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Law enforcement and EMS are 
dispatched to a private residence for 
an adult female patient with 
reduced level of consciousness.

Upon arrival, they are greeted by 
boyfriend who says, "I think she's 
overdosed", and leads them to the 
back bedroom...



Scene Size Up

• You find one patient lying on her side in 
bed. Snoring respirations can be heard 
on approach.

• The patient has a strong radial pulse, 
but her breathing is slow at 6 per 
minute and shallow.

• Her skin appears ashen and blue, and 
her pupils are pinpoint.



Treatment

• EMS crews and law enforcement move the 
patient to the living room to a workable 
area.

• EMS crews begin assisting ventilation with 
a bag valve mask.

• 4 mg of Narcan is administered 
intranasally.

• After 6-8 minutes of assisted ventilations, 
skin color begins to improve and the 
patient starts to come around.



What now?

• We are well practiced in responding to 
opioid overdose and fixing the problem 
that day...

oDo we feel as well prepared to have 
conversations about what comes after?



1. Learn an overview of opioid use disorder and the three FDA-

approved medications for opioid use disorder (methadone, 

buprenorphine, and naltrexone).

2. Identify innovative practices for addressing opioid use disorder in 

the field, including:

• Shared decision making for opioid use disorder

• EMS-Initiated medication for opioid use disorder 

program (CORES).

Objectives



• Grew up in Wenatchee, WA

• Trained as a clinical psychologist

• Assistant Professor, Addictions, Drug & Alcohol Institute

Introduction



What Is Opioid 
Use Disorder?



Class of substances that are analgesics (blocks pain signals) 
with depressant (slows body functions down) 

and euphoric (releases dopamine) effects. 

Available legally by 
prescription:

Pain medications: codeine, morphine, 
oxycodone, hydrocodone, fentanyl.

Medications for opioid use disorder: 
methadone and buprenorphine.

Illicit:

Heroin

Illegally manufactured opioids

Opioid medications obtained and taken 
not as prescribed
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Opioid Use Disorder

• Opioid use disorder (OUD) is chaotic and can be destructive 

socially, psychologically, and medically.

• OUD and substance use disorder is a bio-psycho-social 

disease that comes from the Diagnostic Statistical Manual for 

Mental Health Disorders (DSM-5).



• Eleven symptoms of OUD:

What is Opioid Use Disorder?

Biological

• Tolerance

• Withdrawal

Psychological

• Using more than intended

• Repeated attempts to cut 
down/quit

• Using despite psych or 
medical problems

• Cravings

Social

• Problems with work/school

• Problems with relationships
• Giving up activities

• Spending a lot of time using

• Using in dangerous 
situations

(American Psychiatric Association, 2013) 
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• Eleven symptoms of OUD:

• 2-3=mild; 4-5=moderate; >6=severe
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What is Opioid Use Disorder?

Opioid Use

Dependence/
Biological
Tolerance

Withdrawal

Social
Relationships problems 
Work/school problems

Giving up activities
Spending a lot of time using

Using in dangerous situations

Psychological
Craving

Persistent desire to cut down/stop
Using more than intended

DIS-ORDER



Opioid Use Disorder

• Non-fatal overdoses happen to about 1 in 5 people with OUD 

each year (injuries, emotional & $ costs).

• Overdose deaths occur in 1-2% of people with OUD annually.

• Deaths from all causes is ~6% annually for people with OUD 

who have received recent emergency medical care.



Medications for 
Opioid Use Disorder



• Known as medication assisted treatment (MAT) and 

medications for opioid use disorder (MOUD).

• Includes three FDA-approved medications:

• Methadone

• Buprenorphine

• Naltrexone (long-acting injectable formulation only)

Medications for Opioid Use Disorder



• Methadone and buprenorphine can lead to:

• Improved quality of life

• Reduced costs

• Reduced arrests

• Improved health care utilization including infectious disease treatment

• Decreased mortality 

• Initial evidence for a long-acting-naltrexone (Vivitrol)

• However, initiation and retention rates are significantly lower, which limit 

benefits

Evidence for MOUD
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YOU CAN BE DEPENDENT WITHOUT HAVING USE DISORDER

Medications-buprenorphine/methadone
Social support
Counseling

Opioid Use

Dependence/
Biological
Tolerance

Withdrawal

Social
Relationships problems 
Work/school problems

Giving up activities
Spending a lot of time using

Psychological
Craving

Persistent desire to cut down/stop
Using more than intended

DIS-ORDER



MOUD



• A full opioid medication. 

• The more one takes the more one feels the effects.

• Manages cravings and withdrawal by binding to opioid 

receptors.

• Lasts about 24 hours and is taken by mouth.

• Provided only at opioid treatment programs. 

• It is generally given by daily observed dosing. 

