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Tragedy of the Commons

Tragedy of the Commons
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The Year was 2005

• 6 years before the PDMP was available

• 9 years before Gov. Patrick declares a 
public health emergency

• 10 years before MHA and MMS create 
prescribing guidelines

• 10 years before Gov. Baker convenes 
opioid task force

Canary in the Coal Mine
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Objectives

• Define how the ED is on the leading 
edge to both detect opioid-related 
problems and create its solutions

• But first:
– Describe the epidemic

– Discuss prescribing and “burden vs. cause”

• And then: Guidelines, SBIRT, Suboxone
and Naloxone

Accidental Death in the US
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11

Drug Overdose Deaths by Major Drug Type,
United States, 1999–2010

CDC, National Center for Health Statistics, National Vital Statistics System, CDC Wonder. Updated with 2010 mortality 
data. 
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Rates of opioid overdose deaths, sales and treatment 
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13

MMWR / January 13, 2012 / Vol. 61 / No. 1 

Enough for a 5 mg dose of Vicodin to each American adult every 6 hours for 1 month…
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International Narcotics Control 
Board 2013
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www.CDC.gov

What is the Role of the ED?
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We conclude that ED 
pain intensity is high, 
analgesics are 
underutilized, and 
delays to treatment are 
common.

Despite efforts to 
improve pain 
management practice, 
oligoanalgesia remains a 
problem for emergency 
medicine.

HR
Temp
BP
RR
O2 sat
Pain
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Mazer-Amirshahi – Academic 
Emergency Medicine 2014; 21:236-243

• NHAMCS - Between 2001-2010:
– Non-opioids 26.2% to 27.3%

– Painful conditions 47.1% to 51.1%

– Opioid use increased from 20.8% to 31.0% 
of all visits

– Use of schedule II 7.6% to 14.5%

• Volkow ND, et al. 
Characteristics of 
opioid 
prescriptions in 
2009. JAMA. 2011 
6;305(13):1299-
301.
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Menchine, et al

• ACEP Research Forum 2014

• Medical Expenditure Panel Survey

• Compared with office settings, EDs had 
17% less MMEs

• Only 0.3% ED Rx were for >100 MME per 
day vs. 2.6% in office setting
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Menchine, et al

• “Given the very low rate of high-dose 
prescribing from the ED, policy efforts to 
reduce risky opioid prescribing should 
not focus on ED settings.”

POSED Study

• 19 Hospitals, national sample

• 12% of all adult patient visits result in an 
opioid prescription

• Vast majority were oxycodone and 
hydrocodone, immediate release, 5 mg

• Mean number of pills was 
17/prescription
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Some Math

• 136 million ED visits per year
• 12% discharged with 17 pills for 

oxy/hydrocodone 5
• 1,387,200 grams of oxy/hydrocodone from 

ED at discharge
• In 2010, US consumed 38,000,000 grams of 

hydrocodone and 92,500,000 grams of 
oxycodone

• ED discharge = 1.5% of all US opioids

Attack of the Guidelines!
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CausalityBurden
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Yokell MA. Presentation of Prescription and Nonprescription 
Opioid Overdoses to US Emergency Departments. JAMA 

Intern Med. 2014 Dec 1;174(12):2034-7
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However…
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“Whenever I wonder whether I should 
or shouldn’t be giving a dose of pain 
medication, I always remember this: I’ve 
never created an addict by giving one 
shot of pain meds, and I’ve never cured 
an addict by withholding it. These are 
complex issues and I can’t always sort 
them out in the emergency 
department.”
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Logan J, Liu Y, Paulozzi L, Zhang K, Jone
Opioid prescribing in emergency 
departments: the prevalence of 
potentially inappropriate prescribing a
misuse. Med Care. 2013 Aug;51(8):646
53
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Canary in the Coal Mine:
The Role of the Emergency 

Department in the Opioid Epidemic

Canary in the Coal Mine:
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Own It

• Be the experts at opioid prescribing

• Use screening tools

• Counsel on risks of opioids

• Use guidelines

• Set the example for other specialities
• Be the safety net
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MHA Guidelines

• Hospitals, in conjunction with ED personnel, 
should develop a process to screen for 
substance misuse.

• When possible, consult the PMP before 
writing an opioid prescription.

• Hospitals should develop a process to share 
the ED visit history of patients with other 
providers and hospitals that are treating the 
patients in the Emergency Department by 
using a health information exchange 
system.
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MHA Guidelines

• Hospitals should develop a process to 
coordinate the care of patients who 
frequently visit EDs.

