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Key Points
•	 Substance use disorders are complex, biopsychosocial diseases with high rates of 

morbidity and mortality.
•	 Addressing how underlying social determinants of health impact substance use 

will have the greatest and longest-lasting impact on improving popula-
tion health.

•	 ED substance use initiatives include screening, motivational interviewing, initia-
tion of and/or referral to treatment, and provision of harm reduction services.

•	 Patients with substance use disorders may need assistance with health-related 
social needs in order to achieve successful clinical outcomes and long-term 
well-being.

•	 Professional societies, departments of health, and lawmakers can be key partners 
to improving care within and across EDs and hospital systems.
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�Foundations

�Background

Emergency medicine providers care for patients with problems related to substance 
use on a daily basis. Compared to patients in other healthcare settings, adult emer-
gency department (ED) patients have higher rates of substance use, including 
tobacco, alcohol, non-medical use of prescription medications, and illegal sub-
stances [1]. Over the last decade, substance use-related ED visits have significantly 
increased. From 2006 to 2014, US alcohol-related ED visits rose 61.6%, from 
3,080,214 to 4,976,136 annual visits [2]. US ED drug-related visits doubled from 
2005 to 2014, in large part due to increasing rates of opioid overdose [3] which 
increased by 29.7% from 2016 to 2017 alone [4].

Rising substance use-related ED visits are due to increased overall ED utiliza-
tion, growing prevalence of substance use disorders (SUDs), increased diagnosis 
and detection of SUDs, and increased SUD severity and lethality of substances 
used. Both binge drinking and alcohol use disorder (AUD), for example, have 
increased nationally over the last two decades, especially among older males [5, 6]. 
There are approximately 88,000 alcohol-related deaths in the US each year, making 
alcohol the third leading preventable cause of death [7]. From 1999 to 2017, drug 
overdoses quadrupled and over 700,000 people died [8, 9]. Since 2013, drug over-
dose deaths due to synthetic opioids other than methadone increased exponentially 
among people from all races, ethnicities, sexes, and age groups [10]. Most of these 
deaths involved potent synthetic opioids, specifically fentanyl [11, 12]. While crude 
overdose death rates have been highest among White people, the highest percent 
increase in mortality due to synthetic opioids other than methadone has been among 
non-Hispanic/Latinx Black people. From 2013 to 2017, non-Hispanic/Latinx Black 
people had an 18-fold increase in overdose mortality, people who identified as 
Hispanic/Latinx had a 12.3-fold increase, and non-Hispanic/Latinx White people 
had a 9.2-fold mortality increase [12].

Despite the increasing national prevalence and severity of SUDs, engagement 
in formal addiction treatment remains low [2, 3, 13–15]. In 2018, there were an 
estimated 21.2 million people over the age of 12—7.8% of the US population—
who needed treatment for a SUD, but only about 11.3% of people with a SUD 
(2.4 million people) received specialty treatment [16]. This treatment gap is due 
to multiple factors, including stigma and discrimination, limited treatment avail-
ability, cost, un- and under-insurance, failure to perceive a treatment need, and 
unmet health-related social needs [17–20]. In this chapter, we describe how, as a 
key interface between the community and the healthcare system, emergency 
medicine providers have an important opportunity to help close the SUD treat-
ment gap and improve public health by advocating for policies and programs to 
provide early treatment initiation, reduce treatment barriers, and address health-
related social needs.
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�Evidence Basis

Historically, SUDs have been mischaracterized as moral failings resulting from 
bad “choices.” Neuroscience research on addiction has demonstrated the neuro-
nal circuitry changes from exposure to alcohol or drugs that result in compul-
sive substance use despite adverse personal consequences [21]. Advancements 
in our neurobiological understanding of SUDs now support the treatment of 
SUDs as chronic diseases. However, SUDs also have complex psychosocial 
components; they often co-occur with psychiatric conditions and are deeply 
intertwined with social determinants of health (SDOH). These factors influence 
not only the development SUDs, but also use-related harm and treatment initia-
tion and retention.

The social determinants of SUDs are complex and vary by individual, geogra-
phy, and substance, but there are some common associated factors. Housing status, 
adverse childhood experiences, and exposure to trauma and violence are all associ-
ated with substance use and the development of SUDs [22–25]. ED patients experi-
encing homelessness, for example, have increased prevalence and severity of 
substance use compared to ED patients who are stably housed [26]. Other individ-
ual-level factors, such as lower level of educational attainment, having low income, 
and being unemployed, underemployed, or employed in a job with a high risk of 
injury, such as manual labor occupations, have also been associated with increased 
rates of substance use and opioid overdose [27, 28]. The rise in deaths among mid-
dle-aged, less-educated, working-class White people due to alcoholism, overdose, 
and suicide—the so-called “deaths of despair”—have been connected to high unem-
ployment, poor job prospects, and widening social inequalities [29–31]. The rela-
tionship between SUDs and social determinants of SUD is bidirectional and cyclical. 
For example, just as substance use can result in loss of income, housing, or employ-
ment, lack of housing or employment can impair an individual’s ability to success-
fully engage in SUD treatment and sustained recovery. Due to structural racism, 
economic opportunities and SUD treatment access and maintenance are even more 
limited for Black people [32, 33].