• Requires regular urine drug testing and counseling.

Methadone



• A partial opioid medication. 

• Above a certain dose you stop feeling more opioid effect.

• Manages cravings and withdrawal by binding to opioid 

receptors.

• Lasts about 24 hours, usually taken by mouth, or a monthly 

injection.

• Can be prescribed by a medical provider and picked up at a 

pharmacy.

• Or dispensed at Opioid Treatment Program settings.

Buprenorphine



• An opioid blocker. It is not an opioid. 

• It can manage cravings for some people.

• An injection that lasts for about 28 days. 

• Individuals should not use any opioids for 7-10 days before taking 

naltrexone.

• Prescribed and administered by a medical provider who may 

require urine drug testing and counseling.

Naltrexone



What concerns have you heard about methadone, 
buprenorphine, and naltrexone for OUD?



• A common concern is that we are replacing one drug for 

another, perpetuating addiction.
• Understandable concern

• Difference between dependence and use disorder is essential

• A related question is “are we making it worse, reinforcing addiction 

somehow with medications?”

• Need to address urgent, fatal medical condition

• Helpful to see improvements when people start MOUD

Common Concerns



• Other common concerns:

• “I don’t want to take a medication forever!”

• “Now I’m addicted to [e.g., Suboxone]!”

• “What about counseling/support groups instead?”

• Helpful frames:

• Medications as long as they are helpful.

• Sort out the difference between dependence and use disorder.

• Medications do not exclude participation in any of these modalities.

Common Concerns



…and not behavioral interventions?

Why Focus on MOUD?
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Why Focus on MOUD?

•Mixed evidence of benefits of behavioral 
interventions on top of buprenorphine for 
OUD.
• Studies with added benefit of behavioral 

interventions were those on contingency 
management.



Victor’s Story



What questions about or barriers to MOUD/ MAT have you 

heard from people/staff in the field?

What Questions/Barriers to MOUD?



BREAK – 10 minutes



Shared Decision Making
Mandy Owens, PhD



What Is Shared Decision Making?

https://www.learnabouttreatment.org/guide/#/



• Involves person in decisions 

about their health

• Provides accurate 

information

• Explores options and 

follows person’s plan

What Is Shared Decision Making?
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• Provides accurate 

information
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What Is Shared Decision Making?

Barriers

Rapport

Buy-in

Success



1. Ask
2. Explore 
& Educate

3. Support 
& Empower

Shared Decision Making: 3 Steps



Ask

Goals

Interests

Experience 
w/ meds

Past attempts 
to quit

Step 1: Ask

1. Ask

You said that you’re sick and 
tired of being sick and tired – 

would it help to talk about what 
you want to do with your use?



• Talk about past experiences

• Walk people through the brochure

• Let them know that this is just an introduction

• Help them organize follow-up questions with provider

Step 2: Explore & Educate

1. Ask1. Ask
2. Explore & 

Educate

Tell me more about your past 
experiences with bupe.

Can I share a little more about 
precipitated withdrawals?



Step 2: Explore & Educate

1. Ask
2. Explore & 

Educate



Step 2: Explore & Educate

1. Ask
2. Explore & 

Educate



• Let them know that you are there to support whatever 

decision they want to make.

Step 3: Support & Empower

1. Ask1. Ask
2. Explore & 

Educate
3. Support & 

Empower



• Let them know that you are there to support whatever 

decision they want to make.

Why is it in our best interest to follow the individual’s plan 

rather than our own/what we think is best?

Step 3: Support & Empower

1. Ask1. Ask
2. Explore & 

Educate
3. Support & 

Empower



• Let them know that you are there to support whatever 

decision they want to make.

Step 3: Support & Empower

1. Ask1. Ask
2. Explore & 

Educate
3. Support & 

Empower

If it’s okay, I want to make sure I’m following 
– you’ve tried bupe before, but aren’t sure 

you used it correctly. You’re also really 
worried that you keep overdosing and the 
drug supply is inconsistent. What do you 

want to do next?



• Let them know that you are there to support whatever 

decision they want to make.

• Make a plan with them, big or small – look for barriers that 

could come up.

• Encourage their success and follow-up if you see them 

again.

