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KING COUNTY OPIOID 
CRISIS







40% had at least 1 EMS 
encounter in the year 

prior to overdose

Nearly 90% of all 
encounters received 

basic life support care 
only, and 19% were not 

transported



The proportion transported by 
ALS, BLS, and private ambulance 

has declined steadily over the past 
4 years such that now nearly a 

third of all patients with 
suspected opioid overdose are no 

longer transferred to the ED. 

We think this is > 50% in 
Seattle



EMS INNOVATION



Adapting evidence-based interventions
from clinical medicine to the first 

responder system

State v. Blake SB 5476: Addressing the 
State v. Blake decision

Diversion in lieu of jail booking for 
drug possession









$2 million dollars of SAMHSA grant funding over 4 years for:
1. Training for all EMS providers on stigma reduction and trauma-

informed care
2. EMS naloxone leave-behind program
3. Connect overdose survivors to telehealth field-based initiation of 

buprenorphine and Public Health’s post-overdose follow-up 
program

EMS Overdose Prevention Project (EMS-OPP)



Goals of EMS Buprenorphine

• Reaching patients not seen elsewhere in system
• Treat withdrawal in field post-overdose people’s withdrawal in field = 

compassionate care
• Started on treatment that they could continue
• Harm reduction over next ~48 hours = decreased risk of fatal 

overdose at highest risk time for re-overdose





Seattle EMS Buprenorphine Pilot Initial Cases
36 pilot cases
• >50% unhoused, 91% stimulant 

co-use
• PORT (H99) involvement
• Drop off points:

• Identifying candidates
• ED discharge with rx
• Getting to 1st appt post-ED 

discharge



Step 1 - EMS 
identifies bupe 

candidate

Step 8 – Future 
outpatient 
follow up

Step 2 - EMS 
administers 

bupe to patient

Step 3 –
Transport to 
care setting

Step 7B –
Inpatient to 
Retention in 

Care

+/- H99 called +/- H99 called +/- with H99

Pulsara activated

Outpatient 
clinic +/- with H99 

coordination

Step 6A – ED 
linkage plan

Step 5A –
ED to outpatient 

rx

Step 5B –
Inpatient to 

outpatient rx

Step 6B –
Inpatient 

linkage plan

+/- with H99 
coordination

Step 4 –
ED 

evaluation

ED DC

Inpatient
Admit

+/- H99 
handoff

- Medical eval
- Stabilization
- More bupe?

ED RN 
Protocol

Step 7A –
Inpatient to 
Retention in 

Care

+/- with H99

+/- with H99

ED Protocol



Seattle EMS Buprenorphine Pilot - Challenges
Step 1-3 
– EMS

Step 7- 8 – Outpt
Linkage & Follow up

1. EMS hesitation
2. Difficult to ID 

OWS (critical 
illness, stimulant 
use)

3. Medic availability
4. Dosing

1. Education
2. PORT 

coordination
3. ED variability
4. OWS in triage
5. DC without rx

or appt

1. PORT needs more 
staff for follow up

2. Need more linkage to 
care resources

3. Unhoused, no contact 
- need location to wait

4. Barriers to LAI 

Result: 4 of 36 had active MOUD 
prescription at 30 days

Step 4 – 6 
– ED





Please feel free to email Callan and 
Kira with any other questions, 
thoughts or recommendations!

• cfockele@uw.ed
• kiragres@uw.edu

mailto:cfockele@uw.ed
mailto:kiragres@uw.edu
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