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Learning objectives

Emphasize the importance of having resources available for referral from the ED

Briefly discuss other substance use disorders and critical access decisions

Review myths surrounding substance use disorder 



Common Substance Abuse MYTHS
• Myth #1: Drug addiction is a choice. Drug use can be a choice, and prolonged use changes your body and brain chemistry. When that happens, the user no longer 

appears to have a choice—this is when use and misuse become addiction. The mid-brain sees the drug as life sustaining and essential as it sees oxygen, food, 
shelter etc., “holds the cortex hostage!”

• Myth #2: If you have a stable job and family life, you’re not addicted. You may still have a job or career, a loving spouse and kids, and still have a drug or alcohol 
problem. Just ask any physician in recovery—many of them practiced for years without anyone recognizing their drug addiction. Holding down a job doesn’t mean 
you’re not addicted—it could mean that you have a tolerant spouse or boss, or you are in a career that puts up with excessive drug or alcohol use.  Like any chronic 
illness, there are different severity levels

• Myth #3: Addicts are bad people. Addicts aren’t “bad” people trying to get “good,” they’re sick people trying to get well. They don’t belong to a particular race or 
exist only in certain parts of the country. They are lawyers, farmers, soldiers, mothers and grandfathers who struggle with drug dependence on a daily basis. They 
are proof that addiction doesn’t discriminate—but, thankfully, neither does recovery Once the disorder develops, control is lost and people often exhibit survival 
actions sometimes completely out of character for them.

• Myth #4: More than anything else, drug addiction is a character flaw: SUD is a brain disease. Every type of drug of abuse has its own individual mechanism for 
changing how the brain functions. But regardless of which drug a person is addicted to the effects are similar: they range from changes in the molecules and cells 
that make up the brain, to mood changes, to changes in memory processes and in such motor skills as walking and talking. The drug becomes the single most 
powerful motivator in a drug abuser's existence. This comes about because drug use has changed the individual's brain and its functioning in critical ways.

• Myth #5: Detox is all you need. You aren’t addicted after you finish detox. They can just knock you out so you can detox while you sleep. Detox is difficult and 
it’s just the beginning. Detox is the first step towards recovery, but addiction is a chronic illness—like diabetes, asthma or hypertension, it needs to be managed 
throughout the lifespan. There is no “cure.” DETOX (medically supervised withdrawal) ALONE DOES NOT WORK

• Myth #6: You need to be religious in order to get sober. Recovery doesn’t require you to believe in God or subscribe to any organized religion Treatment that 
meets the client’s needs is most effective. A higher power can be anything including the 12- step group

• Myth #7: You need to hit “rock bottom.” There is no such thing a universal “rock bottom.” Each person has different limits. This is a dangerous idea that keeps 
people using or avoiding help because “I haven’t him rock bottom” or allows family members to wait to intervene till someone “hits rock bottom.” Help can be 
obtained at any time and early intervention is best. You can get off the elevator on any floor!

Deni Carise, Ph.D. Chief Clinical Officer, Phoenix House See more at: http://www.phoenixhouse.org/news-and-views/our-perspectives/ten-popular-myths-drugs-addiction-recovery/#sthash.Ntly2mhz.dpuf and NIDA 
"Exploring Myths about Drug Abuse“ by Alan I. Leshner, Ph.D

Presenter Notes
Presentation Notes
There are a lot of false myths perpetuated about substance abuse. It is important that as health professionals we focused on dispelling the myths and challenging any myths we might hold to be true. Addiction is a chronic illness and should be treated as such. The most common myth is that addiction is a choice. While the initial use of drugs *may be a choice, addiction changes the brain chemistry. It is also growing increasingly more common that an individual is addicted due to legal use of a prescription pain relievers or anti-anxiety medications. It is incredibly important that we challenge the believe that use is a moral failing, isolated to certain community members/careers/jobs/classes/generations/cultures/or races. It can affect anyone and it doesn’t make them a “bad” person.  It is also incredibly important that we are well educated about treatment opportunities for individuals – detox may be a necessary step but it is only a step in the long process of recovery. Individuals need to find treatment that is appropriate to them, which may include a faith based program but it may not as it is most important that treatment is relevant to them. 

http://www.phoenixhouse.org/news-and-views/our-perspectives/ten-popular-myths-drugs-addiction-recovery/#sthash.Ntly2mhz.dpuf
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Indiana Statistics 
on OD deaths

• INDIANAPOLIS (WISH) — Indiana drug 
overdose deaths rose by a third in 2020, 
according to according to provisional
data released by the U.S. Center for 
Disease Control and Prevention’s National 
Center for Health Statistics.

• Figures show Indiana’s overdose deaths 
rose from 1,704 in 2019 to 2,268 in 2020. 
The CDC notes that Indiana’s figures are 
underreported due to incomplete data.

• Indiana’s percentage change from 2019 to 
2020 was an increase of 33.1%, compared 
to the national change of 29.4%

https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm
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Changes to 
the X-waiver

As of April 2021, educational requirement for an 
X-waiver not longer required.

No longer required to offer counseling or 
ancillary services (although best results are with medications 
and therapy)

Everyone must submit an application to SAMHSA 
website designated as “notice of intent”
Takes 5 minutes! 
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Addiction Science and Clinical Practice

• Although opportunities exist to identify and refine effective ED care of patients with SUDs, the importance that 
the ED can have in improving outcomes for patients with SUDs is clear. 

• Ample opportunities exist for emergency providers to improve care by screening, initiating treatment, either 
psychosocial or pharmacotherapies, and directly linking patients to ongoing treatment. 

• Barriers to effective ED management of SUDs include competing priorities, inadequate training in addiction 
medicine,  stigma some of which can be overcome by increasing the quantity and quality of addiction 
medicine training in the medical, nursing and allied health sciences training and post-graduate education, 
and by prioritization of enhanced care of the ED patient with SUDs through national and local 
reimbursement and quality mechanisms



ACEP position

ED physicians should be 
treating OUD 

Now a national guideline 
so the tables are turning
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Crystal methamphetamine in the ER

• Methamphetamine is a common, illegal, drug sold on the streets. It may be called meth, crystal meth, crank, 
speed, glass, tweak, chalk, Tina, or ice.  Can present with MI, CVA, cardiac arrythmia etc.,

• Majority of opioid related overdoses now combined with a stimulant

• Very reinforcing
• High risk suicide upon cessation 
• Give naloxone to take home

• Connect ASAP with treatment provider for contingency management/matrix model 



Alcohol use 
disorder in 
the ER



Alcohol use 
disorder in 

the ED

consequences of use and relationship to ER visitDiscuss

patient commitment to changeAssess

potential severity of withdrawal and potential need for inpatient careDiscuss

MAT such as naltrexone (Sinclair method?), acamprosate and Antabuse 
(it is often very reassuring to patients to know there is help)Discuss

If low risk withdrawal, have a referral source and set up an appt ASAP. Have



Tobacco use 
disorder in 

the ED 

#1 cause of preventable mortality in the country 

Discuss clinical consequences. (may have presented 
with an MI, CVA, signs of vascular disease etc.,) 

Discuss treatment options including NRT, Chantix 
and Buproprion.

Refer to Hot Line or other resource.
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