
Pain Management and Addiction Medicine Section 

Meeting Minutes 

October 1st 2022, 3pm PT. 

The meeting was called to order by Dr. Don Stader at 3pm PT.  

Dr. Stader briefly discussed resolutions submitted to the Council by our Section. Dr. Eric 

Ketcham and Dr. Stater ran from one reference committee room to another and spoke eloquently 

in support of the resolutions. All the resolutions passed as amended. More on the resolutions in 

an upcoming newsletter. The resolutions submitted by the section and others relevant to the 

section were: 

• 2022 Council Resolution 29: Buprenorphine is an Essential Medicine and Should be

Stocked in Every ED

• 2022 Council Resolution 32: Supervised Consumption Facilities/Safe Injection Sites

• 2022 Council Resolution 33: Telehealth Bridge Model for the Treatment of Opioid Use

Disorder

• 2022 Council Resolution 41: Addressing Stigma in the Emergency Department

• 2022 Council Resolution 43: Endorsing ED Resident Competency in Buprenorphine

Initiation

Next Dr. Reuben Strayer gave a presentation on updates in alcohol use disorder (AUD), opioid 

use disorder (OUD) and Harm Reduction. This was a cutting-edge discussion on a wide range of 

topics with input from those attending the meeting. Dr. Strayer challenged the medical 

profession and us in particular to do better with alcohol use disorder. There are still 140,000 

deaths per year from this illness in the US.  

• Dr. Strayer’s presentation can be found in the following attachment.

Dr. Andrew Herring gave another cutting-edge talk on pain. Again, this was a wide-ranging talk 

with lots of audience participation. There was discussion of difficult pain management cases. 

Dr. Kathryn Hawk accepted the Innovation & Excellence in Behavioral 

Health and Addiction Medicine Award on behalf of Dr. Gail D’Onofrio at 

the Council Luncheon. Dr. Hawk made a brief presentation about Dr. 

D’Onofrio, a section member, at our meeting. This is the first time this 

award has been given, and the section is proud of the pioneering work of 

Dr. D’Onofrio in OUD. Several members of the section, as well as others, 

worked to initiate this award a couple of years ago. 

https://www.acep.org/what-we-believe/actions-on-council-resolutions/councilresolution/?rid=A839DB6A-5D22-ED11-A9D3-F94EF5641D50
https://www.acep.org/what-we-believe/actions-on-council-resolutions/councilresolution/?rid=A839DB6A-5D22-ED11-A9D3-F94EF5641D50
https://www.acep.org/what-we-believe/actions-on-council-resolutions/councilresolution/?rid=B97A2159-F022-ED11-A9D3-F94EF5641D50
https://www.acep.org/what-we-believe/actions-on-council-resolutions/councilresolution/?rid=90BCB47B-5E22-ED11-A9D3-F94EF5641D50
https://www.acep.org/what-we-believe/actions-on-council-resolutions/councilresolution/?rid=90BCB47B-5E22-ED11-A9D3-F94EF5641D50
https://www.acep.org/what-we-believe/actions-on-council-resolutions/councilresolution/?rid=F68026F0-8B24-ED11-A9D3-F94EF5641D50
https://www.acep.org/what-we-believe/actions-on-council-resolutions/councilresolution/?rid=97E9C33D-8D24-ED11-A9D3-F94EF5641D50
https://www.acep.org/what-we-believe/actions-on-council-resolutions/councilresolution/?rid=97E9C33D-8D24-ED11-A9D3-F94EF5641D50
https://www.acep.org/who-we-are/acep-awards/leadership-and-excellence/innovation--excellence-in-behavioral-health--addiction-medicine-award/
https://www.acep.org/who-we-are/acep-awards/leadership-and-excellence/innovation--excellence-in-behavioral-health--addiction-medicine-award/


Dr. Ryan Stanton. our board liaison, made a presentation about ACEP Board goals and ACEP’s 

Strategic Plan. He also discussed progress in his home state of Kentucky in addiction medicine, 

specifically the roll out of needle exchange programs. 

Jeff Davis, ACEP’s Director of Regulatory and External Affairs, went over all the regulatory and 

legislative areas where ACEP is pursuing legislation and regulation pertinent to our section. 

These include: 

• X-waiver

• G-Code for MAT in the ED

• Three Day Rule

• Proposed CDC Clinical Practice Guideline for Prescribing Opioids

• Draft Model Legislation: Substance Use Disorder Treatment in Emergency Settings Act

• Naloxone

• Telehealth

Mr. Davis’s presentation can be found in the following attachment. 

An aspirational goal from Dr. Stader: The outcomes for those with SUD should evolve from a 

predictable tragedy to a predictable miracle. 

