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Case Study: Meet Jennifer

. 25-year-old female snorts 2gm / day heroin
. She is now in withdrawal
. She states: “I feel very sick and need help”

Now what would you do?



Why should we be talking about
Medication Assisted Treatment (IMAT)

in Opioid Use Disorder (OUD)?




The Opioid Epidemic

9.3 million

People misused prescription
opioids in 2020

107,622

people died from drug
overdose in 2021

902,000

People used heroin in 2020

2.7 million

People had an opioid use
disorder in 2020(1)

(1) 2021 National Survey on Drug Use and Health, 2022; https://www.samhsa.gov/data/release/2021-national-survey-drug-use-and-health-nsduh-
releases#fannual-national-report




Addiction is NOT a
Moral Failing

[t is a chronic disease that
requires medical treatment.



OUD = Chronic-Relapsing Condition

MAT reduces cravings and withdrawal symptoms by restoring normal physiology

cravings and withdrawal symptoms |
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Chutuape MA, Jasinski DR, Fingerhood M, Stitzer ML. ONE-, THREE-, AND SIX-MONTH OUTCOMES
AFTER BRIEF INPATIENT OPIOID DETOXIFICATION. Am J Drug Alcohol Abuse. 2001;27(1):19-44.
doi:10.1081/ADA-100103117.



Withdrawal Management in the ED
. Adjunctive meds: S%aﬂda{—érefréaﬂ?e

. Clonidine

- Loperamide

- Ondansetron

- Acetaminophen, lbuprofen

. Trazodone, Lorazepam
. Single dose of methadone or another opioid

. Opioid taper



What is
Medication Assisted Treatment (IMAT)

for Opioid Use Disorder (OUD)?




Medications for Opioid Use Disorder

Methadone Buprenorphine £ Naloxone

Full mu opioid receptor Partial mu opioid receptor agonist =~ Mu opioid receptor antagonist
agonist “ (blocker)

Oral (often solution)

Sublingual (tab, film),
IV, IM, subcutaneous injection,
transdermal patch

Intramuscular injection
(extended release) or Oral



Buprenorphine is a partial agonist of the
opioid receptor
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Recognize that OUD is an EMERGENCY

AND, this is our JOB

Number of deaths after ED treatment for nonfatal overdose

One-Year Mortallty Of PatientS AﬂeI‘ Emergency by number of days after discharge in the first month (n=130)
Department Treatment for Nonfatal Opioid Overdose B

Scott G. Weiner, MD, MPH=+ 44 ., Olesya Baker, PhD? Dana Bernson, MPH®, Jeremiah D. Schuur, MD,
MHS*®

20—

Study of patients treated in Massachusetts
EDs for opioid overdose 2011-2015

o lllustrates the short-term increase in mortality
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risk post-ED discharge

« Of patients that died, 20% died in the first month/'

o Of those that died in the first month, 22% died
within the first 2 days
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Source: Weiner, Scott, et al.. One-Year Mortality of Patients After Emergency Department Treatment for Nonfatal Opioid Overdose. Annals of Emergency Medicine. April 2, 2019.



Original Investigation

Emergency Department-Initiated Buprenorphine/Naloxone
Treatment for Opioid Dependence

A Randomized Clinical Trial
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What the critics say?

1. Replacing One Drug For Another?
o Brain chemistry and structure of OUD is changed.
o Those changes require a medication to stabilize the disease.
o Diabetes - insulinis a stabilizing medication
o Dosage of meds used does not get them high. Restores balance in the
brain’s circuits.

2. Buprenorphine Abuse?

o Abuse among opioid-dependent people is low

o “Street use” of bup is for patients dependent on opiates without access
to MOUD.



The Numbers for Success

Number Needed to Treat

Aspirin in STEMI 42 to save a life
Warfarin in Afib 25 to prevent a stroke
Steroids in COPD 10 to prevent tx failure
Defibrillation in Cardiac Arrest 2.5 to save a life
Buprenorphine in Opioid Use Disorder 2 to retain in treatment

https://clincalc.com/Stats/NNT.aspx



How do we use
Medication Assisted Treatment (IMAT)

in the Emergency Department?




