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* Thank you to Linda Peng, MD and Honora Englander, MD
for recommending a case-based approach and for sharing
some of the slides in this presentation




Welcome

* Diagnose Substance Use Disorders using DSM V
* Avoid stigmatizing language

* Treat withdrawal (this talk will focus on opioids)
* Reduce harm

* Ask for help: OHSU Addiction Consult Line

Call 503-494-4567 and ask for the addiction consult line (available M-F 8am-
5pm)

\/
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Mr. Grey is a 48-year-old man admitted to the hospital with sepsis from
severe cellulitis of his right leg.

During your assessment, you notice he appears diaphoretic with
piloerection, restlessness and agitation. He’s shifting around in bed and
having trouble focusing on your conversation.

OHSU



Suspecting Substance Use?

* Ask permission
* Explain why you are asking

* Use non-judgmental language (eg. "substance use" instead
of "substance abuse")

e Stay rooted in role of care provider
“I want to make sure you’re comfortable while you’re admitted and treat any

potential withdrawal symptoms. Can | ask you about substances many of my
patients use, like opioids?”




DSM V Diagnosis of Substance Use Disorder

Compulsion
+

Craving

Consequences
+
Loss of
control

Tolerance
+

Withdrawal

DSM V Diagnostic Criteria: Substance Use Disorder

SEVERITY: 2-3:mild 4-5: moderate 6 or more: severe

1. Taking the substance in larger amounts or for longer than you
meant to.

2. Wanting to cut down or stop using the substance but not
managing to do so.

3. Spending a lot of time getting, using, or recovering from use of
the substance

4. Cravings and urges to use the substance

5. Not managing to do what you should at home, work, or school
because of substance use

6. Continuing to use, even when it causes problems

in relationships
7. Giving up important social, occupational, or recreational
activities because of substance use

8. Using substances again and again, even when it puts you in
danger

9. Continuing to use, even if you have a physical or psychological
problem that could have been caused or made worse by the
substance

*10. Needing more of the substance to get the effect you want
(tolerance)

*11. Development of withdrawal symptoms, which can be relieved
by taking more of the substance

*Criteria not met if taking prescribed drugs under supervision

2-3
criteria

Mild Use
Disorder

Moderate
Use Disorder

Severe Use
Disorder
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Taking a Substance Use History

“When did you start using heroin?”

“Are there things you like about heroin? Things you don’t like?”

“Have you ever wanted to stop using heroin?”

“Has heroin caused any problems in your relationships?”

“What happens when you run out of heroin?”

“Have you ever experienced an overdose?”

“Have you been tested for HIV, hepatitis?”

OHSU



Mr. Grey is a 48-year-old man admitted to the hospital with sepsis from
severe cellulitis of his right leg.

Mr. Grey shares his substance use history:

- Injecting heroin daily for several years and endorses withdrawal

- Several treatment attempts with brief periods of abstinence

- Feels heroin use has contributed to conflict with ex-wife and grown children

- Difficulty working the last 6 months given increasing tolerance and increase in use
- Experienced a near overdose about 2 months ago when trying fentanyl

- Has used fentanyl a few times since when he wasn’t able to access heroin

What is your diagnosis?

OHSU






Words Matter: Stigma as barrier to treatment

« Surveys involving identical case vignettes except for
substance-related terminology randomly distributed to
attendees of MH/Addictions Conference 2008 (516/728
~71% completion)

* Does terminology evoke differential judgments about
culpability, social threat, and whether more punitive vs.
therapeutic measures should be taken?

* Exposure to the term “substance abuser” evoked
judgments of greater personal culpability and were more
likely to agree that punitive action should be taken

“Substance Abuser”

Mr. Williams 1s a substance abuser and 1s attending a treatment program through the court. As part
of the program Mr. Williams is required to remain abstinent from alcohol and other drugs. He has
been compliant with program requirements, until one month ago, when he was found to have two
positive urine toxicology screens which revealed drug use and a breathalyzer reading which
revealed alcohol consumption. Within the past month there was a further unne toxicology screen
revealing drug use. Mr. Williams has been a substance abuser for the past few years. He now awaits
his appointment with the judge to determine his status.

