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Abstract

The opioid crisis has greatly affected not only adults but also children as well. As clini-

cians develop effective approaches to minimize pain and distress in children, the risks

and benefits of opioids must be carefully considered. Children of parents with opioid

use disorder are also at risk of living in unstable environments, performing poorly aca-

demically, engaging in future drug use, and having increased stress, which affects their

development before entering adulthood. This statement focuses on the effects of the

opioid crisis on children and adolescents and is intended to inform institutional poli-

cies, improve education, advocate for evidence-informed guidelines, and improve the

care of children affected by the opioid epidemicwho are seen in the emergency depart-

ment.
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F IGURE 1 Three waves of the rise in opioid overdose deaths. (Source: Centers for Disease Control and Prevention website)

1 OPIOID CRISIS: EPIDEMIOLOGY

Opioid abuse has long been reported in the medical literature with the

current and most recent opioid epidemic in the United States begin-

ning in the 1990s. The increasing prevalence of opioid abuse has con-

sequences not only for the individual patient but also for communities

and the healthcare system as awhole. The economic burden of the opi-

oid epidemic is substantial andworsening. Estimates of overall societal

costs associatedwith opioid use disorders have risen from$11.8 billion

in 2001 to $78.5 billion in 2013 accounting for healthcare cost, loss of

productivity, addiction treatment, and criminal justice involvement.1–3

As opioid prescriptions have increased, a sharp rise in deaths from

opioid overdose has followed. According to the Centers for Disease

Control and Prevention (CDC), almost 400,000 people in the United

States have died from prescription and illicit opioid overdose, with

2017 figures being 6 times higher than that of 1999.4 Abuse of syn-

thetic opioids, such as fentanyl and tramadol, currently contribute to

the majority of opioid-related deaths in the United States, now out-

pacing heroin and prescription drugs4 (Figure 1). In 2018, 2 out of 3

drug overdose deaths involved an opioid, accounting for nearly 47,000

deaths. Alarmingly, 32% of these deaths involved prescription opioids,

such asmethadone, oxycodone, and hydrocodone.5 Opioid abuse leads

many individuals to develop an opioid use disorder, which is defined as

a problematic pattern of opioid use that leads to clinically significant

impairment or distress.6

The opioid epidemic has had a significant impact on adolescents,

children, and their families. Between 1999 and 2016, a total of 8986

children and adolescents (age < 20 years) died from prescription and

illicit opioid poisonings, with the majority of these deaths being among

adolescents aged 15–19 years.7 Most of these deaths were uninten-

tional (80.8%), whereas 5% and 2.4% were attributed to suicide and

homicide, respectively, and the mortality rate in children under 20

years increased nearly 3-fold over that time period. A recent study

that analyzed the National Poison Data System between 2005–2017

found that there were 338,476 opioid poisoning incidents reported in

children, with a mean age of 9.74 years and the majority being female

individuals.8 Most opioid poisonings occurred in a bimodal age distri-

bution, with the highest peaks noted in children 4 years or younger

and those in 15 to 19 years of age. The younger population experi-

enced accidental ingestions, whereas poisoning in the 15 to 19 years

agegroupweremostly intentional.8 Thesealarming statistics shouldbe

of great concern for all emergency medicine clinicians nationwide and

highlight the need to implement emergency department-based inter-

ventions to address the rising crisis.

2 RECOMMENDATIONS FOR CLINICAL
PRACTICE IN THE ED

In order to combat the opioid crisis among children and adolescents

who present to the ED, emergency clinicians should consider the fol-

lowing strategies:

2.1 Identifying at-risk adolescents

According to the 2018National Survey onDrugUse andHealth report,

699,000 adolescents aged 12–17 years and 1.9 million young adults

aged 18–25 years misused opioids in the previous year.9 Motives

include to seek relief from physical pain, to feel good or get high,

to relax or help with sleep, to help with feelings or emotions, or to

experiment. Multiple studies have shown that poverty, lack of school-
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ing, exposure to sexual assault and child abuse, other substance use,

depression, and disability put adolescents at increased risk of prescrip-

tion opioid misuse.10,11 Because most adults with prescription opioid

misuse had challenges with drug abuse as adolescents, it is critical to

intervene early before adulthood to prevent further risk of addiction

and its consequences.12 The highest rates of overdose deaths are also

among individuals that are 25 to 44 years old.4

The EDprovides a unique opportunity to identify adolescents at risk

for opioid dependence, misuse, and abuse. Adolescents often present

to the ED with symptoms of opioid overdose or withdrawal but may

also present to the ED with a mental health crisis or have legal conse-

quences frombeing caughtwith illegal drug substances. Itmay be help-

ful to ask screening questions from a normalizing stand point of, “My

patients often tellmeabout their useof tobacco, alcohol, or otherdrugs

that might be effecting their health; have you used any of these in the

past year?”