What does
MAT in the
ED Look
Like?

v=| Select

/ -

Exclude methadone, complex/severe
pain, active intoxication
Agreeable to follow-up

COWS scale to determine dosing, often
8-16mg

Observe for withdrawal, treat with more
bupe gl1-2hrs

+/- SBIRT

Follow up 24-72hrs with outpatient
partner, sooner is better



Signs & Symptoms of Acute Opioid Withdrawal

Subjective:

e “Worst flu ever”

o “Kicking”

o “Dope sick”

e Restlessness and/or agitation
e Achy bones/joints (myalgias)
e Nasal congestion

e Nausea/abdominal cramps

e Hotand cold

Objective:

Restlessness and/or agitation
Tachycardia

Diaphoresis

Dilated pupils

Rhinorrhea

Vomiting or diarrhea
Yawning

Piloerection (“goose bumps”)



Resting Pulse Rate: Record beatsperm inute sfier patient is stiing or lyaing down for one minute

*0-pule Ste 30 orbebw
*1- puke 32281-100

* 2 -pulserae 101-120
4 -pulse rae greater Man 120

COWS Clinical Opiate Withdrawal Scale

me

Time:

Tme:

Sweating: Over past ¥4 hour not accounted for by room temperature or activity’

« 0 -no ik o Thushing
- 1 -supawe crllisor fusnng
» 2 -fushed Or 002 NaDE molsinesson face

- 3 -Deads ofsw eat on Drow Or e
« 4 -zweatstreamngo fae

Restlessness: Observation dunng assessment

*0-adke sk still

« 1 - TepoRs Aifficuly SRIng St Dt 15 3210 d0 50

+ 3 -TRguant SAMINg OF extraneous movement of
legsams
+ 3 -0k 0 S Sl DT MR NG 3 Tew 20N

Pupil size
+ 0 - puplis pinad or normal size for Ignt
« 1 - puplis possioly Brger Mian normal or kgnt

* 2 -puwis modemtely diiaed
* 5 -puis diated !at only rim of Me ins Isvisbie

Bone or joint aches: ¥ patient was having pan previously, only the additionsf comp anent

sttnbuted to opiate withdrawal i s scored
« 0 -motpresent

* 1 -mid/\dffuse discomB R

» 2 - patient reportssevere difuse acnhgo!
pitsmusces

* 4 -patient E oong joints ormuscies a0 I
w20k to 51 Il D2cUE of dlsATOR

Runny nose or tearing: Not scoounted for by cold sym proms or aliergy

« 0 -mone present
1 -naslsutines orunualy Mokl &es

+ 2 -m0se runing or tearng
* 4 -P0s2 NSt ruNNg OF tears Ereaming
down chesks

Gl upset: Overlast *< hour
*0-m GEymptoms
* 1 -smad cemps

* 2 -nauseaor ose K001

* 3 -vomRng or dlarmes
* 5 -MuRDIE 20 E0GRE Of CBMNE3 0T VOMRNG

Tremor. Coservation of outstretched hands

* Q0 -no tremor
* 1 -t=morcan be fek Dt not odserved

* 2 - 5lgnt tremor oosenvan i
« 4 - gRsstremor or musce tw Rohing

Yawning: Ob senation dunng assessment
*0-m0 yawning
* 1 -yawning once or twice ourhgassessment

* 2 -yawnihgthree ormo® times durihg3ssessment

* 4 -yawningseveral tmeaminute

Anxiety or irritability
«0-mone

« 1 -patient reponts norezsng irtad Ity or
wusness

* 2 - patient ooviously Friadie oramious

* 4 - p3tient =0 ITR3Dke oranxiousinat panicipation
Inthe assessment isdIMiuR

Gooseflesh skin + 3 -ploeraion of & canbe =k or nals standng
w on amms

+ 0 -skh issmoot * 5- prominent plioerect ion

5—12 =mild;

13—24 = moderare;
25—36 = moderardy severe;
= 36 = severe withdrawal

TOTAL

OSSERVERINITIALS

*Diagnosing Opioid Withdrawal
Subjective symptoms AND one objective sign

Subjective: Patient reports feeling "bad" due to
withdrawal {nausea, stomach cramps, body aches,
restlessness, hot and cold, stuffy nose)

Objective: [at least one] restlessness, sweating,
rhinorrhea, dilated pupils, watery eyes, tachycardia,
yawning, goose bumps, vomiting, diarrhea, tremaor

Typical withdrawal onset:

= 12 hrs after short acting opioid

= 24 hrs after long acting opioid

= 48 hrs after methadone {can be >72 hrs)

If unsure, use COWS (clinical opioid withdrawal
scale). Startif COWS = 8 AND one objective sign.

