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Recent opioid data

+ In North America, opioid-related deaths outnumber deaths
from motor vehicle crashes

687 deaths from accidental opioid poisoning in AB in 2017
(562 out of 687 fentanyl-related)

Nearly 2 individuals die on average every day in AB from
accidental opioid poisoning.

78% of all confirmed alcohol poisoning deaths (accidental
and suicide) in 2017 and 2018 directly involved opioids ;lgevrl'uag;iealm
(fentanyl or non-fentanyl). Emergency St

Giial Network™
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Opioid use and ED visits

The rate of ED visits related to opioid use and substance misuse increased by

58.4% from January 1, 2015 to March 31, 2018.

Figure 13: Rate of emergency department (ED] visit related to opioid use and other substances of
misuse, by quarter and Zone, per 100,000 person years. January 1, 20150 March 31, 2015,
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ED visits 30 days prior to overdose

Figure 9: Proportion of apparent accidental poisoning deaths related to fentanyl, by medical history
within the 30 days before the date of death. January 1. 018,

Within 30 days before death

More than one ED vsit related to opioid/substances.
of misuse

Fineltedheath service [ 3%

Methadone or buprenorphine/naloxons dispensed
rom a community pharmacy

56 per cent accessed at least one of
N 7 the services listed

it eaed o opioidsubstances of misise 1
Mental health related health service | 1%
Opioid dispensed from a community pharmacy | 21
Substance sbuse et heatservice GG <
LYy N——

ommunity pharmacy

Alberta Health
% 10% % 3% Services

cy Stategic
Ginica Nebwork™




Alberta EDs with most opioid-related visits

Tals :ap 10ED s e f ey it 55 s ns o ssres

ized f
misuse, January 1, 2015 to March 3
Facility Count

Rank ou Rank Facility. Count | Percent

of all
visits®

1 | Royal Alexandra Hospital | 3.503 6 Red Deer Regional Hospital | 1,353 | 4%

2 |PeterLougheed Centre | 3,120 7 | South Health Campus 1278 | 4%

5 |Rockyview General 2087 | % g | Grey Nuns Community sage | an

Hospital Hospital
4| Foothils Medical Centre | 2,382 | 8% 9 Chinook Regional Hospital | 1,164 | 4%
5 |Uof AHospital 1890 | 6% | 10 | Sheldon M Chumir Center | 974 | 3%
*Percentage of the total 30,130 ED visits related to opioids and other substances of misuse that
facili

Note: Includes ED vists for al behayioural and mood disorders dus fo opiod use, and poisoning by all
Substances-all causes. (AllF11 and T40 ICD-10 codes, any diagnosis fied)

mYm Alerta Health
W Services

Emergency Sirategic

il Network™

6/6/19

Treatment for opioid use disorder

Withdrawal/abstinence management alone +/- residential treatment
> higher morbidity, rates of HIV transmission, relapse and mortality

Opioid agonist therapy
« e.g. methadone, buprenorphine, slow release oral morphine

done vs no opioid therapy > opioid use

* 2009 Cochrane Review -

* 2014 Cochrane Review - Buprenorphine vs placebo or methadone > buprenorphine (higher doses)
non-inferior compared to methadone

* 2017 BMJ Systematic Review and Meta-Analysis > mortality benefit
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National - . .
Guideline Management of opioid use disorders: a national
clinical practice guideline
OPIOID USE Rt et
DISORDER

Canadian Moical Associtian Journal 2018 Maren 5
190-E247.57.dot 10.15031ema1 170958

Wood €, ot a1 (2018) CRISW natonal gudsline or tre
Clnical management o opioid uee dsordor. Canadian
Research Intiatve in Substance Misuse. Retrioved fom:



https://crism.ca/projects/opioid-guideline/

What happens when a patient with OUD presents to the ED?