In addition to this question, ED clinicians and/or ancillary staff can

also consider using a validated substance abuse screening question-

naire, such as the CRAFFT (Car, Relax, Alone, Forget, Friends, Trouble)

tool or Brief Screener for Tobacco, Alcohol, and Other Drugs (BSTAD),

to screen for non-medical use of opioids among adolescents, as well as

to screen for other drug use.13–18 Adolescents report greater comfort

and likelihood of truthful responses with self-administered question-

naires compared to face-to-face questioning.19, 20

2.2 Identifying at-risk children with parents who
are struggling with opioid use disorder

Recognition of parental opioid abuse, which affects pediatric health

outcomes, is also necessary to address the opioid crisis’ effects on chil-

dren. Nationwide, opioid use among pregnant women has increased,

leading to a higher rate of infants experiencing symptoms of opioid

withdrawal after birth.19,20 Opioid use amongpregnantwomen is asso-

ciated with food insecurity and housing instability. These hardships

increase risk of depression, intimate partner violence, and delivery of

a low-birth-weight infant.21,22 Despite some pregnant women receiv-

ing prenatal care and treatment for opioid use disorder, risk of intimate

partner violence is increased.23 Children who grow up in households

where opioid misuse is common also experience increased life stres-

sors, such as parental neglect, higher risk for mental health problems

and future drug use, accidental opioid poisoning, and unstable fam-

ily environments with possible foster care placement or loss of a par-

ent because of substance use disorder.24 These social determinants of

health put children and teenagers at risk of growing up in an unstable

environmentwhere they are exposed early in life to opioidmisuse, sub-

stance use, and possibly subject to drug-related environments.25

These adverse childhood events prevent children from growing in a

nurturing environment that is critical to their development.

The ED setting presents an excellent opportunity to screen for at-

risk children of parentswith opioid use disorder. In both adult and pedi-

atric EDs, all individuals are seen regardless of ability to pay, bringing

in a large number of individuals who face substance use disorders, food

insecurity, housing instability, andpoverty.All EDs should consider hav-

ing a coordinated and multidisciplinary effort to screen for individuals

in their community who suffer from opioid use disorders.

