[bookmark: _heading=h.gjdgxs][image: ]SCENARIO TITLE: Discussing Opioid Use – Harm Reduction
SPECIALTY: Family Medicine
CHIEF COMPLAINT / REASON FOR ENCOUNTER:
Hospital discharge
LEARNING OBJECTIVES: 
1. Demonstrate the ability to assess a patient’s readiness for engagement with treatment for opioid use disorder 
2. Practice discussing harm mitigation strategies for patients with an opioid use disorder who are not yet ready to engage in medication assisted treatment. 
CASE INFORMATION (Provided To Learner Before Encounter):
You are an intern in the ED discharging an 18 year-old (Matthew/Michelle Jones) who was brought to the hospital after being found unresponsive by a friend in an apartment. The patient began breathing after receiving intranasal naloxone from a friend, who called EMS. On the way to the hospital, the patient became very agitated and received haloperidol for agitation and then a second dose of naloxone due to hypopnea. The patient needed 2L of O2 to maintain saturations initially, but over the course of their ED observation has improved, and now wants to leave the hospital. The urine toxicology demonstrated amphetamines, marijuana, and opioids, and the patient reports daily injectable opioid use (mostly heroin or fentanyl and reports taking oxycontin in addition to fentanyl last night). This is the 3rd time the patient has needed naloxone rescue in the last 4 months. The patient denies suicidality but does endorse a generally sad mood.
Your attending asks you to see the patient and try to persuade the patient to engage with a plan to treat their substance use disorder and avoid future overdoses.
CASE GOALS (Provided To Learner Before Encounter):
· Address your patient’s emotions, elicit their perspective, share your perspective, and agree on common goals and limits
· Inquire about the patient’s social support system and determine risk mitigation strategies for active drug use (e.g. needle exchange programs, availability of naloxone and Suboxone, treatment centers)
· Negotiate a substance use disorder treatment plan 
IDEAL SCENARIO FLOW: 
The learner should elicit from the patient their perspective on why the patient is in the hospital and their understanding of the relationship between their current visit and their substance use. They should assess the patient’s willingness to engage in treatment. When the patient conveys they are not willing to remain in the hospital or engage in medication assisted treatment at this time, the learner should shift to discuss harm reduction with the patient. 
ANTICIPATED CHALLENGES / MISTAKES: 
· The learner incorrectly states the patient cannot leave the hospital or could be forcibly detained in the hospital.
· The learner fails to convey the link between the patient’s substance use and recurrent ED/hospital visits, including this one.
· The learner fails to assess the patient’s readiness to engage in treatment. 
· The learner does not discuss harm reduction.
CASE SETTING:
Emergency Department room
ENCOUNTER SETUP:
Standardized patient wearing dirty clothes, hair is messy, pacing back and forth, ready to leave
PATIENT’S NAME: 
Matthew/Michelle Jones
PATIENT’S APPEARANCE:
You are polite but intermittently scratching your arms and neck. You feel sweaty and restless. You are in a hospital gown and are unkempt and dirty, initially sitting down but, you quickly get up to pace back and forth in the room.
AFFECT AND BEHAVIOR:
You are alert and mildly uncomfortable due to early withdrawal symptoms. You feel a little claustrophobic being stuck in the hospital and are ready to leave. You have had multiple friends die from trauma or opioid overdoses. You don’t like to think about death and hence don’t like being in a hospital. You appreciate what the doctors have done for you and are respectful of them, but really want to leave the hospital as soon as you can. 
PERTINENT LIFE HISTORY: 
Patient Age: 18
Range of Acceptable SP Ages: 18-30
Race / Ethnicity: Any
English Language Proficiency: Good
Gender Identity & Sexual Orientation: Cis-gender, heterosexual
Religion / Spiritual Background: Raised Catholic, non-practicing
Education: Finished high school, started community college but has dropped out
Level of Health Literacy: Moderate
Employment / Occupation: Worked various part-time jobs in retail and hospitality for last several years
Housing: Unstably housed: staying with different friends (see below) 
Diet / Exercise: You feel you eat healthy and exercise “enough.” 
Relationship Status: Never married  
Activities / Habits: Hiking and playing guitar
Stressors: You are currently hopping around places to stay (different friends, each for a few days). You feel guilt over disappointing your family and friends in the past due to your substance use and significantly damaging those relationships. You are having difficulty dealing with a close friend’s suicide, and another friend’s death due to an overdose in the last 3 months. You are experiencing difficulty obtaining and maintaining consistent, decent-paying employment.
Social Support: You have several emotionally supportive friends and have been staying with some of these for short stretches over the last few months since your parents kicked you out of the house. Your friends are willing to help you out, but none of them are willing to let you stay with them long-term because they worry about how your drug use might affect them. Your father is a high-ranking Army General who was part of a former President’s administration. Your family lives out of state and those relationships are strained.
Financial Situation: Your inconsistent employment has made you feel financially unstable. Your parents sometimes help you financially but have mixed feelings about doing so because of your ongoing substance use.
Insurance Status: Not currently insured, state that you are trying to apply for Medicaid
HISTORY OF PRESENT ILLNESS:
Symptoms: None currently. You were unresponsive from using opioids and then awake and agitated by the time you were brought to the hospital.
Onset: Shortly after using methamphetamine and opioids
Context (Location/Radiation/Quality/Severity): N/A
PATIENT’S / CAREGIVER’S OPENING STATEMENT: 
“Can I leave yet?”
CHIEF CONCERNS: 
Your chief concern is to leave the hospital as soon as possible because you can tell you are starting to withdraw, you want to reconnect with your friends, and you hate being in hospitals because they are stressful. You are worried about the impact your substance use is having on your life, but you feel too overwhelmed to engage in treatment or discuss it in detail. 
WHAT PATIENT / CAREGIVER THINKS IS GOING ON: 
You know that you are destroying your life and feel like you “always” ruin things. It is hard to think about it because of your guilt, so you want to avoid talking and just try to get away from anyone you could disappoint or hurt more. You acknowledge that opioids are not good for you. You are at the contemplative phase where you are ready to start thinking about treatment, but you are not ready to start yet. You have insight into the fact that you are making dangerous choices and have a substance use disorder, but it is too overwhelming to think about trying to fix all the problems you have caused.
You feel that your anxiety has always been difficult to control, and opioids are one of the best treatments you’ve found. You recognize that opioids only help in the moment and are causing lots of other problems for you. Over time, you see they are making you even more anxious and stressed, but you feel like treatments you’ve tried before didn’t control your anxiety, and you find it hard to see that anything else would be more effective than heroin.

