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EXECUTIVE SUMMARY 

 
The national opioid crisis has hit Maryland particularly hard. In 2016, Maryland was among the 

top five states with the highest rates of opioid-related overdose deaths. The number of opioid-

related deaths has grown each year since 2010 — nearly quadrupling in the past eight years — 

largely due to the growing prevalence of synthetic opioids that are mixed into street drugs such as 

heroin, augmenting its potency. Hospitals are on the front lines of this crisis, often serving as a 

safety net for patients who overdose on opioids.  

 

In June 2017, Maryland’s legislators passed the Heroin and Opioid Prevention Effort (HOPE) and 

Treatment Act, which requires hospitals to have a discharge protocol in place for patients treated 

for an overdose or identified as having a substance use disorder. Hospitals were required to report 

the protocols to the Maryland Hospital Association (MHA) starting in January 2018. To prepare 

for this requirement, MHA convened a series of Clinical Conversations, during which hospital 

emergency department (ED) and clinical leaders met to develop recommendations for ED 

discharge protocols. As a result of these forums, hospital representatives agreed that it was 

important to consider four core components in developing an ED discharge protocol: 

 

1. Universal Screening: To the extent possible, hospitals should universally screen for 

substance use disorder(s) among patients who present in the ED. 

2. Naloxone Access: Hospitals should offer naloxone, an antidote that rapidly reverses an 

opioid overdose by restoring breathing to normal, to patients who present in the emergency 

department with an opioid overdose, and to patients deemed to be at risk for opioid use 

disorder, either by dispensing directly from the emergency department or by providing a 

prescription. 

3. Facilitated Referral: Hospitals should refer patients who screen positive for substance use 

disorder(s) to treatment, ideally using a facilitated referral approach. 

4. Peer Recovery Services: To the extent possible, hospitals should incorporate peer 

recovery services into their processes for treating and discharging patients treated for an 

opioid overdose and those identified as having a substance use disorder. 

 

MHA collected the discharge protocols and reviewed them for these elements. The results of the 

protocol review are in the table below. We also highlight key barriers to implementation. 

 

Protocol Element Percentage of Hospital 

Protocols Detailing 

Intervention 

Key Barriers to Implementation 

Universal Screening 80 percent • Additional time to screen could 

lengthen emergency department 

wait times 

Naloxone Access  100 percent • Rising costs make it increasingly 

challenging to maintain stock for 

dispensing from the emergency 

department 
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Facilitated Referrals 84 percent • Lack of information about 

available treatment options 

(capabilities, quality) in the 

surrounding communities and 

• limited supply of appropriate 

community providers and 

treatment options, particularly in 

rural areas  

Peer Recovery Services 73 percent • Lack of 24/7 access to peer 

recovery coaches 

 

Protocols were also reviewed for initiation of medication assisted treatment (MAT) in the ED, as 

hospital representatives agreed that it is an important consideration. Twenty-seven percent of 

hospitals indicated that they were providing an initial dose of buprenorphine in the ED to patients 

after it was determined that it was clinically appropriate. One of the key barriers to hospitals 

implementing MAT initiation is a lack of treatment capacity in their surrounding communities. 

That is why MHA’s focus in 2019 will be to work with our hospitals and community partners to 

increase patient access to all appropriate modalities of medication assisted treatment, whether in 

the hospital emergency department or in the community.  

 

MHA remains committed to working with partners across the care continuum, as well as 

policymakers and state agencies, to mitigate barriers associated with hospital-based efforts and to 

support similar work in other care settings. 
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BACKGROUND 

 

Maryland was among the top five states with the highest rates of opioid-related overdose deaths in 

2016.1 There were 2,009 opioid related deaths in 2017, representing 88 percent of all intoxication 

deaths in the state. The number of opioid-related deaths has grown each year since 2010, nearly 

quadrupling in the past eight years.2  

 

The causes of opioid fatalities have changed over the last few years. In 2017, the number of heroin 

related deaths decreased by 11 percent in Maryland, and the number of prescription opioid-related 

deaths decreased by 1 percent.  However, overall opioid-related deaths continue to rise due to 

fentanyl and carfentanil — highly potent synthetic opioids that are much stronger than heroin and 

increase the risk of overdose. Fentanyl sold on the street is typically mixed with other drugs such 

as heroin, augmenting its potency. Between 2016 and 2017 the number of fentanyl-related deaths 

in the state increased by 42 percent.3  

 

Maryland’s opioid scourge is one component of a larger behavioral health care crisis in the state. 

One in five people have a chronic behavioral health or substance use disorder and there is a lack 

of high quality, community-based behavioral health services to meet their needs. Hospitals often 

serve as a safety net for patients with behavioral health concerns, especially during a behavioral 

health emergency. Across the nation, and in Maryland, the number of opioid-related ED visits 

continues to rise. In 2014, Maryland was ranked among the states in the U.S with the highest rates 

of opioid-related ED visits across all age groups and genders.4 Between 2013 and 2016, hospital 

ED visits related to opioids jumped by 82 percent. In the fourth quarter of 2016, Maryland’s rate 

of opioid related ED visits was 90 percent higher than that of the national average.5  

 

In response, hospitals have assessed their policies and guidance to more effectively serve the needs 

of this patient population. 

  

                                                            
1 National Institute on Drug Abuse. Opioid Summaries by State. Accessed on November 30, 2018. See: 

https://www.drugabuse.gov/drugs-abuse/opioids/opioid-summaries-by-state.  
2 Maryland Department of Health. Unintentional Drug- and Alcohol-Related Intoxications Deaths in Maryland, 

2017. June 2018. Deaths related to carfentanil (a fentanyl analog) were first identified in 2017. In 2017 there were   

60 carfentanil-related deaths, occurring among every age group, Whites and Blacks, men and women, and 13 

jurisdictions in the state. 
3 Ibid. 
4 Weiss, Audrey J.et al. Patient Characteristics of Opioid Related Inpatient Stays and Emergency Department Visits 

Nationally and by State, 2014. Agency for Healthcare Research and Quality. Healthcare Cost and Utilization 

Project. Statistical Brief #224. June 2017.  
5 HCUP Fast Stats. Healthcare Cost and Utilization Project (HCUP). October 2018. Agency for Healthcare Research 

and Quality, Rockville, MD. www.hcup-

us.ahrq.gov/faststats/opioid/opioiduse.jsp?radio3=on&location1=MD&characteristic1=01&setting1=ED&location2

=US&characteristic2=01&setting2=ED&expansionInfoState=hide&dataTablesState=hide&definitionsState=hide&e

xportState=hide. 
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HOSPITALS IN ACTION 

 

Opioid Prescribing Guidelines, Behavioral Health Roadmap Represent Steps toward Broader 

Solution 

In 2015, the MHA developed provider-focused opioid prescribing guidelines that were voluntarily 

adopted by every Maryland hospital. These guidelines consist of eight recommendations to 

promote standardization of opioid utilization and prescribing in the state. For example, the 

guidelines recommended that emergency medicine providers consult the Maryland Prescription 

Drug Monitoring Program before writing an opioid prescription, advised prescribing no more than 

three days of a minimal amount of opioid analgesics, encouraged hospitals to use the Chesapeake 

Regional Information System for our Patients (CRISP) to share a patient’s ED visit history with 

other providers and hospitals, and discouraged ED providers from providing prescriptions for lost, 

destroyed, or stolen substances.6 While the recommendations were focused on hospital emergency 

departments, it was acknowledged that a comprehensive effort that includes other providers is 

needed to effectively address this problem. 

 

In addition, in recognition of Maryland’s fragmented behavioral health care system, MHA’s 

Behavioral Health Task Force, composed of hospital executives and experts in mental health and 

substance abuse disorders, in 2017 developed and distributed A Roadmap to an Essential 

Comprehensive System of Behavioral Health Care for Maryland.7 This document details key 

strategies for fighting the opioid epidemic, including recommendations on screening and referrals, 

access to care, workforce, and harm reduction services.  

 

HOPE Act of 2017 Discharge Protocol Requirements 

In March 2017, Gov. Larry Hogan declared a state of emergency in response to the state’s opioid 

crisis. In June, the Heroin and Opioid Prevention Effort (HOPE) and Treatment Act of 2017, 

passed, mandating several provisions to mitigate Maryland’s crisis, including a requirement that 

hospitals have a discharge protocol in place for patients treated for an overdose or identified as 

having a substance use disorder. The HOPE Act required hospitals to report these protocols to 

MHA beginning in 2018.8 

 

To support hospitals’ efforts to meet the requirements of the HOPE Act, in 2017 MHA convened 

a series of Clinical Conversations, during which hospital ED and clinical leaders met to develop 

consensus on recommended components for an ED discharge protocol. As a result of these forums, 

hospital representatives agreed that it was important to consider four core components in 

developing an ED discharge protocol: 

                                                            
6 Maryland Hospital Association. Maryland Emergency Department Opioid Prescribing Guidelines. 2015. 

https://www.mhaonline.org/docs/default-source/Resources/Opioid-Resources-for-Hospitals/maryland-emergency-

department-opioid-prescribing-guidelines.pdf  
7 Maryland Hospital Association. A Roadmap to an Essential Comprehensive System of Behavioral Health Care for 

Maryland. 2017. https://www.mhaonline.org/docs/default-source/Resources/roadmap-to-an-essential-

comprehensive-system-of-behavioral-health-care-for-maryland.pdf?sfvrsn=2 
8 HB 1329, (SB967), 19–310.3, Heroin and Opioid Prevention Effort (HOPE) and Treatment Act of 2017 

http://mgaleg.maryland.gov/webmga/frmMain.aspx?id=hb1329&stab=01&pid=billpage&tab=subject3&ys=2017RS 
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1. Universal Screening: To the extent possible, hospitals should universally screen for 

substance use disorder(s) among patients who present in the ED. Hospitals agreed that 

screening – defined as the application of a simple test to determine whether a patient is at 

risk for, or may have, an alcohol or substance use disorder – is an important step within the 

ED admission and discharge process. Screening helps providers fully assess patients prior 

to making treatment decisions and recommendations for follow-up care and/or monitoring. 

 

2. Naloxone Access: Hospitals should offer naloxone to patients who present in the ED 

with an opioid overdose and to patients deemed to be at risk for opioid use disorder 

— either by dispensing directly from the ED or by providing a prescription. Hospitals 

agreed that a patient who presents in the ED with an opioid overdose should receive 

naloxone. The group agreed patients who screen positive for opioid use disorder during the 

ED visit should at minimum receive a naloxone prescription. Some hospitals have the 

capacity to directly dispense naloxone, which was generally preferred over writing a 

prescription. 

 

3. Facilitated Referral: Hospitals should refer patients who screen positive for substance 

use disorder(s) to treatment, ideally using a facilitated referral approach. Hospitals 

agreed that referrals to treatment are an essential component of the discharge protocols for 

this patient population. A facilitated referral may involve a range of tasks designed to assist 

the patient to attend his or her first appointment at the treatment center after being 

discharged.  

 

4. Peer Recovery Services: To the extent possible, hospitals should incorporate peer 

recovery services into their processes for treating and discharging patients treated for 

an opioid overdose, and those identified as having a substance use disorder. Peer 

recovery coaches use their lived experiences of recovering from addiction, as well as skills 

learned in formal training, to deliver services to patients that encourage their recovery.9 

Specifically, in addition to referring patients to treatment, peer recovery coaches or other 

staff could provide patients with information on safe use, assess their readiness to change, 

and advise them on potential behavior changes under the guidance of licensed providers. 

Hospital representatives found it beneficial to include peer recovery coaches or other staff 

who are designated provide these services, such as community health workers or hospital 

social workers, in the discharge process.  

 

Hospital representatives also agreed that in developing a discharge protocol, it is important to 

consider initiating MAT in the emergency department. There are three types of medications that 

have been approved by the Food and Drug Administration for the treatment of opioid use disorder: 

methadone, naltrexone, and buprenorphine. Federal law requires methadone only be dispensed 

through an opioid treatment program, and as such is not initiated by hospitals.10 Naltrexone can be 

                                                            
9 SAMHSA-HRSA Center for Integrated Health Solutions website. See: 

https://www.integration.samhsa.gov/workforce/team-members/peer-providers 
10 42 Code of Federal Regulations, part 8. Certification of Opioid Treatment Programs. 
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administered in the hospital setting, but requires patients to go through withdrawal under a doctor’s 

care prior to starting it and can be challenging to administer in an ED setting. As such, hospital 

representatives agreed that it is ideal to administer MAT in the form of an initial dose of 

buprenorphine to patients in the ED if clinically appropriate and with patient consent, provided 

that the patient has access to next day treatment to receive the second dose.  

 

MHA Review of ED Discharge Protocols 

In January 2018, hospitals began submitting their ED discharge protocols to MHA. MHA received 

discharge protocols for 45 of our acute care inpatient hospitals with emergency room 

departments.11 MHA reviewed these protocols for the four recommended elements on which 

hospital leaders came to a consensus during the Clinical Conversations series. MHA also reviewed 

the discharge protocols to track whether hospitals were initiating MAT in the ED. In May 2018, 

MHA hosted an ED Discharge Protocol Summit during which emergency medicine and clinical 

leaders discussed their experiences with the protocols.  

 

The following sections detail the results of the protocol review and share relevant context for each 

of the core elements gleaned throughout the process. It is important to note that percentages  

 

reflected below are a point in time; hospital protocols will likely continue to evolve as hospitals 

gain experience implementing certain interventions and new resources become available. For 

example, an additional 14 hospitals will implement the Screening, Brief Intervention, and Referral 

to Treatment (SBIRT) model in their EDs, and nine hospitals will adopt the model in their mother-

baby units as part of the State Opioid Response grant awarded to Maryland. Hospitals in Baltimore 

City also are working with the Baltimore City Health Department to implement the Levels of Care 

initiative,12 which provides a framework to guide the establishment of comprehensive services for 

patients with opioid use disorder. This effort covers the ED, inpatient, and outpatient settings. It 

also includes policies to prevent new cases of opioid use disorder, and hospitals are expected to 

add services over time to achieve different levels of care. 

 

Recommendation 1: Universal Screening 

To the extent possible, hospitals should universally screen for substance use disorder(s) 

among patients who present in the ED. 

 

Most of the hospitals’ protocols (43 of 45) include screening. Of these, most of the protocols (36 

of 43) indicate universal screening, while only a handful of hospitals’ protocols (seven) indicate 

that they screen for suspicion of substance use disorder  

• Universal Screening: 80 percent of all hospitals’ protocols collected 

• Screening with suspicion: 16 percent of all hospitals’ protocols collected  

 

                                                            
11 McCready Memorial Hospital did not submit an ED discharge protocol, due to its small volume of inpatient 

discharges, averaging less than 1 per day. 
12 Baltimore City Health Department. Levels of Care for Baltimore City Hospitals Responding to the Opioid 

Epidemic: Guide for Hospitals. August 2018. https://health.baltimorecity.gov/levels-care  
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Of the hospitals that currently screen universally in the ED, there are differences in the 

methodologies and in types of tools used. See Appendix 1 for additional information.   

 

Universal Screening: What Maryland Needs 

Maryland’s hospitals support universal screening in appropriate settings across the care 

continuum. 

 

While the majority of hospitals have 

implemented universal screenings into their 

emergency department discharge protocols, 

there was a recognition that screening could 

be expanded more comprehensively in other settings of care, including settings outside of 

hospitals. This is consistent with the recommendations from MHA’s Roadmap to an Essential 

Comprehensive System of Behavioral Health Care for Maryland. Patients should receive 

behavioral health screenings as part of their routine care regardless of setting. As such, universal 

screenings should be should be encouraged in primary care, specialty care, long-term care 

facilities, and all other health care settings. 13 While implementation of the Maryland Primary  

 

Care Program will expand behavioral health screenings in primary care offices, a comprehensive 

focus is needed. Routine screening across the care continuum would result in earlier diagnosis and 

treatment, improved health outcomes, and reduced costs by limiting more expensive sequelae of 

untreated diseases. 

 

Hospital representatives noted the additional time it takes to screen all patients and follow up on 

positive initial screens with more detailed full screening assessments could lengthen ED wait times 

at a time when state payment policy requires reducing wait times. 

 

Recommendation 2: Naloxone Access  

Hospitals should offer naloxone to patients who present in the ED with an opioid overdose 

and to patients deemed to be at risk for opioid use disorder, either by dispensing from the 

ED or providing a prescription. 

 

The protocols for all 45 hospitals (100 percent) indicate that they either prescribe and/or dispense 

naloxone to patients with a substance use disorder or who were treated for an overdose at 

discharge. Specifically: 

o 87 percent (39 of 45) prescribe naloxone  

o 62 percent (28 of 45) dispense naloxone  

o 49 percent (22 of 45) both prescribe and dispense naloxone 

 

Some protocols specify that the hospital provides naloxone to people who are at risk for an opioid 

overdose, including those who use opioids to manage pain, or patients with a history of substance 

                                                            
13 Maryland Hospital Association. A Roadmap to an Essential Comprehensive System of Behavioral Health Care for 

Maryland. 2017. https://www.mhaonline.org/docs/default-source/Resources/roadmap-to-an-essential-

comprehensive-system-of-behavioral-health-care-for-maryland.pdf?sfvrsn=2  
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use disorder or overdose. All hospital protocols indicate that they educate patients and/or provide 

written information about the use of naloxone when prescribing or dispensing. Typically a nurse 

or other staff member will train the patient and/or family members. In some cases, hospitals require 

patients to watch an instructional training video before being discharged. 

 

Naloxone Access: What Maryland Needs 

Maryland’s hospitals support the state’s efforts to increase access to naloxone, including 

reducing the cost to users and providers. 

 

During the Clinical Conversation series, Maryland’s 

hospital leaders said they had trouble securing the 

necessary staffing levels to provide the required 

training. Some hospitals partnered with local health 

departments to train hospital ED staff, enabling them 

to train patients and/or family members. Other 

hospitals use peer recovery coaches to deliver patient education or use a training video on a laptop. 

Even when training is available, hospitals note that some patients leave the ED prior to getting the 

training, the naloxone kit, or prescription.  

 

One of the most significant challenges for Maryland’s hospitals — all of which operate under a 

fixed budget — is the rising cost of drugs. That’s why all hospitals raised concerns about dramatic 

increases in naloxone pricing — as much as 600 percent in some cases. These price increases make 

it more difficult for patients to fill prescriptions for the drug and affect a hospital’s ability to keep 

an adequate supply on hand. Hospital representatives have tried to adjust to higher prices by 

looking for lower cost formulations, partnering with local health departments to obtain naloxone, 

and using grants to purchase it. Despite these efforts, none of these solutions is sustainable, 

especially if drug manufacturers continue to maintain or increase prices. See Appendix 1 for more 

information on pricing.  

 

In line with other states, earlier this year Gov. Hogan authorized Attorney General Brian Frosh to 

file suit against select opioid manufacturers and distributors on the grounds that they have misled 

the public and helped create the opioid addiction crisis in Maryland and throughout the country. 

Maryland joins several other jurisdictions, including municipal, county, and state-level 

government as well as the federal government, which also have sued opioid manufacturers in 

recent years, citing similar legal arguments. 14, 15   Hogan stipulated that 100 percent of any proceeds 

recovered in Maryland’s lawsuit must be directed toward new, innovative opioid treatment, 

prevention, and education programs.16 Some of the proceeds from the lawsuit could be dedicated 

                                                            
14 Lopez, German. “The growing number of lawsuits against opioid companies, explained.” Updated January 31, 

2018. See https://www.vox.com/policy-and-politics/2017/6/7/15724054/opioid-companies-epidemic-lawsuits 
15 The lawsuits, which number in the hundreds, have charged that opioid manufacturers made false representations 

of the addictiveness and effectiveness of their products and intentionally misled the state, prescribers, and the public. 

See Haffajee, Rebecca L., and Michelle M. Melo. “Drug Companies’ Liability for Opioid Epidemic.” The New 

England Journal of Medicine, 377;24. December 14, 2017. 
16 “Hogan-Rutherford Administration Announces 2018 Anti-Opioid Initiatives” January 23, 2018. See 

http://governor.maryland.gov/2018/01/23/hogan-rutherford-administration-announces-2018-anti-opioid-initiatives/ 



10 

 

to purchasing and distributing naloxone. However, given that recovering funds via the lawsuit is a 

long-term strategy, it is important that the state consider multiple options to increase availability 

of naloxone. 

 

Other states have addressed naloxone access issues in ways that may help to inform Maryland’s 

strategy. For example, New York state is the first in the nation to implement a naloxone co-

payment assistance program.17 Other states have negotiated bulk purchasing arrangements to buy 

naloxone for municipal first responders at a discounted rate. In Massachusetts, the legislature 

established a bulk purchasing program,18 and in New Jersey the Office of the Attorney General 

negotiated with a drug manufacturer to reduce the costs for law enforcement and first responders.19 

 

Recommendation 3: Facilitated Referrals 

Hospitals should refer patients who screen positive for substance use disorder(s) to 

treatment, ideally using a facilitated referral approach. 

 

• Eighty-four percent (38 of 45) of hospitals’ protocols indicate that they are using a 

facilitated approach to referral.  

 

Protocols outlining a facilitated approach to referral, sometimes referred to as a “warm handoff” 

detailed steps to connect patients to treatment post discharge. Most commonly, for people who 

screen positive for substance use disorder, facilitated referral activities entailed hospital social 

workers or peer recovery coaches making the patient’s first treatment appointment at an outpatient 

facility before discharge, and following up with a call to the patient in the days following to ensure 

they made it to that appointment.20 

 

For patients who were treated for an overdose, at least 15 hospitals have implemented the Overdose 

Survivors Outreach Program (OSOP), an initiative funded by the Maryland Department of Health. 

After patients are treated for an overdose and discharged, peer recovery coaches maintain periodic 

contact with them in the days and weeks following, so the patient has a pathway to treatment and 

continued support. According to the Mosaic Group, which provided technical assistance to the 

majority of hospitals that implemented the program, between July 2017 and August 2018, over 75 

percent of those referred to treatment through OSOP at 11 hospitals were successfully linked to a 

treatment program.21 See Appendix 1 for additional information about OSOP. 

 

                                                            
17 “Governor Cuomo Announces No-Cost or Lower Cost Naloxone Available at Pharmacies Across New York.” 

August 7, 2017. https://www.governor.ny.gov/news/governor-cuomo-announces-no-cost-or-lower-cost-naloxone-

available-pharmacies-across-new-york. 
18 Massachusetts Department of Public Health. “2016 Municipal Naloxone Bulk Purchase Trust Fund Annual 

Report.” October 2016. See https://malegislature.gov/Bills/189/SD2733.pdf. 
19 State of New Jersey. The Office of the Governor. “Governor Christie Announces Agreement To Secure Discounts 

On Life-Saving Overdose Antidote For New Jersey First Responders.” June 4, 2015. 
20 MHA considered hospitals to have a facilitated approach to referral if they took steps to connect patients to 

treatment at discharge, doing more than providing patients with a list of treatment center contacts in the local 

community. 
21 The Mosaic Group. Comprehensive Substance Use Response Program: Hospital Summary. Overdose Survivors 

Response Program data (July 2017-August 2018). 
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Facilitated Referrals: What Maryland Needs 

Maryland’s hospitals support initiatives that remove barriers to patients accessing 

treatment, including efforts to increase the number of treatment providers in underserved 

areas.  

 

During the Clinical Conversations 

series, Maryland’s hospital leaders 

spoke about the challenges of finding 

quality, evidence-based outpatient and 

residential treatment centers in their 

communities. Rural areas in particular 

have a limited number of treatment centers, and availability varies across the state. 

 

Further, hospitals do not always have staff available in EDs to perform activities for a facilitated 

referral. Even among those that do utilize or employ peer recovery coaches or social workers that 

provide peer recovery services, these roles may not be staffed 24 hours/seven days per week. 

Referring patients to treatment on weekends and at night can be challenging due to staffing 

constraints and available treatment center hours. 

 

Some hospitals used the local health department as a resource to connect patients to treatment or 

to provide peer recovery coaches. While these partnerships have helped, a more systematic effort 

to expand the availability of community-based treatment providers, including increased use and 

reimbursement for telehealth is needed. For example, the University of Maryland Medical Center 

has been focused on developing and implementing telemedicine programs in certain rural and 

underserved areas in the state. These programs, which include addiction consultation services and 

MAT, among resources, have been made possible through specific contracts and small grants. 

Additional state infrastructure would enable expansion of these services via a Center of Excellence 

in Telemental Health. 

 

Finally, even when there are treatment centers in an area, some hospitals may not have current 

information about the services they provide or the insurance they accept. As such, Maryland’s 

hospitals support the development of a provider directory that is kept up to date and readily 

accessible. At a minimum, such a directory should have location, services offered, and insurance 

accepted. Future capabilities should include standard quality metrics and eventually support 

appropriate and timely patient placement, ultimately including real-time bed inventory tracking 

and scheduling capabilities.  
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Recommendation 4: Peer Recovery Services 

To the extent possible, hospitals should incorporate peer recovery services into their 

processes for treating and discharging patients treated for an opioid overdose, and those 

identified as having a substance use disorder. 

 

• 73 percent of hospitals (33 of 45) reference use of peer recovery coaches in their discharge 

protocols.22 

• An additional 13 percent of hospitals (six of 45) use other types of non-clinical personnel, 

such as a community health workers, to provide services that are typically provided by peer 

recovery coaches. 

 

Hospitals typically use non-clinical personnel such as peer recovery coaches in the SBIRT process. 

After a patient screens positive for substance use disorder(s), peers are often used to provide a brief 

intervention during which they may identify which substances are used and assess the patient’s 

interest in a referral to substance use disorder treatment programs. Peers are often used to facilitate 

the patient’s referral to treatment. As previously mentioned, hospitals may also use peer recovery 

coaches to support individuals who have overdosed post-discharge through OSOP. 

 

Peer Recovery Services: What Maryland Needs 

Maryland’s hospitals support initiatives to increase access to peer recovery coaches. 

 

As with facilitated referrals, one of the most 

pertinent challenges that hospitals associate 

with incorporating peer recovery coaches into 

their discharge protocol process is that they 

typically are not available 24 hours per day. 

To ensure coverage, hospitals have used other 

personnel, like social workers, to provide 

services typically provided by peer recovery coaches when a peer is not on duty or partnered with 

local health departments. However, some hospitals have been able to secure comprehensive access 

to peer recovery coaches.  

 

Family advocate organizations have noted that the availability and frequency of training 

opportunities for those seeking certification as a peer recovery coach do not match the need. There 

are also insufficient grant funds available to community-based organizations to support these 

positions, particularly when those seeking certification are required to work under appropriate 

supervision. 

 

Rhode Island makes peer recovery support services available 24/7 to hospitals through its 

partnership with the Providence Center, a community provider of mental health and substance use 

                                                            
22 If a hospital did not specifically reference the use of peer recovery coaches, but used overdose survivors outreach 

services, we considered them to use peer recovery coaches because they are an integral part of those services.  
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services.23 By providing this resource to all hospitals, it mitigates the challenges hospitals may face 

in hiring peers. Maryland should explore the potential to establish partnerships with community 

providers that ensure 24/7 access to peer recovery support services. Recent legislation requiring a 

work group to study issues related to the reimbursement of certified peer recovery specialists, is a 

promising step in the right direction.24  The ability to reimburse for these services may increase the 

number of peer recovery coaches and services available in the state— eliminating a significant 

barrier to accessing them.  

 

Medication Assisted Treatment (MAT) 

 

While initiation of MAT in the emergency department was not recommended to be included in 

every hospital’s discharge protocol it was agreed to be an important consideration.  

o Twenty-seven percent of hospitals’ protocols indicated that they were providing an initial 

dose of buprenorphine in the ED to patients after it was determined that it was clinically 

appropriate.  

 

Representatives from hospitals that initiate buprenorphine in the ED consistently stressed the 

importance of access to treatment within 24 hours. Some protocols detailed how the hospital “fast 

tracks” patients to treatment programs to continue treatment after the initial dose in the ED. By 

fast tracking patients, hospitals send buprenorphine patients to treatment providers for continued 

maintenance therapy the next day because they have established a network of providers ready and 

able to accept these patients.  

 

Figure 1: Buprenorphine Fast Track Program Process 

 
Source: The Mosaic Group. “Hospital Based Buprenorphine Induction in Maryland Hospitals” presentation included 

in the November 14, 2017 MHA Webinar on Buprenorphine in the Emergency Department. 

 

 

 

 

 

                                                            
23 Rhode Island Department of Health. Department of Behavioral Healthcare and Hospitals Developmental 

Disabilities. Levels of Care for Rhode Island Emergency Departments and Hospitals for Treating Overdose and 

Opioid Use Disorder. March 2017. 
24 HB 772, (SB 765) Maryland Department of Health - Reimbursement for Services Provided by Certified Peer 

Recovery Specialists - Workgroup and Report. 

http://mgaleg.maryland.gov/webmga/frmMain.aspx?pid=billpage&stab=02&id=hb0772&tab=subject3&ys=2018RS 
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Medication Assisted Treatment: What Maryland Needs 

Maryland’s hospitals support initiatives to expand the use of all appropriate modalities of 

medication assisted treatment, including efforts to increase the number of community-based 

MAT providers and efforts to support initiating MAT in the hospital. 

 

Hospitals not currently initiating 

buprenorphine in the ED cited the lack of 

treatment capacity in their communities 

as a key deterrent because they are 

unable to get patients into necessary 

treatment within 24 hours. This concern 

was especially pronounced by hospitals in rural areas. Even when resources exist in communities, 

hospitals still may not be aware of the availability of treatment options. As such, MHA encourages 

information sharing initiatives to foster relationships among providers and hospitals, as well as 

tools that could be used to understand what services are available among providers – for example, 

an up-to-date directory of providers across the state. 

 

The hospitals that were administering buprenorphine in the ED either had enough waivered staff 

or were using non-waivered staff to administer buprenorphine under the regulatory exception 

known as the “three-day rule.”25 This allows a practitioner who is not in an outpatient treatment 

program or who is not waivered under the Drug Addiction Treatment Act of 2000, to administer 

(but not prescribe) an opioid agonist medication to a patient for the “purpose of relieving acute 

withdrawal symptoms,” under the following conditions:  

• No more than one day’s medication is administered or given to a patient at one time.  

• Treatment does not exceed 72 hours. 

• The 72-hour period cannot be renewed or extended.26  

 

The intent of this regulatory exception is to offer an opportunity to provide relief from acute opioid 

withdrawal and allow time to arrange for referral and engagement in ongoing care.  

 

A continued effort to raise awareness about requirements to be waivered as well as the availability 

of the “three-day rule” are encouraged. Further, incentive programs have shown to be effective. 

For example, in July 2018, the Baltimore City Health Department (BCHD) offered $1,000 to any 

Baltimore hospital provider who completed the training required to prescribe buprenorphine. 

Physicians, nurse practitioners, and physician assistants were eligible. As a result, 156 providers 

from nine hospitals got the training and 133 of them were reimbursed by the BCHD. 

 

                                                            
25 CFR 21 (Part 1306.07(b)) 
26 See a June 6, 2017 memorandum from the Behavioral Health Administration to MHA which details the 

circumstances in which buprenorphine can be prescribed and or dispensed in an ED: 

http://www.mhaonline.org/docs/default-source/Resources/Opioid-Resources-for-Hospitals/ed-prescribing-rules-

june-2017---waiver-information-from-dhmh.pdf?sfvrsn=2 
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Finally, the provider community must eliminate the stigma that some associate with opioid abuse. 

Studies show that some physicians do not view those suffering from opioid addiction as having a 

brain disorder requiring treatment and believe that medication assisted therapy is substituting one 

addiction for another.27 It will be important to address these attitudes among health care providers 

and staff as MAT becomes more widely used.  

 

While hospital-based MAT initiatives largely focus on buprenorphine, there was recognition that 

patients may prefer or be better suited for other modalities. MHA supports efforts to increase the 

availability of all treatment modalities so that patients have access to the most appropriate one for 

them.  

