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Work With Community Partners 
to Develop Solutions for Opioid 
Use Disorder Patients
Medication-assisted treatment, peer navigators, and sophisticated 
tracking systems are important tools

While many emergency 
physicians are reluctant to 
tackle the issue of addiction, 

there is growing recognition that EDs 
offer a huge opportunity to identify 
patients with opioid use disorders 
(OUDs) and link them to meaningful 
care. The obstacles are many, but 
forward-thinking emergency medicine 
leaders in regions hit hard by the opioid 
epidemic are finding paths to success, 
often in partnership with other agencies 
or community groups.

For instance, officials at the 
University of Kentucky Center on 
Drug and Alcohol Research (CDAR) 
have teamed up with the University of 
Kentucky’s department of emergency 
medicine to develop a new, streamlined 
solution for patients who present to the 
ED with OUD. 

In Jefferson County, AL, which has 
seen some of the highest rates of opioid 
overdose (OD) deaths in the country, 
emergency providers at the University 

of Alabama Birmingham (UAB) 
Hospital start appropriate patients on 
approved medications for their opioid 
addictions. Providers also use plenty of 
other new resources at their disposal, all 
of which are aimed at ending the cycle 
of addiction that brings patients to the 
ED repeatedly.

Identify Opioid 

Use Disorders

According to the CDC, Alabama 
leads the nation in opioid prescriptions, 
and the consequences are evident in 
Jefferson County, where Birmingham 
is located. In 2017, the county’s OD 
rate was 48.75 per 10,000 people, 
more than double the statewide 
average, according to data from the 
Substance Abuse and Mental Health 
Services Administration (SAMHSA). 
Those deaths were attributed not 
only to prescription opioids but other 
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drugs such as heroin and fentanyl. 
The department of emergency 
medicine at UAB is tackling the 
issue head-on by taking steps to 
equip all its providers with the 
ability to prescribe medication-
assisted treatment (MAT) and by 
working with community partners to 
immediately link patients with OUD 
to the services they need to recover. 
The new program is funded with a 
$1.5 million grant from SAMHSA, 
part of the U.S. Department of 
Health and Human Services.

Patients in need of care for an 
OUD are identified in multiple 
ways, explains Erik Hess, MD, 
MSc, vice chair for research in the 
department of emergency medicine 
in the UAB School of Medicine and 
the principal investigator for the new 
ED MAT program.

“There are some more obvious 
ways that patients present. They 
may have an overdose or they may 
present in withdrawal from opioids,” 
he says. However, Hess adds that 
patients with OUD also may 
present with other issues, such as 
bloodstream infections, endocarditis, 
or even sepsis, all of which can be 
complications from drug use.

Hess notes that investigators have 
developed an online clinical decision 
support tool to guide physicians 
if they suspect a patient may have 
OUD and assist them in making the 
diagnosis. “If a patient has symptoms 
of withdrawal for consideration, 
there is a scale at that point, the 
COWS [Clinical Opiate Withdrawal 
Scale], which clinicians can apply 
to determine the severity of the 
withdrawal,” he shares. “If the score 
is greater than 8, then the patient is 
in a significant enough withdrawal 
to consider the administration of 
Suboxone (buprenorphine and 
naloxone). If the score is less than 
8, then the patient is a candidate 

for a short-term prescription for 
Suboxone. That can then be initiated 
in the outpatient setting.” 

Further, all patients diagnosed 
with OUD are linked with peer 
navigators. “These are individuals 
who are in sustained recovery 
from opioids who come meet with 
the patients while they are in the 
ED, help explore their interest in 
engaging in treatment, and help 
them navigate the system so they can 
get into rehabilitation,” Hess relates.

Although the peer navigators are 
based in the ED, they have been 
identified and trained to serve in 
this role by the Jefferson County 
Department of Public Health and 
other community agencies. 

“The community had already 
invested in and developed [the 
navigators] to bring on board and 
add another link to the chain [of 
support],” Hess notes.

Obtain DEA Waivers

Although emergency physicians 
are empowered to administer a 
dose of Suboxone to patients in the 
ED to ease immediate withdrawal 
symptoms, Hess is working to 
significantly increase the number 
emergency physicians at UAB who 
undergo the required training to 
receive a physician waiver from the 
Drug Enforcement Administration 
(DEA), enabling them to write 
prescriptions for the drug, too. Hess 
cites research data to explain the 
need for this step.

“A trial ... of an ED-based 
administration of MAT protocol 
showed that patients who were 
provided with a short-term 
prescription of Suboxone — an 
outpatient prescription — were 
twice as likely to be in treatment at 
30 days. There was a substantially 
lower rate of opioid use within 

mailto:customerservice@reliasmedia.com
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EXECUTIVE SUMMARY

EDs in regions hit hard by the opioid epidemic are working with partners to 

develop new solutions for patients who present with opioid use disorders 

(OUD) . Officials at the University of Kentucky (UK) Center on Drug and Alcohol 

Research have teamed up with UK’s department of emergency medicine to 

open the First Bridge Clinic, a resource that can transition ED patients with 

OUD into long-term treatment and recovery . Emergency providers at the 

University of Alabama Birmingham (UAB) Hospital are initiating appropriate 

patients on medication-assisted treatment (MAT) and immediately linking 

patients with ED-based peer navigators, people in long-term recovery 

themselves who can guide the patients toward appropriate care and resources .

