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Don’t believe the hype

Emergency Departments

are a beautiful triumph
of democracy




Integrated systems of care should be standard
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First ER buprenorphine study

Randomised trial comparing buprenorphine and
diamorphine for chest pain in suspected myocardial

infarction
M J HAYES, A R FRASER, ] R HAMPTON

British Medical Journal, 1979, 2, 300-302 Buprenorphine (Temgesic, Reckitt & Colman) is a synthetic

compound derived from thebaine, which has been found




“Smokes 2 grams fentanyl daily”

-&. ¥ ”‘. : ' . ] ] .
| ¢ Restrained driver in high speed
¥ rollover motor vehicle crash

¢ 3 broken ribs and a pulmonary
contusion

¢ Last use of fentanyl 8 hours ago

¢ Last use of methamphetamine 4
hours ago

)
Dg"\b 5, Caulfield, Mackenzie Duncan Gregory, et al. "Transitioning a patient from injectable opioid agonist therapy to sublingual buprenorphine/naloxone for the treatment of opioid use disorder using a microdosing approach." BMJ
Case Reports CP 13.3 (2020): e233715.

%,

Ay ~ I
Asath



Step 1: Dose opioids appropriately

Oral Morphine Equivalents

o 4,500

Buprenorphine

o 400mg IV hydromorphone

=2

Bup‘r:annrphina

Buplrannrphina
40

Opioids after surgery  Opioids in heavy street use

£ = 3 Caulfield, Mackenzie Duncan Gregory, et al. "Transitioning a patient from injectable opioid agonist therapy to sublingual buprenorphine/naloxone for the treatment of opioid use disorder using a microdosing approach." BMJ
iﬁ) s Case Reports CP 13.3 (2020): e233715.
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Opioid induced pain=withdrawal

Kappa opioid Mu opioid _
Dorphin - Receptor receptor ( .
Hr H /g&“’{f =
= Microglia -
Felease :’ Activetion <
'-_'-:'.'5 "'}!\.
‘I|II|IH.\.'\. '\'\-.!| }" -HE}'IF "‘l

Homeostatic
pain balance

Meuroexcitatory & e N
inflammatory ‘_-:} = _--"u’
cytokines

u opioid + GABA

Hyperalgesia Analgesia

Pain .
! Analgesia
A.nxlet:f Relaxation
Distress

Relief




Azar et al. Addiction Science & Clinical Practice {2022) 17:22 Addlct][jﬂ SC|er'|(:e &

https://doiorg/10.1186/513722-022-00305-6 L8 -
Clinical Practice IF YOU RECEIVED THIS FACSIMILE IN ERROR, PLEASE CALL 604-875-4077 IMMEDIATELY

Vancouver /7",
CoastalHealth

VA:VGH/UBCH !/ GFS
VC: BP / Purdy / GPC

Case report: acute care management
COMPLETE OR REVIEW ALLERGY STATUS PRIOR TO WRITING ORDERS

of severe opioid withdrawal with IV fentanyl High-dose fentanyl Orders
For Withdrawal Management of Patients with Opioid Use Disorder - VGH

{items with check boxes must be selected to be ordered) (Page 1 of 2)

= A 1,23 1,2 -
Pouya Azar'?', Jean N.Westenberg'2©, Martha J. Ignaszewski ', James 5. H. Wong ', George lsac”,
Mickie Mathew'?* and R. Michael Krausz?

200mcg IV fentanyl every 10 minutes till comfortable

fentanyl 50 mcg/mL INJ
Dose: 1,500 - g 000 mecg iv

every one hour PRN

Maintenance phase

Hold if POSS score is 3 or higher and
notify MD. (2500mcg/50 mL s;ze?ngh alert
Max. total number of PRN fentanyl doses
in 24 hours = . See Dr's orders

naloxone 0.4 mg/mL INJT
Dose: 0.1 mg = 0.25 mL iv
every 2 mlnutes PR_N




¢ Experience of pain is complex
¢ Expression of pain is complex

¢ Using multiple medication classes
and non-pharmacologic interventions
is standard

¢ Treatment of pain and opioid
withdrawal is the same
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Cortex
Affective coloring of

the pain expearience,

) anxiety, delirium,
/ addiction, PTSD,
. chronic pain states

Hypothalamic
hormone release

Neuroendocrine
systemic
catabolic and
inflammatory

Ascending
spinothalamic tract

_~—Dorsal horn

response : —
o ¥ ~.~. ~—Dorsal root

\q"gliun
Metabolic Y
stress response \I

Peripheral nerve

= Epineurium
Outermost layer; easily
permeable connective

I tissue, adiposa, and
;,f nutrient vessels
/ Nerve fascicle

/

Perineurivm ——m—m—m—m—movov—_ ¢
Tightly joined concentric layer of
squamous epithelial cells that form the
nerve fascicle. Primary diffusion barrier
to local anesthetics

Endoneurium

Delicate permeable connective tissue .
p Afferant P

pain signal = ~~
/:";"Tﬁm idromic

Imjury —————————————
Arach!d-:-niu acid cascade activation iy transmission
Cytokine release ) o~

