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The University of 
Maryland Medical Center 
has deployed a fresh 
approach to better serve 
patients who present with 
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FRONTLINE 
CLINICIANS DEAL 
WITH THE ISSUE 
EVERY DAY, AND 

MANY ARE ASKING 
WHETHER THERE IS 
SOMETHING MORE 

THEY CAN DO.

The Case for Educating At-risk 
Patients About Firearms Violence
Frustrated by the lack of progress in dealing with an epidemic of 
gun violence, hundreds of frontline providers make a commitment 
to address the issue in the clinical setting

With yet another mass 
shooting, and another 
emergency response — this 

time at a high school in Santa Fe, TX 
— clinicians are once 
again heralded for 
valiantly working to 
save the lives of the 
wounded. But that 
is small comfort to 
the families of the 
10 people who were 
killed in the incident. 
It is dispiriting, to 
the say the least, 
to be confronted 
yet again with this 
distinctly American 
problem.

Further, while mass shootings make 
it to the front page, and are horrifying 
in their scope, gun violence is taking 
many more lives than what these 
highly publicized incidents suggest, 
with scores of people losing their lives 
to firearms in the United States on a 

daily basis. Indeed, one way or another, 
frontline clinicians deal with the issue 
every day, and many are asking whether 
there is something more they can do.

Certainly, hard 
data in this area 
are relatively scant, 
but the Violence 
Prevention Research 
Program (VPRP) 
at the University of 
California (UC), 
Davis maintains that 
clinicians can and 
should intervene with 
patients to prevent 
firearms violence. 

Program leaders 
have created the “What You Can Do” 
initiative aimed at arming clinicians 
with the knowledge and tools to do 
just that. (Editor’s Note: Learn more 
about the program by visiting: https://
bit.ly/2kCFEh1.) While convincing 
overburdened practitioners to take on 
an additional responsibility almost 
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always is a hard sell, hundreds have 
pledged to engage with patients 
who are at risk of harm from gun 
violence.

Make a Commitment?

While healthcare providers 
have been concerned about the 
gun violence epidemic for years, 
the genesis of the “What You 
Can Do” initiative can be traced 
back to an editorial published in 
the Annals of Internal Medicine in 
December 2017.1 It followed the 
mass shooting that took place in Las 
Vegas two months earlier, leaving 
58 people dead and more than 800 
wounded. (Editor’s Note: To read 
more about how local emergency 
responders handled this tragedy, 
please visit: https://bit.ly/2JnmtpG.) 
Garen Wintemute, MD, MPH, 
an attending physician in the ED 
at UC Davis Medical Center and 
director of the UC Davis VPRP in 
Sacramento has written numerous 
commentaries subsequent to other 
mass shootings, but wanted to do 
something more proactive this 
time. Consequently, in his resulting 
editorial, Wintemute forcefully 
made the case that that there are 
steps clinicians can take to make a 
critical difference on this issue.

In particular, Wintemute 
wrote that providers must take 
the initiative to ask appropriate 
patients about firearms and 
provide counseling on safe firearms 
behaviors. Physicians should take 
further action in cases in which they 
suspect there is an imminent threat 
of potential harm, he explained. 
Wintemute went one step further in 
his commentary, asking physicians 
to make a public commitment that 
they will, in fact, take these actions 
to address gun violence. 

“Physicians understand that the 
way to change a patient’s health 
behavior is to have them make a 
public commitment, and that is 
exactly the principle we applied 
here,” Wintemute observes in a 
conversation with ED Management. 
“We asked physicians to make a 
public commitment, and Annals set 
up a process for them to do that ... 
and [the publication] has kept it up 
[on the website].” (Editor’s Note: The 
commitment is available at: https://
bit.ly/2LNytih.)

Since the editorial was published, 
hundreds of physicians from all 
different specialties have committed 
to speak with patients about 
firearms and to offer counseling, and 
Wintemute notes that the reception 
to his recommendations has been 
mostly positive among clinicians.

“There are minor differences 
among us about when it is 
appropriate [to speak with patients 
about firearms], but there is no one 
who thinks it shouldn’t be done,” he 
says. “It is obviously the right thing 
to do under certain circumstances. 
We just don’t do a very good job of 
it.”

Leverage Resources

In fact, requests for tools and 
information on how to intervene 
with patients on this issue have been 
pouring in to the UC Davis VPRP.

“The providers who make the 
commitment have given us some 
feedback, and we’ve solicited 
feedback about what materials they 
need from us, what they need to 
study up on in order to be able to 
discuss firearms with their patients, 
and what sorts of barriers exist,” 
explains Rocco Pallin, MPH, a 
research analyst with the VPRP. 
Pallin notes that the most common 
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EXECUTIVE SUMMARY

Investigators from the Violence Prevention Research Program (VPRP) at the 

University of California, Davis have unveiled a new resource for clinicians to 

guide them in their discussions with patients about firearms violence . Called 

the “What You Can Do” initiative, developers are encouraging frontline 

clinicians to familiarize themselves with the risk factors for gun violence, 

provide counseling to appropriate patients on safe firearms practices, and to 

intervene when there is an imminent threat of harm . Hundreds of providers 

have committed to take these actions .