Step 3: Support & Empower

1. Ask1. Ask
2. Explore & 

Educate
3. Support & 

Empower



Using Shared 
Decision 
Making in the 
Field

Amy Naylor, BA



Manage the 
Environment

You often have the authority to 
manage the environment



Scenario 1: 
Not Ready for 
Conversation or 
MOUD

Ask

Maintain rapport

Likely not your first 

interaction

Give naloxone + 
referral information

Explore and 
educate

Support and 
empower



Scenario 2: 
Ready for a 
Conversation, 
but Not MOUD

Ask

Explore and 
educate

Not always about 
substance use

Often people are 
ready for other 
types of wellness

Support and 
empower



Scenario 3: 
Conversation 
with Friends or 
Family

Ask

Explore and 
educate

Evidence-based 
information about 
naloxone and 
MOUD

Support and 
empower

Refer to MOUD 
Locator

Offer to follow up 
if you can



Scenario 4: 
Ready for 
Conversation 
and MOUD

Ask

Explore and 
educate

Prior experiences 
with MOUD

Evidence-based 
information about 
MOUD

Support and 
empower

Referral to clinic 
you already know

Offer to follow up 
if you can



We Are Losing the Battle

• Between 2017 and 2022, the number of 
opioid-related overdose deaths reported 
in Snohomish County more than 
doubled.

• These numbers continue to climb, 
with no end in sight.

• Although EMS providers encounter those 
suffering from Opioid Use Disorder 
frequently when responding to overdose, 
all our treatments are reactive.



Current Approach 
by EMS

• We wait for an overdose to occur.

• Attempt resuscitation by reversing the 
overdose with Narcan. Sometimes it works, 
sometimes it doesn't.

• Offer transport, which is most often refused.

• The patient is left alone, uncomfortable, and 
potentially in a withdrawal state, with no 
further help. The patient experience is 
mechanical and often lacks compassion.

• Expecting anything other than a recurrent 
overdose in this situation is insane.



Coordinated Opioid 
Response by EMS (CORE)

• Pilot program started by Dr. Joshua 
Corsa, our delegate physician at North 
County Fire.

• CORE is an extension of our version 
of  Mobile Integrated Health/Co-
Response, CARES.

• The goal is to intervene at this 
potentially crucial point – just after an 
overdose - to offer options and 
coordinate connections.



Program Flow 

EMS personnel respond to an opioid 
overdose and provide care. The CARES team 

is dispatched as well.

If the patient refuses transport, the CARES 
team will remain with the patient while 

others will clear the scene.

If the patient is willing, we'll have a conversation 
with them with a focus on shared decision 

making. Our providers will be well versed in 

the treatment options available in our area and 
ready to reduce friction points to accessing that 

treatment.



Program Flow Based on that 

conversation, the 

patient may decide 
to pursue MOUD or 

other options. The 

key is flexibility.

If MOUD, the CARES 

team will perform 

a warm hand-off 
with one of three 

treatment partners 

in our area.

The patient is 

enrolled in the 
CARES program 

for continued 

connection.



Our Mission Statement:

The goal of the CORE program is to share 
evidence-based information and help dispel 
myths about MOUD.

It is imperative that we leverage the unique 
opportunity afforded to us as EMS providers to 
meet those suffering from OUD where they 
are.

Some patients will be ready to have a 
conversation about seeking treatment. Many 
won't. The bare minimum then should be 
leaving that patient with the feeling that 
someone cares about them and we're ready 
when they are.



MOUD
Buprenorphine 
Induction by EMS

• Reduces cravings and withdrawal 
symptoms.

• North County paramedics will use the 
COWS score as well as other inclusion 
criteria to determine eligibility.

• A 16 mg loading dose will be provided 
on scene with potential follow up 
dose.

o Warm hand-off to treatment 
partner if available

o Cold hand-off if off hours



Partner Spotlight: 
Ideal Option

• Provides outpatient MOUD 
using Suboxone, as well as 
in-house counseling 
services.

• The CORE program will have 
a direct line to intake and 
the CARES team can perform 
transport to the facility, 
coordination of prescription 
pick-up, and follow up to 
encourage a successful 
outcome.



Partner Spotlight: 
Quelute Healing Center

• Offers comprehensive services:

oMOUD

o Transportation

oCounseling

oPrimary care

oOffers methadone and 
buprenorphine for MOUD



Partner Spotlight: Snohomish County Diversion Center

The Snohomish County Diversion 
Center is a 44-bed facility (32 men and 
12 women) offering short-term 
placement and shelter to homeless 
adults with substance use disorder 
and other behavioral health issues, 
diverting them away from incarceration 
and toward treatment.



Connection is Key

• For those that are not ready to 
engage with us, we leave behind 
Narcan with the patient or 
family/friends.

oWe also leave contact info for 
the CARES program and ask 
if they'd be up for a follow up 
call in the coming days.



• This is largely uncharted territory for 
EMS, and the question remains – is 
this point (post overdose) the best 
time to engage?

oOur stance is that every interaction 
with the medical community matters -
 "plant a seed".

• The bare minimum will be 
transitioning from our current 
practice in EMS to a more human 
approach.



Questions

Thank you!

Questions?
Mandy Owens – mandyo@uw.edu 

mailto:mandyo@uw.edu
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