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Rename

Helpful Reminders

• Rename your Zoom screen,  
with your name and 
organization



Unmute

Helpful Reminders

• You are all on mute
please unmute to talk

• If joining by telephone 
audio only, *6 to mute 
and unmute 



Chat Box

Helpful Reminders

• Please type your full 
name and 
organization into the 
chat box

• Use the chat function 
to speak with IT or 
ask questions



• Bi-Weekly 1 hour teleECHO Clinics

• Every teleECHO clinic includes a 30 minute didactic presentation followed by case 

discussions

• Didactic presentations are developed and delivered by interprofessional experts 

• Website Link: www.vcuhealth.org/echo

VCU Opioid Addiction ECHO Clinics 

https://www.vcuhealth.org/echo


VCU Team

Clinical Director Gerard Moeller, MD

Administrative Medical 
Director ECHO Hub

Gerard Moeller, MD

Clinical Experts

Didactic Presentation

Subject Matter Expert

Program Manager

Senior Program Coordinator

Lori Keyser-Marcus, PhD
Courtney Holmes, PhD
Albert Arias, MD
Megan Lemay, MD

Brandon Wills, DO

Albert Arias, MD

Leslie Bobb, MPH

Lillie Lattimore, MA

Hub and Participant Introductions

• Name

• Organization

Reminder: Mute and Unmute screen to 
talk

*6 for phone audio 

Use chat function for Introduction 



What to Expect

I. Didactic Presentation
I. Brandon Wills, DO

II. Case presentations
I. Case 1

I. Case summary 
II. Clarifying questions 
III. Recommendations 

III. Closing and questions

Lets get started!
Didactic Presentation



Disclosures

Brandon Wills, DO has no financial conflicts of interest to disclose.

There is no commercial or in-kind support for this activity.



Brandon Wills, DO, FACEP, FAACT
Professor, Addictions Division
Department of Psychiatry & Emergency Medicine
Medical Director, MOTIVATE Clinic 
Fellowship Director, Medical Toxicology
VCU Medical Center

Harm Reduction:
ED Take-home Naloxone



Disclosures

• None



Objectives

• Present relevant OUD epidemiology

• Define & review harm-reduction strategies in OUD (briefly)

• Summarize barriers to dispensing naloxone from hospitals

• Describe processes to legally dispense from the ED

• Introduce VA-Naloxone Project



Warning: 
This video contains 
images of overdose 
and a distressed child

https://www.youtube.com/watch?v=bDJ4sn7tgk8&t=25s





Efforts to increase treatment have not Impacted 
Overdose Deaths in Virginia

Overdose 
Became #1 

Cause of 
Unnatural 

Death in 2013



Richmond is at the Epicenter of the 
Overdose Epidemic in Virginia



Relevant numbers

• US drug OD deaths > 100K in 2021 for the first time ever (1) 
(71,000 were related to fentanyl)

• Approx 1,000,000 non-fatal OD are treated in US ED’s annually (2)

• Non-fatal overdose has significant risk of death after discharge (next slide)

• Engagement in OUD treatment utilizing buprenorphine markedly reduces 
all-cause mortality (3)

1. https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2022/202205.htm
2. PMID: 32240125
3. PMID: 28446428, 29913516



Ann Emerg Med, 2020;75(1)

N=11,000 opioid overdoses

Subsequent death
5% dead within 1 year (1 in 20!)
1% dead within 1 month
0.25% dead within 2 days



Pre-pandemic March-June = 102
Early pandemic March-June = 227

Nonfatal opioid overdose presenting VCU ED (4 month blocks) 



More local (VCU) data

Group N= Number of patients with 
repeat OD within 6 
months after index OD 
(%)

Number of patients who 
died within 6 months of 
the index OD (%) 

2020-2021
Overdose patients 
seen in VCU ED after 
hours 
(standard referral procedures)

548 98 (18%) 33 (6%)



What % reduction in 
ER visits is seen when 

overdose education / 
naloxone is prescribed 

to primary care 
patients on chronic 

opioid therapy? 