 

CONCLUSIONS 

 

Maryland’s opioid crisis requires an “all hands on deck” approach. It was this spirit that drove all 

of Maryland’s hospitals to sign the MHA’s Emergency Department Opioid Prescribing Guidelines 

in 2015 and to develop consensus recommendations for discharge protocols, exceeding the 

requirements of the HOPE Act. Over 18 months, clinical leaders have shared evidence and lessons 

learned to support implementation of universal screening, enhanced naloxone access, facilitated 

referrals, and peer recovery services. Further, the number of hospitals initiating MAT is expected 

to nearly double as support from the state SOR grant is rolled out. Hospital emergency departments 

are an access point to treatment for many; therefore, this effort must be accompanied a sustained 

investment in community-based treatment. Maryland’s opioid crisis demands a system-wide 

approach where providers, community organizations, and government agencies work together to 

provide a continuous and comprehensive support and treatment system for individuals with 

substance use disorder. Maryland’s hospitals are committed to fulfilling their role. 

 

  

                                                            
27 Wakeman, Sarah E, and Michael L. Barnett. “Primary Care and the Opioid-Overdose Crisis—Buprenorphine 

Myths and Realities”. New England Journal of Medicine. July 5, 2018; 379:1-4. 
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Appendix 1 

 
Universal Screening Tools and Methodologies 

Some hospitals note that they screen all adults 18 and older for substance use disorder, while others 

begin universal screening of patients as young as 12 or 16. Certain hospitals qualify their universal 

screening process by specifying that they screen all patients who do not have a life- or limb-

threatening problem. For example, a hospital will not screen a patient for substance use disorder 

who enters the ED in cardiac arrest. Regardless of whether a protocol mentioned a specific 

screening age, or if it specified exceptions for those with life threatening conditions, MHA 

considers a hospital to have universal screening if their protocol says that screening is done for all 

patients who visit the ED, not only when a provider suspects that the patient may have a substance 

use disorder. 

Not all hospitals’ protocols specify the 

screening tools they use. However, when 

screening tools were named, MHA found that 

hospitals often conducted an initial screening 

by pairing the Alcohol Use Disorders 

Identification Test (AUDIT-C) with the 

illegal drug use question from the National 

Institute on Drug Abuse (NIDA) Quick 

Screen tool. The AUDIT-C is a three question 

screening tool used to identify individuals 

who are hazardous drinkers or have active 

alcohol use disorders.  

 

The NIDA Quick Screen tool is a single 

question instrument, which prompts the 

screener to ask patients about how often they used illegal drugs in the past year.28 In addition, some 

hospitals that screen patients under the age of 18 specifically mention the use of the CRAFFT 

validated screening tool for adolescents in their protocols.29 Other hospitals’ protocols simply 

referred to “SBIRT screening tools,” which may or may not be the AUDIT-C or the NIDA Quick 

Screen. SBIRT refers to the evidence-based process of Screening Brief Intervention and Referral 

to Treatment, which aims to identify, reduce, and prevent problematic use, abuse, and dependence 

on alcohol and drugs.30 If the patient screens positive as a result of the initial screen, the provider 

will often follow up with a more detailed full screening to assess the patient’s condition. 

 

                                                            
28 The NIDA quick screen question also asks about the patient’s use of alcohol, tobacco and prescription drugs for 

non-medical reasons.  
29 CRAFFT is a behavioral health screening tool for use with children ages 12-18 and is recommended by the 

American Academy of Pediatrics’ Committee on Substance Abuse with adolescents. It consists of a series of 6 

questions developed to screen adolescents for high risk alcohol and other drug use disorders simultaneously. It is a 

short, effective screening tool meant to assess with a longer conversation about the context of use, frequency, and 

other risks and consequences of alcohol and other drug use is warranted. 
30 SAMHSA-HRSA Center for Integrated Health Solutions. SBIRT: Screening, Brief Intervention and Referral to 

Treatment. Opportunities for Implementation and Points for Consideration. 
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Naloxone Pricing 

Naloxone can be administered through an intranasal plunger delivered into one of the patient’s 

nostrils, or by a needle injection into the patient’s muscle or fat.31 Researchers found that from 

January 2006 to February 2017, all formulations of naloxone increased in price except for Narcan 

Nasal spray. Specifically, these cumulative increases totaled 2,281 percent for the 0.4 MG single-

dose products, 244 percent for the 2 MG single-dose products, 3,797 percent for the 4 MG multi-

dose products, and 469 percent for the 0.4 MG Evzio auto-injector.32 In another study, researchers 

found the cost of a 0.4-mg-per-milliliter-dose increased by 129 percent in four years, from $62.29 

in 2012, to $142.49 in 2016.33 Furthermore, a 2018 United States Senate investigation into the 

price of naloxone found that the manufacturer of the Evizo auto injector increased the price by 

over 600 percent— from $575 in July 2014 to $4,100 in January 2017.34 

 

Facilitated Approach to Referral: Overdose Survivors Outreach Program (OSOP) 

OSOP “seeks to create better pathways to treatment by creating closer collaboration between 

medical facilities, local health departments and treatment facilities.” Each hospital has customized 

its OSOP process. Some provide more details than others in the discharge protocols. For example, 

one hospital’s protocol provides detail about how the program fits into the hospital’s brief 

intervention and referral to treatment process using peer recovery coaches in the hospital and in 

the community (Community Recovery Coach, or OSOP CRC): 

 

 

                                                            
31 Naloxone can also be given by a medical professional intravenously. See: United States Senate. Permanent 

Subcommittee on Investigations. Committee on Homeland Security and Governmental Affairs. “Combatting the 

Opioid Crisis: The Price Increase of an Opioid Overdose Reversal Drug and the Cost to the U.S. Health Care 

System”. Staff Report. Rob Portman, Chairman. Tom Carper, Ranking Member. 
32 See Rosenberg, et al. “Trends and economic drivers for United States naloxone pricing” January 2006 to February 

2017”Addictive Behaviors. Volume 86, pages 86-89. November 2018.  
33 In addition, the 1-mg-per-milliliter injections, the dose used off-label as a nasal spray, cost $39.60 in 2016 after a 

two year 95 percent increase. See Gupta, et al. “The Rising Price of Naloxone – Risks to Efforts to Stem Overdose 

Deaths.” The New England Journal of Medicine. December 8, 2016.  
34 United States Senate. Permanent Subcommittee on Investigations. Committee on Homeland Security and 

Governmental Affairs. “Combatting the Opioid Crisis: The Price Increase of an Opioid Overdose Reversal Drug and 

the Cost to the U.S. Health Care System.” Staff Report. Rob Portman, Chairman. Tom Carper, Ranking Member. 

Example: All patients that receive a brief intervention should be scheduled for a minimum of one follow-up either by 

telephone or in the hospital if admitted 

a. For overdose patients the follow-ups should be scheduled the following day. 

b. Opioid overdose patients that have been referred to OSOP will have follow-up conducted by the SBIRT 

PRC and the OSOP CRC. 

1. The OSOP CRC is responsible for locating patients based on information provided on referral forms and during 

interventions. The OSOP CRC will conduct home visits, meet patients at community facilities or other institutions that 

they frequent, search for patients at places they hang out in the community, and conduct outreach via phone to the 

patient and any collateral contacts that were given. 

2. The PRC may still schedule phone follow-ups and will notify the OSOP-CRC of any updates on the patient’s 

location or status in the community. 

 



Appendix 2 

MHA Review of Submitted ED Discharge Protocols 

 

 Adventist HealthCare  

o Covering Adventist HealthCare Shady Grove and Adventist Health Care Washington 

Adventist Hospital 

 Anne Arundel Medical Center 

 Atlantic General Hospital 

 Bon Secours Baltimore Health System 

 CalvertHealth Medical Center 

 Carroll Hospital Center 

 Doctor’s Community Hospital 

 Fort Washington Medical Center 

 Frederick Regional Health System 

 Garrett Regional Medical Center     

 Greater Baltimore Medical Center 

 Holy Cross Health 

o Covering Holy Cross Hospital and Holy Cross Germantown Hospital 

 Johns Hopkins Health System 

o Covering The Johns Hopkins Hospital, Johns Hopkins Bayview Medical Center, 

Howard County General Hospital and Suburban Hospital  

 MedStar Health  

o Covering MedStar Franklin Square Medical Center, MedStar Good Samaritan 

Hospital, MedStar Harbor Hospital, MedStar Montgomery Medical Center, MedStar 

Saint Mary’s Hospital, MedStar Southern Maryland Hospital Center, and MedStar 

Union Memorial Hospital 

 Mercy Medical Center 

 Meritus Health 

 Northwest Hospital 

 Peninsula Regional Medical Center 

 Saint Agnes Hospital 

 Sinai Hospital of Baltimore 

 Union Hospital of Cecil County    

 University of Maryland Baltimore Washington Medical Center 

 University of Maryland Charles Regional Medical Center 

 University of Maryland Capital Region Health  

o Covering Laurel Regional and Prince George’s Hospital Center  

 University of Maryland Medical Center 

 University of Maryland Medical Center Midtown Campus 

 University of Maryland Shore Regional Health 

o Covering Shore Medical Center at Chestertown, Shore Medical Center at Dorchester 

and Shore Medical Center at Easton 

 University of Maryland St. Joseph Medical Center 

 University of Maryland Upper Chesapeake Health  

o Covering Upper Chesapeake Medical Center and Harford Memorial Hospital 

 Western Maryland Health System 
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Adventist HealthCare, Inc. 

AHC Clinical Policy 

 Heroin and Opioid Prevention Effort (HOPE) and Treatment Policy 
  

Effective Date:  12/12/17                    Policy No: AHC CP 81.0 

Cross Referenced:                                                                 Origin:   

Reviewed:                                                Authority: CSB   

Revised: 2/6/18, 8/21/18                                                                                        Page: 1 of 2 

=========================================================================== 

SCOPE: 

AHC Emergency Departments (Including GEC) 

 

PURPOSE: 

The Heroin and Opioid Prevention Effort (HOPE) and Treatment Act of 2017 represent a 

comprehensive and collaborative approach to address Maryland’s opioid crisis. As part of this Act, 

AHC has a protocol for discharging patients treated for drug overdoses. 

 

DEFINITIONS: 

SBIRT – Screening, brief intervention and referral to treatment 

HOPE Act – Heroin and Opioid Prevention Effort 

ED –Emergency Department 

EMR-Electronic Medical Record 

SUD – Substance Abuse Disorder 

 

 

POLICY: 

As stated in The Heroin and Opioid Prevention Effort (HOPE) and Treatment Act of 2017, AHC 

Emergency Departments have a protocol for discharging patients who were treated by the 

hospital for a drug overdose or were identified as having a substance abuse disorder (SUD). 

 

 

PROCEDURE: 

1. AHC will screen ED patients presenting with overdose or possible substance abuse 

disorders (SUD) using SBIRT. An icon on the EMR tracking shell will alert the ED RN, 

and the SBIRT screening tool will be in the EMR.  

 

2. The patient’s SBIRT and readiness to change score will determine the brief intervention 

received.  

 

3. Those patients who are deemed at risk for opioid overdose, or present to the ED for opioid 

overdose, will be prescribed naloxone. Patient /family members will be provided training 

materials on discharge.  

 

4. All patients who screen positive with SBIRT will automatically receive discharge 

instructions on addiction and substance abuse, and community resources.   

 

5. At SGMC, if the patient screens positive for SBIRT with a readiness to change, they will 

be referred to Needs Assessment for scheduling a chemical dependency appointment.  At 



Adventist HealthCare, Inc. 

AHC Clinical Policy 

 Heroin and Opioid Prevention Effort (HOPE) and Treatment Policy 
  

Effective Date:  12/12/17                    Policy No: AHC CP 81.0 

Cross Referenced:                                                                 Origin:   

Reviewed:                                                Authority: CSB   

Revised: 2/6/18, 8/21/18                                                                                        Page: 2 of 2 

=========================================================================== 
WAH, if the patient screens positive for SBIRT with a readiness to change, they will be 

referred to Care Transitions and Management for follow up with available community 

resources for substance abuse. 

REFERENCES: 

 

Heroin and Opioid Prevention Effort (HOPE) and Treatment Act of 2017 (House Bill 1329) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                             GRAY BOX AREA (All Entity specific will be added here) 
 
Washington Adventist Hospital (WAH) 

During business hours, the patient may be able to fill the prescription from the outpatient pharmacy in the hospital 

and leave the ED with the naloxone in hand. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Anne Arundel Medical Center 



 

Standard Operating Procedures 
(SOPs) 

Process: Recommendations for Components of 
Emergency Department Discharge 
Protocols. 

  

Department: Emergency Date: 1/22/18  

Purpose: To outline the discharge protocols for 
patients presenting in the ED with a 
substance use disorder and /or opioid 
overdose. 

  

Written By: Mike Remoll, MD; Marylou Watson RN; Dawn Hurley CPRP 
Approved By:  
 
 
 
 

Description 
1. All patients that present in the emergency department will be screened for a substance use 

disorder by the triage nurse. The CRAFFT screening assessment will be used for patients 
between the ages of 13-17, and a prescreen tool will be given to all adults over the age of 18.  If 
warranted, the DAST and AUDIT screening assessment may be used for adults. 

2. Through the ODSOS program, all patients presenting with an opioid overdose will be referred 
to a peer support counselor. 

      3.   Through the ODSOS program, medically assisted treatment options will be offered to all opioid 
            overdose patients. 
      4. All opioid overdose patients will be offered a Naloxone kit to take home.  An instructional video  
          must be watched before receiving the kit. Patients who are deemed to be at an increased risk for  
          opioid overdose will be provided a prescription for Naloxone. 
      5.   All Emergency Department patients who are identified as having an opioid or other substance  
           use disorder will be provided resource information to treatment facilities upon discharge. 
 
 
 
 
 
 
 
 
 
 
 



Atlantic General Hospital 
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Atlantic General Hospital Emergency Department Discharge Protocols 

for 
Substance Use Disorders ( SUD) 

January 2018 

 
 

Every day, hospitals see the devastation caused by addiction, overdose and death related to 
opioids, and they are employing a multitude of strategies to fight this multifaceted and serious 
public health problem.  The Maryland Hospital Association (MHA) has taken the lead in drafting 
standardized opioid prescribing guidelines for hospital emergency departments and has 
facilitated clinical conversations with emergency department leadership across the state to 
identify best practices that can be used in developing emergency department (ED) discharge 
protocols to be compliant with the Heroin and Opioid Prevention Effort (HOPE) and Treatment 
Act of 2017. ED leadership discussed the effect of the epidemic on their communities, and 
identified several important roles that their hospitals are playing in fighting it, such as:   

 Ensuring clinician education about and oversight of appropriate prescribing practices, which 
includes patient education  

   Offering treatment/referrals for patients with substance use disorder  

  Ensuring that patients treated for substance use disorder are properly discharged   

  Handling individuals with drug-seeking behavior in the emergency department (ED) 
appropriately, which includes the use of prescription drug monitoring programs   

 Reviewing opioid alternatives to pain management. 
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ATLANTIC GENERAL HOSPITAL PROTOCOL DEVELOPMENT : 

Objective:  to develop standardization of care and best practice protocols to be utilized in 
the ED at Atlantic General Hospital when discharging patients with substance use disorder 
(SUD), including overdose. 

Patient Triage: 

1. All patients entering the ED will be screened for potential Substance Use Disorder            
( SUD) utilizing a progressive algorithm of screening questions, starting with reported 
use, history of use and current state use. 

2. If patient is identified as having SUD, patient will be provided a comprehensive 
assessment related to the substance abuse/use.  

3. The triage nurse or the primary nurse will access the Prescription Drug Monitoring 
Program (PDMP) if nurse and/or the provider have suspicion of opioid use. The PDMP is 
to be accessed based on professional judgment, and utilized only as an assessment tool of 
patient’s history and reported current state. 

Role of the Community Mental Health Care Coordinator: 

1. Community Mental Health Care Coordinator (CMHCC) will be notified of patient case upon 
arrival to be quickly accessible to patient and family. This coordinator is available Monday 
through Friday currently. 

2. Dependent on patient condition, the Community Mental Health Care Coordinator will conduct a 
rolling intake in collaboration with medical care and treatment. 

3. After initiation of medical treatment and medical clearance, the CMHCC will interview the 
patient using the Screening, Brief, Intervention, and Referral to Treatment (SBIRT) Model. To 
make appropriate referrals. 

4. CMHCC will determine level of need for patient based on SBIRT. As a member of  the 
Worcester County Health Department (WCHD), the CMHCC will be able to assign and provide 
peer support and refer to other community programs and treatment providers as determined by 
patient needs. 

5. The CMHCC will refer families to community resources and support of SUD patients and also 
provide Naloxone education to these families if needed. 

6. Report within 48 hours any overdose to the Opioid Intervention Team (OIT), The OIT are multi-
agency bodies that have been established in each county, led by county emergency managers and 
health officers who coordinate local opioid response efforts and integrate statewide efforts. 

7. In the absence of the CMHCC, the role will be performed by emergency department case 
manager. A referral will be made to the CMHCC for follow-up the next working day. 
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Role of the Emergency Department Provider: 

1. Emergency providers in the management of patients identified with substance use disorder will 
utilize MHA approved guidelines for prescribing opiates. 

2. Emergency providers will utilize the Prescription Drug Monitoring Program. 
3. Consider the use of Crisis Response team (CRT) for Behavioral Health Assessment if admission 

of suicide or suicidal ideation. The CRT is available 24 hours /day. 
4. Providers will consider only short-acting opioid analgesics for the treatment of acute pain, and 

only when the severity of the pain is reasonably assumed to warrant their use. 
5.  Emergency providers will start and discharge the patient with the lowest possible effective dose 

of opioid analgesics. 
6. Address prior to discharge exacerbations of chronic or recurrent pain conditions with non-opioid 

analgesics, non-pharmacological therapies, and/or referral to specialist for follow-up, as clinically 
appropriate utilizing chronic pain specialist referral process in the electronic medical record. 

7. Attempt to confirm the validity of lost, stolen or destroyed prescriptions. If considered 
appropriate, replace with only a one to two day supply. 

8. Provide on discharge information/education about opioid analgesics, the risk of overdose, 
Naloxone, and the safe disposal of narcotics. (see attached rack card) 

9. Providers will ensure that if prescribing opiates and the patient is receiving Medicaid. That they 
are utilizing the Opioid Prior Authorization Attestation Form ( Maryland Department of 
Health) 

 

Role of the RN/ Discharge Team: 

1. Prior to discharge the nurse will identify patient’s primary care provider for patient point of 
contact and follow-up appointments. If there is no PCP an effort is made by ED Case 
Management to have patient seen in the bridge clinic at Atlantic General Health System. 

2.  Offer Intranasal Naloxone to all patients with who present with opioid overdose, overdose 
history or medical issues related to opioid use. Patient families will also be offered the intranasal 
naloxone and teaching. (See Naloxone guidelines) (State of Maryland Standing Order). 

3. Assist Community Mental Health Care Coordinator with transfer to alternate service provider i.e. 
inpatient treatment facility. 

4. Notification to the patient of a 24-48 hours follow-up phone call from the CMHCC, with further 
options for education or treatment. 

5. Before discharge and giving any narcotic prescriptions a final review of the PDMP by the 
discharging nurse with reiteration of education, opioid risks, and safe disposal will be done. 
Educational brochures, all referrals and appointments will be thoroughly explained to both patient 
and family. 

6. Naloxone is available for distribution from the emergency department free of charge to our 
patients in prepared and easy to administer kits. 
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Post-Discharge Follow-up: 

1. For patients who are an immediate risk of harm to themselves or others, contact the Crisis 
Response Team, a community behavioral health resource of the Worcester County Health 
Department. 

2. Notification to the patient of a 24-48 hours follow-up phone call from the CMHCC, with further 
options for education or treatment. 

3. Implementation of Medication Assisted Treatment through referral for same day intake is 
 coordinated by the CMHCC. Services are available at the WAC Center. Atlantic General 
Hospital is expected to have 24 hour access to peer support by March 2018 using the 211 system. 

4. Future state consideration for the emergency department at Atlantic General Hospital is the 
implementation of a Buprenorphine program. 

 

Atlantic General Hospital General Information  

1. A multi-disciplinary opioid stewardship committee meets regularly at AGH to review best 
practices, monitor practices, establish protocols and develop policy in the area of opioid use and 
abuse. 

2. A member of the AGH leadership team sits on the Drug Overdose and Fatality Review 
Committee that meets monthly. This committee is a multi-agency team that reviews opioid 
deaths. The team will review decedent’s history of substance use; emergency department visits 
for overdose or opioid involve emergencies, behavioral health records associated with substance 
abuse and look for gaps, or areas of opportunity that might have prevented opioid death. This 
information is collated and is reported out on a state level. 

3. Members of AGH’s Senior Leadership are represented on the OIT Policy and Advisory Board. 
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Resource Availability: 

1. Worcester County Warriors Against Opioids  

 Provides family support 

 Provides funding for treatment facilities and recovery housing. 

 Website: https://wocowarriors.org  
2. SAMHSA- Substance Abuse and Mental Health Service Administration-   https://samhsa.org 

 
3. Network of Care  - www.networkofcare.org 

 
4. Worcester County Health Department – www.worcesterhealth.org 

 
5. Maryland Hospital Association:  www.mhaonline.org 

 

 

 

Attachments: 

Maryland Statewide Naloxone Standing Order 

Atlantic General Hospital Narcan Discharge Protocol 

Intranasal Narcan Patient Education Sheet 

Emergency Services Associates, Atlantic General Hospital Narcotic Prescription Guidelines 

Decisions Matter Opioid Safety Brochure.   
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ATTACHMENT 1 

AGH January 2018  
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ATTACHMENT 2 
 

 ATLANTIC GENERAL HOSPITAL/HEALTH SYSTEM 
 

POLICY AND PROCEDURE 
 

 
 
TITLE:        Discharge Intranasal Naloxone Protocol                
 
DEPARTMENT:     PATIENT CARE SERVICES 
 

 
Effective Date: 8/1/2017  Number:  

     
Revised:  08/01/2017  Pages: Page 7 of 12 

     
Reviewed: Not Set  Approval Date: Not Set 

     
Signature:     
  

 
 

Colleen Wareing  Andi West-McCabe 
Vice President, Patient Care  Author 

              
POLICY: 
It is the policy of Atlantic General Hospital/Health System to provide Narcan to our patients who 
may have the need for an opiate reversing rescue medication upon discharge, in accordance with 
the HOPE ACT of Maryland. 
 
PROCEDURE: 

1. Outpatient (Emergency Department): 
 All patients are screened for opioid use at triage using the following guidelines: 

presenting symptoms of overdose, admission of drug dependency, signs of 
narcotic usage i.e. abscess or needle marks, patient request for help and / or a 
stated or known history of abuse. 

 Once this is identified a referral is placed to our Community Health Outreach 
Worker (CHOW) who specializes in mental health and addictions and other 
community resources offered. She will continue to offer services after discharge. 

 Narcan discussion is initiated by discharge nurse. Narcan offered and education is 
provided. 

 Narcan nasal inhaler dispensed through RediScripts pharmacy or through the 
EMS Pyxis if the patient cannot afford the copay of the Narcan kit or if 
Rediscripts is not open to dispense the product. 

2. Inpatient / Observation: 
 All patients are screened during the case screening after admission using the 
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following criteria by Case Management or the provider: presenting symptoms of 
overdose, admission of drug dependency, signs of narcotic usage i.e. abscess or 
needle marks, patient request for help and / or a stated or known history of abuse. 

 Results of the screening will be reviewed at interdisciplinary rounds where the 
provider will have the option to write and order for Narcan nasal spray upon the 
patient’s discharge. 

 Once this is identified a referral is placed to our Community Health Outreach 
Worker (CHOW) who specializes in mental health and addictions and other 
community resources offered. She will continue to offer services after discharge. 

 Narcan discussion is initiated by discharge nurse. Narcan offered and education is 
provided. 

 Narcan nasal inhaler dispensed through Rediscripts pharmacy. If patient cannot 
afford the Narcan through Rediscripts then a Narcan Kit will be provided to the 
patient through the EMS Pyxis by PCS. 
 

 
 
 
References: The HOPE ACT of Maryland 2017, MOU with Atlantic General Hospital 
Corporation with Worcester County Health Department Behavioral Healthcare 
Coordination Services. 
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ATTACHMENT 3 
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ATTACHMENT 4 

 

Brochure Given to Patients that receive Opiate Prescription on Discharge from Emergency Department. 

AGH January 2018  
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ATTACHMENT 5 
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Bon Secours Baltimore Health System 



POLICY AND PROCEDURE FOR BUPRENORPHINE ADMINISTRATION IN THE ED 
Bon Secours Hospital 

 
POLICY:  All qualifying Bon Secours Hospital patients seen in the Emergency Department (ED) will be 
administered the SBIRT screening. Patients that screen positive for illicit drug use will be seen by a Peer 
Recovery Coach (“PRC”), depending on coach availability, for a brief intervention to obtain additional 
information related to substances used and motivation for treatment.  Patients that use opioids and are 
interested in a referral to a treatment program that administers buprenorphine will be evaluated for 
buprenorphine/naloxone initial induction in the ED.  Buprenorphine/naloxone initial induction in the ED 
will not occur on Friday or Saturday or when same day or next day follow‐up cannot be arranged.  
Patients will receive buprenorphine in the ED no more than two times per year.  
 
PROCEDURE: 
 

1. Patient is identified by SBIRT screening as having a positive screen for illicit drug use and a PRC 
is notified. 

2. If the PRC is on duty, a brief intervention will be conducted to identify substances used and 
interest in a referral to substance abuse treatment. 

3. If the PRC determines that the patient uses opioids and is motivated to accept a referral to 
treatment, buprenorphine/naloxone treatment should be discussed as an option.  If PRC and 
patient agree that patient will be referred to buprenorphine/naloxone treatment, the PRC will 
notify the patient’s physician about the decision. 

4. The physician will determine if patient meets any of the exclusion criteria: 
a. Pregnancy 
b. Patient is prescribed a long acting opioid pain medication 

5. If patient does not meet any exclusion criteria, the physician will assess the patient for a 
diagnosis of opioid use disorder (see attached) and document the diagnosis of in the 
electronic health record. 

6. The physician will place an order for the nurse to administer the Clinical Opioid Withdrawal 
Scale (COWS). 

7. If patient scores over 8 on the COWS, the nurse will notify the patient’s physician and the 
physician will place an order for 8 mg buprenorphine/2mg naloxone (Suboxone), if deemed 
appropriate. 

8. If the patient scores under 8 on the COWS, the clinical team decides if the patient will be able 
to stay an additional 30 minutes in the ED for a follow‐up COWS assessment. If the patient 
remains in the ED, the nurse will re‐administer the COWS to see if it is scored at 8 or above. 

9.  If the patient is unable to remain in the ED or continues to score below 8 on the COWS, the 
PRC will proceed to assist the patient with a referral to treatment without the initial 
buprenorphine induction in the ED. 

10. The nurse will place the completed COWS form in the binder next to the secretary’s desk and 
the secretary will scan the COWS form into the patient’s medical record before the end of the 
shift. 

11. The nurse will administer the buprenorphine/naloxone dose when ordered to the patient and 
observe that the dose is taken while in the ED. 

12. The PRC will work with the patient to select an available and accessible Fast Track Treatment 
program for referral and schedule a same day or next day appointment for the patient to 
continue buprenorphine/naloxone treatment and receive counseling. 



13. The PRC will instruct the patient to bring all of their discharge paperwork to the first 
appointment with the treatment program. 

14. The PRC will follow‐up with the patient per the SBIRT protocol to assure linkage to treatment.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



BALTIMORE BUPRENORPHINE INITIATIVE 
WORKSHEET FOR DSM-5 CRITERIA FOR OPIATE USE DISORDER 

 
 
Diagnostic Criteria - A problematic pattern of 
opioid use leading to clinically significant 
impairment or distress, as manifested by at least 
two of the following, occurring within a 12-month 
period: 

Meets 
Criteria 

Notes/Supporting 
Information 

1. Opioids are often taken in larger amounts or 
over a longer period than was intended.

   

2. There is a persistent desire or unsuccessful 
efforts to cut down or control opioid use. 

   

3. A great deal of time is spent in activities 
necessary to obtain the opioid, use the opioid, 
or recover from its effects. 

   

4. Craving, or a strong desire or urge to use 
opioids. 

   

5. Recurrent opioid use resulting in a failure to 
fulfill major role obligations at work, school, or 
home. 

   

6. Continued opioid use despite having persistent 
or recurrent social or interpersonal problems 
caused or exacerbated by the effects of opioids.

   

7. Important social, occupational, or recreational 
activities are given up or reduced because of 
opioid use. 

   

8. Recurrent opioid use in situations in which it is 
physically hazardous. 

   

9. Continued opioid use despite knowledge of 
having a persistent or recurrent physical or 
psychological problem that is likely to have 
been caused or exacerbated by the substance.

   

10. Tolerance, as defined by either of the following: 
a) A need for markedly increased amounts of 

opioids to achieve intoxication or desired 
effect. 

b) A markedly diminished effect with continued 
use of the same amount of an opioid.

   

11. Withdrawal, as manifested by either of the 
following: 
a) The characteristic opioid withdrawal 

syndrome. 
b) Opioids (or a closely related substance) are 

taken to relieve or avoid withdrawal. 
symptoms 

   

 
 
_________________________________________________________  __________________________ 
Staff Signature                  Date 
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 FUNCTION:  Medication Management –  
 

SUBJECT:  Naloxone Kit Discharge Order Protocol 
  
  
  

 

Naloxone Kit Discharge Order Protocol 

PURPOSE  
To establish a Standing Discharge Order Protocol and dispensing procedure for 
Naloxone Kit Discharge Prescriptions in Bon Secours Baltimore Emergency 
Department.  

POLICY STATEMENT  
This Protocol allows for Naloxone Kits to be ordered by licensed personnel for 
patients *at risk for opioid overdose* who are being discharge from the Bon Secours 
Baltimore Emergency Department.  Under the protocol, BSB inpatient Pharmacy is 
granted authority to dispense Naloxone Kits as a discharge prescription when the 
Retail Pharmacy is closed. 

 

PROCEDURE: Background 

1. The Maryland Department of Health approves community programs to provide 

overdose education and naloxone distribution services and train potential witnesses 

to an overdose in accordance with their guidelines. 

 

2. The Heroin & Opioid Prevention Effort and Treatment Act of 2017 (the HOPE Act) 
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requires that hospitals have in place by January 1, 2018, a protocol for patients 

treated for a drug overdose or identified as having a substance use disorder.  

  

3.  Naloxone rescue kits can be prescribed via a regular outpatient prescription by any 

licensed prescriber to a patient who is at risk for an overdose. 

 

4.  BSB Emergency Department has peer recovery coaches to assist with the opioid 

crisis through our SBIRT program. 

 

PROTOCOL  

1.     When a patient is discharged from the Emergency Room who is at risk for  

        Opioid Overdose: 
a. A Nurse or Physician may fax a Discharge Prescription for Naloxone Kit to the 

outpatient Pharmacy (Walgreens) onsite during normal business hours (8AM 
– 6PM Monday – Friday). 

b. The Outpatient Pharmacy will deliver the prescription to the bedside 
c. During off-hours, when the outpatient pharmacy is closed, the Nurse can fill 

the prescription with the supply loaded in the ED Pyxis machine.  The 
medication must be appropriately labeled for use as an outpatient prescription 
(see sample label attached).  
 

2. At risk patients in the following group may be prescribed an Naloxone rescue Kit: 
a. Received emergency medical care involving opioid intoxication or 

poisoning  
b. Suspected history of substance abuse or nonmedical opioid use 
c. Prescribed methadone or buprenorphine  
d. Receiving an opioid prescription for pain 
 

3. The inpatient hospital pharmacy, when available,  will prepare a Naloxone Kit 
containing either: 

 
Intramuscular 

 Two Naloxone 1mg/ml luer-lock prefilled syringes 
 Two mucosal atomization devices (MAD300) 

 
OR 

Intranasal 
 1 Box containing Two 4mg/0.1ml Intranasal Spray 

 
 

4. Each Kit shall be labeled in accordance with the MD Board of Pharmacy 
standards,  including the phone number for the outpatient pharmacy or hospital 
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5. Each Kit contains education material for the patient/significant other.  The nurse 
or prescriber will educate patient/and or significant other about the risks of opioid-
related overdose, how to reduce them and the importance of seeking help by 
calling 911 in the setting of a suspected overdose. 