Spreading secondary
hyperalgesia

Afferent nociceptor
Moxious stimuli activate

Analgesics by site of action

Opioids

NSAIDs

Ketamine (NMDA antagonist)
TCAs

Gabapentinoids
Benzodiazepines

inal

Opioids

MNeuraxial local anesthetics
(epidural or spinal)
Ketamine

Alpha-agonist (clonidine)

ggg:gﬂmg modulation)
TCA, opicid, alpha-agonists

Peripheral nerve (transmission)
Nerve Block with local anasthetic
Ketamine
Alpha-agonist (cloniding)

TCAs
Opioids

Local anesthetic infiltration
Opioids

NSAIDs

Corticosteroid

Cooling, immaobilization, elevation

afferant terminal nerve endings
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We are committed to using the most effective

and safest possible drugs to treat your pain
(This is how we do it)

Chance that the drug may harm you

We ﬂftﬂ: ﬂﬂ'tﬂ'ﬂ Still uncomfortable? Still uncomfortable?
safest & mos We may use these drugs We may use these drugs
effective options - ! e
|buprofen Lidocaine
Position your injury in Ketamine
comfort
Kelorolac -
Ice, elevate, apply a D o
splint _
Gabapentin
il Clonidine Sl s
Acetaminophen MNerve block
or injection Dexamethasona

)4s'A\‘\



How to use ketamine

2
el

gl NDC ’ ) 7?. (';"’ %

¢ Total of 0.5 mg / kg is a good target for lasting effects
# 40mg IV over an hour "
¢ 20mg IV over 15-20 x 2

'. / r f
X 1411 £ 3161 STREET, DAKLAND £
\\ —
(14572538
R 200143
SANTIAGO VASQUEZ, OSCAI 8 =

KETAMINE
| (KETALAR)

The slower the infusion the lower the risk of fear and
confusion. s
s FOR ED USE

NFUSE OVER 2 HRS TOF
lRATE NOT TO EXCEED 6 lFT RATE
MCG/KG/MIN. CALLM

EXCEEDED. -
“WELLSOFT ORDER

Motivational interviewing promotes placebo and
enjoyment
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Nerve Block for Rib Fracture )
- S Regional
'S
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Anesthesia

¢ Hip and Femoral
fractures

¢ Rib Fractures

¢ Shoulder
dislocation

anterior

¢ Many others
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Opioid
Assisted Bup
Induction

¢ Opioids continued
and even increased

¢ Bup ramp over 2-5
days

¢ Beginat<1mgSL

Acute Pain
(Use CA
Bridge Guide)

-~~~ baseline
I.I\‘M ME il 0 p i o i d
" need

..Day1l

Multimodal
analgesia

Hospital

opioid
analgesics

..Day2

Multimodal
analgesia

Hospital

opioid
analgesics

Bup

How about starting BUP?

..Day 3 _ Discharge

Multimodal
analgesia

| Hospital

opioid

‘analgesics

Hospital stay

v

AGONIST: morphine ER 60mg Q 6 ATC; Hydromorphone 8mg PO PRN
BUP: Day 1 0.5mg SL Q 3H Day 2 1mg Q 3H Day 3 Sublocade

Multimodal
analgesia




Feeling
Smoking fent ~ 8ood

MME _
Opioid Withdrawal

balance

P
|

Abstinence and wash out

Tolerance
recovery of MOR sensitivity

block residual
fentanyl BUT not
enough to restore
balance




Sickle Cell
Crisis on Bup

¢ SSD
€ Heroin use
¢ On Bup

24mg/day x 6
months

¢ Presents with
typical back and

leg pain
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Acute Pain Management in Patients on

Buprenorphine (Bup) Treatment for Opioid Use Disorder
Emergency Department / Critical Care

cnn.ﬁ"ue “ﬂim.m B“P Anxiety, fear, depression are comman: |
Divide dose q4-8hrs
{e.g 4mg Bup SL QID)

Ondansetron
Trazsdone
Melatanin 3
Lorazepam
sychotics pm |
ne replacement pm

Acatmm
Toundat)

0id depenent patents, the cal
pregabalin redu SlOPETalive pain and
Gabapertin Omg PO TID,

Option 1 Fentanyl
High affin
fusll agponist

Hydromorphone

) Increase SL Bup
Option 2

Aot Bup
Start IV Bup

{

maintenance dose Bup




Journal of Pain Research Dove

Moving Toward a Multimodal Analgesic Regimen
for Acute Sickle Cell Pain with Non-Opioid
Analgesic Adjuncts: A Narrative Review

Martha O Kenney ', Wally R Smith?

PRODROMAL _ INITIAL ESTABLISHED _ RESOLVING
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CATEGORICAL PAIN SCALE

CRISIS DAY



ANESTHESIOLOGY Maintained on 16mg / day Bup

Analgesic Effects of

Hydromorphone versus At trough (17hrs) since last dose
Buprenorphine in

ﬁ,ﬁgﬁ;ﬁ;&m"e—mm‘ai"w 16-32 IV Bup or hydromorphone needed for

o, P . S, MO strong analgesic response

Cold Pressor Threshold Cold Pressor Tolerance

140

1w Hydromorphone a1
== Buprenorphine

1 3 Placebo
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Final Takeaways/Summary

¢ Emergency Department treatment of pain and oud is a fantastic
opportunity to help patients with OUD

¢ Buprenorphine can be initiated or continued in nearly all cases

¢ Exotic treatments like IV ketamine are common and easily
administered in the ED

¢ ER clinicians love supportive partners!
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