• While mass shootings are highly publicized, experts note that scores of 

people lose their lives to gun violence in the United States every day, and that 

frontline clinicians are uniquely positioned to intervene with at-risk patients .

• The “What You Can Do” website offers background on the epidemiology 

of firearms violence as well as a practical guide on how to identify risk factors, 

what the risk groups are, and what clinicians should think about when tailoring 

their approach for specific patients .

• While there are some barriers to offering firearms counseling in the clinical 

setting, many providers mistakenly believe that it is illegal to raise the subject 

with patients . However, experts say this belief is false .

request from providers is for more 
information on identifying patients 
at risk for firearms violence and 
how to counsel these patients. 
Additionally, providers want relevant 
materials that they can send home 
with patients. Pallin notes that the 
“What You Can Do” website is 
designed to address at least some of 
these requests.

For example, the website offers 
background on the epidemiology 
of firearms violence as well as a 
practical guide on how to identify 
risk factors, what the risk groups are, 
and what clinicians should think 
about when tailoring their approach 
for specific patients. There also are 
potential questions that clinicians 
can use to begin such conversations 
with patients.

“We give some detail about 
following up, what you might do in 
extreme risk situations, and where 
you can look for the laws that exist 
in your state regarding firearms,” 
Pallin shares. “The project really is a 
response to [Wintemute’s editorial], 
and with it we are trying to provide a 
practical tool that clinicians can use 
in the exam room with patients.”

UC Davis researchers see the 
project as a dynamic process that 
will evolve as clinicians continue 
providing feedback and more 
research is developed.

“We want to know what barriers 
come up and what additional 
challenges there are,” Pallin says. 
“We want to be able to adapt so that 
we are being most supportive.”

Establish Relevance

Wintemute acknowledges that he 
hears clinicians talk about perceived 
barriers to providing this type of 
counseling all the time. Many 
clinicians say they don’t have the 

time to speak with patients about 
firearms, while other clinicians claim 
they don’t have the knowledge or 
expertise to go down this road and 
aren’t sure how to intervene.

“The answers can vary from 
state to state, so it can require some 
investigating to find out what is 
legally allowed in a particular state,” 
Wintemute explains.

However, Wintemute maintains 
that discussing firearms with patients 
doesn’t require as much time as 
clinicians may think. For example, 
he notes that he doesn’t bring up the 
topic of firearms routinely. Rather, 
he first establishes whether questions 
in this area are relevant to the care of 
the patient.

“I am mindful of why the person 
is there. Maybe they are there 
because of an act of violence, which 
is a risk factor for future violence,” 
he says. “I will ask about risk factors 
[for future violence] like alcohol 
abuse, other controlled substance 
abuse, a prior history of violence, 

or recurrent visits for injuries.” If 
such risk factors are present, then 
Wintemute focuses on the issue of 
access to the means for doing harm.

“I ask some follow-up questions 
that might have to do with how 
much we need to be concerned 
about violence, and one of those 
questions concerns firearms, so I 
have established relevance with the 
patient and hopefully a good rapport 
along the way,” he observes. “I might 
then ask whether the patient has 
access to firearms or whether there 
are firearms in the home, or there 
may be a different question that 
is more pertinent to the particular 
situation.”

If a patient responds that he or 
she does have access to firearms, 
the follow-up will hinge on why 
Wintemute brought up the subject 
in the first place. For example, if he 
is concerned that the risk of violence 
or harm is very high and imminent, 
he will state that the patient’s access 
to firearms is concerning, and then 
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IF SUCH 
CONVERSATIONS 

SEEM TOO 
INVOLVED OR 

UNCOMFORTABLE, 
RECOGNIZE THAT 
THEY GET EASIER 

AND FASTER 
WITH MORE 

EXPERIENCE, 
WINTEMUTE 
STRESSES.

solicit the patient’s response. “If the 
patient agrees, then maybe we can 
jointly come up with a plan for risk 
reduction,” Wintemute notes. “The 
specifics of that plan would vary 
from one patient to another, [based 
in part on] the patient’s family and 
circle of friends and also state law.”

Wintemute says that in some 
communities, depending on the 
laws regarding this issue, there are 
gun dealers who are willing to take 
firearms on a temporary basis during 
a crisis, and clinicians should know 
who those gun dealers are.

“Here in California, we have 
something called a gun violence 
restraining order where if I think 
the risk is really high, and I can’t 
persuade the patient to do something 
voluntarily, I can go to law 
enforcement or persuade the patient’s 
family to go to a judge,” he says. 
“Just like with domestic violence, 
if people make a good enough case, 
they can get a restraining order from 
a judge that leads to the firearms 
being recovered temporarily ... until 
the crisis blows over or treatment is 
put into place or until information 
makes it clear that extending the 
order is not necessary.”

