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Acute management 
 

 



                     

Objectives 
 

By the end of this session you will be able to discuss: 
 
1. The dosing of naloxone in an opioid overdose. 
2. The observation duration for an opioid overdose. 
3. Harm reduction strategies for the ED.  
4. How the ED can positively impact the opioid 

epidemic/opioid dependent person beyond the ED. 

Presenter
Presentation Notes
Opportunities
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Illicit drug overdose deaths (IDD) 
and death rate/100,000 

population 

Provisional - will change as cases closed; BCCS Sep 7, 2017   
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf 
Data to July 31, 2017 

In 2017 - 58% deaths occurred in private residence 

http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf
http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf


                     

Opioid Overdose 
 

• Triad: Coma, hypoventilation, miosis  
• Treatment: Naloxone, ventilation 
• Naloxone: Effective antidote, commonly causes 

precipitated opioid withdrawal 



                     

Precipitated Opioid Withdrawal 
 

• 73% of cases, severe 9% of cases 
• Vomiting, agitation, and aggression common 
• Less common:  

• pulmonary edema, hypertensive emergency, 
ventricular dysrhythmias, delirium, seizures  

• Patients often leave against medical advice  
• Patients may re-use opioids to treat withdrawal 

Kim Expert Opin Drug Saf 2015 



                     

Assisted Ventilation 
 
• May be difficult especially if fentanyl induced 

chest rigidity  
• Use to normalize pCO2  prior to naloxone 

administration: 
• elevated pCO2 potentiates catecholamine 

response of precipitated opioid withdrawal  
• Monitor O2 saturation: 

• some recommend end-tidal CO2 monitoring 

 Mills Anesth Analg 1988, Boyer NEJM 2012  



                     

Heroin Overdose 

 
• Death does not usually occur for at least 20 to 

30 min after use.  
• Dose of naloxone: Average 0.9 mg.  
• Dose Range: Relatively small. 

Christenson Acad Emerg Med 2000 



                     

Overdose of fentanyl and other 
ultrapotent opioids 

 
• Life threatening respiratory depression can 

occur within 2 min.  
• Dose of Naloxone:  

• 0.4 mg (36%) 
• 0.8 mg (51%)  
• 1.2 mg (9%)  
• 1.6 mg (4%)  
• > 1.6 mg (1%) 

• Dose Range: Very large: up to 12 mg. 
 Schumann Clin Tox 2008, Sutter Acad Emerg Med 2016 



                     

Fentanyl chest wall rigidity syndrome 
 

• One case/day treated at Insite Safe Injection Site  
• Could be a factor in rapid death from fentanyl use  
• Treatment: Naloxone and ventilation 
• Neuromuscular paralysis and ventilation is risky 

and rarely required 

Burns Clin Tox 2016, Khan Chest 2015, Coruh Chest 2013 



                     

Naloxone Dose in Adults 
 
Initial: 0.1 mg IV/IO or 0.4 mg IM if no IV/IO 
 
Insufficient response:  

• 0.4 mg, 0.4 mg, 2.0 mg, 4.0 mg, and then 10 mg if 
high clinical suspicion 

• q2 minutes (q3 min. if IM) 
• No response by 10 mg = consider alternate cause  

 
Goals: RR ≥ 10/min, GCS > 10, protecting 
airway, no acute withdrawal symptoms. 

BC EM Network: Opioid Overdose Management: Godwin, Kestler, DeWitt, Purssell 



                     

Observation 
 

Lower risk: 
 

1. Did not require > 0.9 mg naloxone for reversal, 
AND 

2. Opioids smoked, insufflated or injected, AND  
3. Did not require repeat doses or infusion of 

naloxone following initial reversal 
 

Observe minimum 2 hours following naloxone 

BC EM Network: Opioid Overdose Management: Godwin, Kestler, DeWitt, Purssell 



                     

Observation 
 

Higher risk: 
 

1. Oral overdose, OR 
2. Greater than 0.9 mg naloxone required 

 
 