Scenario A Scenario B Scenario C
Physician Patient given non- Patient given further
comfortable with opioid withdrawal opioids (i.e.
OAT, triplicate management and “Percocet x 5 to go”)
prescription given to discharged home +/- withdrawal
bridge between +/- outpatient management and
now and community resources discharged home
follow-up (rare) +/- outpatient
resources

Often unpleasant and unfulflling encounters for physician, patient and other staff
Patient at this stage quizgallyat increased risk for overdose and death

Every healthcare encounter without an intervention is a potential source

for loss to follow-up

0
Original Investigation
Emergency Department-Initiated Buprenorphine/Naloxone
Treatment for Opioid Dependence
A Randomized Clinical Trial
Gail D'Onofrio, MD, MS; Patrick G. O'Connor, MD, MPH; Michael V. Pantalon, PhD; Marek C. Chawarski, PhD;
Susan . Busch. PO Pt . Owers, M. SevnL. Bemien MD: DoV A Fli. MO
JAMAReport Video and
IMPORTANCE Opioid- i (ED) for
medical care. Jama.com
CME Quizat
OBJECTIVE To test the efficacy of for 3 d
referral to treatment (referral); (2) brief intervention, and to (CME Questions page 1670
Ly treatment: i ); and (3) brief
intervention, ED-initiated treatment with buprenorphine/naloxone, and referral to primary
care for 10-week follow-up (buprenorphine).

So how do we link the two?

GUIDELINE 48 VULNERABLE POPULATIONS @

Management of opioid use disorders: a national
clinical practice guideline
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We know:
+Opioid agonist therapy started as soon as possible improves retention

+Opioid agonist therapy has been shown to reduce use, morbidity and mortality
*Withdrawal management alone has been shown to be harmful
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Creation of a protocol

Foundational principles Drawing from
*Maximize evidence-based « Existing protocols at other sites in
guidelines Canada and the US, including the
*Reduce ED burd fiing original DO
resources, bed utilization Consultation with local experts in
*Maximize capture of patients addiction medicine, community
with opioid use disorder practice, emergency medicine,

administration

Avoiding pitfalls
Ensuring rapid, guaranteed
follow-up 7 days a week*
Reducing potential sources of
medical error or adverse events

Clinical pathway

mYm Alerta Health
€0 nducton B W Services

Patient selection

any patient 18 years old or older with a history of opioid
use disorder that is interested in buprenorphine/naloxone

Pregnant > expert consultation advised
Allergy

Hospital Admission

Intoxication

Severe liver dysfunction

Alberta Health
Services
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ED induction (COWS 12 or greater)

Patient re Reassess in If feels same or better, Discharge with three
buprenorphine/ 45-60 minutes give buprenorphine/ carry doses (2 mg x 3)
naloxone naloxone when stable

2 mg test dose 4 mg dose and follow-up in 24hrs

wlm Aterta Healtn
W Services

Emergency Sirategic

Home induction (COWS less than 12)

Home buprenorphine/naloxone induction

Patient receives buprenorphine/naloxone 2 mg/0.5 mg x 6 doses to go

Patient counselled on appropriate induction

- Outpatient appointment arranged

- Take home naloxone kit and harm reduction counselling

Alberta Health
Services

ncy Stategic
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Discharge teaching for all patients

Medical

Home dosing instructions and administration
Avoiding precipitated withdrawal

Logistics

Follow-up instructions

Harm reduction practices that all patients should know

Supervised consumptions sites ala ‘ébﬂ?{lﬁ‘"“"
Using clean needles and supplies Emargncy




How it differs from other existing ED protocols
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*Ability to intervene on patients with opioid use disorder not in acute moderate to
severe withdrawal

*Ensured next day dosing continued or intake appointment
Flexibility in which outpatient clinic patient can have follow-up

*New (no result data from it yet): Day 1 up to 12 mg

Early timeline: 2017-2018

First draft of protocol created in consultation with local experts in Edmonton

E®R  Presented to Edmonton Zone Emergency Medicine meeting for pilot approval

@ on Wi gi n Alberta Health Services to
assist with pilot project roll out in two Ed iton sites and one in Calgary

Em

Project deliverables

Goal: Develop and implement

a province-vide £D program

to: Systomatic
Ui Review

1) Appropritely screen

patients for opioid use Integration

disorder

2) For those who are eligible, Evlyaton

initiste Rertring

3) Provide rapid follow-up to

community for continued D

dosing and care ‘&I

I:' Patient Care

. Knowledge & Evidence MW Aterta Health
Services

Emergency Stategic
Clnical Network™

Key
Project
Linkages

21




6/6/19

Early barriers and limitations

*Unfamiliarity with opioid agonist therapy among physicians and nursing staff
+ - Individual education sessions by Drs. Deol, Fanaeian and Olmstead to both
physician and nursing staff about OUD, OAT, the protocol
« > Later presentations carried out by local educators, champions, ESCN

Early barriers and limitations

*Pharmacy and nursing regulations limiting what can be dispensed
+ - Approval from Pharmacy leadership and College and Association of Registered
Nurses of Alberta

*Multiple versions adjusting protocol formatting and wording to streamline,
facilitate ease of use, clarify discharge instructions, reduce chance of medical
error

Emergency Strategic 1 Network™

Project schedule

Develop Bu
Rl Program.