Wintemute observes that it is not 
always the patient’s access to firearms 
he is most concerned about.

“I might be seeing a woman 
who is in a violent relationship, and 
it might be her partner’s firearms 
that I am concerned about for her 
sake,” he says. “Here in California, if 
even a temporary domestic violence 
restraining order is issued, and 
firearms are part of the picture, those 
firearms must be surrendered within 
24 hours. That is the law, but the 
avenues open to physicians vary from 
state to state.” If such conversations 
seem too involved or uncomfortable, 
recognize that they get easier 
and faster with more experience, 

Wintemute stresses. “You get more 
flexibility and confidence in your 
ability to handle the answers to the 
questions [you pose about firearms],” 
he says. “And you get a better sense 
of what the local resources might 
be.”

Wintemute looks forward to 
the day when there are standards 
of practice on how to conduct such 
conversations, but in the meantime, 
he recommends that ED leaders 
interested in developing their 

approach to the issue of firearms 
violence engage in a group discussion 
about the issue, invite an expert 
to present best practices, and see 
if there is an agreement on how to 
proceed. “In academic settings, there 
could be grand rounds about this. 
We have done that here,” he offers.

Further, Wintemute notes 
that the VPRP is developing an 
instructional video for providers 
that will eventually be available to 
be shown at clinician gatherings. 
“Most physicians think they ought 
to do this. They may perceive one 
or more barriers, most of which are 

either [less significant] than they are 
thought to be or don’t even exist,” he 
says.

For example, Wintemute notes 
that some physicians believe it is 
illegal to engage in discussions 
about firearms with patients, but he 
notes that isn’t true. In fact, he has 
heard this concern so often that he 
authored an article on the subject in 
an effort to eliminate this false belief 
as a barrier to engaging patients on 
the issue.2

“[Clinicians] just need to talk 
amongst themselves and build up 
some collective willingness to start 
doing something that is the right 
thing to do,” he says. “No one is 
particularly comfortable with this, 
but that comfort will grow quite 
quickly.”

While Wintemute has counseled 
scores of patients about firearms, one 
case that stands out to him involved 
a woman who was in the hospital 
for treatment of a connective tissue 
disorder.

“She was obviously depressed 
... so I started to ask a couple of 
questions, and the answers to 
those first questions led to a formal 
lethality assessment,” he recalls.

It turned out that the woman was 
a widow, and her husband had been 
a police officer, Wintemute shares. 
“The night before, in despair over 
her pain and worsening disease, she 
had taken his service weapon from 
the nightstand drawer, cocked it, and 
put it to her head, but she changed 
her mind, put it down, picked up the 
phone, and called 911,” he says. “So, 
here we are the next morning talking 
about it, but the gun is still in her 
home.” Fortunately, in this case, the 
woman did not fire the weapon, but 
decisions around access to firearms 
can be that critical. “People may be 
intoxicated or they may have had a 
lot of acute life change that is not 
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for the better, and, temporarily, they 
are capable of making really bad 
decisions,” Wintemute notes. “But 
if it is temporary, and if the firearms 
can be removed for a short period of 
time, that allows for an intervention 
to be designed and implemented, 
and for the patients to receive it.”

Why should healthcare providers 
feel compelled to tackle this issue 
when they have so many other 
issues to be concerned about? 
Pallin notes that providers are in 
a unique position because they 
are screening patients for other 
health risks already. “We see that 
clinicians have an advantage there, 
and, additionally, we hope that 
the use of firearms conversations 
is happening when possible within 
established relationships,” she says. 
“What that would also mean is 
that there would be opportunities 
to follow up with patients about 
whether or not they were able to 
take the recommendations of the 
provider.” Nonetheless, while such 
opportunities are not always available 
to emergency providers, clinicians 
working in emergency settings are in 
a prime position to identify patients 
with certain individual-level risk 
factors for firearms violence. These 
include patients:

• who present with violent 
injuries or unintentional, accidental 
injuries;

• with a history of violent 
behavior or of violent victimization;

• with drug or alcohol use 
disorders;

• who exhibit impaired cognition 
or dementia;

• with a history of abusive 
partners.

While there has been some 
research into the efficacy or impact 
of physician counseling on firearms 
violence, investigators note there 
is a need for much more work in 
this area.3 However, the prospects 
for new data have brightened 
considerably in light of Kaiser 
Permanente’s recently announced 
infusion of $2 million toward 
research in this field that will involve 
physicians and other professionals 
based at Kaiser’s hospitals and 
healthcare centers across the country. 
(Editor’s Note: Learn more about this 
initiative at: https://k-p.li/2GJ4qd0.)

