A Concept Whose Time is
' Past Due
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Medication Assisted Treatment
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An Opportunity to Intervene?
The Opioid Epidemic and the Pennsylvania Warm Hand-off Policy

Monica Giacomucci, MPH
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Results

=  Survey completed by 62 ED clinicians.

= Participants from large sized hospitals perceived Warm Hand-off procedures to be easier to
implement than participants from medium-sized hospitals. Resuits of t-test reported in Table 1.

= Participants with less than 15 years of practice were more likely to believe that treatment works for
overdose survivors than those with more than fifteen years practice. Results of t-test reported in
Table 2.

=  Few participants have had mental health training (18%, n=11). More participants have had training
on opioid use disorder (35%, n=22).

= Independent samples t-test found that mental health or opioid training did not influence
participants’ likelihood to refer to treatment or their belief that treatment works.

¥ Not Ekely at all
® Unlikely
¥ Somewhat likely

¥ Very likely

recovery is very likely.

Conclusion

= Findings support past research on the rate of compassion fatigue in ED clinicians where clinicians
here were not likely to believe that a warm hand-off to treatment could result in recovery.’?

=  Coordinated programing by hospitals, public authorities, and mental health organizations might be
needed to better support ED clinicians.

= More robust clinician training on addiction that focuses on empathy and patient-provider
communication skills is needed.

= Future research should evaluate warm Hand-off models and share best practices.



* Not more than 1-day's medication

- Patient must return to ED each day

72-hour rule

Title 21, Code of Federal Regulations, Part 1306.07(b)

Allows to administer (but not prescribe) narcotic
drugs for the purpose of relieving acute withdrawal
symptoms while arranging for the patient's referral
for treatment

may be administered or given to a
patient at one time

for no more than 72 hours

« This 72-hour period cannot be
renewed or extended.




Treatment Gap

SPECIAL REPORT
NEJM, June 2017

The Role of Science in Addressing the Opioid Crisis

Nora D. Volkow, M.D.. and Francis S. Collins, M.D.. Ph.D

"These medications ... are the current standards of care for
reducing illicit opioid use, relapse risk and overdoses...
However, limited access... can create barriers to treatment."
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Treatment Gap In Substance Abuse Treatment
System among OUD Cascade of Care
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Williams AR, Nunez E, Olfson M. Health Affairs Blog, 2017



THE TREATMENT GAP

This E.R. TreatsABpioid Addiction

on Demand. Fhats¥ety Rare. ¢

Some hospital emergency departments are giving people medicine for

withdrawal, plugging a hole in a system that too often fails té provide
immediate treatment.

A Bridge to Treatment

by janaburson



https://youtu.be/iURUR1lxPO8
https://youtu.be/iURUR1lxPO8
https://media.preziusercontent.com/converted/2/5/0/aF
https://media.preziusercontent.com/converted/2/5/0/aF

Objective

To compare the efficacy of 3 interventions for
opioid dependent ED patients

Brief Intervention
Referral to Brief Intervention with ED-initiated
Treatment & Facilitated Referral Buprenorphine

Primary Care follow-up
for 10 weeks treatment



Interventions

Handout of all drug treatment providers/services
Referral in the area relevant to insurance status and
access to a phone

. The BNI, discussion of treatment options, and a
Brief 9
| ; facilitated referral to treatment
ntervention [BNI, mean time 10.6 (SD) 4.3]

The BNI + ED-initiated buprenorphine and
referral to Primary Care in 24-72 hours for
ongoing buprenorphine medical management
(10 weeks), followed by transfer or detoxification

Buprenorphine




Consort Diagram

94677 Patients potentially available for screening

22935 Not Screened
1036 Refused
71742 Screened 21899 Not approached
)
1201 Opioid Users 855 Excluded
| 684 Not eligible
346 Ellglble 171 Declined to participate
i " 17 Left ED prior to enroliment
329
Randomized
Referral Brief Intervention = Buprenorphine

(n=104) (n=111) (n=114)