“Substance Use Disorder” :
Mr. Williams has a substance use disorder and is attending a treatment program through the court.
As part of the program Mr. Williams 1s required to remain abstinent from alcohol and other drugs.
He has been compliant with program requirements, until one month ago, when he was found to have
two positive urine toxicology screens which revealed drug use and a breathalyzer reading which
revealed alcohol consumption. Within the past month there was a further urine toxicology screen
revealing drug use. Mr. Williams has had a substance use disorder for the past few years. He now
awaits his appointment with the judge to determine his status

Kelly et al. International Journal of Drug Policy 2010 OHSU



The Biological Basis of Addiction

== Opioid peptides

== Corticotropin-releasing factor
== Dynorphin

== Glutamate

Control Brain

Reward Deficit
& Stress Surfeit

Healthy Heart Diseased Heart

Koob et al. Adapted for The Surgeon General’s Report on Alcohol, Drugs, and Health 2016
Fowler et al. Addiction Science & Clinical Practice 2007

High
metabolism

Low
metabolism
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Addiction: A Lived Experience

* Substance use is a common human behavior
e Addiction is not a moral failing or bad choice

* Genetic and environmental factors predispose to chronic
drug use

e Chronic substance use can lead to structural and functional
disruption of motivation, reward, inhibitory control centers
in the brain

* Drug use becomes an automatic, compulsive behavior

* Addiction is a treatable chronic condition with biological,
social, emotional, cultural, and political underpinnings

Koob. Psychiatry Online. 2011
Lie. American Journal of Public Health 2022
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Words Matter: Language and Addiction

Instead of..,

= Addict

» User

= Substance or
drug abuser

* junkie

» Alcoholic

* Drunk

* Former addict

= Reformed addict

Use.., Because.., Instead of -
) . Mabit
Person with substance use disorder = Person-first language.

= The change shows that a person "has" a
problem, rather than “is” the problem.”

Person with QUD or person with opioid * The terms avoid eliciting negative

addiction {when substance in use is oplolds) assotiations, punitive attitudes, and b
individual blame.”

Patient

* Opioid
Person In active use; use the person’s name, A
wubstitution
and then say *Is in active use.” replacement
therapy
* Meadication-
nssisted
Person with alcohol use disorder treatment (MAT)
Person misuses aicohol/engages in
e who misuses aic gages che

unhealthy/hazardous alcohed use

Person In recovery of long-term recovery

Person who prewously used drugs

NIDA website. Words Matter — Terms to Use and Avoid When Talking About Addiction. Accessed 2022

Use...

= Substance use dlsorder

s Drug addiction

For illicit drugs:
* Use

For prescription medications:
* Misuse

Used athor than prascrited

» Dpiaid agonist therapy

Fharmacotherapy

Addiction medication

Medscation for 8 Substance
use disorder

o Medication for opiok use
disorder (MOLD)

For toxicology screen results:

» Testng nagative

For non-toxicology purposes:
o Baing in remission of
recovery

« Abstinent from drugs
* NOt drinking or taking drugs

* Not currenitly or actwely
usng drugs

Bec

Inaccurately imples that o person IS choosing o use
substances of can choose to stop.”

Habh" may underming the seniousness of the disease

The term “abuse” was found to have a high assooatian with
negatve judgrments and punishement,”

Legtimate use of prescripton medications is imted Lo e
use 35 prascribed by the perzon ta wham they are
prescrined. Consamption tuasice these parameters is
msuse

It I= @ misconception that medicabians merely “substitute” one
drug or "ore addiction” fer arather

The teerm MAT smples that medcation should have 8
supplemental or temporary toie in treatrment. Using *MOUD"
olgrs with the way other psychlatric medicsions are
understood (e g, antidepressants, antipsychotics), as critical
tools that are central Lo & patient’s Treatment plan

Use cinically accurate, nonstgmanang trminalogy the
same ‘way & would be used for cther medical conditions '

Set an example with your own language when troating
patients who might use stigmatizing sheng

Use of such terms may evoke negative and punitive implicit
cogniions.”
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Mr. Grey is a 48-year-old man admitted to the hospital with sepsis from
severe cellulitis of his right leg.

You thank Mr. Grey for sharing his substance use history and inform him that
in order to treat the infection, he needs to be admitted for IV antibiotics and

evaluation of bacteremia.

He tells you he’s anxious about withdrawal and pain. Wonders if you can just
give him some pills so he can leave.