• Leaders with both the Alabama and Kentucky programs are working to 

ensure more emergency physicians undergo the eight hours of training 

required to obtain waivers from the Drug Enforcement Administration so 

they can prescribe buprenorphine or Suboxone (buprenorphine/naloxone) to 

patients in withdrawal from opioids .

• Patients needing care for an OUD are identified in multiple ways . They may 

present with an overdose, in withdrawal, or with complications from their drug 

use such as blood infections, endocarditis, or sepsis .

• Leaders of both programs cite the importance of educating clinicians 

about the nature of addiction and the difference between addiction and 

dependence .

the week [of their ED visit],” Hess 
explains.1 

Simply providing a referral 
without providing a bridge treatment 
often results in patients developing 
severe withdrawal symptoms, which 
renders them less likely or unable to 
engage with the health system for 
rehabilitation, Hess cautions. 

“Getting these patients on 
Suboxone deals with their cravings 
and withdrawal symptoms. It creates 
a degree of stability to where they 
function better,” he says. “It really 
kind of primes them and gives them 
the ability to engage in treatment or 
long-term rehabilitation.”

Hess acknowledges that not all 
emergency physicians welcome the 
idea of confronting addiction in the 
ED. “There has been pushback, but 
there are different reasons for it,” he 
says. 

“One of the first barriers in the 
department that I worked on was the 
stigma [associated with addiction]. 
That is often based on [providers] not 
understanding how addiction affects 
people.”

Further, providers often believe 
there is little that can be done to 
address addiction. Providers need 
to understand there are effective 
treatments, Hess says. Then, there 
is the practical barrier of physicians 
needing to acquire a DEA waiver. 

“The government has made a 
decision to require physicians to get 
an eight-hour training certification 
in order to ... prescribe Suboxone,” 
he says. Hess allows that this can irk 
some emergency physicians who see 
the requirement as just one more task 
they are asked to handle.

Establish Infrastructure

Program administrators are 
working to overcome these obstacles, 

and they have established lofty goals 
for the effort. They intend to enroll 
550 patients with OUD in the ED 
MAT program over three years. 
They hope 75% of those participants 
report abstinence from opioids at 
six months. Further, working with 
community partners, program leaders 
hope to decrease the number of OD 
deaths in Jefferson County by more 
than 30%. The MAT trial to which 
Hess alluded suggests these goals are 
achievable. 

“In the context of that trial, 78% 
of patients were still in treatment at 
30 days,” he says. “What is going 
to be the biggest challenge in this 
particular [program] is getting people 
into treatment and getting them to 
stay in treatment.”

Hess notes there are several 
different community agencies 
working simultaneously to address 
the opioid problem in the region. 

“[Alabama] Gov. [Kay] Ivy is putting 
together a task force trying to 
make a dent in this. The Jefferson 
County Department of Health has 
already invested in this area,” he 
explains. For instance, the Jefferson 
County Recovery Resource Center, 
established with the help of the 
county health department, serves as a 
referral hub to coordinate patients to 
appropriate treatment centers. “The 
combined efforts have more potential 
to produce an effect,” Hess adds.

Fortunately, the ED at UAB 
Hospital has infrastructure in place 
to effectively link patients to care 
and to keep tabs on their progress. 
This is thanks to earlier work focused 
on identifying and treating patients 
with HIV and hepatitis C. The same 
systems can be leveraged in the ED 
MAT program, Hess notes. In fact, 
there is considerable overlap in the 
affected patient populations of these 
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three diseases, according to program 
administrators. Another goal of 
the ED MAT program is to ensure 
75% of UAB’s emergency physicians 
possess their DEA waiver to prescribe 
Suboxone. Currently, data show only 
3% of physicians in Alabama have 
received this training.

Confront  

Barriers

Officials at the University of 
Kentucky CDAR also recognize that 
the ED presents a opportunity to 
intervene with patients with OUD 
and link them to care. However, 
this opportunity has been missed 
in the past when these patients 
have presented for care. Part of the 
problem was there was no way to 
place these patients in treatment for 
their OUD quickly.

To address the issue, the CDAR 
teamed up with the EDs at UK 
HealthCare to establish the First 
Bridge Clinic, a setting where 
patients can be seen quickly after 
their ED visit and receive evidence-
based care, counseling services, and 
ongoing monitoring to promote 
recovery from their OUD. Funds 
for the initiative were provided by 
the state through the 21st Century 
Cures Act. The First Bridge Clinic 
opened for patients in January 2018. 
“The challenge is that OUD patients 
have a lot of issues in their lives, 
and it is hard for them make it to 

scheduled appointments. We have 
had to try to break down as many 
barriers as possible to get them to the 
clinic after their ED visit,” explains 
Roger Humphries, MD, professor 
and chair of the department of 
emergency medicine at the University 
of Kentucky College of Medicine. 
“Those are the things we have worked 
on over the last year.”

