
6/6/19

1

Addictions day: 
Implementing a 
buprenorphine/naloxone protocol 
in the emergency department
DR. JOSH FANAEIAN MD,  CCFP (EM),  DTMH

DR.  JAN DEOL MD,  CCFP (EM)

JUNE 7,  2019

Disclosures

2

Dr. Josh Fanaeian
- Addictions practice at Metro City Clinic (Edmonton)
- No ownership stakes, no involvement with pharmaceutical 

industry
- Physician Implementation Liaison for North Zone
Dr. Jan Deol
- Addictions practice at Metro City Clinic (Edmonton)
- Part owner of Metro City Clinic (Calgary)
- No involvement with pharmaceutical industry
- Physician Implementation Liaison for North Zone

Part-tim e position with the AHS Em ergency Strategic Clinical Network™ as a Physician Im plem entation Liaison funded by a grant 
from  Health Canada Substance Use and Addictions Program  (SUAP) in collaboration with the Addictions and M ental Health 

Strategic Clinical Network™.

Contents
•Brief overview of opioid data in Alberta and how it relates to emergency departments

•Overview of opioid use disorder and how it relates to emergency departments

•Need identification à conception à design of buprenorphine/naloxone ED pathway

•Challenges, barriers, obstacles

•Pathway evolution

•Results to date



6/6/19

2

Recent opioid data
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• In North America, opioid-related deaths outnumber deaths 
from motor vehicle crashes

2017 & 2018 to-date:

• 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 
(fentanyl or non-fentanyl).

A lb e rta  H e a lth , O p io id s an d  S u b stan ce s o f M isu se , A lb e rta  R e p o rt, 2 0 1 8  Q 2

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

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

A lb e rta  H e a lth , O p io id s an d  S u b stan ce s o f M isu se , A lb e rta  R e p o rt, 2 0 1 8  Q 2

ED visits 30 days prior to overdose
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Alberta EDs with most opioid-related visits

7A lb e rta  H e a lth , O p io id s an d  S u b stan ce s o f M isu se , A lb e rta  R e p o rt, 2 0 1 8  Q 2

Treatment for opioid use disorder
Withdrawal/abstinence management alone +/- residential treatment 
àhigher morbidity, rates of HIV transmission, relapse and mortality

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

• 2009 Cochrane Review – Methadone vs no opioid replacement therapy à decreased opioid use
• 2014 Cochrane Review – Buprenorphine vs placebo or methadone à buprenorphine (higher doses) 

non-inferior compared to methadone
• 2017 BMJ Systematic Review and Meta-Analysis à mortality benefit 

9

W ood E , e t a l. (2018) C R IS M  na tiona l gu ide line  fo r the  
c lin ica l m anagem ent o f op io id  use  d iso rder. C anad ian  
R esearch  In itia tive  in  S ubstance  M isuse . R e trieved  from : 
h ttps ://c rism .ca /p ro jec ts /op io id -gu ide line /

C anad ian  M ed ica l A ssoc ia tion  Journa l 2018  M arch  5 ; 
190 :E 247-57 . do i: 10 .1503 /cm a j.170958

https://crism.ca/projects/opioid-guideline/
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What happens when a patient with OUD presents to the ED?
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Scenario A

Physician 
comfortable with 
OAT, triplicate 
prescription given to 
bridge between 
now and community 
follow-up (rare)

Scenario B

Patient given non-
opioid withdrawal 
management and 
discharged home
+/- outpatient 
resources

Scenario C

Patient given further 
opioids (i.e. 
“Percocet x 5 to go”)
+/- withdrawal 

management and 
discharged home
+/- outpatient 
resources

- Often unpleasant and unfulfilling encounters for physician, patient and other staff
- Patient at this stage currently at increased  risk for overdose and death

- Every healthcare encounter without an intervention is a potential source
for loss to follow-up

So how do we link the two?

