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Outline

dDiagnose opioid use disorder (OUD)

Initiate evidence-based medications for
OuD

Link hospitalized patients with OUD to
treatment on discharge

10



Roadmap

) Landscape of Addiction
) Diagnosing OUD

) Treating OUD
S . ) Care Transitions & Harm Reduction
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Overdose Death Rates Involving Opioids,
by Type, United States, 1999-2019
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COVID and OUD

‘It's Huge, It’s Historic, It’s Unheard-of’:
Drug Overdose Deaths Spike

By Josh Katz and Margot Sanger-Katz July 14, 2021

e Magnifying the drivers of use oo, oy e e

Drug overdose deaths rose nearly 30 percent in 2020

. . . to & record 93,000, aceording to preliminary ngfﬂnamﬁa.;ﬁ?rﬂ!.:
o Psyc h O S O C I a | & e CO n O m I C I m p a CtS si:alj::hcs _rcjeascd 'n'.’cdm_-sdaly by Iquf_- Centers for niheUS. 1 2020
Disease Control and Prevention. 10 the largest __/

single-year increase recorded.

[ R i S ki e r u Se The deaths rose in every state I.J,-“ﬁ-_. o

but two, South Dakota and J
New Hampshire, with /

e Group programs halted / only accessible e e e AT
via technology y -

e Limited hours of Syringe Access Services ™ " e
e Using alone
* Suppliers disrupted »

e Shelters closed / unappealing
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Fentanyl

« >100,000 drug-related deaths
between in the 1-year period
ending March 2021

(==,
* 30% Iincrease In drug related

deaths from the previous year m
|

* Highest number of deaths ever
recorded in a 1-year period

.’ e “ > ."~
~ ".\u‘. 2. V0 b
Wi ¥
p RN

Salwan Georges/The Washington Post/
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SUD are prevalent among hospitalizations

m All Visits by Individuals with AUD or SUD & Visits by Individuals with SUD @ Visits by Individuals with AUD

Hospitalizations (%)

2014 2015 2016 2017 2018

hn Suen LW. J Gen Intern Med. 2021.
S ,
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OUD among hospitalized patients

 More likely to be admitted
from the ED

_onger and costlier stay
Higher readmission rate
Jnconnected to care
High self-discharge rates

Self-

Restrictions Discharge

Iy Ny Ny
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Why treat OUD In the hospital?




Roadmap

) Landscape of Addiction
) Diagnosing OUD

) Treating OUD
S . ) Care Transitions & Harm Reduction
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But 1st: Words Matter

J Language propagates stigma which can be harmful,
distressing, and marginalizing

 Use of person-first language is recommended in medical
documentation and spoken language

d Open Notes (www.opennotes.orqg)
d Avoid jargon, acronyms, and abbreviations

1 Offer a balanced perspective .
65/961«/\/07?] )
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http://www.opennotes.org/
https://www.drugabuse.gov/

Words Matter: Person-first language

Don’t Use

Addict h user, junkie, alcohg unk

Person who uses drugs, substances, opioids,
alcohol

Use

Drug hab

Disease

Relapse

Return to use

Clean

Maintain recovery

Dirty drug scrg vositive for

Urine showed opioids, methamphetamine

Clean drug o for

Urine was non-reactive, did not have substances

Drug

Treating withdrawal as a medical condition

S ® Wakeman SE. Am J Public Health, 2014; Words Matter, National Institute on Drug Abuse
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https://www.drugabuse.gov/

35 Y man admitted with right upper
extremity erythema, pain, and swelling

Started on empiric treatment for cellulitis overnight

dWhen receiving am sign out you are paged that he is
complaining of nausea, diarrhea, abdominal pain, & headache.

dOn evaluation, he is yawning and his pupils are dilated. He
reports last using heroin right before admission.

Does he have OUD?

shm.
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10

1

Had times when you ended up drinking more,

DSM-5
In the past year, have you:

or longer, than you intended?

More than once wanted to cut down or stop

v

v

drinking, or tried to, but couldn't?