Respectively submitted, 

John Bibb, MD, FACEP 

Pain Management and Addiction Medicine Section Meeting is being sponsored by 

Collective Medical, a PointClickCare Company 

https://www.acep.org/strategicplan/
https://www.acep.org/strategicplan/
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we see the impact of this programming and expertise 
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alcohol use disorder
COVID escalation of use and mortality



ascendance of phenobarbital for severe AWS

high dose up front loading is very effective and self-tapering

alcohol use disorder



outpatient withdrawal management
alcohol use disorder



alcohol use disorder
anti craving medications

Medication Summary Contraindications Usual Dose Tips
Naltrexone First line agent from the ED (PO)

Abstinence not required before 
initiation (only clinical sobriety for 
patient consent)

Opioid dependence

Severe hepatic impairment

Severe renal impairment

50 mg PO daily

XR-NTX: 380 mg IM every 
3-4 weeks.

Must inquire about current opioid 
dependence, including medications 
for opioid use disorder; if in doubt 
perform naloxone challenge

Does not treat withdrawal –consider 
combining with gabapentin

Acamprosate Renally cleared and can be used in 
severe liver disease

More effective if initiated when 
patient abstinent (after 
detoxification) 

Renal impairment (can decrease 
dose in mild/moderate renal 
impairment)

666 mg (two 333 mg tabs) 
PO TID

GI side effects are common; may 
have to be gradually increase to 
therapeutic dose

May require prior authorization or be 
cost prohibitiveGabapentin Can be used to treat AWS and to 

decrease cravings

Sobriety not required to initiate

Requires renal dose adjustment

Caution in elderly or fall risk as 
medication is sedating

300-600 mg PO TID Patients with AUD generally require 
high doses

May be used as a single agent or 
adjunctively with NTX or AC

Topiramate Dose needs to be titrated up to an 
effective dose (usually over a 
period of weeks)

Only recommend to be initiated 
from the ED if prompt and reliable 

Caution in patients with balance 
difficulty (fall risk)

Starting dose is 50 mg PO 
nightly

Titrated to 50-300 mg PO 
daily, usually divided BID

Indicated for some forms of epilepsy, 
migraine, behavioral health conditions

Adverse effects (tremor, 
disequilibrium, confusion) are 
common may prevent reaching a Disulfiram Not recommended for initiation from 

the ED

Aversion therapy–does not reduce 
alcohol cravings.

Medically compromised patients

Patients lacking observation or 
supervision

250 mg PO daily, may 
increase to 500 mg daily

Adherence is poor outside of an 
institutional or other daily supervised 
setting

Can cause dangerous adverse effects
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alcohol use disorder
cancer risk / labeling
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harm reduction
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opioid use disorder
bup/nalox vs bup mono



opioid use disorder
buprenorphine initiation

fentanyl 

rise in buprenorphine-precipitated withdrawal 

which sucks



opioid use disorder

full agonist

buprenorphine

all receptors occupied by full 
agonist

“therapeutic” on full agonist 
no withdrawal

bup replaces most of the full 
agonist on the receptors

sudden huge loss of agonism 
precipitated withdrawal

4 mg SL buprenorphine

buprenorphine initiation



home initiation 
         prescription vs. dispense, instructions, followup

observe in ED 
         do serial cardiac enzymes if it will make you feel better

admit or observation pathway 
         diagnose cellulitis or pneumonia if it will make you feel better

come back when you’re sicker

opioid use disorder
buprenorphine initiation

spontaneous withdrawal strategies



opioid use disorder
buprenorphine initiation

alternative initiation strategies

intentional precipitation 
macrodosing 
microdosing
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opioid use disorder
buprenorphine initiation

alternative initiation strategies



macrodose less likely to precipitate withdrawal
macrodose prolongs duration of action/protection
should we be initiating with doses of ≥32 mg?

opioid use disorder
buprenorphine initiation

alternative initiation strategies
buprenorphine macrodosing





Day 1 
0.25 mg bup

Day 2 
0.5 mg bup

Day 3 
1 mg bup

Day 4 
2 mg bup

Day 5 
3 mg bup

continue full agonist

once therapeutic dose of bup achieved 
can discontinue full agonist 
now patient therapeutic on bup 
no withdrawal 
can titrate up bup as needed to suppress cravings

opioid use disorder
buprenorphine microdosing initiation



takes time- the slower you go, the less likely you’ll 
accidentally precipitate withdrawal but the longer the 
period to fail initiation 

ongoing injection of street drugs during subtherapeutic 
bup dosing is dangerous

opioid use disorder
buprenorphine microdosing initiation



administering tiny doses of bup is tricky 

cutting buprenorphine strips or tabs into very small pieces 
transdermal buprenorphine 
buccal bup (for pain) available in small doses 
intravenous buprenorphine bolus 
intravenous buprenorphine infusion 
IV bup given sublingually or ingested 
ingest sublingual bup to reduce absorbed dose 
depot/extended-release buprenorphine

opioid use disorder
buprenorphine microdosing initiation



0.25 0.5 1.0 2 4 8 16 24 32 64mg (SL)