For instance, the clinic is housed 
at the CDAR, which is about one 
mile from the ED at UK Albert B. 
Chandler Hospital, UK HealthCare’s 
level I trauma facility. 

“It is not right next door, so that 
is one of the challenges,” Humphries 
notes. “A lot of times, social workers 
and others [here in the ED] can help 
arrange transportation for patients.”

Further, the clinic provides 
expedited care for patients who 
present to the ED with an identified 
OUD. 

“Sometimes, patients present with 
an OD; sometimes, they present in 
withdrawal,” Humphries says. “Then 
you’ve got all the different infections 
that can develop, especially from IV 
opioid drug use.”

Explore MAT Initiation

A relatively new practice in the 
ED at Chandler Hospital is the 
ability to administer buprenorphine 
to those patients who are in 
withdrawal from their opioid use. 
Similar to the process in place at 

UAB Hospital, the patients can 
be linked to care. “The goal of the 
First Bridge Clinic is to get patients 
into a situation where they can be 
assessed by an addiction management 
specialist and then, hopefully, 
continue on buprenorphine or some 
other MAT to help them deal with 
their OUD and get them stabilized,” 
Humphries observes.

Humphries cautions that 
emergency providers must ensure 
patients are at the appropriate level of 
withdrawal to receive buprenorphine. 
“The drug is such a strong binder 
on the opioid receptor that if 
patients are not at a certain degree 
of withdrawal, you could potentially 
make them feel worse [by providing 
buprenorphine],” he warns.

For instance, if a patient took 
heroin one or two hours before 
presenting to the ED, and he was 
not yet in withdrawal, providing 
him with buprenorphine could put 
him in withdrawal rather than ease 
his symptoms. However, when the 
drug is administered to appropriate 
patients, it can take away almost all 
their discomfort from withdrawal 
and stabilize them, Humphries notes.

The ED is wrestling with the 
challenge of how to best manage 
patients who present to the ED 
with an OUD on a Friday evening. 
The First Bridge Clinic is open only 
Monday through Friday. 

A core group of emergency 
physicians has received waivers 
to prescribe buprenorphine. The 
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question: Provide patients with a 
prescription for buprenorphine that 
will last until their appointment at 
the First Bridge Clinic on Monday, 
or ask the patients to come back to 
the ED for subsequent doses?

To smooth transitions between 
the ED and the First Bridge Clinic, 
the ED has put some electronic 
processes in place. 

“When we [input] a discharge 
order that the patient is to follow up 
with the First Bridge Clinic, the First 
Bridge Clinic is notified that this 
patient has been referred ... and then 
they can help contact the patient,” 
Humphries notes. “We have tried 
to break down as many barriers as 
possible.”

Humphries adds that while the 
ED does not employ peer support 
specialists or navigators to pair with 
OUD patients at this time, those 
resources are available at the First 
Bridge Clinic. “We refer patients 
there every day,” he says.

Provide Addiction 

Education

Other challenges remain. 
Educating emergency clinicians 
about the nature of addiction and 
what they can do to intervene is an 
ongoing process, Humphries notes. 

“We all agree that we need to 
relieve suffering, and we need to do 
whatever we can do for patients no 
matter what their circumstances are. 
There is a spectrum of acceptability 
among physicians to MAT,” 
he shares. “A lot of emergency 

physicians, like a lot of the public, 
haven’t come to understand yet 
that there is a difference between 
addiction and dependence.”

Thus, some emergency 
physicians continue to maintain 
that when providing patients with 
buprenorphine, one substitutes one 
drug for another, which is a poor 
option in their view, Humphries 
explains. 

“In reality, though, you are 
taking a patient from an addiction 
disorder, which has all kinds of 
societal consequences [such as] 
stealing from family members and 
other types of crime and violence, 

to someone who is stabilized and 
dependent on opioids, but is not 
addicted to opioids,” he explains. “I 
don’t think there is a wide enough 
understanding of that difference and 
why it is acceptable to give somebody 
an opioid agonist even though [he or 
she] has an OUD problem.”

The goal should not be curing 
patients with OUD, but rather 

stabilizing them, Humphries 
stresses. “What you are doing is 
giving them a chance to re-enter 
society, be a productive member, 
have relationships with their family 
members, and to contribute,” he says. 
“That stabilization in itself is a huge 
goal and a huge win for the patient, 
for the healthcare system, and for 
society.”

Humphries adds that from a 
pragmatic standpoint, it should be 
clear to emergency providers that the 
opioid epidemic is not improving; 
a different approach is needed to 
achieve a better outcome. 

“For so long, we have had so few 
resources that there was a learned 
helplessness,” he says. “We told 
people that opioid withdrawal was 
not a life-threatening problem, but it 
actually is life-threatening if you look 
at ODs that happen when patients 
are in withdrawal.”

Humphries’ advice to other 
EDs that may not be as far along 
in developing their own solutions 
for managing patients with OUD is 
to realize that any barrier one puts 
in front of patients will decrease 
the chances that they arrive at a 
designated treatment provider. 

