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1. Introduction

OAT in the ED is an underutilized but evidence-supported approach.

Increasingly a standard and growing practice in Eds in Canada and North America, if not
Buite yet in MB

Addiction is life-threatening, and the ED may be among the best (sometimes only)
opportunity for intervention.

2. Objectives

ukhwn e

Define OAT — goals, benefits, therapies.

Focus on Buprenorphine/Naloxone — pharmacology, induction methods.

Review rationale and evidence for ED-initiated buprenorphine.

Address barriers and hesitations to ED OAT starts.

Argue that Addictions Medicine is a core EM competency and OAT initiation is safe,
feasible, and essential.

Epidemiology of Opioid Use Disorder (OUD)

Dramatic increase in opioid-related deaths and ED visits (2016—2024).

National deaths: 2019 - 3,742; 2024 - 7,146.

ED visits: 2019 — 18,302; 2024 - 24,587.

MB mortality rate (2024): 24.8/100,000 (higher than national avg. 17.3/100,000).
20-39 year olds disproportionately affected; in 2021, ~29% of deaths in this age group
were opioid-related.

Risk after non-fatal OD: 5% mortality at 12 months; 22% of those deaths occur within 2
days.



4. Principles of OUD Treatment

Harm reduction — familiar in ED practice.

Detox - alone w/out OAT incorporated is discouraged — increases relapse/OD risk.
Psychosocial supports crucial.

Medical pillar = OAT — reduces unsafe supply use, OD, and mortality.

Main therapies:

Buprenorphine/Naloxone (Suboxone)
Methadone

Slow-Release Oral Morphine (Kadian
Injectable OAT (HM, DAM)

Buprenorphine/Naloxone: Key Pharmacology

Partial agonist at mu receptor; high binding affinity, outcompetes other opioids and
naloxone.

Includes naloxone (deterrent for injection/snorting).

Rapid onset (1-4 hrs), duration is dose dependent.

Ceiling effect on respiratory depression, sedation (but not analgesia) = safer than full
agonists.

6. Induction Approaches

Traditional induction: abstinence required, slow titration = impractical in ED.
Micro/low-dose induction: gentler, outpatient use - also not ED-friendly.
Macro-dosing (ED-appropriate):

o High initial doses - rapid relief, safe due to ceiling effect.

o Effective for withdrawal (incl. post-naloxone OD).

o Symptom control & transition to maintenance within 3—6 hrs.

7. Evidence for ED-Initiated Buprenorphine

High-dose is safe - with rapid symptom relief, improved treatment retention



e Macro-dosing = extended receptor blockade reduces cravings/reinforcement of
unregulated opioid use, protective effects in high-risk immediate post OD period.
¢ XR/Depo formulations (increasingly used):
o Improves retention vs SL buprenorphine.
o Provides extended protection against cravings and OD.
o Rapid induction to XR using moderate-high dose SL feasible, even in ED setting
e Studies show higher treatment engagement, reduced OD, better retention when ED-
initiated, as well as good uptake on part of ED providers when given structured OAT
initiation protocol.

8. Barriers to Implementation

¢ Provider-related: lack of comfort, training, stigma, belief that ED isn’t the right setting.

e Institutional: prescribing restrictions, lack of protocols/support, inertia of practice
norms.

o External: unreliable follow-up pathways, referral gaps.

9. Key Takeaways

¢ Untreated Addiction is life-threatening; ED visits may be a rare chance to intervene.

e Buprenorphine can be life-saving; consideration of OAT initiation should be a standard
of care in EDs for patients in opioid withdrawal or post-naloxone reversal.

e Macro-dosed and XR buprenorphine: safe, effective, feasible in the ED.

o Addictions Medicine is Emergency Medicine; it should be viewed as a core competency
of EM, and our training should reflect that.
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