Spent a lot of time drinking? Or being sick or

getting over other aftereffects?

v

Control: Exceeded own limits *

Can’t Cut down

Compulsion: Time using, getting, recovering

Craving

Role failure
Relationship trouble

Gave up other meaningful activities

The presence
Wanted a drink so badly you couldn't think of doafttlp:s:
a drink so you 2
anything else? _WW——P
**This is new to DSM-5"* indman
Alcohol Use
Foundﬁlatddnkmg—orbemgsd(ﬁun Disorder
interfered with taking care of (AUD).
yowhaneorfanuMOrcamdpbm:bles >
Or school problems? The
of the AUD is
defined as:
Continued to drink even though it was causing >
trouble with your family or friends? Mild:
The
of 2to 3
Given cut back on activities that
lmpor;:t‘:rmresmogn t:ym.u.orgavew;roua symptoms -
pleasure, in order to drink? Mod v
More than once into situations while or | The
after drinking that increased your chancesof |of 4to 5
gethgmn(sucl'iasdwlngswimmingushg symptoms
in a dangerous area, or >
havingunaafe sex)? Severe:
Continued to drink even though it was making 3’2
you feel depressed or anxious or adding to O¢ more
another health problem? Or after having hada | Symptoms

memory blackout?

Had to drink much more than you once did to
get the effect you want? Or found that your

v

v

Risk of bodily harm *

Consequences: Physical/psychological

usual number of drinks had much less effect
than before?

Found that when the effects of alcohol were
wearing off, you had withdrawal symptoms,
sleeping, shakiness,

v

such as
restlessness, nausea, sweating, a racing heart,
orasemne?Orsemedﬂmgstnot

there?

Tolerance

Withdrawal

Impaired Control

Social Impairment

Risky Use

Pharmacological Criteria




35 Y man with cellulitis. He uses heroin 3-4 times daily and Is
unable to cut back. He lost his job due to missing work and

has distanced himself from his parents due to his use. Does
he have OUD?

a) Yes
b) No
c) Need more information

Society of Hospital Medicine



35 Y man with cellulitis. He uses heroin 3-4 times daily and Is
unable to cut back. He lost his job due to missing work and
has distanced himself from his parents due to his use. Does
he have OUD?

* Control: Exceeded own limits

a) Yes * Can’t Cut down

b) No  Compulsion: Time using, getting, recovering
* Craving

* Role failure

e Relationship trouble

* Gave up other meaningful activities

* Risk of bodily harm

e Consequences: Physical/psychological

* Tolerance

- | e Withdrawal
shm.
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c) Need more information
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35 Y man with cellulitis and OUD. He's
Interested in OUD treatment. What would you
offer?

a) Buprenorphine

b) Methadone

c) Clonidine, diphenhydramine, loperamide, acetaminophen
d) Extended-release Naltrexone

e) Psychosocial Treatment (residential, mutual help group)
f)  Need more information

shm.
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Medications for OUD

Opioids: full mu agonist include heroin,
Mu receptor = I oxycodone, fentanyl

Y Methadone: full mu agonist

Buprenorphine: partial mu agonist
Y High affinity, ceiling effect

],m v Extended-release naltrexone:
S . Full antagonist, high affinity

Society of Hospital Medicine




Medications for OUD

Methadone Buprenorphine

Treatment retention

Higher than buprenorphine

Increased retention at doses >16mg

Office visits

Daily visits to Opioid Treatment Program
(OTP — methadone clinic)

Daily-monthly; can also provide as
directly observed therapy in OTPs

Prescribe in acute care?

Any inpatient clinician during
hospitalization

Any inpatient clinician during
hospitalization

Prescribe at discharge?

OTP

Any clinician with DATA2000 X waiver

Sedation

Yes at high doses, non-tolerant patients
or slow metabolizers

Ceiling effect for respiratory depression =
very safe

Withdrawal when
starting

Days-weeks to reach comfortable dose

Withdrawal or low-dose/microdose

shm.
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Decreased Mortality

All cause mortality per 1000 person years
40.

30.
20.
10.

In methadone Out of methadone In buprenorphine Out of buprenorphine

Shn.. Sordo. BMJ. 2017
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Hospital Initiation of Buprenorphine

B Maintenance W Detox
80 -
72% 80
70
£ 60 1 60 £
Q a
= 50
a o
2 40 - g
30 &
=
20
20 -
v, 10
0
O I |
Received bup in the 6 months after discharge Days in bup over 6 months
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Detoxification doesn’t last

100 -
90 -
o 80 -
=T 70-
p =
%3 60 -
- & 50
w c
€= 40
o—n L]
© o 30
Q. 20 -
10 -
0_4
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Days Post-detoxification

Chutuape M. The American Journal of Drug and Alcohol Abuse, 2001.