“You have to look at your process 
and make it as streamlined as 
possible,” he says.  n
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Emergency Nurses Play Central Role in Managing 
Opioid Use Disorder Patients

When addressing how to manage 
patients with opioid use 

disorders (OUDs) in the ED, much 
of the focus is on the physician’s role. 
However, experts stress that new 
solutions and programing in this area 
need to include emergency nurses.

“Nurses have a critical role in 
determining the degree to which 
a patient feels accepted and safe,” 
stresses Erik Hess, MD, MSc, vice 
chair for research in the department 
of emergency medicine at the 
University of Alabama at Birmingham 
(UAB) School of Medicine and 
principal investigator of a new ED 
medication-assisted treatment (MAT) 
program there. “They typically have 
the most interaction with patients 
during their medical encounters ... so 
they need to understand the disease 
of addiction and the fact that effective 
treatments are available.”

Patricia Kunz Howard, PhD, 
RN, CEN, CPEN, TCRN, NE-
BC, FAEN, FAAN, president of the 
Emergency Nurses Association (ENA) 
and enterprise director for emergency 
services at the University of Kentucky 
HealthCare, wholeheartedly agrees 
with these sentiments. “One of the 
biggest challenges emergency nurses 
face is being on the frontlines of the 
opioid crisis. We’ve been a leading 

voice in the effort to find educational, 
legislative, and real-world ways to 
help patients who are struggling with 
OUDs.”

For example, ENA recently 
unveiled its Opioid Bundle (Learn 
more at: http://bit.ly/2X5CT8O), an 
array of resources designed to help 
nurses meet the needs of patients 
they encounter with OUDs. Howard 
notes that the bundle includes 
online education resources, recently 
published articles, and an ENA 
Naloxone Education Toolkit that is 
a comprehensive resource in and of 
itself. 

“The toolkit has resources 
designed to help educate patients and 
family members about opioid ODs 
[overdoses] as well as instruction on 
how to distribute and properly use a 
naloxone kit [to reverse an OD],” she 
explains. “There are also step-by-step 
instructions on how to implement 
a custom opioid OD prevention 
program in individual EDs.”

In addition, the bundle contains 
posters and flyers that include tips 
on how to identify an OD and what 
can be done to save a patient’s life.  
Further, Howard notes there are 
expert presentations that discuss the 
realities of the opioid crisis, both on 
the streets and in the ED.

While the ENA takes no position 
on how involved emergency 
physicians should be in treating 
addiction, Howard acknowledges 
that her group is aware that there 
is a greater push in the ED for 
physicians to be able to prescribe the 
medications involved with MAT, 
such as buprenorphine or Suboxone 
(buprenorphine/naloxone). 

“We are certainly supportive of 
anything that is going to improve 
clinical outcomes for patients,” she 
offers.

One of the biggest challenges 
facing nurses is the lack of treatment 
resources available in many 
communities; this makes it difficult 
to make discharge plans for patients 
with OUD, Howard explains. 

“Every patient deserves to be 
treated with respect, to have a 
medical screening exam to determine 
[whether] an emergency exists, and to 
get the care that they need,” she says. 

Unfortunately, many patients do 
not wish to receive treatment for their 
OUD, Howard notes. 

“We walk a fine line of 
making sure that we give the right 
information to each patient ... but not 
all of our patients are ready to learn 
the information we have to share with 
them,” she says.  n
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EXECUTIVE SUMMARY

Typically, smaller hospitals without in-house neurologists use telestroke 

applications . Recently, Norwalk (CT) Hospital developed a program using a 

telemedicine hookup to connect with its own neurologists at home when a 

potential stroke patient presents to the ED during off-hours or on weekends . 

The idea is to ensure emergency physicians and patients receive the same 

timely access to expert consultations they would receive during normal 

business hours when neurologists are present in the hospital .

• A big factor driving the telestroke initiative was the fact that heavy traffic 

congestion in the Norwalk region can delay travel to and from the hospital 

significantly, making it difficult for an on-call neurologist to get to the hospital 

quickly .

• Neurologists are equipped with computer camera hookups in their homes so 

they can respond remotely to a stroke alert if they are on call . 

• The ED maintains the telestroke technology on movable carts that can be 

brought to the bedside quickly to facilitate consultations between the remote 

neurologist, the patient, and the emergency physician .

• While the technology is used only during off-hours and on weekends, 

hospital leaders are considering leveraging the approach to connect 

patients who present to the ED with behavioral health concerns with needed 

psychiatric expertise .

In-House Neurologists Respond to Stroke Alerts 
from Home During Off-Hours, Weekends
Custom telemedicine solution could be leveraged to expedite care to other patients who  
present during similar staffing circumstances

For many years, smaller commu-
nity hospitals have been con-

tracting with larger medical centers 
to provide neurology expertise via 
telemedicine hookup when they see 
patients who present with suspected 
strokes. Called telestroke, it is an 
approach that can expedite needed 
care for a time-sensitive condition. 
The tool has been a literal life-saver, 
particularly for patients who live in 
outlying areas, far from the resources 
and expertise available in more urban 
settings.