If Completed Withdrawal:

Typically >72 hrs since last short-acting opioid, may
be longer for methadone. Start Bup 4mg g4h prn
cravings, usual dose 16-32mg/day. Subsequent days,
OK to decrease frequency to gday




Ask these Questions:

o How sick do you feel?

o0 When was the last time you used?

o What did you use? (frame the question “because | don’t want to
make you sick, | want to help you get better”

o Have you taken Methadone recently?

o Is Fentanyl a possibility?



Resources

CA Bridge

U.S. Federal
Government
State Guidelines
SAMHSA

Etc

cA/  \ Buprenorphine (Bup) Hospital Quick Start

B RI D G E * Any prescriber can order Bup in the hospital, even without an x-waiver.

« Bup is a high-affinity, partial agonist opioid that is safe and highly effective for treating opioid use disorder.
« If patient is stable on methadone or prefers methadone, recommend continuation of methadone as

first-line treatment.

Uncomplicated*
opioid withdrawal?

Start Bup after
withdrawal

Supportive meds prn, stop other
opioids

NO-p

YES (stop other opioids)

Administer 8mg Bup SL

No Improvement
Differential Diagnosis:

+ Withdrawal mimic: Influenza,

Withdrawal symptoms

Buprenorphine Dosing

« Either Bup or Bup/Nx (buprenorphine/naloxone)
films or tab sublingual (SL) are OK.

« If unable to take oral/SL, try Bup 0.3mg IV/IM.

+ OK to start with lower initial dose: Bup 2-4mg SL.

« Total initial daily dose above 16mg may increase
duration of action beyond 24 hrs.

« Bup SL onset 15 min, peak 1 hr, steady state
7 days

* May dose qday or if co-exisiting chronic pain split
dosing TID/QID.

*Complicating Factors
« Altered mental status, delirium, intoxication
= Severe acute pain, trauma or planned large surgeries
« Organ failure or other severe medical iliness
« Recent methadone use

**Diagnosing Opioid Withdrawal
Subjective symptoms AND one objective sign
Patient reports feeling "bad" due to

improved? DKA, sepsis, thyre
etc. Treat underlyling illness.
YES * Incompletely treated
v withdrawal: Occurs with
o lower starting doses; improves
Administer 2"d dose with more Bup.
16mg A s o o s e
onarS-amg pmicravings; headache, dysphoria.
ED: 8-24mg. COnsn!er discharge with higher Continue Bup, treat symptoms
TR I with supportive medications.
- + Precipitated withdrawal:
Maintenance Treatment Too large a dose started too
16 mg Bup SL/day soon after opioid agonist.
Titrate to suppress cravings; Usually time limited, self
Usual total dose 16-32mg/day resolving with supportive
medications.
Discharge In complex or severe cases of
ipitated withdrawal, OK to
« Document Opioid Withdrawal and/or Opioid Use m Bup and M: short acti
Disorder as a diagnosis. LD 9 ng
full agonists.

« If no X-waiver: Use loading dose up to 32mg
for

long effect and give rapid follow up.
« If X-waiver: Check CURES (not required in
gency Dep: 1t if <7 day pr iption),
prescribe sufficient Bup/Nx until follow-up.

Overdose Education Naloxone
Kit
Naloxone 4mg/0.1ml intranasal spray

withdrawal (nausea, stomach cramps, body aches,
restlessness, hot and cold, stuffy nose)

Objective: [at least one] restlessness, sweating,
rhinorrhea, dilated pupils, watery eyes, tachycardia,
yawning, goose bumps, vomiting, diarrhea, tremor

Typical withdrawal onset:

2 12 hrs after short acting opioid

2 24 hrs after long acting opioid

= 48 hrs after methadone (can be >72 hrs)

If unsure, use COWS (clinical opioid withdrawal
scale). Start if COWS = 8 AND one objective sign.
If Completed Withdrawal:

Typically >72 hrs since last short-acting opioid, may
be longer for methadone. Start Bup 4mg g4h prn cravings,
usual dose 16-32mg/day. Subsequent days, OK to
decrease frequency to qday

Opioid Analgesics
« Pause opioid pain relievers when starting Bup.
+ OK to introduce opioid pain relievers after Bup is
started for breakthrough pain. Do not use
methadone with Bup.

