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How did we get here?
• “Pain is the 5th vital sign” (American Pain 

Society - 1996) 
• Campaign of marketing and deceit pushed by 

the pharmaceutical industry to sell product:
• pharmaceutical industry paid/influenced 

speakers, conferences, regulatory bodies
• patient satisfaction scores
• Joint Commission pain assessment and 

treatment standards (2001)
• generation of docs trained and encouraged 

to liberalize the use of opioids



How did we get here? - 2
• we were insufficiently skeptical and critical of the 

information we were told
• initially we overprescribed opioids, resulting in many 

cases of addiction
• “addiction doesn’t develop when you prescribe opioids 

appropriately to treat pain”
• then, when the narrative changed, we reversed course, 

and told these opioid-dependent patients that “opioids 
are bad for you, and I’m not going to add to the problem”

• …..even though we had a big role in creating this 
problem…..



“opioid withdrawal won’t kill you - you just 
wish you were dead”

• if you’re opioid-dependent, opioid withdrawal is an emergency -
similar to running out of water
• except you’d rather go thirsty than go into withdrawal

• 80% of heroin users started with prescription drugs 
• when we stopped prescribing, heroin was cheaper and easier to 

get (see below)
• Street Drug Economics 101- it’s about the $

• Marijuana is still home-grown
• in 2021 most of our other drugs comes from….
• Ice is still #1
• heroin: needs outdoor space - time, effort, cost = discoverable 
• fentanyl: indoor labs - quick, cheap, discreet
• Drug Trafficking Organizations are switching from heroin to 

fentanyl as fast as they can = increased risk of death for users



Why focus on the ED?
• Willie Sutton: “That’s where the money is”
• Patients present for:

• overdose
• withdrawal
• trauma
• infection
• COVID
• other crises
• or even just asking for help….

• Despite our reluctance we must be more involved
• 1-year all-cause mortality: ~5-10%

• after an ED visit for overdose



MOUD in the ED

• Prevent
• Protect
• Treat



Prevent
“If you don’t start none, there won’t be none”

• don’t prescribe opioids if they’re not needed
• shared decision making - managing acute pain vs. risk of 

long-term harm
• like all drugs - most will do fine, but some (1:15-1:50) will 

do really poorly. (OUD)
• if prescribing opioids - limited course (3 days)
• DON’T WITHHOLD OPIOIDS FROM PATIENTS WITH 

SEVERE ACUTE PAIN
• risk of harm is from the prescription - not the acute 

treatment
• don’t have hospice or other critically ill patients suffer 

unnecessarily



Protect
(Harm Reduction)

• “meet” patients where they are
– i.e. obesity and DM; smoking and CAD/HTN

• Naloxone Rx or take-home for patients:
– brought in for acute opioid OD
– using street opioids
– prescribed high doses of opioids by others
– taking prescribed opioids and sedatives

• Injection safe use practices
– needle exchanges
– fentanyl test strips
– tester shots with new batches, etc.

• Address other issues as possible



Treat
“opioid withdrawal syndrome = buprenorphine deficiency”

• naltrexone
• methadone - not for ED use, but can work

• Buprenorphine
• default treatment for opioid withdrawal in the ED
• “converts addiction to dependence”
• higher affinity for mu receptor than heroin, 

methadone, prescription opioids BUT
• if given in a patient not in opioid withdrawal, may 

precipitate acute withdrawal symptoms
• buprenorphine-naloxone - naloxone inert unless 

patient tries to use in abuse



Buprenorphine use in the ED
• Can be ordered and given in the ED by ANY 

provider
– X-waiver only required for prescriptions

• Should be used to manage acute withdrawal in 
the ED
• EVEN IF the patient states that they won’t/can’t 

follow up
– Every minute that the patient is stable on 

buprenorphine is another minute that they’re:
– safe from withdrawal
– safe from overdose
– safe from craving
– and proves that buprenorphine can work for them



What’s the role of 
counseling/SBIRT in the ED?

• 2011 Cochrane review: 
• “present evidence suggests that adding psychosocial support does 

not change the effectiveness of retention in treatment and opioid 
use during treatment.”

