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The US Emergency Department

44.5 ED visits per 100 persons in 2015, 12% resulted in admission

Approximately 50% of all hospital admission come from ED

Open 24/7/365





















https://www.cdc.gov/drugoverdose/epidemic/index.html   Source: National Vital Statistics System Mortality File





Defining Opioid Use Disorder:
1. Use of an opioid in increased amount or longer then intended.
2. Persistent wish or unsuccessful effort to cut down or control opioid use.
3. Excessive time spent to obtain, use, or recover from opioid use.
4. Strong desire or urge to use an opioid.
5. Interference of opioid use with important obligations.
6. Continued opioid use despite resulting interpersonal problems, social problems or both.
7. Elimination or reduction of important activities because of opioid use.
8. Use of an opioid in physically hazardous situations (ie. While driving).
9. Continued opioid use despite resulting physical problems, psychological problems, or both.
10. Need for increased doses of an opioid for effects, diminished effect per dose, or both.
11. Withdrawal when dose of an opioid is decreased, use of drug to relieve withdrawal, or both.

2 to 3 items in 12 months: Mild opioid use disorder
4 to 5 items in 12 months: Moderate opioid use disorder
6 or greater items in 12 months: Severe opioid use disorder
DSM 5th Edition



Opioid Use Disorder
is a Brain Disease

• Risks include genetic, 
environmental, and social factors

• Family history, early exposure to 
drug use, stressful environments, 
and mental illness all increase risk.

• Reward from both drug and from 
natural rewarding stimuli (like 
relationships), decreases with time

Volkow, Nora D., George F. Koob, and A. Thomas McLellan. "Neurobiologic advances from the brain disease model of addiction."
New England Journal of Medicine 374.4 (2016): 363-371.







Probabilities of 
continued opioid use 
among opioid-naïve 
patients— United 
States, 2006–2015

• Shah A, Hayes CJ, Martin 
BC. Characteristics of Initial 
Prescription Episodes and 
Likelihood of Long-Term 
Opioid Use — United States, 
2006–2015. MMWR Morb 
Mortal Wkly Rep 
2017;66:265–269.



Source Where Pain Prescription is Obtained

1The Other category includes the sources "Wrote Fake Prescription," "Stole from Doctor’s Office/Clinic/Hospital/Pharmacy," and "Some Other Way."

Free from 
Friend/Relative 

(6.3%)
Bought/Took from 

Friend/Relative 
(6.5%)

Drug Dealer/
Stranger (2.3%)

One Doctor 
(79.4%)

More than 
One Doctor 

(3.6%)

Bought on Internet 
(0.2%)

Other1 (1.7%)

Free from 
Friend/
Relative 
(55.0%)

Bought/Took from 
Friend/Relative 

(16.2%)

Drug Dealer/
Stranger (4.4%)

Bought on 
Internet 
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Other1 (4.6%)

One Doctor 
(17.3%)
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Source Where Respondent Obtained

Source Where Friend/Relative Obtained

Source: NSDUH 2010



• Retrospective study of Medicare 
beneficiaries

• Analyzed long term use of opioids 
in cohorts of patients based on 
exposure to emergency providers 
with varying intensity of 
prescribing habits

• Patients seen by emergency 
providers with high intensity 
prescribing habits were more likely 
to be on long term opioids one 
year after visit



Axeen, Sarah, Seth A. Seabury, and Michael Menchine. "Emergency department contribution to the
prescription opioid epidemic." Annals of emergency medicine 71.6 (2018): 659-667.



