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Introduction

The COVID-19 pandemic has coincided with an alarming
increase in opioid-related deaths. In the 9 months follow-
ing the onset of the pandemic, a record 5148 deaths were
reported in Canada, representing an unprecedented 89%
increase from the same period in 2019 [1]. Harms for peo-
ple who use opioids have been exacerbated by a number
of factors, including increased toxicity of the illegal drug
market, social isolation, and decreased access to community
addiction and mental health resources [1, 2]. Emergency
departments (EDs) are a key access point for opioid-related
care and can mitigate future opioid poisoning risk by iden-
tifying and initiating treatment for individuals with opioid
use disorder, distributing take-home naloxone kits, educating
patients about safer substance use, and providing referrals
to community addiction supports [3]. On the front line of
two major public health crises, EDs must address the rise in
opioid-related morbidity and mortality while continuing to
adapt to challenges imposed by the COVID-19 pandemic.
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How have opioid-related emergency
medical service and emergency department
presentations changed?

With the onset of the pandemic, EDs rapidly shifted their
focus to preparing and caring for COVID-19 patients. Con-
currently, there was an increase in Emergency Medical Ser-
vice (EMS) utilization and ED visits related to opioid poi-
soning, while visits for other medical conditions decreased.
After stabilizing or declining in most Canadian jurisdictions
in 2019, over 8500 EMS responses for suspected opioid-
related overdoses occurred between July and September
2020—the highest quarterly count since national surveil-
lance began in 2017 [1]. Similarly, numerous US jurisdic-
tions experienced an increase in ED visits for opioid over-
doses in 2020, despite a decrease in all-cause presentations
[4]. While data on disparities in opioid poisoning presenta-
tions during the pandemic period are sparse, preliminary
research has suggested that First Nations populations may
be disproportionately impacted [5].

How has provision of opioid-related care
in the emergency department changed?

The pandemic response has led to a rapid expansion of pub-
lic health and clinical care infrastructure for COVID-19,
including testing centres, mass vaccination campaigns, and
creation of specialized clinics for Long COVID. In contrast,
there have been reports of reduced access to both community
and ED-based services for people who use opioids in many
settings [2, 6].

Opioid agonist treatment, such as buprenorphine/nalox-
one, is the mainstay of treatment for people with opioid use
disorder. Opioid agonist treatment initiated in the ED has

&\ Springer Sﬂl@ CAEP | ACMU


http://orcid.org/0000-0002-0843-4618
http://crossmark.crossref.org/dialog/?doi=10.1007/s43678-021-00229-1&domain=pdf

124

Canadian Journal of Emergency Medicine (2022) 24:123-125

been shown to increase engagement in addiction treatment
[3]. Early in the pandemic, there was a sharp decrease in
buprenorphine/naloxone prescriptions for opioid use dis-
order noted in California EDs: in April 2020, there was a
53% drop in the number of patients administered buprenor-
phine/naloxone within EDs and a 33% decrease in patients
attending follow-up visits [7]. Similarly, from March to
May 2020, an ED in Vermont reported a decrease of 86%
in enrollment in a program aimed at initiating patients on
buprenorphine/naloxone [2]. Emergency providers identified
concerns regarding a lack of community follow-up avail-
able to patients started on opioid agonist treatment, given
shutdowns and restricted hours of community resources and
opioid agonist treatment clinics [6].

There have been reports of ancillary support staff such as
social workers and peer support navigators being removed
from EDs or transitioned to telehealth modalities during the
pandemic [2, 6]. For patients presenting with poisoning or
other opioid-related concerns, such workers are an invalu-
able resource for high quality patient care and engagement.
ED providers noted that patients who use opioids were less
likely to accept these virtual supports and that telehealth
limited the ability of support workers to build rapport and
relationships with patients in comparison to in-person inter-
actions [6].

Similarly, some community addiction services temporar-
ily closed during the pandemic or were transitioned to tel-
ehealth to limit in-person interactions between patients and
providers [6]. Connection to outpatient substance use-related
care from the ED is essential to facilitate opioid agonist
treatment initiation, counseling, peer supports, and other for-
mal and informal supports. Unfortunately, some people who
use drugs have limited access to the technology required
to engage in these supports virtually, such as computers or
video enabled phones [6]. Additionally, the transition away
from in-person visits has limited the ability of community
organizations to provide other important interventions such
as needle exchange, naloxone Kkits, and fentanyl testing strips
[2]. Further to this, the requirement for negative COVID
swabs to access in person treatment services has been per-
ceived as an additional barrier as prolonged test turnaround
times may result in treatment delays and missed opportuni-
ties to connect patients with key services [6].