Noting that its physicians and 
nurses have treated more than 
11,000 gunshot wounds in 2016 
and 2017, Kaiser states that it 
is hopeful that other healthcare 
organizations will make similar 
financial commitments to this issue 
in the coming months. However, 
researchers in the gun violence 
arena note that the Kaiser funding is 
highly significant, given the health 
system’s access to resources and its 
institutional ability to gather and 
report data. Wintemute observes 
there aren’t many healthcare systems 
with the size and scope of Kaiser, 
and he is hopeful that the work 

that will take place there will lead 
to evidence-based standards or 
guidelines on how clinicians can 
most effectively intervene with 
patients on firearms violence. Pallin 
adds that the VPRP looks forward 
to integrating any new findings into 
the “What You Can Do” website for 
clinicians to use. 

“We’ve put this material together 
with the help of experts in firearms 
violence research and also clinicians 
who are interacting with patients, 
and we have really tailored it to their 
experiences and needs that they have 
expressed,” she says. “But that is 
because we can’t really wait for the 
science and the data that we need 
to really develop the best evidence-
based approach — something that 
we can prove really works.”

However, Pallin notes that with 
Kaiser’s unique ability to implement 
and evaluate strategies for preventing 
firearms violence, investigators 
hopefully will be able to develop 
evidence-based curricula.

“That will be really important for 
this type of prevention strategy going 
forward as new providers are trained 
in firearms violence prevention,” 
she says. “What we are trying to do 
is make a resource that is useful for 
a variety of specialties, a variety of 
patient populations, and a variety of 
states.”  n
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EXECUTIVE SUMMARY

To address an increasing volume of ED patients with substance use issues, 

leaders at the University of Maryland Medical Center in Baltimore decided to 

integrate peer recovery coaches into the emergency medicine team . The peer 

recovery coaches are people in long-term recovery from their own addictions 

who have received training on how to counsel other addicts toward positive 

change and facilitate their transition into appropriate treatment programs . The 

approach has been in effect for two years, and administrators say it is affecting 

patients and emergency staff positively .

• Administrators came to realize that an increasing number of patients 

presenting to the ED presented with underlying substance use issues .

• Consequently, all patients are now screened at triage for substance use 

problems . Those who screen positive are flagged to see a peer recovery 

coach . 

• The peer recovery coach uses his or her own experience with addiction to 

connect with patients, assess their readiness to address the problem, and 

guide them toward an effective treatment approach .

• Under the direction of the clinical team, peer recovery coaches will facilitate 

the transition of patients into an agreed-upon treatment program . 

Emergency Clinicians Steer Patients With 
Substance Use Problems Into Effective Treatment
ED-based peer recovery coaches are part of a comprehensive approach toward addressing the 
epidemic of substance use in Baltimore

Baltimore has struggled mightily 
with substance misuse, and 

much of this burden has fallen on 
EDs in the region. Indeed, statistics 
from 2014 suggest that the city 
registered the highest rate of ED use 
due to opioid use disorder in the 
country, and the volume has not let 
up.

This has prompted hospitals and 
public health authorities to create 
innovative solutions to address the 
problem in a comprehensive way. 
For example, two years ago, the ED 
at University of Maryland Medical 
Center (UMMC) in Baltimore 
decided it needed a fresh approach 
toward connecting patients with 

effective treatment. The impetus for 
action on this front stemmed from 
the realization that substance use 
was a key contributing factor to a 
growing number of diagnoses.

“Many of the patients ... were 
coming in with a medical complaint, 
but really when we got studies done 
and [figured out] why they were 
there, we recognized that substance 
use was ... at the heart of whatever 
their medical issue was,” explains 
Andrea Smith, DNP, CRNP, the 
director of urgent care and advanced 
practice emergency services at 
UMMC.

Eric Weintraub, MD, director 
of the division of alcohol and drug 
abuse and co-director of adult 
psychiatry at UMMC, notes that 
some of these patients presented with 
psychiatric issues while others arrived 
with medical concerns, but they were 
not receiving treated for substance 
use.

“They were getting patched up 
and sent on their way, and we were 
seeing high rates of recidivism,” 
Weintraub says. 

Part of the problem was that 
many of these patients were reluctant 
to discuss their issues around 

to stop firearm violence . Ann Intern 

Med 2017;167:886-887 .

2 . Wintemute GJ, Betz ME, Ranney ML . 

Yes, you can: Physicians, patients, 

and firearms . Ann Intern Med 

2016;165:205-213 .

3 . Roszko PJ, Ameli J, Carter PM, et 

al . Clinician attitudes, screening 

practices, and interventions to 

reduce firearm-related injury . 

Epidemiol Rev 2016;38:87-110 .

SOURCES
• Rocco Pallin, MPH, Data Analyst, 

Violence Prevention Research 

Program, University of California, 

Davis, Sacramento, CA . Email: 

rspallin@ucdavis .edu .

