
determine the association of pain with index hospitalization (second-
ary outcome). We also performed a stratified analysis looking at
ureteral vs. kidney (intrarenal) stones. Results: We studied 1053
patients, 66% male, with a mean age of 48 years. After controlling
for patient and disease characteristics, we found no significant associ-
ation between pain severity and stone size (b=−0.0004; 95%CI
= -0.0015, 0.0008) or stone location (b = 0.0045; 95%CI: -0.020,
0.029). Nor did we find an association between pain and hydrone-
phrosis severity (b = 0.016; 95%CI: -0.053, 0.022, p = 0.418). Strati-
fied analyses using a Bonferroni correction for multiple
comparisons revealed the same absence of associations in the kidney
and ureteral stone subgroups. Arrival pain did not predict index
admission (OR = 0.82, 95% CI: 0.59, 1.16). Conclusion: Arrival
pain scores are not associated with stone size, stone location or hydro-
nephrosis severity, and do not predict index visit hospitalization in ED
patients with renal colic. Severe pain should motivate efforts to min-
imize treatment delays, but do not suggest the need to modify
advanced imaging or admission decisions.
Keywords: pain, renal colic, stone
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Emergency physician attitudes on opioid use disorder and bar-
riers to providing buprenorphine/naloxone
D. Webster, MD, T. Meyer, BSc, MD, C. Crain, BSc, J. Fraser, BN,
P. Atkinson, MBChB, Dalhousie University, Saint John, NB

Introduction: Buprenorphine/naloxone (buprenorphine) has proven
to be a life-saving intervention amidst the ongoing opioid epidemic in
Canada. Research has shown benefits to initiating buprenorphine
from the emergency department (ED) including improved treatment
retention, systemic health care savings and fewer drug-related visits to
the ED. Despite this, there has been little to no uptake of this
evidence-based practice in our department. This qualitative study
aimed to determine the local barriers and potential solutions to initi-
ating buprenorphine in the ED and gain an understanding of phys-
ician attitudes and behaviours regarding harm reduction care and
opioid use disorder management.Methods: ED physicians at a mid-
size Atlantic hospital were recruited by convenience sampling to par-
ticipate in semi-structured privately conducted interviews. Audio
recordings were transcribed verbatim and de-identified transcripts
were uploaded toNVivo 12 plus for concept driven and inductive cod-
ing and a hierarchy of open, axial and selective coding was employed.
Transcripts were independently reviewed by a local qualitative
research expert and themes were compared for similarity to limit
bias. Interview saturation was reached after 7 interviews. Results:
Emergent themes included a narrow scope of harm reduction care
that primarily focused on abstinence-based therapies and a multitude
of biases including feelings of deception, fear of diversion, feeling
buprenorphine induction was too time consuming for the ED and dif-
ferentiating patients with opioid use disorder from ‘medically ill’
patients. Several barriers and proposed solutions to initiating bupre-
norphine from the ED were elicited including lack of training and
need for formal education, poor familiarity with buprenorphine, the
need for an algorithm and community bridge program and formal
supports such as an addictions consult team for the ED.Conclusion:
This study elicited several opportunities for improved care for patients
with addictions presenting to our ED. Future education will focus on
harm reduction care, specifically strategies for managing patients
desiring to continue to use substances. Education will focus on addres-
sing the multitude of biases elicited and dispelling common myths. A

locally informed buprenorphine pathway will be developed. In future,
this study may be used to advocate for improved formal supports for
our department including an addictions consult team.
Keywords: buprenorphine, harm reduction, opioid use disorder
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Abdominal ultrasound image acquisition and interpretation by
novice practitioners afterminimal training on a simulated patient
model
B. Waterman, MD, BAS, K. VanAarsen, MSc, M. Lewell, MD,
H. Tien, MD, F. Myslik, MD, M. Peddle, MD, S. Doran, MD, Vic-
toria Hospital, London Health Sciences Centre, London, ON

Introduction: The FAST exam – Focused Assessment with Sonog-
raphy in Trauma - is a rapid test using ultrasound to identify sono-
graphic evidence of hemorrhage within the abdomen. In the
prehospital setting, the information from a FAST examination can
help triage patients, direct patients to the most appropriate facilities,
assist with management strategies and potentially expedite time to
definitive intervention. Few studies examine the accuracy of
paramedic-only-performed FAST examinations. However, despite
the potential benefits to the Canadian prehospital system, a potential
barrier to implementation is the tremendous financial and operational
burden if paramedics require prolonged ultrasound training courses.
In this study, we conducted a double-blinded observational study
comparing the accuracy of paramedic-performed FAST versus
physician-performed tests on a sonographic Phantom, after a one-
hour didactic training session. Methods: The interpretation of para-
medic performed FAST exams was compared to the interpretation of
physician performed FASTexaminations on amannequinmodel. The
mannequin utilized in this study was a realistic model of a human torso
where fluid could be injected into the abdomen to create a realistic
ultrasound image of abdominal free fluid. Participants were required
to scan the mannequin twice, once with 300 mL of fluid instilled
and once with the abdomen free of fluid. Participants were blinded
to the status of hemoperitoneum. The primary outcome of the
study was accuracy rate of FAST examination by paramedics com-
pared to emergency room physicians. Results were compared using
the Chi-square test. Differences in accuracy rate were deemed signifi-
cant if p < 0.05. Total scan time was reported using means, standard
deviations and 95% CIs and was compared between groups using
standard t-test. Results: Fourteen critical care flight paramedics and
four emergency physicians were voluntarily recruited. The critical
care paramedics were ultrasound-naive whereas the emergency physi-
cians had ultrasound training. The correct interpretation of FAST
scans was comparable between the two groups 85.6% and 87.5%
(Δ1.79 95%CI -33.85 to 21.82, p = 0.90) for paramedics and emer-
gency physicians respectively. Total scan time differed between
groups but did not reach statistical significance. Paramedics took
longer to complete the FAST examination with a mean (SD) time
to complete the two scans of 10.35 (3.43) minutes compared to 7.34
(2.74) minutes for physicians, (Δ3.01 minutes 95%CI -0.97 to 7.00,
p = 0.13). Conclusion: This study determined that critical care para-
medics were able use ultrasound to detect free fluid on a simulated
mannequin model and interpret the FAST exam with a similar accur-
acy as experienced emergency physicians following a one hour train-
ing course. This suggests the potential use of ultrasound in prehospital
programs to determine the most appropriate transport destination and
aid in the triage of trauma patients while limiting the financial and
logistical burden of ultrasound training.
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