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

•Maximize evidence-based 
guidelines
•Reduce ED burden – staffing 
resources, bed utilization
•Maximize capture of patients 
with opioid use disorder

Avoiding pitfalls
• Ensuring rapid, guaranteed 

follow-up 7 days a week*
• Reducing potential sources of 

medical error or adverse events

Drawing from
• Existing protocols at other sites in 

Canada and the US, including the 
original D’Onofrio study

• Consultation with local experts in 
addiction medicine, community 
practice, emergency medicine, 
administration

14

P t e lig ib le  fo r an d  in te re ste d  in  
b u p re n o rp h in e /n a lo xo n e

C O W S  >  1 2 C O W S  <  1 2

H o m e  In d u ctio nS u ffic ie n t t im e  sin ce  last o p io id  u se ?

Y e s - E D  In d u ctio n N o

P t w ith  O U D  an d  in te re ste d  in  tre atm e n t

R e fe rra l to  ad d ictio n s tre atm e n t

Clinical pathway

Patient selection

15

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

- Excluding:

- Pregnant à expert consultation advised
- Allergy
- Hospital Admission
- Intoxication
- Severe liver dysfunction
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ED induction (COWS 12 or greater)
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Patient receives 
buprenorphine/
naloxone 
2 mg test dose

Reassess in 
45-60 minutes

If feels same or better, 
give buprenorphine/
naloxone 
4 mg dose

Discharge with three 
carry doses (2 mg x 3) 
when stable
and follow-up in 24hrs

Home induction (COWS less than 12)
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- 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

Discharge teaching for all patients

18

- Medical

- Home dosing instructions and administration
- Avoiding precipitated withdrawal

- Logistics

- Follow-up instructions

- Harm reduction practices that all patients should know

- Naloxone kit
- Supervised consumptions sites
- Using clean needles and supplies  
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How it differs from other existing ED protocols
•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

Presented to Edmonton Zone Emergency Medicine meeting for pilot approval

Collaboration with Emergency Strategic Clinical Network within Alberta Health Services to 
assist with pilot project roll out in two Edmonton sites and one in Calgary

Education sessions for medical staff in pilot project emergency departments

Emergency Strategic Clinical Network™

21
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Early barriers and limitations
•Unfamiliarity with opioid agonist therapy among physicians and nursing staff

• à Individual education sessions by Drs. Deol, Fanaeian and Olmstead to both 
physician and nursing staff about OUD, OAT, the protocol

• à Later presentations carried out by local educators, champions, ESCN

Early barriers and limitations
•Unfamiliarity with opioid agonist therapy among physicians and nursing staff

• à Individual education sessions by Drs. Deol, Fanaeian and Olmstead to both 
physician and nursing staff about OUD, OAT, the protocol

• à Later presentations carried out by local educators, champions, ESCN

•Pharmacy and nursing regulations limiting what can be dispensed
• à 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 Clinical Network™
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Project schedule
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Develop Bup-
Nal Program

PHASE I - Pilot Sites

PHASE II - Major Sites Calgary & 
Edmonton Zones

PHASE III - All Sites Calgary & Edmonton Zones, all Zones Regional 
and Rural SitesN orth  E as t C om m un ity  H ea lth  

C en tre  (E dm onton)

G rey  N uns C om m un ity  H osp ita l 
(E dm onton)

R ockyv iew  G enera l H osp ita l
(C a lgary )
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Emergency Strategic Clinical Network™
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Pilot sites early release data

Month
(2018)

# o f o p io id -re la ted  

E D  v is its

#  o f E D vis its  w h ere  b u p -

n a l tab le ts  w ere  g iven  

#  o f re ferra ls  rece ived  a t 

co m m u n ity  c lin ic

#  o f E D  p atien ts  a tten d ed  

firs t co m m u n ity  fo llo w -u p  
ap p o in tm en t

May 94 1 1 0

June 120 6 6 4

July 127 26 14 5

August 114 18 7 2

September 113 15 9 5

October 100 26 20 9

TOTAL 668 92 57 25 (44%)