• D’Onofrio G (JAMA 2015) 
– compared referral only, SBIRT, and SBIRT+buprenorphine 
– Buprenorphine group twice as effective as other groups
– 80% still in treatment at 30 days

• so…might help? (maybe not)

• GIVE BUPRENORPHINE
• “diabetes” model? At a certain point, you can’t counsel and “lifestyle 

change” your way out of needing insulin….
• once you’re controlled on meds, then counseling/support may help



Cost effectiveness of ED-Initiated 
Treatment for Opioid Dependence
• Busch SH (Addiction 2017)

• “In the US, ED-initiated buprenorphine 
intervention for patients with opioid dependence 
provides high value compared with referral to 
community-based treatment or combined brief 
intervention and referral”

• ED-initiated buprenorphine outperformed the 
other treatments at ALL willingness-to-pay 
values

• high-value treatment for insurers



ED-initiated buprenorphine
• induction occurs over days

• “we’re not inducing, we’re just starting the process 
in the ED”

• Opiate Use Disorder assessment
• COWS scoring (>8) 

– is there a concurrent infection?
– don’t forget to check for pregnancy

• buprenorphine 4mg SL/PO x1
• (wait 45min-1hr)
• repeat buprenorphine 4mg SL/PO prn
• typical day 1 dosage: 8mg-16mg





ED-initiated buprenorphine - 2
• Discharge Rx:

• Buprenorphine-naloxone 8mg/2mg SL BID x 3 days
• cover holidays/long weekends
• induction takes time, life happens

• “warm handoff”
• directly link patient to followup addiction care and 

services
• fax/phone/e-refer information TO followup site
• time/date/location specific followup is best
• give patient realistic expectations
• for referral sites - giving feedback BACK to the ED is key 

for success







Specific populations
• Polysubstance abuse

• OK to use; risk-benefit in favor of initiating buprenorphine
• Admissions from ED for other medical conditions

• buprenorphine can control their withdrawal symptoms; 
making them more likely to accept admission and treatment

• Pregnancy
• safe for both mom and baby; controls risk of 

OD/complications from OUD (street fentanyl!)
• Neonatal Opioid Withdrawal Syndrome (NOWS) in infants 

with buprenorphine less severe than with methadone
• buprenorphine-naloxone safe

• Adolescents
• “If you’re old enough to have an OUD, you’re old enough to 

be given buprenorphine”



Advanced topics:
patient not in withdrawal

• not in withdrawal or still intoxicated?
– “warm handoff” and refer for outpatient induction

– last use before initiation:
– oxycodone, hydrocodone, heroin (short-acting 

opioids): 8-12 hrs (the night before)
– OxyContin, MS-Contin (extended-release 

opioids): 24hrs
– methadone: get further support! (>48-72hrs)

– consider patient-initiated home induction and 
discharge Rx





Advanced topics - acute pain
• Acute painful conditions (i.e. trauma/fractures, burns)

• early pain management consultation if available 
• non-opioid options

• Ofirmev (IV acetaminophen)
• ketorolac, other NSAIDs
• ketamine
• regional anesthesia/nerve blocks
• lidoderm
• other

• opioid options (in order)
• more frequent buprenorphine dosing (BID -> TID or QID)
• increased buprenorphine dosing
• overcoming blockade with fentanyl, etc.



What about “microdosing”?
• Should NOT be considered as an ED management 

strategy
• in general, NOT the right way to go

• in the street fentanyl era - street doses are NOT 
consistent - every additional use is risking their life

• risk of accidental OD with continued drug use, or 
unexpected buprenorphine-precipitated withdrawal

• Possible appropriate settings
• specific, rare cases as determined by experienced 

outpatient clinicians (but see: street fentanyl risk, above)
• inpatient buprenorphine induction for admitted patients 

with concurrent opioid intoxication (managed by inpatient 
pain management service) (controlled environment)



What if the patient declines/refuses 
buprenorphine?

• Non-agonist treatments
• clonidine
• anti-emetics (odansetron/promethazine)
• loperamide
• ibuprofen/acetaminophen (screen for liver, GI, renal issues)
• consider gabapentin
• consider benzodiazepines (lorazepam, diazepam)

• Discharging a patient in active opioid withdrawal is a risk
• may consider:

• agonist therapy for harm reduction, i.e. morphine IM/PO, etc.
• for methadone withdrawal: suppression dose (for jail, long 

weekend, etc.): 20mg PO or 10mg IM



What’s next?
• Prehospital/ED buprenorphine induction in conjunction 

with naloxone-precipitated withdrawal
• buprenorphine has a higher mu-receptor affinity than heroin, 

oxycodone, or naloxone
• not ready for prime time, but one EMS protocol has had successful 

initiations using protocol doses of 16-24mg

• buprenorphine in acute opioid overdose?
• maybe someday used medically instead of naloxone!

• ED-initiation using injectable, long-acting buprenorphine 
• currently being studied 
• potentially in the future, a single ED-initiated injection may give 7-day 

buprenorphine “protection”
• 30-day injectable version (Sublocade) currently available

• ED involvement in “bridge clinics”