• For acute exacerbations of chronic pain, 
the ED provider should notify the 
patient’s primary opioid prescriber or 
PCP of the visit and the medication 
prescribed.

MHA Guidelines

• ED providers should not provide 
prescriptions for controlled substances 
that were lost, destroyed, or stolen (and 
no methadone unless confirmed)

• Unless otherwise clinically indicated, ED 
providers should not prescribe long-
acting or controlled-release opioids.
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MHA Guidelines
• When opioid medications are prescribed, 

counsel:
– to store the medications securely, not share them 

with others, and dispose of them properly when 
their pain has resolved

– to avoid using the medications for non-medical 
purposes

– to avoid using opioids and concomitant sedating 
substances due to the risk of overdose.

• No more than a short course and minimal 
amount of opioid analgesics for serious acute 
pain, lasting no more than five days.

Scott’s Guidelines

• Just say no (unless really, really, really needed)

• Acetaminophen 1 gram q6

• Ibuprofen 400-600 mg q6

• The only pain level of 0 is death

• If you do give, 3 days and flush (or properly 
dispose)

Adapted from Reuben Strayer, SMACCUS 2015
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Alternatives to Opioids

• Local/regional anesthesia

• Non-opioids:
– Acetaminophen + ibuprofen

– Droperidol, ketamine, dexmedetomidine, propofol

– Anticonvulsants, gabapentin

• RICE, heat, weight loss, yoga, 
acupuncture, TENS

Adapted from Reuben Strayer, SMACCUS 2015
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ED Screening

• Text

ED Screening

• SOAPP-R on an Android Tablet…
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ED Screening

• 93 patients approached, 82 patients 
consented (88%)

• Total SOAPP-R score: Mean 16.0 (95% CI 
13.2-18.8), median 12.5

• 33% scored 18 or higher

ED Screening

• Time to completion of SOAPP-R:
– 164.0 (95% CI 147.7-180.4) seconds =

2 min 44 sec

– How difficult:
• 93% “very easy”

• 1% “somewhat easy”

• 5% “neutral”

• 1% “somewhat difficult”
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ED SBIRT
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ED Naloxone
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ED Suboxone

• Mini-International Neuropsychiatric 
Interview (3 or higher) + Positive Utox

• Referral Group
– Handout

• Brief Intervention Group
– 10-15 min brief negotiation interview
– Active help getting into a program

• Buprenorphine Group
– The above + buprenorphine (up to 72 hrs)

ED Suboxone

• At 30 days:
– 78% buprenorphine patients vs.

– 37% referral patients vs.

– 45% BNI patients

• Engaged in addiction treatment

• Reduced self-reported illicit opioid use

• Reduction of use of inpatient treatment 
services
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Own It
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On the (f)utility of pain

• Scott Stonington, BWH

• Lancet 4/11/2015

• I no longer ask “Is this patient in pain?” 
Instead, I ask “How do I relieve this 
person’s suffering?”

Questions and Discussion

• sweiner@bwh.harvard.edu
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OPIOID ADDICTION:
Daily overdoses. Weekly deaths.

Ludi Jagminas, MD, FACEP
Chief of Emergency Medicine

Beth Israel Deaconess Hospital-Plymouth
Harvard Medical School Faculty Physician

OPIOIDS AND THEIR ORIGIN

• Origins date back to ancient Egypt with opium used to 
treat internal diseases 

• Opium was used widely in Asia as a narcotic 

• In the 1800s Morphine and Codeine were developed 
from Opium

• In 1874, Heroin was created from morphine and 
produced by Bayer Pharmaceuticals

• 19th Century medicine used opioids to relieve pain
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WHY THE EPIDEMIC TODAY?

• Heroin is glamorized in Hollywood and is seen a “chic”.

• Celebrities continue to use and continue to die

• It’s cheap, widely-available, and highly-addictive. 
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Prescriptions

Global Perspective

• United States uses 99% of the world’s supply of 
hydrocodone and 83% of the world’s oxycodone.

• Gram for gram, U.S. consume more narcotic medication 
than any other nation worldwide.

• The International Narcotics Board reports that U.S. demand 
for hydrocodone is about 27.4 million grams annually 
compared to 3,237 grams for Britain, France, Germany, and 
Italy combined.

