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Medication Assisted Detoxification in the
Emergency Department (MAD-ED): A
Policy Proposal for Safety Net Hospitals

What is the issue?
There is currently no protocol for initiating Medication-Assisted Detox in the Emergency
Department (MAD-ED) in safety-net hospitals in Chicago

Why is this is an issue?

Patients suffering from opioid-use disorder have very complex medical needs that are not
currently being addressed. Chronic drug users utilize 30% more emergency healthcare
services than the general population and are at higher risk for hospitalization,® but due to
fears of withdrawal and stigmatization, these patients frequently delay care and leave AMA far
more often than the general population.”.12 This leads to increased costs for their care!® and
increased morbidity and mortality after hospitalization..2.7
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What should w ?
Establish a Medication Assisted Detox in the Emergency Department (MAD-ED) in Chicago’s
safety-net hospitals



Pathways to Establish MAD-ED"

£ *  Prescribing ED physician with DEA X waiver
BaS|C MOdel *  Available on-call
*  Provide support/prescriptions for induction therapy and
supportive meds

*  Program champion
*  Collaborating in-house Pharmacy
*  Sublingual Buprenorphine
*  Referral to outside addiction treatment sites
*  Providers willing to accept referrals from ED

All of the above
Organized program
° Patient recruitment and selection
* Motivaticnal counseling
- Buprenorghine induction at ED or at home
*  Qutpatient follow-up within 72hrs
*  Structural components
*  Formal institutional buy-in
. Departmental policies
. Formalized handoffs to outpatient providers

Initiate and Refer

*  Allof the above

Coordination of *  Most or all ED physicians have DEA X waivers

Global buy-in from nursing

Ad d | C'n on S erv ' ces : Global buy-in from social services

Dedicated addiction counselors in ED
*  ED accepts referrals for MAD-ED
* Interdisciplinary committee for addiction treatment
*  Dialogue with regional harms reducticn efforts
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