Screening: Health Quiz

1. In the PAST 30 days have you used any of the following pain relievers?

a) Codeine 00..No |O1...Yes
b) Fentanyl (Duragesic, Actiq, Sublimaze) (00..No [O1. Yes
c) Hydrocodone (Vicodin, Lorcet, Lortab, Hycodan, Norco, Vicoprofen) 00..No [[O1...Yes
d) Hydromorphone (Dilaudid, Palladone) JO0...No |[1...Yes
e) Meperidine (Demerol) J0..No |0O1...Yes
f) Methadone (Dolophine, Methadose) 0J0...No |[O1..Yes
g) Buprenorphine (Subutex, Suboxone) 00...No [O1...Yes
h) Morphine (MS Contin, Kadian, Duramorph) 00..No [O1..Yes
i) Oxycodone (Percocet, Percodan, Roxicet, Oxycontin, Roxicodone, Endocet, Tylox) | O 0...No [ O 1...Yes
) Oxymorphone JO0..No |[J1...Yes
k) Pentzocine (Talwin) O0...No |O1...Yes
l) Propoxyphene (Darvocet, Darvon, Wygesic) 0J00...No |[1...Yes
m) Other (specify) 00...No [[1...Yes
2. Were these drugs prescribed for you? 00..No |O1...Yes
3. Have you ever taken the drug(s) for the experience or feeling it 0. No |01, Yes
caused?

4. In the PAST 30 days have you used heroin? 00..No |O1..Yes
5. How often do you use heroin or insert name of drug(s) Days Weeks

For Additional Probing:
Have you requested refills earlier than prescribed? How do you usually take your medication?




Inclusion/Exclusion Criteria

Inclusion: Patients presenting to the Yale-New Haven Hospital ED
- >18 years of age
- Opioid dependent: MINI
- Positive urine toxicology for opioids

Exclusion:

- Inability to read or understand English

- Currently enrolled in a formal substance abuse program

- Currently suicidal or psychotic

- Presenting with a life-threatening or unstable iliness or injury

- Requiring hospital admission

- Requiring opioid agonist medication for a pain-related diagnosis
(contraindication to buprenorphine)




Engaged in Treatment 30-Days

100%
Q -

L P<0.001

80%

70% -

B60% -

50% -

Proportion in Treatment at 30 Days

—
Referral Brief Intervention Buprenorphine




Days

Past 7 Day illicit Opioid Use

Treatmeant Effect: P=0.007
Time effect: P 001
Imaractian Effagt: P=0 02
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Outcome Measures
30 days

Proportion enrolled in formal addiction treatment on day 30

) Self-reported non-prescribed opioid use. HIV risk and rates of

negative urine testing for opioids

Use of addiction treatment serves as measured by number of
outpatient and inpatient treatment services and ED visits since
randomization

Formal opioid addiction treatment is defined as:

Clinical settings including office-based providers of BUP or inpatient, detoxification, therapeutic
community, naltrexone, methadone or buprenorphine maintenance. Participation in a self-help
program such as N.A. alone will not be considered as engagement in a formal treatment




Conclusion

ED-initiated buprenorphine treatment with
follow-up medical management in primary
care is superior compared with Referral and
Brief Intervention at 30 days in:

= Engaging patients in treatment
= Reducing days of illicit opioid use

= Reducing inpatient addiction treatment




OD or Referral

ED Brief
Intervention
by Recovery &=

D Coach

Evaluation
Stabilization

Rapid ED
follow-up

Long-term
substance
(mis)use/
MH care




ED-Initiated Buprenorphine

Diagnosis of Moderate to Severe Opioid Use Disorder
Assess for opioid type and last use

Patients taking methadone may have withdrawal reactions w buprenorphine up to 72 hours after last use
Consider consultanon betare starting buprenorphine in these patients

(0-7) none - mild
withdrawl

(=8) mild - severe

withdrawl I

\\:.;ii\‘x‘l‘(‘(l l‘.rll\‘ill(" :l})‘(‘ I

CMhserve tar 45-60) min
prescribe buprenorphine?

No adverse reacnon

YES NO I initial dose 4myg S1, repeat
/ \ 4mg SL for total Smg
.— AR R e e q '

Unobserved

1 All Patients Reccive: Ohserye **
buprenorphine Reterral for e
) : ) *-Brief Intervenuon
inductnion and reterral ongoing trearment {-Overdose Fducation

tor ongoing treatment » Nalosnne Diseribunon

Waivered pl'n\'ldcr able to presc ribe

. buprenarphine?
-

h-----—co—-u—

Notes:;
*Clinical Opioid Withdrawal Scale (COWS) > 13 (Modcrare Severe] consider
starting with § mg buprenorphine or buprenorphine/naloxone SL

** Patient remains in moderate withdrawal may consider adding additional 4mg

and observarion for 60 minutes L Consider return to the ED for
*¥*Consider high dosing in consultaton with an Addicoon Medicine Specialist Prcscnpn(m 2 days of 16mg dosing
Warm hand-offs with specific tme & date to opioid treatment providers/ l(mlg dming tor cach day ' (72 hour rulc‘*";*

programs wirhin 24-72 hours whenever possible until appointment for ' ’