• 316 million vs. 280 million populations
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EARLY ADDICTION
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FACTS & FIGURES: Plymouth

• 45% Heroin/Opioids vs. 40% Alcohol for those 
admitted to substance abuse treatment in Plymouth

• At the state level, it’s 48% for heroin/opioids v. 35% 
for alcohol.

• 10 years ago 77% reported alcohol as their drug of 
choice v. 40% for heroin/opioids.

• More are using heroin today than 10 years ago. 

• More children, teenagers, and adults are dying.

Massachusetts Department of Public Health, Bureau of Substance Abuse Services (June 2013) 

BID-PLYMOUTH

• Steady stream of patients coming to the ED with some form 
of drug overdose

• 2014: 18 overdose deaths; 13 from heroin

• Plymouth County: 72 Overdose deaths in 2014*
• More than double the number of Overdose deaths in 2009. 

• 2015 average one overdose a day

*Plymouth County District Attorney Tim Cruz’s Office
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BID-Plymouth
• Judge Minehan reviewed Drug Court experience

• Performed audit of narcotic Rx and # pills

• ED MD feedback & PMP use

• Endorsed MHA Opioid Guidelines

• Prescription opioid talking points handout & d/c instructions 

BID-PLYMOUTH

• Removed all Rx pads from ED

• All discharge Rx via CPOE and secure printing

• Move to e-prescribing over next 6-8 weeks

• Provide ongoing monitoring & feedback
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Thank you

• Questions

Long-Acting Opioids: 
Pitfalls from the ED

Kavita Babu, MD

Massachusetts Hospital Association
July 17, 2015
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I have no conflicts to disclose. I 
provide medicolegal review for 
CRICO and Traveler’s Insurance.

In this talk, we will discuss the 
pharmacology of extended-
release and long-acting opioids, 
with representative cases from 
Emergency Medicine.
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Generic Brand
Buprenorphine Suboxone, Butrans

Fentanyl Duragesic

Hydrocodone Zohydro

Hydromorphone Exalgo, Palladone

Methadone Dolophine, Methadose

Morphine Avinza, Embeda, Kadian, 
MSContin

Oxycodone OxyContin

Oxymorphone Opana

Tapentadol Nucynta

In 2012, the FDA disseminated a 
Risk Evaluation and Mitigation 
Strategy (REMS) for Extended 
Release (ER) and Long Acting 
(LA) opioids.
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REMS developed due to risks of 
addiction, abuse and misuse, as 
well as the greater risks of 
overdose and death.

Why Choose An ER/LA 
Opioid?
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Why Avoid ER/LA Opioids 
from the ED?

1. Patient selection is essential.
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2. Patient counseling is critical.

3. It is difficult to find a role for
starting ER/LA opioids in our 
practice.
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Illustrative Cases*

* Details changed for privacy

A 20 yo woman presents to the 
ED for a non-displaced tibial
plateau fracture. Outpatient 
orthopedics follow-up arranged. 
Percocet fails control her pain. 
MS-Contin 100mg prescribed at 
second visit.
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She is found dead in bed the 
following day. What happened?

Rapid Dose Escalation

Inappropriate Choice of Formulation

Discharge Instructions
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A 40-year-old woman remains in 
the ED awaiting an inpatient 
psychiatric bed. She reports that 
her current methadone 
maintenance is 80 mg per day. 
This dose is administered. 

She is found apneic in bed. She 
has a complete return to baseline 
with naloxone administration, and 
is admitted to the intensive care 
unit for recurrent respiratory 
depression.
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No corroboration obtained
Loss of tolerance

A 65 yo woman with spinal 
stenosis presents to the ED 
where she complains of 
worsening back pain. She is 
prescribed a 50 mcg/hour 
fentanyl transdermal patch.
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She is found dead in bed, 
wearing two patches. A heating 
pad is found in bed with her.

Inadequate counseling
Inappropriate dose
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In summary, there is essentially 
no place for the prescribing of 
ER/LA opioids from the Emergency 
Department. 

kavitambabu@gmail.com



7/17/2015

52

Kristin H Dwyer, MD
Brigham and Women’s Hospital

Massachusetts Hospital Association Opioid Panel
July 2015

Nasal Naloxone as an ED Based 
Opioid Harm Reduction Intervention

Agenda

 The Opioid Epidemic and the Role of 
the ED

 Experience with Nasal Naloxone To Date

 ED Options for Opioid Harm Reduction 
Interventions 
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The Opioid Epidemic

Actions Suggested
 Access to naloxone

 Safe prescribing

 Improve access to treatment

Why did the Governor Declare A Public Health 
Emergency?