Observe minimum 6 hours following naloxone 

BC EM Network: Opioid Overdose Management: Godwin, Kestler, DeWitt, Purssell 



                     

Observation 
 

 

 

Catastrophic delayed onset of symptoms  
can occur with  

sustained release opioids and methadone  

BC EM Network: Opioid Overdose Management: Godwin, Kestler, DeWitt, Purssell 



                     

Controversy: 
Resuscitation sequence  

for apneic unresponsive patient 
 

• First: Call for help, call 9-1-1 – Most Guidelines   
• Then:  

Chest compressions? 
(ILCOR Guideline for Lay Rescuers and Ontario Guideline) 

or 
Ventilation? 

(WHO and BC Guideline) 
 

(Answer: likely situation dependent)  
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• HARM 

• People are dying…fast…and not just ODs 

• REDUCTION:  EDs can help   

• Take-home naloxone (THN), Suboxone, 

linkage to care 

 

 



                     

ACEP infographic, Weiner et al, 2017 

12,000+ EMS OD patients in Massachusetts 2013-5 

Presenter
Presentation Notes
Half died of OD at one year follow-up, half died of other causes
Source:  http://newsroom.acep.org/2017-10-30-Research-Offers-New-Insights-Into-the-Opioid-Crisis

Compare:  ED chest pain patients discharged home 3% 1-year mortality in 86 and 87, (Karlson ‘94) likely much lower now given much more advanced now given risk stratification.  Consider high resource expenditure for lower mortality presentation



6.3% BC cohort died during median 5 year follow-up 
 

Any OD: died 2x sooner; More ODs:  dose response 

Presenter
Presentation Notes
Our patients are vulnerable:  cohort of IDU patients.  Here’s what we know already about ODs and IDU.  
6.3% patients died during median five years of follow up.  Median age was 37.  Published in drug and alcohol dependence in 2016, this paper looked at whether non fatal overdose placed you at higher risk for subsequent fatal overdoses. They found preceding non fatal overdose meant someone was at almost 2 times greater risk of subsequently having a fatal overdose. This was shown to be proportional to the frequency of non fatal overdoses.



ED visits in 1 yr prior to OD death 

0 ED 
visits 
30% 

1ED 
visit 
20% 

2+ ED 
visits 
50% 

400+ death Jan 2016-May 2017, Vancouver Coastal Health Residents 

Presenter
Presentation Notes
Over 400 deaths of Vancouver Coastal Health catchment area residents in period from Jan 2016 to May 2017



ODs: fraction of ED patients at risk 

20% 

4% 

13% 

8% 

55% 

417 at-risk opioid users at St. Paul’s ED 
May-Aug 2015 

OD

withdrawal

SSTI

other opioid related

not opioid related triage

Presenter
Presentation Notes
ODs just the tip of the iceberg.  In our study (Kestler et al, 2016), patient were actively screened, including review of Pharmanet (pharmacy database).  In most cases, patients without complaints that were clearly opioid-related, would normally “fly under the radar” and not be identified as high-risk opioid users.  



THN saves lives 

In BC:   
• >57,000 kits distributed since 2012 
• 58 EDs distributing 
• Nearly 12,000 OD reversals 
 
In US:   
• Communities with THN distribution had lower opioid OD 

death rates than communities without programs, 2002-2009  
          

Walley et al, BMJ 2013 

Presenter
Presentation Notes
	>2600 rescues reported (2.4 day)



2/3 ED patients accept THN 

Presenter
Presentation Notes
Beside prescribe shorter course of narcotics and not refill them….
Over 2/3 of our patients accepted take-home naloxone when it was offered!
St Paul’s ED dispensing 20-30 kits per week.