Table 1. Pilot Sites Early Release Data

N O T E : C urren tly , the  num ber o f pa tien ts  g iven  bup-na l in  E D  inc lude  new  in itia tions  and  m a in tenance  pa tien ts . E m ergency  D epartm ent da ta  is  
ex trac ted  from  P Y X IS , S unrise  C lin ica l M anager (S C M ), and  N a tiona l A m bu la to ry  C are  R eporting  S ys tem  (N A C R S  ) da tabases . F o llow -up  
da ta  is  p rov ided  by  com m un ity  c lin ics  inc lud ing  A H S  E dm onton  &  C a lgary  O D P  C lin ics  and  M etro  C ity  M ed ica l C lin ic  E dm onton . E ach  p ilo t s ite  
has  a  d iffe ren t go -live  da te  fo r th is  p rogram . N orth  E as t C om m un ity  H ea lth  C en tre  go -live  da te  is  M ay 15 th, 2018 . G rey N uns C om m un ity  
H osp ita l go -live  da te  is  June  11 th , 2018 . R ockyv iew  G enera l H osp ita l go-live  da te  is  Ju ly  5 th , 2018 .

#1 #2 #3 #4

Emergency Strategic Clinical Network™
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Calgary & Edmonton major sites

Zone ED Site

Calgary Foothills Medical Centre

Calgary Peter Lougheed Centre

Calgary South Health Campus

Calgary Sheldon M Chumir Urgent Care Centre

Edmonton Misericordia Community Hospital

Edmonton Royal Alexandra Hospital

Edmonton University of A lberta Hospital

Edmonton Strathcona Community Hospital

Edmonton Sturgeon Community Hospital

Some early adopters outside 
Calgary & Edmonton may also 
be included in this timeframe. 
Currently includes: Red Deer, 

Wetaskiwin, Lethbridge

Implementations started since Oct 2018:
Pilot sites already live include: 

Grey Nuns Community 
Hospital, North East 

Community Health Centre

Emergency Strategic Clinical Network™
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Physician Implementation Leads (PILs)
North Zone
Dr. Josh Fanaeian

Edmonton Zone
Dr. Jan Deol

Central Zone
Dr. Mike Weldon

South Zone
Dr. Joe Hawkwood

Calgary Zone
Dr. Marshall Ross

Protocol Management & Support
Dr. Asha Olmstead, PGY-5 (Edmonton)

Today:
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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

7 month pilot 
phase: 57 referrals 

to outpatient clinics

Subsequent 7 
months: 132 referrals 
to outpatient clinics

46% of all 
patients have 
attended their 
first intake visit

Emergency Strategic Clinical Network™
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Program (Process) Evaluation

How effective are the im plem entation processes for “Initiation of Bup-Nal in EDs”?

1. Num ber of opioid-related ED visits 
2. Num ber of ED visits where bup-nal tablets were given

3. Num ber of bup-nal tablets given in EDs as new-initiation vs. m aintenance
4. Num ber of referrals received at com m unity clinics

5. Num ber (%) of ED patients who attend first follow-up appointm ent
6. Length of stay of opioid-related visits

Are there enough resources for “Initiation of Bup-Nal in EDs”?

1. Num ber of bup-nal tablets provided by provincial pharm acy to EDs or reclaim ed from  EDs
2. Average wait to referral 

3. Survey responses from  clinician leaders

W hat are clinician leader perspectives on “Initiation of Bup-Nal in EDs”?

1. Survey responses from  clinician leaders
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Emergency Strategic Clinical Network™
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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?”

1. 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. ED visits in x time after index ED visit

4. Number of hospitalizations in x time after index ED visit

Vital components that allowed for success

Top down 
leadership 
advocacy

Financial and 
human resource 

commitment from 
Emergency 

Strategic Clinical 
Network

Continued 
feedback from 
expert working 

group, educators 
and local 

champions at each 
site, front line staff

Open, positive 
attitude to 

treating patients 
with opioid use 

disorder
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