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Abstract 

It is noted that the signs and symptoms exhibited during what is widely referred to as “opioid withdrawal” are highly consistent 
with an episode of Autonomic Dysfunction. Autonomic Dysfunction is not a side effect of addiction and, if present, would 
preclude a diagnosis of Opioid Addiction. We set out to determine whether or not our patients are suffering from something 
called Opioid Addiction or whether or not our patients are suffering from an episode of Autonomic Dysfunction. The two 
diagnosis are mutually exclusive as Opioid Addiction is a mental health disorder as defined in the current DSM-5. Autonomic 
Dysfunction, however, is a true neuroendocrine emergency. 

Introduction

This nation is currently in the throes of an Opioid Crisis of massive proportions. The current death rate due to opioid overdose 
is a true national public health emergency. Billions of dollars have been allocated and yet the problem only continues unabated. 
When a health crisis continues despite a treatment, one must consider the possibility that the failure to improve may be 
indicative of an incorrect diagnosis and thus an inappropriate treatment plan. We, therefore, are skeptical of the diagnosis 
of Opioid Addiction. When returning to the signs and symptoms associated with so-called “opioid withdrawal”, it is noted 
by the authors how strikingly similar these signs and symptoms are to an episode of Autonomic Dysfunction. This is to say 
that we see evidence of both a sympathetic toxicity and a parasympathetic toxicity. Using the widely utilized Current Opiate 
Withdrawal Scale (COWS), we can classify the majority of the components of COWS into either a classification of sympathetic 
or parasympathetic origins.
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If we are correct and what has been misdiagnosed as Opioid Addiction is actually the neuroendocrine emergency of Autonomic 
Dysfunction, this would explain why the opioid crisis has failed to attenuate despite the application of massive resources. The 
medical community simply had the wrong diagnosis and therefore applied the wrong treatment plan. 

It is further noted, many of the signs and symptoms listed above and as sympathetic in origin would be highly consistent 
with an episode of catecholamine toxicity. We, therefore, will use the presence or absence of catecholamine toxicity as our 
determining factor. If the patient is truly suffering from something called Opioid Addiction then the catecholamine levels during 
“opioid withdrawal” will be normal. But if Opioid Addiction is the incorrect diagnosis and if instead the patient is suffering from 
Autonomic Dysfunction, then the catecholamine levels during “opioid withdrawal” will be elevated.

 

It is further widely recognized that an episode of so-called “opioid withdrawal” is resolved by the application of a dosage of 
either a full agonist opioid (i.e., hydrocodone, oxycodone, heroin, or fentanyl) or a partial agonist opioid (i.e., buprenorphine). 
The current Brain Model of Addiction, as put forth by such experts as the Executive Director of the National Institute on Drug 
Abuse (NIDA), Dr. Nora Volkow, is that this is due to opioid craving that is the result of something called “anhedonia”1. We 
are more suspicious that what is actually occurring is not something related to the brain but rather that the full or partial opioid 
agonist is actually resolving the episode of Autonomic Dysfunction and the associated catecholamine toxicity. This would be 
consistent with a hypothesis put forth by one of the authors known as the Smith Hypothesis and as described in the video 
series known as the Opioid Monologues3. And again, this is a relatively easy question to answer simply with the analysis of 
the catecholamine levels after the application of a full or partial opioid agonist. If the catecholamine levels were abnormally 
elevated and then if the elevated catecholamine levels resolved after the application of a full or partial opioid agonist, then 
Opioid Addiction with opioid cravings due to “anhedonia” is the incorrect diagnosis. The accurate diagnosis would then be 
Autonomic Dysfunction with opioid craving. 

                       

EVALUATION OF CATECHOLAMINE LEVELS DURING “OPIOID WITHDRAWAL”

ELEVATED CATECHOLAMINE LEVELS                                    NORMAL CATECHOLAMINE LEVELS 

AUTONOMIC DYSFUNCTION                                                         OPIOID ADDICTION
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And this is what we set out to evaluate. Amazingly, this will be the first time in the history of medicine that catecholamine levels 
will be evaluated during an episode of “opioid withdrawal” due to the abstinence from any full or partial opioid agonist. 