Suboxone & 
Methadone save lives 

• Reduce OD & all-cause 
mortality 
– Sordo 2017 in BMJ 

• Suboxone 1st line in BC 

Methadone 

Buprenorphine/
naloxone 

Presenter
Presentation Notes
Suboxone:  buprenorphine/naloxone
Forest plots from meta-analysis in BMJ by Sordo et al, 2017



Presenter
Presentation Notes
Does buprenorphine prevent ED visits?  If they are maintained on buprenorphine, this relates to decrease in emergency department utilization and all cause hospitalizations as shown in a paper published in 2016 in Addictions.



 
SUBOXONE 

 
 

78% (70-85) 
(89/114) 

 

 
REFERRAL  

 
 

37% (28-47) 
(38/102) 

 

 
BRIEF 

INTERVENTION 
 

45%(36-54) 
(50/111) 

 

% engaged in addiction treatment 30 days after ED visit Outcome:  30-day retention in addiction treatment 

Presenter
Presentation Notes
Can you give Suboxone in the ED?
This study by D’onofrio at Yale, et al  in JAMA was a single center, randomized control trial looking at the benefits of initiation of buprenorphine in the ED.
They randomized patients presenting with opioid use disorder to three treatment arms: simple referral, brief intervention and referral, and third arm included both brief intervention/referral but also a suboxone induction in the ED.

78% off the suboxone arm were still engaged in addiction treatment at 30days, whlie only 37%, and 45% were involved in addiction treatment for the referral group and brief intervention group respectively.








Research assistants attempted to screen all patients presenting to the ED for opioid use disorder via health questionnaire 

They excluded those currently in addiction treatment, requiring opioid for pain management, admission, or current active medical/pscyhiatric issue 

329 patients  were randomized to three treatment arms
Referral to treatment – similar to our own management, given them a list of local addiction resources, and left it up to the patients to contact the service/clinician of their choice
Brief intervention and referral to treatment – similar to above, but add a 15 minute interview based on brief negotiation interview – essentially a form of motivational interviewing. Also facilitates post d/c facility/resource for addictions: esearch associate discussed a variety of treat- ment options in a similar format as what was provided pa- tients in the referral group, based on patient insurance, residence, and preferences. The research associate directly linked the patient with the referral. This included reviewing the patient’s eligibility for services, insurance clearance, and arranging transportatio 


last arm – similar to the previous 2 arms, with the addition of suboxone start if patients were in moderate to severe withdrawal
 Sufficient take- home daily doses were provided to ensure they had adequate medication until a scheduled appointment in the hospital’s primary care center, within 72 hours. Buprenorphine doses were 8 mg on day1 and16mg on days 2and3 
65patients(57%) did not manift opioid withdrawal in the ED, buprenorphine was provided for unobserved (eg, home) induction, with a detailed self-medication guide.1 
 follow up within 72 hours
Then Follow up with buprenoprhine oupatient clinic with 1-2x weekly visits x 10 weeks

Primary outcome is engagement in treatment: enrollment and receiving formal addiction treatment on the 30th day following randomization, assessed by direct contact with the facility, clinician, or both 

Teaching hospital at yale


Power calculation was 360, but only collected 329 due to time and financial restraints (and this despite screening over 7000 patients)
They were able to gather data on enrollment and/or receiving formal addiction treatment of 327 of those patients

Some of there secondary outcomes were more difficult to calculate , due to inability to contact 56 of their patients. 

104, 111, and 114 were randomized to the referral, brief intervention and suboxone group respectively 

78% off the suboxone arm were still engaged in addiction treatment at 30days, whlie only 37%, and 45% were involved in addiction treatment for the referral group and brief intervention group respectively.

It also showed evidence favouring suboxone for decrease use of inpatient treatment addiction services, and reduced illicit opioid use. 

