
Opioid Use Disorder Treatment Facilities with Programs for Special Populations.
American journal of preventive medicine, 59(3), e125—e133.
https://doi.org/10.1016/j.amepre.2020.03.022

Hoffman, K. A., Ponce Terashima, J., & McCarty, D. (2019). Opioid use disorder and
treatment: challenges and opportunities. BMC health services research, 19(1), 884.
https://doi.org/10.1186/s12913-019-4751-4

Hurd, Y. L., Spriggs, S., Alishayev, J., Winkel, G., Gurgov, K., Kudrich, C., Oprescu, A. M., &
Salsitz, E. (2019). Cannabidiol for the Reduction of Cue-Induced Craving and Anxiety in
Drug-Abstinent Individuals with Heroin Use Disorder: A Double-Blind Randomized
Placebo-Controlled Trial. The American journal of psychiatry, 176(11), 911-922.
https://doi.org/10.1176/appi.ajp.2019.18101191

Jicha, C. J,, Lofwall, M. R, Nuzzo, P. A., Babalonis, S., Elayi, S. C., & Walsh, S. L. (2015). Safety
of oral dronabinol during opioid withdrawal in humans. Drug and alcohol dependence,
157,179-183. https://doi.org/10.1016/j.drugalcdep.2015.09.031



https://doi.org/10.1001/jamainternmed.2014.4005
https://doi.org/10.1016/j.drugalcdep.2015.05.013
https://doi.org/10.1080/09540261.2018.1509842
https://doi.org/10.1016/j.drugalcdep.2020.108350
https://doi.org/10.1016/j.amepre.2020.03.022
https://doi.org/10.1186/s12913-019-4751-4
https://doi.org/10.1176/appi.ajp.2019.18101191
https://doi.org/10.1016/j.drugalcdep.2015.09.031

OPIOID USE DISORDER ISSUE BRIEF

Karimi-Haghighi, S., Razavi, Y., lezzi, D., Scheyer, A. F., Manzoni, O., & Haghparast, A. (2022).
Cannabidiol and substance use disorder: Dream or reality. Neuropharmacology, 207,
108948. https://doi.org/10.1016/j.neuropharm.2022.108948

Livingston, M. D., Barnett, T. E., Delcher, C., & Wagenaar, A. C. (2017). Recreational
Cannabis Legalization and Opioid-Related Deaths in Colorado, 2000-2015. American
journal of public health, 107(11), 1827-1829.
https://doi.org/10.2105/AJPH.2017.304059

Lofwall, M. R., Babalonis, S., Nuzzo, P. A,, Elayi, S. C., & Walsh, S. L. (2016). Opioid
withdrawal suppression efficacy of oral dronabinol in opioid dependent humans. Drug
and alcohol dependence, 164, 143-150.
https://doi.org/10.1016/j.drugalcdep.2016.05.002

Logan, G., Mirajkar, A., Houck, J., Rivera-Alvarez, F., Drone, E., Patel, P., Craen, A., Dub, L.,
Elahi, N., Lebowitz, D., Walker, A., & Ganti, L. (2021). Physician-Perceived Barriers to
Treating Opioid Use Disorder in the Emergency Department. Cureus, 13(11), e19923.
https://doi.org/10.7759/cureus.19923

Lucas, P., Baron, E. P., & Jikomes, N. (2019). Medical cannabis patterns of use and
substitution for opioids & other pharmaceutical drugs, alcohol, tobacco, and illicit
substances; results from a cross-sectional survey of authorized patients. Harm reduction
journal, 16(1), 9. https://doi.org/10.1186/s12954-019-0278-6

Maglione, M. A., Laura, R., Christine, C., Azhar, G. S., Nima, S., Mimi, S., Hernandez, E.,
Shanman, R. M., & Susanne, H. (2020). Effects of Medication-Assisted Treatment (MAT)
for Opioid Use Disorder on Functional Outcomes: A Systematic Review. Rand health
quarterly, 8(4), RR-2108-0SD.