Case

The patient is a 37 year old caucasian male. The patient had been on prescribed opioids including hydrocodone and oxycodone 
for an orthopedic disorder. Patient had attempted to stop the opioids but became violently ill and was unable to stop the 
opioids. Patient approached us for initiation of buprenorphine. Patient was willing to consent to a blood draw both before and 
two hours after the application of a dosage of buprenorphine. In order to evaluate the levels of Autonomic Dysfunction and 
opioid craving, we created our own scales for both Autonomic Dysfunction and opioid craving. We recognize neither scale has 
yet to undergo the full process of validation. 

On arrival in the office, patient was ill-appearing and with initial blood pressure of 138/86, pulse of 88 and was found on 
examination to have mydriasis, diaphoresis, piloerection, tremor, restlessness, epiphora, excessive yawning, and rhinorrhea. 
Blood was obtained for catecholamine levels. Patient completed both the Autonomic Dysfunction Scale and the Opioid 
Craving Scale. Patient was inducted with buprenorphine, a total of 16 mgms given in the office. Two hours later, the blood 
levels for catecholamines were repeated and both the Autonomic Dysfunction Scale and the Opioid Craving Scale were 
repeated. With the application of the buprenorphine, all abnormal signs and symptoms resolved including the mydriasis, 
diaphoresis, piloerection, tremor, restlessness, epiphora, excessive yawning, and rhinorrhea. The catecholamine levels and both 
the Autonomic Dysfunction Scale and the Opioid Craving Scale are as follows:

OPIOID CRAVING 
DUE TO A BRAIN CONDITION 

CALLED “ANHEDONIA”2

OPIOID CRAVING                                                                           
DUE TO THE HORROR OF    

AUTONOMIC DYSFUNCTION
WITH CATECHOLAMINE TOXICITY

BRAIN MODEL OF OPIOID 
ADDICTION

SMITH
HYPOTHESIS

 Before Buprenorphine Blood Levels
(Catecholamine Storm)



Page 4

Opioid Craving Scale (Before Buprenorphine) 

After Buprenorphine Blood Levels

Autonomic Dysfunction Scale (Before Buprenorphine)
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Autonomic Dysfunction Scale (After Buprenorphine)

Opioid Craving Scale (After Buprenorphine)

Discussion

What is most amazing about this case isn’t the determination of a Catecholamine Storm. What’s most amazing isn’t how all 
three clinical entities, Catecholamine Storm, Autonomic Dysfunction, and Opioid Craving are rapidly resolved with a single dose 
of Buprenorphine. What’s most amazing about this case is that this is the first time in the history of Medicine that this has been 
evaluated. 

This single case calls into question the accuracy of the diagnosis of Opioid Addiction. It would appear that the more accurate 
diagnosis would be Autonomic Dysfunction with  Catecholamine Storm and associated Opioid Craving. If this is true it would 
mean literally millions of people have been improperly diagnosed and denied an appropriate treatment with Buprenorphine. 
If true, this would mean hundreds of thousands of people have died from an unnecessary and preventable death. They simply 
needed access to Buprenorphine. But if this is true, it would explain why the Opioid Crisis and the epidemic of opioid overdose 
deaths have not been attenuated despite the ample resources brought to bear. If true, then words simply cannot describe what 
has occurred here. If true, this will forever be a sad moment in the history of Medicine. If true, then part of an entire generation 
were labeled as drug addicts and submitted to worthless treatment plans when what they simply needed was a treatment with 
Buprenorphine. If true, Group Think has rarely been so deadly. 
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We attempted to put the level of Catecholamine Storm in perspective here. But what we came up with is that this level of 
Catecholamine Storm is typically seen in and would be perfectly normal in the clinical setting of advanced rabies. Rabies. 
These poor souls have suffered and endured and experienced that which previously was reserved for advanced rabies. It is 
clear that the human body simply cannot long endure a Catecholamine Storm. It is clear that the Autonomic Dysfunction and 
Catecholamine Storm result in a very high level of opioid craving. And in an attempt to escape the horror of an Autonomic 
Dysfunction and Catecholamine Storm, literally millions of citizens were reduced to going to the streets and buying illegal 
opioids. Many are thus currently dying from fentanyl. And all this could have been avoided with simply the application of 
Buprenorphine. Yes, this is truly an amazing case. We call for additional research. 
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