However, are there other uses for 
telestroke technology that have not 
yet been explored? Clinicians at Nor-
walk Hospital in Norwalk, CT, a city 
about 50 miles from New York City, 
think the answer is yes. Recently, fa-
cility leaders implemented their own 
version of telestroke for those times 
when their in-house neurologists are 
not present in the hospital but can be 
reached at home through a telemedi-
cine linkup. 

One factor driving the initiative 
is the fact that traffic congestion in 
the region can make it difficult for 
an on-call neurologist to get to the 
hospital quickly when a stroke case 
presents during off hours, potentially 
depriving emergency clinicians and 
their patients from the neurologist’s 
expertise when determining whether 
the patient is a candidate for clot-
busting drugs.

The telestroke solution that Nor-
walk Hospital has employed solves 
the problem without the need for 
contracting with a third party. Clini-
cians already are thinking about other 
ways they can leverage the technology 

to expedite care to emergency patients 
with other health concerns.

Customize  

a Solution

Benjamin Greenblatt, MD, chair 
of emergency medicine at Norwalk 
Hospital, is a big believer in leverag-
ing telemedicine to advance and im-
prove care. “It is not really an option 
anymore in terms of health systems 
having [telemedicine]. It is really 
about how you integrate it into your 
practice on an enterprise level and on 
a hospital and departmental level,” he 
explains. 

Consequently, it was not a leap 
for Greenblatt to embrace the idea of 
using telemedicine technology to ac-
celerate expert care to potential stroke 
patients. 

“Stroke is an extremely time-sen-
sitive area of emergency medicine,” 
Greenblatt notes. “There are efforts 
around educating the population 
about recognizing stroke. That is a big 
aspect, but once patients get [to the 
ED], we want to treat them as quickly 
as possible.”

Norwalk Hospital is a level II 
trauma center that sees 50,000 pa-
tients in the ED every year, but it is 
also located in Fairfield County, CT, 
which includes a large population of 
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older residents, Greenblatt notes. “We 
probably do 30 to 40 stroke alerts 
every month,” he says. 

When such cases present, the 
goal is to treat appropriate patients 
with clot-busting tissue plasminogen 
activator (tPA) within 60 minutes of 
arrival in the ED. However, the drug 
is contraindicated in some patients, 
and it is not without risk; discern-
ing which patients should receive the 
treatment is best accomplished in 
consultation with a neurologist.

Usually, there is a neurologist 
present and available at the hospital 
to handle these bedside consultations 
in the ED from 8 a.m. to 4 p.m., 
explains Michele Lecardo, RN, 
CCRN, CNL, SCRN, the hospital’s 
stroke program coordinator. However, 
managing potential stroke patients 
who present to the ED outside those 
hours has proven challenging. 

“A lot of our neurologists don’t 
live in Norwalk. They are not close to 
the hospital ... so in order to expedite 
their connection with the patient, 
telestroke seemed to be the answer to 
what we were looking for.”

When the idea first surfaced, clini-
cians thought about using Facetime 
or Skype to establish face-to-face 
connections between ED physicians, 
patients, and an on-call neurologist 
during off-hours and weekends when 
a neurologist is not present in the 
hospital. However, it became clear 
quickly that such connections would 
not comply with the Health Insur-
ance Portability and Accountability 
Act (HIPAA) or other mandated 
regulations. 

 n The push to prevent delirium

 n Curbing leave without being  
seen rates

 n Debating the merits of the  
one-hour bundle for sepsis

 n Acupuncture in the ED

COMING IN FUTURE MONTHS

“That is when we came up with 
the program we have now,” Lecardo 
says.

Facilitate  

Consultations

Under the new telestroke program, 
which went live in October 2018, all 
neurologists have installed comput-
ers with cameras in their homes. If a 
stroke alert signals, they can connect 
with a camera-equipped cart in the 
ED that can be moved to the bedside 
easily. “Once we turn [the equip-
ment] on, the neurologist who logged 
in is there and ready to go,” Lecardo 
explains.

“Having our colleagues, the neu-
rologists, at the bedside helping us 
to make decisions about sometimes 
complicated patients or patients who 
can’t give us a lot of information ... is 
really helpful to us,” Greenblatt ob-
serves. “It gives us a lot of confidence 
when managing these patients.” 

In addition to providing an audio-
visual connection between the remote 
neurologist and the patient and clini-
cians on site in the ED, the neurolo-
gist also can access to the patient’s 
electronic medical record and any 
imaging tests that are completed. 

“We can talk to the patient, and 
we can interact with them sort of face 
to face,” observes Daryl Story, MD, 
a neurologist and director of the acute 
stroke team at Norwalk Hospital. 
“Obviously, I am not there to lay 
hands on the patient and feel their 
strengths ... but I can get a very good 

idea [of those elements] by asking ei-
ther the nurse or the physician in the 
room to ask the patient to perform a 
particular maneuver.”

Although the technology produces 
high-quality video that can enable 
the remote neurologist to zoom in on 
a patient’s eyes and closely examine 
his or her pupils, that kind of exam 
usually is not required in the case of 
acute stroke, Story notes. 