BPW 
unlikely

BPW 
more likely

BPW 
unlikely

opioid use disorder
buprenorphine microdosing initiation



opioid use disorder
treating BPW

more bup, then more bup, then more bup 
conventional non-agonists 
full agonists 
ketamine



bup 8-16 mg

precipitated withdrawal (oops)

bup 16 mg

improved?

am I missing anything?
alcohol or benzodiazepine 
withdrawal, thyrotoxicosis, DKA, 
sepsis, ICH, etc

bup 16 mg SL vs. IV bup

improved?

non-agonists, especially ketamine

great

yes

yes

no

no

*scant evidence, YMMV

line, labs, monitor

opioid use disorder
treating BPW*



opioid use disorder
buprenorphine for naloxone precipitated withdrawal



opioid use disorder
buprenorphine for naloxone precipitated withdrawal



opioid use disorder
buprenorphine for naloxone precipitated withdrawal





emergency addiction updates

phenobarbital for severe AWS 
outpatient treatment of mild-moderate AWS (chlordiazepoxide, gabapentin) 
anti-craving medications for AUD (naltrexone, gabapentin) 
bup-nalox vs. bup mono 
buprenorphine initiation (microdosing, macrodosing) 
buprenorphine-precipitated withdrawal 
buprenorphine treatment of naloxone-precipitated withdrawal 

buprenorphine for acute pain in opioid-naive patients 
acute severe/perioperative pain in bup-maintained patients 
methadone in the ED 
treatment of tobacco use disorder in the ED 
cannabis, methamphetamine, novel drugs of abuse 



ACEP Pain and Addiction
Section meeting 2022
Andrew Herring MD 
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what?



Agonist dosing

Case: A 42-year-old female with a long history of injection opioid and crystal 
methamphetamine use was admitted to acute care for bilateral lower limb 
cellulitis.

Injectable Opioid Antagonist Treatment (iOAT)

- 200 mg IV diacetylmorphine (DAM) twice a day 
- 12-h extended-release morphine (M-Eslon) 200  mg twice a day. 







Pain management in 
patients on Bup

In this acute clinical pain model, high 
doses of IV hydromorphone
(16 to 32 mg) were most effective in 
achieving analgesia but also displayed
higher abuse liability and more frequent 
adverse events. Cold pressor
testing was the most consistent 
measure of opioid-related analgesia.



Very 
large 
doses

Buprenorphine IV

Hydromorphone IV





Federal Regulatory Updates for 
Pain Management and Addiction 
Medicine

OCTOBER 1- 4



Federal Regulatory Updates 
for Pain Management and 

Addiction Medicine
Jeffrey Davis, Director of Regulatory and External Affairs



Overview

X-Wavier

G-Code for MAT in the ED

Three Day Rule

Proposed CDC Clinical Practice Guideline for Prescribing Opioids

Draft Model Legislation: Substance Use Disorder Treatment in Emergency Settings Act

Naloxone

Telehealth



X-Wavier

Mainstreaming Addiction Treatment (MAT) Act has passed in the U.S. House of Representatives

Coalition partnership to ensure the coalition passes in Senate + is signed into law

May be able to get the legislation included in a year-end package



G-Code for MAT in ED

2021 Medicare PFS: Emergency physicians can be reimbursed by Medicare for MAT services delivered in ED

CMS finalized a proposal to create a new add-on code for MAT (G2213) that can be billed in addition to an ED evaluation and 

management (E/M) code during an ED visit.

Went into effect January 1, 2021

What is your experience billing this add-on code?

MAT FAQs

https://www.acep.org/administration/reimbursement/reimbursement-faqs/medication-assisted-treatment-mat-faqs/


Three Day Rule

Exception to the requirements around prescribing buprenorphine and dispensing 

methadone without an X-wavier

Allows physicians without X-wavier and outside OTPs to administer, but not prescribe, 

“narcotic drugs” to a person “for the purpose of relieving acute withdrawal symptoms 

when necessary while arrangements are being made for referral treatment.”