How should you treat withdrawal?

OHSU



DO THIS

Provide standard of care to
people with substance use
disorders by treating withdrawal

DON’T DO THIS

Discharge someone Against
Medical Advice for treatable
withdrawal

OHSU



Patient Initiated Discharges & SUDs

Suboptimal

e “Against Medical Advice” (AMA) Discharges Withdrawal

Management

associated with increased 30-day mortality and
hospital readmission

* People with SUDs are up to 3x more likely to be Hospital EENIS

imposed

discharged AMA as compared to those without etrictions for AMA
SUDs

Ongoing Pain

* In-hospital methadone and social support have .
been shown to independently reduce the odds of relationships

with hospital

an AMA discharge st (\ :)

Simon et al. Substance Abuse. 2020 OHSU




|[dentifying and Assessing Opioid Withdrawal

Early

Craving, anxiety, agitation, diaphoresis

4 to 12 hours

Waesson & Ling, J Psychoactive Drugs. 2003 Apr-Jun;35(2):253-9.
COWS Clinical Opiate Withdrawal Scale

Pestmg Pulse R bear mmare
Mesrurod gfir pesont s 1ting o fring for ane minus
1 Pulie rate 50 or helew

] Pakis rate S1-100

2 Pulia rate 101-120

4 Pulbie rate greaner thaa 120

Gl Upser ewiv last 12 Aanr

N Gl sympaams

Stestach crampy

Nasses or hote tosl

Vemiting ar diarrhes

Mulriple eploades of diarrhes o vomitng

bl i

Sweaenr over past L2 heur aar socountad Sov by roam tevparane s o patont

Tremoy obsavvetiin of sanstrishad hondy

Mid-Late

Insomnia, restlessness, lacrimation,
rhinorrhea, diaphoresis, mydriasis, yawning

8 to 24 hours

acan: L Ng mremor

1 No rwport af chills or Musking 4 Tewmor can be fult, but nee abrerred

] Sebjective report of chills or flething 2 SEght premer abeervable

2 Flathad or abtervable moneses an face 4 Greas romer ar masce twliching

3 Heads of vweat oo brew ar face

4 Sweant serenming off [ace

Faslainess Odsoranion dumg svasmmr Torzng Observation during sssesmant

L] Able b vit 11l ] Neo yawning

! Reperte difficaky rifring sull, but i abde 1o do se I Yawsing once or twice during avseviment
3 Froqueat thifting or extrasssus myvessmis of laguarms : Yawsning dhres or mery Gimes during stostsment
§ Unable 19 10t 16dl for mary thas 2 fow secands 4 Yawnmg veveral times 'minure

iz
Puplh pinned or normal ciee for roses Hght
Popik porsibly largee than narmal far rvoss light
Pupidi mederately ddated
Pupid 1o dilated that anly the ries of (he iris & viidls

ey

Anxien ar eniey

Noae

Patient reperts increaving lereahiliey or ansbeninen
Packnt shvisatly rritable ansions

Patsent o kvitable ar sugious that particparies ie the
astesresent it defflenh

th -

Late

Vomiting, diarrhea,
chills, muscle spasms, tremor,
tachycardia, piloerection

Up to 3 days

Bewe oe Jomt aches If panent wes having pan prvtsushy, snk fhe adiilonal Gessefiesk sk
campornant atvibated o spates wifidrasesl 0 soored L] Skis b umeath
L] Nt prevent 3 Ploerrecstan af tkin cam be felt o koo tasdingup an
] A diffuce discomtert arms
b Patient roperts sovery dilluse sching of juinis/ suuiclo i Pramisent ploerrectiun
i Fackens s yubbing foiens ar musches sad s unable i sk
10l because af discembont
Pusny ness or tearieg Notacesuntad for by cold yyngeans or aller pies
1 Not provent Totd Scars
1 Naral ieaffiness or unwinalh mont ever The coral score b thr vam ol olf 15 ey
2 Nete rusuing or tsaring Laitiake of perton cumpleting A
4 Nete h ing or teary g dewn chevks
Score: 5-12 mild; 13-24 moderate; 23-36 moderately severe; more than 36 = severe withdrawal
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Mr. Grey is a 48-year-old man admitted to the hospital with sepsis from
severe cellulitis of his right leg.