“Hard-to-detect subtleties are 
generally not what we are interested 
in [for] that context,” he says. “It is 
really more the disabling issues like 
being able to speak or having a very 
weak side of the body.”

Story notes that the telestroke 
technology makes it easy to see on the 
screen what neurologists are looking 
for in the typical case of a suspected 
stroke. “We can get a very good sense 
about how the patient is doing,” he 
offers.

Even though this is a novel use of 
telestroke technology, it is something 
the neurologists on staff at Norwalk 
Hospital have been talking about for 
several years, Story shares. 

“To be at home and need to rush 
to the hospital to see a stroke patient 
puts us under a lot of duress, especial-
ly if there is bad weather or traffic,” he 
says. “We welcomed the opportunity 
to be able to stay at home and do 
this.”

Watch  

the Clock

While the telestroke technology 
is available to the ED 24/7, it is used 
when suspected stroke patients arrive 
in the ED outside normal business 
hours. “The on-call neurologists take 
calls starting at 4 p.m. and through 
the weekends. If they are not at the 
hospital during that time ... they 
can opt to use telestroke instead [of 
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driving into the hospital],” Lecardo 
explains.

Considering the region’s proxim-
ity to New York City, it is particularly 
prone to heavy traffic congestion that 
can slow travel to and from the hospi-
tal significantly.

“This is a better use of the [neu-
rologist’s] time. We may get a higher-
quality consult as opposed to having 
a frazzled neurologist show up in the 
ED as the time is dwindling,” Green-
blatt says.

Every minute counts during a 
stroke, Lecardo stresses. “Patients are 
eligible to get [tPA] up until four and 
a half hours after symptom onset. 
But if they get the medicine one hour 
after symptom onset ... all the studies 
have proven that we see a better out-
come. The sooner a patient gets the 
medicine, the better,” she explains.

The ED strives to treat appro-
priate patients with tPA within 60 
minutes of arrival in the ED, and 
the telestroke process helps clinicians 
meet and sometimes exceed that 
goal. For instance, Lecardo recalls 
one recent case involving a woman 
who presented with stroke during the 
off-hours. Her workup confirmed she 
was eligible to receive tPA. “The neu-
rologist used telestroke, and we still 
gave her the drug within 44 minutes 
[of her arrival to the ED],” Lecardo 
reports.

Of course, the telestroke process 
is equally important in determining 
which patients should not receive 
tPA. 

“There are a lot of stroke mim-
ics out there,” Greenblatt explains. 
For example, he recalls one recent 
case involving a 60-year-old woman 
who had apparently experienced a 
seizure and some partial paralysis that 
looked very much like a symptom of 
stroke. The neurologist consulting on 
the case via telestroke discerned that 
the symptoms were not because of 

a stroke and that tPA should not be 
administered. 

“If I had seen that case [alone], 
there is a good chance I would have 
given the patient tPA,” he says. “I was 
really happy to have the neurologist 
looking at that patient in real time.” 

Greenblatt adds that activating 
the telestroke consultation is almost 
faster than when the neurologists are 
in the hospital and can respond to the 
bedside in person.

Test the  

Technology

Clinicians on both sides of the 
telestroke hookup report no problems 
using the technology. “It is a relatively 
easy system,” Greenblatt notes. “The 
actual monitor is stored. Nursing is 
responsible for keeping it safe behind 
lock and key within our storage facil-
ity [in the ED] so that no one gets in 
there and plays around with it. Then, 
when [telestroke] is activated, they 
bring it out.”

Further, very little education or 
training was required to implement 
the system. “We just needed to make 
sure everyone was comfortable that 
they were going to have conversations 
with the neurologist on the moni-
tor instead of in person,” Greenblatt 
adds.

Story agrees, noting that all the 
neurologists engaged in a practice 
interaction from home with a mock 
patient to make sure their linkup 
worked and that they understood 
how to use the system. Otherwise, no 
further instruction has been required. 
Lecardo concurs with these senti-
ments, adding that once clinicians 
on both sides of the hookup tried 
the equipment and saw how clear the 
camera images were, they embraced 
the concept. “Emergency physicians 
would much rather be able to con-

verse with [the neurologist] face to 
face or face to screen than over the 
phone,” she says. 

One added factor that helped ad-
vocates of the telestroke approach at 
Norwalk Hospital win over colleagues 
was the fact that the hospital’s CEO is 
a neurologist who has a keen interest 
in this area, Greenblatt observes.

Consider Other  

Applications

For other EDs interested in 
leveraging telestroke like Norwalk 
Hospital, Lecardo recommends 
that leaders identify champions for 
implementation. She also advises col-
leagues to secure commitments from 
the appropriate IT employees early. 
“Research what equipment you are 
going to use,” she adds. “You have to 
purchase equipment, so this doesn’t 
come without cost, but the benefits 
to the patient outweigh the financial 
cost.”

Story notes that it is important 
to carefully consider how stroke is 
managed at a hospital and to establish 
broad acceptance of the concept by 
the emergency physicians as well as 
the neurologists. 

“This is still a low-volume idea,” 
he says. “The majority of strokes that 
we evaluate are when we are already 
here in the hospital when [telestroke] 
doesn’t apply.”

