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 There is no end in sight for the ongoing tragedy of opioid 
overdose deaths in Canada. Despite efforts across all lev-
els of government to reduce opioid-related harms since the 
declaration of a national opioid public health crisis in 2016, 
approximately 14 hospitalizations and 20 deaths still occur 
daily from opioid poisoning [1]. The COVID-19 pandemic 
has only worsened rates of hospitalizations and overdose-
related deaths in many Canadian jurisdictions, and this trend 
remains unchanged [1]. We must act urgently to improve 
emergency department (ED) care for people who use opi-
oids, and mitigate the devastating consequences that con-
tinue to result from an unpredictable and increasingly toxic 
illegal drug supply [1].

In British Columbia, ED patients who were discharged 
after an opioid-related overdose were at significantly higher 
risk of mortality within 12 months following the index ED 
visit compared to those with non-opioid-related ED visits 
[2]. Growing evidence demonstrates the feasibility and effec-
tiveness of buprenorphine/naloxone initiation as a life-saving 
intervention in the ED [3]. In their article, Stone et al. pre-
sent results from their cross-provincial quality improvement 
initiative aimed at increasing ED prescribing of buprenor-
phine/naloxone [4], which is recommended as first-line treat-
ment for opioid use disorder [3]. Their intervention provided 
EDs across Alberta with resources (provider education, 
medication supplies, order sets, and patient-facing materi-
als) paired with referral pathways that guaranteed access to 

the next-day outpatient follow-up for ED patients who were 
started on buprenorphine–naloxone [4].

We applaud Stone and colleagues for designing and 
implementing a robust quality improvement initiative that 
successfully increased rates of buprenorphine–naloxone ini-
tiation in EDs across Alberta with modest outpatient follow-
up, substantial treatment adherence at 180 days following 
the index ED visit, and minimal adverse events [4]. Stone 
et al. offer an ideal model of ED addiction care in which an 
evidence-based medical intervention is embedded within a 
pathway that does not require the patient or ED provider 
to navigate access to follow-up care [4]. Furthermore, their 
initiative effectively addresses recommendations from the 
Canadian Association of Emergency Physicians (CAEP) to 
improve ED care for people who use opioids, such as offer-
ing first-line treatment, and improving transitions of care to 
community providers following ED discharge [3].

Previous research on Canadian ED physicians’ per-
spectives conducted just prior to the COVID-19 pandemic 
identified key facilitators of buprenorphine/naloxone initia-
tion in the ED, including standardized treatment protocols, 
dedicated human resources, and joint system and patient 
engagement [5]. Stone et al. address implementation bar-
riers and facilitators in the design of their quality improve-
ment initiative [4]. They offer a systems-based approach to 
large-scale implementation with several benefits, including 
buy-in from health system leadership that is necessary for 
such programs to be successful. Through the removal of bar-
riers for individual ED clinicians and with organizational 
commitment to helping patients with opioid use disorder, 
these processes may also help to reduce stigma associated 
with seeking treatment.

We wish to highlight several key considerations for 
expanding access to buprenorphine/naloxone in the ED. 
First, ED buprenorphine/naloxone pathways must be eas-
ily adaptable to local ED contexts. Standardized protocols 
can ensure consistent clinical practice across sites, reduce 
duplication of efforts in developing similar interventions, 
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and facilitate the collection of comparable data for evalu-
ation. However, protocols must remain flexible to meet the 
unique implementation needs identified by local EDs (e.g., 
availability of community addiction providers and depart-
mental resource constraints). Provincial/regional health 
authorities and health networks must be explicit in their 
support of local EDs, and contribute tangible resources 
toward reducing barriers for ED providers wherever pos-
sible. Interdisciplinary teams, as utilized by Stone et al. to 
design locally appropriate pathways for implementation [4], 
can help improve the identification and care of individuals 
with opioid use disorder in the ED. Furthermore, individuals 
with lived experience should be stakeholders at all stages 
of pathway development to ensure that programs are low-
barrier, patient-centered, and culturally appropriate and safe 
for people who use substances.