McBrien, H., Luo, C., Sanger, N., Zielinski, L., Bhatt, M., Zhu, X. M., Marsh, D. C., Thabane, L.,
& Samaan, Z. (2019). Cannabis use during methadone maintenance treatment for opioid
use disorder: a systematic review and meta-analysis. CMAJ open, 7(4), E665—E673.
https://doi.org/10.9778/cmaj0.20190026

Mojtabai, R., Mauro, C., Wall, M. M., Barry, C. L., & Olfson, M. (2019). Medication
Treatment For Opioid Use Disorders In Substance Use Treatment Facilities. Health
affairs (Project Hope), 38(1), 14-23.
https://doi.org/10.1377/hlthaff.2018.05162

Oberbarnscheidt, T., & Miller, N. S. (2020). The Impact of Cannabidiol on Psychiatric and
Medical Conditions. Journal of clinical medicine research, 12(7), 393—-403.
https://doi.org/10.14740/jocmr4159

Powell, D., Pacula, R. L., & Jacobson, M. (2018). Do medical marijuana laws reduce
addictions and deaths related to pain killers? Journal of health economics, 58, 29-42.
https://doi.org/10.1016/j.jhealeco.2017.12.007



https://doi.org/10.1016/j.neuropharm.2022.108948
https://doi.org/10.2105/AJPH.2017.304059
https://doi.org/10.1016/j.drugalcdep.2016.05.002
https://doi.org/10.7759/cureus.19923
https://doi.org/10.1186/s12954-019-0278-6
https://doi.org/10.9778/cmajo.20190026
https://doi.org/10.1377/hlthaff.2018.05162
https://doi.org/10.14740/jocmr4159
https://doi.org/10.1016/j.jhealeco.2017.12.007

OPIOID USE DISORDER ISSUE BRIEF

Reiman, A., Welty, M., & Solomon, P. (2017). Cannabis as a Substitute for Opioid-Based Pain
Medication: Patient Self-Report. Cannabis and cannabinoid research, 2(1), 160-166.
https://doi.org/10.1089/can.2017.0012

Rosic, T., Kapoor, R., Panesar, B., Naji, L., Chai, D. B., Sanger, N., Marsh, D. C., Worster, A,
Thabane, L., & Samaan, Z. (2021). The association between cannabis use and outcome in
pharmacological treatment for opioid use disorder. Harm reduction journal, 18(1), 24.
https://doi.org/10.1186/s12954-021-00468-6

Schuckit M. A. (2016). Treatment of Opioid-Use Disorders. The New England journal of
medicine, 375(4), 357-368.
https://doi.org/10.1056/NEJMral1604339

Sharma, B., Bruner, A., Barnett, G., & Fishman, M. (2016). Opioid Use Disorders. Child and
adolescent psychiatric clinics of North America, 25(3), 473-487.
https://doi.org/10.1016/j.chc.2016.03.002

Shi Y. (2017). Medical marijuana policies and hospitalizations related to marijuana and
opioid pain reliever. Drug and alcohol dependence, 173, 144—-150.
https://doi.org/10.1016/j.drugalcdep.2017.01.006

Vyas, M. B., LeBaron, V. T., & Gilson, A. M. (2018). The use of cannabis in response to the
opioid crisis: A review of the literature. Nursing outlook, 66(1), 56—65.
https://doi.org/10.1016/j.outlook.2017.08.012

Wiese, B., & Wilson-Poe, A. R. (2018). Emerging Evidence for Cannabis' Role in Opioid Use
Disorder. Cannabis and cannabinoid research, 3(1), 179-189.
https://doi.org/10.1089/can.2018.0022

World Health Organization (2022). Specialized treatment facilities for substance use
disorders,
https://www.who.int/data/gho/indicator-metadata-registry/imr-details/2525

Minnesota Department of Health
Office of Medical Cannabis

PO Box 64882

St. Paul, MN 55164-0882
651-201-5598
health.cannabis@state.mn.us
www.health.state.mn.us

10/06/2022

To obtain this information in a different format, call: 651-201-5598. Printed on recycled paper.

10


https://doi.org/10.1089/can.2017.0012
https://doi.org/10.1186/s12954-021-00468-6
https://doi.org/10.1056/NEJMra1604339
https://doi.org/10.1016/j.chc.2016.03.002
https://doi.org/10.1016/j.drugalcdep.2017.01.006
https://doi.org/10.1016/j.outlook.2017.08.012
https://doi.org/10.1089/can.2018.0022
https://www.who.int/data/gho/indicator-metadata-registry/imr-details/2525
mailto:health.cannabis@state.mn.us
http://www.health.state.mn.us/

	Opioid Use Disorder Issue Brief  October 2022
	Introduction
	Definition
	Epidemiology
	Current Therapies
	Medications
	Overdose Prevention

	Pre-clinical research
	Clinical Trials
	Observational Studies
	National Medical Organization Recommendations
	References


