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PREMISE

A s the overdose crisis in North 
America continues unabated, data 
specific to overdose presentations 

in hospital remain critical to ongoing moni-
toring efforts and the evaluation and imple-
mentation of public policy. For example, a 
recent study in JAMA by Nguyen and col-
leagues, with the stated goal of assessing 
“the association of British Columbia’s adop-
tion of the safer supply policy and subse-
quent decriminalization of drug possession 
with opioid overdose hospitalizations and 
deaths,” examined opioid-related hospital-
izations using Canadian government counts 
of opioid overdose hospitalizations triaged 
with International Statistical Classification of 
Diseases and Related Health Problems 10th 
Revision (ICD-10-CA) codes T40.0–T40.4 
and T40.6.1 Although on the surface, such 
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an examination would appear intrinsically 
robust, the true impact of drug-related over-
doses on hospitals has likely been under-
reported due to gaps in surveillance and 
incomplete case classification within emer-
gency departments. In fact, data from sev-
eral sources indicate that many overdose 
cases are not fully classified during triage 
or may remain undocumented if patients 
leave against medical advice before triage. 
Such a surveillance gap would obscure the 
full scale of the overdose crisis and hamper 
the development of effective public health 
policy aimed at relieving strain on BC’s 
health care system. Bridging this gap will 
require better integration between para-
medic services and hospital triage systems 
to ensure that overdose cases are accurately 
identified, categorized, and managed.

This surveillance discrepancy is evident 
when examining the following data sources:
•	 Canada’s opioid- and stimulant-related 

harms dashboard. This source tracks 
annual opioid poisoning–related emer-
gency department visits by province, 
categorizing opioid-related emergencies 
under ICD-10-CA codes T40.0–T40.4 
and T40.6,2 with stimulant-related poi-
sonings under codes T40.5 and T43.2

•	 The BC Centre for Disease Control 
(BCCDC) unregulated drug poisoning 
dashboard paramedic-attended over-
dose events. This database includes 
counts of “opioid overdose events” based 

on specific paramedic impression codes, 
as well as 9-1-1 dispatch codes.3 

•	 The 2019 BCCDC knowledge update 
on declining rates of hospitalizations. 
This report examined overdose events 
attended by the BC Emergency Health 
Services from 1 January 2010 to 31 May 
2019 where transportation to the hos-
pital was required and the disposition 
record indicated received or declined.4

First, if we scrutinize the BCCDC’s 2019 
knowledge update, we see a recorded 13 284 
opioid overdoses requiring transport to hos-
pital in 2018, 2 years after BC’s overdose 
emergency was declared.4 The same docu-
ment notes that while 8811 (66%) of these 
individuals were transported to hospital, 
4573 (34%) were not.4 During the same 
period, the Government of Canada report-
ed 3512 opioid poisoning–related emer-
gency department visits in BC, according 
to its opioid- and stimulant-related harms 
dashboard.5 If the BCCDC data are accu-
rate, the 3512 people counted by the Gov-
ernment of Canada represent only 40% of 
the 8811 people who should have arrived 
at the emergency department by ambu-
lance because they overdosed. To rephrase, 
this discrepancy suggests that 5299 indi-
viduals who were taken to the emergency 
department to be treated for opioid over-
dose were transported to the emergency 
department but were not triaged with an 
opioid overdose code (i.e., ICD-10-CA 
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codes T40.0–T40.4 or T40.6) or left the 
hospital before triage [Figure].

As this example illustrates, the lack of 
classification at emergency department tri-
age and unclear surveillance around pre-
mature hospital discharge complicates the 
accurate surveillance of overdose cases. From 
the example, we can also see that a known 
60% of transported overdose cases were not 
counted under an overdose ICD-10-CA 
code at triage, or people left against medi-
cal advice before they could receive a code. 
This means that only one-quarter of the 
total opioid overdoses requiring transport 
to hospital agreed to the transport, arrived, 
and were triaged at the emergency depart-
ment with the correct ICD-10-CA code. 
Such a gap would distort surveillance data 
and obscure the full impact of the overdose 
crisis on the hospital system. 

