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Abstract
Background Safer opioid prescribing remains a crucial issue for emergency physicians. Policy statements and guidelines 
recommend deliberate risk assessment for likelihood of current or future opioid use disorder prior to prescribing opioids. 
However, the practice patterns of emergency physicians remain underreported.
Methods We surveyed emergency physicians across Canada about their local opioid prescribing policies, their practice pat-
terns of risk assessment prior to prescribing opioids, and which clinical risk factors they find most important.
Results The response rate was 20.4% (n = 312/1532). 59.8% of respondents report usually or always assessing for risk. Phy-
sicians rely on gestalt (80.3%), targeted histories based on risk factors in the literature (55.6%) or their experience (57.6%), 
and reviewing medical (83.1%) and medication records (75.6%). Contacting primary prescribers is uncommon (16.3%). A 
minority routinely use opioid prescribing risk assessment tools (6.4%), have local opioid prescribing policies (27%), or make 
use of electronic medical record functions to assist risk stratifying (2.4%).
Conclusion Many Canadian emergency physicians make risk assessments based on gestalt rather than identifying literature-
based risk factors. This conflicts with guidelines calling for routine comprehensive assessment. Further efforts should be 
directed towards education in optimizing risk assessment; and towards system-level initiatives such as clear local prescribing 
policies, electronic-systems functionality, and developing assessment tools for use in the ED.
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Résumé
Contexte La prescription sûre d’opioïdes reste un enjeu essentiel pour les médecins d’urgence. Avant de prescrire des 
opioïdes, les énoncés de politique et les lignes directrices recommandent une évaluation des risques bien réfléchie pour la 
probabilité d’un abus d’opiacé actuel ou éventuel. Cependant, les modalités de pratique des médecins urgentistes font l’objet 
d’une documentation et d’une information insuffisante.
Méthodes Nous avons mené une enquête auprès des médecins urgentistes partout au Canada au sujet de leurs politiques 
locales de prescription des opioïdes, de leurs modalités de pratique d’évaluation des risques avant de prescrire des opioïdes, 
et des facteurs de risque cliniques qu’ils jugent les plus importants.
Résultats Le taux de réponse était de 20.4% (n = 312/1532). 59.8% des répondants déclarent évaluer habituellement ou 
toujours le risque. Les médecins dépendent du gestalt (80.3%), des antécédents ciblés basés sur des facteurs de risque de 
la littérature (55.6%) ou de leur expérience (57.6%) et d’une examination des dossiers médicaux (83.1%) et des dossiers 

Supplementary Information The online version contains 
supplementary material available at https ://doi.org/10.1007/s4367 
8-020-00066 -8.

 * Ian G. Stiell 
 istiell@ohri.ca

1 Department of Emergency Medicine, University of Ottawa, 
Ottawa, ON, Canada

2 Clinical Epidemiology Program, F6, Ottawa Hospital 
Research Institute, 1053 Carling Ave, Box 685, Ottawa, 
ON K1Y 4E9, Canada

3 Department of Critical Care Medicine, Queensway-Carleton 
Hospital, Ottawa, ON, Canada

http://crossmark.crossref.org/dialog/?doi=10.1007/s43678-020-00066-8&domain=pdf
https://doi.org/10.1007/s43678-020-00066-8
https://doi.org/10.1007/s43678-020-00066-8


352 Canadian Journal of Emergency Medicine (2021) 23:351–355

Vol.:(0123456789)1 3

pharmaceutiques (75.6%). Il est rare de contacter les principaux prescripteurs (16.3%). Une minorité utilise régulièrement 
des outils d’évaluation des risques liés à la prescription des opioïdes (6.4%), dispose de politiques locales de prescription 
d’opiacés (27%) ou utilise les fonctions de dossier médical électronique pour aider à la stratification des risques (2.4%).
Conclusion De nombreux médecins urgentistes canadiens évaluent les risques en se basant sur la gestalt plutôt que sur 
l’identification des facteurs de risque documentés. Cela est en contradiction avec les directives exigeant une évaluation 
complète de routine. Des efforts supplémentaires devraient être dirigés vers l’éducation pour optimiser l’évaluation des 
risques; et vers des initiatives au niveau du système telles que des politiques de prescription locales claires, la fonctionnalité 
des systèmes électroniques et l’élaboration d’outils d’évaluation à utiliser aux urgences.

Clinician’s capsule 

What is known about this topic?
Safer opioid prescribing remains a crucial issue. 
Comprehensive assessment for risk of opioid use 
disorder is recommended by guidelines.