He has tried non-prescribed buprenorphine in the past to help with
withdrawal.

He has never taken methadone.

You explain the options for medications for opioid use disorder
(MOUD).

OHSU



Medications for Opioid Use Disorder

P ol § r—.‘.\,
o D D
Mechanism of action Long-acting mu receptor  Long-acting, competitive Mu receptor antagonist 7l X:Y N L-,;l
5 . CINTASA ) T oy &
agonist partial mu receptor N SNy A V
agonist ST \)
'—,,_’35, e - Empty opioid
. 0 q Q q ~ tor
Acute pain treatment No problem May complicate Contraindication = i
with full agonists traditional induction
Methadone Buprenorphine Naltrexone
Withdrawal necessary No Yes for traditional Yes *%°

prior to initiation induction; but No for
micro-induction

’ ... e
Induction duration Weeks Days 7 days after last opioid Y Y Y
use

Rural geography Often challenging Often accessible PO accessible, IM more
(including telehealth) challenging
Outpatient treatment OTP (daily), need OTP (daily) OR Office Office based (weekly+ for
options immediate discharge based PO, monthly for IM)
plans (weekly+)/Telehealth <
Dispensing at SNF Challenging Straightforward Depends

OHSU



Treating OUD in the Hospital with Medications

Start buprenorphine
Partial agonist
Office-based treatment

Not on MOUD

Start methadone
Full agonist
Requires daily dispense

On MOUD Continue home dose after confirming dosing with

PDMP or methadone clinic

Traditional induction
- Moderate opioid withdrawal

- 4mg SL every 1-2 hrs up to 16mg

Low dose ("micro") induction
- No withdrawal required
- Gradually escalating doses

- Refer to order set for dosing

Typical dosing:
- Start with 20-30 mg, up to 40mg on day 1

- Then increase 5-10mg every 1-3 days

Slide credit: Linda Peng, MD

OHSU



Mr. Grey is a 48-year-old man admitted to the hospital with sepsis from
severe cellulitis of his right leg.

Mr. Grey wants to try buprenorphine

COWS 16

You order buprenorphine to start now at a dose of 4mg, with additional
as needed doses up to 16mg

When you check in with Mr. Grey a few hours later, he is feeling much
better.

OHSU



Starting Buprenorphine (standard induction)

Day 1

When COWS > 10* or >12
hours since last short acting
opioid give 4mg SL
buprenorphine **

Day 1 continued

Give additional 4 mg every
1-2 hours PRN, until
withdrawal and or cravings
abate

Do not exceed 16 mg

Day 2
Give total day 1 dose in AM

Then 4-1mg does PRN for
max 24 mg daily dose

Day 3+

Continue buprenorphine
throughout hospitalization

At discharge

Provide 1-2 week bridge Rx
(must have x-waiver) and
schedule follow up
appointment with a
waivered provider

* COWS threshold may be higher depending on clinical scenario

** Buprenorphine formulations:

Suboxone = sublingual buprenorphine/naloxone
Subutex = sublingual buprenorphine

OHSU



Mr. Grey is a 48-year-old man admitted to the hospital with sepsis from
severe cellulitis of his right leg.

What if Mr. Grey says his withdrawal feels better after 4mg
buprenorphine but he is having significant acute pain due to
cellulitis?

e Switch to low dose buprenorphine induction (“micro-induction”)

 Start short acting full agonist opioids (oxycodone or hydromorphone) at
higher doses and in liquid formulation if PO

OHSU



Low Dose Buprenorphine (“micro-") Induction

» Takes withdrawal out of the equation DAY TOTAL BUPRENORPHINE DOSE

1 0.5mg—-1mg
* An approach that introduces buprenorphine 2 0.5 mg BID
gradually 3 1 mg BID
4 2 mg BID
5 4 mg BID
* Buprenorphine binds to mu receptors slowly c 4 mg TID
displacing full agonists so patients don’t
experience withdrawal and can CONTINUE full ! 8 mg BID
8 Stop/taper full agonists OR may

agonists (e.g. oxycodone or hydromorphone) continue longer for acute pain




Mr. Grey is a 48-year-old man admitted to the hospital with sepsis from
severe cellulitis of his right leg.