• Garen Wintemute, MD, MPH, 

Attending Physician, Emergency 

Department, University of California, 

Davis Medical Center; Director, 

Violence Prevention Research 

Program, University of California, 

Davis, Sacramento, CA . Email: 

gjwintemute@ucdavis .edu .

mailto:rspallin@ucdavis.edu
mailto:gjwintemute@ucdavis.edu


78   |   ED MANAGEMENT® / July 2018 ED MANAGEMENT® / July 2018   |   79

substance use with the emergency 
clinicians. “When I would try to 
approach this subject with patients, 
they just weren’t opening up to 
me, and I wasn’t able to build that 
relationship,” Smith observes.

To get around this barrier, 
UMMC became the first hospital in 
Maryland selected to pilot the idea of 
leveraging peer recovery coaches — 
people who are in long-term recovery 
themselves and have received training 
in how to assess the readiness of 
patients to consider treatment. Peer 
recovery coaches work with patients 
to find a solution most likely to 
succeed, and facilitate patients’ 
transition into an appropriate 
program.

“I was able to secure funding 
for our hospital to hire three peer 
recovery coaches, and that is how 
[the program] started,” Weintraub 
observes. “They have been working 
here for two years now, doing SBIRT 
[screening, brief intervention, and 
referral to treatment]. [Coaches] 
see anybody in the ED who screens 
positive for substance misuse, and 
it has worked pretty well. We have 
seen thousands of patients and gotten 
people into treatment, which has 
been really helpful.”

Meanwhile, the need for such 
services has only grown. “As a 
university-owned medical system, we 
have gone from a couple of years ago 
seeing an overdose every other day to 
having two overdoses per day now,” 
Weintraub laments. (Editor’s Note: 
See also in this issue an article about 
a new center that addresses needs of 
acutely intoxicated patients, p. 83.)

In the beginning stages of this 
effort, the focus was on embedding 
the peer recovery coaches into the 
emergency team.

“When [coaches] came in to train 
and orient, one of the things I did 
strategically ... was have them shadow 

a resident, a nurse, and an attending 
[physician],” Smith shares. “This was 
to have a walk-through so that they 
could see the work flow, but also start 
to ... build the relationships so that 
the clinical team understood what 
the peer coaches were all about and 
vice versa.” 

Still, it was challenging to 
integrate the peer recovery coaches 
and their work with patients into the 
overall flow of the ED.

“That was difficult because this 
is a fast-paced environment,” Smith 
explains. “You’ve got a million things 
going on at once, and a lot of times 
[in the past] ... substance use was 
something we would maybe bring up 
once and then not talk about [again], 
but we really put that [issue] at the 
forefront.”

Now, every patient who comes 
through the door of the ED 
undergoes a brief screening at 
triage that includes four questions 
pertaining to drug and alcohol use.

“Based on the responses, if a 
patient’s score is above seven, then 
the peer recovery coach will get a 
flag to go see that patient,” Smith 
says. “About 25% of the patients we 
see in the ED in Baltimore have a 
positive screen, and that means their 
substance use or their risk of harm is 
so great that we need to [have them 
seen].”

Use Disclosure  

to Open Doors

Archie Rhyne, a peer recovery 
coach at UMMC, notes that the flag, 
indicating that a patient needs to be 
seen, appears on a computer screen in 
his office.

“That is when I will first talk to 
the nurse [caring for the patient] 
and find out if there is anything 
[he or she] needs to let me know 

about the patient,” he explains. 
For example, the patient may be 
sedated or irritable, or it may be best 
to wait a few minutes because the 
patient is about to go to radiology 
for X-rays. The nurse will convey 
any information that can help the 
peer recovery coach engage in a 
more productive discussion with the 
patient.

“Also, the nurse will always let the 
patient know the hospital has a peer 
recovery coach that would like to 
come around and talk to them and 
may be of some assistance,” Rhyne 
says.

Typically, Rhyne will introduce 
himself to the patient and ask if it is 
acceptable if he provides the patient 
with some self-disclosure. “That is my 
door in because I start disclosing that 
I have been exactly where they are. It 
loosens the patient up a little bit, and 
they will start talking,” he says.

Rhyne explains that his 
conversation always has to be about 
what the patient wants, but he will 
guide the patient toward questions 
relating to what his or her life might 
be like without the drugs or alcohol 
that the patient is misusing. “A lot 
of times patients just take a moment 
to think,” he says. “Me being in 
recovery myself, I know that when I 
was caught up, there were moments I 
couldn’t have ... because it was always 
about where I was going to get my 
next [fix], and I was always filled with 
shame about what I did to get one.”

When patients hear about Rhyne’s 
experiences, he says they tend to relax 
and share more information with 
him. “I will find a patient who may 
have been in treatment four or five 
times, and then gave up on himself. 
Then, I will disclose that it took me 
40 [attempts], and we talk,” he says. 
“When I get that one moment when 
a patient starts to feel something for 
himself again, that’s when I will [ask] 



80   |   ED MANAGEMENT® / July 2018

what was the last type of treatment 
that he had.”