A. 2%

B. 10%

C. 27%

D. 54%

E. 63%



What % reduction in 
ER visits is seen when 

overdose education / 
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opioid therapy? 
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Best Practice: Co-Prescribe Naloxone

+ 38.2% of 1,986 patients on long-term 
opioids were prescribed naloxone

+ Patients who received a naloxone rx had 
63% fewer opioid-related ED visits after 1 
year

Figure 1: Expected number of opioid-related ED visits per 
month by receipt of naloxone prescription



Harm Reduction



Harm Reduction Strategies

Safer (injection) use

Monitored use environments

Prevent/ screen for infections

Overdose prevention/ treatment



Chan et al. Med Clin N Am. 2022



Communities where naloxone kits are 
distributed have fewer opioid overdose deaths 

Naumann RB, Durrance CP, Ranapurwala SI, et al. Impact of a community-based naloxone distribution program on opioid overdose death rates. Drug Alcohol Depend 2019;204:107536. 

Walley AY, Xuan Z, Hackman HH, et al. Opioid overdose rates and implementation of overdose education and nasal naloxone distribution in Massachusetts: interrupted time series 
analysis. BMJ 2013;346:f174. 

Fairbairn N, Coffin PO, Walley AY. Naloxone for heroin, prescription opioid, and illicitly made fentanyl overdoses: challenges and innovations responding to a dynamic epidemic. Int J Drug 
Policy 2017;46:172–9. 





Market growing more competitive 
(Teva, Kloxxado, Zimhi)

8 mg 5 mg
4 mg



Community Naloxone







What about hospitals & emergency departments?



ED Naloxone



Challenges getting naloxone to ED patients

Clinician awareness/ willingness

Rx fill rate tend to be low (<30%)

VA pharmacy regulations= barrier to dispensing

Verdier, Am J Emerg Med, 2019 



How to legally dispense naloxone from the ED?

EHR Order for Naloxone

Retrieve from Pyxis machine

Apply fixed label 

RN provides education



VCU Emergency Department













VCU ED Take-home Naloxone
Utilization to Date

2 months

• 55 kits

• 75% overdoses

• 65% received prehospital naloxone

• 13% seeking treatment



VA Naloxone Project



Goal: All CO hospitals and emergency departments 

distribute naloxone to at-risk patients, placing 

naloxone - a lifesaving medication - in patients’ hands 

prior to their departure from the hospital.
Dr. Don Stader, MD FACEP

Founder & Chair of The Naloxone 
Project



Dr. Brandon Wills, Chair of The Virginia Naloxone Project 

Dr. Donald Stader, Founder & Chair of The Naloxone Project





Objectives

• Present relevant OUD epidemiology

• Define & review harm-reduction strategies in OUD (briefly)

• Summarize barriers to dispensing naloxone from hospitals

• Describe processes to legally dispense from the ED

• Introduce VA-Naloxone Project



Questions?

Brandon Wills, DO, FACEP, FAACT
Professor, Addictions Division
Department of Psychiatry & Emergency Medicine
Medical Director, MOTIVATE Clinic 
Fellowship Director, Medical Toxicology
VCU Medical Center
brandon.wills@vcuhealth.org



Questions?



Case Presentation #1
Dana DeHart, Piedmont CSB

• 12:35-12:55 [20 min]
• 5 min: Presentation

• 2 min: Clarifying questions- Spokes

• 2 min: Clarifying questions – Hub

• 2 min:  Recommendations – Spokes

• 2 min:  Recommendations – Hub

• 5 min:  Summary - Hub

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 



Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 

The client with chronic pain: Suggestions to help us think outside of the box.  We have a client we have 
been serving since October 2020 where has chronic pain from a shotgun injury from 2012 (and other 
pain) - 9 surgeries, 3 rods replaced, back pain, shoulders are in pain, neck pain, pain in both arms, other 
"good leg" is in pain as well; chronic pain, sleep disorder, possibly high blood pressure.

Has been on Suboxone since October 2020 and, while this helps, continues to struggle with pain, and has 
relapsed many times citing the choric pain. It has been a struggle to get client to go to regular PCP, let 
alone get client to consider a pain clinic. We recently have been able to get client back in with an SUD 
Case Manager and we will be hiring another SUD Peer soon, so we hope these extra eyes and help will be 
the encouragement client needs. 

Any suggestions would be so appreciated. 

Main Question

Demographics

White male, 36 yrs. old, completed High School, receives disability, lives with his mother, younger brother 
and his son and relies on family a great deal for support and issues around mobility.



Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 

hypertension, gout, chronic pain, walks with crutch due to leg injury, cardiac issues. 
Began using drugs when he was 17 or 18YO and use increased after leg injury in 2012 (shot gun injury). Initially requested services to get off pain medication as 
he was experiencing withdrawal symptoms from being out of medications because he was not taking them as prescribed (began to purchase off street when 
ran out of prescribed pain meds). 
1. Diagnosis:  (F11.11) Opioid abuse, in remission 

2. Diagnosis:  (F15.11) Other stimulant abuse, in remission 
3. Diagnosis:  (F33.9) Major depressive disorder, recurrent, unspecified 
4. Diagnosis:  (F17.220) Nicotine dependence, chewing tobacco 

Client has been in our most intensive SAIOP program, OBOT/suboxone, Community Recovery Program, and SUD case management. 

