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Confusing Terms
• Addiction
• Dependence/Dependency/Substance Dependence
• Use 
• Misuse
• Abuse
• Risky/At-risk Use
• Problematic Use
• Non-medical Use
• Non-prescribed Use
• Illicit Use
• Illicit Use of a Licit Substance
• Healthy Experimentation
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ORP Training of Trainers

>74,000 total fatalities







ORP Training of Trainers

2,282 total fatalities





NATIONAL RATE OF OPIOID-RELATED INPATIENT STAYS 
AND EMERGENCY DEPARTMENT VISITS, 2005-2014



RATE OF OPIOID-RELATED INPATIENT 
STAYS BY STATE, 2014

RATE OF OPIOID-RELATED EMERGENCY 
DEPARTMENT VISITS BY STATE, 2014



PEOPLE CAN CHANGE
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ADDICTION
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Maintenance Medications For 
OUD

• FDA Approved

– Methadone (Methadose; Dolophine) 

– Buprenorphine(Suboxone; Suboxone Film; Subutex;  

Bunavail; Zubsolv; Sublocade)

– Naltrexone (Trexan; Vivitrol) 

• Experimental/Not Approved

– Ibogaine

– Heroin

– Hydromorphone



“I received a note from her when she had 
used this.  She was much encouraged and 
had ordered two pounds more… I saw her 
recently when she assured me that she had 
no desire for morphine.”

Dr. W.H. Bentley

Detroit Therapeutic Gazette, 1880
(about a woman for whom he 

had prescribed one pound of 
cocaine 

for morphine addiction)



1904





Opioids and the Law
• Harrison Narcotics Act (1914)
• Comprehensive Drug Abuse Prevention & 

Control Act of 1970 (Controlled Substances Act) 
(1970) 

• Narcotic Addict Treatment Act (1974)
• Drug Addiction Treatment Act of 2000 

(DATA 2000)
• Comprehensive Addiction & Recovery Act 

(CARA)(2016)



The Harrison Narcotics Act (1914)



“The shallow pretense that drug 
addiction is “a disease” which the 
specialist must be allowed to “treat,” 
which pretended treatment consists 
of supplying victims with the drug 
has caused their physical and moral 
debauchery…”

American Medical Association
Report of the Committee on the 
Narcotic Drug Situation, 1920







Comprehensive Drug Abuse 
Prevention and Control Act of 1970

• “Controlled Substances Act”
• Effectively replaced all previous laws dealing with 

“narcotic”/dangerous drugs
• Established a commission on marijuana and substance 

use disorders.
• Divided drugs into 5 “schedules”



Comprehensive Drug Abuse 
Prevention and Control Act of 1970
• Generally, there are 2 requirements that a practitioner must 

meet if they wish to “administer  or dispense  directly … a 
narcotic drug listed in any schedule to a narcotic dependent 
person for the purpose of maintenance  or detoxification 
treatment . .” 
1.  Practitioner must be separately registered with the DEA as 
a narcotic treatment program.  
2.  Practitioner must be in compliance with DEA regulations, 
including those for treatment qualifications, security, records, 
and unsupervised use of the drugs
– 2 exceptions



Relief of Acute Withdrawal Exception

• The “3-day rule” provides an exception to the CSA. 
• Title 21 C.F.R.§ 1306.07
• allows a physician to “administer (but not prescribe) 

narcotic drugs to a person for the purpose of relieving 
acute withdrawal symptoms when necessary while 
arrangements are being made for referral for treatment.  
However, the prescriber may not administer more than one 
day’s medication at one time and such treatment may not 
last for more than 3 days; no renewals or extensions of that 
period are permitted.”

• Applies in out-patient and Emergency Department settings



Incidental Adjunct Exception
• The “adjunct rule” provides an exception to the CSA. 
• Title 21 C.F.R.§ 1306.07
• allows “a physician or authorized hospital staff to 

administer or dispense narcotic drugs in a hospital to 
maintain or detoxify a person as an incidental adjunct to 
medical or surgical treatment of conditions other than 
addiction, or to administer or dispense narcotic drugs to 
persons with intractable pain in which no relief or cure is 
possible or none has been found after reasonable efforts.”