 
 

6. Patients will have the Baltimore city Standing Order prescription card 
 

7. Flier with information about harm reduction practices, overdose response, and 
Baltimore 24/7 behavioral health hotline. 

 
 

RESPONSIBILITY:  
Emergency Medical Staff, Nursing and Pharmacy 

 

FORMS  
See attachments 
 
RELATED POLICIES  

Indicate other policies on a similar subject that may be useful for cross referencing. 

 

DISCLAIMER  
The following disclaimer is required to be placed on policies: 

“Procedures are resources to assist staff in carrying out specific actions. Procedures do 
not specify all circumstances to which they apply and cannot guarantee safety. Safety is 
promoted by people being skilled at judging when and how or how not to adapt 
procedures to local clinical circumstances which may warrant adaptation due to unique 
patient characteristics or extenuating circumstances.” 
 
 
 
REFERENCES  
The Heroin & Opioid Prevention Effort and Treatment Act of 2017 (HOPE Act). Maryland 
Hospital Association in accordance with Maryland Department of Health. 

 
APPLICABLE FACLITIES  
Bon Secours Baltimore Hospital 
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Overdose Survivor’s Outreach Project (OSOP) 
Peer Recovery Coach – Community Outreach 

 
JOB TITLE: OSOP Community Peer Recovery Coach 
 
SUMMARY OF POSITION:  The OSOP Community Peer Recovery Coach (CPRC), employed 
by the hospital and integrated into the existing SBIRT Peer Recovery team is designated to conduct 
outreach and engagement to survivors of an opiate overdose after discharge and referral from the 
Emergency Department (ED).  This individual provides non-clinical services intended to aid 
patients in establishing recovery and reducing the risk associated with a subsequent overdose.  The 
OSOP CPRC will complete referrals to recovery support and substance use treatment services as 
well as assist in developing a personal recovery plan with survivors that promotes successful 
linkages to referred services.  Services will primarily be provided in the community; however the 
OSOP CPRC will have access to patients in the ED and while they are staying in the hospital.  This 
will ensure a successful warm-hand-off and continuity in care. 
 
CORE COMPETENCIES, PRINCIPLES & VALUES: 

1. Recovery-oriented: The OSOP – CPRC helps patients they serve identify and build on 
strengths and empower them to choose for themselves, recognizing there are many pathways 
to recovery. 

2. Person-centered: Services are always directed by the person participating in services. 
3. Voluntary: the OSOP-CPRC is a partner with those they serve. 
4. Flexibility: The OSOP-CPRC must function in many roles to help the individuals they are 

working with meet their goals and get linked to recovery support services.  The CPRC may 
act as an ally, role model, planner, problem-solver, advocate, educator, organizer, coach, 
motivator or any other number of roles. The CPRC is trained and confident in each of these 
roles.  

 
ESSENTIAL RESPONSIBILITIES: 

1. Assess patient’s readiness for change and use motivational interviewing techniques and 
other communication skills to support and encourage the patient to plan for reduction or 
elimination of drug and alcohol use. 

2. Assist patients in setting personal recovery goals. 
3. Equip patients and family members with information on how to access community 

resources.  
4. Assist patient in linking to community supports 
5. Provide ongoing support to the patient in the community – at their home, community 

facility, on the street, or and anywhere that is safe and appropriate for the CPRC to meet the 
patient.   This includes during nontraditional hour, if needed. 

6. Provide education on risks of overdose and assures that patient and significant others have 
naloxone and are trained on its’ proper use. 

7. Engage with referred OSOP patients from hospital emergency departments to help them stay 
alive by linking them to recovery support, and SUD treatment services. 

8. Communicate with SBIRT Peer Recovery Coaches about referred patients to ensure 
continuity of care and patient access if/when the patient has an encounter with the hospital.  

9. Function as part of the SBIRT Peer Recovery Coach team and the hospital Transitional Care 
Team to promote enhanced support to vulnerable patients who experienced an opiate 
overdose as part of the hospital’s efforts to respond to this public health crisis. 

10. Maintain documentation and collect data as required. 
11. Recognize and Adhere to Rules of Confidentiality. 



CalvertHealth Medical Center 
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________________________________________________________________________ 
Policy Name:  Emergency Department Discharge Protocol for Substance Use and 
Opioid Overdose 
Policy Number:  GA- 
Category:  Clinical  Non- Clinical   
Review Responsibility:   
Approved By:  [INSERT TITLES ONLY – NOTE: Two approvers (i.e., Director and 
Vice President) are recommended unless additional approvers are required.]  
Effective Date:  9/18 
Review/Revision Dates:   
Associated Documents/Policies:GA-192 
 
The policies set forth do not establish a standard of care to be followed in every case. It is recognized that each 
case is different and those individuals involved in providing health care are expected to use their clinical 
judgment in determining what is in the best interests of the patient, based on the circumstances existing at the 
time.   It is impossible to anticipate all possible situations that may exist and to prepare policies for each. 
Accordingly, these policies should be considered to be guidelines to be consulted for guidance with the 
understanding that departures from them may be required at times. 

________________________________________________________________________  
                       
I. PURPOSE: 

In accordance with the HOPE and treatment act of 2017, CalvertHealth Medical 
Center will provide guidelines for a discharge protocol in the Emergency 
Department(ED) for patients treated for an overdose or identified as having a 
Substance Use Disorder (SUD). 

SCOPE: 

This policy applies to the ED nursing staff and ED providers providing care for 
patients at CalvertHealth Medical Center.   

II. DEFINITIONS: 

HOPE Act:The Maryland General Assembly passed the Heroin and Opioid 
Prevention Effort (HOPE) and Treatment Act of 2017 (HOPE Act).  This 
comprehensive behavioral health measure includes provisions on everything from 
crisis treatment centers and hotlines to hospital discharge procedures and 
treatment in jails and prisons. It also includes provisions from the “Keep the Door 
Open Act” supported by the Maryland Behavioral Health Coalition to properly 
resource community mental health and substance use disorder providers.  This act 
requires hospitals to have protocols for discharging patients treated for a drug 
overdose or identified as having a substance use disorder. The protocols may 
include coordination with peer recovery counselors, connection to community-
based treatment, and a prescription for naloxone. 
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CalvertHealth Medical Center (CHMC) 
Emergency Psychiatric Services (EPS) 
Peer Recovery Specialist (PRS) 
Emergency Department (ED) 
 

III. PROCEDURE: 

1. CHMC uses a comprehensive approach, employing different targeted 
interventions to help identify and support patients who have a substance use 
disorder. 
 

2. The completion of the interventions is dependent on the availability of 
resources as well as the patient’s willingness to seek and obtain assistance. 
 

3. The Emergency Department at CHMC will use a screening tool to identify 
patients who may have substance use disorder.  Results of this screening tool 
in combination with other clinical data obtained by the Emergency Provider 
will be used to provide appropriate resources to at risk patients. 

 
4. ED staff will engage in a facilitated referral process for patients identified by 

screening tool or the ED provider to be at high risk. 
 

a. For patients who are willing to access services, the ED provider will 
obtain consent and notification will be sent to the Peer Recovery 
services. 
 

b. If a patient refuses services, they will be provided with a list of 
community resources (including Peer Recovery number) and 
Naloxone kit (if appropriate, see GA-192). 

 
c. CHMC will send a secure/encrypted email with the patients contact 

information to the peer recovery inbox for a facilitated referral for the 
patient. This will be reviewed by the Peer Recovery Specialist (PRS). 
 

d. Peer Recovery specialist will follow up with patient in person or by 
phone and send completed checklist back to ED to scanning into chart 
so that hospital staff will have record of services provided for future 
visits. The Peer Recovery Specialists will help assist the patient with 
treatment center options and medications assisted therapy (MAT) if 
needed. 

 
5. CalvertHealth will provide discharge instructions and resources for those 

identified as having a substance use disorder. Refer to Policy GA-192. 
 

6. Upon discharge, the provider will determine if the patient is a candidate for 
prescription for Naloxone or a Naloxone kit. This may be provided to patients 
who are diagnosed with an opiate overdose or substance abuse disorder. Refer 
to Policy GA-192.  

 





Carroll Hospital Center 
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Title: Alternative Pain Management In the Emergency Department Effective Date: 08/12/2018 

Document Owner: Karen Lee 

Sandra Martin RN 

 

Approver(s): Bridget Krautwurst, Karen Lee, Mark Goldstein, Timothy 

Wu 

 

 

 

OUTCOME STANDARD: 

Physiologic: Patient’s pain will be controlled. 

Psychological: patient will have increased comfort and decreased anxiety. 

Cognitive: Patient will express the understanding of the use of (ALTO) Alternative to Opioids, 

Pain Management in the Emergency Department. 

Supportive Data: 

According to the COLORADO CHAPTER, AMERICAN COLLEGE OF EMERGENCY PHYSICIANS .The 

ALTO program uses the CERTA concept: channels, enzymes, receptors, targeted, analgesia. The 

CERTA concept augments the following medication classes in place of opioids: Cox-1, 2, 3 

inhibitors, NMDA receptor antagonists, sodium channel blockers, nitrous oxide, inflammatory 

cytokine inhibitors, GABA agonists/modulators. Specific agents include NSAIDS and 

acetaminophen, ketamine, lidocaine. Corticosteroids, benzodiazepines, antipsychotics. The 

protocol targets multiple pain receptors, making use of non-opioid medications, trigger- point 

injections, and ultrasound- guided nerve blocks to tailor a patient’s pain management needs 

and substantially decrease opioid use. 

 

Indications for Administration: 

Headache/Migraine 

Back pain 

Renal Colic 

Undifferentiated Abdominal Pain 
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Musculoskeletal Pain 

Dental pain 

 

Contraindications: 

 

(ALTO) not to be used on any pregnant person or anyone under the age of 18. 

 

Specific medicine contraindications: 

 

Ketamine- severe hypertension, reactive airway with acute bronchospasm, known or suspected 

schizophrenia, allergy to ketamine. 

 

Lidocaine- Hypersensitivity to lidocaine or other amides; Adams-Stokes syndrome; Wolff-

Parkinson-White syndrome; severe A-V block or SA nodal disease (unless patient has 

functioning pacemaker), allergy to lidocaine. Caution: If patient develops periorbital numbness 

or nausea stop infusion immediately. 

 

Haldol-QT prolongation syndrome, allergy to Haldol 

 

Expected Dosages: Refer to individual orders for actual doseage  

Ketamine (Sub-dissociative) dose- 0.1-0.3mg/kg to be administered in 100cc NS, infusion over 

20 minutes, which will come premixed from pharmacy. 

Lidocaine- 1.5 mg/kg of IDEAL BODY WEIGHT (max dose 150 mg) in 100cc NS, infusion over 15 

minutes, which will come premixed from pharmacy. Haldol- 2.5 -5mg IM/IVP over 60 seconds. 

 

 

Monitoring: 
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Sub-dissociative dosed ketamine can be administered safely by ED nursing; at sub-dissociative 

doses, degree of monitoring should be determined by treatment team as with other analgesic 

medications. 

 

When administering lidocaine intravenously a baseline electrocardiogram must be completed 

on anyone >50 and anyone with a history of any SA nodal disease or heart blocks of any age. 

EKG monitoring during the administration and for 30 minutes after a dose is required. 

 

When administering Haldol intravenously the patient must be on a telemetry monitor to assess 

QT prolongation. 

 

References: 

https://www.ncbi.nlm.nih.gov/pubmed/25817884 

https://www.ncbi.nlm.nih.gov/pubmed/25377395 

 

Lexicomp 

(http://online.lexi.com/lco/action/home) 

 

https://www.ncbi.nlm.nih.gov/pubmed/25817884
https://www.ncbi.nlm.nih.gov/pubmed/25377395
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Emergency Department Discharge Protocol for Patients with Substance Use Disorders 

Purpose:  To define a process for identifying patients with a substance use disorder within the 

emergency department and to provide discharged patients with resources within the 

community for treatment and follow up support after their visit. 

Background: The Maryland General Assembly passed the Heroin and Opioid Prevention Effort 
(HOPE) and Treatment Act of 2017 (HOPE Act).  This comprehensive behavioral health measure 
includes provisions on everything from crisis treatment centers and hotlines to hospital 
discharge procedures and treatment in jails and prisons. It also includes provisions from the 
Keep the Door Open Act supported by the Maryland Behavioral Health Coalition to properly 
resource community mental health and substance use disorder providers.  Specifically, the 
HOPE Act would: 

1. Require establishment of behavioral health crisis treatment centers consistent with 
forthcoming recommendations from the Maryland Behavioral Health Advisory Council. 

2. Require creation and promotion of a statewide 24/7 crisis hotline to connect callers with 
appropriate mental health and substance use disorder resources. 

3. Require collection and dissemination of resources and information about opioid use 
disorder. 

4. Repeal a requirement that an individual be trained in overdose identification before 
receiving the overdose‐reversal medication naloxone from a pharmacist. 

5. Require specified increases in funding for community behavioral health services. 
6. Require hospitals to have protocols for discharging patients treated for a drug overdose 

or identified as having a substance use disorder. The protocols may include coordination 
with peer recovery counselors, connection to community‐based treatment, a 
prescription for naloxone, etc. 
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7. Require development of a plan for increasing substance use disorder treatment in jails 
and prisons. 

Policy: All Emergency Department patients over the age of 18 will be screened for substance 
use disorders.  All patients screening positive will be provided with community resources on 
discharge.  All patients will have a follow up consult with a social worker within 72 hours after 
discharge. 

Procedure:  

1. All emergency department patients over the age of 18 are screened with the AUDIT‐C 

SBIRT tool. 

2. Patients with a positive screen are referred to case management for referral and follow 

up. 

3. Community Resources are provided on discharge for patients screening positive. 

4. Case management will follow up with patients screening positive within 72 hours to 

further assist and insure patients are able to utilize resources provided. 

Related Policies: 

1. Naloxone Prescribing Upon Discharge from the Emergency Department 

2. Methadone For Opioid Addiction 

 

  



Fort Washington Medical Center 



SUBSTANCE ABUSE and/or OVERDOSE EMERGENCY DEPARTMENT DISCHARGE 
PROTOCOL 
 
 
Fort Washington Emergency Department is committed to “change the conversation for 
better health”.  In order to address the significant medical, emotional, and economical 
impact of substance use and alcohol misuse, FWMC has created a protocol to screen, 
and intervene when warranted, patients at risk of substance and alcohol misuse. 
 
1-SBIRT screening will be completed by ED clinicians for all patients with substance 
abuse or overdose ages 18 and older. 
2- Brief Intervention will be completed by ED clinicians for those who screen positive. 
3-Referral to community resources for outpatient services if warranted.  Numbers for 
national hotline as well as local community resources will be provided, and patients will 
be encouraged to call prior to leaving the Emergency Department. 
4-All overdose patients will be prescribed naloxone. 
5-PDMP review of patient by ED clinician as indicated. 
6-When social work services are available, referral will be made to encourage follow up 
in treatment centers, community support groups, or outpatient centers. 
6-Social worker will track overdose and substance abuse discharges for follow up. 
 
Emergency Department clinicians have been encouraged to participate in online training 
provided by Maryland SBIRT.  Emergency Department nurses have been encouraged 
to use resources provided by Maryland SBIRT as well as ENA. 
  



Frederick Regional Health System 



Frederick Memorial Hospital  Policy #: PC 920 
POLICIES AND PROCEDURES 

TITLE:  Transition/Discharge Planning 

Chapter: Provision of Care Effective Date: 12/94 

Responsible Person: VP, Integrated Care Delivery Reviewed Date: 8/04, 5/07 

  Revised Date: 6/96, 5/99, 7/08, 7/11, 1/14/, 7/17 
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This policy is intended as a guideline to assist in the delivery of patient care or management of hospital 
services. It is not intended to replace professional judgment in patient care or administrative matters. 
 
PURPOSE:  The purpose of this policy is to provide standards to ensure a transition plan is developed that is 
responsive to both the clinical and social needs of the patient and the family/caregivers involved in the care of 
the patient. It is also to ensure that the transition management is conducted in accordance with regulatory 
requirements and accreditation standards for patients admitted to Inpatient and Outpatient Observation status 
and to reduce the chances for readmission.  Disciplines responsible for evaluation of post discharge needs 
include, but are not limited to, medical staff services, nursing services, care management, care transitions, 
licensed therapists, pharmacists and dieticians.  All employees are required to alert care management, care 
transitions, nursing or the medical staff of discharge/transition concerns.   
 
POLICY:   
 

1. Patients are screened for transition planning by the RN within eight hours of admission, using pre-
established screening criteria to detect potential need for transition planning. RN or SW Case Manager 
will complete an initial transition/discharge planning assessment for patients to Inpatient or Outpatient 
Observation status to identify those patients who have transition needs.  A transfer/discharge planning 
assessment may be requested at any time during the hospital stay when there is an identified need.  
This request may be initiated at any time upon patient, family or healthcare team request.  Case 
Management will make its best effort to complete the initial assessment within 24 hours but no later 
than 48 hours of Inpatient Admission or start of Outpatient Observation services.  RN or SW Case 
Manager also screen for Care Transition needs and refer to Care Transition RN, SW or Pharmacist when 
needed. 
  

2. FMH’s decision to provide a specific healthcare setting, service, or level of care is based on its mission 
and vision, as well as its capability to provide a quality and cost-effective service, qualified and 
adequate staffing, facility and associated services. 
 

3. FMH ensures that appropriate patient care patient care and clinical information is exchanged when 
patients are discharged to home or transferred to an alternate care setting/organization or level of 
care. FMH provides a patient transfer summary to the receiving facility.  

 
4. Transition planning includes coordination of hospital and community providers, the patient and their 

support systems to enable the patient to return home safely or through referral of the patient to an 
appropriate level of care.  The discharge planning process addresses all transitions between levels of 
care with an emphasis on continuity of care. 
 

5. Many members of the Multidisciplinary team are responsible to evaluate all patients upon initiation of 
their services, for deficits or gap’s in the current clinical or social situation and the environment that the 
client currently is projected to live.  These disciplines include, but are not limited to: medical staff 
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services, nursing services, care management, care transitions, professional therapists, pharmacists, and 
dietitians.   

6. All employees of Frederick Memorial Hospital are required to alert nursing, physician or care 
management if they have knowledge that may affect the client’s ability to care for self and have a 
discharge a concern.  

7. Nursing and physician services will refer their concerns to case managers via order entry into Meditech 
order system.   

8. Other departments will refer concerns either via 1:1 communication with care management department 
or through unit based interdisciplinary coordination meeting.   

9. Multidisciplinary team members, whose professional practice includes assessment of clinical or physical 
conditions, will do so within their scope and will document their professional concerns and treatment 
plans in the care plan.  Included in this documentation are their anticipated needs at discharge.   

 
PROCEDURE:  
 
1.        Pre-Admission Assessment 
 
                 a. Pre-admission assessments are performed in all settings where patient care is provided, to 
                 determine if the referred patient meets admission criteria of the applicable service/setting. 
                    
                 b. Emergency Department (ED) patients are assessed by physicians and nursing staff based on 
                     policies established in PC 200 “Assessment of Patients” and specific department assessment 
                     policy/procedure. 

1. ED patients requiring assessment and evaluation for psychiatric diagnoses, problems                
with substance abuse, domestic violence, situational distress are referred to a Crisis 
Management Social worker.  Sexual assault patients are referred to the SAFE 
Coordinator. Crisis Management staff in the ED perform indepth psycho-social 
assessments, initiate further patient placement/treatment arrangements, and/or 
complete transition/discharge planning arrangements.  The ED Care Transitions Social 
Worker initiates transition/discharge planning screening and assessments, makes 
transition arrangements for home or to another appropriate healthcare setting and 
completes readmission interviews with patients/family members.  The ED Care 
Transitions Social Worker refers patient to Care Transitions RN, NP, SW or Pharmacist 
when needed. 
 

2. Other ED patients are assessed for continuing care needs by the ED Care Transitions 
SW.  Through automatic casefinding (via Level I assessment) or through referral from 
ED physicians, nursing staff, patients, their caregivers or Crisis Management staff. 
 

2. Screening - Admission screening is performed in all settings where patient care is provided to   
     identify patients deemed “high risk” for discharge planning needs. 
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                 a.   All patients placed in a bed in the acute hospital will be screened for discharge needs by the 
                      admitting RN within 8 hours.  RN will refer through Meditech all patients deemed to potentially   
                      need assistance upon discharge.  RN or Social Work Case Managers complete a Level I screen   
                      for transition/discharge planning and high risk for readmission needs within one business day   
                      except on the weekends and holidays. RN or Social Work Case Managers will assess earlier on  
                      the weekends and holidays with referrals.  Any patients who meet any two or more high risk  
                      indicators will be seen by an RN or SW Case Manager to complete a discharge planning  
                      assessment.  If the patient, meets 2 or more high risk indicators on the high risk for   
                      readmission screen, the RN or Social Work Case Manager makes a referral to the Care  
                      Transitions staff.   

 
                 b.  Physician, Professional therapist, Pharmacist, Nutritional services will incorporate discharge   

 planning assessment and evaluation within their initial assessment for services.  Any concerns   
 will be documented within their professional assessment and referred to care management for   
 evaluation or development of the discharge plan. 
 

                 c.  Patient, family and caregivers will be included in the discussion of discharge concerns. 
 
                 d.  Inpatient Psychiatric Department patients are screened by the Psychiatric Social Worker within  

72 ours of admission for continuing care needs. 
 

e.  Outpatient psychiatric patients received as referrals to the Psychiatric Partial Hospitalization 
Program (PPHP) are screened for continuing care needs on the first treatment day by the 
psychiatric Case Coordinator. 
 

f. All Home Care patients are assessed on the first visit by the assigned clinician for discharge 
planning or other continuing care needs, and referrals made, as appropriate. 

 
g. All Hospice patients are assessed by an RN on the first visit for any special needs, and referrals 

made as appropriate. 
 

 
3. Evaluation/Assessment 

a. The attending, referring or primary care physician performs a patient history and  
 assessment to identify patient needs. 

b. RN or other qualified staff member completes a patient assessment per hospital and   
 departmental policies. 

c. Other multi-disciplinary healthcare team members contribute appropriate patient  
 information to the patient medical record according to the specific discipline’s  
 assessments (i.e., Psychiatry, Care Transitions, Dietary, Rehabilitation, Radiology,    
 Respiratory Therapy, Home Health, Hospice, etc.). 

d. RN or Social Work Case managers assess for discharge planning needs and for high risk for  
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 readmission.  Care Transitions will assess for high risk for readmission needs when referred     
 by a Case Manager. Using medical information from the medical record, input from all   
 healthcare team members, the patient and the family, the RN or SW Case Manager  
 evaluates current and anticipated clinical condition, current and anticipated living   
 arrangement within 1 business day except for weekends and holidays on all patients.  RN or  
 Social Work Case manager will assess earlier on weekends and holidays with referral. 

e.  RN or SW Case Managers initiate a discharge plan based on patient assessments by   
  reviewing information obtained from the medical record, patient, family, and appropriate    
  inter-disciplinary healthcare team members. 

f.  Based on review of the inpatient medical record, patient database, and other available 
                          information, the Case Manager may determine that there is no need for a discharge plan   
                          at this time. A formal discharge plan is not initiated in these cases, and patient is not   
                          followed actively by the Case Manager, unless patient is later reassessed due to a   
                          change in patient’s condition, diagnosis, or continuing care needs 

g.  All cases of concern that the individual’s caregiver may be neglecting or physically or   
  mentally injuring a child or vulnerable elder will be reported to child protective or adult          
  protective services as appropriate. 

h.  Care management will utilize direct referral, patient rounding/unit rounding, ongoing  
  chart review, and patient communication to identify any patient with an evolving care   
  plan that may need discharge planning assistance though initially evaluated as not  
  needing a developed discharge plan. 

 
 

4.                  4.  Development 
a. Case managers and social workers will collaborate on developing coordinated discharge plan 

using the evaluations and assessments of the interdisciplinary team along with the goals of 
the patient/family/care giver. 

b. The care management team will use community resources, alternative discharge 
environments as well as strengthening the care givers ability to meet the needs of the client 
through counseling on the part of the case manager or through determining education 
opportunities on the part of the case manager. 

c. All professional care givers such as nurses, care management, care transitions, physicians 
and professional therapists will work with patient and their designated caregivers will be 
involved in all aspects of development and execution of discharge plan. 

d. The assessment for and development of the discharge plan begins at admission or initiation 
of services and is ongoing throughout the stay. 

e. Care management will document assessment and plan for discharge in notes section of the 
Meditech Electronic Medical record.  Ongoing updates to plan will be included at least every 
four dates or when medical condition change necessitates re-evaluation of the discharge 
plan. 
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f. The Meditech medical record will be the communication tool for all members of the 
interdisciplinary team to document the assessments and treatment plans which relate to 
discharge planning. 

 
5.                  5.  Initiation 

a. Interdisciplinary team will communicate with patient/family/care giver as early as possible 
regarding potential discharge date.  See policy for IMM provision. 

b. Physician will write discharge order appropriate for planned discharge environment.  Order 
will include reconciliation discharge medication as well as prescription for new medications.  

c. Patients without insurance will be evaluated for indigent medication program and other 
charity programs for discharge needs. 

d. RN or SW Case Manager will annotate on the discharge instructions all aspects of discharge 
plan to include any arranged MD visits, Home health, community referrals and special 
instructions. 

e. Nursing will update the discharge instructions to include any upcoming treatments or tests 
that are planned for near future. 

f. Care management will facilitate the transfer to post acute environment.  This includes 
assurance that necessary medical records are transferred to accepting facility. 

g. Dictated discharge summary is sent to accepting MD within 48 hours. 
h. Discharge follow-up calls are made by the Care Transitions team from the EMMI follow up 

phone call report. 
 

6. Provide Services, Patient/Family Education, and Service Referrals 
                    a.   Attending/treating physician writes orders for medical-surgical treatment, as appropriate for 
                          patient’s assessed needs and monitors patients progress. 
                    b.   Nursing care is provided based on identified patient needs, care priorities, and physician’s 
                          treatment orders. 
                    c.   Multi-disciplinary treatment team members integrate information from assessment of the 
                          patient by various disciplines, assign priorities to patient care needs, and participate in the 
                          patients care/treatment, as appropriate. 
                    d.   All members of the healthcare team serve as a resource, and participate in, appropriate 
                          patient/family education. See policy/procedure PC 104 Interdisciplinary Patient Education. 
                    e.   Inpatient and outpatient referrals are made to case managers to provide supportive  
                          counseling or to complete a psycho-social assessment, based on identified patient needs      
                          (NICU patient/family dealing with futile care issues; OB patient requesting adoption services,   
                          Newly diagnosed cancer patient with supportive needs, etc.). Physician order is not   
                          required. 
                    f.    Based on identified needs of the patient/family, any discipline may make referrals to the   
                          hospital chaplain, Service Excellence Department, Interpretation Services or Ethics  
                          Committee.  (Physician order is not needed). 
 
    7.   Inter-Disciplinary Transition/Discharge Planning 
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                  a.  A multidisciplinary approach is used to plan a patient’s transition to the post-hospital/treatment 
    environment. 
b. On inpatient departments, Multidisciplinary Discharge Planning meetings are held 
    daily. 

c.  For outpatients at the Regional Cancer Therapy Center, if discharge planning is indicated, a 
referral is made to the Oncology Social Worker, who completes a discharge assessment within 
2 work days of the referral, and formulates a discharge plan. 

d.  For Home Health patients, discharge planning is initiated on admission.  A Home Health social   
      worker referral may be initiated, if appropriate. 
e.  For Hospice patients, a bereavement, risk assessment is done at the time of patient  

 admission for the family. 
f. In PPHP, a multi-disciplinary treatment team (social worker, RN, psychiatrist, patient) formally 

meets and reviews treatment plans on the first treatment day. 
 
    8.   Re-Assessments for Discharge Planning 

a. The patient’s need for transition/discharge planning is reassessed periodically in all settings   
    where patient care is provided. 
b. Inpatients are reassessed by Case Managers according to the following guidelines, or as   
    needed(when there is a change in patient’s condition or diagnosis): 

1.  All patients requiring new/initial placement in a nursing home, chronic care facility, 
rehab facility, or other extended care situation are reassessed daily. 

         2.  All patients returning to extended care settings are reassessed every other day and an 
              assessment note is documented by the Case Manager, and patient is followed, as  
              needed. 
         3.  All inpatients who have been screened as having no initial discharge planning needs are 
              reassessed at 4 days and an assessment note is documented on the Reassessment   
              Progress Note. 
c.  Treatment plans on inpatient psych unit are continuous and ongoing, and are formally 

reviewed every two days in order to provide appropriate and timely discharge planning and 
follow-up. 

 
d.  Treatment plans for PPHP are reassessed every 5 treatment days, or periodically (depending 

on patient’s individual attendance pattern). 
 

e.  Home Health and Hospice patients are reassessed by any member of the treatment team, and 
when additional needs are identified, care is coordinated by the appropriate discipline. 

 
9.  Compliance 

a. Inpatients that require post-hospitalization services (i.e. Home Health, Hospice Care, Assisted 
Living, Nursing Home Care, etc.) will be informed about the availability of services through 
providers that serve the area where the patient lives.  Upon admission, the patient is given a 
Guide to Services and Discharge Planning which has the list of available services/agencies 
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within their area. When offering choices of post-hospitalization, the Care Manager will use the 
Silvervue/Silversearch tablet program to present choices of agencies, facilities and services to 
the patient so they can review the quality measures and ratings for those agencies and 
facilities and be involved in their own care.  The care manager will make every effort to 
coordinate the plan of care with the patient preferences when possible depending on bed and 
service availability. Frederick Memorial Hospital will honor patients’ choices for post-
hospitalization services. 

b. Care management will document patient choices in Meditech documentation.   
c.    All patients readmitted within 30 days will be evaluated for readmission reason’s within the 

care management admission assessment doc flow sheet in Meditech medical record.  Review 
of this data will supplement knowledge in evaluating readmission rates conducted by quality 
committee. 

 
 
DEFINITIONS: 
PREADMISSION SCREENING: Process for obtaining appropriate and necessary information for each patient 
seeking admission into a healthcare setting or service. Sources for this information include the patient, 
family/significant other (SO), his/her healthcare practitioner, the medical record or another healthcare 
organization. This information is used to match individual patient needs with level of care required and the 
appropriate setting. 
 
LEVEL I ASSESSMENT: Screening mechanism based on high-risk indicators to determine a patient’s need for a 
more indepth assessment of transition/discharge planning/high risk for readmission needs. 
 
TRANSITION/DISCHARGE PLANNING: Collection of specific data (including a patient’s prior living situation, 
patient’s functional status prior to admission, layout of house, and previous resources used) to determine a 
patient’s discharge needs. 
 
TRANSITION/DISCHARGE PLANNING TEAM: An inter-disciplinary team of healthcare team members consisting 
of nursing staff, physicians, rehab-services disciplines, Case Managers, Discharge Planners, home care intake 
referral staff, Dietetic Services staff, and other disciplines who meet periodically to develop a plan of action to 
prepare a patient/significant other for transition to home or to a facility/service with a lower level of care. 
 
CASE MANAGER: Individual who coordinates transfer/discharge planning arrangements in a cost effective and 
timely manner, as part of an ongoing program to maximize coordination of patient care and services. 
 
SCREENING CRITERIA: Use of preliminary set of criteria to detect potential for continuing care needs 
following the current episode of care/treatment; screening is not intended to be diagnostic or definitive; events 
or patients identified by a screening process must be further assessed to establish a specific need for 
continuing care. 
 
TRANSFER: The formal shifting of responsibility for the care of a patient from: one care unit to another; one 
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clinical service to another; the care of one licensed independent practitioner to another; or one organization to 
another organization. 
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This policy is intended as a guideline to assist in the delivery of patient care or management of hospital 
services. It is not intended to replace professional judgment in patient care or administrative matters. 
 