Interventions to address SUD in the medical setting have typically focused 
on individual medical treatment and/or behavior changes. These are important, 
but addressing the social determinants that underlie substance use will have a 
greater impact on improving overall population health [34]. A comprehensive 
approach to addressing SUDs takes into account not only the medical treatment 
of SUDs, but also health-related social needs and “upstream” SDOH.  The 
socioecological model in Fig. 10.1 outlines key substance use-related factors 
and multilevel interventions ranging from the individual and intrapersonal 
levels to organizational, community, and policy spheres. Using an upstream 
approach to understand SUDs can help inform ED strategies and practices 
at the bedside as well as broader system-level and community-engaged 
interventions.

10  Substance Use: A Social Emergency Medicine Perspective
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�Emergency Department and Beyond

�Bedside

While addressing the social determinants of SUDs may have the greatest impact on 
reducing population-level SUD morbidity and mortality, ED clinicians can have a 
significant and long-term impact on the health and wellbeing of individuals with 
SUD even in a brief clinical encounter. A social emergency medicine approach to 
ED treatment of SUDs entails four basic components: (1) identification of harmful 
substance use; (2) treatment initiation and harm reduction; (3) referral to treatment; 
and (4) identifying and addressing health-related social needs.

Many people with SUDs have a prior history of trauma, including physical, emo-
tional, and sexual assault and/or abuse [35–37]. Using a trauma-informed approach 
during the healthcare encounter is key to identifying patients with SUDs and suc-
cessful patient engagement. This includes awareness of the widespread impact of 
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Fig.  10.1  Socioecological model and public health impact of interventions for substance use 
disorders [34, 173, 217]
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trauma, recognizing the signs and symptoms of trauma, integrating knowledge 
about trauma into patient care, and preventing re-traumatization [38, 39]. Providers 
can avoid re-traumatizing patients by communicating with and caring for patients in 
a respectful, non-judgmental way that prioritizes a patient’s sense of safety; uses 
person-centered, de-stigmatizing language; demonstrates provider trustworthiness 
and transparency; encourages peer support, mutual self-help, and patient empower-
ment; and incorporates considerations about cultural and historical context, gender, 
race, sexuality, and economics [38, 40].

Identification of Substance Use Disorders 
Many substance use-related ED visits are due to intoxication, acute overdose, injury, 
suicidality, or injection-related injuries or infections. Other reasons for seeking care 
include acute exacerbations of chronic conditions related to substance use, such as 
liver failure from alcoholic cirrhosis. For many ED patients, however, harmful 
substance use or the presence of a SUD may not be obvious. Given the high 
prevalence of tobacco, alcohol, and drug use among ED patients overall, many EDs 
have implemented either universal or targeted substance use screening [41].

Substance use screening, brief intervention, and referral to treatment (SBIRT) 
interventions have been widely studied for tobacco, alcohol, and other drugs [42]. 
ED SBIRT interventions can be done by ED clinicians, social work, or drug and 
alcohol counselors and typically take 5-30 minutes, depending on intervention 
scope and content [43]. While studies have yielded variable results [41], SBIRT 
interventions in ED and non-ED settings overall show efficacy for not only reducing 
consumption of alcohol, tobacco, marijuana, and other drugs (e.g., cocaine, meth-
amphetamine, and heroin) [44], but also substance use-related risk behavior, such as 
driving while intoxicated [45]. More information about SBIRT can be found through 
the SAMHSA-HRSA Center for Integrated Health Solutions (https://www.integra-
tion.samhsa.gov/clinical-practice/sbirt).

Screening can be targeted or universal and there are several short screening tools 
that have been adapted for ED use, such as the AUDIT-C [46–48], CAGE [49], and 
NIAAA single-use question [50–52]. Early detection and intervention for harmful 
substance use can prevent SUD development. Screening is especially relevant for 
adolescents, who may have early or undetected harmful substance use [53]. SBIRT 
has been widely applied and recommended in pediatrics using the CRAFFT screen-
ing tool, which is validated, brief, and developmentally appropriate [54, 55].

Screening paired with motivational interviewing, a patient-centered approach 
that incorporates a patient’s preferences and choice [56], will inform the type of ED 
treatment and/or harm reduction services provided and subsequent treatment refer-
ral. A positive screen or identification of unhealthy alcohol and/or drug use can be 
followed by a brief conversation to elicit the patient’s perspective and any steps they 
might take to be safer and healthier.

Treatment Initiation and Harm Reduction 
Medical treatment of toxidromes and withdrawal are routinely taught during resi-
dency training to meet basic emergency medicine clinical competencies [57]. As a 
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result, ED clinicians have considerable expertise in the management of intoxication, 
alcohol withdrawal, and overdose. ED provision of medications for SUD includes 
nicotine replacement for tobacco cessation and buprenorphine for the treatment of 
opioid use disorder (OUD) [58–61]. Naltrexone and acamprosate are effective 
medications to treat AUD, but their initiation in the ED has not yet been described 
[62]. After alcohol, tobacco is the next most common substance used among ED 
patients. ED-provided motivational interviewing and nicotine replacement have 
been shown to be effective in reducing tobacco use, including among low-income 
ED patients [63]. In just a few minutes, ED providers can assess for tobacco use, 
provide smoking cessation counseling, and prescribe nicotine replacement while a 
person is awaiting admission or upon discharge with referral to outpatient resources 
[58, 64, 65].

