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Prescribing	
•  Reduce	
irresponsible	
prescribing	

IMPENDING RUSH TO THE ED  
OF CHRONIC PAIN PATIENTS 



WE DIDN’T KNOW IT AT THE TIME 

UNPRECEDENTED COLLABORATION 



Opioid and Sedative Prescribing Guidelines for Providers 

1.  A dedicated primary care provider (outside of the emergency department or urgent care) who can 
follow a patient’s treatment and response should provide all opioids and sedatives to treat any 
patient’s chronic pain.

2. Administering intravenous or intramuscular opioids or sedatives in the emergency department or 
urgent care for the relief of acute exacerbation of chronic pain is generally discouraged .∗

3. Prescriptions for opioids for acute pain from the emergency department or urgent care should be 
written for the shortest duration appropriate.  In cases of diagnostic uncertainty, this generally 
should be for no more than 3 days, as is consistent with national guidelines.

4. Patients may be screened for substance use disorder.  Those protocols may include services for 
brief intervention and referrals to treatment programs for patients who are at risk for developing, 
or actively have, substance use disorders.

5. When patients present with acute exacerbations of chronic pain, a summary of the care, including 
any medications prescribed, should be communicated to the primary opioid prescriber or primary 
care provider.

6. Emergency department and urgent care providers will not dispense prescriptions for controlled 
substances that were lost, destroyed, stolen, or finished prematurely.

 This document was designed to aid the qualified health care team in making clinical decisions about patient care and ∗

is not be construed as dictating an exclusive course of treatment. Variations in practice may be warranted based on 
individual patient characteristics and unique clinical circumstances. 
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Opioid and Sedative Medication Notice to Patients 

Our Emergency Department/Urgent Care providers understand that pain relief is 
important when you are hurt or need emergency care for pain.  Our main goal is to look 
for and treat your emergency medical condition.  Our emergency department tries to 
ensure kind treatment of patients without contributing to opiate or sedative dependence 
or addiction.

For your safety, we follow these guidelines when treating your pain.

1. To assure your safety, we recommend that a dedicated primary care provider outside of 
the emergency department or urgent care provide all opiates and sedatives to treat your 
chronic ongoing condition.

2. We prescribe opiates for acute, short term pain for the shortest duration appropriate.  
This generally will be for no more than 3 days, consistent with national guidelines.

3. We may screen patients for substance misuse before prescribing or providing any 
opiates.  

4. We will not dispense prescriptions for controlled substances that were lost, destroyed, 
stolen, or finished prematurely.  You should contact your primary care provider or pain 
specialist for a refill.

5. We may also check the New York State prescription monitoring program called I STOP 
before prescribing or providing opiates for new painful conditions.

6. Generally, we will not prescribe or provide doses of long acting opioid pain medications.

Opiate medications include: codeine; hydrocodone (Norco, Vicodin, Lortab); oxycodone 
IR (Percocet)vand SR (OxyContin); morphine IR and SR (MS Contin); hydromorphone IR 
(Dilaudid) and ER (Exalgo ER); methadone; fentanyl; oxymorphone ER (Opana ER).

Sedative medications include: alprazolam (Xanax); clonazepam (Klonopin); diazepam 
(Valium); lorazepam (Ativan).  (This is not a comprehensive list of all available products.)

This information is provided for educational purposes only.  It is not intended to deter you from 
seeking treatment or take the place of the clinical judgement of your treating provider.  It is also 
not intended to establish a legal or medical standard of care.                                         
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UB|MD EMERGENCY MEDICINE RX TRENDS 

Source: Erie County Medical Center 
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UB|MD EMERGENCY MEDICINE RX TRENDS 

Source: Kaleida Health 
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• Reduce	
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prescribing	

MAT	
• Provide	
access	to	
MAT	in	the	
ED	

Referrals	
• Provide	
rapid	
referral	



BUPRENORPHINE: MECHANISM 





MAJOR FEATURES OF METHADONE 
Full Agonist at mu receptor 

Long acting 

§  Half-life ~ 15-60 Hours 

Weak affinity for mu receptor 

§  Can be displaced by partial agonists (e,g. 
burprenorphine) and antagonists (e.g.naloxone, 
naltrexone), which can both precipitate 
withdrawal 

Monitoring 

§  Significant respiratory suppression and 
potential respiratory arrest in overdose 

§  QT prolongation 

CSAT, 2005 
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MAJOR FEATURES OF BUPRENORPHINE 
Partial agonist at mu receptor 
§  Comparatively minimal respiratory 

suppression and no respiratory arrest when 
used as prescribed 

Long acting 

§  Half-life ~ 24-36 Hours 

High affinity for mu receptor 

§  Blocks other opioids 

§  Displaces other opioids 

•  Can precipitate withdrawal 

Slow dissociation from mu receptor 

§  Stays on receptor for a long time 

 

SAMHSA, 2018 
Orman & Keating, 2009 
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MAJOR FEATURES OF NALTREXONE 
Full Antagonist at mu receptor 

§  Competitive binding at mu receptor 

Long acting 
§  Half-life:  

•  Oral  ~ 4 Hours 

•  IM ~ 5-10 days 

High affinity for mu receptor 

§  Blocks other opioids 

§  Displaces other opioids 

•  Can precipitate withdrawal 
Formulations 

§  Tablets: Revia®: FDA approved in 1984 

§  Extended-Release intramuscular injection: 
Vivitrol®: FDA approved in 2010 

SAMHSA, 2018 
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BUPRENORPHINE IN THE ED  



BUPRENORPHINE IN THE ED – CAN IT BE DONE? 