2.3 Establishing an opioid prescription
stewardship program

In 2017, over 3.2 million opioid prescriptions were filled for patients

<19-years-old in the United States, and just over 10% of those in

the 15–19 year age group have filled an opioid prescription in their

lifetime.26 These adolescent years of experimentation bring the largest

peak of non-medical opioid use.27 In 2016, the prevalence of self-

reported prescription pain reliever misuse among the 12–17 year age

group was 3.5% and increased to 7.1% in the 18–25 year age group

(compared to 4.3% for the overall population).26 Research has shown

that increased rates in opioid prescriptions led to more individuals

needing treatment for opioid use disorders.28 Although no clear data

exist on the number of opioid addictions resulting from filling or taking

a prescription for a single medical encounter, adolescents and young

adults who have used prescription opioids are at increased risk of

heroin use in the future.29-31 In a nationwide survey, 12.4% of high

school seniors reported lifetime non-medical opioid use, and 1.2%

reported lifetime heroin use.32

One of the areas of improvement is to implement guidelines in the

ED that promote prescribing the lowest quantity of an opioid medi-

cation for the shortest period that a patient may need when treating

acute pain. It is important for all ED clinicians to adequately treat pain

but to prescribe a limited amount. It is known that the majority of ado-

lescents with prescription opioid misuse obtained opioids from a rela-

tive or friend.33 Organized opioid prescribing guidelines in the emer-

gency setting can lead to a standardized and consistent pain manage-

ment, with an overall decrease in acute parenteral opioid use as well as

discharge prescriptions.34 Oral hydrocodone-containing prescriptions

have shown a significant decrease (up to 55%) with the Drug Enforce-

ment Agency (DEA) schedule change from schedule III to schedule

II.35 This change required a written and hand signed prescription be

obtained with a visible DEA number for hydrocodone and no refills

to be permitted. In the ED, guidelines regarding dosage amount, fre-

quency, anddurationof opioid prescriptions should be created to aid all

clinicians caring for children and adolescents. Although studies report

that<7days of opioid analgesics36 are sufficient formost patients seen

in primary care settings, for emergency clinicians the goal is often to

provide a supply of 3 days or less to ensure the patient establishes care

with their primary or specialty referral physician for close follow-up

and monitoring. This is also supported by the 2019 surveillance report

prepared by the National Center for Injury Prevention and Control,

CDC, and the US Department of Health and Human Services where

they recommend practitioners to prescribe opioids at the lowest effec-

tive dose and that a supply of 3 or fewer days is sufficient and >7 days

will rarely beneeded inmost casesof acutepainunrelated to surgeryor

trauma.37 This is supported by the literature that children in acute pain

have theirmost severe pain controlled in that window. Thus, the Amer-
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ican College of Emergency Physicians Clinical Policy for adult patients

stating that if deemed appropriate, only low-dose, short-acting opioids

with a short duration of therapy should be prescribed applies to chil-

dren as well.38

Another area for improvement is creating guidelines on the use of

non-opioid treatment options whenever possible for all patients. Clin-

icians should be prepared to counsel patients on pain management at

home with non-opioid alternatives and to use opiate medications only

as an adjunct for severe pain and not as a first-line therapy.

ED prescribing clinicians should use their corresponding state’s-

controlled substance use review system to check how often patients

are receiving opioid prescriptions. These drug monitoring programs

allow clinicians to safely evaluatewhether a patient has become chron-

ically dependent on opiate use.

2.4 Education for practicing and future ED
clinicians

To better care for children, it is important for all physicians to be edu-

cated on the current opioid crisis, provided with strategies to identify

adolescents or parents at risk of opioid use disorder, taught on social

determinants of health that affect patients with opioid use disorders,

and trained on acute and chronic pain management with opioids and

non-opioid alternatives.

Some of the challenges that ED clinicians and their trainees face

are (1) how to recognize pain in children, (2) how to ensure we are

not undertreating acute pain, and (3) how to know when intravenous

opioids are indicated for pain management in children. In the ED, clin-

icians often struggle to quantify pain and anxiety in their pediatric

patients. Younger children are unable to verbalize pain, and preadoles-

cent school-aged children may not be able to describe or quantify pain

well. Children with complex medical conditions whose pain responses

may be difficult to interpret and older children who are non-verbal

pose additional challengeswhen attempting to interpret pain level. For

these children, parent or caregiver input is invaluable as each child

expresses pain uniquely. Pain is common in children and is frequently

underrecognized and undertreated.39,40 Despite the significant chal-

lenges related to the opioid epidemic, it nonetheless remains the case

that in the acute phase, pain is often not well addressed in the emer-

gency setting. Patients with severe acute pain present a challenge to

emergency clinicians who must balance the benefits and risks of using

opioids to manage pediatric pain. Intravenous opioid medications such

as morphine and fentanyl are commonly and effectively used to treat

pain because of their quick onset and predictable dosing and are often

used for a variety of conditions including fractures, appendicitis, burns,

malignancy, and complex laceration repairs. In the acute setting, these

medications are essential in the appropriate management of pain in

children and should not be withheld for fear of creating dependence.

Current research suggests that untreated pain may have significant

impacts on pain sensitivity, immune functioning, attitudes, and health-

care behavior.41 Pain that is not addressed and controlled can cause

both psychological and physiological harm to a child, leading to fur-

ther impaired functioning and disruption in families. Additionally, chil-

drenwhoexperience acute pain have increased anxiety and lasting fear

about future painful encounters.42

Physicians also should involve the entire care team in education

on the proper use of opioid and non-opioid alternatives in pediatric

patients and the issues highlighted here that affect patient care. It is,

therefore, important to correctly identify which child needs opioids

to manage their pain in the ED and which child can receive an opi-

oid alternative that can be equally useful. All ED clinicians should be

educated on non-opioid pain medication alternatives, including non-

steroidal anti-inflammatory drugs, acetaminophen, ketamine, and top-

ical or local analgesics. Distraction and child life programs, if avail-

able, can also yield effective results, working both on one’s anxiety

and focusing away from the acute pain. In 2009, a randomized clinical

trial between ibuprofen versus acetaminophen with codeine for pedi-

atric arm fractures showed that therewereno significant differences in

analgesia between either medications and that children taking ibupro-

fen in the outpatient setting had fewer side effects and better func-

tional outcomes.43 Increasing analgesia andopioid-alternatives aware-

ness by physicians through quality initiatives, especially when tied to

maintenance of certification, and prescription drug monitoring pro-

gram mandates offer exciting areas of further research to provide a

route to assist with themission of both education and practice change.