: : _ Referral for ongoing treatment
All patients should be educated regarding dangess of benzodiazepine and ongoing treatment gomg

alcohol co-use
Ancillary medication treatments with buprenorphine induction are not needed



BUPRENORPHINE (BUP) ALGORITHM

AUGUST 2018

B Y MODERATE TO SEVERE OPIOID WITHDRAWAL

OPIOID WITHDRAWAL? « Use clivcal P 10 severe

= If uncertain, wse the Clinical Opicid Wehdrawal Scale (COWS)

* I usng COWS, the score showld be 2 B o 2 6 with at least one
objective wgn of withdrawal

+ Document: which opioid used. time of Last use

COMPLICATING FACTORS
Identify and manage complicating factors prior to proceeding.
The onty o allergy to

COMPLICATING FACTORS?

Refer te Buprenarphine Guide before desing Buprensrphine for:
* Clnicat suspicion of acute ver failure

# 20 waeks pregnant

Intoxicated or altersd

- With [ ‘”
+ Taking methadone or long acting opikd

Chrenic pain patients taking prescrited cpiods

e or KOWS of 6-8),
o opi0kd use wittun 12 hours; consider beginning with a low dose
{2-4 mg SU) and titrating every 1-2 howrs
PARENTERAL DOSING
SYMPTOMS IMPROVED B e A
AFTEN 15T DOSEY . Smm:lst.! mg IV/™ buprenorphine; may repeat as needed
PRECIPITATED WITHDRAWAL
- B phise Can cause if oo large a dese
s given 100 5000 afer the Last opioid use
= Thw longer the time wnce Wst opicid uw [» 74 howrs) and the mere
severe the withdrawal symptoms (COWS 2 13} the etter the response
10 initial dosing
= Only pacients with obye in afver the 15
dose should receive subsequent dosing
. g afver is lieely 1 ~
Turther sheuld be in the ED, switch to
SYMSCOMatic reaument
SYMPTOMATIC TREATMENT
* Supportive med Such as dine, g
low-dave & i NSAIDs
LOWER TOTAL DOSE OPTION (16 mg)
« Possible lower risk of sedation or precipitated withdrawal
= Some patients will go back into withdrawal in less than 12 hours
increasing risk of early dropout.
* Bugrenorphie prescription of next day follow-up should be svailable
HIGHER TOTAL DOSE OPTION (24-32 mg)
. and of opid b
* More complete treatment of withdrawal in heavy users
* May wppress craving and protect against oveedons jopiosd blockade)
Tor 2 dirgs o mome
REEER * Use wih caution in medically complex patients, older patients, and
10 patients using cther sedatives such as alconol or benzodazepines.
TREATMENT RE-EVALUATION TIME INTERVALS
* Thw time to SL bup Phene cnset i typically 15 minates and peak
climcal effect & typcally within 1 how
* Re-evaluate patient 1 how after buprenorphine doses
= Oeserve for 1 hour aler the finad dose before discharge
DEA 72 HOUR RULE
« Pationes sy return 50 the ED for up 80 3 days in & row for repest doses
« At each visit 16 mg SL

FOLLOW-UP
CALITORNIA ACCP BR' DG E * Goal: follow-up treatment avakable within 3 days

Crsrzescs Duoes savhise Trestrsert

Ao BN LALLM






ED Bridge to Medication Assisted Tx 0 P

® © o 1
Narcan Medical Integration: I
Stabilization *Recovery Coach
*Hepatitis A vaccine
*Buprenorphine
script
*Common intake

Document
*Standard labs

’ *Narcan packet
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E Outpatient MAT

Inpatient detox and
rehab for medically at
risk and those who
desire inpatient care.

Walk in Consider ED \

|
JEGEB G, Buprenorphine @HOSPITA'-
Wg=elnEIne Induction and

outpatient rx I\ | "
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https://youtu.be/iURUR1lxPO8
https://youtu.be/iURUR1lxPO8
file://localhost/Users/brandtwilliamson/Documents/Buprinorphine Project/Images for lecture/ED Bup Movies/Camden.mov
file://localhost/Users/brandtwilliamson/Documents/Buprinorphine Project/Images for lecture/ED Bup Movies/Camden.mov
https://youtu.be/uLw7xkg2u0o
https://youtu.be/uLw7xkg2u0o
file://localhost/Users/brandtwilliamson/Documents/Buprinorphine Project/Images for lecture/ED Bup Movies/RSullivan.mov
file://localhost/Users/brandtwilliamson/Documents/Buprinorphine Project/Images for lecture/ED Bup Movies/RSullivan.mov