Key ED OUD initiatives include naloxone distribution for overdose rescue, ED 
initiation of buprenorphine, and behavioral counseling with referral to treatment 
[66]. Treatment with agonist medications for OUD (MOUD)—specifically 
buprenorphine and methadone—decreases mortality by more than 50% [67] and 
has also been shown to reduce overdose and acute care utilization [68]. Currently, 
however, only a minority of people with OUD are treated with these medications 
[69]. Receipt of MOUD in the year following an ED visit for an opioid overdose is 
associated with reductions in all-cause and opioid-related mortality [70]. A single 
site study of ED-initiated buprenorphine demonstrated a greater likelihood of 
follow-up at 30 days, decreased self-reported opioid use, and cost-effectiveness 
[61, 71]. Any prescriber with a DEA license can order buprenorphine for 
administration in the ED. However, completion of required training and receipt of 
a Drug Addiction and Treatment Act of 2000 (DATA 2000) waiver is needed to 
provide patients with a discharge prescription [72]. If a provider does not have a 
waiver, patients may return to the ED for up to 72 hours to get additional doses of 
buprenorphine [73, 74]. Providing patients with a prescription for a short course of 
buprenorphine until they can be seen for outpatient follow-up is preferred. Some 
EDs use hospital-based bridge programs or low barrier access clinics that stabilize 
patients on MOUD and link patients to outpatient office-based or opioid treatment 
programs (OTPs) for ongoing treatment. Other EDs provide referral directly to 
community-based OTPs or office-based treatment providers [75–77]. Success of 
ED-initiated buprenorphine is dependent on the availability of outpatient office-
based buprenorphine providers and OTPs. There is significant variability in access 
to providers, with large access gaps by geography [17, 78, 79] and race [32]. 
Telemedicine is one strategy used to try to address gaps in outpatient treatment 
access [80–85].

Harm reduction, an approach which seeks to reduce drug-related harm while 
respecting individuals’ autonomy, is an essential component of comprehensive 
SUD care. Intervention cornerstones include syringe services programs and over-
dose education and naloxone distribution programs. Recommended by the World 
Health Organization and the Centers for Disease Control and Prevention (CDC), 
syringe services programs provide sterile injection supplies and teach safe injection 
practices to individuals who inject drugs, including opioids and methamphetamine. 
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These programs have been shown to reduce HIV and hepatitis C transmission 
without increasing substance use [86–91]. Syringe services programs also provide 
additional services including HIV and hepatitis C testing, naloxone distribution, 
personalized support, continuity, and linkage to care. Given these benefits, patients 
should be referred to syringe services programs for continued harm reduction and 
support services, if available.

Community overdose education and naloxone distribution programs have been 
shown to reduce overdose mortality [92–95]. Naloxone is an opioid antagonist 
that reverses the effects of an opioid overdose. Naloxone distribution has increased 
substantially in recent years through community-based harm reduction organiza-
tions, public health departments, pharmacies, and other medical and community 
settings. EDs are increasingly distributing naloxone to patients at risk of opioid 
overdose [96–99]. While the liberal distribution of naloxone in EDs is recom-
mended, some particularly high-risk groups include people recently released from 
prison [100, 101], people who inject opioids or concurrently use opioids and other 
sedating substances (e.g., benzodiazepines, alcohol) [102], and people with sig-
nificant co-morbidities such as liver and lung disease [103]. Naloxone can be 
prescribed by any ED prescriber. Some EDs distribute take-home naloxone kits 
that include a mouth barrier for rescue breathing and educational materials. All 
patients at risk of overdose, or who are around individuals at risk of overdose, 
should be offered naloxone. In states that allow for third party prescribing of nal-
oxone, naloxone can also be provided to family and friends of individuals at risk 
for opioid overdose [104].

Referral to Treatment 
ED SUD screening, motivational interviewing, and referral to treatment can be done 
by any ED provider. Training in these practices is short and can be easily incorporated 
into emergency medicine residency training [105–107]. Depending on availability, 
Health Promotion Advocates, peer recovery specialists, substance use navigators, 
health coaches, or social workers can provide not only treatment referral, but can 
also help address issues like transportation, insurance coverage, and food and 
housing insecurity, which are key factors in treatment initiation, engagement, and 
retention.

One of the earliest examples of these types of programs, Project ASSERT 
(Alcohol & Substance Use Services, Education, and Referral to Treatment), uses 
Health Promotion Advocates, who are licensed peer alcohol and drug counselors, to 
provide substance use assessments and linkage to care. The first Project ASSERT 
program was started at Boston Medical Center (BMC) ED in 1994. Similar pro-
grams have since been implemented at EDs across the US [108–110]. Project 
ASSERT Health Promotion Advocates provide bedside psychosocial assessments, 
determine the appropriate treatment level of care, and arrange for placement in a 
continuum of treatment services as well as referrals to community support services. 
Support services provided include placement in shelters, social peer support 
referrals, overdose education, and naloxone rescue kits, primary care linkage, 
transportation assistance, and referrals to the BMC’s food and clothing banks. 
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Patients interested in MOUD or AUD treatment receive same or next-day 
appointments at the affiliated BMC Faster Paths low-barrier bridge clinic [108, 111].