• Unclear if this applies in the Emergency Department setting
• Generally does not apply in sub-acute hospital setting



Narcotic Addict Treatment Act (1974)
• Primarily spells out requirements for methadone programs

• Added a provision for “Use of narcotic drugs in hospitals”:

– “For hospitalized patients, the use of a narcotic drug for 
narcotic addict treatment may be administered or 
dispensed only for detoxification treatment....This does not 
preclude the maintenance treatment of a patient who is 
hospitalized for treatment of medical conditions other 
than addiction and who requires temporary maintenance 
treatment during critical period of his or her stay or whose 
enrollment in a program which has approval for 
maintenance treatment using narcotic drugs has been 
verified.” 



Narcotic Addict Treatment Act (1974)

• Any hospital which already has received approval 
under this paragraph may serve as a temporary 
narcotic treatment program when an approved 
treatment program has been terminated and 
there is no other facility immediately available in 
the area to provide narcotic drug treatment for 
the patients. 



Drug Abuse Treatment Act Of 2000
Section 3502 of The Children’s Health Act of 2000

Schedule III, IV, and V medications* (Buprenorphine) 

approved for detoxification and maintenance

Allows:                                                          

physicians to prescribe (in office-based setting)   &                                                                  

pharmacists to dispense “narcotics”, specifically 

buprenorphine, to treat opioid addiction

*does not apply to methadone or other opioids that are Schedule II



Comprehensive Addiction &                     
Recovery Act (CARA) 2016

Allows:                                                          

Nurse practitioners and physicians assistants to prescribe 

buprenorphine (requires extra training)

Allows certified addiction specialists to treat 275 patients 

at a time (with extra reporting requirements)
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Partial Agonist Activity Levels
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Opioid Use Disorder 
Management Applied Across 

Different Hospital Settings



Med/Surg Hospitalization
• Identifying patients with opioid use disorder can be an initial barrier 

to care. 
• Identifying withdrawal

– Clinical Opioid Withdrawal Scale, the Subjective Opioid Withdrawal 
Scale and the Objective Opioid Withdrawal Scale.

• Choosing how to treat withdrawal should consider
– The patient’s preference for MAT
– Potential adverse effects ( QTc prolongation; drug-drug interaction)
– Availability for follow-up

• Initiation of opioid agonist therapy during an acute hospital 
admission reduces AMA discharges and increases chances of 
transition to long-term outpatient addiction treatment. 





Hospital Buprenorphine Induction

• 220 patients enrolled

• 38% remained in treatment for 1 month, 17% for 
> 3 months

• During the year following enrollment compared to 
the year prior to enrollment:

• ED visits decreased by 23%

• Hospitalizations decreased by 45%



Med/Surg Hospitalization
• Pain Management
• If the patient’s future plans include buprenorphine

– Short acting opioids alone
– Buprenorphine +/- short acting (given buprenorphine's 

high affinity it mostly blocks other opioids)
– Split Buprenorphine to TID

• If patient’s future plans include methadone 
maintenance
– Initiate methadone (or cont if already on) +/- additional 

short-acting opioids titrated to pain. 
– Split the patient’s daily methadone dose into TID



Buprenorphine & Pain
• In-patient

– the CSA exception allows any opioid to be used.

• Out-patient
– The formulations FDA approved for treatment of 

OUD can be used off label for the management of 
pain.

– The formulations FDA approved for treatment of 
pain can not be used to treat OUD (per DATA 
2000)



Vignette #1 
• CJ is a 28yo female with a hx of opioid use d/o, and cocaine 

use d/o who presents to the ED with chest pain, fever and 
chills. 

• She reports she “speedballs” around $100/day and has for 
past 4-5 years. In this time she has not had more than a day 
of abstinence and experiences significant withdrawal 
symptoms. She has never been on maintenance treatment. 
Her last use of heroin was minutes before coming to the 
hospital.