Rhyne will explore with the 
patient how the treatment worked, 
and whether an alternative approach 
might be worth a try. “A lot of times, 
for a person who has been in and 
out of treatment, and has tried the 
same thing over and over, a different 
approach will work better,” he says. 
“Basically, though, it is always about 
what the patient thinks will work 
for them because [treatment] is not 
being imposed or forced on them. If 
it is what they think will work ... I 
know from experience they will give 
it their best shot.” 

Rhyne emphasizes to patients that 
there are many resources available to 
them — a reality that many patients 
have not experienced.

“Most addicts are out of touch 
with what is going on as far as 
what is available to them,” he says. 
For example, they may have called 
treatment centers in the past and 
learned that they would be put on a 
four-week waiting list. But for this 
program, UMMC has connected 
with treatment facilities throughout 
Baltimore, including 11 fast-track 
treatment providers that will accept 
patients right away or the very next 
day.

Consequently, once Rhyne and a 
patient have decided on a treatment 
path, Rhyne will leave the room and 
start making calls.

“Sometimes, we can get the 
patient into treatment as soon as he 
or she is discharged from the ED,” 
Rhyne observes. “We have funds here 
at the hospital where we can send 
them by Lyft or Uber because a lot 
of times, if we put them on public 
transportation by themselves, they 
will change their mind before they 
get there. If we can get [patients] 
right there and sign them up, they 
will stay.” 

Before taking any action on 
treatment, Rhyne always confers 
with the patient’s emergency 
providers to share what he has 
learned from the patient and offer his 
recommendations.

“I may have been able to get 
more information from the patient 
than [the clinicians] did ... and then 
they are able to understand the 
patient a little bit better,” he says. 
“They work right along with us. The 
physicians, nurses — everybody. It is 
like one big team now. And we have 
a great relationship with the outside 
providers — the treatment centers 
and the IOPs [intensive outpatient 
programs].”

Among the treatment options 
available to appropriate patients is 
ED-based induction of Suboxone, a 
prescription medication that includes 
buprenorphine and naloxone. Under 
this approach, patients receive their 
first dose while they are still in the 
ED, and then they are connected to 
a treatment facility for subsequent 
doses. In fact, Weintraub obtained a 
grant for UMMC to train emergency 
physicians throughout Baltimore to 
provide this intervention, and he is 
trying to get the approach expanded 
to EDs throughout the state.

“Part of it depends on the 
willingness of emergency physicians 

to follow the protocols,” he says. 
“And it is work trying to destigmatize 
and encourage physicians to do this 
type of treatment.”

Smith observes that peer recovery 
coaches can connect on a deep level 
with patients who have substance use 
problems.

“They can get from these patients 
in five minutes what it would take 
me hours to get just because of the 
lived experience that they share with 
them,” she says, adding that there is 
constant demand for their services. 
“It is not uncommon to have 10 to 
15 patients on the board that the 
peer recovery coaches need to go see. 
We have three peer recovery coaches 
on staff in the ED, and one peer 
recovery coach is in our psych ED.”

The peer recovery coaches cover 
the ED from 6:30 a.m. to 1 a.m. 
Monday through Friday, and from 11 
a.m. to 9 p.m. on the weekends.

“They work in 10-hour shifts, 
and we are actually in the process of 
hiring more individuals so that we 
can offer 24/7 coverage,” Smith adds. 
“The peer recovery coach in the psych 
ED covers 8 a.m. to 5 p.m., Monday 
through Friday.”

However, for patients who have 
been brought to the ED because of 
an overdose, it is often difficult to 
engage them in discussions regarding 
treatment while they are in the 
hospital, Weintraub explains. “They 
have received Narcan [naloxone], 
and it will wake them up and reverse 
the overdose, and it frequently puts 
them into pretty severe withdrawal,” 
he says. “They are very angry and 
irritable, and oftentimes are not that 
interested in talking to anybody.” 
Consequently, in cases in which these 
patients decline interactions with the 
ED-based peer recovery coaches, they 
are referred to an outreach worker 
who is part of the Overdose Survivors 
Outreach Program (OSOP), an 

PEER RECOVERY 
COACHES CAN 
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A DEEP LEVEL 

WITH PATIENTS 
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PROBLEMS.
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effort supported by the Maryland 
Department of Health’s Behavioral 
Health Administration. (Editor’s 
Note: Learn more about the program 
at: https://bit.ly/2J0b13U.) The OSOP 
workers have a similar background 
and similar responsibilities to the 
ED-based peer recovery coaches, but 
will primarily follow and work with 
overdose survivors who have been 
discharged.

“We provide a spot for [the 
outreach workers] in the hospital, 
and they are employed by the 
hospital ... but most of their time 
is spent out in the community,” 
Weintraub shares.

The goal of the outreach workers 
is to stay in touch with overdose 
survivors and eventually link 
survivors into needed treatment for 
their addiction. The outreach workers 
also follow up with overdose patients 
originally referred into treatment by 
the ED-based peer recovery coaches.