PURPOSE:  
 
To establish a standardized protocol for the prescribing of naloxone for patients who are discharged after 
treatment of a drug overdose secondary to acute opioid ingestion or have a substance use disorder. This 
policy aims to increase access to naloxone for those at risk of overdose upon discharge. This policy complies 
with the Maryland HOPE act (Heroin & Opioid Prevent Effort and Treatment Act) of 2017 and the DHMH 
(Department of Health and Human Hygiene) and MHA (Maryland Health Association) requirement and 
recommendations for the prescribing of naloxone.   
 
POLICY: 
 

1. A naloxone prescription is given to every patient who is discharged from the hospital or emergency 
department following a near fatal overdose of opioid products or were identified as having a substance 
abuse disorder. 

2. The patient and/ or care giver is educated on how and when to properly use naloxone. Educational 
tools used are part of the Core Curriculum for education of patients and providers. 

3. Care Management/Social Work will be consulted for outpatient services.   
 
PROCEDURE:  

1. Responsibilities: 
 

a. Authorized prescriber: 
 

i. Generates a prescription for naloxone. Naloxone (Narcan®) spray is the preferred 
product because of ease of administration and cost 

ii. Up to 6 refills may be provided 
iii. Prescriptions will include instructions regarding calling 911 after administration of 

naloxone 
iv. Prescriptions are not required but some insurance companies may require one for 

reimbursement. 
 

b. Nurse / Pharmacist 
 

i. Patient education should be provided to the patient and/or friend or family member with 
the patient via the Maryland Department of Health and Human Hygiene   “Core 
Curriculum”  which can be found at: 
https://bha.health.maryland.gov/NALOXONE/Pages/Core-Curriculum.aspx 
 

1. Nurses or pharmacists will provide the patient with the Brief Curriculum Training 
Material for the product prescribed.  

https://bha.health.maryland.gov/NALOXONE/Pages/Core-Curriculum.aspx
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2. Patients or caregivers are encouraged to call ahead and ask to speak to a 
pharmacist to see if their pharmacy stocks intranasal naloxone. Prescriptions are 
NOT required – anyone can get naloxone without a prescription under the 
statewide standing order.  

3. Training programs for use by patients or caregivers are optional and are not 
required to get naloxone products. 

4. Individuals who get naloxone from a pharmacy are responsible for payment 
through their insurance, Maryland Medicaid, cash, or another method. 

5. FMH pharmacy and FMH Emergency Department are not licensed to dispense 
naloxone. 
 

c. Care Management 
 

i. Care Management/Social Work will screen patients for substance use discharge planning 
needs and provide resources. 

ii. If the pt. is unable to afford their naloxone prescription, the care manager will assist 
with prescription assistance and provide resources.  
 

Maryland Department of Health and Mental Hygiene. The Overdose Response Program. Baltimore, MD; 
Available from URL: http://bha.dhmh.maryland.gov/NALOXONE/Pages/Legal-Authority-and-Protections.aspx 
Accessed March 9,2017. 

http://bha.dhmh.maryland.gov/NALOXONE/Pages/Legal-Authority-and-Protections.aspx%20Accessed%20March%209,2017
http://bha.dhmh.maryland.gov/NALOXONE/Pages/Legal-Authority-and-Protections.aspx%20Accessed%20March%209,2017












Garrett Regional Medical Center 



 

 

 
Screening for Substance Use Disorder in the Garrett Regional Medical 

Center Emergency Department  

 

 

Background 
 

Screening Brief Intervention and Referral to Treatment (SBIRT) is an evidence based 

approach to identifying patients who use alcohol or other drugs at risky levels, with the 

goal of reducing and preventing future health related consequences, disease, accidents 

and injuries. Just as checking a patient’s blood pressure can reveal a health issue and 

guide recommendations for a healthier lifestyle, universal screening for substance use and 

misuse gives health care providers insight to recognize a potential health problem, or to 

address an existing problem before it worsens or becomes fatal. SBIRT teaches patients 

and healthcare workers alike to view risky substance use as a health care issue that can be 

addressed by changes in habits and behavior and identifies patients who wound benefit 

from treatment for their substance use disorders. The result is improved healthcare and 

healthier patients in our community. 

 

Protocol 
 

As part of the Heroin and Opioid Prevention Effort and Treatment Act (the HOPE Act) 

Screening and Brief Intervention and Referral to Treatment (SBIRT) methodology will 

be used in the Emergency Department (ED) to identify patients who have risky substance 

use behaviors or a substance use disorder. Patients who do not have a life or limb 

threatening problem will be screened for a substance use disorder by nursing staff. 

Positive responses to questions will be followed up by an additional evidence based 

questionnaire (NIDA - Quick screen, Audit-C, etc.). The provider will offer a brief 

intervention with counseling on the risky behavior and refer patient to appropriate 

treatment if needed. 

 

 

1. Screening: nursing will ask about alcohol use, non-medical drug use and illegal drug 

use and document responses into the Electronic Medical Record (EMR). Positive 

response to screening questions will indicate the patient needs to complete an additional 

questionnaire. 

 

 



 

 

Screening for Substance Use Disorder in the GRMC Emergency 

Department- page 2 
 

2. Brief Intervention - For patients with a positive screening - The additional 

questionnaire will be reviewed by provider and the patient will receive counseling 

regarding the risky behavior.  

 

 

 

3. Referral to Treatment- patient’s who have been identified with a substance use 

disorder will be offered Referral for Substance Use Disorder to the Garrett County Health 

Department, given a list of additional providers who provide medication assisted 

treatment and local substance use disorder support groups. Residents of other states will 

be given a hand out listing treatment resources available in their state. 

 

 

4. Social Work Follow Up- Patients who are willing to be referred for treatment of 

substance use disorder will be offered a next day follow up phone call with ED nurse 

navigators, GRMC Social Work Department and or Health Care Coordinators to facilitate 

the patient’s treatment needs. 

 

 

5. Naloxone Rescue Kit- can be provided to patients who have received emergency 

medical care involving an opioid intoxication or poisoning, suspected history of opioid 

substance use disorder, non-medical use of opioids, moderate and high risk chronic 

opioid use for pain or MAT (Methadone, Buprenorphine). These patients will be 

counseled regarding overdose risk, overdose prevention and offered a Naloxone Rescue 

Kit through the ED. 



 

 

 
Garrett Regional Medical Center - Naloxone Kit Discharge Order Protocol 
 
 

Purpose: 
 

To establish a standing discharge order protocol and dispensing procedure for 

Naloxone Kit Discharge packets or prescriptions in Garrett Regional Medical 
Center Emergency Department.  

 
 

Policy statement: 
 

This protocol allows for Naloxone Discharge Kits to be ordered by licensed 
personnel for patients “at risk for opioid overdose” who are being discharged from 

the Garrett Regional Medical Center Emergency Department.  Under the protocol, 
GRMC inpatient pharmacy is granted authority to dispense Nasal Naloxone Kits as 
a discharge prescription.  
 
 

Procedure:  Background  
 

1. The Maryland Department of Health approves community programs to provide 
overdose education and Naloxone distribution services and train potential 

witnesses to an overdose in accordance with their guidelines. 
2. The Heroin and Opiate Prevention Effort and Treatment Act of 2017 (the 

HOPE Act) requires a hospitals have in place beginning January 2018, 
protocol for patients treated for a drug overdose or identified as having a 

substance use disorder (SUD). 
3. Naloxone rescue kits can be dispensed in the Emergency Department (ED) and 

Naloxone can also be prescribed via a regular outpatient prescription by any 
licensed prescriber to a patient who is at risk for overdose. 

4. GRMC ED screens patients for substance use disorder during triage. GRMC 
Social Work Department is available to assist patients with opiate overdose or 

substance use disorder. 
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Protocol: 
 

1. When a patient is discharged from the ED who is it risk for opioid overdose:  

The medical provider may prescribe a Naloxone Rescue Kit to be dispensed 
from the emergency room and documented in the patient’s chart or provide the 

patient a Naloxone prescription to be filled at an outpatient pharmacy. The 
discharge prescription information will be placed in the patient’s medical 

record. 
2. At risk patients in the following groups may be prescribed a Naloxone Rescue 

Kit: a) received emergency medical care involving opioid intoxication or 
poisoning, b) suspected history of opioid substance or non-medical use of 
opioids , c)  prescribed chronic Methadone or Buprenorphine, and d)  receiving 

an opioid prescription for pain. 
3. The inpatient pharmacy when available will prepare a Naloxone Rescue Kit 

that contains two of the Narcan nasal 4 mg units or two Naloxone 1 mg/ ml 
luer- lock pre-filled syringes with two mucosal atomization devices. A 

brochure detailing instructions for use and a brochure on recognizing an 
overdose will also be provided.  

4. Naloxone rescue Kits will include information on substance abuse treatment 
and counseling available at the Garrett County Health Department and local 

physicians who provide Medication Assisted Treatment (MAT) for substance 
abuse. A brochure on substance abuse support groups will also be provided. 

West Virginia residents will receive a contact list for substance use disorder 
treatment and counseling available in the surrounding WV counties. 

5. Each Naloxone Rescue Kit will be labeled in accordance with the Maryland 

Board of pharmacy standards. 
6. The nurse or the provider will educate the patient or significant other about the 

risks of opioid-related overdose, how to reduce them, and  the importance of 
seeking help by calling 911 in the setting of suspected overdose. 
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Emergency 
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Emergency Department 

Submitted by: 
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Originating Date: 

 

Policy:  To define the appropriate use of narcotics in the Emergency Department setting 
for acute non-cancer/non-palliative care pain. 
 

1.  Providers or their delegates will utilize the Maryland Prescription Drug 
Monitoring Program before prescribing opiates to Emergency Department (ED) 
patients through Chesapeake Regional Information System for our Patients 
(CRISP), as much as possible. 

2. CRISP must be checked prior to prescribing controlled substances for 
Maryland Medicaid patients. 

3. For acute exacerbation of chronic pain, contact primary opioid prescriber if 
possible.   

4. No narcotic prescription for lost, stolen, or destroyed narcotics.  No narcotic 
replacements for missed doses of methadone or Suboxone. 

5. No prescription for long acting opioids unless otherwise clinically indicated and 
documented. 

6. When opioids are prescribed, the ED staff will educate the patient on how to 
store the medications safely, use only as directed, and to avoid other sedating 
medications with opiates to decrease risk of overdose or sedation. 

7. Limit short acting opiates to no more than 72 hour prescription for fractures, 
kidney stones, etc.   Any exception to this should be documented. 

8. Avoid prescribing opioid pain medication and benzodiazepines concurrently.  
9. Demerol will be removed from the ED Medication Formulary. 
10. Patients who do not have a family provider in the area will be given a list of 

available providers for follow up. 



Greater Baltimore Medical Center 



1 
 

GBMC 

Emergency Department 

SBIRT Protocol 

03/6/2018 

Policy: 

All GBMC patients age 18 and older will be screened at every visit to the emergency department 

using the SBIRT questionnaire for risky alcohol and drug use.   

The nurse will utilize the Audit-C for alcohol use and a single drug screening question to 

determine additional substances used.  All patients that screen positive on the questionnaire or 

trigger a request for a Peer Recovery Coach (PRC), will receive a brief intervention (BI) by a 

PRC, and a referral to treatment (RT) for substance use assessment, as appropriate.  

Patients that have been admitted to the emergency department as a result of an opioid overdose 

are eligible for the Opioid Overdose Survivors Outreach Program (OSOP). The PRC will 

encourage participation in the OSOP program for all opioid overdose patients.  As an OSOP 

participant, the patient will receive all standard SBIRT PRC services including; brief 

intervention, referral to treatment and follow-up support.  Additionally, a community based PRC 

will provide ongoing outreach and support to the patient upon their return to the community.  

All patients that receive a brief intervention from a peer recovery coach will receive at least one 

follow up either in person or by telephone.  

Procedure: 

1. The nurse will verbally conduct the screening using the identified SBIRT questions 

during triage. To access, the nurse will click on Triage Narrator > Primary Triage > 

SBIRT Screening. 

a. AUDIT-C contains three questions related to alcohol use and will be followed by 

the single drug screen question.  

i. If the patient answers “never” to the first AUDIT-C question, then the 

nurse may skip the last two questions of the AUDIT-C and proceed directly 

to the drug questions.  

b. The patient may be excluded from the SBIRT Screening if they may meet at least 

one of the following criteria and the nurse clicks the appropriate indicator: 

i. Less than 18 years of age 

ii. Non-verbal/unable to communicate 

iii. Critically ill or unstable 

iv. Suspected Overdose (this excludes the nurse from doing the screening but 

will flag the PRC to provide the patient with a brief intervention) 

v. Patient refused  

vi. Intoxication (this excludes the nurse from doing the screening but will flag 

the PRC to provide the patient with a brief intervention) 
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2. If patient screens positive, a “blue doughnut” icon will appear on the ED track board.  

a. For patients who score 7 or higher AUDIT-C (the alcohol use section of the 

SBIRT screening questionnaire); and/or 

b. Respond affirmatively “Yes” to the drug question; and/or  

c. Suspected overdose; and/or  

d. Intoxication. 

3. The peer recovery coach is responsible for monitoring of the Track Board and to conduct 

a brief intervention for all patients that are listed on the track board.  

a. If a patient screens positive on the questionnaire while a PRC is on duty, and is 

not seen by the PRC, it should be documented on the shift report with an 

explanation of why the patient was not seen. 

b. If a patient screens positive and there is no PRC on duty the incoming PRC is 

responsible for checking the Track Board at the start of their shift. 

i. If the patient is still in the emergency department or as has been transferred 

to an inpatient unit the PRC will see the patient and complete a brief 

intervention as outlined in items 8 and 9 of this protocol. 

ii. If the patient has been discharged, the PRC may call the patient, within 24 

hours of the ED encounter, using the contact information contained in the 

record to conduct a brief intervention as outlined in items 8 and 9 of this 

protocol. 

1. This information will be obtained by pulling a report which 

identifies all patients that have screened positive within the last 24 

hours.   

c. If a patient is listed as a “suspected overdose” and discharged while a PRC is off-

duty they can still have access to an intervention in one of the following ways: 

i. The incoming PRC may call the patient using the contact information 

contained in the record to conduct a brief intervention as outlined in items 8 

and 9 of this protocol. 

ii. The nurse may print a face-sheet or complete the OSOP referral form and 

place the document in the OSOP folder. 

4. The peer recovery coach will conduct a brief intervention with the patient within one 

hour of the patient being bedded within the department, if medically stable. 

a. Patients that come through ED with an acute psychiatric illness and screen 

positive for SBIRT will be seen by the PRC once cleared by the Crisis Counselor.  

i. If the nurse was unable to screen at triage the patient may be screened once 

cleared by the crisis counselor.  If positive, PRC would follow the process 

as outlined in this protocol, beginning with item 5 below.  

b. Patient visits should be prioritized by peer recovery coaches in the following 

order: 

i. Opioid overdoses 

ii. Any requests from providers (ask nurse to initiate a positive screen) 

iii. Alcohol intoxication (work with nurse to understand patient plan and best 

time for intervention) 

iv. Overdoses of benzodiazepines, muscle relaxants, other medications 
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v. Patients in Urgent Care area beds 

vi. Other overdoses 

vii. Other positive screens by time of arrival (Within 1 hour and use 

judgement) 

viii. Marijuana only 

5. As appropriate, the PRC will coordinate with hospital staff for patients that have been 

identified as high cost utilizers.  

6. Prior to seeing a patient, the PRC will assign themselves to the patients treatment team 

following the steps outlined in the Peer Recovery Coach Quick Start Guide. 

7. The PRC will check with the patient’s nurse prior to interviewing patient to confirm that 

it is an appropriate time to see the patient. 

8. During the patient’s visit the PRC will (see item 9a for direction on BI’s with opioid 

overdose patients): 

a. Provide the patient with introduction and title 

b. Provide the patient with their reason for visit, and information on SBIRT 

screening 

c. Use motivational interviewing techniques to assess and discuss the patient’s 

readiness to change their substance use behavior 

d. Assess the patient’s stage of change 

e. Enhance the patient’s motivation to change 

f. Identify any barriers to changing substance use behavior 

g. Identify the patient’s need for substance use evaluation and treatment 

h. Attempt to elicit positive change talk from patient 

i. Negotiate a plan with patient (i.e. either to continue motivation, reduce use, or 

enter treatment). If the patient’s future plan includes treatment, the PRC will 

complete a consent form for the selected provider and have patient sign the 

consent 

j. Coordinate treatment plan or other social service referrals with other members 

of the patient’s team (physician, nurse, crisis evaluator and / or social worker) 

k. Develop a follow-up plan with the patient 

l. Complete the patient visit on a positive note, even if the patient is not ready for 

treatment 

m. Will introduce Overdose Survivor’s Outreach Program (OSOP) to all patients 

that are treated for an opioid overdose 

9. The peer recovery coach will provide the patient with a brief intervention using 

motivational interviewing techniques, as well as education about community supports 

and treatment services to help reduce patient barriers to treatment. 

a. If the patient is an opioid overdose survivor the brief intervention will be focused 

on the following: 

i. Provide education on risk of subsequent overdose and assistance in 

obtaining Naloxone. 
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1. GBMC will provide a prescription for Naloxone to patients that 

have presented to the Emergency Department as a result of an 

opioid overdose and have been referred to the OSOP program. 

2. Providers may issue a prescription for Naloxone to patients at risk 

for an overdose.  

ii. Discuss the OSOP program and encourage the patient to participate 

1. If the patient agrees to OSOP, the PRC will complete the OSOP 

Referral form with the patient  

10. If the patient has agreed to treatment, the PRC will discuss the options and 

recommendation with the appropriate provider and when necessary, seek approval.   

11. For patients being referred to treatment or other support services, warm referrals are 

highly recommended and should be completed as follows: 

 OSOP:  

a. The PRC will try to contact the OSOP CRC to determine if they are able to 

come to the emergency department before the patient is discharged to meet 

the patient.  

i. If OSOP CRC is available, they will meet with patient and gather any 

additional information that may help them support patient. 

ii. If the OSOP CRC is unavailable, the PRC will share the OSOP CRC 

contact information with the patient and inform them when they can 

expect to be contacted. 

  b.  The PRC will scan the OSOP Referral Form into patient’s chart and give the    

referral form to the OSOP CRC. If the OSOP CRC is unavailable, the forms will 

be placed in the OSOP Referral Folder. 

     c.  The PRC will check yes on “Referred to Community Outreach Worker” within 

the PRC Evaluation in the EHR. 

 

Substance Use Treatment: 

a. The Peer Recovery Coach will work with the patient to schedule an appointment, 

if possible while the patient is still in the emergency department. 

b. The peer recovery coach will have the patient sign and date a consent form. Once 

signed the consent form will be scanned into the patient’s medical record. After 

the document has been scanned it should be destroyed in accordance with hospital 

policy.  

c. The peer recovery coach will enter the appointment information into the 

electronic record using the referral entry feature.  Please refer to the Peer 

Recovery Coach Quick Start Guide for specific information.  

i. Once the information has been completed, a document may be printed 

which details treatment center name, date and time of appointment, 

address, and telephone. This document should be provided to the patient 

prior to the their discharge.  
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12. The peer recovery coach will document the brief intervention notes, any education 

provided, ALL information regarding patient plan including appointment dates and times 

in EHR under the PRC Evaluation.  

a. PRC will complete all sections of the initial evaluation.  

i. History 

ii. Assessment 

iii. Substance Abuse 

iv. Mental Health History 

v. Social History 

vi. Brief Intervention  

vii. Plan 

13. The peer recovery coach will document the patient visit on the daily shift report/handoff 

within the electronic record.   

a. Each PRC is responsible for completing this information prior to the end of each 

shift.  

b. At the start of each shift, each PRC is responsible for pulling the shift 

report/handoff to review what was completed and determine any necessary 

actions.  

c. The PRC Supervisor may pull this report at any time to review productivity or to 

discuss specific cases as needed.  

14. All patients that receive a brief intervention should be scheduled for a minimum of one 

follow-up either by telephone or in the hospital if admitted 

a. For overdose patients the follow-ups should be scheduled the following day. 

i. Follow-ups must be scheduled within the electronic record following the 

steps detailed in the Peer Recovery Coach Quick Start Guide. 

1. PRC’s will need to pull a report each day, using the steps outlined 

in the Peer Recovery Coach Quick Start Guide, to determine which 

follow-ups are required on that day.  

b. Opioid overdose patients that have been referred to OSOP will have follow-up 

conducted by the SBIRT PRC and the OSOP CRC 

i. The OSOP CRC is responsible for locating patient based on information 

provided on referral form and during interventions. The OSOP CRC will 

conduct home visits, meet patients at community facilities or other 

institutions that they frequent, search for patients at places they hang out in 

the community and conduct outreach via phone to the patient and any 

collateral contacts that were given. 

ii. The PRC may still schedule phone follow-ups and will notify the OSOP-

CRC of any updates on the patient’s location or status in the community. 

c. All other patients’ follow-ups will be prioritized by the PRC but should be 

scheduled within two weeks.  Please reference the Follow-up guidelines for 

additional direction around conducting follow-ups.  

d. If a patient is referred to treatment, the follow-up should be scheduled with the 

treatment program to verify that patient arrived and is engaged in the program. 
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i. Regardless of the outcome, follow-up should also be conducted with the 

patient. 

e. All follow-ups, even those which may be unsuccessful, will be documented in 

the medical record.  This occurs within the PRC Evaluation section under the 

tab titled ‘follow up.” Please refer to the Peer Recovery Coach Quick Start 

Guide for more information.  

f. All follow ups should be documented on the daily shift report/handoff.  

i. Each PRC is responsible for completing this information prior to the end of 

each shift.  

ii. At the start of each shift, each PRC is responsible for pulling the shift 

report/handoff to review what was completed and determine any necessary 

actions.  

iii. The PRC Supervisor may pull this report at any time to review productivity 

or to discuss specific cases as needed. 

15. PRC’s and OSOP CRC’s will participate in supervision and quality improvement 

activities as directed by their Supervisor.   
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OPIOID OVERDOSE DISCHARGE POLICY 

 
APPROVAL: 
 
___Signature on file_____                               ___Signature on file_____  
Sr. VP Patient Care Services & CNO  Emergency Department Chairman 
 
___Signature on file_____                ___Signature on file_____ 
Chief of Medical Staff    Director of Pharmacy 
 
 
I. POLICY  

 
 This policy will provide instructions on prescribing naloxone/naloxone kit to all 

patients who present to the Emergency Department with an accidental opioid 
overdose. 

 
II. PROCEDURE 

 
A. All patients who are discharged from the Emergency Department who 

presented with an accidental overdose should receive a prescription for 
naloxone or a naloxone kit to take home. 
 

 
III. CROSS REFERENCE 

 
A. Acute Narcotic Withdrawal, Care of Patient 
B. Altered Consciousness of Patients, Standard of Care 
C. Crisis Patients in the Emergency Department 
D. Admission of Patients from the Emergency Department 

 
 
IV. REGULATORY REQUIREMENTS 
 

A. Heroin and Opioid Prevention Effort (HOPE) and Treatment Act of 2017 
(HB 1329/SB 967), from the Governor of Maryland, including the 
Overdose Prevention Act for access to naloxone. 
 
 
 

V. REFERENCES: 



Clinical Policy and Procedure- Opioid Overdose Discharge Policy 
Page 2 

 
A. Maryland Hospital Association (MHA): Maryland Emergency Department 

Opioid Prescribing Guidelines http://www.mhaonline.org/docs/default-
source/Resources/Opioid-Resources-for-Hospitals/maryland-emergency-
department-opioid-prescribing-guidelines.pdf (Last Accessed November 
2017) 
 

B. Maryland Hospital Association (MHA): Maryland Emergency Department 
Opioid Prescribing Guidelines http://www.mhaonline.org/docs/default-
source/Resources/Opioid-Resources-for-Hospitals/medicaid-opioid-
prescribing-guidelines.pdf?sfvrsn=2 (Last Accessed November 2017) 
 

C. Overdose Prevention in Maryland, Maryland Department of Health 
Behavioral Health Administration 
https://bha.health.maryland.gov/OVERDOSE_PREVENTION/Pages/Index.a
spx (Last Accessed November 2017) 
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Responsible for Review:   ED Chair, ED Clinical Director,  

ED Provider Group, ED Nursing Education, 
Pharmacy and Therapeutics Committee, 
Medical Board, CNO 
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The Johns Hopkins Heath System Emergency Department 

Hope Act Response 

Peter M. Hill, MD, MS 

Senior Vice President of Medical Affairs, The Johns Hopkins Health System 

 

The Johns Hopkins Health System has a commitment to providing comprehensive care to patients with 

substance use and related conditions.  In each of our hospitals, we have processes in place and 

resources available to identify, assess and assist those patients who need help transitioning to a 

substance free life.   

The Maryland Hospitals in our system have worked together to ensure we have a unified process in 

place in our Emergency Departments to comply with the recently passed HOPE Act.  The process 

consists of the following core steps, and is displayed visually in the attached care process map. 

1) We provide screening for substance use utilizing a tool embedded in our shared EMR for 

patients seen in our Emergency Departments 

2) Patients who screen positive are then assessed in greater depth by a variety of trained staff, 

including social workers, psychiatrists, peer recovery counselors, or case managers.  

3) In conjunction with the medical staff, many of these patients are judged to need acute medical, 

psychiatric or inpatient detoxification and are admitted or transferred to an appropriate facility. 

4) For patients who can be safely cared for as an outpatient, patient specific treatment referrals, 

including assisting patients finding treatment slots, appointments, and other resources are 

provided for those patients.  

5) Prior to discharge, patients are prescribed Naloxone, given appropriate education, and if needed 

assistance in obtaining the medication.  Naloxone can be provided in different routes of 

administration, and we work with the patient and their families to determine which form is best 

for them. We also partner with inpatient pharmacists and outpatient pharmacies to provide the 

education and the medication.  

6) Currently, Johns Hopkins Bayview and Johns Hopkins Hospital are finalizing protocols to initiate 

Suboxone treatment in the emergency department.   

In addition, the directors of our emergency departments felt it was also important to codify the process 

of opioid prescribing risk assessment into this process.  Therefore, for patients who receive opioid 

prescriptions, the provider: 

1) Consults the PDMP to determine previous opioid use history to help inform decision making 

a. We have integrated this process into the prescribing work flow into Epic, our system’s 

EMR.  When selecting a narcotic pain medication to prescribe, the EMR has already 

reached out to the PDMP and brings back the patient’s medications to review.  A dialog 

box is offered with the information, and with a location for the provider to indicate that 

the information was reviewed, documenting that review in the chart.  

2) Performs opioid overdose risk assessment 



3) Offers co-prescribing of Naloxone with the opioid for patients who screen high risk, and consider 

co-prescribing for patients at moderate risk of adverse outcomes from taking opioids.  

a. When selecting a narcotic pain medication to prescribe, an algorithm fires, evaluating 

the chart for high risk features.  If the criteria are met, then a pop-up window appears, 

explaining that the patient is at a high risk for an adverse outcome and asks the provider 

to consider co-prescribing naloxone.  It offers a prescription the provider can select 

immediately, without further disrupting their workflow.   

Patient’s whose condition requires admission undergo further substance abuse assessment, treatment 

and referral by the inpatient teams.  We partner with facilities and organizations to provide access to 

care and treatment that is appropriate for the individual patient.  Our health system is committed to a 

comprehensive approach to the care of this patient population.   
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Emergency Departments - MedStar Health 

HOPE Act-related Discharge Protocols 

Overview 
 

MedStar Health is committed to a comprehensive evidence-based response to the opioid epidemic that 

prevents Substance Use Disorder and optimizes care and outcomes for patients who suffer from this 

disease. To that end, MedStar Health has undertaken the development and implementation of 

Emergency Department Discharge Protocols that are consistent with the HOPE Act and the Maryland 

Hospital Association’s recommendations. Those protocols include: 

 

1. Universal Screening for Substance Use Disorder 

All ED patients are universally screened using the SBIRT protocols 

2. Referral to Treatment 

All ED patients who meet criteria are referred to treatment using facilitated referral approaches 

according to SBIRT protocols 

3. Utilization of non-clinical personnel 

Peer Recovery Coaches (PRCs) are SBIRT-trained; they identify patients who meet SBIRT-

based criteria and provide: 

 motivational-interviewing/counseling and 

 referral to treatment with a facilitated approach 

4. Naloxone prescribing and dispensing 

Naloxone is prescribed or dispensed in the ED to patients who meet protocol criteria. 

5. Overdose Survivors Outreach Program 

Opioid overdose survivors are enrolled in the Overdose Survivor Outreach Program (OSOP) per 

protocol. 

6. Buprenorphine initiation in the ED 

Buprenorphine is initiated in the ED to patients who meet protocol criteria. 

7. Opioid prescribing in the ED 

MedStar Health’s Emergency Medicine Clinical Practice Council has adopted and overseen the 

implementation of the Maryland Hospital Association’s ED Opioid-prescribing Guidelines of 

2015. 

8. Full Behavioral Health Assessments 

Licensed Crisis Intervention Service (CIS) mental health staff provides those assessments as 

requested by the ED providers. Psychiatrists are also available 24/7 for consultation upon 

request. 

5601 Loch Raven Blvd 

Baltimore, MD 21239 

443-444-4540 PHONE 

855-778-6866 FAX 

MedStarHealth.org 

 

Behavioral Health Services 
 

Elias K. Shaya, MD, DFAPA 

Regional Medical Director & 

Senior Associate Executive Director 
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Naloxone Dispensing From the Emergency Department 
MedStar Health 

Policy and Procedure 
1/9/18 

 
 
Subject: Dispensing of Naloxone Rescue Kits from the Emergency Department (ED)  
 
Purpose: To establish a standard ordering protocol and pharmacy dispensing procedure for Naloxone 
Rescue kits to be provided upon discharge from the ED 
 
Policy: This policy allows Naloxone Rescue Kits to be ordered and dispensed by licensed ED clinicians 
(MD, DO, PA-C) for patients who are identified to be at-risk for overdose secondary to the use or abuse 
of opioid medications or illicit opioids who are being discharged from a MedStar Hospital Emergency 
Department.  
 
Definitions:  

1. “At-risk” patients will be identified at the discretion of the prescribing ED clinician.  Examples 
of an at-risk patient include but are not limited to: 

  a.  Patient who presents after opioid overdose 
  b.  Patient with reported or suspected ongoing opioid use or abuse 

c.  Patient receiving opiate prescription who may be at risk for intentional or 
unintentional overdose 

 
 2. Naloxone Rescue Kit:    Nalaxone nasal atomizer kit containing:  

Naloxone 2mg/2ml prefilled Luer-lock syringe  
Nasal atomizer device (MAD 300)  
Instructions for atomizer attachment and nasal administration 

 
Process:  
1.  ED Clinician will evaluate the patient and determine if they are at-risk for opioid overdose and thus a 
potential candidate for the Naloxone Rescue Kit.  

2.  Where applicable, an order will be placed within FirstNet for take-home naloxone.  This should be 
done within the depart process by selecting the “Orders/Rx” Bar and then selecting the appropriate 
formulation from the “Naloxone Take Home Prescriptions” folder.  When choosing where to route the 
prescription, the clinician should select: “Do Not Send: samples given to patient (Rx).”  The order should 
be communicated with the patient’s nurse so they may begin the education process and retrieve the 
medication from the Pyxis.  

3. For facilities not using FirstNet, prescription order will be completed (Appendix A).  Unit clerk or 
clinician will scan the prescription order to the pharmacy department for filing as part of the medication 
dispensing record.  Original Rx will be kept with the patient chart and scanned into the medical record 
upon discharge. The order should be communicated with the patient’s nurse so they may begin the 
education process and retrieve the medication from the Pyxis. 

5. Pharmacy will maintain the Naloxone Rescue Kits, and have them pre-labeled with appropriate Rx 
labeling (Appendix B) for dispensing. 
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6. The ordering clinician is responsible for affixing a patient label and physically dispensing the 
medication to the patient. 

7. Patient education will be completed by the patient’s nurse.  Education should include the training 
video available at www.dontdie.org (available on StarPort at each facility). Completion of patient 
education will be documented in the medical record by the nurse. 

