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Table 1
Comparison of the diagnosis of Syrian and Iraqi patients.

Adult ED

Child ED

Gynecology ED

Diagnosis

Iraqi

Syrian

p-Value

Upper respiratory tract infection
Soft tissue injury
Abdominal pain
Forensic examination
Chest pain
Upper respiratory tract infection
Lower respiratory tract infection
Fever
Abdominal pain
Acute gastroenteritis
Pregnancy
Pregnancy-related anemia
Dysmenorrhea
Hyperemesis
Vaginal bleeding

1610
1093
371
297
271
1887
223
220
162
153
623
67
52
50
43

198
160
81
28
30
285
28
88
12
33
445
36
28
8
28

0.003⁎
0.8
0.001⁎
0.01⁎
0.1
0.01⁎
0.1
b0.0001⁎
0.003⁎
0.1
b0.0001⁎
0.6
0.6
0.0001⁎
0.7

⁎ The result is signiﬁcant at a p-value b 0.05.

A total of 12,572 refugees were admitted to the ED during the study
period. Of these patients, 10,482 were Iraqi, and 2090 were Syrian.
The majority of the patients presented in winter months. The mean
ages for Iraqi patients and Syrian patients were 21.8 and 20.9,
respectively.
Of the Iraqi patients, 3595 (34.2%) were pediatric patients, 3447
(33%) were male and 3440 (32.8%) were female. The mean age of the
5852 patients admitted to adult ED was 31 and 41% were female. The
most common complaint was URTI (n = 1610, 27.5%), followed by
soft tissue injury (n = 1093, 18.6%).
Of the pediatric patients, the mean age was 5.6 years and 50.3%
were female. The most common complaint was determined to be URTI
(n = 1887, 52%), followed by fever (n = 220, 6%).
The mean age of the 1035 female patients was 26.7 years and the
most common reason for admission was pregnancy.
Of the Syrian patients, 1074 (51.3%) were female, 411 (19.6%) were
male and 609 (29.1%) were children. The mean age of 868 (41.5%) male
adults admitted to our adult ED was 29.6 and 52.6% were female. The
most common complaint was URTI in 198 (22%) patients, followed by
soft tissue injury (n = 160, 18%).
Of those 605 (29%) patients admitted to pediatric ED, mean age was
3.9 years and 59.5% were female. The most common complaint was
URTI (n = 285, 47%), followed by fever (n = 88. 14%).
Additionally, 617 (29.5%) female patients were admitted to the
gynecologic ED and the mean age of the patients was 29.7. The most
common reason for admission was pregnancy followed by anemia
related to pregnancy (n = 36, 6%).
When the two subgroups were compared, it was determined that
URTIs, abdominal pain and forensic examination were signiﬁcantly
higher in Iraqi patients. In child ED, URTIs, fever and abdominal pain
were signiﬁcantly higher in Iraqi children. Pregnancy and hyperemesis
were also found to be signiﬁcantly higher in Iraqi patients admitted to
gynecologic ED. See the Table 1 for details.
Due to civil wars in Syria and Iraq, thousands of innocent people are
injured or killed and millions are forced to ﬂee to neighboring countries
and to the European Union [5].
In a study, it was determined that the median age of Syrian refugee
patients is 19. The most frequently visited clinic was the emergency
clinic. In June, there were signiﬁcantly more admissions compared
with other months. The most common diagnoses were diseases of the
respiratory system [4]. In our study, mean ages for Iraqi patients and
Syrian patients were found to be 21.8 and 20.9, respectively and a
higher admission incidence was determined in winter months due to
higher incidence of URTIs in cold weather when younger people tend
to spend their time in indoor spaces with close contact with other
people.

Refugees generally live in crowded and unsanitary conditions, which
may lead to the spread of respiratory, skin, gastrointestinal, and genital
system infections [2].
This ﬁnding may also explain immune system weakening as a result
of inadequate food intake.
Higher incidence of forensic examination in Iraqi patients is another
remarkable ﬁnding in our study. Iraqi people have been living for a longer time in Turkey, so they probably participate in daily life more often.
This fact may result in higher rates of conﬂicts and crimes.
Pregnant refugee women face many difﬁculties that increase the prevalence of antenatal complications. In a study, caesarean section, higher
rate of anemia, a lower neonates' weight and APGAR scores in refugees
were obtained when compared to their Jordanian counterparts [6]. In
our study, we determined that the most common reason for gynecologic
ED was pregnancy. Anemia related to pregnancy was also common which
may predict iron insufﬁciency as a result of poor nutrition.
In conclusion, our study revealed that refugee patients contribute to
overcrowding in EDs in Turkey. Preventive measures and treatment of
these patients in appropriate facilities such as primary health units
may reduce the number of ED applications.
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Emergency physician resistance to a takehome naloxone program led by community
harm reductionists

1. Background
Although recent increases in opioid use do not appear to be predominantly driven by emergency physicians [1], emergency departments
(EDs) play an important role in reducing opioid-related morbidity and
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mortality [2-5]. One technique is to provide naloxone, an inverse agonist at the μ-opioid receptor used to reverse opioid overdoses, directly
to opioid users. Naloxone use by peers has saved thousands of lives
[6], largely through initiatives run by people who use drugs and their
supporters.
EDs have practiced harm reduction through syringe exchange [7],
opioid substitution therapy [8], and take-home naloxone [9], but none
have become common. One study found that most emergency physicians supported harm reduction, identifying lack of knowledge, time,
and institutional support as the main obstacles to implementation
[10]. To overcome these barriers, we studied whether experienced,
non-credentialed, community-based harm reductionists could initiate
a take-home naloxone program in an ED which had no prior exposure
to harm reduction.