How can emergency departments better
support patients who use opioids?

ED visits are an opportunity to engage patients in conver-
sation about their substance use and identify those at risk
of opioid-related morbidity and mortality [3]. Patients with
opioid use disorder should be offered initiation of buprenor-
phine/naloxone whenever possible; home inductions can be
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considered in appropriate patients who are not experiencing
opioid withdrawal in the ED [3, 8]. In the face of restricted
access to community providers, longer prescriptions of
buprenorphine/naloxone can be provided to allow greater
flexibility in arranging follow-up care [9].

Prescribers should support patients in maintaining current
opioid agonist treatment prescriptions. For patients who are
stable on treatment, missed doses can be provided in the ED
after confirming the last dose with the patient’s community
pharmacy. For individuals requiring isolation or quarantine,
alternate medication dispensation strategies such as take-
home doses or daily medication delivery can be considered
in consultation with the patient’s community prescriber and
pharmacy.

EDs should consider augmenting their existing overdose
prevention and harm reduction interventions. Patients should
be offered take-home naloxone kits and sterile supplies, such
as alcohol swabs, sterile water, syringes, and safer smoking
supplies. Alternate distribution methods of harm reduction
supplies, such as dispensing machines on hospital property,
can facilitate 24/7 access when face-to-face distribution is
a barrier [10, 11]. Existing COVID-19 infrastructure could
also be utilized to intertwine the public health response to
these two crises, such as by screening individuals for high-
risk substance use practices, providing safer use education,
and distributing take-home naloxone Kkits at testing and vac-
cination centres.

Providers should also inform patients who use drugs
about the locations of supervised consumption services and
support further expansion of these facilities within com-
munities. Where feasible, supervised consumption services
could also be integrated within hospitals or on hospital
grounds to help promote patient and staff safety [12]. Close
collaboration between EDs, community organizations, and
outpatient providers is important to ensure EDs are aware
of changes to community services and are able to success-
fully direct patients to low-barrier follow up care during
the pandemic. Protocols for the transfer of patients who use
substances between sites and services (e.g. to detoxifica-
tion services) also require careful consideration and should
take into account the risk of withdrawal and any required
isolation precautions [13]. If care is to be provided virtually,
services should consider partnering with pharmacies, com-
munity shelters, and isolation facilities to ensure patients
have access to the required technologies.

Outside of the ED, interventions must be augmented to
engage a broader range of individuals, including patients
who initiate discharge from the ED and those who decline
EMS transport to hospital following opioid poisoning. EMS-
initiated buprenorphine has been used in the pre-hospital
setting to engage this population [14]. Several jurisdictions
have implemented outreach programs in which public safety
agencies or peer support workers follow up with individuals
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post-overdose to offer resources and connection to treatment
[15]. Such innovative programs may enhance engagement in
treatment and follow-up care during the critical post-overdose
period in which high-risk individuals may be more likely to
accept supports. Additionally, concerns that First Nations pop-
ulations are disproportionately impacted by opioid poisonings
highlight the need to develop culturally safe interventions in
partnership with Indigenous communities [5]. This includes
developing services and policies which are trauma-informed,
peer-led, strengths-based, and that avoid compounding histori-
cal and ongoing impacts of colonialism [16].

Conclusion

The COVID-19 pandemic has been accompanied by worsen-
ing of Canada’s opioid poisoning crisis and an increase in
opioid-related ED and EMS presentations. In many juris-
dictions, there has also been reduced access to community-
based addiction treatment services, supervised consumption
services, and other social supports. More than ever, EDs
must not neglect their obligation to patients who use sub-
stances, in particular those at high risk of opioid-related
death. The ED should serve as a key space to identify those
at risk of opioid-related harm, initiate buprenorphine/nalox-
one for those who meet criteria for opioid use disorder, refer
patients for ongoing substance use disorder treatment, pro-
vide take-home naloxone kits and other supplies that sup-
port safer substance use, and direct patients to other sup-
ports in the community. In addition, emergency physicians
should continue to advocate for innovative strategies, both
in and out of the ED, to address the ongoing and escalating
opioid-related harms in Canada. Lessons learned during the
COVID-19 pandemic represent an opportunity to strengthen
our systems of care for people who use drugs and create
more robust contingency plans to avoid disruptions in care
during future crises and pandemics.
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