Back to our patient. He wants to start buprenorphine.
How would you start 1t?

a) Low-dose, “"microdosing”
b) 2mg buprenorphine

c) 4mg buprenorphine

d) 8mg buprenorphine

e) Need more information

shm.
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He wants to start

b U p reno rp h | ne. Traditional buprenorphine initiation
J Can tolerate an opioid free period
How would 4018 O In opioid withdrawal (min COWS score 8-11
-  Predominant using short acting opioids
Sstart |t7 (heroin, oxycodonge, etc.) JOP

Low-dose/microdosing of buprenorphine
J Avoid opioid free period (e.g., acute pain/post-
op palnf)
J Regular fentanyl use
J Uses long-acting opioid use (e.g., methadone)

*Methadone to buprenorphine - Ask for help




Sign or Symptom Score
Heart Rate <80=0
81-100 = 1
101-120=2
>120=4
Sweating None =0

Subjective report = 1
Flushed or moist face = 2
Beads of sweat on face = 3
Sweat streaming of face = 4

Restlessness

Able to sit still = 0

Subjective reports of restlessness = 1

Frequent shifting or extraneous movements = 3
Unable to sit still for longer than a few seconds = 5

Pupil size

Normal or small =0

Pupils possibly larger than appropriate = 1
Pupils moderately dilated = 2

Pupils so dilated that only rim or iris visible = 5

Bone or joint aches

None =0

Mild diffuse discomfort = 1

Subjective reports = 2

Patient actively rubbing joints or muscles = 4

Rhinorrhea or

None =0

lacrimation Congestion or moist eyes = 1

Rhinorrhea or lacrimation = 2

Nose constantly running or tears streaming = 4
Yawning None =0

Yawning 1-2 times = 1
Yawning > 3 times = 2
Yawning several times per minute = 4

Anxiety or irritability

None =0
Subjective report = 1
Patient appears anxious = 2

So irritable that cannot participate in assessment = 4

Gooseflesh

Smooth skin =0
Piloerection can be felt = 3
Prominent piloerection = 5

COWS Score for Opioid Withdrawal

https://www.mdcalc.com/cows-score-opiate-withdrawal



Traditional Buprenorphine Initiation

oWhen COWS 28, give 2-8 mg Increase dose: craving, withdrawal, pain

: Decr : insomnia, mani ion
oReassess in 1 hour, then g4-6 ecrease dose: insomnia, mania, sedatio

hours thereafter.
oMax day 1: 16 mg
oMax day 2: 24 mg

oTherapeutic dose 16-24mg/day

shm.
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Works well with pill-based OUD and heroin use disorder



Example of low-dose (microdosing) start with films
or tabs

Buprenorphine

= Day 1: 0.5mg gbh = 2mg total (continue full agonist)
= Day 2: 1.0mg gbh = 4mg total (continue full agonist)

= Day 3: 2.0mg gbh = 8mg total and start to
decrease/stop full agonists (except if acute pain) ' ' '

= Day4: 12-32mg

= Depends on formulations (films, tabs, patches, I Y I I

buccal, or IV buprenorphine) available in your
hospital

shm.
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As you are ordering buprenorphine, he asks
about methadone. What methadone dose
would you start?

a) 5mg

b) 20mg

c) 100mg

d) None, we cannot start methadone
In the hospital

e) Need more information

shm.
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As you are ordering buprenorphine, he asks
about methadone. What methadone dose
would you start?

a) 5mg

b) 20mg

c) 100mg

d) None, we cannot start methadone in the
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e) Need more information
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U.S. DEPARTMENT OF JUSTICE

Yes, we can start methadone in the hospital

X DRUG ENFORCEMENT ADMINISTRATION

DIVERSION CONTROL DIVISION

REGISTRATION REPORTING

RESOURCES > Title 21 Code of Federal Regulations > Part 1306 > 1306.07

Title 21 Code of Federal Regulations

PART 1306 — PRESCRIPTIONS

GENERAL INFORMATION
§1306.07 Ad ing or di: of narcotic drugs.
(@A may or di directly (but not prescribe) a narcotic drug listed in any schedule to a narcotic

dependant person for the purpose of maintenance or detoxification treatment if the practitioner meets both of the following
conditions:

(1) The is separately d with DEA as a narcotic treatment program.

(2) The dd isin with DEA r |
unsupervised use of the drugs pursuant to the Act.

regarding t security, records, and

(b) Nothing in this section shall prohibit a physician who is not specifically registered to conduct a narconc treatment program
from administering (but not prescribing) narcotic drugs to a person for the purpose of reli g acute

when necessary while arrangements are being made for referral for treatment. Not more than one day's medication may be
administered to the person or for the person’s use at one time. Such emergency treatment may be carried out for not more
than three days and may not be renewed or extended.