What did this study ask?
We asked emergency physicians about their risk 
assessment practices prior to prescribing opioids.

What did this study find?
Many emergency physicians are not deliberate in 
making risk assessments. We identified several tar-
gets for improvement.

Why does this study matter to clinicians?
System-level initiatives and better physician educa-
tion could enable safer opioid prescribing to reduce 
iatrogenic opioid use disorder or overdose.

Introduction

Morbidity and mortality from prescription opioid use has 
increased with increased opioid prescribing [1]. Multiple 
studies have demonstrated opioid prescriptions from the 
emergency department (ED) may contribute by increasing 
risk of opioid use disorder [2–4]. Prescribing guidelines 
have primarily focused on chronic non-cancer pain and only 
recently addressed the acute care setting [5–11]. National 
guidelines call for comprehensive assessment prior to pre-
scribing opioids but vary widely in describing what this 
entails [5, 6, 11]. Uptake is variable and physicians may put 
more value in local guidelines [12].

Unfortunately, physician impression of patient risk for 
opioid use disorder is often inaccurate [13, 14]. Several risk 
assessment tools have been developed for use in chronic 
non-cancer pain [14, 15], but have only recently been stud-
ied in ED populations, with mixed results [16–18]. They 
are recommended by several guidelines and a Canadian 

Association of Emergency Physicians (CAEP) position 
statement [9, 11, 19], whereas some guidelines find the evi-
dence insufficient [5].

It is unclear whether emergency physicians are explicitly 
identifying literature-based risk factors, using published 
assessment tools, relying on gestalt, or perhaps not mak-
ing explicit assessments. We sought to establish the prac-
tice patterns of Canadian emergency physicians in assess-
ing risk for current or future opioid use disorder prior to 
prescribing opioids from the ED. Characterisation of these 
patterns is essential to identify targets for quality improve-
ment interventions to reduce iatrogenic opioid use disorder 
or overdose.

Methods

Study design and population

We electronically surveyed CAEP members. Practicing, non-
practicing, and resident physicians were included.

The Ottawa Health Science Network Research Ethics 
Board provided ethics approval. Funding was through the 
Ottawa Hospital Department of Emergency Medicine aca-
demic grant program.

Survey content and administration

The survey had 19 questions including multiple choice, Lik-
ert scale, and open-ended questions (Supplemental Appen-
dix 1). Participant demographics included years of prac-
tice, type of training, work setting, and prior safer opioid 
prescribing training. Physician familiarity with the Guide-
line for opioid therapy and chronic noncancer pain [6] was 
included as a surrogate for knowledge on opioid prescribing 
best practice in Canada. We asked physicians about their 
practices in risk assessment for current or future opioid use 
disorder prior to prescribing opioids from the ED. These 
were contrasted with questions from two common assess-
ment tools [14, 15]. Open-ended questions asked physicians 
what they find most important to assess.
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We completed a pilot test locally with emergency phy-
sicians known to the authors. We reviewed the results to 
iteratively improve the survey readability and format.

For the final survey mail out, we used a modified Dillman 
design [20]. The survey was emailed to physicians regis-
tered with CAEP who had agreed to receive surveys. It was 
distributed in 3 mail outs from November 2019 to January 
2020. Respondents could optionally enter to win a $200 gift 
card. The survey was self-administered using Survey Mon-
key software, with a preface including the study description. 
Consent was implied by completion. All responses were 
anonymized and pooled.

Data analysis

The study authors analyzed the data with descriptive sta-
tistics. Qualitative analysis of open-ended questions was 
through content analysis with inductive coding and catego-
rization of themes.

Results

Overall, 312 of 1532 physicians responded (response rate 
20.4%). Average completion time was about 4 min. There 
was broad variation in physician demographics and prior 
training on opioids (Supplemental Appendix 2).

Most physicians had attended lectures or rounds about 
opioids (76%). A minority had taken formal modules or 
courses (31.1%) or attended relevant conferences (20.5%). 
Lack of formal training was reported by 16.0%. Two-thirds 
(67.6%) were familiar with the Guideline for opioid therapy 

and chronic non-cancer pain [6]. Most were concerned 
about risk of opioid use disorder due to prescriptions from 
the ED (92.6%).

Most physicians reported prescribing opioids from the 
ED (97.1%). Only 27.0% reported local opioid prescribing 
policies. Only 2.4% had built-in electronic medical record 
functionality for opioid prescribing risk assessment. There 
were no significant demographic trends in the 2.9% of 
respondents who never prescribe opioids.