SP QUESTIONS / RESPONSES:
If asked about stressors in your life: 
(try to politely avoid giving meaningful answers)
“You know, we’ve all got problems.”
“I’m worried all of my friends are about to turn their backs on me. I can tell they’re tired of having me around.” 

If pushed empathetically about stressors in your life: 
“I had one of my best friends kill himself and then a few weeks ago another friend OD’d.”
“I’ve f**ked up my life pretty good. I’ve disappointed my family a lot so I try to make sure the only person I hurt now is myself.”
	 	
When discussing concerns about opioid use disorder: 
(try to avoid agreeing to any particular treatment but also try not to directly say no to the provider, you can agree to “think about it” if they can express compassion)
“I know I have a problem, but I think I’m too far gone.” 
“Nah, I’m good. I’m going to get things under control on my own.”
“I’ve tried detox, it doesn’t work.”

If asked whether you will continue using opioids: 
“I would like to say no, but in all honesty, I’m going to keep using.” 
	“I’m kind of a lost cause.”

If discussing concerns about current withdrawal treatment: 
“Thanks, but I think I’m good. I just want to get out of here.” 
“I need to get to work or I’m going to lose this job.”
CASE CONCLUSION: 
The case ends when the patient and provider agree to the discharge. The patient will not agree to start substance use treatment but will agree to a naloxone prescription and to take information about a local treatment center.


CASE ASSESSMENT:
An 18 year-old patient with a history of inadequately treated anxiety, opioid use disorder, and high-risk behavior who is not ready for substance use treatment but will accept harm reduction of naloxone. 
CASE GOALS / NEXT STEPS:
· Encourage patient to start substance use treatment (and possibly suboxone induction due to current withdrawal)
· Acknowledge that the patient is not ready to start treatment 
· Pivot to encouraging the patient to consider treatment 
· Discuss risk mitigation strategies, including naloxone prescription, needle exchange, safe injection site
TEACHING POINTS:
· Demonstrate empathy by focusing on health and safety rather than judgment
· Recognize that untreated anxiety and other mental health conditions can be underlying factors in substance use disorders and may represent modifiable factors in the treatment of substance use disorder
· Discuss risk mitigation strategies and resources available for patients with substance use disorders
· Accept the patient where they are at, and accept that they may not be ready for treatment yet, while recognizing there are still ways you can support and help the patient 
CASE RATIONALE:
Determine a patient’s readiness to start substance use treatment and recommend harm reduction when the patient is not ready to stop using substances


SUPPLEMENTARY HISTORY
MEDICAL HISTORY:
Overall Health: Due to long-standing anxiety, the patient visited a mental health specialist starting at age 12 because their parents took them there. The patient was initially prescribed Xanax, but later a new provider stopped treatment because of its potential for misuse. The patient never really had good effects from other medications, and managed anxiety as an adolescent with regular alcohol use, often drinking heavily. The patient managed to do well in school despite regular alcohol use. The patient has been using cocaine and heroin for the last 3 years (started casually with friends, but use increased over time). Increased life stressors of getting kicked out of their parents’ home and their friends’ deaths caused the patient to start using heroin and fentanyl daily 4 months ago. The patient has not been offered a naloxone prescription previously.
Health Care Timeline: N/A
Prior Hospitalizations: Three ED visits as above for accidental overdoses, but no prior hospitalizations.
Prior Surgeries: Tonsillectomy at age 6
Reproductive History: N/A
Medications: None
Allergies: None
Immunizations: You think you’re up to date. Received last tetanus vaccine 2 years ago. 
FAMILY HISTORY:
Children: None
Parents: Some “alcohol problems on my mother’s side” but otherwise unremarkable
Siblings: Two sisters, ages 13 and 15
SOCIAL HISTORY:
Sexual History / Activity: You have intercourse several times a month with a high school classmate, whom you have had an on-and-off relationship with over the last few years and with whom you inconsistently use barrier protection.
Substance Use/Abuse: Tobacco: Yes, 0.25ppd x 5 years. Marijuana / THC: Yes, smokes 2 joints daily. Alcohol: Yes, 4-6 drinks each weekend day; 2-3 beers daily. Other Substance Use: uses around 500mg of heroin per day, or 500mcg of fentanyl, have also taken oxycontin and oxycodone when available
PHYSICAL EXAM: N/A
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