Supportive Medications
+ Can be used as needed while waiting for withdrawal or
during induction process.

Pregnancy
- Bup monoproduct or Bup/Nx OK in pregnancy.
« Consider referencing buprenorphine in

pregnancy guide.

The CA Bridge Program disseminates resources developed by an interdisciplinary team based on published evidence and medical expertise. These
resources are not a substitute for clinical judgment or medical advice. Adherence to the guidance in these resources will not ensure successful patient
treatments. Current best practices may change. Providers are responsible for assessing the care and needs of individual patients.

California Substance Use Line

PROVIDER RESOURCES CA Only (24/7)
1-844-326-2626

SEPTEMBER 2020

UCSF Substance Use Warmline
National (M-F 6am-5pm; Voicemail 24/7)
1-855-300-3595




General Tips

Onset 15min, peak
effect in 1 hour

Obs x 1 hour after last
dose

Document which
opioid and time last
used

Continue usual
symptomatic meds
(NSAIDs, Zofran, etc.)

Uncomplicated*

opioid withdrawal ?**

YES (stop other opioids)
1
Y
Administer 8mg Bup SL

®.
y

Withdrawal symptoms NO=p»-
improved?

]
YES
Y

Administer 2"d dose

Inpatient: 8mg. Subsequent days, titrate from
16mg with additional 4-8mg prn cravings.
ED: 8-24mg. Consider discharge with higher
loading dose.

Maintenance Treatment
16 mg Bup SL/day

Titrate to suppress cravings;
Usual total dose 16-32mg/day

Discharge

* Document Opioid Withdrawal and/or Opioid Use
Disorder as a diagnosis.

« If no X-waiver: Use loading dose up to 32mg for
long effect and give rapid follow up.

« If X-waiver: Check CURES (not required in
Emergency Department if <7 day prescription),
prescribe sufficient Bup/Nx until follow-up.

Overdose Education Naloxone Kit
Naloxone 4mg/0.1ml intranasal spray

NO-p

Start Bup after
withdrawal

Supportive meds prn, stop other

opioids

No Improvement
Differential Diagnosis:

» Withdrawal mimic: Influenza,

DKA, sepsis, thyrotoxicosis,
etc. Treat underlyling illness.

¢ Incompletely treated

withdrawal: Occurs with lower
starting doses; improves with
more Bup.

* Bup side-effect: Nausea,

headache, dysphoria. Continue
Bup, treat symptoms with
supportive medications.

* Precipitated withdrawal:

Too large a dose started too
soon after opioid agonist.

Usually time limited, self
resolving with supportive
medications.

In complex or severe cases of
precipitated withdrawal, OK to
stop Bup and give short acting
full agonists.

Lower Total Dose
(16mg)

* Next day follow-up or RX
*  Possible w/d in 12 hrs

Higher Total Dose
(24-32mg)

* Suppresses cravings
>2 days
* Longer opioid blockade

*  Caution with multiple
sedatives, complex or
older patients



Home Start:

Name:

ITMATTTRs
DOB: “Colorado”

Subjective Opiate Withdrawal Scale (SOWS)

Instructions: We want to know how you're feeling. In the column below today's date and time, use the scale to write in a

number from 0-4 about how you feel about each symptom right now.