2. Methods
This was a prospective observational cohort study conducted every
day in a suburban university hospital for one month. The interventions
were provided by two experienced harm reductionists from a local syringe exchange who were also medical students afﬁliated with the university. This study was approved by the Institutional Review Board of
the University of California, Irvine.
All patients over 18 years old at risk of opioid overdose were eligible.
Patients with opioid- or overdose-related chief complaints, chronic opioid use, multiple abscesses, injection sites, or who received naloxone
prior to arrival were screened for inclusion. Those who declined to participate, were unable to consent, or whose treating physician was unwilling to prescribe naloxone were excluded.
Participants completed a brief survey, were educated in overdose response and naloxone usage by the harm reductionists, and prescribed
naloxone by their treating physician to be ﬁlled after discharge. The
total time required was approximately 15 minutes per participant. Participants were called approximately 3 months post-discharge to identify
barriers to ﬁlling naloxone and whether it was used.
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Table 1
Demographics and substance use history of study participants.
N

24

Age range
Sex
Male
Female
Substances used
Heroin
Methamphetamine
Methadone
Buprenorphine
Other opioids
Route of use
Injecting
Smoking
Muscling
Oral
Nasal
Rectal
Number of overdosesa
0
1–2
3–4
5+
Number of witnessed overdosesa
0
1–5
6–10
11+

29–76
16 (67%)
8 (33%)
15 (63%)
10 (42%)
11 (46%)
3 (13%)
8 (33%)
16 (67%)
10 (42%)
9 (38%)
7 (29%)
5 (21%)
1 (4%)
14 (58%)
4 (17%)
2 (8%)
2 (8%)
6 (25%)
7 (29%)
5 (21%)
4 (17%)

a
Two participants did not report number of overdoses or number of
witnessed overdoses.

3. Results
Participants ranged in age from 29 to 76 years. 67% were male. Most
used heroin (15, 63%), but all regularly used at least two or more addictive substances, including prescription opioids. 8 participants (33%) had
themselves overdosed and 16 (67%) had witnessed others overdose
(Table 1).

Fig. 1. Participant enrollment.
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71 patients were identiﬁed as candidates. 17 (24%) denied a history of opioid use, 11 (15%) declined, and the remaining 43 were appropriate for inclusion. Of these, the treating physician refused to
prescribe naloxone for 16 (37%), 2 (5%) already possessed naloxone,
and 1 (2%) clinically deteriorated and was no longer able to participate. The remaining 24 (56%) were enrolled (Fig. 1).
At the 3 month follow-up, 7 (29%) participants were successfully
contacted, of which 2 (29%) had chosen to ﬁll their prescription. None
reported obstacles to obtaining naloxone.
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4. Limitations
Our sample size was small and larger studies would be necessary to
generalize our results. The harm reductionist team had hospital privileges by virtue of being medical students and did not require funding,
which may not be true elsewhere. Therefore, other programs may require further steps to incorporate harm reductionists into the ED. Larger
studies may also be able to demonstrate the effectiveness of speciﬁc educational tools in the emergency setting and their translation to realworld overdose response.
5. Discussion
The greatest barrier to naloxone prescription in our study was
physician resistance, despite the program being approved by the department chair and research director. This underscores the need to improve physician education about the efﬁcacy of harm reduction. Our
study implies that commonly stated objections (such as time constraints and inadequate stafﬁng) may be only part of the cause for physician opposition to harm reduction interventions.
This study demonstrates that collaborations between an ED and
community harm reductionists without formal credentials can result
in delivery of meaningful overdose prevention education and naloxone
to patients without compromising their care or ED throughput. As many
departments lack the staff, funding, resources, and knowledge to develop a comprehensive harm reduction program, our approach offers
a potential alternative. We encourage harm reduction programs with
sufﬁcient resources to consider reaching out to local hospitals to expand
the scope of harm reduction services.
Although the majority of eligible patients received our educational
intervention and a naloxone prescription, few ﬁlled that prescription.
Due to internal pharmacy policies, we had been unable to provide
take-home naloxone directly at discharge, and we believe this led to
the low portion of participants ultimately obtaining naloxone. We recommend that future similar programs provide naloxone directly to participants, and attempt to understand factors causing emergency
physician hesitance to prescribe naloxone.
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System-wide process changes improve
procedural sedation billing in the pediatric
emergency department

1. Introduction
Procedural sedation and analgesia is common in the emergency department (ED). Data from the Nationwide Emergency Department Sample found that at least 80 children are sedated in the ED every day across
the United States, accounting for 0.1–1.5 sedation cases per 1000 visits
[1,2]. Laceration repair, fracture reduction, and abscess incision and
drainage are the top conditions requiring PSA in the ED [3]. PSA has
been shown to be safe and effective in the hands of trained multidisciplinary practitioners in the ED [3,4].
PSA is complex, requiring close monitoring and the presence of a
minimum of two providers [5–8]. Often the bedside nurse is responsible
for monitoring physiologic parameters and assisting in any supportive
or resuscitation measures. The PSA provider is responsible for the administration of medications and sedation oversight, while sometimes
performing the procedure as well. The PSA provider must have sedation
knowledge, ability to provide rescue techniques, apply monitoring described in guidelines such as those by the American Academy of Pediatrics, and manage complications for a level deeper than the intended
sedation state [8].

