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 None, except strong passion for integrating 
addiction treatment into medical care



 To increase knowledge of treatment of opioid 
use disorder

 To be convinced that addressing opioid use 
disorder in the emergency department is 
beneficial 



 RL is 34M found unresponsive by EMS who is 
awakened with naloxone and brought to the ED.  
He is now agitated, complaining of opioid 
withdrawal.

 He denies methadone treatment and after 
discussion, he is convinced to stay and receive a 
dose of buprenorphine.  Within minutes, he 
feels better.

 He meets with a peer recovery coach and is 
interested in continued buprenorphine 
treatment.

 He leaves with a naloxone kit, a bridge script for 
buprenorphine and an outpatient appointment. 



 RL is 34M found unresponsive by EMS who is 
awakened with naloxone and brought to the ED.  
He is now agitated, complaining of opioid 
withdrawal.

 He denies methadone treatment and after 
discussion of options, he states he just wants to 
leave.

 He meets with a peer recovery coach, is given a 
naloxone kit and contact information should he 
change his mind







“SWAF”









 In 2006, the IOM released a report recommending 
improvement in coordination of mental health and 
substance-related services into general health care 
services:

 “Studies of health delivery, process of care, and 
health outcomes in integrated clinical settings will be 
critical to inform the process”



Press K, Zornberg G, Geller G, Carrese J, Fingerhood 
M. What patients with addiction disorders need from 
their primary care physicians: a qualitative study. 
Substance Abuse 2016; 37:349-55.

 Desire to receive care that will improve health

 Engagement in care based on trust and 
rapport



 Knowledge about addiction

 Duty to treat

 Engage patients in care



Mendiola C, Galetto G, Fingerhood M. An exploration of 
emergency physicians' attitudes toward patients with substance 
use disorder.  Journal of Addiction Medicine 2018; 12:132-135.

 Physicians had lower regard for patients with 
substance use than any other medical 
condition with behavioral components



 8% of participants agreed that working with 
patients with substance use who have pain is 
‘‘satisfying’’

 29% agreed that working with patients with 
poorly controlled diabetes who have a poor 
diet is ‘‘satisfying’’ 

 50% agreed that working with patients with 
COPD who smoke is ‘‘satisfying.’’



 54% of physician respondents indicated that 
they agreed that they ‘‘prefer not to work 
with patients with substance use who have 
pain,’’ and 54% agreed that ‘‘patients like this 
irritate me.’’





Opiates = naturally present in opium 
 e.g. morphine, codeine, thebaine

Opioids = manufactured
 Semisynthetics are derived from an 

opiate
 Heroin from morphine
 Buprenorphine, oxycodone from 

thebaine
 Synthetics are completely man-made 

to work like opiates
 Methadone
 Fentanyl



 1914- Harrison Narcotics Tax Act
 1925- Linder vs United States
 1964- Methadone introduced as experimental 

treatment for opioid addiction
 1968- Bureau of Narcotic and Dangerous Drugs 

formed (changed to DEA in 1973)



 Group 1- Impaired control- larger amounts 
and longer; desire to cut down; great deal of 
time spent related to using; craving

 Group 2-Social impairment- failure to fulfill 
obligations; interpersonal problems; 
reduction in social, occupational or 
recreational activities



 Group 3- Risky use- use in hazardous 
situations; continued use despite negative 
consequences

 Group 4- Pharmacologic dependence-
tolerance; withdrawal with cessation



 Ask
 Survey/screening tools
 Clinical assessment
 Local medical record
 CRISP/PDMP



SBIRT 

vs

SIT (screen, intervene and treat)



 Emphasize health and life benefits
 Use family/friends in a positive way
 Avoid threats- “If you use, you will die”
 Give hope that life can improve 
 Acknowledge reasons for use, but…
 Talk together to define the benefits of change 



1. Accepting powerlessness
2. Disease identification 
3. Surrender to a Higher Power
4. Commitment to AA/NA
5. Commitment to abstinence
6. Sober social support
7. Intention to avoid high-risk situations



 Pure opioid blocker
 Available as oral drug and monthly injection
 Acceptance poor
 Works if part of contingency management
 Little evidence for long term efficacy
 Rare indication for use in the emergency 

department setting



 Opiate dependence is a brain-related medical disorder 
 Treatment is effective-
 “Although a drug-free state represents an optimal treatment goal, 

research has demonstrated that this goal cannot be achieved or 
sustained by the majority of opiate-dependent people.” 