“Anyone who overdoses is 
automatically transitioned to the 

outreach worker,” Weintraub notes. 
“If you have someone who is actually 
cooperative and feels like they want 
treatment after the overdose while 
they are still in the ED, then our 
in-house peer recovery coaches can 
refer the person for treatment, but 
the follow-up is done by an outreach 
worker.”

However, many overdose patients 
initially decline any discussions about 
treatment, leave the ED, and then 
the outreach worker tracks them 
down in the community. There is 
some blurring of the responsibilities 
between the peer recovery coaches 
and the outreach workers, Weintraub 
acknowledges. 

“We try not to be too rigid. We 
just want to make sure the patients 
get the treatment they need.”

Usually within 30 days of 
discharge, an outreach worker is 
able to link overdose survivors with 
some type of assistance, whether 
that involves transitional housing 
or another appropriate program, 

Smith says. “The program has been 
very successful.” Smith acknowledges 
that she was initially very concerned 
about the prospects of integrating 
the peer recovery coaches and the 
outreach workers into the ED. 
“Being involved in emergency 
medicine for almost 15 years, I knew 
how difficult it is to say that, ‘oh, 
by the way, we are now going to be 
adding [something] else to the care 
of patients,’” she says. However, 
Smith’s concerns were dispelled 
quickly. “We were very strategic and 
very careful in how we implemented 
the program, and it was well-received 
almost immediately because there 
was such a need,” she says, adding 
that collaborating with the peer 
recovery coaches and the outreach 
workers has delivered dividends over 
time. 

Smith says that emergency staff 
members have seen the difference 
the program has made in patients, 
including some who have been 
coming in for years who are now 

https://bit.ly/2J0b13U
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in long-term recovery. “The peer 
recovery coaches and outreach 
workers are part of the medical team 
now, and if they are not there for 
some reason, it is noticeable.” In 
fact, Smith says providers sometimes 
ask for peer recovery consults for 
patients who have not screened 
positive during triage. In the past 
year, peer recovery coaches have seen 
just shy of 30,000 patients who have 
presented to the ED. Roughly 3,000 
of those patients have gone on to 
receive some type of intervention.

“We have confirmed entry for 
433 patients ... which means they are 
active in recovery,” she says, adding 
that at least one of the patients who 
has been referred into treatment 
through this program has become a 
peer recovery coach himself.

While peer recovery coaches 
have worked well in the ED at 
UMMC, Smith notes that other EDs 
interested in implementing a similar 
approach should first consider some 
of the hurdles involved. 

For example, hiring recovering 
addicts raises all kinds of red flags 
to the people in human resources, 
so the issue must be addressed 
beforehand. 

“Usually, everybody goes through 
drug tests and things like that, 
so we had to be very sensitive to 
how we onboard these individuals 
and what that process looks like,” 
Smith recalls. “Make sure there is a 
close relationship with your human 
resources partners in starting this 
program because [these individuals] 

are not going to look like your 
[typical] employees, and that is very 
important to understand at the 
beginning. It was a lesson learned for 
me.” Further, Smith reiterates that 
it is hard work integrating the peer 
recovery coaches into the medical 
team to ensure there is effective 
collaboration. 

“You have to embed these peer 
coaches as part of the team or it 
will be just another service that is 
underutilized,” Smith cautions.

Funding the peer recovery 
coaches is a challenge, too, and 
UMMC has not yet found a way 
to bill for their services, although 
treatment typically is covered by 
public and private payers. To date, 
the peer recovery coaches have been 
supported through grant funding.

Smith notes that any ED that 
implements a peer coaching model 
with the idea that it will reduce 
readmissions should not be looking 
for quick returns.

“When we initially brought this 
program on, we thought it would 
help us reduce our readmissions,” 
Smith says. “What we found is that 
if patients were seen by our peer 
recovery coaches, they were actually 
three times more likely to return to 
the ED.”

Investigators discovered the 
reason for the return trips was simply 
that the patients had received help 
in the ED for their substance use, 
so they were returning to the same 
place for help with their other health 
issues.

“Once patients are engaged, they 
will come back to you,” Smith says. 
“What we found is that after the 
third visit, generally, there is a steep 
decline in the number of times the 
patient will return to the ED.”

Now, ED staff are working 
toward connecting patients with a 
primary care physician and other 
needed social or behavioral health 
resources as part of the initial 
recovery piece so that they won’t feel 
the need to come back to the ED for 
subsequent healthcare needs. 

“That was a really important 
lesson learned for us,” Smith adds.

Before implementing peer 
recovery coaches into the workflow 
of an ED, Weintraub’s advice to 
emergency medicine colleagues is to 
first consider whether the area has 
adequate resources for treatment of 
substance use disorders.

“It is all good and well to have an 
intervention ... but if you don’t have 
anyone to refer patients to, that is a 
problem,” he says. “We have a fair 
amount of treatment in Baltimore, 
so getting someone into treatment is 
generally doable.”

Weintraub adds that it is 
important not to oversell the 
potential benefits or outcomes from 
a peer recovery coach program.