The Opioid Epidemic

Deaths from opioid Rx in the US increased 3X between 2001 and 2013. 
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The Opioid Epidemic

Since 2005, opioid related deaths in Massachusetts have exceeded deaths from MVC.

The Opioid Epidemic

Prescriptions dispensed for opioids climbed from 138MM to 207MM during that same 
time. 
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The Opioid Epidemic

Emergency medicine physicians are not the driver of deaths from opioid prescriptions.

The Opioid Epidemic

However, Emergency Medicine physicians have the opportunity to be part of the solution. 

 In 2011 420K prescription opioid and 258K heroin related 
ED visits in the US

 ED visits for pharmaceutical misuse increased 98.4 
percent between 2004 and 2009.

 Boston EMS transported 1,518 opioid overdose patients to 
local hospitals in 2013

– Increased to 2,037 in 2014

Source: DAWN, SAMHSA, Boston Public Health Commission.

Common CC in 
ED

Increasing in 
Frequency
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The Opioid Epidemic

EMS Transports to Boston Hospitals for Opioid Overdose

Agenda

 The Opioid Epidemic and the Role of the 
ED

 Experience with Nasal Naloxone To 
Date  

 ED Options for Opioid Harm Reduction 
Interventions 
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Naloxone as a Harm Reduction Intervention

 Opioid antagonist, reverses potentially life threatening respiratory depression

 Mass Health covers kit 100%

 Walgreens and CVS carry kits, also have a standing order

Intranasal Naloxone

2011201119701970 19801980 19901990 2010201020002000 20122012 20132013 20142014 20152015

Naloxone Timeline

Naloxone as a Harm Reduction Intervention

2010

 188 community based 
naloxone programs

ACEP 2014 Resolutions

 Equip first responders with naloxone 

 Expand pharmacy access to naloxone

40 years of experiences with naloxone

1996

 First community 
based naloxone 
programs

50K trained in OEN, 10K OD reversed 

2012 UN Commission on Narcotics 

 OD is global public health issue 

 Use of naloxone for overdose prevention

2014

 644 community sites had dispensed 
152K kits with 26K OD reversals

2007

 MDPH pilot program 
authorizes OEND 
distribution
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Naloxone as a Harm Reduction Intervention

Naloxone Feasibility Studies

2008 Piper et al: Injection drug users (IDUs) in NYC were trained in 

naloxone administration and SKOOP. 82/122 kits were used to reverse 

an OD

2009 Doe-Simkins etal: Boston based program trained and distributed 

naloxone kits to 385 participants with 74 OD reversals in 15 mos

2010 Enteen et al: Of 1,900 IDUs in San Francisco who received 

OEND, 24% returned to request a refill and 11% used naloxone to 

reverse an OD. 

Bennett et al: 2011 OEND to 426 in Pittsburgh, 89 individuals used the 

naloxone to reverse an overdose.

Naloxone as a Harm Reduction Intervention

Overdose Education Retention

2008 Strang et al: IDUs trained in knowledge of risk, recognition and 

appropriate behavior in a witnessed overdose. Good retention of 

knowledge at 3 months

2008 Green et al: Naloxone training programs improve participants' 

ability to recognize and respond to opioid overdoses. 

2009 Tobin et al: Baltimore Staying Alive Program showed an increase 

in overdose knowledge retention, use of resuscitation skills and 

successful naloxone administration.

2010 Wagner et al: OD prevention and response training programs 

may be associated with improved OD response behavior such as 

staying with the victim, administering naloxone, administering rescue 

breathing and calling 911. 
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Naloxone as a Harm Reduction Intervention

Naloxone Mortality Data

2006 Maxwell et al: Large scale implementation of OEND (3,500) in 

Chicago resulted in 20% decrease in heroin overdose deaths the 

following year (and 10% continued dec the subsequent two years)

2013 Walley et al: A decrease in opioid related death rates in 

communities in Massachusetts who received OEND compared to 

similar communities who did not receive OEND in the same time 

frame

Agenda

 The Opioid Epidemic and the Role of the 
ED

 Experience with Nasal Naloxone To Date 

 ED Options for Opioid Harm Reduction 
Interventions  
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Opioid Harm 
Reduction 