Some EDs use community-based peer recovery specialists, also known as recov-
ery coaches, to assist with treatment linkage. Peer recovery specialists complete 
training (and, in some states, a certification exam) about addiction, SUD treatment, 
trauma-informed care, and motivational interviewing. They use their personal expe-
rience to provide individualized peer support to help individuals with SUD identify 
and remove barriers to treatment, including health-related social needs such as 
housing, lack of insurance, and lack of sufficient employment or education. Peer 
specialists can be hired by community-based organizations, departments of health 
[112], or be hospital-affiliated or employed [113–115]. For example, the AnchorED 
program in Rhode Island [96, 113] is a partnership between hospitals and a 
community-based organization, Anchor Recovery Community Center. After a 
patient presents to an ED, consulted AnchorED peer recovery coaches assess 
patients for readiness for change and provide motivational interviewing, naloxone 
and overdose prevention education, treatment navigation, and follow-up after an ED 
visit. Similar models are being increasingly applied in other municipalities and 
states [112, 116], but effectiveness has yet to be fully assessed [97, 112, 117].

Referral to treatment is best provided by a multidisciplinary team but for EDs 
that do not have these resources, clinicians can still provide screening, counseling, 
and referral to treatment. Community treatment services can be found using 
SAMHSA’s National Helpline (1-800-622-HELP [4357]) or their online treatment 
locator: https://findtreatment.samhsa.gov/. Local peer support groups can also be 
found through Alcoholic Anonymous (www.aa.org), Narcotic Anonymous (www.
na.org), or SMART Recovery (Self-Management and Recovery Training at www.
smart.org)

Identifying and Addressing Health-Related Social Needs 
Because social needs impact substance use and access to SUD treatment, compre-
hensive ED initiatives to address SUDs must simultaneously address unmet social 
needs. At the time of an ED visit, individual-level assistance with housing, food 
insecurity, transportation, or health insurance can be provided. As these may be key 
barriers to accessing addiction treatment, assistance with these factors from the ED 
can help facilitate successful outpatient treatment engagement and retention. This 
may include the provision of services from the ED or referral to community 
resources. In 2019, the American College of Emergency Physicians (ACEP) 
recognized the importance of addressing social needs in the ED by passing a 
resolution endorsing staffing EDs with social workers [118]. Furthermore, hospitals 
and healthcare systems can develop infrastructure to assist patients with insurance 
enrollment, healthcare, and social services navigation, providing any needed 
clothing, jackets, or shoes, and provision of transportation vouchers and/or assistance 
to help patients attend outpatient follow-up appointments [119, 120]. As is discussed 
in greater detail below, housing is a key area of need for many patients with SUDs. 
For individuals with SUDs, referrals to Housing First programs—housing for 
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individuals experiencing homelessness without prerequisites around sobriety or 
completion of SUD treatment [121–123]—may be preferred to programs that 
require abstinence.

�Hospital/Healthcare System

Health and hospital systems as well as professional societies can encourage depart-
ments of health and state and local governments to make systemic and policy 
changes to that would ultimately improve care for ED patients with SUDs and 
address their unmet social needs. Emergency physicians have led such efforts across 
the US. Parity for SUD treatment under the Affordable Care Act has improved 
access to care, but significant barriers remain, largely related to gaps in treatment 
availability, challenges in addressing concurrent unmet social needs, and pervasive 
stigma [124, 125]. Black, Indigenous, and people of color (BIPOC) [33, 126–128], 
women [129], residents of rural areas [17, 78, 130, 131], and low-income individu-
als [125, 132] have lower initiation and maintenance of addiction treatment. In areas 
with limited addiction medicine provider availability [32, 79], telemedicine is being 
used to fill treatment gaps by providing either direct services or behavioral interven-
tions [81], patient to provider communications, or enhancing the capacity of local 
providers to provide treatment for SUDs [133, 134]. However, these services can 
require ongoing access to the internet and/or smartphones, which may be cost-pro-
hibitive or unavailable for some low-income individuals and people living in rural 
areas, who may be in most need of these services [135–138].

Reimbursement metrics can be used to reward care quality and value rather than 
quantity. Some of these initiatives are driven by, or done in partnership with, payers. 
MassHealth, Massachusetts’ Medicaid program, for example, has developed a net-
work of Accountable Care Organizations to improve care for patients with SUDs 
[139]. The growing emphasis on care quality has spurred some hospital systems to 
develop quality and population health initiatives [140] including housing programs, 
local workforce development initiatives, food pantries and gardens, and healthcare 
managers and navigation programs for patients with SUDs. Given the high preva-
lence of co-occurring substance use and unmet social needs among individuals who 
frequently use the ED [141–143], some initiatives designed to address frequent ED 
utilization have incorporated SUD treatment along with addressing health-related 
social needs [144]. Some programs use community health workers or offer intensive 
case management to provide individualized support and healthcare navigation 
[144–147].

Some municipalities have established respite programs where people without 
housing can stay while receiving treatment for medical problems that do not require 
hospitalization, but could not be safely addressed at a shelter or while living on the 
street [148]. Expanding indications to include beginning someone on SUD treatment 
is one potential strategy that could help improve SUD treatment initiation among 
patients experiencing homelessness.

10  Substance Use: A Social Emergency Medicine Perspective
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Some municipalities and hospitals have invested in alternate sites of care for 
people who are intoxicated. One example is sobering centers, locations where unin-
jured and medically stable intoxicated individuals can safely regain short-term 
sobriety as an alternative to being brought to an ED or jail [149, 150]. Sobering 
centers have been implemented around the US and vary in their organizational affil-
iation, triage mechanism, and funding. Currently, there is no standardized scope of 
work or certification process for sobering centers. While they typically do not 
deliver onsite treatment for substance use, they can provide peer support and link-
age to treatment.