Not more than one day’s medication may be administered to the person or for the 

person’s use at one time

Such emergency treatment may be carried out for not more than 3 days and may not be 

renewed or extended

Easy MAT Act signed as part of short-term funding bill on December 11, 2020

Under this law, practitioners (not just physicians) will be allowed to dispense three-days’ 

worth of medication at one time, saving patients from having to make subsequent trips to 

the ED.

DEA had 6 months to issue the regulation – still not issued

Email template to apply for 

the exception found here.

Requests to DEA

https://www.acep.org/federal-advocacy/federal-advocacy-overview/regs--eggs/regs--eggs-articles/regs--eggs---april-7-2022/


Proposed CDC Clinical Practice Guideline for Prescribing 
Opioids

February 2022: CDC releases Revised Draft Guideline of the 2016 Opioid Prescribing Guideline

12 recommendations across 4 broad categories

Determining Whether or Not to Initiate Opioids for Pain

Opioid Selection and Dosage

Opioid Duration and Follow-Up

Assessing Risk and Addressing Harms of Opioid Use

In April 2022, ACEP and SAEM jointly responded to Proposed 2022 CDC Clinical Practice Guideline for Prescribing Opioids

https://www.acep.org/globalassets/new-pdfs/advocacy/acep-and-saem-comments-on-draft-cdc-opioid-guideline.pdf


Draft Model Legislation: Substance Use Disorder Treatment in 
Emergency Settings Act

ACEP has been invited to comment on the draft model legislation that requires the initiation of MAT in EDs and hospitals.  The 

draft model legislation: 

requires the development of achievable, effective, and evidence-based protocols in emergency health settings, such that there will be a 

measurable improvement in health outcomes for those discharged from emergency departments following substance use-related emergencies. 

Establishes oversight and enforcement mechanisms that would ensure consistent data collection and compliance assurance by state actors, 

thus ensuring constant improvement of health care delivery. 

Creates and activates a variety of funding levers in order to promote improved protocols and dismantle barriers to improving quality of care

The Legislative Analysis and Public Policy Association (LAPPA), in partnership with Georgetown Law Center and ONDCP, has 

worked on the model legislation, and Dr. Aimee Moulin provided initial input during a meeting on September 27.



Naloxone

ACEP is working with the AMA and others on the AMA Substance Use and Pain Care Task Force.

Creating a paper on “Help save lives: Support community-based naloxone access, prescribe and distribute 

naloxone.” Will include language that we encourage states to create mechanisms for EDs to directly dispense 

naloxone to eligible patients and allow reimbursement by insurers for this.

ACEP is part of coalition regarding how states should allocate opioid settlement funds from drug 

manufacturers.

Should we send resources to chapters?  What is our wish list? 



Telehealth

At the beginning of the PHE, the DEA issued waivers to 

allow DEA-registered practitioners to prescribe 

controlled substances to their patients without having to 

interact in-person with their patients. 

Under the DEA’s policy (which became effective on 

March 31, 2020), authorized practitioners can prescribe 

buprenorphine over the telephone to new or existing 

patients with OUD without having to first conduct an 

examination of the patient in person or via telehealth.

The DEA also plans to issue two regulations regarding 

the use of telehealth to prescribe controlled substances. 

Both are being reviewed by the Office of Management 

and Budget, but it is unclear when they will be issued.

The “Special Registration to Engage in the Practice of 

Telemedicine” rule relates to the Ryan Haight Online Pharmacy 

Consumer Protection Act of 2008, which required an in-person 

medical evaluation as a prerequisite to prescribing or dispensing 

controlled substances, except for practitioners engaged in the 

practice of telemedicine. The definition of the ‘‘practice of 

telemedicine’’ includes seven categories that involve 

circumstances in which the clinician might be unable to satisfy 

the Act’s in-person medical evaluation requirement yet 

nonetheless has sufficient medical information to prescribe a 

controlled substance. One specific category includes a 

practitioner who has obtained a special registration from the 

DEA. This proposed rule would permit such a special registration.

The “Audio-Only Telemedicine for Buprenorphine Initiation for 

Treatment of Opioid Use Disorder” rule would clarify the ability of 

clinicians with X waivers to prescribe buprenorphine to patients 

with OUD via an audio-only encounter (i.e., by telephone). 

https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-023)(DEA075)Decision_Tree_(Final)_33120_2007.pdf
https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-022)(DEA068) DEA SAMHSA buprenorphine telemedicine  (Final) +Esign.pdf
https://www.reginfo.gov/public/do/eAgendaViewRule?pubId=202204&RIN=1117-AB40
https://www.reginfo.gov/public/do/eAgendaViewRule?pubId=202204&RIN=1117-AB78
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