Interventions

Implementing Change

Referral to 
detoxification and 

rehabilitation centers

Education and 
Naloxone Distribution

Prescription Drug 
Monitoring

Safe Prescribing 
Guidelines 

Others: Safe 
injection facility, 
methadone and 

suboxone

BMC Program Description
OEND program began in September 2009 as 

a partnership between Project ASSERT and 
the BPHC, MA DPH and the South End 
Healthy Boston Coalition 

480 naloxone kits distributed in the ED in the 
past two years

Placed 1200 patients in detox this past year

BMC is the first hospital to pioneer a policy 
and program to ensure that patients at risk 
for opioid overdose are offered education 
and naloxone free of charge in the ED

Dedicated LADC in the ED, Project Assert 

Contact: Ed Bernstein, MD or Alex Walley, 
MD 

Implementing Change
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Brown Program Description
Lifespan Opioid Overdose Program 

started in 2014 in response to surge in OD 
deaths: 238 Deaths in 2014 

Partnership between EDs, Anchor 
Community Recovery Center, and the 
Department of Health 

Three components:

– Intranasal naloxone

– Anchor recovery coach 
consultation: naloxone teaching, 
referral to tx, and outpt f/u, available 
on the weekends. (are PAID folks in 
long term recovery)

– Educational video on naloxone use 
when recovery coach not available

Liz Samuels, MD

Implementing Change

ED Naloxone 
Options

Implementing Change

Provide a Prescription 
for a Nasal Naloxone 

Rescue Kit

Stock Nasal Naloxone 
Rescue Kits in your 
Hospital Outpatient 

Pharmacy

Distribute Nasal 
Naloxone Rescue Kit in 

the Emergency 
Department
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Implementing Change

Prescribetoprevent.org

Implementing Change

Prescribetoprevent.org
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Summary

 Deaths from opioid overdose are high and are on the rise

 EM providers have the privilege to take care of these patients at a vulnerable time and the 
unique opportunity to intervene with opioid harm reduction interventions

– Motivational interviewing

– Refer to detox

– Naloxone kit

 Naloxone has been used in the hospital setting for a long time, and in the community since 
the mid 1990s- we have a lot of experience with it.  

 Consider prescribing a naloxone kit, or setting up a program in your ED

 Prescribetoprevent.org

 Kristind98@gmail.com

Screening and Referral

Tools, Roles and How to Screen & 
Refer 

Niels K. Rathlev MD, FACEP
Professor and Chair

Department of Emergency Medicine
Baystate Health and Tufts University School of Medicine

July 17, 2015

126
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 Prescription drug monitoring program
 State-wide prescribing guidelines
 Care management information exchange

127

“How do we decrease the pill 
count on the street?”

“Screening for substance misuse that includes 
services for brief intervention and referral to 
treatment programs for patients who are at 
risk for developing, or who actively have, 

substance use disorders.” 

MHA guidelines

128
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 Alcohol use disorders – significant but fairly 
modest effects on drinking (12 months 
follow-up)

 Decrease in drinking and driving while 
intoxicated

 Data on drug use disorders is very limited

129

SBIRT

1. Minimal screening
2. Screening, assessment & referral to treatment
3. Brief intervention with phone follow-up

 self-reported days of using primary drug
 days using any drug 
 rate of hair samples positive for primary drug
 Bogenschutz MP. JAMA Intern Med 2014

130

SMART-ED study
Comparison of 3 groups
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1. Screening and referral
2. Screening, brief intervention and referral
3. Screening, brief intervention, ED initiated 

buprenorphine/naloxone and referral
 Increased engagement in addiction 

treatment & reduced self-reported illicit 
opioid use

 D’Onofrio. JAMA 2015;313:1636-44
 Governor’s Opioid Working Group

131

Buprenorphine/naloxone
3 interventions tested with 30 day follow-up

 Raising awareness!
 Screening using network-wide electronic 

health record 
 Prescription drug monitoring program
 Multi-disciplinary “High Frequency User” 

Committee
 Care plan electronic alerts

132

What are we doing at 
Baystate?
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133

 Prescribed opioids in morphine mg 
equivalents reduced to Care Plan (-85.7 mg) 
vs. Usual Care (-47.1 mg) patients (P=0.04)

 Opioids administered and total costs were 
not statistically significantly reduced

 Rathlev NK. Presented at SAEM 2015

134

Results
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137

How is WA state doing?
Prescriptions for opioids decreased by 25% in 2012

 Screening, brief intervention & referral to 
treatment

 Promise for ED initiated 
buprenorphine/naloxone

 Electronic care plans
 Share information via Health Information 

Exchange

138

Summary