To improve the quality of care within and across health systems, professional 
societies, public health departments, and state and federal governments have 
released treatment recommendations, guidelines, standards, and requirements for 
the treatment of SUDs in the ED. All trauma centers are required to screen, at a 
minimum, for alcohol use to maintain their trauma center certification [151]. 
Level I and Level II certified trauma centers must not only screen, but also provide 
interventions for all individuals who screen positive. The Colorado [152] American 
College of Emergency Physicians (ACEP) chapter has written treatment guide-
lines and California ACEP [59] has collaborated on and endorsed guidelines for 
ED buprenorphine initiation. Nationally, ACEP has not only supported ED nalox-
one distribution, but also the use of opioid prescribing guidelines and ED 
buprenorphine initiation. ACEP is also working to improve ED care of OUD at 
academic and community EDs. Through its Emergency Quality Network 
(E-QUAL) Opioid Initiative, ACEP provides online education and training 
resources and quality metric reporting and measurement for participating EDs 
nationwide [153].

Some states have begun to regulate and/or incentivize OUD treatment standards. 
After the passage of a substance use discharge planning law in 2016, the Rhode 
Island Department of Health released hospital treatment standards for the treatment 
of OUD and opioid overdose. These standards require EDs to provide standardized 
SUD screening; use peer recovery services; refer patients to treatment; and provide 
naloxone for overdose rescue, among other requirements [154]. These standards 
also include additional care recommendations for hospitals that can initiate and 
maintain patients on MOUD. Similarly, the city of Baltimore also released hospital 
standards of care [155], all New York City hospitals have agreed to treatment guid-
ance put forward by the NYC Department of Health and Mental Hygiene [156], and 
last year the Massachusetts legislature passed a law requiring that EDs have proto-
cols and capacity to possess, dispense, administer, and prescribe buprenorphine. To 
assist EDs with implementation, the Massachusetts Health and Hospital Association 
and the Massachusetts ACEP chapter released treatment guidelines [157]. Using 
financial incentives rather than regulation, the Pennsylvania Department of Human 
Services added an opioid-specific incentive to their Hospital Quality Improvement 
Program [158]. This program provides financial incentives for hospitals to develop 
clinical pathways to link Medicaid patients with OUD into treatment within 7 days 
of an ED visit [158, 159]. Moving beyond incentives, in February 2019, California 
passed legislation funding EDs to hire and pilot substance use disorder peer naviga-
tors and behavioral health peer navigators [160].
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�Societal Level

While substance use and SUDs are present among all genders, races, geographic 
regions, and social strata, they are not evenly distributed or equitably treated. 
Socioeconomic conditions have a significant impact on the development, progres-
sion, and treatment of SUDs. These conditions include, but are not limited to, hous-
ing conditions, healthcare access, availability of community resources, poverty, 
immigration status, employment, exposure to violence, neighborhood stressors, and 
discrimination [30, 161–163]. Many of the neighborhood-based inequalities we 
observe today are the direct result of historical housing policies known as “red-
lining” which not only resulted in the segregation of US metropolitan areas, but also 
systematically limited Black people’s opportunities for economic advancement 
[164]. Widening income inequality, weakening social welfare and healthcare safety 
net programs, and diminishing social cohesion over the last 50 years all contribute 
to social distress that is associated with higher substance use severity and mortality 
[30, 31, 165, 166]. Areas with the lowest levels of social capital and socioeconomic 
status, for example, tend to have more liquor stores [169] and higher overdose rates 
[167, 168]. Conversely, wealthier counties and communities have fewer liquor retail 
outlets [170], lower levels of tobacco and alcohol use [171], and lower rates of opi-
oid overdose [168]. Where people live and local demographics also impact what 
treatment options are available to them. For example, counties that are majority 
White are more likely to have access to buprenorphine, as compared to predomi-
nantly Black counties which are more likely to have access to methadone [32].

To support broader structural change and improvements in population health, 
emergency physicians can leverage their frontline experience, data, and knowledge 
to identify and advocate for programs, initiatives, policies, and legislation that 
address social determinants of SUDs. Societal level changes that will impact the 
development and treatment of SUDs can be divided into three general categories: 
(1) individual social factors; (2) public policy; and (3) the drug supply environment 
[172]. Each of these factors impacts not only substance use and addiction treatment, 
but also individual and population health and social outcomes.