8. SBIRT counselors, when available, should engage the patient.  Referral for Behavioral Health 
evaluation and/or substance abuse treatment should be considered if indicated.  
 
 
Approved by:  
 
____________________________________ 
Chair, Emergency Department  
 
____________________________________ 
Director of Nursing, Emergency Department 
 
____________________________________  
Director of Pharmacy 



POLICY AND PROCEDURE FOR BUPRENORPHINE ADMINISTRATION IN THE ED 
MedStar Health 

 
POLICY:  All qualifying MedStar MedStar Health patients seen in the Emergency Department (ED) will be 
administered the SBIRT screening. Patients that screen positive for illicit drug use will be seen by a Peer 
Recovery Coach (“PRC”), depending on coach availability, for a brief intervention to obtain additional 
information related to substances used and motivation for treatment.  Patients that use opioids and are 
interested in a referral to a treatment program that administers buprenorphine will be evaluated for 
buprenorphine/naloxone initial induction in the ED.  Buprenorphine/naloxone initial induction in the ED 
will not occur on Friday or Saturday or when same day or next day follow-up cannot be arranged. 
 
PROCEDURE: 
 

1. Patient is identified by SBIRT screening as having a positive screen for illicit drug use and a PRC 
is notified. 

2. If the PRC is on duty, a brief intervention will be conducted to identify substances used and 
interest in a referral to substance abuse treatment. 

3. If the PRC determines that the patient uses opioids and is motivated to accept a referral to 
treatment, buprenorphine/naloxone treatment should be discussed as an option.  If PRC and 
patient agree that patient will be referred to buprenorphine/naloxone treatment, the PRC will 
notify the patient’s physician about the decision. 

4. The physician will determine if patient meets any of the exclusion criteria: 
a. Pregnancy 
b. Patient is prescribed a long acting opioid pain medication 

5. If patient does not meet any exclusion criteria, the physician will assess the patient for a 
diagnosis of opioid use disorder (see attached) and document in MedConnect the diagnosis of 
“opioid dependence”, ICD-10 code50414. 

6. The physician will place an order for the nurse to administer the Clinical Opioid Withdrawal 
Scale (COWS). 

7. If patient scores over 8 on the COWS, the nurse will notify the patient’s physician and the 
physician will place an order for 8 mg buprenorphine/2 mg naloxone (Suboxone), if deemed 
appropriate. 

8. If the patient scores under 8 on the COWS, the clinical team decides if the patient will be able 
to stay an additional 30 minutes in the ED for a follow-up COWS assessment. If the patient 
remains in the ED, the nurse will re-administer the COWS to see if it is scored at 8 or above. 

9.  If the patient is unable to remain in the ED or continues to score below 8 on the COWS, the 
PRC will proceed to assist the patient with a referral to treatment without the initial 
buprenorphine induction in the ED. 

10. The nurse will administer the buprenorphine/naloxone  dose when ordered to the patient and 
observe that the dose is taken while in the ED. 

11. The PRC will work with the patient to select an available and accessible Fast Track Treatment 
program for referral and schedule a same day or next day appointment for the patient to 
continue buprenorphine/naloxone treatment and receive counseling. 

12. The PRC will instruct the patient to bring all of their discharge paperwork to the first 
appointment with the treatment program. 

13. The PRC will follow-up with the patient per the SBIRT protocol to assure linkage to treatment.  
 
 



BALTIMORE BUPRENORPHINE INITIATIVE 
WORKSHEET FOR DSM-5 CRITERIA FOR OPIATE USE DISORDER 

 

 

Diagnostic Criteria - A problematic pattern of 

opioid use leading to clinically significant 

impairment or distress, as manifested by at least 

two of the following, occurring within a 12-month 

period: 

Meets 

Criteria 
Notes/Supporting 

Information 

1. Opioids are often taken in larger amounts or 

over a longer period than was intended. 
  

2. There is a persistent desire or unsuccessful 

efforts to cut down or control opioid use. 
  

3. A great deal of time is spent in activities 

necessary to obtain the opioid, use the opioid, 

or recover from its effects. 

  

4. Craving, or a strong desire or urge to use 

opioids. 
  

5. Recurrent opioid use resulting in a failure to 

fulfill major role obligations at work, school, or 

home. 

  

6. Continued opioid use despite having persistent 

or recurrent social or interpersonal problems 

caused or exacerbated by the effects of opioids. 

  

7. Important social, occupational, or recreational 

activities are given up or reduced because of 

opioid use. 

  

8. Recurrent opioid use in situations in which it is 

physically hazardous. 
  

9. Continued opioid use despite knowledge of 

having a persistent or recurrent physical or 

psychological problem that is likely to have 

been caused or exacerbated by the substance. 

  

10. Tolerance, as defined by either of the following: 

a) A need for markedly increased amounts of 

opioids to achieve intoxication or desired 

effect. 

b) A markedly diminished effect with continued 

use of the same amount of an opioid. 

  

11. Withdrawal, as manifested by either of the 

following: 

a) The characteristic opioid withdrawal 

syndrome. 

b) Opioids (or a closely related substance) are 

taken to relieve or avoid withdrawal. 

symptoms 

  

 
 
_________________________________________________________ __________________________ 
Staff Signature         Date 
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MERCY MEDICAL CENTER 
Baltimore, MD 21202 

 

Emergency Department Discharge Protocol 
For Patients With Suspected Opioid Overdose or Opioid Addiction 

 
 
          DATE: 12/2017 
          SUPERCEDES: New 
 
A. Purpose: To provide guidelines for a discharge protocol in the Emergency Department (ED) for patients 

treated for an overdose or identified as having a substance use disorder (SUD).   
 

B. Policy:   
1) Mercy Medical Center (MMC) uses a comprehensive approach, employing a number of different 

targeted interventions to identify and support patients who are actively using substances 
 

2) Overdose patients and patients suffering from SUD will be treated with the same dignity and respect 
as all patients who present to the hospital  
 

3) The completion of the protocol is dependent on the availability of resources as well as the patient’s 
willingness to seek and obtain assistance 

 
C. Content: 
 

1) The Emergency Department has implemented a program of Screening, Brief Intervention, and 
Referral to Treatment (SBIRT) 

a. The nurse screens all patients 16 years and old presenting to the ED are screened for 
alcohol and substance abuse. 
 

b. Patients who screen positive for illicit drug use and opioid misuse generate a referral for 
peer recovery counselor (PRC) evaluation.  
  

c. The PRC meets with the patient during hours of availability. Follow-up by phone call is 
conducted for patients presenting during off hours 
 

d. The PRC provides education regarding substance abuse, with the goal of arranging 
treatment admission for the patient. Same day transfer or follow-up at a treatment center is 
organized, when possible 
 

e. Suboxone may be offered to assist in the transition to substance abuse treatment when 
follow-up is available within 24 hours and the patient demonstrates symptoms of withdrawal 

 
2) Upon discharge, a prescription for Naloxone or a Naloxone kit may be offered based on physician 

evaluation.  The following patients are considered primary candidates for this: 
a. Patients who come to the ED for treatment of a suspected opioid overdose 

 
b. Patient’s SBIRT screen shows patient likely has an opioid use disorder 

 
c. Patient informs clinical staff that he/she is addicted to opioids or requests a kit 

 
Approved by: 

 Emergency Department 
 Nursing Leadership 
 Medical Staff Quality Committee 
 Medical Executive Committee 
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Meritus Medical Center 

Emergency Department 

SBIRT Protocol 

01/19/2018 

Policy: 

All Meritus Medical Center patients age 18 and older will be screened at every visit to the 

emergency department using the SBIRT questionnaire for risky alcohol and drug use.   

The nurse will utilize the Audit-C for alcohol use and a single drug screening question to 

determine additional substances used.  All patients that screen positive on the questionnaire or 

trigger a request for a Peer Recovery Coach (PRC), will receive a brief intervention (BI) by a 

PRC, and a referral to treatment (RT) for substance use assessment, as appropriate.  

Patients that have been admitted to the emergency department as a result of an opioid overdose 

are eligible for the Opioid Overdose Survivors Outreach Program (OSOP). The PRC will 

encourage participation in the OSOP program for all opioid overdose patients.  As an OSOP 

participant, the patient will receive all standard SBIRT PRC services including; brief 

intervention, referral to treatment and follow-up support.  Additionally, a community based PRC 

will provide ongoing outreach and support to the patient upon their return to the community.  

All patients that receive a brief intervention from a peer recovery coach will receive at least one 

follow up either in person or by telephone.  

Procedure: 

1. The nurse will verbally conduct the screening using the identified SBIRT questions 

during triage.  

a. AUDIT-C contains three questions related to alcohol use and will be followed by 

the single drug screen question.  

i. If the patient answers “never” to the first AUDIT-C question, then the 

nurse may skip the last two questions of the AUDIT-C and proceed directly 

to the drug questions.  

b. The patient may be excluded from the SBIRT Screening if they may meet at least 

one of the following criteria and the nurse clicks the appropriate indicator: 

i. Less than 18 years of age 

ii. Non-verbal/unable to communicate 

iii. Critically ill or unstable 

iv. Suspected Overdose (this excludes the nurse from doing the screening but 

will flag the PRC to provide the patient with a brief intervention) 

v. Patient refused  

vi. Intoxication (this excludes the nurse from doing the screening but will flag 

the PRC to provide the patient with a brief intervention) 

vii. Acute psychiatric illness (PRC may still be triggered later, see item 4a) 
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2. If patient screens positive, an icon will appear on the ED track board.  

a. For patients who score 7 or higher AUDIT-C (the alcohol use section of the 

SBIRT screening questionnaire); and/or 

b. Respond affirmatively “Yes” to the drug question; and/or  

c. Suspected overdose; and/or  

d. Intoxication. 

3. The peer recovery coach is responsible for monitoring of the Track Board and to conduct 

a brief intervention for all patients that are listed on the board. When the brief 

intervention is documented in the EHR the icon will automatically be removed from the 

track board. 

a. If a patient screens positive on the questionnaire while a PRC is on duty, and is 

not seen by the PRC, it should be documented on the shift report with an 

explanation of why the patient was not seen. 

b. If a patient screens positive and there is no PRC on duty the incoming PRC is 

responsible for checking the Track Board at the start of their shift. 

i. If the patient is still in the emergency department or as has been transferred 

to an inpatient unit the PRC will see the patient and complete a brief 

intervention as outlined in items 8 and 9 of this protocol. 

ii. If the patient has been discharged, the PRC may call the patient, within 24 

hours of the ED encounter, using the contact information contained in the 

record to conduct a brief intervention as outlined in items 8 and 9 of this 

protocol. 

c. If a patient is listed as a “suspected overdose” and discharged while a PRC is off-

duty they can still have access to an intervention in one of the following ways: 

i. The incoming PRC may call the patient using the contact information 

contained in the record to conduct a brief intervention as outlined in items 8 

and 9 of this protocol. 

ii. The nurse may print a face-sheet or complete the OSOP referral form and 

place the document in the OSOP folder. 

4. The peer recovery coach will conduct a brief intervention with the patient within one 

hour of the notification appearing on the Track Board, if medically stable. 

a. Patients that come through ED with an acute psychiatric illness and screen 

positive for SBIRT will be seen by the PRC once cleared by the Crisis Team.  

i. If the nurse was unable to screen at triage the patient may be screened once 

cleared by the crisis team.  If positive, PRC would follow the process as 

outlined in this protocol, beginning with item 5 below.  

b. Patient visits should be prioritized by peer recovery coaches in the following 

order: 

i. Opioid overdoses 

ii. Any requests from providers (ask nurse to initiate a positive screen) 

iii. Alcohol intoxication (work with nurse to understand patient plan and best 

time for intervention) 

iv. Overdoses of benzodiazepines, muscle relaxants, other medications 

v. Patients in Rapid Assessment Zone (RAZ) beds 
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vi. Other overdoses 

vii. Other positive screens by time of arrival (Within 1 hour and use 

judgement) 

viii. Marijuana only 

5. The PRC will review the icons next to the patient name and if the icon, (insert icon type 

here), for a high-cost utilizer is present then the PRC will review the patients plan in the 

binder before seeing the patient. Plans have been developed by the Care Managers and 

may include information that will be useful to the PRC.  

a. If the patient has a plan in the binder that includes information regarding 

substance use treatment the PRC will speak with the Care Manager to determine 

appropriate next steps. 

b. If the patient plan does not include substance use treatment, the PRC should 

communicate with the Care Manager following the intervention to inform of any 

plan that was developed between the PRC and the patient  

6. The peer recovery coach will check with the patient’s nurse prior to interviewing patient 

to confirm that it is an appropriate time to see the patient. 

 

7. During the patient’s visit the PRC will (see item 8a for direction on BI’s with opioid 

overdose patients): 

a. Provide the patient with introduction and title 

b. Provide the patient with their reason for visit, and information on SBIRT 

screening 

c. Use motivational interviewing techniques to assess and discuss the patient’s 

readiness to change their substance use behavior 

d. Assess the patient’s stage of change 

e. Enhance the patient’s motivation to change 

f. Identify any barriers to changing substance use behavior 

g. Identify the patient’s need for substance use evaluation and treatment 

h. Attempt to elicit positive change talk from patient 

i. Negotiate a plan with patient (i.e. either to continue motivation, reduce use, or 

enter treatment). If the patient’s future plan includes treatment, the PRC will 

complete a consent form for the selected provider and have patient sign the 

consent 

j. Coordinate treatment plan or other social service referrals with other members 

of the patient’s team (physician, nurse, crisis evaluator and / or social worker) 

k. Develop a follow-up plan with the patient 

l. Complete the patient visit on a positive note, even if the patient is not ready for 

treatment 

m. Will introduce Overdose Survivor’s Outreach Program (OSOP) to all patients 

that are treated for an opioid overdose 
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8. The peer recovery coach will provide the patient with a brief intervention using 

motivational interviewing techniques, as well as education about community supports 

and treatment services to help reduce patient barriers to treatment. 

a. If the patient is an opioid overdose survivor the brief intervention will be focused 

on the following: 

i. Provide education on risk of subsequent overdose and assistance in 

obtaining Naloxone. 

1. Meritus Medical Center will dispense Naloxone to patients that 

have presented to the Emergency Department as a result of an 

opioid overdose and have been referred to the OSOP program. 

2. Providers may issue a prescription for Naloxone to patients at risk 

for an overdose.  

ii. Discuss the OSOP program and encourage the patient to participate 

1. If the patient agrees to OSOP, the PRC will complete the OSOP 

Referral form with the patient  

9. If the patient has agreed to treatment, the PRC will discuss the options and 

recommendation with the appropriate provider and when necessary, seek approval.   

10. For patients being referred to treatment or other support services, warm referrals are 

highly recommended and should be completed as follows: 

 OSOP:  

a. The PRC will try to contact the OSOP CRC to determine if they are able to 

come to the emergency department before the patient is discharged to meet 

the patient.  

i. If OSOP CRC is available, they will meet with patient and gather any 

additional information that may help them support patient. 

ii. If the OSOP CRC is unavailable, the PRC will share the OSOP CRC 

contact information with the patient and inform them when they can 

expect to be contacted. 

  b.  The PRC will scan the OSOP Referral Form into patient’s chart and give the    

referral form to the OSOP CRC. If the OSOP CRC is unavailable, the forms will 

be placed in the OSOP Referral Folder. 

     c.  The PRC will check yes on “Referred to Community Outreach Worker” within 

the XXX (to be filled in once the build is complete) in the EHR. 

 

Substance Use Treatment: 

a. The Peer Recovery Coach will work with the patient to schedule an appointment, 

if possible while the patient is still in the emergency department. 

b. The peer recovery coach will have the patient sign and date a consent form. Once 

signed the consent form will be scanned into the patient’s medical record. After 

the document has been scanned it should be destroyed in accordance with hospital 

policy.  
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c. The peer recovery coach will give the patient a completed referral form with all 

information regarding their appointment including the name of treatment center, 

address, telephone number date and time of appointment. 

11. The peer recovery coach will document the brief intervention notes, any education 

provided, ALL information regarding patient plan including appointment dates and times 

in EHR.  

a. PRC will complete all sections of the initial evaluation.  

12. The peer recovery coach will document the patient visit on the daily shift report 

according to template.  

a. At the end of each shift this report should be shared electronically with the PRC 

Supervisor, lead Mosaic Group Consultant, and other SBIRT PRC team members, 

as allowed under hospital email policies 

13. All patients that receive a brief intervention should be scheduled for a minimum of one 

follow-up either by telephone or in the hospital if admitted 

a. For overdose patients the follow-ups should be scheduled the following day. 

b. Opioid overdose patients that have been referred to OSOP will have follow-up 

conducted by the SBIRT PRC and the OSOP CRC 

i. The OSOP CRC is responsible for locating patient based on information 

provided on referral form and during interventions. The OSOP CRC will 

conduct home visits, meet patients at community facilities or other 

institutions that they frequent, search for patients at places they hang out in 

the community and conduct outreach via phone to the patient and any 

collateral contacts that were given. 

ii. The PRC may still schedule phone follow-ups and will notify the OSOP-

CRC of any updates on the patient’s location or status in the community. 

c. All other patients’ follow-ups will be prioritized by the PRC but should be 

scheduled within two weeks.  Please reference the Follow-up guidelines for 

additional direction around conducting follow-ups.  

d. If a patient is referred to treatment, the follow-up should be scheduled with the 

treatment program to verify that patient arrived and is engaged in the program. 

i. Regardless of the outcome, follow-up should also be conducted with the 

patient. 

e. All follow-ups, even those which may be unsuccessful, will be documented in 

the medical record.  

f. All follow ups should be documented on the daily shift report.  

i. At the end of each shift this report should be shared electronically with the 

PRC Supervisor, lead Mosaic Group Consultant, and other SBIRT/OSOP 

PRC team members, according to hospital email policies. 

14. PRC’s and OSOP CRC’s will participate in supervision and quality improvement 

activities as directed by their Supervisor.   
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TITLE:  CARE OF PATIENTS PRESENTING IN ED WITH OVERDOSE 

 

PURPOSE: To provide ED discharge protocols for patients who were treated for a drug overdose, 

or who were identified as having a substance use disorder, as required by the HOPE Act of 2017. 
 

RESPONSIBILITY:  Physician, Registered Nurse (RN), Licensed Practical Nurse (LPN), 

Physician’s Assistant (PA), Nurse Practitioner (NP). 

 

POLICY 

 

All Northwest Hospital patients age 18 and older will be screened at every visit to the 

emergency department using the SBIRT questionnaire for risky alcohol and drug use.   

The nurse will utilize the Audit-C for alcohol use and a single drug screening question to 

determine additional substances used.  All patients that screen positive on the questionnaire or 

otherwise trigger a request for a Peer Recovery Coach (PRC), will receive a brief intervention 

(BI) by a PRC, and a referral to treatment (RT) for substance use assessment, as appropriate.  

 

Patients that have been admitted to the emergency department as a result of an opioid overdose 

are eligible for the Opioid Overdose Survivors Outreach Program (OSOP). The PRC will 

encourage participation in the OSOP program for all opioid overdose patients.  As an OSOP 

participant, the patient will receive all standard SBIRT PRC services including; brief 

intervention, referral to treatment and follow-up support.  Additionally, a community-based 

PRC will provide ongoing outreach and support to the patient upon their return to the 

community.  
 

All patients that receive a brief intervention from a peer recovery coach will receive at least 

one follow up either in person or by telephone. 
 

Procedure: 

a. The patient may be excluded from the SBIRT Screening if they may meet at least 

one of the following criteria and the nurse clicks the appropriate indicator: 

i. Less than 12 years of age 

ii. Non-verbal/unable to communicate 

iii. Critically ill or unstable 

iv. Suspected Overdose (this excludes the nurse from doing the 

screening but will flag the PRC to provide the patient with a 

brief intervention)  

v. Patient refused  

Emergency Department 

Policy and Procedure 

Department: Emergency Department 

Effective Date: August 01, 2018 

Next Review Date:  August 01, 2020 
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vi. Acute Intoxication (this excludes the nurse from doing the 

screening but will flag the PRC to provide the patient with a 

brief intervention) 

vii. Acute psychiatric illness (PRC may still be triggered later, 

see item 4a) 

2. If the patient screened negative but the nurse has reason to believe that the patient may be 

using substances at a risky level, they will indicate “Nurse requesting SBIRT assessment” 

in the appropriate box in the screening form.  This will flag the PRC to provide the 

patient with a brief intervention after learning more from the nurse about their concerns. 

3. If patient screens positive, a red triangle with an exclamation point will appear in the OEI 

column on the ED track board.  

a. For patients who score 7 or higher AUDIT-C (the alcohol use section of the 

SBIRT screening questionnaire); and/or 

b. Respond affirmatively “Yes” to the drug question; and/or  

c. Suspected overdose; and/or  

d. Acute Intoxication; and/or 

e. Nurse requesting assessment 

4. The peer recovery coach is responsible for monitoring of the Track Board and reviewing 

their task list and to conduct a brief intervention for all patients that are listed on the 

board.  

a. If a patient screens positive on the questionnaire while a PRC is on duty, and is 

not seen by the PRC, it should be documented on the shift report with an 

explanation of why the patient was not seen. 

b. If a patient screens positive and there is no PRC on duty the incoming PRC is 

responsible for checking the Task List at the start of their shift. 

1. If the patient is still in the emergency department or as has been 

transferred to an inpatient unit, the PRC will see the patient and 

complete a brief intervention as outlined in items 8 and 9 of this 

protocol.  

2. If the patient has been discharged, the PRC may call the patient using 

the contact information contained in the record to conduct a brief 

intervention as outlined in items 8 and 9 of this protocol.  

5. The peer recovery coach will conduct a brief intervention with the patient within one 

hour of the notification appearing on the Track Board/Task List if medically stable. 

a. Patients that come through ED with an acute psychiatric illness and screen 

positive for SBIRT will be seen by the PRC once cleared by the Crisis Team.                    

b. Patient visits should be prioritized by peer recovery coaches in the following 

order: 

1. Opioid overdoses 

2. Any requests from providers or a nurse.  

3. Alcohol intoxication (work with nurse to understand patient plan and 

best time for intervention) 

4. Patients in Rapid Assessment Zone (RAZ) beds 

5. Overdoses of benzodiazepines, muscle relaxants, other medications 
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6. Other overdoses 

7. Other positive screens by time of arrival (Within 1 hour and use 

judgement) 

8. Marijuana only 

6.The peer recovery coach will check with the patient’s nurse prior to interviewing patient 

to confirm that it is an appropriate time to see the patient. 

 

7.During the patient’s visit the PRC will (see item 8a for direction on BI’s with opioid 

overdose patients): 

a. Provide the patient with introduction and title 

b. Provide the patient with their reason for visit, and information on SBIRT 

screening 

c. Use motivational interviewing techniques to assess and discuss the patient’s 

readiness to change their substance use behavior 

d. Determine the patient’s stage of change 

e. Enhance the patient’s motivation to change 

f. Identify any barriers to changing substance use behavior 

g. Identify the patient’s need for substance use evaluation and treatment 

h. Attempt to elicit positive change talk from patient 

i. Negotiate a plan with patient (i.e. either to continue motivation, reduce use, 

or enter treatment). If the patient’s future plan includes treatment, the PRC 

will complete a consent form for the selected provider and have patient sign 

the consent 

j. Coordinate treatment plan or other social service referrals with other 

members of the patient’s team (physician, nurse, crisis evaluator and / or 

social worker) 

k. Develop a follow-up plan with the patient 

l. Complete the patient visit on a positive note, even if the patient is not ready 

for treatment. 

m. Will introduce Overdose Survivor’s Outreach Program (OSOP) to all patients 

that are treated for an opioid overdose. 

8.The peer recovery coach will provide the patient with a brief intervention using 

motivational interviewing techniques, as well as education about community supports 

and treatment services to help reduce patient barriers to treatment. 

a. If the patient is an opioid overdose survivor, the brief intervention will be 

focused on the following: 

1. Provide education on risk of subsequent overdose and assistance in 

obtaining Naloxone--patients will be given a prescription for 

Naloxone upon discharge or a Naloxone kit to take home. 

2. Discuss the OSOP program and encourage the patient to participate 
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3. If the patient agrees to OSOP, the PRC will complete the OSOP 

Referral form with the patient  

9.   If the patient has agreed to treatment, the PRC will discuss the options and 

recommendation with the appropriate provider and when necessary, seek approval.  

  

10.  For patients being referred to treatment or other support services, they should be 

completed as follows: 

OSOP:  

a. The PRC will try to contact the OSOP Community Recovery Coach (OSOP 

CRC) to determine if they are able to come to the emergency department 

before the patient is discharged to meet the patient.  

1. If OSOP CRC is available, they will meet with patient and gather 

any additional information that may help them support patient. 

2. If the OSOP CRC is unavailable, the PRC will share the OSOP 

CRC contact information with the patient and inform them when 

they can expect to be contacted. 

b. The PRC will scan the OSOP Referral Form into patient’s chart and give the    

referral form to the OSOP CRC. If the OSOP CRC is unavailable, the forms 

will be placed in the OSOP Referral Folder. 

 

   c. The PRC will check yes on “Referred to OSOP” within the Plan section in the EHR 

Substance Use Treatment: 

a. The Peer Recovery Coach will work with the patient to schedule an 

appointment, if possible while the patient is still in the emergency department. 

b. The peer recovery coach will have the patient sign and date a consent form. 

Once signed the consent form will be scanned into the patient’s medical record. 

After the document has been scanned it should be destroyed in accordance with 

hospital policy.  

c. The peer recovery coach will give the patient a completed referral form with all 

information regarding their appointment including the name of treatment center, 

address, telephone number date and time of appointment. 

11.   The peer recovery coach will document the brief intervention notes, any education 

provided, ALL information regarding patient plan including appointment dates and 

times in EHR under the Plan section.  

a. PRC will complete all sections of the initial evaluation.  

 

12.  The peer recovery coach will document the patient visit on the daily shift report 

according to template.  

a. At the end of each shift this report should be shared electronically with the PRC 

Supervisor, lead Mosaic Group Consultant, and other SBIRT PRC team 

members, as allowed under hospital email policies. 
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13. All patients that receive a brief intervention should be scheduled for a minimum of one 

follow-up, either by telephone or in the hospital if admitted. 

a. For overdose patients the follow-ups should be scheduled the following day. 

b. Opioid overdose patients that have been referred to OSOP will have follow-

up conducted by the SBIRT PRC and the OSOP CRC. 

1. The OSOP CRC is responsible for locating patient based on 

information provided on referral form and during interventions. The 

OSOP CRC will conduct home visits; meet patients at community 

facilities or other institutions that they frequent search for patients at 

places they hang out in the community and conduct outreach via 

phone to the patient and any collateral contacts that were given. 

2. The PRC may still schedule phone follow-ups and will notify the 

OSOP-CRC of any updates on the patient’s location or status in the 

community. 

c. All other patients’ follow-ups will be prioritized by the PRC but should be 

scheduled within two weeks.  Please reference the Follow-up Guidelines for 

additional direction around conducting follow-ups.  

d. If a patient is referred to treatment, the follow-up should be scheduled with 

the treatment program to verify that patient arrived and is engaged in the 

program. 

1. Regardless of the outcome, follow-up should also be conducted with 

the patient. 

e. All follow-ups, even those which may be unsuccessful, will be documented 

in the medical record.  

f. All follow ups should be documented on the daily shift report.  

1. At the end of each shift this report should be shared electronically 

with the PRC Supervisor, lead Mosaic Group Consultant, and other 

SBIRT/OSOP PRC team members, according to hospital email 

policies. 

 

14. PRC’s and OSOP CRC’s will participate in supervision and quality improvement 

activities as directed by their Supervisor. 
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Patient Care Manual   

Subject: Emergency Trauma Services: Discharge of the Patient at Risk for 

Opiate Induced Overdose/Addiction  
 

Policy:  

 

To support the patient in their transition back to the community and next phase of care. 

Patients that present for treatment because of opiate overdose, opiate addiction, medical 

complications arising from the use of opiates or those patients that admit to current use of 

illicit substances and/or alcohol during the patient’s assessment, should be discharged from 

the Emergency Department with appropriate resources.  

 

 

Scope:   Emergency Department  

 

 

Equipment:   

 Naloxone Prescription 

 Resource Guidebook 

 Peer Support Team 

 Screening Tool 

 

 

Procedure/Process:  

 

At the time of discharge from the Emergency Department, the at-risk patient will receive 

the following:  

 

 The most recent Tri-County Behavioral Health Resource Guide – also available on line 

through the Wicomico County Health Department website  or the substance abuse 

resource list http://www.wicomicohealth.org  

 

 If the patient is being discharged from the Emergency Department; notify the 

Community Outreach Addictions Team 24 hours a day prior to the patient’s discharge 

at 443-783-6875 to engage Peer Support Services  

 

 Prescription for Naloxone generated by the hospital’s EMR (to ensure compliance 

with 340-B program and prescribing for those that received care and tracking of 

compliance with HOPE Bill) *** HOME SCRIPTS will be able to fill these prescriptions  

 

 Information on Naloxone training opportunities  

 

 

Special Considerations:   

 

 Patients who are being discharged to other locations within the State of Maryland or 

outside the state.  

http://www.wicomicohealth.org/


 

Printed copies are for reference only. 

Refer to the electronic version for the latest approved version. 
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Documentation:  

 

 The patient’s discharge instructions and information provided/teaching will be 

documented in the patient’s medical record per the Emergency Department 

documentation guidelines. Emergency Department providers discharging at risk 

patients should consider use of the Smart Set discharge orders for opiate overdose 

patients.  
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SCOPE: 

Emergency Department 

PROCEDURE: 

All St. Agnes hospital emergency department patients ages 18 years and older will be screened by nursing using 

the SBIRT screening questionnaire (Appendix 1) during every emergency department visit. 

The nurse will utilize the AUDIT-C for alcohol use and a single drug screen question to determine current drug 

use. All patients that screen positive, 7 or higher on the AUDIT-C and/or answer “yes” to any drug use will 

receive an automatic referral to a Peer Recovery Coach (PRC). The patient will receive a brief intervention and 

referral for treatment, as needed, from the PRC during their emergency department (ED) visit. All patients that 

receive a brief intervention (BI) from a PRC will receive at least one follow up either in person if admitted to 

the hospital or by telephone within two weeks of initial intervention. 

Patients that are brought to the emergency department as a result of an opioid overdose are eligible for the 

Opioid Overdose Survivors Outreach Program (OSOP). The PRC will encourage participation in the OSOP 
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program for all opioid overdose patients.  As an OSOP participant, the patient will receive all standard SBIRT 

PRC services including BI, referral to treatment and follow-up support.  Additionally, a community-based PRC 

will provide ongoing outreach and support to the patient upon their return to the community. 

PROTOCOL: 

1. The nurse will screen patients 18 years or older using the SBIRT questions during the Medical 

Screening Evaluation (MSE) or when they are completing the past medical history.  

a. Nurse will click on “Triage Past Medical History to open SBIRT Screening questionnaire. 

b. AUDIT-C contains three questions related to alcohol use and will be followed by the single drug 

screen question.  

i. If the patient answers “never” to the first AUDIT-C question, then the nurse may skip the 

last two questions of the AUDIT-C and proceed directly to the drug question.  

c. The patient may be excluded from the SBIRT Screening if they may meet at least one of the 

following criteria and the nurse clicks the appropriate indicator: 

i. Less than 18 years of age 

ii. Non-verbal/unable to communicate 

iii. Critically ill or unstable 

iv. Suspected Overdose (this excludes the nurse from doing the screening but will flag the 

PRC to provide the patient with a brief intervention)  

v. Nurse/Provider Request (patient refused or screened negative but clinician would like 

PRC to see patient).  This will flag the PRC to provide the patient with a BI after learning 

more from the nurse about their concerns. 

vi. Intoxication (this excludes the nurse from doing the screening but will flag the PRC to 

provide the patient with a BI) 

2. If patient screens positive on the questionnaire, a purple box with “PRC” will appear on the track board.  

a. For patients who score 7 or higher AUDIT-C (the alcohol use section of the SBIRT screening 

questionnaire); and/or 

b. Respond affirmatively “Yes” to the drug question; and/or  

c. Suspected overdose; and/or  

d. Intoxication; and/or 

e. Nurse/Provider request 

3. The PRC is responsible for constant monitoring of the Track Board and to conduct a BI for all patients 

that are listed on the board. 

a. If a patient with a positive screen on the questionnaire while a PRC is on duty and is not seen by 

a PRC, it should be documented on the shift report with an explanation of why the patient was 

not seen. 

b. If a patient is listed as a “suspected overdose” and discharged while a PRC is off-duty, LWOT or 

AMA they can still have access to an intervention in one of the following ways: 

i. The incoming PRC may call the patient using the contact information contained in the 

record to conduct a BI as outlined in items 8 and 9 of this protocol. 