Furthermore, parental education during patient encounter and

upon discharge is of utmost importance. Parents should be educated

on pain management at home with non-opioid pain medication alter-

natives and to selectively use opioid medications only when necessary

for breakthrough pain. ED clinician should be prepared to educate par-

ents on thebenefits and risksof usingopioidmedications and standard-

ized discharge education on opioid safe storage and disposal informa-

tion should be provided to patients and their families.

2.5 Initiating medication-assisted treatment in
the ED

According to a 2016 policy statement by the American Academy of

Pediatrics, medication-assisted treatment (MAT) should be increas-

ingly made available for adolescents and young adults suffering from

opioid use disorder.44 Currently, buprenorphine, a partial opioid ago-

nist, is approved by the US Food and Drug Administration for patients

16 years and older and can be prescribed by physicians who complete

8 hours of training and apply for a prescription waiver.45 Buprenor-

phine is currently used as a treatment for opioid use disorder to help

with opioid withdrawal symptoms and craving. Over the past years,

there have been 2 randomized controlled trials that have shown that

combining buprenorphine with substance use counseling improves

short-term outcomes for children as young as 13 years of age.46,47 A

non-fatal opioid overdose in the ED is an opportunity to engage adoles-

cents in aMATprogram to reduce further risk of opioid-relatedmortal-

ity; however, a study fromMassachusetts showed that only 8% of ado-

lescents who had a non-fatal opioid overdose were given MAT within

the next 12 months.24,48 Most of the current MAT literature comes
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from the adult population, and further research in the pediatric pop-

ulation is necessary to ensure that all physicians and healthcare practi-

tioners are comfortable with providing MAT treatment to at-risk ado-

lescents.

Providing care for parents with opioid use disorders offers a dif-

ferent set of challenges. Parents and pregnant mothers who misuse

opioids may be resistant to seeking treatment for fear of losing cus-

todyof their children. Approximately one third ofmothers in treatment

for opioid use disorders have had a child removed from their home

previously.49 Family dissolution is commononce a parent is found to be

using illegal substances, and reunification rates are lower for parents

with opioid use than those with alcohol or cocaine use.50 However, it

has been shown that MAT in combination with a child welfare-based

intervention program is positively associated with parents retaining

custody of their children.51 Further efforts combining pharmacologic

treatment, counseling and behavioral therapy, and child-welfare agen-

cies that focus on parental support and training are essential in order

tomeet the needs of children and their families who suffer from opioid

abuse. Family reunification is also important given that parents with

opioid use disorders who have custody of their children have higher

rates of recovery.52 Most patients who present to the ED with opioid

withdrawal symptoms or after an overdose present an opportunity for

clinicians to consider offering MAT. In addition to providing MAT, it is

important for all clinicians to also consider naloxone for at-risk adoles-

cents and educate them on its use.53

MAT has also become the standard of treatment for pregnant

women with opioid use disorder and has been shown to be safe and

effective in pregnancy.54-56 However, system-level barriers exist that

prevent successful entry of pregnant women into MAT programs, with

only 26% of drug courts allowing pregnant women to be treated with

MAT despite evidence that shows thatMAT increases the likelihood of

family reunification.24,51 In the country, less thanhalf of the states have

substance use treatment programs specifically for pregnant women,

and most of these programs are located in urban areas.57,58 There

is an urgent need to provide nationally a coordinated and evidence-

based approach treatment for all parents and pregnant women with

opioid use disorders. Several screening tools, such as the SURP-P (Sub-

stance Use Risk Profile-Pregnancy) scale, 4P’s Plus, National Insti-

tute on Drug Abuse Quick Screen-ASSIST (Modified Alcohol, Smoking

and Substance Involvement Screening Test), and the Parent Screening

Questionnaire have been used to identify those at risk for substance

use disorders, but further work is needed to better identify parents

with opioid use disorders.59-61

2.6 Policy advocacy

Several opioid reduction policies in the United States have been cre-

ated to combat the opioid epidemic. Some of these policies achieving

widespread adoption include prescription drug monitoring programs,

pain clinic legislation, and opioid prescribing guidelines. Policies and

guidelines aimedatopioid reductionhelpdecreasepediatric opioidpoi-

soning across age groups.8 ED clinicians are on the frontlines of provid-

ing care for all patients with opioid use disorder and can therefore pro-

vide valuable information on prevention and treatment. The opioid epi-

demic is a public health crisis and emergency clinicians have a unique

opportunity to advocate to both state and federal governments to cre-

ate effective legislation that addresses the national crisis without com-

promising patient care. On a national level, ED clinicians can continue

to advocate for (1) expanded MAT options and opioid alternatives for

pain management to be covered by insurance companies, (2) increased

substance abuse treatment centers and recovery sites, (3) increased

counseling or behavioral therapies for patients with opioid use disor-

der, and (4) increased funding for evidence-based research to address

the opioid crisis.