Individual Social Factors 
As previously discussed, structural inequities, SDOH, neighborhood exposures, and 
one’s living environment have an important impact on substance use and treatment 
engagement. In addition to addressing individual patient social needs as described 
earlier, ED providers and health systems can work on a larger community or 
structural level to improve the social determinants of SUDs. For example, stigma 
and discrimination toward drug use, people who use drugs, and people with SUDs 
present barriers to treatment access [173, 174]. To address this barrier, the Grayken 
Center for Addiction at Boston Medical Center has launched an anti-stigma 
campaign, which includes training and advocacy for use of non-stigmatizing 
language when talking about people with SUDs. This also includes employment 
initiatives that build workforce capacity for people with SUDs, public housing 
strategies to support people with SUDs, and educational programs and services for 
people with SUDs to get re-enrolled in school and gain higher education to help 
them improve their future job opportunities [175].
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Housing is another key determinant of substance use that health systems can help 
address by screening patients for housing needs, referring patients to existing housing 
resources, and even providing funding or land for housing-related initiatives in con-
junction with community and governmental stakeholders. There are two basic hous-
ing models to assist people with SUDs: Housing First permanent supportive housing 
and Recovery Housing (aka Sober Living Houses) [176]. Housing First is a model of 
permanent supportive housing not limited to people with SUDs. Residents are pro-
vided with permanent housing that uses a harm reduction approach to provide indi-
viduals with voluntary support and resources for their substance use [121]. These 
programs have demonstrated good efficacy in housing retention for people with SUDs 
[121–123]. Recovery Housing can range from independent, resident-run homes to 
staff-managed residences that provide clinical services [177]. Such programs are het-
erogeneous, and many use a model of peer-support with abstinence-based, Alcoholics 
Anonymous/Narcotics Anonymous type teachings. Some evaluations of Recovery 
Housing programs have shown decreased substance use, increased monthly income, 
and decreased incarceration [177]. While housing is essential for successful recovery, 
given the variability of Recovery Housing programs, some programs may not be well 
suited for patients with OUD if they do not accept individuals on MOUD.

Public Policy 
Addressing socioeconomic determinants of SUDs requires changes in current pub-
lic policy including expansion of social programs. Available transportation, educa-
tion, health, addiction treatment, housing, social and legal advocacy services, and 
interactions with the criminal justice system, have significant impacts on SUD 
development and treatment. Medicaid expansion has improved treatment access in 
expansion states, but has not fully addressed overall treatment gaps or racial and 
gender disparities in care [32, 33, 70, 125, 127, 132, 178]. Addressing racial and 
gender disparities in treatment engagement and retention will require identifying 
and addressing systematic bias in treatment programs and the development of 
culturally competent, linguistically accessible, and/or specific treatment programs, 
including for pregnant people with SUDs [178–180]. Restrictive immigration 
policies, detention, deportations, anti-immigrant sentiments, and limited interpreter 
services are additional barriers faced by immigrants and refugees accessing mental 
health and substance use services [181].

Emergency physicians can be important advocates for the establishment or 
removal of laws to reduce drug use-related harm. Historically, the US has used a 
criminal justice policy strategy to address SUDs [182]. This has had important 
implications for SUD prevalence, morbidity, mortality, and public health. Rather 
than decreasing substance use, this approach has largely pushed substance use 
underground, resulting in increased use-related harm. In the case of witnessed 
opioid overdose, for example, many report fear of arrest as a primary cause of not 
calling 911 [183]. The passage of Good Samaritan Legislation offers some protection 
against prosecution to encourage utilization of emergency medical services in case 
of an overdose. Other state-specific legislation, specifically naloxone and syringe 
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access laws, offer important opportunities to provide harm reduction services that 
can prevent opioid overdose as well as injection-related complications such as cel-
lulitis, endocarditis, HIV, and hepatitis C [184–186]. The effectiveness of these laws 
is undermined, however, by the presence of paraphernalia laws, which criminalize 
possession of equipment for drug consumption, including sterile syringes, even if 
acquired from a syringe services program or purchased at a pharmacy [187]. Despite 
their public health utility, many states severely restrict syringe access at pharmacies 
or community-based syringe services programs, especially in rural communities 
and the Southeast and Midwest regions [187]. For more information about laws 
related to opioid prescribing, MOUD, Good Samaritan Legislation, naloxone 
access, and paraphernalia, see the Prescription Drug Abuse Policy System (PDAPS) 
at: http://pdaps.org.

Although all people who use illegal drugs face increased policing and scrutiny 
from the criminal justice system, communities of color and low-income communi-
ties are disproportionately impacted [188, 189]. Longer sentences for drug posses-
sion, including three-strikes laws and mandatory minimums, have not reduced the 
prevalence of substance use or rates of overdose [190] but have resulted in the mass 
incarceration of BIPOC communities [191]. These policy failures are related to the 
recurrent relapsing nature of SUDs, a high prevalence of trauma and post-traumatic 
stress disorder among incarcerated people, limited-to-no economic opportunities 
for those who have been incarcerated, and concurrent defunding of social welfare 
programs [190, 191, 192].

Furthermore, the use of evidence-based treatment in prison is limited and, where 
available, racial disparities persist, with decreased provision to Black people who 
are incarcerated [193]. Following release from prison, 77% of individuals with 
OUD return to opioid use and the risk of death increases threefold [194]. A minority 
of prisons and jails offer people with OUD evidence-based treatment with 
MOUD. Many prisons and jails even force individuals to stop their methadone and/
or buprenorphine upon entry. Offering or continuing MOUD in prison can have a 
significant impact on overdose deaths. Studies from the US and internationally 
exploring prison buprenorphine programs have observed reductions in post-release 
opioid overdose death of up to 85% [195–197].

