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The opioid crisis Medication
treatment gaps

ED as critical BUP-initiation in
access point the ED

 Safe & doubles
engagement in
treatment

Multiple barriers to
adoption

 QOverdose deaths

soared to 93K in Less than 1in 5
2020 (70K opioid) receive medication
>2M Americans

treatment
have OUD

« ED OUD visits still
rising

Acad Emerg Med, 2021; NY Times, 2021; SAMHSA, 2020; Drug Alcohol Depend, 2016; Ann Intern Med, 2018; JAMA, 2015; NEJM, 2018
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User-centered design to simplify the process...

From a complicated, unfamiliar practice...

ED-Initiated Buprenorphine

Diagnosis of Moderate to Severe Opioid Use Disorder

Asscss for opioid type and last use
Patients aking methadone may have

]

| reactions to buprenorphine up to 72 hours after last use
Consider consultation before starting buprenorphine in these patients

(0-7) none - mild
withdrawl

Dosing:
None in ED

Waivered provider able to
prescribe buprenorphine?

(=>8) mild - severe
withdrawl

Dosing:
4-8mg SL*

Observe for 45-60 min
No adverse reaction

/YES NO\ If initial dose 4mg SL repeat i
Unobserved :H 'P-n'. ) '(-R.c R
2 atients Receive: *
) bu?:enurphme RFfensl for !-Bn'cf NS
S | (e |-Overdose Education Waivered provider able to prescribe
for ongoing treatment +-Naloxone Distribution » buprenorphine?
emcramcrmmts s -
R YES NO,
*Clinical Opioid Withdrawal Scale (COWS) > 13 (Moderate-Severe) consider / \
starting with 8 mg buprenorphine or hupmnorphme/nslmone SL
** Patient remains in moderare withdrawal may consider adding additional 4mg .
G RE s e e L Prcsu:iption Consider return to the ED for
Warm hand-offs with specific time & date to opioid treatment providers/ 1 6ot Ansine s cachddi 2 days of 16mg dosing
programs within 24-72 hours whenever possible g s:.n.g ¥ (72-hour rule)
All patients should be educated regarding dangers of benzodiazepine and until appointment for Referral for ongoing treatment

aleohol co-use
Ancillary medication treatments with buprenorphine induction are not needed

ongoing treatment

..to a simple, automated appllcatlon

Does the patient have
Opioid Use Disorder?

B No

Is patient ready for
treatment?

@ No

How severe is patient's
withdrawal?

Optional Decision
Support

ouD TOOL

INTERVIEW TOOL

COWS TOOL

Care Pathway #1

Doas not Mest Criteria

ouD: u

Patient Ready:

-snécv #1

Care Pathway #2

Patient Ready:

COWS:

JMIR HF, 2019
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[T &1 &9 Myincomplets Chats &8 =

Reports - B User SmartSets T Tooks - 4 @snatue @ 0 &

Do you have a waiver to prescribe Buprenorphine? No

Care Pathway #3 Care Pathway #4

art 4mg BUP (2x) Start 8mg BUP

u Patient Ready: ﬂ Patient Ready: u
COWS: CcOWs:
 e— - |

SELECT #2

SELECT #3

SELECT #4
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Automated workflow, never leaving the EHR

1) In patient’s chart 2) Click the EMBED button 3) 1-click to launch 4) Automates EHR tasks
10f4 e
care pathways and/or =
[ J —— — ;m_“ ¥ mal-=——a " I

Referrals

Prescriptions

Notes

3 optional tools to = 1 Orders
1. Diagnose OUD L 2. Notes P
2. Assess withdrawal 3. Prescriptions
severity 4. Referral
3. Motivate readiness 5. Discharge instructions
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18-month pragmatic, parallel, group randomized

trial

18 EDs in § healthcare systems

Allocation: 1:1 ratio to intervention & usual care

arms with stratified covariate constrained
randomization

Intervention Group: 9 Emergency Departments

Control Group: 9 Emergency Departments

Ongoing Data Collection

>

18-month trial

>

Nov 2019

May 2021

nE

Participants: adult ED OUD patients meeting
predetermined EHR phenotype & attending
emergency physicians caring for them

Control visits with attendings who practiced at
both intervention & control sites excluded

Intervention: CDS to support diagnosis &
withdrawal assessment, motivate readiness &
automate orders, notes, Rx, AVS, referral

Outcomes: primary, initiation of BUP in ED;
secondary, RE-AIM implementation outcome
framework

Protocol. Trial Registration EHR Phenotype.
BMJ Open, 2019 NCT03658642 JMIR Med Inform, 2019
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1,413,693 ED visits (775,873 intervention, 637,820 control) assessed for eligibility

5,047 OUD patients (2,787 intervention, 2,260 controls); 599 attendings (340 intervention, 259 control)
No difference in physician age or gender

37/340 intervention attendings initiated BUP 46 times after launching EMBED

Intervention Control Effect size Effect size
N (%) N (%) OR (95% Cl)  P-value OR (95% Cl) ~ P-value

Patients with BUP initiated* 233 (8.4) 103(8.5) 1.23(0.57,2.68) 059  1.17(0.64, 2.14)  0.60
Sillg L Elie 1 v 135(39.7)  78(30.1) 153(1.08,215) 002  1.86(1.15 3.00)  0.01
initiated BUP ' ' 23 (1.0, 2. ' 86 (115, 3. '
Attendings who obtained X-
B e 50 (14.7) 30 (11.6)  1.33(0.80,2.20) 028  1.31(0.69,2.48)  0.42
Physician rate of BUP RR: 1.21 (0.93,
initiation per 100 OUD 9.2(7.7,10.8) 7.6 (6.2, 9.2) 0.15 1.14(0.90,1.44)  0.29

patients 157
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Temporal Trends

Cumulative proportion of physicians

Visits for OUD

o COVID19 lockdowns o
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Study month

Take home points

» Higher proportion of
intervention physicians
waivered and who
adopted practice of ED
initiation of BUP

» Waivered proportion
increased at same rate
across study arms

» Adoption of of ED initiation
of BUP grew faster in
intervention arm, diverging
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Adoption of ED-initiation of BUP

» Patient level: no change, limitations of data collection (e.g., methadone not in EHR)
» Physician level: EMBED intervention increased adoption

» Unobservable innovations may fail to diffuse or diffuse slowly. To accelerate adoption of
this life-saving practice, we must:

» Embrace treating addiction as part of routine emergency care

» Implement user-centered CDS with automated EHR workflows to facilitate adoption of this
C0mp|eX, Unfamlhar praCtICG Parameters of a typical diffusion study

Discontinuance of an innovation
)
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adopt at this time ‘s
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-% Most innovations
] fail to diffuse
& :
Early Late a
Innovators majority majority Laggards
25% 34.0% 34.0% 16.0%
Mean-25D  Mean-15D Mean Mean +1 5D

Time

Percentages Acad Emerg Med, 2021; Health Affairs, 2018




@ 21 Thank you to the EMBED Team
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