EM Goals for the Opioid Crisis

• Primary Prevention: reduce patient exposure to opioids 
• Keep opioid naïve patients opioid naïve
• Use multimodal analgesia to effectively manage pain
• Opioid Rx: lowest effective dose for shortest duration

• Secondary Prevention: early identification of OUD
• Screen for substance use disorder in the ED
• Avoid escalating opioid doses of patients on long term opioids

• Tertiary Prevention: treat and reduce harm in patients with OUD
• ED initiated buprenorphine
• Connect patients to community based treatment
• Naloxone co-prescribing





http://www.ncsl.org/research/health/prescribing-policies-states-confront-opioid-overdose-epidemic.aspx



ED level 
primary 
prevention

ED’s prioritize multimodal 
analgesia (ALTO protocols)

Provider level tracking of opioid 
prescribing with feedback

Improve availability of non-
opioid modalities in the ED



APAP
NSAIDS
Triptans
Promethazine
Metoclopramide
Dexamethasone
Haloperidol
Magnesium
Valproic Acid
Lidocaine patch

IV lidocaine
Gabapentin
Cyclobenzaprine
Ketamine
Trigger point injection
Dicyclomine
Diphenhydramine
Nitrous Oxide

• Reduction in IV opioids administered by 
20% compared to one year prior

• No change in Press Ganey satisfaction 
scores was noted post implementation 

Multimodal AnalgesiaStudy Results



Opioid Prescribing in the ED

• Screen for risk factors: SUD, mental illness, chronic pain, OSA, renal 
failure, hepatic failure, age>65, pregnancy

• Lowest dose for shortest duration: average ED script is 2 to 3 days

• Avoid initiating opioid therapy in chronic pain patients

• Poor evidence that one opioid is safer than another



Secondary Prevention



• 19.8 million people need treatment for SUD but only 
10.8% receive treatment

• From 2006 to 2013, ED visits for SUD increased 37%
• Brief motivational interviewing can help to engage patient 

in treatment 

Park-Lee E, Lipari RN, Hedden SL, Copello EAP, Kroutil LA. Receipt of services for substance use and mental health issues among adults: results from the 2015
National Survey on Drug Use and Health. NSDUH Data Review; 2016.

Weiss AJ, Barrett ML, Heslin KC, Stocks C. Trends in emergency department visits involving mental and substance use disorders, 2006–2013 
. HCUP Stat. Br. #216. Agency Healthc. Res. Qual. Rockville, MD. 2016



Tertiary Prevention



• Retrospective observational study of 3 MA statewide datasets
• 11,557 patients were treated in EDs for opioid overdose
• 635 (5.5%) died within one year of overdose
• 130/635 (20.5%) died within one month of overdose
• 29/635 (4.6%) died within 2 days of the overdose

Weiner, Scott G., et al. "One-Year Mortality of Patients After Emergency Department Treatment for Nonfatal Opioid Overdose." Annals of emergency medicine (2019).



ED Initiated Buprenorphine • Increases likelihood of 
retention in  treatment

• D’Onfrio study: twice as 
many ED patients 
retained in treatment at 
30 days

• Untreated patients have 
2.5 times all cause 
mortality and  8 times 
overdose mortality

D’Onofrio, Gail, et al. "Emergency department–initiated buprenorphine/naloxone treatment for opioid 
dependence: a randomized clinical trial." Jama 313.16 (2015): 1636-1644.
Ma J, Bao YP, Wang RJ, et al. Effects of medication-assisted treatment on mortality among opioids users: 
a systematic review and meta-analysis. Mol Psychiatry. 2018 Jun 22. doi: 10.1038/s41380-018-0094-5.



https://medicine.yale.edu/edbup/Algorithm_338052_5_v2.pdf



ED Naloxone Distribution
• Improves mortality 

• Cost effective among heroin users with 
markedly conservative assumptions

• Partner with state or local government 
entities to fund naloxone distribution

• Co-prescribe naloxone kits to high risk 
patients

Kerensky, Todd, and Alexander Y. Walley. "Opioid overdose prevention and naloxone rescue kits: what we know and what we don’t know." Addiction 
science & clinical practice 12.1 (2017): 4.
Coffin, Phillip O., and Sean D. Sullivan. "Cost-effectiveness of distributing naloxone to heroin users for lay overdose reversal." Annals of internal 
medicine 158.1 (2013): 1-9.



Emergency Medicine and Population Health

• Readmission Initiatives

• High Utilizer Initiatives

• Behavioral Health Care Coordination

• Primary Care Linkage