4. The PRC will conduct a BI with the patient within one hour, if medically stable.  

a. Patients that come through ED with an acute psychiatric illness and screen positive for SBIRT 

will be seen by the PRC once cleared by the Crisis Team 

b. Patients that are indicated as needing a BI by the “Nurse/Provider request” exclusion will be seen 

only after the nurse or provider has cleared the PRC to see the patient. 

c. Patient visits should be prioritized by PRCs in the following order: 

i. Opioid overdoses 

ii. Any requests from patients (ask nurse to initiate a positive screen) 



iii. Any requests from providers (ask nurse to initiate a positive screen) 

iv. Alcohol intoxication (work with nurse to understand patient plan and best time for 

intervention) 

v. Overdoses of benzodiazepines, muscle relaxants, other medications 

vi. Other overdoses 

vii. Other positive screens in order of arrival time 

viii. Marijuana only 

5. The PRC will check with the patient’s nurse prior to interviewing patient to confirm that it is an 

appropriate time to see the patient. 

6. During the patient visit the PRC will (see item 7a for direction on BI’s with opioid overdose patients): 

a. Introduce themselves with name and title.  

b. Provide patient with reason for visit, and feedback on SBIRT screen. 

c. Use motivational interviewing techniques to assess and discuss the patient’s readiness to change 

substance use behavior. 

d. Assess the patient’s stage of change. 

e. Enhance the patient’s motivation to change. 

f. Identify any barriers to changing substance use behavior. 

g. Identifies patient’s need for substance abuse evaluation and treatment. 

h. Elicits positive change talk from patient. 

i. Negotiate a plan with patient (to continue motivation, reduce use or enter treatment). If patient is 

interested in going to substance abuse treatment program or other social supports, the PRC will 

complete a consent form and have patient sign before leaving the room. 

j. Coordinate treatment plan or other social service referrals with other members of the patient’s 

team (doctor, nurse or social worker), or warm handoff to embedded ED evaluators. 

k. Discuss a follow-up plan with the patient. 

l. Complete the patient visit on a positive note, even when the patient is uncooperative. 

7. The PRC will provide the patient with a BI using motivational interviewing techniques, as well as 

education about community supports and treatment services to help reduce barriers to treatment. 

a. If the patient is an opioid overdose survivor the BI will be focused on the following: 

i. Provide education on risk of subsequent overdose and assistance in obtaining Naloxone.  

ii. Discuss the OSOP program and encourage the patient to participate. 

       b. If the patient agrees to OSOP, the PRC will complete the OSOP Referral form with the patient  

8. For patients that are being referred for substance use treatment, the PRC will discuss the options with the 

appropriate provider and when necessary, seek approval.  

9. For patients being referred to treatment or other support services, they should be completed as follows 

 OSOP:  

a. The PRC will try to contact the OSOP Community Recovery Coach (OSOP CRC) to 

determine if they are able to come to the ED before the patient is discharged to meet the 

patient.  

i. If OSOP CRC is available, they will meet with patient and gather any additional 

information that may help them support patient. 

ii. If the OSOP CRC is unavailable, the PRC will share the OSOP CRC contact 

information with the patient and inform them when they can expect to be contacted. 

  b.  The PRC will give the referral form to the OSOP CRC. If the OSOP CRC is unavailable, the 

forms will be placed in the OSOP Referral Folder. 

     c.  The PRC will check yes on “Referred to OSOP” within the Plan section in the EHR. 



 

Substance Use Treatment: 

a. The PRC will work with the patient to schedule an appointment, if possible while the patient is 

still in the ED. 

b. The PRC will have the patient sign and date a consent form. Once signed the PRC will make a 

copy of the consent to keep at the PRC desk and place the original in the patient chart to be 

scanned into the patient’s medical record.  

c. The PRC will give the patient a completed referral form with all information regarding their 

appointment including the name of treatment center, address, telephone number date and time of 

appointment. 

10. The PRC will document the BI  notes, any education provided, ALL information regarding patient plan 

including appointment dates and times in EHR under the Plan section.  

a. PRC will complete all sections of the initial evaluation.  

11. The PRC will document the patient visit on the daily shift report according to template.  

a. At the end of each shift this report should be shared electronically with the PRC Supervisor and 

other SBIRT PRC team members, as allowed under hospital email policies 

12. All patients that receive a BI should be scheduled for a minimum of one follow-up either by telephone 

or in the hospital if admitted 

a. For overdose patients the follow-ups should be scheduled the following day. 

b. Opioid overdose patients that have been referred to OSOP will have follow-up conducted by 

the SBIRT PRC and the OSOP CRC 

i. The OSOP CRC is responsible for locating patient based on information provided on 

referral form and during interventions. The OSOP CRC will conduct home visits, meet 

patients at community facilities or other institutions that they frequent, search for patients 

at places they hang out in the community and conduct outreach via phone to the patient 

and any collateral contacts that were given. 

ii. The PRC may still schedule phone follow-ups and will notify the OSOP-CRC of any 

updates on the patient’s location or status in the community. 

c. All other patients’ follow-ups will be prioritized by the PRC but should be scheduled within 

two weeks.  Please reference the Follow-up Guidelines for additional direction around 

conducting follow-ups.  

d. If a patient is referred to treatment, the follow-up should be scheduled with the treatment 

program to verify that patient arrived and is engaged in the program. 

i. Regardless of the outcome, follow-up should also be conducted with the patient. 

e. All follow-ups, even those which may be unsuccessful, will be documented in the medical 

record  

f. All follow ups should be documented on the daily shift report.  

i. At the end of each shift this report should be shared electronically with the PRC 

Supervisor and other SBIRT/OSOP PRC team members, according to hospital email 

policies. 

13. PRC’s and OSOP CRC’s will participate in supervision and quality improvement activities as directed 

by their Supervisor.   

  



Reporting Requirements 

1. Each month, St. Agnes Hospital is responsible for sending data to the Mosaic Group.  This information 

needs to be sent by the 5th of each month for the previous month.  

Adult Patients (18+)       

Category SBIRT # OSOP # Total # 

# of Unique Patients Seen        

# of Patient Encounters        

# of SBIRT Screens Completed        

# of Positive SBIRT Screens       

# of Brief Interventions       

# of Suspected Overdoses       

# of Referrals to OSOP Community Recovery Coach       

# of Referrals to Treatment        

# of Linkages to Treatment        

# of Patients successfully contacted by OSOP Recovery Coach       

# of OSOP patients linked to Recovery Support Services       

# of Naloxone kits provided to OSOP patients       

# of Naloxone prescriptions provided to OSOP patients       

# of Known OSOP deaths       

 

Category Number 

# of Patients Referred for Bup in ED   

# of Patients Induced   

# of Patients Referred for Treatment   

# of Patients who kept intake appt   

# of Patients retained for at least 30 days in treatment   

 

 

 

 

 

 

 

 

 

 

 

 

 



  

 

 

APPENDIX I: 

 

Screening Tools 

 

Drug Abuse Screening – Initial Question  
 

"Have you used any drugs in the past 12 months for purposes other than medical?" 

 
 

 

Alcohol Use Disorders Identification Tool (AUDIT-C) 

 

 
 

 

A score ≥ 7 is a positive screen. 
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POLICY:  All patients that receive the first dose of buprenorphine/naloxone (BNX) in the St. 

Agnes Hospital Emergency Department (ED) will be offered an appointment at a “Fast Track” 

Referral Site for a next day appointment to continue BNX medication administration and 

counseling.  BNX initial induction in the ED will only when same day or next day follow-up can 

be arranged. “Fast Track” Referral sites will provide continued medication following a medically 

supervised induction protocol at the “Fast Track” site on the day of the first appointment and will 

initiate intake for patient to be enrolled in counseling services.   

 

PROCEDURE: 

 

1. If patient screens positive during the SBIRT screening, reports opioid use, is motivated 

for treatment and agrees to follow-up for continued care after induction at one of the 

indicated “Fast Track” sites, they will be considered for BNX induction in the ED.  

a. Induction will only occur if a Peer Recovery Coach (PRC) is available and 

when same or next-day appointment can be arranged.  

b. PRC and patient must agree that patient will be referred to Outpatient Treatment 

2. PRC will notify patient’s ED provider about the decision. 

3. Provider will determine if patient is approved for BNX administration in the ED:  

a. Patient meets DSM-V criteria for opioid use disorder. 
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b. Patient does not report that they are pregnant. 

c. Patient does not report that they are on long acting opioids. 

4. If patient meets all the criteria, the provider will place an order for the nurse to 

administer Clinical Opioid Withdrawal Scale (COWS). 

a. If patient scores ≥8 on the COWS, the nurse will notify the provider.  The 

provider will order one buprenorphine 8 mg/naloxone 2 mg sublingual tablet 

and ancillary medications to support a patient in withdrawal via the CPOE order 

set. 

i. ED nurses will instruct the patient on proper technique, administer the 

medication and observe that it is taken properly while the patient is still 

in the ED. 

ii. At the time of the drug administration, the ED nurse will also provide 

the Risk Evaluation and Mitigation Strategy (REMS) Medication Guide 

as mandated by the FDA 

b. The patient will be reassessed in 30-45 minutes. If COWS remains ≥8 an 

additional buprenorphine 8 mg/naloxone 2 mg sublingual tablet should be 

administered. 

c. Expected times to anticipate when withdrawal symptoms will begin: 

i. Short-acting opioids (heroin, Norco, Percocet, morphine IR, snorted 

oxycodone)- 8-12 hours. 

ii. Long-acting opioids (oxycodone SR, MS Contin)- 16-24 hours. 

iii. Methadone- at least 48 hours 

d. If the patient scores under an 8 on the COWS, the PRC will assist the patient 

with a referral to treatment without induction in the ED. 

5. The PRC will make a “Fast Track” appointment.  Patient will sign appropriate consents.  

6. In the event that next day follow-up is not possible,  the patient will be instructed to 

return to the ED on Day 2 and Day 3 as needed to continue BNX induction.  The 

patient should register in the ED and notify the registrar that they are their for the 

continued induction of BNX.  

a. Under no circumstances should the patient be administered BNX beyond this 3 

days as mandated by the Drug Enforcement Administration unless the provider 

has obtained a waiver to prescribe or dispense BNX under the Drug Addiction 

Treatment Act of 2000 (DATA 2000). 

 

b. Day 2 – Administer COWS: 

 

1) If COWS score ≤ 5, continue BNX Day #1 dose 

2) If COWS score > 5, give BNX Day #1 dose plus additional BNX 4/1mg 

SL (maximum daily dose in the ED is 16 mg) 

 

c. Day 3 – Administer COWS:  

 

1) If COWS score ≤ 5, continue BNX Day #2 dose 

2) If COWS score > 5, give BNX Day #2 dose plus additional BNX 4/1mg 

SL (maximum daily dose in the ED is 16 mg) 
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7. The PRC will instruct the patient to bring all of their discharge paperwork to their 

treatment appointment. The discharge paperwork will include the discharge summary 

indicating the DSM-V diagnosis of Opioid Use Disorder and the BNX dosage 

dispensed to patients.  If patient was bridged for day 2 and 3 at the hospital, then they 

will need paperwork indicating their dose on day 3.  

8. PRC will follow-up with patient after discharge from ED to assure continue motivation.  

The PRC will also follow-up with the treatment provider to confirm linkage.  

9. The following items will be documented in the appropriate sections of the medical 

record: 

a. The COWS score will be documented by the patient’s ED nurse. 

b. If given, the ED nurse will document administration of the BNX 

c. The ED provider will document the diagnosis of “opioid dependence” or Opioid 

use disorder [ICD-10 code 50414] 

d. The PRC will document that the patient was “referred to the provider for 

buprenorphine assessment” and indicate whether the patient received a dose in 

the ED.  

10. All patients identified as having a Substance Use Disorder will be provided either a 

prescription for or be dispensed Naloxone upon discharge. 
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APPENDIX I: 

 

Screening Tools 

 

Drug Abuse Screening – Initial Question  
 

"Have you used any drugs in the past 12 months for purposes other than medical or 

prescribed meds at doses above which they were prescribed?" 

 

An answer of “yes” screens positive. 

 

 

 
 

 

 

A score ≥ 7 is a positive screen. 
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Appendix II: 

 

DSM 5 Criteria for Substance Use Disorder 

 

Opioid Use Disorder Criteria: 

A minimum of 2-3 criteria is required for a mild substance use disorder diagnosis, while 4-5 is 

moderate, and 6-7 is severe (APA, 2013). Opioid Use Disorder is specified instead of Substance 

Use Disorder, if opioids are the drug of abuse. Note: A printable checklist version is linked 

below 

1. Taking the opioid in larger amounts and for longer than intended 

2. Wanting to cut down or quit but not being able to do it 

3. Spending a lot of time obtaining the opioid 

4. Craving or a strong desire to use opioids 

5. Repeatedly unable to carry out major obligations at work, school, or home due to opioid 

use 

6. Continued use despite persistent or recurring social or interpersonal problems caused or 

made worse by opioid use 

7. Stopping or reducing important social, occupational, or recreational activities due to 

opioid use 

8. Recurrent use of opioids in physically hazardous situations 

9. Consistent use of opioids despite acknowledgment of persistent or recurrent physical or 

psychological difficulties from using opioids 

10. *Tolerance as defined by either a need for markedly increased amounts to achieve 

intoxication or desired effect or markedly diminished effect with continued use of the 

same amount. (Does not apply for diminished effect when used appropriately under 

medical supervision) 

11. *Withdrawal manifesting as either characteristic syndrome or the substance is used to 

avoid withdrawal (Does not apply when used appropriately under medical supervision) 

*This criterion is not considered to be met for those individuals taking opioids solely under 

appropriate medical supervision. 
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APPENDIX III:  

 

Clinical Opiate Withdrawal Scale (COWS) 

 

Instructions: For each item, circle the number that best describes the patient’s signs or symptom. 

Rate the score on just the apparent relationship to opiate withdrawal. For example, if heart rate is 

increased because the patient was jogging just prior to assessment, the increase pulse rate would 

not add to the score. 

 

 



Sinai Hospital of Baltimore 



SINAI HOSPITAL OF BALTIMORE  
EMERGENCY DEPTARTMENT  

 
 

SUBJECT:      Care of the patient with Substance Abuse Issues in the Emergency  
                     Department 
SCOPE:      Emergency Department  

 
 
PURPOSE: In accordance with the Hope Act (The Heroin and Opioid Prevention 
Effort and Treatment Act of 2017), Sinai Hospital has identified a protocol to 
discharge those patients who are treated for a drug overdose or as having a 
substance use disorder. 
 
RESPONSIBILITY: Physician (MD), Physician Assistant (PA), Nurse Practitioner (NP) 
and Registered Nurse (RN). 
 
DEFINITION:  

1. Patients at risk for opioid overdose:  
a. Any patient receiving emergency medical care involving an opioid intoxication or 

overdose  
b. Suspected history of substance abuse or non-medical opioid use 
c. Starting methadone or buprenorphine for addiction 
d. Any patient currently receiving >50mg morphine in opioid prescriptions per day 
e. Any patient receiving an opioid prescription for pain plus any of the following:  

i. Smoking, COPD, asthma, sleep apnea or other respiratory illnesses 
ii. Renal dysfunction, hepatic disease, HIC 

iii. Known or suspected concurrent alcohol use 
iv. Concurrent antidepressant prescription 

f. Voluntary request from patient or caregiver 
POLICY: 

 
1. All Sinai Hospital patients age 18 and older will be screened at every visit to the emergency 

department using the SBIRT questionnaire for risky alcohol and drug use.   
2. The nurse will utilize the Audit-C for alcohol use and a single drug screening question to 

determine additional substances used.  All patients that screen positive on the questionnaire 
or otherwise trigger a request for a Peer Recovery Coach (PRC), will receive a brief 
intervention (BI) by a PRC, and a referral to treatment (RT) for substance use assessment, 
as appropriate.  

3. Patients that have been admitted to the emergency department because of an opioid 
overdose are eligible for the Opioid Overdose Survivors Outreach Program (OSOP). The 
PRC will encourage participation in the OSOP program for all opioid overdose patients.  As 
an OSOP participant, the patient will receive all standard SBIRT PRC services including; 
brief intervention, referral to treatment and follow-up support.  Additionally, a community 
based PRC will provide ongoing outreach and support to the patient upon their return to the 
community.  



4. All patients that receive a brief intervention from a peer recovery coach will receive at least 
one follow up either in person or by telephone. 

 
PROCEDURE: 

 
1. The Emergency Department provider should assess the patients’ risk factors for opioid 

overdose utilizing the above risk factors for opioid overdose.  
2. A naloxone kit is offered to patient or accompanying family members in the following 

scenarios: patient presents with known opiate overdose, patient presents with overdose of 
unknown substance but responds to Naloxone  

3. A Naloxone prescription will be offered to patients in the following scenarios: patient 
presents with altered mental status and urine drug/toxicity screen is positive for 
opiates/methadone OR patient is known to be maintained on chronic opioids and any patient 
with an SBIRT positive for drug use who is actively using or has used opiates in the past. 

4. If the patient accepts, they will be referred to a Peer Support Specialist for follow-up. 
5. Upon discharge the ED RN should review the Nasal Naloxone education with the patient 

and/or family.  
   
 
DOCUMENTATION:  
1. All documentation should be in the patient’s electronic medical record and include patient 

and/or family education completed. 
 
STATEMENT OF COLLABORATION: Policy written collaboratively between Nursing, 
Medical Providers in the Emergency Department 
 
REFERENCES: 
 
American Nurses Association (2015). ANA Scope & Standards of Practice, Silver 
Springs, Md. Nursebooks.org 
 
Maryland Nurse Practice Act; Health Occupation Article, Title VIII (2017), Board of 
Nursing, Baltimore, Md. 
 
Www.prescribetoprevent.org 
 
www.naloxonemd.org 
 
 
Original: September 2017 
Review: September 2018 
Revised:  
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The policies set forth do not establish a standard of care to be followed in every case. It is recognized that each case is different 
and those individuals involved in providing health care are expected to use their clinical judgment in determining what is in the 
best interests of the patient, based on the circumstances existing at the time. It is impossible to anticipate all possible situations 
that may exist and to prepare policies for each. Accordingly, these policies should be considered to be guidelines to be 
consulted for guidance with the understanding that departures from them may be required at times. 

 

POLICY TITLE:  Naloxone Protocol for the ED 

POLICY #:  

Review Responsibility:  ED Medical Director 
ED Nursing Director 

Approved By: Emergency Department Medical 
Director 

Signature/Date:  

Effective:  10/1/2018 

Reviewed:   

Revised:  

Scope:  ED Clinical Staff  
 

I. Purpose:   

a.    To Establish a standing discharge order protocol for  Nasal Naloxone  for  at risk 

patients being discharged from the Emergency Department.  

II. Policy Statement:   

a. This protocol allows for a prescription of Naloxone to be ordered by licensed 

personnel for patients at risk for opioid overdose who are being discharged from the 

Emergency Department. 

 

III. Definition:   

a. Patients at risk for opioid overdose: 

i. Any patient receiving emergency medical care involving an opioid 

intoxication or overdose 

ii. Suspected history of substance abuse for nonmedical opioid use 

iii. Consider if starting methadone or buprenorphine for addiction 

iv. Consider if patient is currently receiving opioid prescriptions daily 

v. Voluntary request from patient or caregiver 

 

IV. Approach/Philosophy: 

 Procedure –  

a. The Emergency Department provider will assess patients’ risk factors for opioid 

overdose utilizing the above criteria.  

b. When the emergency department provider deems the patient to be at risk they will 

initiate SBIRT Intervention order via Meditech.  
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i. Crisis intervention specialist (CIS) will initiate  the Protocol for Behavioral 

Health Treatment Engagement and Discharge for Substance Use Disorders 

and/or Overdose (see appendix A)  

ii. Upon discharge the Registered nurse will ensure the patient has received 

their prescription for naloxone and packet of community services available 

(see appendix B).  

 

References: 

1. www.presribetoprevent.org 

2. Hope Act 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.presribetoprevent.org/
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Appendix A:  

Protocol for Behavioral Health Treatment Engagement and Discharge 

Substance Use Disorders and/or Overdose 

It is recommended that all patients suspected of having a substance 

use disorder and/or overdose, receive interventions from Behavioral 

Health. 

1. Physician will order a SBIRT intervention for patients suspected to have a 

substance use disorder and/or are being treated for an overdose 

a. If urine toxicology screen not completed, Crisis Intervention Specialist 

(CIS) will request if clinically appropriate 

b. Provide a psychiatric consult, motivational interview, and/or treatment 

resources.  

c. Monitor Meditech tracker for chief complaint and coordinate with 

physician if consult is not ordered 

2. Complete SBIRT evaluation (Short brief intervention and referral to treatment)  

for all patients when consult is ordered  

a. SBIRT should include resource packet of services whenever possible 

b. Collaborate with ED provider and agree upon Plan Of Care (POC) 

c. Engage family to assist with POC whenever possible  

3. When CIS is not available: 

a. The ED RN will call the behavioral health floor to see if the BH nurse is 

available to complete the SBIRT intervention.  

b. If the BHU nurse is not available the ED RN will complete the SBIRT 

intervention and the patient will be added to the CIS call log for follow 

up.   

4. At the time of ED visit the patient will be discharged with the resource packet, 

and a naloxone prescription.  

5. For Patients needing admission 

a. Admitting team will place a social service consult.  

b. Social Services will complete the SBIRT and ensure the patient receives 

the resource packet and naloxone upon discharge.  

6. Plan of Care options 

a. Always offer to engage Peer Recovery Specialist (PRS); only with patient 

consent 

b. Inpatient rehab 

i. Private insurance: Obtain urgent assessment with Ashley Addiction 

Services or Recovery Centers of America or utilize list of various 

providers in and out of state 

ii. Medical Assistance (MA): engage Cecil County Health Department 

(CCHD) or list of in-state providers that participate with MA 

iii. Medicare (MC) or no insurance: engage CCHD 

c. Inpatient detox 
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i. Utilize list of various detox facilities 

ii. Coordinate with attending physician if no Delirium Tremens or 

Seizures during withdrawal for possible medical admission 

d. Outpatient detox/IOP 

i. Private insurance: obtain urgent walk-in visit with Ashley Addiction 

at UHCC (M-Fri) or utilize list of available IOP 

ii. MA: obtain urgent walk-in visit with Ashley Addiction or CCHD (M-

Th) 

iii. MC and no insurance: urgent walk-in at CCHD (M-Th) 

e. Medication Assisted Outpatient 

i. Private insurance: utilize list of various providers 

ii. MA, MC, and uninsured: urgent walk-in at CCHD (M-Th) 

f. NA/AA local support group 

i. AA hotline 410-272-4150 

ii. NA hotline 410-566-4022 

g. Mobile Crisis can also assist patient in the community with follow up and 

support 

h. Addiction Connections Resource can also assist family in community with 

follow up and support  

        

We have established urgent care coordination with Cecil County Health 

Department and Ashley Addiction Services 
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Discharge Guidelines for Patients with Substance Use Disorders 

Purpose: To identify patients treated for a drug overdose or those identified as having a substance 

use disorder. 

Guideline: This guideline is intended to identify Emergency Department patients and Inpatients that 

have a substance use disorder and to develop a comprehensive treatment continuum after 

discharge 

 

Definitions:  Patients identified as having one or more of the following are considered to possibly have a 

substance use disorder: 

1. Any patients receiving emergency medical care involving an opioid intoxication or 

overdose. 

2. Suspected/confirmed history of substance abuse or non-medical opiate use. 

3. Any positive urine toxicology screen for substances that have not been prescribed to the 

patient after verification through the Prescription Drug Monitoring Database (PDMP). 

4. Voluntary request for consideration from the patient, family member or concerned 

caregiver. 

Procedure:  Provider will discuss substance use diagnosis and provide resources for treatment. 

1. For Emergency Department patients, if the patient has an opiate use disorder, referral to be 

made to the Overdose Survivors Outreach Service (ODSOS) and consider dispensing a 

Naloxone kit to the patient. 

2. For any emergency department patient or inpatient with a suspected/confirmed substance 

use disorder, the patient is to be provided a copy of the Substance Abuse Programs packet 

from the intranet. To retrieve, go to the Department’s header in the upper right of the home 

page, click “Psychiatry”. On the right side of the psychiatry home page, click on 

“Substance Abuse Programs”. (See Attachment A) 

3. Patient to be provided with information on the Anne Arundel Safe Stations Program and 

the contact information for the Anne Arundel Crisis Response System. 

4. For those patients who are in need of an inpatient admission, an order for a Substance 

Abuse consult should be placed in the electronic medical record.  

  



Attachment A 
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FINDING ALCOHOL AND DRUG TREATMENT SERVICES 
 

In order to get treatment for alcohol and drug problems you will need to identify providers/programs and 

arrange for payment.  You may need to make a number of phone calls, obtain an evaluation for treatment, 

apply for financial assistance or secure an approval from your insurance company.  There may be waiting 

lists for some inpatient treatment programs.  We hope that knowing this, and having the attached resource 

information, will assist you in getting the treatment you need to get started on the road to recovery. 

 
 

FIND A TREATMENT PROVIDER 
 

1. If you have private insurance: 

a) Contact your private insurance company for providers in your plan. 

b) Ask your insurance provider for your benefits for substance abuse treatment and names 

of “in plan” or “in-network” providers or, 

2. If you have Maryland Medical Assistance: 

a) Call the number on your MA or Managed care Organization (MCO) card.  

b) Ask your MA or MCO provider about your benefits for substance abuse treatment and 

names of  “in-plan” or “in-network” providers or, 

3. If you are an Anne Arundel County resident with no insurance: 

a) Contact the county Substance Abuse referral Line at 410-222-0117 

b) You may be able to apply for financial assistance for drug and alcohol treatment through 

the Opportunity for Treatment Fund (OTF) or, 

4. If you are not an Anne Arundel County resident, and have no insurance: 

a) Contact the Federal Substance Abuse and Mental Health Services Administration’s 

Treatment Referral Routing Service at 1-800-662-4357.  Operators available 24/7 and are 

bilingual (English and Spanish). You do not need to give your name. 

b) You may need to pay out of pocket.  Some programs have a sliding fee scale based on 

income. 

5. Make an appointment for an evaluation.  An evaluation by a substance abuse treatment provider 

will help to determine the level of treatment you need. 

6. While you are trying to arrange for treatment, begin attending a support group such as Alcoholics 

Anonymous (AA), Narcotic Anonymous (NA), Chemical Dependency Anonymous (CDA), or 

Self Management and Recovery Training (SMART).  

 

For more information about state funded alcohol and drug treatment programs contact the Alcohol and 

Drug Abuse Administration at 410-402-8300.  
 

 

OTHER NUMBERS FOR HELP 

Anne Arundel County Substance Abuse Referral Line   410-222-0117 

Baltimore City Substance Abuse Information    410-637-1900 



Baltimore County Bureau of Substance Abuse/Behavioral Health  410-887-3828 

Maryland Behavioral Health Administration    410-402-8300 

Federal Substance Abuse and Mental Health Services Administration’s 800-662-4357   

 Treatment Referral Routing Service (bilingual) 
 

 



ANNE ARUNDEL COUNTY SUBSTANCE ABUSE TREATMENT PROVIDERS 

The following is a list of substance abuse treatment providers who are members of the Anne Arundel 

County Substance Abuse Treatment Council.  It is not all inclusive.  Please contact your insurance 

provider for additional names. 
 

OUTPATIENT    SERVICE PROVIDED  FEES 

AACO-DOH Addiction Services Child & Adolescent Outpatient-6725 MA 

122 North Langley Road, Suite A  Co-occurring capable   Sliding Scale  

Glen Burnie, MD 21060 

410-222-0120 

 

A New Way Clinic    Outpatient, DWI   Sliding Scale 

2411 Crofton Lane, Suite 12   Anger management   Private Pay  

Crofton, MD 21114 

410-451-7323  

 

ADI, Inc.     Outpatient, Co-occurring capable Sliding Scale 

7458 B & A Blvd, 2nd Floor   DWI, Anger Management,  MA 

Glen Burnie, MD 21061    Women’s group       

410-787-2288     Domestic Violence   

          

Anne Arundel Counseling   Outpatient    Self Pay/Sliding 

Scale 

200 Forbes Street, Ste 203   Co-occurring capable   Private 

Insurance 

Annapolis, MD 21401    DWI/DUI 

410-768-5988   

 

Anne Arundel Counseling   Outpatient    Self Pay/Sliding 

Scale 

7310 Ritchie Hwy, Ste 1009   Co-occurring capable   Private 

Insurance 

Glen Burnie, MD 21061    DWI/DUI 

410-768-5988     Spanish speaking services available 

 

Anne Arundel Counseling   Outpatient    Self Pay/Sliding 

Scale 

153 May Road, Ste 201    Co-occurring capable   Private 

Insurance 

Edgewater, MD 21037    DWI/DUI 

410-768-5988      

 

Congruent Counseling    Intensive outpatient   MA 

1110 Benfield Blvd Ste B   Co-occurring capable   Private 

Insurance 

Millersville, MD 21108    Outpatient    Self Pay 

410-740-8066 

 

Cornerstone Pastoral Care & Counseling  Outpatient    Sliding Scale 

8 Carvel Circle          Private 

Insurance 



Edgewater, MD 21037          

410-266-8596x100 

 

Ferry Point     Outpatient    MA 

1113 Odenton Road         Private 

Insurance 

Odenton, MD 21113          

410-674-8500 

 

First Step Recovery of Arundel Lodge  Intensive outpatient,   Sliding Scale 

1419 Forest Drive, Ste 104   Outpatient, DWI   MA 

Annapolis, MD 21403    Co-occurring capable   Private 

Insurance 

410-280-2333 

 



Gaudenzia     Intensive outpatient, outpatient  MA 

570 Ritchie Highway Ste H        Private 

Insurance 

Severna Park, MD 21146 

410-975-0067 

 

KP Counseling     Intensive outpatient, outpatient  MA 

7229 Ritchie Highway    DUI 

Glen Burnie, MD 21061 

410-320-9967 

 

New Life Addiction Counseling Services Intensive outpatient,   Self-Pay 

4231 Postal Court, #201    outpatient, DWI, Detox (Suboxone) Private 

Insurance 

Pasadena, MD 21122    Co-occurring capable   MA 

410-255-4475           

 

Pathways   Intensive outpatient,     Self Pay 

2620 Riva Rd     Adolescent intensive outpatient,  Private 

Insurance 

Annapolis, MD 21401    Outpatient, DWI   MA 

410-573-5400     Co-occurring capable  

 

Project Chesapeake    Intensive outpatient, outpatient  Self Pay 

34 Defense Street, Ste 100   DWI education, anger management MA 

Annapolis, MD 21401    Domestic violence   Private 

Insurance 

443-214-5097     Co-occurring capable    

 

Project Chesapeake    Intensive outpatient, outpatient  Self Pay 

5710 Ritchie Highway    DWI education, anger management MA 

Brooklyn Park, MD 21225   Domestic violence   Private 

Insurance 

410-636-5600     Co-occurring capable    

 

    

 

INPATIENT 

Hope House     Inpatient     Self Pay 

26 Marbury Drive    Detox     Private 

Insurance 

Crownsville, MD 21032         County Funded 

410-923-6700 

 

Pathways   Inpatient    Self Pay 

2620 Riva RD     Adolescent inpatient   Private 

Insurance 

Annapolis, MD 21401         MA (only 20 years 

old and under) 
410-573-5400 

 



Treatment Solutions Network   Inpatient, Detox    Self Pay 

1-877-887-2356          Private 

Insurance 

 

ADDITIONAL INPATIENT TREATMENT PROGRAMS IN MARYLAND  

Carol Porto     Inpatient, Outpatient, Suboxone  NO Insurances 

Accepted 

125 Fairground Rd    Dual-diagnosis 

Prince Frederick, MD 20678 

410-535-8930 

 

Ashley Addiction Treatment   Detox, Inpatient    Self-Pay 

800 Tydings Lane    Pain management,    Private 

Insurance 

Havre de Grace, MD 21078   Spiritual Services, Family ed. 