• LIMITED EVIDENCE BASED CLINICAL TRIALS  

• GROWING BODY OF EXPERIENCE FROM PROGRAMS ACROSS THE 
COUNTRY  

MAT	



Summary - D’Onofrio et al. screened all adult patients presenting to their ED for opioid 
dependence and randomized them to either buprenorphine treatment, brief intervention and 
referral, or referral only. The rate of engagement in addiction treatment was 78%, 45%, 
and 37% at 30 days for each group respectively.  

1)  ***** They had staff available to complete an approximate 15 minute screen to identify patients with opioid 
dependence and then complete a brief intervention that lasted an average of 10.6 minutes. 

2)  *****All of their ED providers have completed training for and are licensed to provide buprenorphine. 

3)   ***** In addition, they have a hospital based primary care center with physicians who are also all licensed to 
prescribe buprenorphine to whom they could refer patients for immediate follow up from the ED within 72 
hours 



DEFINED SYSTEMS AT IVORY TOWER INSTITUTIONS 

• NOT PRACTICAL FOR MOST PARTS OF THE COUNTRY 

• NEED FOR COMMUNITY/REGIONAL PROGRAM 

• VARIABILITY ACROSS ED PROVIDERS 

• VARYING CLINIC PHILOSOPHIES  

• GEOGRAPHIC CHALLENGES 

MAT	



STANDARDIZED HOSPITAL PROTOCOL 

• PROCESS/PROTOCOL - SCREENING: 
• NO ABSOLUTE CONTRAINDICATIONS  

• PATIENT AGREES 

•  ISTOP QUERY 

• OPIOID WITHDRAWAL à BUPE IN ED – RX  

• NOT IN OPIOID WITHDRAWAL à NO BUPE IN THE ED RX 

• POST OVERDOSE/OTHER MEDICAL ISSUES 

MAT	



STANDARDIZED HOSPITAL PROTOCOL 

•  REFERRAL PROCESS 
•  PROVIDE PATIENT WITH THE OPIATE DEPENDENCE SCREENING FORM (WITH CLINIC 

LOCATIONS) 

•  INSTRUCT THE PATIENT TO COMPLETE THE FORM 

•  HAVE PATIENT CHOOSE THEIR TOP TWO CLINIC CHOICES 

•  APPOINTMENT MADE PRIOR TO LEAVING THROUGH CENTRALIZED SCHEDULER 

•  PATIENTS DO NOT HAVE TO RECEIVE A RX TO BE REFERRED 

 

MAT	



 
 

Referral	

Home induction instructions 







FAQ 
• Q: WHERE DO I START ? 

• A:   1. MAKE BUPRENORPHINE AVAILABLE IN THE ED  

 2. DETERMINE IF WAIVER FOR ED PROVIDERS IS NECESSARY  

 3. ESTABLISH RELATIONSHIP WITH CLINICS FOR FOLLOW UP 

  A. INTERNAL VS EXTERNAL  

 4. ANTICIPATE PUSH BACK, PROBLEMS, ETC 

 5. NALOXONE KITS SHOULD BE OFFERED IN THE ED 



FAQ 

• Q: HOW TO BRING CLINICS TOGETHER? 

• A:  

•  LEVEL THE PLAYING FIELD 

•  COMMON SET OF “VALUES”  

•  ADDRESS CHALLENGES UP FRONT  

•  UNINSURED 

•  FIRED PATIENTS  

•  POLYSUBSTANCE ABUSERS  



HOW IT STARTED 



REGIONAL TREATMENT NETWORK 

Referral	



REGIONAL TREATMENT NETWORK 
Referral	





PARTICIPATING HOSPITALS & CLINICS 



PARTICIPATING (AND FUTURE) HOSPITALS & CLINICS 



WE ARE LEARNING FROM 
PATIENT FOLLOW UPS! 

 

 



MEDICATION VOUCHERS 

• PAWNY MANAGING FUNDS & REIMBURSES PHARMACIES  

• >30 PARTICIPATING PHARMACIES IN NETWORK 

• ELECTRONIC SERIAL NUMBERS AND TRACKING THROUGH 
REFERRAL LINE 



PARTICIPATING PHARMACIES 



PARTICIPATING PHARMACIES 



https://uatcommerce.health.state.ny.us/auth-matters/ 







IS THIS WORKING? 







PRELIMINARY DATA 

• TRACKING REFERRALS SINCE LATE SPRING, 2018 
• ~100 PATIENTS WERE MADE APPOINTMENTS 

• TRACKING AT INITIAL, 30, 60, 90, AND 180 
DAYS 
• SEVERAL STILL ENGAGED AND STILL IN 
TREATMENT AT 90 AND 190 DAYS  



 

 



 

 



 

 







WIDESPREAD INFLUENCE 



 
 

WWW.MATTERSNETWORK.ORG 
@MATTERS_NETWORK 

 
 

@JLYNCHDO @DOCCLEMENCY 