Punishing substance use with incarceration has not reduced substance use, nor 
has it decreased substance-use related morbidity and mortality. Furthermore, crimi-
nal justice involvement has a detrimental impact on a person’s ability to obtain 
housing, employment, and education and a significant negative impact on the health 
and wellbeing of the families and communities of people who are incarcerated—all 
of which can undermine successful engagement in SUD treatment after incarcera-
tion [198]. Outside of drug legalization, policy changes to mitigate the impact of 
criminal justice drug policies would include job and education programs for people 
with criminal justice involvement, defelonization of drug possession, equitable 
access to SUD treatment, removal of screening for prior convictions on employment 
applications [199], and decoupling felony convictions from eligibility for housing 
and occupational licenses [200, 201].
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Drug or diversion courts are one strategy used to reduce incarceration for drug-
related charges and to improve access to addiction treatment. Some have shown 
effectiveness in reducing substance use and recidivism, but they vary in form, use, 
and provision of evidence-based treatment [202–204]. One study showed that only 
53% of drug courts allowed MOUD to be part of an individual’s treatment plan 
[194]. Patient advocates have voiced concern about the role of coercion in accep-
tance of treatment, the efficacy of coerced treatment, and the persistence of racial 
discrimination in the courts, as treatment has been observed to be preferentially 
provided to White people facing criminal charges [205]. If implemented effectively, 
however, these programs could have the potential to reduce incarceration and 
improve treatment engagement.

A public health policy approach to SUD would entail a fundamental and radical 
change in drug policy. Drug and drug paraphernalia decriminalization and expansion 
of evidence-based addiction treatment could not only reduce the health consequences 
of drug use and incarceration but could also lower barriers to treatment and harm 
reduction services. In 2001, Portugal decriminalized drug consumption and expanded 
access to treatment and harm reduction services. Portugal had previously been consid-
ered the “heroin capital of Europe,” with an estimated 1% of its population using 
heroin. Since decriminalization, from 1999 to 2013, overdose deaths have decreased 
by 80%, treatment engagement increased over 60%, new diagnoses of HIV decreased 
by 94%, per capita social cost of drug misuse decreased by 18%, and the percentage 
of people in prison for drug law violations decreased by 45% [206–208].

Drug and Alcohol Supply 
Many efforts to reduce substance use and substance use-related harm have focused 
on reducing and restricting the drug and alcohol supply. These efforts have ranged 
from total prohibition to legalization with government regulation and enforcement. 
Alcohol was previously prohibited and is now regulated through taxes and other 
restrictions by age, time, location, and types of beverage. Tobacco is similarly 
restricted through taxes, and restrictions on age and locations of consumption, 
which have contributed to reductions in tobacco use and in mortality from smoking-
related illnesses [209, 210]. States are increasingly passing legislation to legalize 
and regulate recreational and medical marijuana consumption, despite federal 
restrictions [211, 212].

Drug supply strategies to address opioid overdose have focused on reducing opi-
oid prescribing, use of prescription drug monitoring programs, and Drug 
Enforcement Administration responses to the global drug market. Reducing pre-
scription supply without increasing the availability of SUD treatment and harm 
reduction services has shifted demand toward illegal drug use. Since the release of 
the CDC’s opioid prescribing guidelines in 2016, there has been a decline in opioid 
prescribing [213, 214]. However, despite decreasing prescriptions, overall overdose 
deaths remain high with many overdoses involving illegal opioid use alone and in 
combination with prescription opioids [9].

Successfully addressing the opioid epidemic, and substance use disorders more 
broadly, requires looking beyond biological and medical approaches of prevention, 
diagnosis, and treatment to strategies that address broader global structural issues that 
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drive the drug trade, such as underdevelopment and poverty. As clinicians, we start at 
home, one patient at a time. But, by also advocating for hospital, health system, and 
societal changes in partnership with local communities and policy makers, ED provid-
ers can have a meaningful systemic impact to reduce SUD morbidity and mortality.

�Recommendations for Emergency Medicine Practice

�Basic

•	 Identify patients with substance use disorders based on their clinical presenta-
tion or use a one-question or brief substance use disorder screening tool 
(https://www.integration.samhsa.gov/clinical-practice/screening-tools) [41].

•	 Provide take-home naloxone for all patients who have presented after an opioid 
overdose or who are at risk for an overdose.

•	 Treat opioid withdrawal in the ED with opioid agonists; methadone if the patient 
is on methadone, buprenorphine if the patient is not on long-acting opioids and 
has no contraindications [215].

•	 Counsel patients on treatment options and refer patients requesting help to 
appropriate inpatient or outpatient treatment programs that offer medications 
for SUDs.

•	 Offer rapid HIV testing to individuals who inject drugs.
•	 Refer patients who use injection drugs to syringe services programs and provide 

them with education about sterile injection techniques to reduce soft tissue infec-
tions and transmission of HIV and hepatitis C.

�Intermediate

•	 For patients with moderate to severe OUD who are not in treatment or taking 
long-acting opioids (e.g., methadone), prescribe buprenorphine and provide 
referral to outpatient follow-up. While an “X-waiver” is required to write a dis-
charge prescription for buprenorphine, any DEA-licensed ED provider can order 
a dose of buprenorphine to be administered in the ED (see ACEP’s Buprenorphine 
Use in the ED Tool [60] https://www.acep.org/patient-care/bupe/ or the ED 
Bridge Guide [216]: https://ed-bridge.org/guide).

•	 Employ ED health navigators (peers or Health Promotion Advocates) to conduct 
substance use assessments, behavioral counseling, and linkage to treatment.

•	 Identify and assess unmet social needs among patients with substance use disor-
ders and refer to community resources as appropriate.

�Advanced

•	 Establish hospital-based programs or community partnerships to address 
patients’ unmet social needs as a key part of addressing SUDs.
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•	 Establish hospital workforce development programs for individuals with SUDs.
•	 Advocate for changes in public policy that expand access to addiction treatment 

and harm reduction rather than punishment.