What if Mr. Grey tells you he’s tried buprenorphine in the past and it
didn’t work for him?

OHSU



Treating OUD in the Hospital with Medications

Start buprenorphine
Partial agonist
Office-based treatment

Not on MOUD

Start methadone
Full agonist
Requires daily dispense

On MOUD Continue home dose after confirming dosing with

PDMP or methadone clinic

Traditional induction
- Moderate opioid withdrawal

- 4mg SL every 1-2 hrs up to 16mg

Low dose ("micro") induction
- No withdrawal required
- Gradually escalating doses

- Refer to order set for dosing

Typical dosing:
- Start with 20-30 mg, up to 40mg on day 1

- Then increase 5-10mg every 1-3 days

Slide credit: Linda Peng, MD
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Mr. Grey is a 48-year-old man admitted to the hospital with sepsis from
severe cellulitis of his right leg.

What if Mr. Grey tells you he’s tried buprenorphine in the past and it didn’t
work for him? You offer methadone as an option, and he agrees.

 Start 30 mg oral liquid methadone now and 10 mg oral liquid methadone in 2 hours
PRN withdrawal/cravings

* Continue 40 mg liguid methadone daily if patient does not want to continue after
discharge or if no connection to methadone OTP possible.

* If methadone OTP an option and patient wants to continue, increase methadone by
5-10 mg daily every 3-5 days and arrange for continuous dosing at OTP

* Do not prescribe methadone at discharge

OHSU



Medications for OUD in Hospital Setting

* Use of naltrexone often limited by withdrawal/pain

* Buprenorphine and methadone are effective treatments for
withdrawal and can both be used in the setting of acute pain

* Buprenorphine induction can be done using traditional approach or
low dose (“micro”) induction

* Buprenorphine can be prescribed and continued in office-based
treatment settings post discharge

* Methadone cannot be prescribed at discharge and patients must
follow up at an Opioid Treatment Program (OTP)/Methadone Clinic




Mr. Grey is a 48-year-old man admitted to the hospital with sepsis from severe
cellulitis of his right leg.

After 48 hours in the hospital, Mr. Grey expresses need to leave. He states hospital
environment is too restrictive and reminds him of being in jail.

* Blood cultures are no growth to date and cellulitis is only minimally improved on IV
vancomycin. T max 100.3 overnight.

* You express concern, determine he has capacity and attempt to partner around restrictions

* After informed consent and review of non-standard treatment options, Mr. Grey opts to
discharge with oral antibiotics, wound care supplies and return precautions

* He declines medications for opioid use disorder at discharge

What other interventions might you consider?

OHSU



DO THIS DON’T DO THIS

Recognize Harm Reduction™ as Shy away from effective
Treatment interventions that may be
politically controversial

* Harm Reduction: a group of policies and practices aimed at reducing the negative
consequences or harms associated with drug use (can occur at individual, community, or \
system level)

OHSU



Harm Reduction from the Hospital
NALOXONE

* Take home naloxone is recommended for any individual
at risk of experiencing or witnessing an overdose

e Strong association with overdose survival and low rates |11~ “F =\ 30 B a0
of adverse events

NALOXONE

STERILE DRUG USE EQUIPMENT

* Shown to reduce infectious complications of injection
drug use including HIV/hepatitis transmission

 Typically done in the community at Syringe Service
Programs - SSP Locations (nasen.org)

* Has been evaluated from hospital with feasibility and
acceptance by patients/staff

Lennox et al. International Journal of Drug Policy. 2021
groficy OHSU


https://www.nasen.org/map/?go=process

Thank You

* Diagnose Substance Use Disorders using DSM V
* Avoid stigmatizing language

* Treat withdrawal (this talk focused on opioids)

* Reduce harm

* Ask for help: OHSU Addiction Consult Line

Call 503-494-4567 and ask for the addiction consult line (available M-F 8am-
5pm)

\/ V/

OHS



OHSU

QUESTIONS?

OHSU Addiction Consult Line
Available 8am-5pm Monday — Friday
503-494-4567

OHSU Link



https://www.ohsu.edu/health/ohsu-improving-addiction-care-team-impact#:~:text=The%20OHSU%20addiction%20consult%20line%20is%20staffed%20by%20IMPACT%20physicians,by%20supporting%20providers%20across%20Oregon
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