Successful large-scale implementation of ED buprenor-
phine–naloxone pathways and ongoing quality improvement 
will require accessible support for ED providers. This may 
be in the form of experienced ED staff, specialized addic-
tion team members, or provincial addiction specialist sup-
port available through consultation [5]. Addiction medicine 
is a rapidly evolving field in which innovative research and 
timely knowledge translation are crucial to improving patient 
outcomes. Canadian ED providers have also endorsed the 
need for improved access to incentivized training opportuni-
ties in opioid agonist therapy [5]. Key competencies required 
for the care of people who use substances should be embed-
ded within medical school and residency curricula, as well 
as within continuing medical education for ED physicians. 
Addiction medicine should be recognized as a core compo-
nent of emergency medicine, and supporting access to addic-
tion medicine fellowship training for Canadian emergency 
medicine residents will increase the number of dual-trained 
clinicians who can provide expert care and support attuned 
to the unique needs of EDs.

 Finally, as we work toward scaling up access to 
buprenorphine–naloxone across EDs, we must prioritize 
transition of care following discharge. Access to commu-
nity addiction care can be fragmented and difficult to navi-
gate, leaving ED providers frustrated and patients vulner-
able to harm from loss to follow-up. Indeed, Canadian ED 
physicians have identified “access to streamlined and timely 
follow-up care in the community” as a key facilitator of ED 
buprenorphine–naloxone initiation [5]. EDs situated in com-
munities with limited outpatient addiction care availability 

should be supported with virtual referral options. Easily 
accessible, single referral pathways that do not require pre-
booked appointments can reduce barriers to continuation 
of buprenorphine/naloxone for patients. EDs must remain 
open for patients to return for temporizing opioid agonist 
therapy as part of the continuum of care of people who use 
substances.

Stone et al. offer a model that can be referenced by ED 
providers, administrators, and policy makers who wish to 
expand access to buprenorphine/naloxone. Moving forward, 
by continuing with efforts such as those outlined here and by 
Stone et al., we believe that the field of Emergency Medicine 
can continue its mission of providing high-quality, evidence-
based care to everyone, especially to our most marginalized 
patient populations.

Declarations 

Conflict of interest The authors have no conflicts of interest to declare.

References

 1. Federal, provincial, and territorial Special Advisory Committee on 
the Epidemic of Opioid Overdoses. Opioid- and stimulant-related 
harms in Canada [Internet]. Ottawa: Public Health Agency of 
Canada; 2023 Mar [cited 2023 May 31]. Available from: https:// 
health- infob ase. canada. ca/ subst ance- relat ed- harms/ opioi ds- stimu 
lants/

 2. Moe J, Chong M, Zhao B, Scheuermeyer FX, Purssell R, Slaun-
white A. Death after emergency department visits for opioid over-
dose in British Columbia: a retrospective cohort analysis. Can 
Med Assoc Open Access J. 2021;9(1):E242–51.

 3. Koh JJ, Klaiman M, Miles I, Cook J, Kumar T, Sheikh H, Dong K, 
Orkin AM, Ali S, Shouldice E. CAEP Position Statement: Emer-
gency department management of people with opioid use disorder. 
CJEM. 2020;22(6):768–771. https:// doi. org/ 10. 1017/ cem. 2020. 
459. 

 4. Stone KD, Scott K, Holroyd BR, Lang E, Yee K, Taghizadeh N, 
Deol J, Dong K, Fanaeian J, Ghosh M, Low K, Ross M, Tanguay 
R, Faris P, Day N, McLane P. Buprenorphine/naloxone initiation 
and referral as a quality improvement intervention for patients who 
live with opioid use disorder: quantitative evaluation of provincial 
spread to 107 rural and urban Alberta emergency departments. 
CJEM. 2023;1–10. https:// doi. org/ 10. 1007/ s43678- 023- 00520-3.

 5. Dong KA, Lavergne KJ, Salvalaggio G, Weber SM, Xue CJ, Kes-
tler A, Kaczorowski J, Orkin AM, Pugh A, Hyshka E. Emergency 
physician perspectives on initiating buprenorphine/naloxone in 
the emergency department: A qualitative study. J Am Coll Emerg 
Physicians Open. 2021;2(2):e12409. https:// doi. org/ 10. 1002/ 
emp2. 12409.

https://health-infobase.canada.ca/substance-related-harms/opioids-stimulants/
https://health-infobase.canada.ca/substance-related-harms/opioids-stimulants/
https://health-infobase.canada.ca/substance-related-harms/opioids-stimulants/
https://doi.org/10.1017/cem.2020.459
https://doi.org/10.1017/cem.2020.459
https://doi.org/10.1007/s43678-023-00520-3
https://doi.org/10.1002/emp2.12409
https://doi.org/10.1002/emp2.12409

	Expanding access to buprenorphinenaloxone in the emergency department
	References




