
Instituting an Opioid QA Program in Your 
Emergency Department



Presenter

Scott Weiner, MD, MPH



Disclosures & Disclaimer

Scientific Advisory Board:
General Emergency Medical Supplies, Corp

Epidemic Solutions, LLC

Grant Funding: 
Yale/APF, Pew, MITRE

Presenter- Scott G. Weiner, MD, MPH



Why Introduce an Opioid QA Program?







19 Hospitals, national sample
12% of all adult patient visits result in an opioid 
prescription
Vast majority were oxycodone and hydrocodone, 
immediate release, 5 mg
Mean number of pills was 17/prescription



Axeen, et al (Ann Emerg Med 6/2018)

Medical Expenditure Panel Survey
Office-based Rx = 71% in 1996 and 83% in 2012
ED-based Rx = 7.4% in 1996 and 4.4% in 2012
EDs = 2.4% of total morphine equivalents
Only 0.3% ED Rx were for >100 MME per day vs. 2.6% in 
office setting





Outliers



Median morphine milligram equivalent (MMEs) per prescription was 100 

(IQR 75-125)

Only 12,639 prescriptions (0.04%) were for extended release 

formulations

Ohio PDMP



2012

19 hospitals

17% discharged patients
got an opioid

Mean pill count 17



In some instances, the prescribing of opioid analgesics in EDs might not be optimal in terms of minimizing the risk of their 

misuse. Guidelines for the cautious use of opioid analgesics in EDs and timely data from prescription drug monitoring programs 

could help EDs treat patients with pain while reducing the risk of nonmedical use.

Logan J, Liu Y, Paulozzi L, Zhang K, Jones C.
Opioid prescribing in emergency departments: the 
prevalence of potentially inappropriate prescribing and 
misuse. Med Care. 2013 Aug;51(8):646-53.



Compared low-intensity (lowest quartile) to high-intensity (highest quartile) 

EPs within each department

Medicare patients

Long-term use OR was 1.3 for patients treated by high-intensity prescribers

Wide variation in prescribing rates (7.3% low, 24.1% high)



Ann Emerg Med, March 2018
OptumLabs 2009-2015

5.2 million rx – opioid rx from ED were of lesser dose 
and duration and half as likely to lead to long-term use 

as other settings



Sometimes We Do Start the Fire…



59 patients reporting heroin or nonmedical opioid use

35 (59%) reported first exposure was a legitimate prescription

For 10 of 35 (29%) the prescription came from the ED

“Although short-term opioid administration by EPs is unlikely to cause 

addiction by itself, ED opioid prescriptions may contribute to the development 

of addiction in some patients.”



4801 patients with minor painful condition over 1 year
52% opioid naïve (no prescription in the year prior to visit)

299 (12%) of opioid naïve patients went to on to have recurrent use

“Opioid naïve ED patients prescribed opioids for acute pain are at 
increased risk for additional opioid use at 1 year.”



2887 ED patients with acute onset low back pain
349 (12%) received an early opioid prescription

After multivariable adjustment, early
opioids associated with higher long-term use of

opioids (22% vs 16%).

“Early opioid prescribing in the ED for uncomplicated LBP increased 
long-term opioid use and medical costs, and should be discourage.”



948 patients with MVA
No difference in risk for moderate to severe musculoskeletal pain at 6 

weeks

Participants prescribed opioid were more
likely than those to report persistent use than those 

prescribed only NSAIDS (risk difference 17.5%)

“Analgesic choice at ED discharge does not influence the development of 
persistent moderate to severe musculoskeletal pain 6 weeks after an 

MVC, but may result in continued use of prescription opioids.”



Mazer-Amirshahi – Academic Emergency Medicine 
2014; 21:236-243

NHAMCS - Between 2001-2010:
Painful conditions 47.1% to 51.1%

Non-opioids 26.2% to 27.3%

Opioid use increased from 20.8% to 31.0% of all 
visits

Use of schedule II 7.6% to 14.5%



Benchmarking



Burton JH, et al. WJEM 2016;17:258-63  

Retrospective Look

Share old data +
“We’re going to start looking”

“We’re going to compare
you to your peers”



Attendings, residents, 
APPs randomized to no 
intervention or data-driven 
intervention.

65% underestimated their 
opioid prescribing



E-QUAL Prescribing Best Practices1. Opioid prescriptions should be limited to the shortest duration possible; three days or 
less will be sufficient in most cases (up to seven days may be appropriate in certain 
circumstances).

2. All patients should be educated about opioid-specific risks and realistic benefits when 
considering an opioid prescription, with particular attention to high risk groups including 
adolescents, pregnant women, elderly and those with a history of substance use disorder. 

3. Non-opioid pain relievers should be recommended and/or prescribed prior to and 
concurrent with opioids as appropriate.

4. The state Prescription Drug Monitoring Program (PDMP) should be checked prior to 
prescribing an opioid, when feasible.
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E-QUAL Prescribing Best Practices
5. Educate patients about the risks associated with concurrent use of 
opioids and benzodiazepines and avoid co-prescribing whenever possible. 

6. Opioid prescriptions generally should not be written for chronic pain 
unless there is coordination with the patient’s primary pain treating clinician.

7. Prescriptions for long-acting/extended-release opioids for the 
treatment of pain should not be initiated from the ED.

8. Lost, destroyed or stolen opioid prescriptions should not be refilled.
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Steps to Take

Engage providers for buy-in and explain rationale
Collect data
Make a decision re: identified vs. de-identified
Decide on format
Do not tie to financial incentives
Patient satisfaction/pain scores



Rx by Opioid
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Benchmarking



3636



Thank you!

sweiner@bwh.harvard.edu



For More Information

E-QUAL Website
www.acep.org/equal 
equal@acep.org 

Contacts:
Nalani Tarrant: (Senior Project Manager)
ntarrant@acep.org
Dhruv Sharma: (Project Manager)
dsharma@acep.org 

mailto:equal@acep.org
mailto:ntarrant@acep.org
mailto:dsharma@acep.org


The guidelines, measures, education and quality improvement activities and related data 
specifications developed by the American College of Emergency Physicians (ACEP) Emergency 
Quality Network are intended to facilitate quality improvement activities by physicians. The 
materials are intended to provide information and assist physicians in enhancing quality of care. 
The materials do not establish a standard of medical care, and have not been tested for all 
potential applications and therefore should not be used as a substitute for clinical or medical 
judgment. Materials are subject to review and may be revised or rescinded at any time by ACEP. 
The materials may not be altered without prior written approval from ACEP. The materials, while 
copyrighted, can be reproduced and distributed, without modification, for noncommercial 
purposes (e.g., use by health care providers in connection with their practices).

The E-QUAL Opioid Initiative is funded by the Addiction Policy Forum. The sponsor had no role 
in the development of this content or quality improvement offering, and the views expressed are 
of the speaker.