Current medications: 
• propranolol 20 mg tablet - take 1 tab bid at 8 and 8 and one at 4 pm if needed for anxiety
• gabapentin 600 mg tablet -take 1 tab bid and 2 at hs Start On: 3/14/2022
• buprenorphine 8 mg-naloxone 2 mg sublingual film-take 1 film in the am and 1 film in the afternoon and 1/2 film at hs if needed- 17.5 Film
• docusate sodium 100 mg capsule-take 1-2 caps 2 times a day
• Wellbutrin XL 300 mg 24 hr tablet, extended release-take 1 tab daily
• naloxone 4 mg/actuation nasal spray-0.4 Milliliter
• clonidine HCl 0.2 mg tablet-take 2 tablets at hs
• amlodipine 10 mg tablet
• hydrochlorothiazide 25 mg tablet

Barriers to treatment include reporting issues with driving due to leg (family provides transport). Client very hesitant to follow up around recommendations to 
see PCP around chronic complaints client has/wanting client to follow up with blood work. For example, on 10/12/2022 reported "I have been feeling run 
down, tired and not having much energy". He states that his bp "hasn't been too bad". He has a PCP appointment tomorrow at PCFP and is going to ask for 
some labs because he has been "really tired and worn out lately." Doctor suggested he get his thyroid checked and also some vitamin levels d/t his increase in 
fatigue and feeling tired all the time. When followed up with about how this appointment went by SUDCM, client stated "I had to reschedule it". SUDCM asked 
why he did not make the scheduled appointment and he reports "I ate something" and explained "I knew I would have blood work and eating would cause my 
results to be different". Explained to CM he was told not to eat, and he forgot. CM inquired of when new appointment is and he states, "October 24th at 
11:15". 

Medical, Behavioral, Mental Health History



Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 

Client has been in our most intensive SAIOP program, OBOT/suboxone, Community Recovery Program, 
and SUD case management. Medications as listed above are current and client reports last visit with 
Doctor on 10/12/2022 that meds working/no changes were made during that visit. 

Has been referred several times to pain management, but will not follow up. 

Client started off well in SUDIOP and was able to step down to a less intensive group. Client then began 
developing additional physical health issues in August/September 2021( hypertension and cardiac 
problems-had several ED visits within the last year due to blood pressure and heart problems) and he 
then began to regularly miss groups since the end of November due to not feeling well as well as COVID 
scares in his family. After a heart to heart with client about what client can genuinely do in terms of 
services, we were able to step client down to receive ongoing OBOT services, along with SUDCM. 

Past Interventions

Future Plans, Patient’s Treatment Goals

Right now the client states "trying to figure out ways to be healthier...like eating...support getting my 
medical stuff lined up and figured out"



Case Studies

• Case studies 
• Submit: www.vcuhealth.org/echo

• Receive feedback from participants and content experts 

• Earn $100 for presenting 

http://www.vcuhealth.org/echo


• Dana DeHart, from Piedmont CSB



Claim Your CME and Provide Feedback

• www.vcuhealth.org/echo

• To claim CME credit for today's session
• Feedback

• Overall feedback related to session content and 
flow?

• Ideas for guest speakers?

http://www.vcuhealth.org/echo


Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME

• www.vcuhealth.org/echo

• To view previously recorded clinics and claim credit

http://www.vcuhealth.org/echo


Access Your Evaluation and Claim Your CME



VCU Virginia Opioid Addiction TeleECHO Clinics

Bi-Weekly Fridays - 12:00-1:00 pm

Mark Your Calendar --- Upcoming Sessions

Nov. 4: CPS and Addiction in Families- Valerie L’Herrou, JD

Nov. 18: Transitioning from Methadone to Buprenorphine- Bishoy Samuel, MD

Dec. 2: Overdose Risk for Patients Coming Out of Controlled Environments- F. Gerard Moeller, MD

Dec. 16: Communication with Patients on Risk of Overdose- Lori Keyser Marcus, PhD

Please refer and register at vcuhealth.org/echo

https://www.vcuhealth.org/telehealth/for-providers/education/va-opioid-addiction-echo


THANK YOU!

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 