Lack of provincial-level data
A key limitation of this analysis is the 
absence of recent provincial-level data link-
ing overdose-related hospitalizations with 
paramedic transport. At present, the most 
recent publicly available data set contain-
ing linked and verifiable figures across BC 
Emergency Health Services and hospital 

systems dates to 2019. The reasons behind 
this lack of updated data remain unclear. 
This surveillance gap significantly ham-
pers efforts to track emerging trends; evalu-
ate the real-time impact of public health 
interventions such as safer supply and drug 
decriminalization; and make informed deci-
sions regarding hospital system prepared-
ness, resource allocation, and emergency 
response planning. Without timely, inte-
grated data, the true burden of the toxic 
drug crisis on BC’s health care infrastruc-
ture remains obscured.

Emergency department coding 
practices
Beyond the absence of updated data, fur-
ther discrepancies in overdose-related 
hospitalization figures may arise from 
clinical coding practices within emergency 
departments. Physicians frequently assign 
diagnostic codes based on a patient’s imme-
diate clinical presentation or the condi-
tion currently being treated, rather than 
the underlying cause. For instance, a patient 
who overdosed might receive a diagnos-
tic code for respiratory failure or cardiac 
arrest rather than an opioid-poisoning code. 
Such symptom-based coding can effectively 

hide overdose cases within hospital records, 
further contributing to systemic under-
counting. While this approach aligns with 
standard clinical workflows, it underscores 
the urgent need for dual or bundled cod-
ing protocols that capture both presenting 
symptoms and the underlying overdose 
etiology to improve surveillance accuracy.

The failure to accurately capture over-
dose cases within hospital data has signifi-
cant consequences. It diminishes the health 
care system’s ability to quantify demand, 
plan adequate staffing and emergency 
response capacity, and evaluate the effec-
tiveness of critical interventions such as 
safer supply programs or expanded harm 
reduction services. When overdose cases are 
misclassified or omitted, public health strat-
egies risk being underfunded, misdirected, 
or based on incomplete evidence. Address-
ing these issues through better integration 
of paramedic and hospital data systems, rou-
tine implementation of dual-coding prac-
tices, and mandated tracking of suspected 
overdose presentations should be under-
stood not merely as a technical improve-
ment but as an ethical imperative amid a 
public health emergency.

Continued on page 369

FIGURE. Number of visits to the emergency department for opioid overdoses in 2018. 

* Data from BC Centre for Disease Control knowledge update; † data from Government of Canada opioid- and stimulant-related harms dashboard.
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Continued from page 358References continued from page 347primary care physicians, “Please send the 
patient without an MRI. Let us see if 
they need an MRI scan.” 

What are the harms in ordering an 
unnecessary MRI scan, apart from costs?
Apart from taking away a slot from 
someone who might need the scan more 
urgently, MRI-reported findings can cre-
ate a lot of anxiety since there is so much 
documented that is not clinically mean-
ingful for your patient’s care. Patients 
will often read an imaging report line 
by line and wonder if the constellation 
of imaging findings explains their prob-
lem. While that can be the case, more 
frequently it is not. 

How do you prepare patients for what 
they might read on the imaging report?
I try to foreshadow what they will see 
on the report, so they are not surprised. 
I tell them specifically what I am looking 
for (e.g., ligament tear) and that other 
findings are expected age-related changes 
that are not necessarily clinically relevant. 
When I see them afterward, I explain 
the findings and go through the report 
in more detail, but I always give them a 
heads-up before the scan is completed.

What is your bottom-line message 
to physicians who refer patients to 
orthopaedics? 
You generally do not need MRI to refer 
to a specialist in orthopaedics, specifically 
for knees, as well as hips. It’s rarely useful 
in changing clinical management. You 
can refer to orthopaedics when in doubt, 
and the surgeon can triage the referral 
and then decide whether further imag-
ing is necessary. If you look hard enough 
with higher-level imaging, particularly 
in patients over 50 years of age, you are 
going to frequently find pathology, and 
the MRI findings may not change patient 
treatment. It is better if the orthopaedic 
surgeon assesses the patient in person 
first and then decides when MRI can 
help with diagnosis or treatment. n
—Celina Dunn, MD, CCFP, FCFP 
Manager, Medical Services, WorkSafeBC
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The low rates of accurate classifica-
tion of overdose patients expose signifi-
cant deficiencies in how overdose data 
are captured and, more broadly, handled 
in the health care system’s response to 
the toxic drug crisis. To mitigate these 
challenges, it is imperative to enhance 
data collection and refine classification 
systems, thus facilitating a meaningful 
response to this ongoing crisis. n
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