While the telestroke application is 
used during off-hours and weekends 
when neurologists are not present, 
there already are plans to further le-
verage the technology for other issues. 

“Psychiatry really lends itself to 
this type of technology ... and there is 
a tremendous need there. Psychiatric 
inpatient beds continue to dwindle, 
and the psychiatric demand continues 
to increase across the country,” 
explains Greenblatt, noting that 
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many of these patients end up in the 
ED for prolonged periods. “We are 
in discussions with our psychiatry 

department to try to make [a 
telemedicine solution for behavioral 
health emergency patients] a reality. 

That would be, I think, a huge win 
for patients.”  n

Investigators Find Link Between ED Triage 
Scores, Time to Antibiotics
Even a few minutes can mean the difference between life and death

In the continuing quest to accelerate 
time to treatment for sepsis patients 

who present to the ED, investigators 
at Intermountain Healthcare in Utah 
have begun to focus not on patient 
factors, but what clinicians and 
systems can do to make a difference 
in this area. One of their findings 
offers intriguing possibilities.

Investigators, supervised by 
Ithan Peltan, MD, MSc, the senior 
author of the study and an attending 
physician in the shock trauma ICU 
at Intermountain Medical Center 
and Intermountain Healthcare 
TeleCritical Care in Salt Lake City, 
found a link between the triage score 
assigned to a patient and how long 
he or she has to wait before receiving 
antibiotics.

The discovery provides a potential 
new target for emergency providers 
grasping for different ways to improve 
their care of patients with a condition 
that is both more deadly and 
common than stroke or heart attack, 
but much more difficult to diagnose.

“There are many reasons why we 
care about early treatment of sepsis, 
the most important being that early, 
appropriate treatment of patients with 
sepsis seems to improve outcomes,” 
Peltan explains. “In particular, the 
data seem to be strongest for early 
antibiotics.”

For instance, Peltan notes that 
his group and many others have 
published data using retrospective 
methods that suggest there is a 

strong and linear association between 
door to antibiotic times and sepsis 
mortality. “‘Every hour matters’ is 
the mantra that has been adopted,” 
he says. “The challenge then is to 
understand what are the factors that 
help us deliver door to antibiotics 
efficiently and what factors can get in 
our way.”

For this study, researchers 
considered whether a one-point 
difference in the score assigned 
to a patient at triage in the ED is 
associated with a difference in door 
to antibiotics time for patients who 
are otherwise similar. Specifically, the 
researchers focused on those patients 
assigned a triage score of 2, signaling 
“emergent,” compared to a triage 
score of 3, signaling “urgent.” The 
study included sepsis patients who 
were treated in four Intermountain 
Healthcare EDs in Utah between July 
2013 and January 2017. During this 
period, 591 sepsis patients received 
a triage score of 2 in the ED, and 
208 received a triage score of 3. 
Investigators analyzed these cases, 
determining that the patients assigned 
a triage score of 3 waited an average 
of 32 minutes longer to receive 
antibiotics than the patients assigned 
a triage score of 2.

How much of a difference 
might 32 minutes make in terms of 
outcomes? Peltan notes that his data 
suggest this translates into about a 
0.5% increase in absolute mortality. 
This difference may not sound 

like much until one considers how 
common a diagnosis of sepsis is in the 
ED. “Our data and other data show 
somewhere on the order of 1% to 3% 
of all adult ED patients meet sepsis 
criteria,” he says. “Then, when you 
apply [the 0.5% increase in absolute 
mortality] at the population level, this 
could be very important.”

It is difficult to ascertain 
precisely why patients with similar 
characteristics were assigned different 
triage scores, Peltan notes. “While 
triage nurses are very experienced 
in using these [triage scales], and 
certainly such scales have standardized 
approaches and criteria, there is a 
certain amount of subjectivity that 
goes into assigning a triage score,” he 
says. Also, Peltan says that there may 
have been some differences between 
the two groups of patients that 
investigators were simply unable to 
pick up through objective measures.

The more important question 
may be what can be done to facilitate 
quicker recognition of sepsis so that 
all patients with the condition receive 
accelerated care. Peltan would like to 
see improved tools to alert clinicians 
of a potential sepsis case. “We 
certainly don’t have a single diagnostic 
tool like an ECG that we use for MI 
[myocardial infarction] recognition 
or the sort of straightforward clinical 
assessment that we use for stroke 
recognition that pulls those patients 
out of the standard triage protocols 
and into separate pathways that allow 
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Rabies Remains a Concern; New Chief  
Culprit Emerges

clinicians to meet aggressive time 
to treatment goals that have been 
established for those conditions,” he 
explains.

Peltan advises that improved 
informatics and more advanced 
machine learning approaches 
could deliver more accurate sepsis 
screening tools capable of changing 
provider behavior. “With the current 
tools, there is too little accuracy to 
completely change our protocols 
based on their information alone,” 
he says. Peltan adds that some other 
health systems are working on such 

tools. His own group is interested in 
developing a tool for the improved 
recognition of sepsis, too.