410-273-6600 

 

Hope House of Laurel    Inpatient    Self-Pay 

419 Main Street     Detox     Private 

Insurance 

Laurel, MD 20707         MA 

301-490-5551 

 

Hudson Health     Detox, Inpatient, PHP   Self-Pay 

1506 Harting Drive         Private 

Insurance 

Salisbury, MD 21802         MA 

410-219-9000 or 888-288-9086 

 

Joseph Massie Unit    Inpatient    Self-Pay 

(Sliding Scale) 

10102 Country Club Rd SE   Accepts suboxone (bring own supply) Private 

Insurance 

Cumberland, MD 21502         MA 

301-777-2285 

 

Jude House     Inpatient    Self-Pay-$560 

per week 

9505 Crain Highway    Methadone/suboxone accepted  4 month 

commitment   

Bel Alton, MD 20611 

301-932-0700 

 

Mountain Manor    Detox, Inpatient, Dual diagnosis  Private 

Insurance 

9701 Keysville Rd    Methadone/suboxone accepted   

Emmitsburg, MD 21727 

301-447-2361 or 800-537-3422 

 

Phoenix Recovery    Detox, Inpatient    Self-Pay 



107 Edgewood Rd         Private 

Insurance 

Edgewood, MD 21040 

410-671-7374 or 800-671-9516 

 

Right Turn of Maryland    Inpatient, Outpatient   Self-Pay-

$3400-28 day 

1209 Liberty Road, Ste 102 

Eldersburg, MD 21784 

410-581-4900 

 

Shoemaker     Detox, Inpatient    Self-Pay 

(Sliding Scale) 

6655 Sykesville Rd    Suboxone accepted   Private 

Insurance 

Sykesville, MD 21784         MA 

410-876-1990 

 

Tuerk House     Detox (opiates, only), Inpatient  Private 

Insurance 

730 N Ashburton Street     Outpatient    MA 

Baltimore, MD 21216    Methadone/suboxone accepted 

410-233-0684 

 

Warwick Manor    Detox, Inpatient    Private 

Insurance 

3680 Warwick Rd    Methadone/suboxone accepted  MA 

East New Market, MD 21631 

410-943-8108 

 

Whitsitt Center (only Eastern shore residents) Detox, Inpatient, Dual Diagnosis Self-Pay 

(Sliding Scale) 

300 Scheeler Rd         MA 

Chestertown, MD 21620        Private 

Insurance 

410-778-6404 

 



METHADONE PROGRAMS  

New Journey Inc. 32 Defense Street, Annapolis, MD 21401  443-949-7150 

 Cash/MA 

Adult Addictions 122 N Langley Rd, Ste B, Glen Burnie, MD 21061 410-222-0100 

 Cash/MA 

Allcare Treatment 550 N Crain Hwy, Unit 8-9, Glen Burnie, MD 21061 443-517-6552 

 Cash/MA 

E.J.A.L.  7229 Ritchie Hwy, Glen Burnie, MD 21061  410-761-3686 

 Cash/MA 

We Care  13 Aquahart Road, Glen Burnie, MD 21061  410-766-9668 

 Cash/MA  

BNJ   7541 Ritchie Hwy, Glen Burnie, MD 21061  410-553-0506 

 Cash/MA 

Starting Point  4109 Ritchie Hwy, Brooklyn Park, MD 21225  410-609-0040 

 Cash/MA 

Melmark Treatment 2490 Giles Road, Brooklyn, MD 21225 (Balt. City) 410-354-2800 

 Cash/MA 

  

SUBOXONE MAINTENANCE 

 Suboxone is prescribed by specialty licensed physicians.  Some insurance plans cover Suboxone 

treatment and others do not.  Physicians who prescribe Suboxone will have individual fee 

schedules and many do not accept insurance. 

 Individuals who have insurance call: 

o HERE TO HELP (They will help you find a Suboxone provider) 1-866-973-HERE 

(4373) 

 Individuals with NO insurance should contact your local health department. 

                              OR 

 You can find a list of physicians by using your computer and entering “SAMHSA Suboxone” in 

the address bar or by going to: https://findtreatment.samhsa.gov/locator?sAddr=&submit=Go 

Choose your state, i.e. Maryland, Delaware, etc. and a list of physicians will be provided.   Use 

the list to locate providers within a reasonable commute distance and then call for availability and 

costs. 

SAMHSA is the Substance Abuse and Mental Health Services Administration. 
 

We highly recommend that you also locate an outpatient counselor to see while on Suboxone as well as 

attend a support group such as Narcotics Anonymous to strengthen your recovery efforts. 

 

VETERAN’S TREATMENT 

Baltimore V.A. Medical Center   410-605-7000 

 

MEDICARE BENEFICIARIES 

There are no programs in MD that accept Medicare.  Below is a limited list.  Please contact your 

insurance company for other options. 

 

Harbor Oaks     866-258-3079 

Physicians Behavioral Hospital (Louisiana) 318-550-0520 

Promise Hospital (Louisiana)   318-934-0481 

Self Recovery (Alabama)   866-255-3350 

Turning Point (Georgia)    800-342-1075 

 

FINANCIAL ASSISTANCE FOR ANNE ARUNDEL COUNTY RESIDENTS 

https://findtreatment.samhsa.gov/locator?sAddr=&submit=Go


Apply for Opportunity for Treatment Funding.  See the last page for detailed information. 

 

SUPPORT GROUPS 

Annapolis Area Intergroup  www.annapolisareaintergroup.org (entire listing for AA County) 

8:30pm (daily) Red House             

A.A. Annapolis (8:30pm daily)  410-268-5441 

A.A. Baltimore County and City  410-663-1922 

Adult Children of Alcoholics     www.adultchildren.org 

Al-Anon/Ala-teen (AA County)  410-766-1984 

Compulsive Gambling Hotline  800-522-4700 

Narcotic Anonymous   800-317-3222 

Celebrate Recovery: Western & Northern MD  Southern & 
Central MD 

Phone: 301-393-4377 ext. 4              Phone: 301-806-6272 

 

http://www.annapolisareaintergroup.org/
http://www.adultchildren.org/


SOBER HOMES 
 

 

THESE ARE UNLICENSED HOUSES WHERE A PERSON WHO IS FREE OF DRUGES 

AND/OR ALCOHOL CAN LIVE.  A SOBER HOUSE IS NOT A TREATMENT CENTER.  

THERE MAY BE A HOUSE MANAGER OR COUNSELOR ON SITE.  EACH IS 

INDEPENDTLY OWNED AND RUN.  RENT IS DUE EVERY WEEK IN ADVANCE.  

EVERYONE SHARES HOUSEKEEPING DUTIES.  PEOPLE ARE ASKED TO LEAVE 

IF THEY DRINK OR USE DRUGS. 

 

      

ACT 2 (Men Only) 
No Methadone or Suboxone 

301-498-5766 

Laurel, MD 

CHRYSALIS HOUSE (Women 

Only) 
Accepts those on Methadone or Suboxone 

410-974-6829 

Crownsville, MD 

DESERT HOUSES (Men Only) 
No Methadone or Suboxone 

410-320-7138 (Patty) 

Annapolis, MD 

FREEDOM HOUSE (Men Only) 
No Methadone or Suboxone 

443-763-0274 (Bobby K.) 

Brooklyn, MD 

OPPORTUNITY HOUSE 
Accepts those on Methadone or Suboxone 

Men-Glen Burnie, Pasadena 

Women-Glen Burnie 

410-615-9286 (Larry)  

OXFORD RECOVERY HOUSES 

(Men and Women) 
Methadone/Suboxone acceptance varies by 

house 

301-587-2916 (MD Headquarters) 

Nationwide 

PORT RECOVERY (Men & 

Women) 
Methadone or Suboxone only accepted if 

on taper 

443-463-7524 

Baltimore, MD 

RECOVERY HOUSE (Men Only) 
No Methadone or Suboxone 

410-984-7022 (Clinton) or  

Brooklyn, MD 

SAMARITAN HOUSE (Men Only) 
Accepts those on Methadone or Suboxone 

410-269-5605 (Mike) 

Annapolis, MD 

SECOND CHANCE (Men & 

Women) 
Accepts those on Methadone & Suboxone 

443-764-5667 (Litra) or  

410-841-8529 (Stacie) 

2 houses in Glen Burnie 

STEPPING STONE (Men & 

Women) 
Accepts those on Methadone & Suboxone 

410-837-3600(Chris) or 301-233-4964  

THE WAY HOMES (Men & 

Women) 
No Methadone or Suboxone 

410-255-0647 



Multiple locations in AA County, 

Eastern Shore, Baltimore City, 

Annapolis,  Southern MD  

410-599-4387 Women 

Pasadena, MD 

 

 



OPPORTUNITY FOR TREATMENT FUNDING (OTF) 

 

If you are an Anne Arundel County Resident and abuse alcohol or drugs, you may be able 

to obtain funds for treatment from the Anne Arundel County Health Department.   

 

Requirements 

You must be an Anne Arundel County resident, have no health insurance and be at least 18 years 

old. 

 

The sliding fee scale, as used by Maryland Department of Social Services, determines the 

amount of your co-pay.  Co-pay is the amount you are required to pay out of your pocket for 

your treatment.  Your income and financial obligations are considered in determining the amount 

of money you will have as co-pay.  The remainder of the cost is covered by the Opportunity for 

Treatment Fund and is paid directly to the treatment provider.    

 

Procedure    1. You must make the telephone call yourself between 8 AM and 5 PM 

Monday – Friday to schedule an appointment for an assessment.  

 

If you are a county resident, have no health insurance and are seeking 

treatment for an alcohol or drug problem, you are to call 410-222-0117 

and ask to speak with a counselor about treatment through OTF. 

 

Leave a message with the telephone number at which you can be reached 

if the person is not available.  You will receive a call back and an 

appointment will be scheduled for you.   

 

2. You will be asked to bring documentation of income (pay stub or tax 

form) or, if unemployed, a notarized letter from the person providing 

financial support.  If you have filed for unemployment benefits you must 

bring verification that this has been done.   

  

3. An assessment will be completed and the assessor will determine a 

treatment level (outpatient or inpatient) based on your needs. 

 

4. You will be given a referral to a treatment center and an initial 

appointment will be made for you at the treatment center on the day of 

your assessment. 

 

5. You and your treatment counselor will decide the length of time you will 

stay in treatment. 

 

 
 

MARYLAND RECOVERY NETWORK 

 

This agency can provide funds for 5-6 weeks for a sober home environment.  This process can 

take up to 2 weeks.  It takes 5 days for approval and then they will locate a sober home with an 



opening.  Must have primary substance abuse diagnosis.  Contact 410-222-7076 for information.  

They can complete intake with you at the hospital. 
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CORPORATE MEMORANDUM       December 19, 2017  

 

SCREENING, TREATMENT AND REFERRAL PROCEDURES FOR PATIENTS WITH 

SUBSTANCE USE DISORDER 
 

1. PURPOSE: To guide the evaluation and management of patients with, or at risk for, Substance Use 

Disorder in the Emergency Department.  This will include identification of at-risk patients through a 

brief screening process, referral for further evaluation by appropriate staff and linkage to treatment 

and further outpatient management with community partners.  

 

2. CANCELLATIONS: None. This is a new policy. 

 

3. POLICY: It is the policy of University of Maryland Capital Region Health to provide safe and 

appropriate care to patients in a timely manner, as well as provide resources and linkage to care for 

the outpatient management of disease, including Substance Use Disorder. 

 

4. PLAN: 

A. Screening of Emergency Department (ED) patients for Substance Use Disorder (SUD) 

i. Inclusion: All patients > 18 years of age 

ii. Tool:  

1. National Institute of Drug Abuse (NIDA) quick screen to be assessed during 

nursing assessment 

a. Initial screening question about substance use 

b. Specific questions if first question positive.  See Addendum A 

2. Screening tool built into Electronic Medical Record (EMR), asked and 

documented during patient assessment 

iii. Notification process for additional evaluation 

1. Flag on EMR tracking board 

a. Screening tool completed and entered by staff 

b. Automated EMR alert triggered based on positive response 

i. Flag to be located under category ‘Z’ under orders on tracking 

board 

2. Psychiatric Licensed Counselor (PLC) will be monitoring EMR tracking 

board.  When order triggered under Z due to positive screen, NIDA-Modified 

Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) 

screening will be performed 

a. Screening will be entered into EMR 

iv. Automatic triggers for in-depth screening and evaluation by PLC 

1. Multiple visits for substance abuse 

2. Overdose presentation 

v. Screening will be performed on all patients that present.  However, if NIDA-Modified 

ASSIST has been performed within past 3 months, PLC may choose not to proceed 

with full evaluation, based on patient level of interest / compliance. 

 

B. Evaluation of patients identified with, or at increased risk, for SUD 

i. Physicians 

1. Management of acute intoxication and determination of need for admission 

2. Assess for active withdrawal 

a. Consider utilization of CIWA (Clinical Institute Withdrawal 

Assessment) – Located under alcohol abuse template in EMR 



b. Consider utilization of COWS (Clinical Opiate Withdrawal Scale) for 

opiate withdrawal / treatment 

c. Determination of admission vs outpatient management 

3. Ensure notification of PLCs / Prince George’s Health Department (PGHD) 

liaisons 

ii. Psychiatry PLCs 

1. Will perform complete evaluation of identified patients 

a. NIDA-Modified ASSIST 

b. Full psychiatric evaluation where indicated 

c. Will notify / involve PGHD liaisons for high risk patients 

i. Evaluations during business hours (M-F, 9-5) 

ii. Consent obtained outside of business hours for phone follow 

up with PGHD liaison.  Notification by phone message and fax 

of consent form 

iii. Prince George’s Health Department Liaison 

1. May be involved early for evaluation of patients with substance abuse history / 

dual diagnosis disorders 

2. PLC will notify based on initial screening 

a. Direct involvement during business hours (ext. 83458) 

b. PGHD liaison will conduct phone consultation for moderate to high 

risk patients after receipt of patient information from PLC during off 

hours 

3. Direct evaluation may occur at UM PGHC, phone consultations may occur 

from PLC at UM Bowie Health Center /UM Laurel Regional Hospital 

 

C. Treatment options 

i. Inpatient 

1. Admission for active withdrawal 

a. Utilization of CIWA for alcohol withdrawal 

2. Admission for prolonged intoxication 

3. Admission for concurrent psychiatric pathology 

4. Evaluation by PLC/ PGHD liaison and determination of the need for emergent 

transfer for inpatient detox 

ii. Outpatient Referral (see below) 

iii. Narcan distribution 

1. Prescription 

a. Overdose patients 

b. Patients at high risk for SUD per PLC assessment 

c. Chronic pain patients 

2. PGHD liaison will provide training while in department (UM PGHC only) 

and/or schedule for outpatient Narcan receipt and training at Health 

Department 

3. PLCs certified by the PGHD Overdose Response Program (ORP) will assist in 

training and/or schedule for outpatient Narcan receipt and training at Health 

Department when PGHD liaison is unavailable. 

 

D. Referral process and partners 

i. Prince George’s Health Department 

1. Methadone/suboxone and SUD clinic 

2. Warm handoff via PGHD liaisons for moderate to high risk patients 

3. Information given to low risk patients by PLCs 

ii. Community stakeholders – resources given when appropriate 

1. Local psychiatric resources 

2. Addiction services 



a. Community support groups 

b. American Addictions 

3. Local pain management clinics / physicians 

 

E. Screening at UM Bowie Health Center 

i. Screening process will exist through nursing as noted above 

ii. Patients at high risk will be consulted to Laurel PLC for further assessment 

1. Interview will occur by phone until video consultative options available 

 

5. ORIGINATOR: Emergency Department, Department of Psychiatry 

 

6. APPROVED:  
 

7. DISTRIBUTION: Hospital Staff 

  



ADDENDUM A: 

Adapted NIDA Quick Screen: 

First Question: Do you drink alcohol or use any street or prescription drugs for non-medical reasons? 

 No: Screening is complete Yes: Proceed to next question 

 

Quick Screen Question: In the past year, how often have you used the following (Never, Once or Twice, 

Monthly, Weekly, Daily or almost daily)? 

Alcohol: Men – 5 or more drinks a day, Women – 4 or more drinks a day 

Street drugs (excluding marijuana) or prescription drugs for non-medical reasons? 

 Yes: One or more days of heavy drinking, refer for NIDA-Modified ASSIST 

 Yes: To any use of street or misuse of prescription drugs, refer for NIDA-Modified ASSIST 

 

 

Ongoing Needs for Protocol Implementation 

1. EMR 

a. Build of NIDA quick screen into nursing assessment 

i. Drop down menus and automatic trigger to tracking board 

b. Build of NIDA-Modified ASSIST template for PLC completion 

c. Editing of CIWA template 

d. Consideration of addition of COWS for opiate withdrawal into template 

2. Pharmacy 

a. Exploration of narcan distribution outside business hours 

i. Billing questions? 

3. Referral process 

a. Stakeholder meeting with PLC, PGHD SUD liaisons and PGHD substance abuse clinic 

b. Reach out to pain management physicians 

c. Hope house? 
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Organizational Policy & Procedure Manual 
 

TITLE: HEROIN AND OPIOID PREVENTION EFFORT AND 
TREATMENT ACT PROTOCOL 

 
POLICY NUMBER:  PC-0680 
 
EFFECTIVE:  February, 2018 LAST REVISED:  February, 2018 

 
PURPOSE: To define the protocol for identifying, treating, and discharging patients treated 

for a drug overdose or identified as having an opiate use disorder, in accordance 
with the Heroin & Opioid Prevention Effort and Treatment Act of 2017 (the HOPE 
Act). 

 
 
 
POLICY: Patients who present with an opiate overdose or opiate substance use disorder 

will receive appropriate screening, treatment, and discharge plan to include 
naloxone prescription and community referral/resource list.  

 
 
 
DEFINITIONS: 
 
I. Patients at risk for opioid overdose: 
 

A. Any patient receiving emergency medical care involving an opioid intoxication or 
overdose 

 
B. Suspected history of substance abuse or non-medical opioid use 
 
C. Starting methadone or buprenorphine for addiction 
 
D. Any patient who is currently receiving greater than 50mg morphine equivalent in 

opioid prescriptions per day 
 
E. Receiving any opioid prescription for pain and any of the following: 
 

1. Rotated from one opioid to another 
2. Smoking, COPD, asthma, sleep apnea, or other respiratory illness. 
3. Renal dysfunction, hepatic disease, HIV 
4. Known or suspected alcohol use 
5. Concurrent benzodiazepine or other sedative prescription 
6. Concurrent antidepressant prescription 

 
F. Voluntary request from patient or caregiver 

 
II. Naloxone Kit: 
 

A. Two Narcan (Naloxone) 4mg nasal spray doses with mucosal atomization 
devices 
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B. Information pamphlet and simple step-by-step instructions on how to use the 

medication 
 
 
 
PROCEDURE: 
 
At-risk patients are identified by triage screening or by physician/provider during visit. Upon 
discharge, the physician/provider will initiate the opiate discharge protocol: 

 
I. Physician/provider will write prescription for Narcan Kit for patient to take to a local 

pharmacy; patients may also go to the Charles County Health Department (CCHD), 
where a free kit and teaching for proper administration may be provided. 

 
II. At discharge, all identified patients will receive information pertaining to opiate addiction, 

with local and state addiction and counseling services. 
 

III. During normal business hours, the CCHD may be contacted for the Opiate Addiction 
Assistance program; after hours, obtain written consent and fax to CCHD for follow up. 
 

IV. When available, Case Management and/or Social Workers will assist in making 
connection to outpatient resources. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
REFERENCE: 
 
Heroin & Opioid Prevention Effort and Treatment Act of 2017 (HB 1329/SB 967). 
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Adult Emergency Department Guidelines for Patients with Substance Use Disorder or 

after an Opioid Overdose  
 

 
Introduction: Under the Heroin and Opioid Prevention Effort (HOPE) and Treatment Act of 
2017 (SB967/HB1329), passed by the Maryland General Assembly, each hospital must have a 
protocol for discharging patients treated for overdose or identified as having a substance use 
disorder (SUD) and submit this protocol to the Maryland Hospital Association. The following 
describes the University of Maryland Medical Center’s (UMMC) Adult Emergency Department 
(AED) efforts to provide care for patients with SUD or after an opioid overdose. 

 The following recommendations are not intended to interfere with or supersede the 
professional medical judgment of the treating provider to determine the right course of 
treatment (including prescribing practices) based on each individual patient’s medical 
condition. 

 There are instances, documented in the guideline below, where the professional medical 
judgment of the treating healthcare provider may determine an alternative course of 
treatment for a specific patient that varies from a recommendation. 

 
Patient Criteria: Patients impacted by this guideline include: 

 Any patient who presents with a suspected opioid overdose. 

 Any patient who is identified as having a SUD based on available screening tools (i.e. 
Screening, Brief Intervention, and Referral to Treatment or SBIRT). 

 Any patient who voluntarily reports to clinical staff that they are addicted to opioids. 
 
Screening for Substance Use Disorder: Most patients who do not have an imminent threat to 
life or limb will be screened for a SUD using the Screening, Brief Intervention, and Referral to 
Treatment or SBIRT tool by nursing staff. A free webinar about SBIRT use in hospitals is 
available here: http://hospitalsbirt.webs.com/webinars.htm 

 Screening: Screening for quickly assessing use and severity of alcohol; illicit drugs; and 
prescription drug use, misuse, and abuse (AUDIT-C, NIDA Quickscreen, CRAFFT) 

 
Peer Recovery Coaches: Peer recovery coaches (PRC) work with and support individuals 
immersed in an addiction(s), and coach people in recovery from the abuse of alcohol and drugs. 
Once an individual has screened positive, a referral is made through the EPIC Portfolio 
electronic medical record for a PRC consult. Using motivational interviewing techniques the 
PRC will provide the Brief Intervention and Referral to Treatment as needed.  

 Brief Intervention: Explanation of screening results, information on safe use of opioids, 
and assessment of readiness to seek treatment. 

 Referral to Treatment: In patients that are suitable and have expressed a readiness for 
treatment then referrals for in depth assessment and/or treatment may be made in 
collaboration with the healthcare team.  

 
Naloxone Prescription Process: The clinical care provider should offer, as appropriate, a 
naloxone prescription to patients treated in the Emergency Department (ED) for an opioid 
overdose or identified as having a SUD upon ED discharge. Directly providing naloxone to the 
patient along with providing training upon discharge is preferred.  

 Dispensing of Naloxone: 

http://hospitalsbirt.webs.com/webinars.htm
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o Available formulations include: 
 Naloxone 4mg (Narcan®) nasal spray 
 Naloxone 2mg (Evzio®) autoinjector 
 Naloxone 0.4 mg/mL vial and needle for intramuscular (IM) injection kit 
 Naloxone 2mg/mL pre-filled syringe and nasal atomizer kit 

o All products are considered interchangeable and product selection may be 
determined on affordability, patient preference and/or availability. Use of the 
UMMS Narcan of Overdose Prevention at Discharge order set allows pharmacy 
substitution based on product availability. 

o The preferred product for patients with insurance coverage is the naloxone 4mg 
nasal spray (Narcan®). 

o It is recognized that the cost of all formulations has risen dramatically as the 
need for this life-saving medications has increased. Patients who pay out-of-
pocket are unlikely to be able to afford the two available US FDA-approved 
naloxone formulations, the naloxone (Narcan®) nasal spray and the Naloxone 
2mg (Evizio®) autoinjector.  

 A prescription for an improvised kit (IM injection kit or nasal atomizer kit) 
can be provided to patients in whom it is felt that there will be significant 
barriers to obtaining this medication due to cost. 

 The improvised kits are both associated with significant barriers to 
usability by the patient. It is encouraged that the patient receive directed 
training with a simulation device to ensure understand of the steps 
required for successful administration of naloxone. 

o During hours that the pharmacy “Medication to the Bedside” program is active, 
this prescription should be filled and provided to the patient. During other times, 
the provider should refer patients with a prescription for naloxone to the UMMC 
Weinberg Outpatient Pharmacy, which is open 24 hours a day / 7 days a week or 
to the outpatient pharmacy of their choice. 

 Patient Education: Provide patient education regarding overdose prevention and 
naloxone administration. 

o Pharmacy personnel demonstrate product use if the prescription is filled at 
UMMC. 

o Handouts  
 Brochures can be printed through EPIC Porfolio’s discharge 

instructions and from the intranet at: 
http://intra.umms.org/ummc/nursing/cppd/clinpractice/patientcentered/
patiented/ummc-custom-patient-education-handouts/overdose-
prevention. These brochures instruct how to use the improvised 
intranasal device. 

 
Alcohol Abuse Patient Education: Provide patient education. 

 Handout “Alcohol, how much is too much? Available on the intranet at: 
http://intra.umms.org/ummc/nursing/cppd/clinpractice/patientcentered/patiented/ummc-
custom-patient-education-handouts/overdose-prevention. 

 
Medication Assisted Treatment:  

 The Peer Recovery Coaches may offer patients that have an opioid use disorder access 
to treatment based on patient’s willingness to enter treatment and availability of 
treatment centers. Additionally, Peer Recovery Coaches may recommend to the 

http://intra.umms.org/ummc/nursing/cppd/clinpractice/patientcentered/patiented/ummc-custom-patient-education-handouts/overdose-prevention
http://intra.umms.org/ummc/nursing/cppd/clinpractice/patientcentered/patiented/ummc-custom-patient-education-handouts/overdose-prevention
http://intra.umms.org/ummc/nursing/cppd/clinpractice/patientcentered/patiented/ummc-custom-patient-education-handouts/overdose-prevention
http://intra.umms.org/ummc/nursing/cppd/clinpractice/patientcentered/patiented/ummc-custom-patient-education-handouts/overdose-prevention
http://intra.umms.org/ummc/nursing/cppd/clinpractice/patientcentered/patiented/ummc-custom-patient-education-handouts/overdose-prevention


  
 
 
 

Discharge of Patients with Opioid Overdose of Substance Use Disorder 3 

healthcare team that a patient be screened for appropriateness of initiation of 
buprenorphine in the ED.  

 Patients that are in acute opioid withdrawal may be eligible to have buprenorphine 
initiated from the Emergency Department based on results from the Clinical Opiate 
Withdrawal scale. 
o Refer to the separate document “Initiation of Buprenorphine in the ED” Guideline that 

was adopted by the Department of Emergency Medicine. 
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Adult Emergency Department 
	  
	  
Initiation of Buprenorphine/Naloxone (Suboxone) Treatment in 

the Emergency Department 
 

 
Introduction: It has been demonstrated that medication-assisted treatment of opioid 
addiction with either buprenorphine/naloxone (suboxone) or methadone increases patient 
retention in drug treatment programs and decreases illicit opioid use, infectious disease 
transmission and criminal activity.  
 
Purpose: The purpose of the current program is to identify subjects in the Emergency 
Department who would possibly benefit from initiation of treatment with 
buprenorphine/naloxone, initiate treatment with a dose of the medication and arrange follow 
up care in a long-term program by the next day. 
 
Background: According to the CDC prevention of opioid overdoses is one of the top 5 public 
health challenges. Despite increasing public awareness efforts, the prevalence of opioid misuse 
and abuse continues to increase. In 2013, more than 2 million people in the United States 
abused or misused opioid pain relievers and more than half a million used heroin. Approaches 
to prevent morbidity and mortality from this epidemic include efforts to mitigate risk of use as 
well as efforts to treat addiction. Medication-assisted treatment (MAT) combines behavioral 
treatment with medications to treat addiction.  The principal medications used to treat opioid 
addiction in opioid treatment programs (OTPs), including the opioid agonists methadone and 
levo-alpha acetyl methadol (LAAM), the partial opioid agonist buprenorphine, and the opioid 
antagonist naltrexone. Production of LAAM was discontinued in the US in 2003. 
 
“Emergency Physicians are …uniquely positioned to intervene to help patients with opioid use 
disorders at a critical moment in the addiction cycle.” – David Kan, president-elect, California 
Society of Addiction Medicine. 
 
Treatment of opioid addiction with buprenorphine reduces mortality. Patients in an opioid 
dependence treatment program using opioid agonist therapy had less than half the risk of 
death as those who received only psychological therapy. It has been shown that a survival 
benefit persists whether or not the individual entirely ceases injection drug use. 
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Literature Review: 
 
Sittambalam CD, et al. Buprenorphine Outpatient Outcomes Project: can Suboxone be a viable 
outpatient option for heroin addiction? J Community Hosp Intern Med Perspect. 2014;4. 

• Funded by a grant from the State of Maryland’s Community Health Resources 
Commission (CHRC), the Buprenorphine Outpatient Outcomes Project (BOOP) 
assessed the effect of suboxone initiation during hospitalization. 

• 220 patients enrolled 
• 38% remained in treatment for 1 month, 17% for > 3 months 
• During the year following enrollment compared to the year prior to enrollment, ED 

visits and hospitalizations decreased by 23 and 45%, respectively. 
 
D'Onofrio G, et al. Emergency department-initiated buprenorphine/naloxone treatment for 
opioid dependence: a randomized clinical trial. JAMA: The Journal of the American Medical 
Association. 2015;313(16):1636-1644.  

• Randomized clinical trial involving 329 opioid-dependent patients who were treated at 
the Yale New Haven Hospital ED from April 7, 2009, through June 25, 2013.  

• Treatment Arms 
o Screening and referral to treatment (referral) [n = 104].  
o Screening, brief intervention, and referral to community-based treatment 

services (brief intervention) [n = 111].  
o Screening, brief intervention, ED-initiated treatment with buprenorphine / 

naloxone, and referral to primary care for follow-up within 72 hours [n = 114]. 
• Results  

o Primary outcome: 78% of the buprenorphine group were engaged in treatment 
at 30 days versus 37% in the referral group and 45% in the brief intervention 
group. 
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Pharmacology: Buprenorphine is a partial agonist (also known as an agonist/antagonist) at 
the μ opioid receptor, where it has a very high affinity but low intrinsic activity. Its high affinity 
means it will out-compete and displace full opioid agonists such as heroin, morphine, 
methadone, and others from the μ opioid receptor, while its low intrinsic activity results in less 
euphoria and lower abuse potential, with reduced withdrawal discomfort. Importantly, 
buprenorphine demonstrates a protective ceiling effect in respiratory depression that greatly 
enhances its safety profile versus full μ opioid agonists. 
 
High-affinity, low intrinsic μ agonism can result in precipitated withdrawal when used in opioid-
tolerant patients. Induction with buprenorphine or buprenorphine/naloxone should be 
reserved for patients that are already experiencing sufficient withdrawal symptoms. Patients 
may be assessed for withdrawal using the Clinical Objective Withdrawal Scale (COWS). 
 
Legal: Buprenorphine is a DEA Schedule III narcotic. Any clinician with authority to prescribe 
DEA Schedule III medications may prescribe buprenorphine in intravenous, intramuscular, 
transmucosal, or transdermal preparations for the treatment of pain, without a waiver. 
 