Physicians were asked about risk assessment prior to pre-
scribing opioids. 59.8% assess for risk “usually” or “always”, 
28.0% assess “sometimes”, and 12.2% assess “rarely” or 
“never”. Methods used by physicians are listed in Fig. 1. 
Preference was for gestalt impression (80.3%), reviewing 
prior medical records (83.1%), and reviewing medication 
history (75.6%). Just over half target risk factors documented 
in literature (55.6%) or identified by personal experience 
(57.6%). Routinely contacting a patient’s primary prescriber 
(16.3%) or using assessment tools (6.1%) is uncommon.

Reasons for not using assessment tools are listed in Sup-
plemental Appendix 3. These included lack of familiarity 
(74.4%), lack of time (46.1%), or considering the patient 
low risk by other means (32.8%). A minority felt they lack 
utility in the ED (9.6%), contain questions inappropriate for 
the ED (9.2%), or that supporting evidence is lacking (7.5%).

Several of the risk factors for opioid use disorder identi-
fied by respondents were consistent with published tools, 
but many were not (Supplemental Appendix 4). Features 
physicians find important are thematically summarized in 
Supplemental Appendix 5. The three most common themes 
were medication history, nature of the pain, and substance 
use history.

Fig. 1  Physician reported 
methods of risk assessment for 
current or future opioid use 
disorder. *Categories listed in 
“other”: Reliance on a prescrip-
tion monitoring program (5), 
Personal familiarity with the 
patient (3), shared decision-
making regarding risk (3), 
Address family/caregiver risks 
in the case of a pediatric patient 
(1)
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Discussion

Interpretation of results

This survey clarifies emergency physician risk assessment 
practices prior to prescribing opioids from the ED. Although 
guidelines recommend comprehensive assessment, physi-
cians are often not making assessments explicitly. Most 
commonly they rely on gestalt and reviewing available 
medical records. Targeted assessments based on literature- 
or experience-based risk factors were done by just over half 
of respondents. Use of published assessment tools is rare.

Strengths

We had a broad sample population from across Canada. Our 
mixed-methods approach allowed us to elucidate physician 
practice patterns with more detail, including features they 
find most valuable.

Limitations

A limitation was reliance on self-reported measures which 
may differ from actual practice. There is potential for selec-
tion bias given the response rate of 20.4%. However, the 
absolute number of 312 respondents is adequate, with a 
broad range of practice settings and experience that is likely 
representative of Canadian practice. Regional variation was 
not assessed.

Implications

Just over half of surveyed emergency physicians explicitly 
consider risk factors for opioid use disorder prior to pre-
scribing opioids. This is a significant gap.

Physician education on safer opioid prescribing remains 
an issue. Only a minority of emergency physicians have for-
mal training. Most do not use assessment tools, but this is 
due to lack of familiarity or time, rather than thinking they 
lack supporting evidence. This suggests unfamiliarity with 
the literature, rather than an evidence-informed decision. 
Risk factors for opioid use disorder in the literature are not 
entirely intuitive, nor are they anecdotally common knowl-
edge [13, 14]. We suggest a more evidence-informed and 
deliberate assessment of risk factors is necessary.

We suggest that unfamiliarity with making these compre-
hensive assessments may increase cognitive burden and cre-
ate a sense of burdened time. Electronic-system functionality 
may reduce this burden. Some electronic medical records 
can auto-populate data to aid in risk assessment, but only a 
fraction of EDs use this. Some regions have also employed 

prescription drug monitoring programs to assist physicians 
[5, 6, 9, 10].

Many physicians are more likely to follow local policy 
over national and regional guidelines, and its absence is a 
barrier to safe prescribing [12, 21]. Local prescribing poli-
cies have proven to reduce inappropriate opioid prescribing 
[10, 13, 22]. Our survey found only a minority of EDs had 
local prescribing policies. Institutional leadership in devel-
oping local policy would support physicians in practicing 
safer opioid prescribing.

Opioid prescribing risk assessment tools were originally 
designed for use in outpatient clinic settings and have been 
extrapolated to the ED. There remains need for evidence-
based tools for use in the ED.

Conclusions

Many Canadian emergency physicians make assessments 
relying on gestalt rather than explicitly identifying risk fac-
tors for current or future opioid use disorder prior to pre-
scribing opioids from the ED. Further efforts should be 
directed toward education regarding more deliberate risk 
assessments; and toward system-level initiatives such as 
clear local prescribing policies, electronic-systems func-
tionality, and developing assessment tools for use in the ED.
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