Another step that Peltan would 
like to see is better recognition 
of sepsis as a medical emergency, 
both at triage in the ED and in the 
prehospital setting. “This would help 
triage nurses and others prioritize 
the care of these patients,” he offers. 
Like the model for MIs and strokes, 
there should be a designated pathway 
for treatment for sepsis patients. 
“Recognition at all stages of the 
healthcare system can help get these 

patients the care they need,” Peltan 
says. 

Some hospitals have begun using 
sepsis teams that are activated when 
sepsis is suspected as opposed to after 
it is diagnosed. “These are attractive 
in that they address the delay to 
diagnosis, which does seem to be 
a big part of delayed treatment,” 
Peltan says. “Conceptually, it should 
also help to minimize the risk of 
overtreatment or the risk of giving 
antibiotics to everyone with possible 
sepsis as a solution to the door to 
antibiotics treatment challenge.”  n

W ith camping and other forms 
of outdoor activity more 

common in the summer months, 
the CDC used its June Vital Signs 
report to warn that exposure to 
animals infected by rabies remains a 
concern. “About 55,000 Americans 
receive post-exposure prophylaxis 
[PEP] for potential rabies exposure 
in emergency departments each year. 
Most dogs and cats receive annual 
rabies shots to keep them protected,” 
explained Anne Schuchat, MD, the 
CDC’s principal deputy director, in 
a media briefing with reporters that 
occurred June 13, 2019.

However, there have been 
significant changes in recent years 
regarding which animals pose the 
biggest threat for the disease. “Among 
all rabid animals detected in the 
United States, 32% are bats, 28% 
are raccoons, 21% are skunks, 7% 
are foxes, and 6% are cats,” Schuchat 
noted. “Starting in 2015, the number 
of rabid bats reported surpassed the 
number of raccoons for the first time. 
The gap has been widening ever 
since.”

Another reason why bats are 
concerning is because bat bites 
typically are smaller than the head of 
a pencil eraser, which means those 
bites can go unnoticed. “This is a 
problem because rabies is deadly 
once symptoms start. Recognizing 
the risk and getting treatment fast is 
important,” Schuchat added.

Further, seven out of every 10 
people who die from rabies each year 
in the United States were infected 
with the disease by bats. Since 2015, 
there have been more cases involving 
mass exposures. “These are instances 
where we have 10 or more people 
that are exposed to a potentially rabid 
bat,” Schuchat said.

“We have had several large groups 
of people exposed to bats in university 
dorms, camping lodges, and schools,” 
observed Emily Pieracci, DVM, 
MPH, a veterinary epidemiologist 
at the CDC who also participated in 
the media briefing. In fact, the CDC 
noted that public health authorities 
respond to as many as 175 of these 
mass exposures in the United States 
every year. 

“Rabid bats have been reported 
from every state except Hawaii,” 
Pieracci added.

In cases of possible exposure, the 
best course of action is for providers 
to administer PEP before symptoms 
begin, Pieracci offered. “If people 
are exposed to rabies but do not get 
PEP prior to symptoms starting, the 
disease is nearly always fatal,” she said. 
“PEP is extremely effective, but it 
needs to be started quickly.” 

Pieracci further advised healthcare 
providers to query patients about 
whether they have sustained any 
animal bites recently or have been 
in contact with or scratched by bats. 
“If the answer is yes, assess whether 
they need PEP,” she said. “State and 
local health departments have tools to 
help healthcare providers if they have 
questions.”  n

(Editor’s Note: For more 
information on how to manage a case of 
potential rabies, please visit this CDC 
resource: http://bit.ly/2X7YKfM. The 
CDC’s June Vital Signs report on the 
subject can be accessed at this address: 
http://bit.ly/2RDXGzc.)

http://bit.ly/2X7YKfM
http://bit.ly/2RDXGzc
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       After completing this activity, participants will be able to:

    1. Apply new information about various approaches to ED management;

    2. Discuss how developments in the regulatory arena apply to the ED setting;

    3. Implement managerial procedures suggested by your peers in the publication.

CME/CE OBJECTIVES

1. If a patient exhibits symptoms 

of withdrawal, clinicians can 

apply the Clinical Opiate 

Withdrawal Scale (COWS) to 

determine the severity. How 

high does the score have to be 

to show that the patient is in 

significant enough withdrawal 

to consider the administration 

of Suboxone?

a . Higher than 3

b . Higher than 5

c . Higher than 8

d . Higher than 10

2. Regarding the opioid crisis, one 

of the biggest challenges facing 

nurses in many communities is:

a . stigma of addiction .

b . extreme poverty .

c . lack of housing . 

d . lack of treatment resources .

3. Studies have shown that the 

earlier clinicians administer 

tissue plasminogen activator 

(tPA), the better the outcome 

for patients. How long after 

symptom onset are appropriate 

stroke patients eligible to 

receive tPA?

a . Two hours

b . Four and a half hours

c . Six hours

d . 10 hours

4. Data suggest a 30-minute 

difference in time-to-antibiotics 

in sepsis patients translates into 

what percentage increase in 

absolute mortality?

a . 0 .5%

b . 0 .10%

c . 1% 

d . 1 .5%
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