(c) This section is not intended to impose any limitations on a physician or authorized hospital staff to administer or dispense
narcotic drugs in a hospital to mamtam or detoxlfy a person as an incidental adjunct to medical or surglcal treatment of

conditions other than addicti. rto narcotic drugs to persons with intractable pain in which no relief
or cure is possible or none has been found after reasonable efforts,

(d) A pr i may or di (including prescribe) any Schedule 111, 1V, or V narcotic drug approved by the
Food and Drug Administration specifically for use in maintenance or d to a narcotic d person if
the pr: with the req of §1301.28 of this chapter.

[39 FR 37986, Oct. 25, 1974, as amended at 70 FR 36344, June 23, 2005]

https://www.deadiversion.usdoj.gov

I T

RESOURCES

ABOUT US
b

Get Email Updates:

Cases Against Doctors.
Chemical Control Program

CMEA (Combat Meth Epidemic
Act)

Controlled Substance Schedules
DATA Waived Physicians

Drug Disposal Information

Drug and Chemical Information
E-commerce Initiatives

Federal Agencies & Related Links
Federal Register Notices

National Prescription Drug Take
Back Day

NFLIS

Publications & Manuals
Questions & Answers
Significant Guidance Documents
Synthetic Drugs

Title 21 Code of Federal
Regulations

Title 21 USC Codified CSA



Methadone Initiation

Risk of overdose
with initiation

ng/mL

Sh,.rl Days at steady dose
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Methadone titration

Day 1

Start with 10-30 mg, reassess in 3-4 hrs, add 10mg PRN withdrawal or cravings, max 40 mg

Check for sedation at 4 hours. Ok to give additional short acting opioids throughout

shm.
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Our patient ultimately chooses buprenorphine and is
doing well on 16mg daily. However, he has an abscess
and goes to the OR for debridement. How would you
treat his pain post procedure?

) Regional block
) Morphine
c) Tylenol
) Adjust buprenorphine dosing/frequency
) Stop buprenorphine
f) All of the above

shm.
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Medication for OUD management in the
perioperative period

Pre-procedure Post-procedure

Methadone

Continue full dose

Continue full dose
Consider splitting dose in
the hospital

Buprenorphine

Continue full dose

Continue / increase dose
Consider splitting

shm.
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Managing acute pain in the setting of
medications for OUD treatment

Interventions to consider

Mild pain

Split buprenorphine/methadone TID

Moderate pain

lbuprofen, acetaminophen, topicals

Neuropathic: TCAs, SNRIs, gabapentin

Severe pain

Regional and local anesthesia

Give opioids =2 you will need higher doses due

to tolerance
Ketamine

shm.
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Care Transitions

Methadone

Cannot prescribe on discharge for OUD

Opioid Treatment Programs

Partner with local methadone
clinics

Psychosocial Treatment

Work with hospital and community
stakeholders

Buprenorphine

Prescribe at d/c if waivered or
find someone who is

Bridge Clinic

Telemedicine

Primary Care

SAMHSA website lists waivered
clinicians

oTP
Some have bup




Harm Reduction

Syringe access
services

HCV and HIV
education,
screening, and
treatment

shm.
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Review injection
practices

HAV, HBV, & TDaP
vaccines

Overdose
prevention sites

Naloxone

Buddy system,
never use alone

Stimulants warrant
overdose
prevention




How you can help today

Get your X waiver!

Prescribe naloxone for
overdose prevention

Assess your patients for
OUD and their OUD goals

Continue and initiate OUD
medications during
admission and ensure
seamless care transition

shm.
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SHM supports getting the X-Waiver now!

1. Go to: https://buprenorphine.samhsa.qov/forms/select-practitioner-
type.php

2. To complete the notification of intent:
Under training you received, click other and mark: "practice guidelines”
Date: today

City: type "Practice Guidelines"
State: Type in your state
Select 30 patients

shm.
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https://buprenorphine.samhsa.gov/forms/select-practitioner-type.php

J SHM recommends that all
hospitalists become X-Walivered to
prescribe buprenorphine at

] discharge

Society of Hospital Medicine

d SHM plans to release a
consensus statement with
recommendations for hospital-
based OUD management




S]’m Empowering hospitalists.
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Key Guidance for Opioid Use Disorder Screening,
Treatment, Overdose Prevention, and Care
Transitions by Hospitalists
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Initiate evidence-based medications for
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Link hospitalized patients with OUD to
treatment on discharge
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Audience Questions
shm. 0

Society of Hospital Medicine Submit questions via the webinar of GoToWebinar.
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