These findings are pretty significant, but the benefit may not simply starting buprenoprhine, but also coordinating services



Some of the limitation was that research assistants were I identifying/diagnosis opioid use disorder and doing the brief intervention and free of cost, not likely offered in our ED 
Somewhat short follow up for relpase = 30 day follow up
Non-blinded
And the groups were not exactly similar in terms of outpatient follow up/arrangement, which may contribute to the referral groups low engagement at 30 days due to being left at their own devices




                     

ED Suboxone not for everyone 

• Referrals to addictions team in ED for Suboxone 
• Some patients not in sufficient withdrawal 
• Some uncomfortable with hospital environment 
• Some leave before consult 

• Outpatient referral from St. Paul’s ED 
• 77% no-show rate to rapid access addictions clinic 

• Solution:  OOT? 
• Overdose Outreach Teams 

Presenter
Presentation Notes
Take-home:  Grab every opportunity for ED intervention.  Windows to act may be rare in fleeting, both in ED & in Community
Still:  ED interventions not for everyone 
Segway to Misty Bath for discussion of OOT
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Missed Opportunities? 
Deaths after discharge from overdose related  

ED visit/hospitalization 



                     

• 109 (61%) died from overdose within 3 months after discharge from hospital 
• 173 (96%) died from overdose within a year after discharge from hospital  



                     

HIV was being 
diagnosed late 

Missed Opportunities 
46% of patients with  CD4 count < 200 

had a mean of 4.1 acute care encounters 

HIV was reportable 

Outreach team connected 96%  of 
patients diagnosed in ED to HIV care  

Overdose Crisis 

Missed Opportunities 
1/3 of people who die were seen in the 
ED/Acute care in the year before death 

Overdoses have been made reportable 

Outreach team established to connect 
patient who overdose to care 

An Existing Model of Care 
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VCH Overdose Outreach Team 
 

Misty Bath RN(C), BSN, MPH 
 

Manager – Regional HIV Services &  
Overdose Outreach Team 

Vancouver Coastal Health Authority 
 
 



                     

Background 

• Outreach Workers originally part of the Mobile 
Medical Unit to provide client follow-up (Dec. 2016 
– Apr. 2017) 

• Standalone team as of May 2017 



                     

Overdose Outreach Team 
Our Purpose: 
 
Provide support/assistance to individuals & families 
attempting to navigate substance use services in 
Vancouver Coastal Health region (Vancouver, 
Richmond, North Shore) 
 
Who We Serve: 
 
Those who have recently experienced an overdose or 
at high risk of an overdose. Our goal is to connect with 
individuals who are not well connected elsewhere in 
the community  



                     

Our Services 

Support in 
accessing 

OAT 

Overdose 
prevention 
education  

Navigation 
to 

appropriate 
services 



                     

Location 
Currently located at  58 W. Hastings in the 
Hastings Urban Farm 



                     

Steps to Locate a Client 
● Review electronic medical records 
● Attempt to contact person via phone/text  
● Leave messages at resources/community services  
● Leave name & contact information with 

friends/family  
● Contact clinics not using VCH systems  
● Send letter to last known address 



                     

Overview 

• Review of clients referred to the team from 
September 1st to November 23rd 2017 

 
• 282 clients in total  

 
• 9 clients lost to care 



                     

Gender 

Male 
70% 

Female 
30% 



                     

Age Distribution 
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Referral to the team – Referral source 
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Referral to the team – Referral reason 
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Timeframe – Time from referral to contact 
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Note: 91 clients did not yet have a contact date entered 



                     

Timeframe – Time from referral to discharge 
Note: 68 clients did not yet have a discharge date entered 
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Client Profile 

Contact Attempts 

• Client NFA,  severe cellulitis, 
recent overdose 

• Admitted to hospital, team met 
client in hospital, left AMA 

• Team left message with SPH 
ED  

• Client presented to ED outside 
team hours, message left for 
team on after hours phone 

• Client left AMA again 
• Team obtained pharmacy 

information from clinic, left 
message, client returned call  

 

Support Provided 

• Connected client to shelter in 
DTES 

• Completed BC Housing 
application and Housing First 
application, on waitlist for 
supportive building 

• In the process of applying for 
Income Assistance 

• Re-engaged him in care at 
clinic 

• Provided support in getting to 
pharmacy for OAT 

• Supported transition to iOAT  
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