• She is found to have bacterial endocarditis  and is being 
admitted to the hospital for 6 weeks of IV antibiotics. She 
will likely go to a sub-acute nursing facility (SNF)



SNFs
• AKA:

– Sub-acute Nursing Facilities

– Skilled Nursing Facilities

– Long-term Care Facilities

– Nursing homes

– “rehabs” (not the SUD treatment kind)

• SNFs traditionally do not fall under the “adjunct 
exception.”
– Murky DEA status



Vignette #2  
• 54 y.o. female
• Admitted to hospital for pneumonia
• No significant Medical Hx; denies other meds
• Reports being on methadone 40mg/day for past 3 

years; receives 13 “take-homes”
• Clinic is called and confirms the dose & that patient 

received 13 “take-homes” 3 days prior
• Medical team starts patient on 40mg/day
• Following day, patient is sedated with slowed 

respirations & constricted pupils 





Psychiatric Hospitalization

• Substance use disorders are DSM identified 
disorders, however, patients do not typically 
meet criteria for inpatient psychiatry units for 
SUD alone 

– Varies by state

• Many patients have co-morbid SUD with their 
other psychiatric illnesses



Vignette #3
• BT is a 57 yo CM with hx of MDD and OUD, admitted 

to psychiatry after a suicide attempt by overdose on 
heroin/fentanyl (patient had some hypoxic brain 
injury).  

• Patient was treated with SSRIs and underwent ECT.  
He agreed to “MAT” and was started on Suboxone, 
titrated to 12mg daily. 

• Aftercare placement was very difficult. After several 
weeks, he was accepted at a recovery house program 
but they did not accept patient’s on Suboxone.  He 
underwent a Suboxone taper prior to discharge. 



NALTREXONE



Vignette #4
• RM is a 50 y.o. male with hx of Schizophrenia 

admitted for worsening psychosis.
• Also with hx of heroin use disorder; on 

methadone 100mg daily
• His Quetiapine is increased over several days 

from 300mg to 600mg qhs
• Begins to experience lightheadedness, 

palpitations and has an episode of syncope 
• QTc is found to be 610msec



Emergency Department
• SBIRT alone is not generally effective for drugs

– need a treatment approach that utilizes early 
initiation of pharmacotherapy in combination with 
psychosocial approaches. 

• ED initiated buprenorphine treatment can result 
in significantly decreased opioid use, increased 
engagement in outpatient substance abuse 
treatment, and decreased use of inpatient 
addiction services. 

• Several “Models”



Yale ED-Initiated Bup Study
• 3 Groups

– ED-initiated buprenorphine (BUP) w/ 3-day prescription and referral to   
primary care buprenorphine provider

– Brief intervention (BI) and facilitated referral to drug treatment
– Simple referral (REF) to drug treatment 

• Engagement in treatment at 30 days
– BUP Group 78%*
– BI Group 45%
– REF Group 37%

• Self-Reported Illicit Opioid Use (days per week)
– BUP Group 5.4 to 0.9*
– BI Group 5.6 to 2.4
– REF Group 5.4 to 2.3

• Urine Toxicology Negative for Opioids at 30 days
– BUP Group 58%
– BI Group 43%
– REF Group 54%

*statistically significant D’Onofrio, et al.  JAMA; 2015  313(16): 1636–
1644



ED-Initiated Buprenorphine
Baltimore City (2/17-4/18)

Buprenorphine Data 

Elements

Hospital 

1

Hospital 

2

Hospital 

3

Hospital 

4

Hospital

5

Hospital 

6

Hospital 

7

Total

Number of months 

using buprenorphine 

protocol

14 13 12 12 11 9 1

Number of candidates 

identified in ED 79 32 31 18 182 72 4 418

Number of patients 

receiving 

buprenorphine & 

referred to treatment

17 18 16 16 160 53 2 282

Number of patients 

who entered outpatient 

treatment

9 

(52.9%)

10

(55.6%)

10

(62.5%)

8

(505)

92

(57.5%)

46

(86.8%)

2

(100%)

177

(62.8%)
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