3 DISCUSSION

The current opioid epidemic in the United States has become a major

public health crisis. The ED setting offers a unique opportunity for clin-

icians to provide multidisciplinary care for children and adults who

are affected by the opioid crisis. To ensure that children and adoles-

cents grow in a safe and nurturing environment, we must be able to

provide improved treatments for parents with opioid use disorder,

which includes the provision of medication-assisted treatment in the

ED. Birth outcomes and child safety have improved over the years

with increased availability of buprenorphine and methadone for preg-

nant women and parents with opioid use disorders.51,60 ED-initiated

buprenorphine with coordinated follow-up treatment has been shown

to be more effective than referral and brief intervention alone by sig-

nificantly increasing engagement in addiction treatment, reducing self-

reported illicit opioid use, and decreasing use of inpatient addiction

treatment services.62 In addition to these challenges, substance use

treatment alone is not enough to target the needs of families who are

often affected by coexisting problems, such as poverty, mental health,

domestic violence, and homelessness.63 Statewide opioid reduction

policies have shown to decrease opioid related deaths by identify-

ing at risk patients of both illicit and prescription opioids in the adult

population.2 As the country continues to implementmoreof these poli-

cies, it will be important to assess the impact that these have on the

care of children.

ED clinicians are on the front line of caring for patients with opioid

dependence, from treatment of withdrawal symptoms to signs of opi-

oid overdose, psychiatric or medical emergencies, and trauma. Many

patients who present with opiate overdose tend to have a repeated

event after an ED visit and may experience multiple overdose events

before a fatal outcome.64 One of the challenges of providing appro-

priate care and counseling for patients with opioid use disorder in the

ED is time. ED clinicians are often working in a chaotic environment

and juggling multiple tasks, making it difficult to find time to counsel

patients and provide them with appropriate long-term follow-up. This

is important given that the transition from an ED visit to a substance

abuse treatment center is a critical time for patients and coordinated

care is essential to prevent opioidwithdrawal and relapse.65 It is impor-

tant for institutions to create and implement policies that address the
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opioid epidemic in the ED while understanding the workplace chal-

lenges that ED clinicians face.

EDs across the country should consider the following strategies to

address the opioid epidemic in children:

1. Establishing a multidisciplinary team of ED clinicians, nurse edu-

cators, social workers, substance abuse counselors, mental health

workers, and community partners

2. Provide training for ED clinicians to screen for at risk children and

children of parents with opioid use disorders

3. Provide opportunities for physicians to become trained in adminis-

tration ofMATandhelp themapply for a prescriptionwaiver so that

they can prescribe it to patients who would benefit from it before

ED discharge

4. Coordinatewith social work, local substance use rehabilitation cen-

ters, and primary care to arrange for close outpatient follow-up

5. In a coordinated effort with other ancillary staff, address social

determinants of health such as food and housing insecurity that

may provide additional challenges for a patient to follow through

with treatment

6. Establish quality improvement measures to track how many

patientswith opioid use disorderwho present to the EDare offered

MAT and outpatient referral

7. Ensure patients and families are provided information on opioid

safe storage and disposal

4 CONCLUSION

Theopioid epidemic has incapacitatedmany children and their families.

The ED setting is an excellent place to provide a comprehensive, multi-

disciplinary, evidence-based approach treatment for all patients with

opioid abuse and opioid use disorders. Increased advocacy is needed

to improve on nationwide policies to provide pharmacological treat-

ment to patients with opioid use disorders in addition to counseling

and therapy. ED clinicians have a responsibility to provide the short-

est effective course ofmedications to treat pain and anxiety in patients

to prevent opioid misuse or accidental overdose. Institutional regula-

tions and guidelines should be developed nationwide to ensure that

opioids are diligently prescribed. Future research is needed to assess

the impact of current interventions to improve the care of childrenwho

are affected by the opioid epidemic.
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