 Reduce unnecessary regulation of long-acting agonist 
treatment programs

 Improve training of health care professionals in treatment 
of opiate dependence 



Dole, Arch Int Med, 1966



MEDICATIONS for 
ADDICTION TREATMENT

NOT Medication assisted treatment







 Allowed “Qualified” physicians to treat opioid
dependence outside methadone facilities

1. Addiction certification from approved organization, or
2. Physician in clinical trial of qualifying medication, or
3. Complete 8-hour course from approved organization

 DEA issues (free) to qualifying physicians a new 
DEA number to use medication for opioid
dependence

 As of today, only one medication formulation is 
approved for this use 



Methadone Clinic Buprenorphine
• Criteria:

Withdrawal
12 months use

• Criteria:
DSM IV
No time criteria

• Dose regulated • Provider sets dose

• Age > 18 • Age > 16

• Limited  take  homes • Take  homes (30 days)

• Services “required” • Services  must be “available”



 Modest µ agonist activity with ceiling
 Long half life 
 Precipitated withdrawal if taken after full 

agonist
 Sublingual route of administration
 “Combo” tablet with naloxone limits abuse by 

injection 



 No alteration of cognitive functioning 
◦ feel “normal”

 No organ damage
◦ Early concern of hepatic toxicity unconfirmed
◦ No evidence of QT prolongation

 Ceiling prevents respiratory depression, OD
(Overdose reports with combining use with benzodiazepines)

 No clinically significant interactions with other drugs





 ED is ideal setting as patients present seeking 
help, in withdrawal or having just received 
naloxone for an overdose.

 If patient is in withdrawal (does NOT have 
pinpoint pupils), would generally recommend 
initial dose of 2 mg, repeating 2 mg doses 
every 1-2 hours 



 D’Onofrio G, et al. Emergency Department–Initiated 
Buprenorphine/Naloxone Treatment for Opioid Dependence. 
A Randomized Clinical Trial. JAMA 2015; 313: 1636–1644.

 104 patients  randomized to the referral group, 111 to brief 
intervention group, and 114 to buprenorphine treatment 
group

 78% of patients in the buprenorphine group, vs 37% in the 
referral group and 45% in the brief intervention group were 
engaged in addiction treatment on the 30th day after 
randomization (P < .001). 



Monico LB, Oros M, Mithcell SG, Gryczynski J, Schwartz R. One 
million screened: Scaling up SBIRT and buprenorphine 
treatment in hospital emergency departments across Maryland. 
Am J Emerg Med 2020;38:1466-1469. 

 1,097,142 ED patients screened over 4 years, 17.2% 
screened positive for problematic alcohol or any drug use in 
the previous 12 months. 

 79,899 brief interventions were delivered (most often by 
PRCs), 15,961 referrals to outpatient treatment were made 
and 38.3% of those were successfully linked to treatment. 



 950 patients exhibited opioid withdrawal 
symptoms, 70.1%  were administered 
buprenorphine, and of these, 94.6%  accepted 
a referral to buprenorphine treatment in the 
community, and 64.6% attended their 
first outpatient buprenorphine 
treatment visit.

Monico et al., 2020



“You’re not in recovery if you’re 
on medication”



“Wow, I feel normal”
“I wake up not sick”
“I have my life back”

 Treatment in ED settings:
◦ Legitimizes opioid use disorder as a treatable illness



Fingerhood M, King V, Brooner R, Rastegar D. A comparison of 
characteristics and outcomes of opioid dependent patients initiating 
office-based buprenorphine or methadone maintenance treatment. 
Substance Abuse 2014; 35:122-6.

 Six month outcomes for patients treated with 
buprenorphine versus methadone for OUD

 Patients self-selected medication for treatment



Characteristic BUP METH P value
Mean Age 39.7 39.5 0.83
Female 44% 58% 0.001
Insurance

Commercial 41% 1% <0.001
Medicare 20% 3% <0.001
Medicaid 35% 56% <0.001
None 3% 39% <0.001

Employment
Employed 45% 13% <0.001
Unemployed 29% 72% <0.001
Disabled 26% 16% <0.001

45Fingerhood et al., 2014



Characteristic BUP METH P value
Abused Substances

Heroin 83% 86% 0.39
Opioid Rx 29% 9% <0.001
Cocaine 53% 55% 0.73
Benzodiazepines 9% 23% <0.001

Injection drug use 61% 69% 0.051
HIV infection 14% 8% 0.023
Chronic pain 18% 12% 0.063
Recent criminal charges 43% 50% 0.129

46Fingerhood et al., 2014
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 You- “The best thing you can do for yourself 
is stop using drugs”

 Patient- “I don’t deserve the best, what else 
can I do?”







 Multiple studies show that by far the greatest 
predictor of a fatal opioid overdose is a 
previous non-fatal overdose.

 By far the greatest preventer of fatality in 
patients with opioid use disorder is the use of 
buprenorphine or methadone.

 Initiation of treatment in the ED is crucial
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