“The literature on the 
effectiveness and outcomes of 
peer recovery coaches in severely 
dependent opioid use disorder 
patients is pretty weak or non-
existent,” he says. “There is a general 
sense that this is effective, and that it 
helps get people into treatment, but 
I don’t think there is a good study on 
economic outcomes and things like 
that ... so you don’t want to oversell 
what you are going to get.”

However, the peer recovery 
coaches at UMMC have made a 
positive impact on morale in the 
ED because staff see patients getting 
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help for their substance use disorders 
when they haven’t been able to help 
those patients before. Additionally, 
there are not as many hostile 
interactions with patients, Weintraub 
reports. Further, Weintraub says data 
show that SBIRT interventions can 
significantly affect recidivism.

Rhyne advises that on the front 
end of any program implementation, 
physicians and nurses need to better 
understand the people who present 
with opioid use disorders. “I know 
from my own experience because I 

have been there that [addicts] reach a 
point where all we hear is the stigma 
and all we get is the neglect ... we are 
just a problem to the world,” he says. 
“The biggest thing peer [recovery 
coaches] have working for them is 
their experience and their ability for 
self-disclosure ... because patients 
can’t deny the truth once you start 
speaking it, and it works.”  n
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Soon, EDs in Baltimore may feel 
some relief from the crushing 

volume of patients with substance 
use problems, thanks to the creation 
of a new type of facility designed for 
patients who are under the influence 
of drugs or alcohol and need a place 
where they can safely recover while 
receiving short-term medical care.

While some are calling 
the facility a new type of ED, 
the concept is more akin to a 
stabilization center, explains 
UMMC’s Andrea Smith, DNP, 
CRNP.

“It will not be where overdoses 
go; it will be where acutely 
intoxicated individuals can go for 
stabilization and sobering,” she 
explains. “That will be the place for 
those patients where they can be 
medically managed ... the overdoses 
will still come to [traditional] EDs 
because of the acuity of what is 
going on.”

Nonetheless, the new $6.2 
million facility will be the first 
of its kind in Maryland, and the 
idea is for patients who meet 

the appropriate criteria to be 
transported there instead of to 
traditional EDs. Officials note that 
in addition to providing medical 
care, the new center will connect 
patients with behavioral health and 
social services. 

Further, appropriate patients will 
be offered buprenorphine, a drug 
that can ease the effects of opioid 
withdrawal.

Currently, the services to be 
provided through the new center 
are offered temporarily from space 
at a residential drug treatment 
center, but officials expect the new, 
permanent facility to be up and 
running in about a year at a site that 
is under renovation. 

At that point, staff at the new 
center should be able to assist 
roughly 35 people per day at an 
estimated cost of between $2 million 
and $3 million per year.

Center administrators aim to 
help more people conquer their 
addictions and to reduce the 
number of overdoses that have been 
plaguing the city. More than 700 
lives were lost due to overdoses in 
Baltimore in 2017. 

If the new approach is successful, 
officials note that it likely will 
be expanded to more sites in the 
coming years. Funding for the 
center comes from several sources, 
including the state budget and the 
Maryland Department of Health.  n

mailto:asmith4@umm.edu
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1. When speaking with a patient, 

if risk factors for gun violence 

are present, then Garen 

Wintemute, MD, MPH, an 

attending physician in the ED 

at UC Davis Medical Center 

and director of the UC Davis 

Violence Prevention Research 

Program in Sacramento, CA, will 

focus on:

a . the patient’s mental health 

status .

b . the issue of access to the 

means for doing harm .

c . the issue of temporary housing . 

d . questions relating to the 

patient’s family and friends . 

2. Clinicians working in emergency 

settings are in a prime position 

to identify patients with certain 

individual-level risk factors 

for firearms violence. These 

include:

a . patients with drug or alcohol 

use disorders .

b . patients who have impaired 

cognition or dementia .

c . patients with a history of 

abusive partners .

d . All of the above

3. Two years ago, the University 

of Maryland Medical Center 

(UMMC) in Baltimore decided 

it needed a fresh approach 

toward connecting patients 

with effective treatment. The 

impetus for action on this front 

stemmed from the realization 

that:

a . substance use was a key 

contributing factor to a growing 

number of diagnoses .

b . ED patients referred to 

treatment facilities were not 

satisfied with their care .

c . physicians and nurses 

demanded help with the issue of 

substance use .

d . patients with substance use 

problems were becoming hostile 

and violent .

4. In the beginning stages of 

UMMC’s peer recovery coach 

program, the focus was on:

a . teaching physicians and nurses 

how to talk to patients about 

substance use .

b . getting buy-in to the approach 

from hospital administrators .

c . embedding the peer recovery 

coaches into the emergency 

team .

d . None of the above

mailto:Reprints@AHCMedia.com
mailto:Groups@AHCMedia.com
mailto:info@copyright.com
http://www.copyright.com