PHASE | - Pilot Sites

PHASE || - Mejor Stes Calgary &
‘Edmonton Zones

PHASE Ill - All Stes Caigary & Edmonton Zones, all Zones Regional
‘and Rural Sites.

I Alberta Health
Services

u
Emergency Strategic
Clnical Network™




Emergency Strategic Clinical Network™

8 8 &

June 120 6 6 4
Juy 27 % 14 5
August 14 8 7 2
‘Soptembor 13 15 9 5
October 100 2 20 9
ToTAL 668 2 El 25(44%)

extracted from PYXIS, Sunrise Ginical Manager (SCM), and National Ambulatory Care Reporting System (NACRS ) databases. Follo

Alberta Health
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Emergency Strategic Clinical N

Calgary & Edmonton major sites

Implementations started since Oct 2018:

Pilot sites already live include:
Grey Nuns Community
Hospital, North East
Community Health Centre.

Calgary  Foothills Medical Centre

Calgary  Peter Lougheed Centre

Calgary  South Health Campus,

Calgary Sheldon M Chumir Urgent Care Centre RN ET T L

Calgary & Edmonton may also
be included in this timeframe.
Currently includes: Red Des

Wetaskiwin, Lethbridge.

Edmonton  Misericordia Community Hospital
er,
Edmonton  Royal Alexandra Hospital

Edmonton  University of Alberta Hospital

Edmonton  Strathcona Community Hospital

Edmonton  Sturgeon Community Hospital

Alberta Health
Services

2
Emergency Strategic Clinical Network™
Physician Implementation Leads (PILs)
North Zone
Dr. Josh Fanaeian
Edmonton Zone
Dr. Jan Deol
s
el
R Central Zone
Dr. Mike Weldon
-
Calgary Zone 3
Dr. Marshall Ross g
South Zone
Dr. Joe Hawkwood
Protocol Management & Support Aberta Health
Dr. Asha Olmstead, PGY-5 (Edmonton) e
ClnaiNotwor™ 57
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Special situations

«Connecting rural and remote communities with Rural (Virtual) Opioid
Dependency Program

*Integration with pre-existing addictions infrastructure
* Grande Prairie - ACT Medical Clinic
+ Royal Alexandra Hospital — collaboration with ARCH

Most recent data

Buprenorphine/naloxone induction protocol now active

in 28 emergency departments and urgent care centres

46% of all
patients have
attended their

first intake visit

W Alberta Health
Services

Emergency Strategic
Cinical Network™
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Program (Process) Evaluation

How effective are the implementation processes for “Initiation of Bup-Nal in £Ds"?

Number of opioid-related ED visits
Number of ED visits where bup-nal tablets were given

5 Number of bup-nal tablets given in EDs as new-initiation vs. maintenance
& Number of referrals received at community clinics

s Number (%) of ED patients who attend first follow-up appointment

& Length of stay of opioid-related visits

Are there enough resources for “Initiation of Bup-Nal in EDs"7

1 Number of bup-nal tablets provided by provincial pharmacy to EDs or reclaimed from EDs
3 Average wait to referral

5 survey responses from clinician leaders

What are clinician leader perspectives on “Initiation of Bup-Nal in EDs"?

Alberta Health
Services

Emergency Statog

1 Survey responses from clinician leaders
Ginica Nebvork™
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Outcome Evaluation

| To what extent are patients who live with opioid use disorder benefiting from the “Initiation of
Bup-Nal in EDs?”

Number (%) of ED patients filling bup-nal prescriptions at 30, 60, 90, 120 days post-index ED
visit

2 Mean number of days taking bup-nal post-index ED visit

3 EDvisits in x time after index ED visit

Number of hospitalizations in x time after index ED visit

Alberta Health
Services
Emergency Siratgic
Ginical Network™

Vital components that allowed for success

B Continued
Financial and -
feedback from Open, positive
human resource . p
Top down " expert working attitude to
§ commitment from " X
leadership group, educators treating patients
Emergency Pruiid
advocacy Sl and local with opioid use
Neg‘wmk champions at each femrler

site, front line staff
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