Scale: 0=notatall 1= alittle 2 = moderately 3 = quite a bit 4 = extremely

DATE \ | [ \ \
TIME \ | | \ \

SYMPTOM SCORE SCORE SCORE SCORE SCORE
| feel anxious

| feel like yawning

| am perspiring

My eyes are tearing

My nose is running

| have goosebumps

| am shaking

o ~N o a & o N =

I have hot flushes

©

I have cold flushes

=
o

My bones and
muscles ache
| feel restless

=
=y

12 | | feel nauseous
13 | | feel like vomiting
14 | My muscles twitch
15 | | have stomach

cramps
| feel like using now

=
o

TOTAL

Mild Withdrawal = score of 1 - 10
Moderate withdrawal = 11 — 20
Severe withdrawal = 21 - 30

courtesy of Marcel Dekker, Inc. . For use outside of IT MATTTRS Colorado, please contact [TMATTTRsColorado@ucdenver.edu

Prepare Patient To Induce at Home:

Adjunct Meds:
Prescribe adjunct medications, if desired, to treat early
symptoms of withdrawal.

1. Ondansetron 4mg ODT, take 1-tab po gbhr prn nausea

2. Loperamide 2mg tab, Take 2 tabs PO initially, then 1-tab po
PRN each additional loose stool. NTE 16mg/day

3. Clonidine 0.1mg tab, Take 1 tab PO Q6H as PRN withdrawal
symptoms

4. Acetaminophen or NSAIDS

Trazodone 50mg tab, Take 1 tab po ghs PRN for sleep

6. Methocarbamol 1000mg, Take 1 tab po PRN for muscle
spasms

v



Buprenorphine Pitfalls

Mild withdrawal (SOWS <7)

Patient who states, “I feel like the withdrawals are just starting,” need to be advised to WAIT to start
buprenorphine/naloxone due to risk of precipitated withdrawal. Provider to prescribe prn supportive care meds until
they are in more significant withdrawal (SOWS >8).

Methadone in the last 72 hrs

- This is not an absolute contraindication, but unpredictable precipitated withdrawal can occur; recommend consultation
with an addiction specialist.

Intoxicated

- Alcohol, benzodiazepines in combination with any opioid (including Bup, though less so than others) can result in
sedation.
Stimulants can make assessment of opioid withdrawal difficult since they cause many of the C(S)OWS symptoms —
tachycardia, sweating, restlessness, anxiety. Don’t tend to cause N/V/D though.

Chronic pain patients
Patients taking medically prescribed opioids are great candidates for Bup, but use much smaller doses (e.g., 2mg SL QID)
and require care coordination with pain specialist. The transdermal formulation of buprenorphine is FDA approved for
chronic pain (e.g., 5-20mg patch).

Use caution with patients with decompensated cirrhosis or other severe medical illness



X-WAIVER

You DON’T NEED it now!




DEA Regulations




DEA-X-WAIVER, Then & Now

2000: Drug Addiction Treatment Act of 2000 (DATA 2000) allowed for providers to
get a X-waiver added to their DEA for the purpose of prescribe outpatient narcotics
for narcotic addiction.

2,021: U.S. Department of Health and Human Services announced changes to the
certification requirements for an X-Waiver with the goal of expanding access to
medication-assisted treatment (MAT).

2023: U.S. Government eliminates the DEA-X-Waiver

What Now?:

New training requirements for DEA registration were also introduced in the Act and will
not go into effect until June 21, 2023. The requirements are summarized as at least 8
hours of training on the treatment and management of patients with opioid use disorder.



MAT Billing — Do good and get paid!

. G2213 is a new billing code for initiation of medication for
the treatment of opioid use disorder in the emergency
department:

- Medicare will pay about $65.95, which is between ED E/M
code levels 2 and 3 and is valued at 1.89 total RVUs and 1.30

work RVUs
. California Medicaid (Medi-Cal) is covering this code at $58.05



Referral Options:

. Local Resources

@) SoviveHealth

. Jovive (Vituity Outpatient sites)

. Tel

ehealth Options: @
| Health

- Bright Heart
. Bicycle
- Workit
- QuickM

Healt
Healt

D

BRIGHT HEART

HEALTH

N

1 @ -;;; Bicycle Health
QuickMD &2 Workit Health



sumimary:

« The opioid crisis is worsening
« MAT is the solution

« There is a significant treatment gap — YOU ARE THE
SOLUTION!

« Buprenorphine is the GOLD standard for MAT for OUD
« No X-Waiver needed

« Connect your patient with on-going outpatient care so they can
live healthier lives



v

Questions?

Chenin.Kenig@vituity.com