�Teaching Case

�Clinical Case

Ms. B is a 30-year-old Latina female with limited English proficiency and a past 
medical history of chronic low back pain, post-traumatic stress disorder secondary 
to sexual assault, and bipolar disease. She reports a history of heroin use and more 
recent use of opioid pills that she buys on the street. She presents to the ED experi-
encing opioid withdrawal symptoms and requesting Percocet. She receives one dose 
of 4mg buprenorphine/1mg naloxone by the ED attending and is referred to the 
ED’s Faster Paths to Treatment’s Bridge Clinic for further evaluation the next day.

At Faster Paths, she reports that one year prior to her visit her oxycodone prescrip-
tion was abruptly discontinued by her primary care physician, who was concerned 
about the new state prescribing regulations and monitoring system. She began buying 
“Percocet 30mg” and tramadol on the street to prevent withdrawal and relieve her low 
back pain. The Faster Paths bridge clinic physician prescribes buprenorphine 4mg/
naloxone 1mg twice daily, and a 4mg Naloxone HCL nasal spray to carry on her per-
son. After a month of monitoring her cravings, negative urine drug testing for opioids 
except for buprenorphine, and dosage adjustments with frequent visits, she is trans-
ferred to the hospital’s Office-Based Addiction Treatment (OBAT) Maintenance Clinic.

During her last visit to Faster Paths, the patient reports extreme anxiety after 
receiving a letter notifying her to vacate her apartment by the end of the month. 
She reports that the landlord is selling the building in her gentrifying neighbor-
hood and the new landlord intends to modernize the property and vastly increase 
rent. Ms. B voices worry about losing her low-rent apartment, which is within 
walking distance from her part-time job and addiction, medical, and psychiatric 
care at the same hospital. She reports poor credit, though she could afford first 
and last month’s rent for a new apartment. She is scared of becoming homeless, 
which would threaten her stable work, safety for herself, and the security of her 
medications. She was most concerned about triggering a relapse to heroin, 
which she has not used in more than 5 years. An emergency physician working 
in the Faster Paths low barrier bridge clinic wrote a letter to her landlord 
requesting an extension on her lease. The clinic coordinator consulted BMC 
THRIVE, an online resource guide developed for direct referrals, and provided 
Ms. B with information on the BMC medical-legal partnership services and a 
state program that offers financial assistance for moving costs. The physician’s 
letter helped Ms. B get a month’s extension. She applied to Boston Public 
Housing Authority for Section 8 housing without success; however, prior to 
eviction, because of her resilience, support system, and resources, she found 
low-cost housing in a suburb outside of Boston. One year later, Ms. B continues 
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to take her prescribed buprenorphine and regularly attend her medical, addiction, 
and psychiatric appointments.

Teaching Points
	1.	 The relationship between substance use disorder and social needs is bidirec-

tional. Addressing housing instability is a critical component for patient engage-
ment and retention in substance use disorder treatment.

	2.	 Screening for substance use disorder, homelessness, and housing insecurity 
should be integrated into ED practice, documented in the electronic health 
record, and linked to a referral and/or consult for an ED social worker or peer 
advocate, as available.

	3.	 Emergency providers can write letters to landlords and government agencies and 
refer patients to local eviction prevention or legal services like the medical-legal 
partnership.

	4.	 ED providers can provide treatment for opioid withdrawal and opioid use disor-
der using medication for opioid use disorder. Beginning treatment in the ED and 
providing a warm handoff/referrals are especially important for patients with 
concurrent social needs, who may not have the resources or ability to access 
outpatient treatment options without assistance.

	5.	 EDs work within a system of care and cannot provide all needed services them-
selves. EDs should develop relationships with a referral network of substance 
use disorder treatment services and housing and other resources to help patients 
meet their social needs in their community. The SAMHSA practitioner locator 
guide is helpful to start the process of identifying referral sites for substance use 
disorder (https://www.samhsa.gov/medication-assisted-treatment/practitioner-
program-data/treatment-practitioner-locator).

Discussion Questions
	1.	 The patient presented to the ED in opioid withdrawal. The ED physician effec-

tively treated the patient with 4 mg of SL buprenorphine following ED protocol 
and state law. How does this compare to your ED’s current practice? What are 
some benefits, barriers, and enablers for providing buprenorphine in the ED? 
What mechanisms for outpatient follow-up are available in your local 
community?

	2.	 What is the impact of homelessness and housing insecurity on the behavioral and 
physical health of people with substance use disorders? How do substance use 
disorders contribute to homelessness and housing insecurity? How can ED 
physicians identify housing insecurity and homelessness? How can providers 
direct patients to appropriate community resources for unmet health-related 
social needs? How is this currently done at your institution? What are the ways 
this could be improved?

	3.	 The ED physician provided a warm handoff to colleagues in the ED low-barrier 
bridge clinic that provides buprenorphine prescriptions and case management. 
What are your thoughts on the role of ED physicians to identify and refer patients 
with substance use disorder? What are the best ways to do this?
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	4.	 What institutional or other supports would be needed for the ED to provide com-
prehensive care for patients with substance use disorders who are unstably 
housed? What resources are available at your ED/hospital? How can ED physi-
cians advocate for their hospital to engage with and support community agencies 
already involved with housing issues?
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