The Drug Addiction Treatment Act of 2000 (DATA 2000) created the DEA “X” license system 
and permits physicians who meet certain qualifications to treat opioid addiction with 
buprenorphine by waived physicians in treatment settings other than the traditional Opioid 
Treatment Program setting. This was done in an effort to bring the treatment of addiction back 
into the primary care setting. Most waivers are obtained after taking an 8-hour course from one 
of the five medical organizations designated in the Act and otherwise approved by the 
Secretary of the Department of Health and Human Services. The eight-hour training can be 
completed in its entirety online. DATA 2000 caps the number of patients a physician can treat 
at any one time to 30 through the first year following certification, expandable to 275 patients 
thereafter for physicians with additional specialty training in addiction medicine. (HHS Final 
Rule, 81 Fed. Reg. 44711)  
 
The “3-day rule” provides an exception to the DATA 2000 waiver requirement. Title 21 C.F.R. 
§ 1306.07(b) allows a practitioner who is not certified as a “waivered DATA 2000 physician” to 
administer (but not prescribe) narcotic drugs to a patient for the purpose of relieving acute 
withdrawal symptoms while arranging for the patient’s referral for treatment, under the 
following conditions: (1) no more than one day’s medication may be administered or given to a 
patient at one time, (2) this treatment may not be carried out for more than 72 hours, and (3) 
this 72-hour period cannot be renewed or extended.  
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Protocol for Initiation of Buprenorphine / Naloxone in the ED 
 
Inclusion Criteria: 

• Patient is at least 18 years old. 
• There is evidence of mild to moderate opioid withdrawal symptoms as 

evidenced by a score of 8 or more on the Clinical Opiate Withdrawal Scale 
(COWS). 

• Patient meets DSM-5 criteria for opioid use disorder. 
• Access to follow-up treatment able to be arranged the same or following day. 
• The patient is willing to initiate treatment with buprenorphine/naloxone and 

accept referral to treatment. 
• No known allergy/hypersensitivity to buprenorphine or naloxone. 

Exclusion Criteria: 
• Pregnancy 
• Currently taking an opioid pain medication for therapeutic purposes 
• Poorly controlled psychiatric disease 
• Presence of any condition that in the opinion of the treating physician precludes 

the patient from being safely initiated on medical-assistive therapy. 
 
 
Procedure: 

• A patient may be identified for this protocol by a physician, nurse or peer 
recovery coach (PRC) from the Screening, Brief Intervention, and Referral to 
Treatment (SBIRT) program. 

• The physician will determine if patient meets any of the exclusion criteria. 
• Using the DSM-5, the physician will document the presence of an opioid use 

disorder and use modifiers for severity (see attachment). 
• The Clinical Opioid Withdrawal Scale (COWS) will be administered to the patient 

(see attachment) 
• If the patient consents and meets the criteria for having an opioid use disorder 

and has a COWS score of 8 or above and no exclusion criteria, the physician 
may initiate treatment with buprenorphine / naltrexone. 

o The initial order is for 8 mg buprenorphine / 2 mg naloxone (Suboxone) 
sublingual tablet. 

o The patient should be observed for 30-45 minutes for signs of worsening 
withdrawal. 

o After 20 to 40 minutes, if the patient’s withdrawal symptoms have not 
abated despite the initial induction dose, a second dose of 4 mg 
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buprenorphine / 1 mg naloxone (Suboxone) may be ordered. Based on 
the current formulary this should be ordered as 2 tablets of the 2/0.5mg 
strength. If the clinical situation warrants a higher dose, the provider may 
opt for a second dose of 8 mg buprenorphine / 2 mg naloxone. 

• If the initial COWS score is less than 8, the clinical team, at their discretion, may 
administer a follow-up COWS assessment after at least 30 minutes. 

• If the patient is not eligible for initiation with buprenorphine / naloxone, the PRC 
will assist the patient with a referral to treatment without the initial induction in 
the ED. 

• The PRC will work with the patient to select an available and accessible Fast 
Track Treatment program for referral and schedule a same day or next day 
appointment for the patient to continue buprenorphine/naloxone treatment and 
receive counseling. 

• The patient will be instructed to bring all of their discharge paperwork to the 
first appointment with the identified treatment program. 

• The PRC will follow-up with the patient per the SBIRT protocol to assure linkage 
to treatment.  

• For patients in whom next day follow up cannot be arranged at a Fast Track 
Treatment Clinic, the Suboxone Bridge Clinic in PES may be available for 
appointments. 
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POLICY AND PROCEDURE 
_____________________________________________________________________________ 
 
Category:  Emergency Department              Number: MC.CT.ED.213 
  
Originating Department(s):  Emergency Department    TJC Reference:     
 
Title:  Care of Opioid Overdose Patients and/or Substance Use Disorder Patients Presenting           

to Emergency Department     
_____________________________________________________________________________  
  
POLICY STATEMENT:  
  
Under the Heroin and Opioid Prevention Effort (HOPE) and Treatment Act of 2017 
(SB967/HB1329), passed by the Maryland General Assembly, each hospital must have a 
protocol for discharging patients treated for overdose or identified as having a substance use 
disorder (SUD) and submit this protocol to the Maryland Hospital Association. The following 
describes the University of Maryland Medical Center Midtown Campus’s efforts to provide care 
for patients with SUD or after an opioid overdose. 

• The following recommendations are not intended to interfere with or supersede the 
professional medical judgment of the treating provider to determine the right course of 
treatment (including prescribing practices) based on each individual patient’s medical 
condition. 

• There are instances, documented in the guideline below, where the professional medical 
judgment of the treating healthcare provider may determine an alternative course of 
treatment for a specific patient that varies from a recommendation. 

 
________________________________________________________________________    
  
DEFINITIONS:    
    
Patients impacted by this guideline include: 

1. Anyone who has registered in the Emergency Department with a suspected opioid overdose 
2. Any patient who is identified as having a SUD based on available screening tools (i.e.  
SBIRT) 
3. Any patient who voluntarily reports to clinical staff that they are addicted to opioids  
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PROCEDURE:  
  

A. Screening for Substance Use Disorder: Responsive, adult patients who do not have an 
imminent threat to life or limb will be screened for a SUD using the Screening, Brief 
Intervention, and Referral to Treatment or SBIRT tool by nursing staff.  
• Screening: Screening for quickly assessing use and severity of alcohol; illicit drugs; 

and prescription drug use, misuse, and abuse (examples of tools used include: AUDIT-
C, NIDA Quickscreen, CRAFFT) 

 
B. Peer Recovery Coaches: Peer recovery coaches (PRC) work with and support individuals 

immersed in an addiction(s), and coach people in recovery from the abuse of alcohol and 
drugs. Once an individual has screened positive, a referral is made through the electronic 
medical record for a PRC consult. Using motivational interviewing techniques the PRC 
will provide the Brief Intervention and Referral to Treatment as needed.  
• Brief Intervention: Explanation of screening results, information on safe use of opioids, 

and assessment of readiness to seek treatment. 
• Referral to Treatment: In patients that are suitable and have expressed a readiness for 

treatment, referrals for in depth assessment and/or treatment may be made in 
collaboration with the healthcare team.  

 
C. Naloxone Prescription Process: The clinical care provider should offer, as appropriate, a 

naloxone prescription to patients treated in the Emergency Department (ED) for an opioid 
overdose or identified as having a SUD upon ED discharge. Directly providing naloxone 
to the patient along with providing training upon discharge is preferred.  
1. Dispensing of Naloxone: 

o Available formulations include: 
 Naloxone 4mg (Narcan®) nasal spray 
 Naloxone 2mg (Evzio®) autoinjector 

o All products are considered interchangeable and product selection may be 
determined on affordability, patient preference and/or availability. Use of the 
UMMS Narcan for Overdose Prevention at Discharge order set allows 
pharmacy substitution based on product availability. 

o The preferred product for patients with insurance coverage is the naloxone 4mg 
nasal spray (Narcan®). 

o During hours that the pharmacy “Meds to Go” program is active, this 
prescription should be filled and provided to the patient. During other times, the 
provider should refer patients with a prescription for naloxone to the outpatient 
pharmacy of their choice. 

2. Concerned family members and friends may also be given a prescription for naloxone 
if requested. 

 
3. Patient Education: Provide patient education regarding overdose prevention and 

naloxone administration. 
o Nursing staff may demonstrate product use if the prescription is filled while the 

patient is in the Emergency Department. 
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o The After Visit Summary will contain instructions for using naloxone, information 
on opioid dependence and a list of inpatient and outpatient services.   

o Information can be also be printed for the patient from the intranet at: 
http://intra.umms.org/ummc/nursing/cppd/clinpractice/patientcentered/patiented/ummc-
custom-patient-education-handouts/overdose-prevention.  
 
D. Alcohol Abuse Patient Education: Provide patient education. 

The informational handout “Alcohol, how much is too much? May be printed for the 
patient from the intranet 
http://intra.umms.org/ummc/nursing/cppd/clinpractice/patientcentered/patiented/ummc-
custom-patient-education-handouts/overdose-prevention. 

 
E. Medication Assisted Treatment:  

1. The Peer Recovery Coaches may offer patients that have an opioid use disorder access 
to treatment based on patient’s willingness to enter treatment and availability of 
treatment centers. Additionally, Peer Recovery Coaches may recommend to the 
healthcare team that a patient be screened for appropriateness of initiation of 
buprenorphine in the ED.  
 

2. Patients that are in acute opioid withdrawal may be eligible to have buprenorphine 
initiated from the Emergency Department based on results from the Clinical Opiate 
Withdrawal scale. Refer to policy MC.CT.ED.212 “Buprenorphine/Naloxone 
Administration in the Emergency Department” for more information 
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PURPOSE:  
   
To support the Heroin and Opioid Prevention Effort (HOPE) and Treatment Act.  
 
To define a process for the distribution of Naloxone to patients who present to the 
Emergency Department after receiving Naloxone for a suspected opioid overdose. 
   
SCOPE: Emergency Services (ES) Physician, Advance Practice Providers (APP),  

RN, Behavioral Health Response Team (BHRT), Peer Counselors, 
Substance Use Disorder Counselors, and Pharmacists.  

 
POLICY: 
 
All patients who present to emergency services with an opioid overdose.  
 
PROCEDURE: 
 
1.0 Patients ages 12 years and above presenting to the Emergency Department will 

be screened for substance use disorder. 
 

1.1 Patients that screen positive will be referred to Behavioral Health 
Response Team (BHRT) and/or Peer Counselor with patient’s permission. 

  
1.2 All patients screening positive will be given information regarding 

resources available in community. 
 
2.0 Patients that present to the emergency department who have received naloxone 

after a suspected opioid overdose with be assessed and stabilized.  
 

3.0 If the patient is alert and oriented and refusing medical care, they will be offered: 
 

3.1 A medical screening examination 
 
3.2 A behavioral health assessment 

 
3.3 A list of community resources 
 
3.4 Naloxone prior to leaving the department by the Physician/ Advance 

Practice Providers (APP) 
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3.4.1 Naloxone spray along with a patient instruction document and label 

will be provided by the pharmacy in automated dispensing machines 
at all locations. The information on the label to meet regulatory 
requirements. 

 
3.4.2 The Physician/APP dispensing shall complete all appropriate blanks 

on the label including patients name and date of dispensing.    
 
3.5 Post discharge follow-up calls  coordinated by the Hospital’s Substance Use 

Disorder Program and/or well-being checks requested through the Mobile 
Crisis Program,  
 

4.0 If the patient is alert and oriented and accepting of medical care, the patient will 
be: 

 
4.1 Medically assessed 
 
4.2 Offered a behavioral health screening  

 
4.3 Given a list of community resources 

 
4.4 Dispensed Naloxone prior to leaving the department by the Physician/APP 
 

4.4.1 Naloxone spray along with a patient instruction document and label 
will be provided by the pharmacy in automated dispensing machines 
at all ED locations. The information on the label to meet regulatory 
requirements. 

 
4.4.2 The ED Physician/APP dispensing shall complete all appropriate 

blanks on the label including patients name and date of dispensing.  
 

4.4.3 For patients discharged from the inpatient units, the pharmacy will 
be notified of patients discharge and pharmacy staff will provide 
instructions on gaining access to naloxone for discharge.    

  
5.0 If the patient arrives by law enforcement or EMS under Emergency Evaluation 

Petition (EP):  
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5.1 The patient will be medically screened 
 
5.2 If there is no immediate threat to self or others, the patient may decline 

further assessment and be discharged. 
 

5.3 If the patient is a threat to self or others, the assessment will continue 
according to standards of care. 
 

6.0 For patients requiring medical admission, for ongoing stabilization and treatment, 
a behavioral health assessment will be offered during the inpatient stay with 
naloxone dispensed at discharge as part of the patient’s home safety plan. BHRT 
will initiate a request to the treating physician to place the order for naloxone.  

 
6.1 Behavioral Health will coordinate with peer counselors as appropriate for 

patients during their inpatient and outpatient care.  
 
6.2 BHRT and Peer Counselors will facilitate referral to treatment centers as 

deemed necessary and with the patient’s permission. BHRT will collaborate 
with the discharging nursing unit to ensure that the patient is provided with 
the appropriate discharge instructions specific to the patient’s substance 
misuse disorder.  
 

7.0 A current list of behavior health community resources will be available in the 
Emergency Departments and will be maintained by the BHRT in collaboration with 
the Hospital’s Substance Use Disorder Program. 

 
8.0 Information regarding substance misuse treatment and linkage to peer counselors 

may be provided to families by BHRT. 
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VALUE STATEMENT 

This policy reflects our values of Reverence, Integrity, Compassion and Excellence. We treat our 

patients, their families, staff and community with reverence and compassion in all of our work. 

We work with integrity while striving for excellence in all that we do. 

 

I. PURPOSE 

A. Establish a standard discharge process where inpatients and ED patients assessed at risk 

for opioid overdose are discharged with a naloxone prescription, patient education, and a 

list of treatment centers. 

B. Educate patients and provide rescue prescription to reduce risk of death from opioid 

overdose. 

 

II. DEFINITIONS 

A. High risk for opioid overdose includes patients: 

1. Receiving medical care involving opioid intoxication or overdose 

2. Voluntary request for patient or caregiver  

B. At risk for opioid overdose that may benefit from a naloxone prescription and patient 

education include: 

a. Smoking, COPD, asthma, sleep apnea or other respiratory illness 

b. Renal dysfunction, hepatic disease, HIV 

c. Concurrent antidepressant prescription 

d. Reported non-medical opioid use 

C. Intranasal Naloxone – Narcotic antagonist.  While the intranasal option for delivering 

naloxone is no more effective than traditional intramuscular or intravenous injection 

methods, it is easier to deliver, can be easily given by lay persons and often works as well 

as an injection. 

 

III. PROCEDURE 

A. Provider identifies patients at high risk for opioid overdose and orders a prescription 

for Intranasal naloxone 4mg/0.1 mL nasal spray 

B. Naloxone nasal spray discharge instructions are added to AVS education   

C. Discharging nurse provides the patient with 

a. Educational sheet on “How to Avoid Overdoses” 

b. Referral sheet for treatment centers  
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Policy and Procedure for SBIRT in ED 

Policy: 

All patients presenting to the UCMC Emergency Department (ED) ages 12 and older will be screened at every 

visit to the ED using age appropriate SBIRT questionnaire for risky alcohol and drug use. The RN will utilize the 

AUDIT-C for alcohol use and a single drug-screening question to determine additional substances used for 

patients 18 and older. The CRAFFT screening questionnaire will be used for patients ages 12-17. All patients 

that screen positive on the questionnaire or otherwise trigger a request for a Peer Recovery Coach (PRC), will 

be offered a Brief Intervention (BI) by a PRC, and Referral to Treatment (RT) for a substance use assessment, 

as appropriate.  Patients that are admitted to the ED as a result of an opioid overdose are eligible for the 

Opioid Overdose Survivors Outreach Program (OSOP). As an OSOP participant, the patient will receive all 

standard PRC services including; BI, RT, and follow-up support. Additionally, a community based Community 

Recovery Coach (CRC) will provide ongoing outreach and support to the patient upon their return to the 

community. The PRC will encourage all opioid overdose survivors to participate in OSOP. All patients that 

receive a brief intervention from a PRC will receive at least one follow up either in person, by mail, or by 

phone.  

 

Procedure: 

1. The RN will verbally conduct the screening using appropriate SBIRT questions during their 

Assessment. The RN will access the screening questions in the Medical/Social History section in the 

EMR. 

a. For patients 18 and older, AUDIT-C contains 3 questions related to alcohol use and will be 

followed by the single drug screen question 

i. If the patients answers “never” to the first AUDIT-C question, the RN may skip the 

last 2 questions of the AUDIT-C and proceed directly to the drug screen question.  

b. For patients 12-17, the CRAFFT tool will be used for questions related to drug and alcohol 

use. (*Not Active At This Time) 

i. If the patient answers “no” to all 4 screening questions, the RN may skip the last 5 

questions of the CRAFFT 

c. The patient may be excluded for the SRIBT screening if they meet at least one of the 

following criteria and the RN clicks the appropriate indicator: 

i. Less than 12 yr of age  

ii. Non-verbal/unable to communicate 

iii. Critically ill 

iv. Patient refusal 

v. Suspected Opioid Overdose (this excludes the RN from doing the screening but will 

flag the PRC to provide the patient with BI) 

vi. Intoxication (this excludes the RN from doing the screening but will flag the PRC to 

provide the patient with BI) 

vii. Acute psychiatric illness (PRC may be triggered later, see item 4a) 

2. If the patient screens positive, a red ‘X’ will appear on the ED tracker  

a. Patients 18 and older, who score 7 or higher on the AUDIT-C 

b. Patients 18 and older, who respond ‘yes’ to the drug screen question 

c. Patients 12-17 that score 2 or higher on the CRAFFT 

d. Suspected opioid overdose 

e. Intoxication  

3. The PRC is responsible for monitoring the ED tracker and offering to conduct the BI for all patients 

listed with an ‘X’. When the BI is documented in the EMR, the red ‘X’ will automatically become a 



green checkmark indicating it has been completed. Notifications of positive screens will also be sent 

automatically to the SBIRT group email.   

a. If the patient screens positive on the questionnaire while a PRC is on duty, and is not seen by 

the PRC, it should be part of the shift hand-off report and include an explanation of why not 

seen (see shift hand-off report guide) 

b. If a patient screens positive and there is no PRC on duty, the incoming PRC is responsible for 

reviewing all email requests for PRC and reconcile all requests to clarify which patients were 

not seen 

i. If the patient is still in the ED the PRC will complete a BI as outlined in items 8 and 9 

of this protocol 

ii. If the patient has been transferred to an inpatient unit, the PRC will consult with 

HCHD PRS (M-F 8A-1P) to determine if the patient has received a BI. If the patient 

has not been seen, the PRC will complete a BI as outlined in items 8 and 9 of this 

protocol 

iii. If the patient has been discharged, the PRC will call the patient using the contact 

information in the EMR to conduct a BI over the phone as outlined in items 8 and 9 

of this protocol 

c. If a patient is listed as an opioid overdose and discharged while a PRC is off-duty, they can 

still have access to an intervention. The incoming PRC may call the patient using contact 

information in the EMR and conduct a BI over the phone as outlined in items 8 and 9 of this 

protocol.  

4. The PRC will conduct a BI with the patient in 1 hour or less of the notification appearing on the tracker 

and by email, if the patient is medically stable.  

a. Patients that are admitted to the ED with an acute psychiatric illness and screen positive for a 

PRC will be seen by the PRC after discussion with the Behavioral Health Consultant (BHC). 

i. If the RN is unable to screen during their assessment, the patient may be screened 

after discussion with the BHC. If positive, the PRC would follow the process as 

outlined beginning with item 5 of this protocol.  

b. Patient BI should be prioritized by the PRC in the following order 

i. Opioid overdose 

ii. The request of an ED provider (MD, RN, BHC) 

iii. Alcohol intoxication (discuss with ED provider to determine best time for intervention) 

iv. Overdose of Benzodiazepines, muscles relaxants, other medications 

v. Other positive screens by time of arrival 

vi. Marijuana only 

5. The PRC will check with the patients RN prior to interviewing the patient to confirm that it is an 

appropriate time to see the patient 

6. During the patient’s visit the PRC will: (for Opioid Overdose patients go to item 7)  

a. Provide the patient with introduction and your title 

b. Explain to patient the reason for your visit and information on SBIRT 

c. Use motivational interviewing techniques to assess and discuss the patients readiness to 

change their substance use behavior 

d. Assess the patients stage of change 

e. Enhance the patient motivation to change 

f. Identify any barriers to changing substance use behavior 

g. Identify the patients need for substance use evaluation and treatment 

h. Attempt to elicit positive change talk from the patient 

i. Negotiate a plan with patient   

i. Continue motivation 

ii. Reduce use 

iii. Enter treatment 



j. If the future plan includes treatment, the PRC will complete a consent form for the selected 

provider and have patient sign 

k. Coordinate treatment plan or other social service referrals with ED team (MD, RN, BHC) 

l. Develop a follow-up plan with the patient 

m. Complete the patient visit on a positive note, even if the patient is not ready for treatment 

7. The PRC will offer the patient a BI using motivational interviewing techniques as well as education 

about community supports and treatment services to help reduce patient barriers to treatment 

a. If the patient is an opioid overdose survivor, the BI will be focused on: 

i. Provide education on risk of subsequent overdose and assist to obtain Naloxone 

while in ED 

ii. Discuss the OSOP program and encourage the patient to participate 

1. If the patient agrees to OSOP, the PRC will complete the OSOP referral form 

with the patient 

b. If the patient does engage in BI, the PRC should follow the steps outlined in item 6 of this 

protocol for a more comprehensive BI 

8. If the patient has agreed to treatment, the PRC will discuss the options and recommendation. The PRC 

will contact the appropriate provider and seek approval or follow other established process that might 

be provider specific.  

a. The PRC will work with the patient to schedule an appointment, if possible while the patient is 

still in the ED 

b. The PRC will have the patient sign the consent form and place the form on the ED paper 

chart 

c. The PRC will give the patient a completed referral form with all the information regarding 

their appointment including the name of the treatment center, address, phone number, 

date/time of appointment, and how to contact the PRC 

9. For patients being referred to OSOP, warm referrals are highly recommended and should be 

completed as follows: 

a. The PRC will try to contact the OSOP CRC to determine if they are able to come to the ED to 

see the patient before discharge 

i. If the OSOP CRC is available, they will meet with the patient and gather any 

additional information that may help them support the patient 

ii. If the OSOP CRC is unavailable, the PRC will share the OSOP CRC contact information 

with the patient and inform them of when they can expect to be contacted 

b. The PRC will place the OSOP referral form on the patients ED paper chart and give a copy of 

the referral to the OSOP CRC via OSOP new referral folder and an email alert 

c. The PRC will check yes in plan section of the assessment in the EMR that patient was referred 

to the OSOP CRC 

10. The PRC will document in the BI notes, all education provided and all information regarding the 

patient plan including appointments with dates/times.  

a. PRC will complete all sections of the initial evaluation 

i. Initial Evaluation 

ii. Substance use 

iii. Mental Health Hx 

iv. Social Hx 

v. BI 

vi. Plan 

11. The PRC will document all patient visits on a daily shift report (see daily shift report guide)  

a. At the end of each shift a daily shift report will be emailed to the PRC supervisor 

b. At the end of each shift a hand off report will be emailed to the SBIRT group (which includes 

the PRC supervisor) 

12. All patients that receive a BI should be scheduled for a minimum of one follow-up by phone or in the 

hospital if admitted 



a. For Opioid Overdose Survivors the follow up should be scheduled the next day  

b. Opioid Overdose Survivors that have been referred to OSOP will have a follow up conducted 

by the PRC and the OSOP CRC 

i. The OSOP CRC is responsible for locating the patient based on information on the 

referral form and the EMR. The OSOP CRC will conduct home visits, meet patients in 

the community, at local treatment programs, or other institutions that the patient 

may frequent. You may need to search various places where the patient hangs out in 

the community and/or conduct phone outreach using collateral contacts given by the 

patient. 

ii. The PRC may still schedule a phone follow up and will notify the OSOP CRC of any 

updates on the patient status or location in the community. 

c. All other patient follow ups will be prioritized by the PRC but should be scheduled in less than 

2 weeks (see follow up guidelines) 

d. If a patient is referred to treatment, the follow up should be scheduled with the treatment 

program to verify that the patient arrived and is engaged in the program 

i. Regardless of outcome, follow up should also be conducted with the patient 

e. All follow ups, even those which may be unsuccessful, will be documented in the EMR 

f. All follow ups should be documented on the daily hand off report and emailed to PRC 

supervisor and the SBIRT group  

13. PRC and OSOP CRC group will participate in supervision and quality improvement activities as directed 

by their supervisor 

14. When assigned, the PRC or OSOP CRC will run SBRIT report using the data template provided and 

send data to the Mosaic Group Data Manager, William Pak wpak@groupmosaic.com by 10th of each 

month 
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Protocol for Behavioral Health Treatment Engagement and 

Discharge  

 Substance Use Disorders and/or Overdose 

It is recommended that all patients suspected of having a substance use disorder and/or 

overdose, receive interventions from Behavioral Health. 

 

1. Physician will order a psychiatric consult for patients suspected to have a substance use disorder 

and/or are being treated for an overdose 

a. If urine toxicology screen not completed, please request if clinically appropriate 

b. Offer to provide a psychiatric consult, motivational interview, and/or treatment resources  

c. Monitor meditech tracker for CC and coordinate with physician if consult is not ordered 

2.  Complete Full Psychiatric Assessment for all patients when consult is ordered  

a. Full Psychiatric assessment should include collateral information whenever possible 

b. Collaborate with on-call psychiatric prescriber and agree upon Plan Of Care (POC) 

c. Coordinate POC with attending physician 

d. Engage family to assist with POC whenever possible  

3. POC options 

a. Always offer to engage Peer Recovery Specialist (PRS); only with patient consent 

b. Inpatient rehab 

i. Private insurance: Obtain urgent assessment with Harbor of Grace or utilize list of 

various provider in and out of state 

ii. Medical Assistance (MA): engage Harford County Health Department (HCHD) or list of 

in-state providers that participate with MA 

iii. Medicare (MC) or no insurance: engage HCHD 

c. Inpatient detox 

i. Utilize list of various detox facilities 

ii. Coordinate with attending physician if Ho Delirium Tremens or Seizures during 

withdrawal for possible medical admission 

d. Outpatient detox/IOP 

i. Private insurance: obtain urgent walk-in visit with Ashley Addiction at UCMC (M-Th) or 

utilize list of available IOP 

ii. MA: obtain urgent walk-in visit with Ashley Addiction or HCHD (M-Th) 

iii. MC and no insurance: urgent walk-in at HCHD (M-Th) 

e. Medication Assisted Outpatient 

i. Private insurance: utilize list of various providers 

ii. MA, MC, and uninsured: urgent walk-in at HCHD (M-Th) 

f. NA/AA local support group 

i. AA hotline 410-272-4150 

ii. NA hotline 410-566-4022 

g. Mobile Crisis can also assist patient in the community with follow up and support 

h. Addiction Connections Resource can also assist family in community with follow up and support  

 

We have established urgent care coordination with Harford County Health Department, 

Ashley Addictions, and Harbor of Grace 
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Physician Orders  

REMINDER:  ALL MEDICATION ORDERS REQUIRE DOSE, ROUTE, FREQUENCY  

 DO NOT USE ABBREVIATIONS  Page 1 of 1 

Physician/Date/Time:                                 Nurse/Date/Time:                                             Secretary/Date/Time: 

     

     
Full page of orders requires only one physician, one nurse and one clerical signature 
 Original to Patient’s Chart                        Fax to Pharmacy 

 

Reviewed:  Revised: Form # 

 

Emergency Department Opioid Abuse/Overdose Discharge Protocol  
 

Check Off/ 

Initials 

 

Purpose: To establish a standard protocol for patients at high risk for opioid abuse/overdose who 

are discharged from the Emergency Department. 

 

 

 

1. All adult patients presenting to the Emergency Department will be screened for substance abuse. 

Pediatric patients (17 years old and under) will be screened when there is a clinical indication to do so. 

 

2. Any positive screening to the initial SUD screening question will trigger a Peer Support/Crisis 

Counselor Consultation unless the patient refuses this service. 

 

3. The SBIRT tool will be completed by a Peer Support or Crisis Counselor staff member.  

4. A positive SBIRT screening will trigger interview and intervention by a Crisis Counselor unless the 

patient refuses. 

 

5. Any patient discharged after an opioid overdose will receive information on how to obtain Naloxone.  

6. Education regarding appropriate use and storage of Naloxone will be provided to patients who receive 

prescription Naloxone upon discharge. 

 

7. Opioid prescriptions to manage acute pain following discharge form the Emergency Department will 

be limited to twenty pills maximum with no refills. 

 

  

  

  

  

  

  

  

  

  

  

  

  

  

 


	Draft report v15
	CONSOLODATED PROTOCOLS FOR REPORT (Final with links) v2
	Binder21
	Binder19
	Binder18
	Binder17
	Binder16
	Binder15
	Binder14
	Binder13
	Binder11
	Binder10
	Binder9
	Binder8
	Binder7
	Binder6
	Binder5
	Binder4
	Binder3
	Binder2
	Binder13
	Binder12
	Binder10
	Binder9
	Binder8
	Binder6
	Binder5
	Binder2
	combined protocol file for report
	AHC CP 81.0 Heroin and Opioid Prevention Act Policy
	ED Opioid Discharge SOP 1.18.18
	Atlantic General Hospital Emergency Department Discharge Protocols for Substance Use Disorders

	Bon Sec - Bup in ED Protocol
	Naloxone Kit Policy
	OSOP Peer Outreach Worker - Scope

	ED Discharge Protocol Draft 8.18
	Substance Use Screening

	Carroll- Care of the Patient with Substance Abuse Issues in the ED Policy
	Carroll Hospital-Alternative Pain Management In the Emergency Department

	000036107dc8
	Emergency Department Discharge Protocol for patients with Substance Use Disorders

	SUBSTANCE ABUSE and OVERDOSE ED DISCHARGE PROTOCOL 2018

	Frederick 12380_PC920_Discharge_Planning_Transition_Planning (1)
	12733_MM921_Naloxone_Prescribing_on_Discharge
	Frederick SBIRT re. Pediatric screening, referrals and discharge education

	SBIRT in the ED-finallogo
	Naloxone Protocol for Emergency Department -finallogo1
	Narcotic use in the ED policy -final

	GBMC combined Protocol 3.6.18
	gr8erbaltimcemp10125_4105_OpioidODDischarge11_2017

	Holy Cross Health opioid discharge policy

	JHHS SubstanceAbuseProgramSummary PMH6
	JHMEDOpioidProcess

	MedStar Health - Overview - HOPE Act ED Discharge Protocols, 01-10-2018
	MedStar Health - Naloxone Dispensing from the ED- Policy & Procedure - Final, 01-09-2018
	MedStar Health - Buprenorphine Initiation in the ED - Policy & Procedure - Final, 01-09-2018

	ED Discharge Protocol for SUD_2018.02

	Meritus Medical Center SBIRT protocol MHA version_

	NW Hospital ED Discharge Protocol

	Emergency_Trauma_Services_Discharge_of_the_Patient_at_Risk_for_Opiate_Induced_Overdose_Addiction_04132018_090228

	SBIRT protocol final
	Buprenorphine-Naloxone Fast Track Protocol (002)

	Sinai Hospital Naloxone Protocol
	NasalNaloxoneDischargeProtocol (1)

	Naloxone Protocol - final!

	Discharge Protocol for Patients with Substance Use Disordersrev

	SUD Protocol 1.3

	PC-0680-Heroin and Opioid Prevention Effort and Treatment Act Protocol - 02-18

	v32017 1017 AED Opioid Overdose or SUD Protocol_rgw_edits - Copy
	2017 0421 Guideline - Initiation of Buprenorphine in the ED
	Protocols

	MC.CT.ED.213 Care of Opioid Patients in ED 1_18
	_____________________________________________________________________________
	_____________________________________________________________________________
	________________________________________________________________________
	________________________________________________________________________


	TX-107-DISCHARGE PROTOCOL FOR PATIENTS TREATED FOR OVERDOSE 8.10.2018
	Visio-Opiate_OD_Workflow_20171219.pdf1.22.2018

	Naloxone at discharge policy

	PRC procedure
	Upper Chesapeake ED Naloxone Policy
	Protocol for Behavioral Health Consultation and Discharge

	WMHS Opiate Overdose Discharge Protocol




