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Fear of inpatient opiate withdrawal: a
modifiable barrier to health-care access
for people who use illicit opiates
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Drug deaths have hit record high in
England and Wales, says ONS

From Care & Prevent to iHOST

Figures for 2019 surpass 2018’s record level, with rise affecting
women more severely

The mixed-method Care & Prevent study explored skin & soft tissue infection
(SSTI) prevention, risk & care among 455 people who inject drugs in London.

Context & project impetus
» From 2012: 50% increase in opioid related deaths in the UK

» Annual rise in injecting-related hospitalisations (~10% PWID hospitalised for
SSTI annually — barriers to timely care)

Select findings
» High proportion (68%) lifetime SSTI, of those 46% hospitalised for SSTI

» Opioid withdrawal: barrier to care access & completion

Next steps

» The iHOST (improving Hospital Opioid Substitution Therapy) intervention
study: NIHR funded, commenced March 2022




Men (341, 75%) Women (114, 25%) Total (n=455)

Ethnicity: White British/white 248 (73%) 88 (77%) 336 (74%)

Age, range (mean) 21 - 68 (46yrs) 22 - 67 (44yrs) 21 - 68 (46yrs)
Injecting in past 12 months 224 (66%) 60 (53%) 273 (63%)
Care & Prevent
Mainly injecting: heroin & crack 182 (53% 61%) 43 (38% 47%) 225 (49% 58%)
(past 12 months) heroin 129 (37% 29%) 70 (61% 53%) 199 (44% 34%)
Survey
Participants Current OST 274 (80%) 86 (75%) 360 (79%)
_ Current hostel/street homeless 163 (48%) 44 (39%) 207 (46%)
N=455
Ever street homeless 277 (81%) 78 (68%) 355 (78%)
2018-19
Ever SSTVI (abscess, cellulitis, venous 231 (65%) 79 (69%) 310 (68%)
ulcer, venous disease)
Hospitalised for SSTVI above 96 (28%) 41 (36%) 137 (30%)
46% of 310
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* Time to seek medical advice associated with SSTVI severity: 54% (124) waited 5-g days, 28% (83) 10+ days

* SSTVIseverity associated with hospitalisation. Systemic complications common.

Diagnosed co-morbidities

Hepatitis C I 54
DVT . 23

Arthritis I 20 . .
Hypertension s 19 Of 291 PWID with abscess or cellulitis:

Blood poisoning FEEE——— 10 * 27% (n=80) report sepsis

Hepa::i:::z —— 1;4 * 7% (n=21) report endocarditis.

Liver cirrhosis masssss 12

*Bonw'::::fnf:?:: _6 8 Of the 142 PWID with history of vascular issue
HIV s 6 (venous ulcer, venous disease or DVT)
TE fmm— 6 e 40% (n=57) report sepsis

* Endocarditis mam 5

Diabetes mmm 4
*Necmtisingfascitis 2
Lymphangitis ® 1

* 9% (13) endocarditis.

Y = potential SSTI complication
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Qualitative data (n=37): additional insight H?GIEN‘E@

PWID incorporate serious injecting-related complications into daily lives — medical care avoided

“It was mad, like | was homeless and the right side would just randomly, out of nowhere, it would just burst
with blood, like blood everywhere! Within ten seconds my entire trousers would be covered in blood.”

Fear & experience of opioid withdrawal in hospital a primary barrier to treatment presentation & completion

“It was that that really scared me more than anything, was being sick in hospital ... being sick [in withdrawal]
is one of the scariest things in the world to be.”

Stockpiling money & drugs, using illicit drugs in hospital and self discharge common:

“They give you a dose of methadone in the hospital but you have to wait for the doctor to consent, so I’'m
waiting days .... So going out, sick as a dog, arm bandaged up, | have to go out and find some money.”

1. Harris et al, 2018; 2. Wright et al., 2020; 3. Harris, 2020
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Interrogating context: hospital policies saleiass

» Hospital critical medicines lists: informed by the Delayed & Omitted Medicines tool

» We questioned the categorisation of drugs for substance dependence (webinars)

Dosze not given atthe | Dose not given within 2 Dose omitted |i.e. not

time prescribed hours of time prescribed | administered by the time of

DRUG OR DRUG CLASS BY BNF CLASSIFICATION AND
next scheduled dose)

INDICATION (S) CONSIDERED

‘ Fotential risks as consequence of delay

Significant short-term patient
impact with moderate
intervention required; increase
in length of hospital stay
possible

4.10. Drugs used in substance dependence

For alcohol or opioid dependence

»  We requested substance dependence guidelines: 224 aNHS hospital trusts.

» 1o1relevant policies (86 Trusts): discrepancies in approach,
barriers to timely OST, punitive language

Research article ’ Open Access | Published: 14 April 2022

Barriers to management of opioid withdrawal in

P . . .
Patients with a h’StO,"y Of drug GbUSE Often hospitals in England: a document analysis of hospital
have .un.reasonably hlgh EX,DeCthIO’[lS. policies on the management of substance dependence

Alle Vla tlon Of all paln IS nOt a go alc Magdalena Harris , Adam Holland, Dan Lewer, Michael Brown, Niamh Eastwood, Gary Sutton, Ben

Sansom, Gabby Cruickshank, Molly Bradbury, Isabelle Guest & Jenny Scott

BMC Medicine 20, Article number: 151 (2022) | Cite this article
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Working with people who inject drugs & policy makers — fecieng( 3

- Specialist
Dose not given at the Dose not given within 2 Dose omitted (i.e. not o | : :
gg?\l;;ggcy time prescribed hours of time prescribed | administered by the time like a f?elpmg hand. Somethmg that "speeds
of next scheduled dose) | Up the time you get your Methadone in
4.10 Drugs used in substance h : I ”
dependence osp ital.

4.10.1 Alcohol dependence
Benzodiazepines prescribed for alcohol
dependence and withdrawal

IF YOU NEED TO GO TO HOSPITAL AND ARE ON@
OPIOID SUBSTITUTION TREATMENT

4.10 Drugs used in substance Nil or negligible patient Significant short-term
dependence impact with nil or minar patient impact with
4,10.3 Opioid dependence intervention required; no | moderate intervention
Opioids prescribed as substitution increase in length of stay | required; increase in P
treatment in opioid dependence length of hospital stay Sé@ )
possible '
4.10 Drugs used in substance Nil or negligible patient Significant short-term
dependence impact with nil or minar patient impact with
{no BNF sub-code) intervention required; no | moderate intervention
Benzodiazepines prescribed for increase in length of stay | required; increase in
benzodiazepine dependence length of hospital stay
possible

People who inject drugs

Workshops to understand what would help them feel safer in
hospital — more able to present early and complete their treatment:
- Advocacy card

- Advocacy helpline "something to take to the hospital to say I've

got aright to be treated with dignity”
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AIM: To optimise OST management in hospital settings to reduce delayed presentation, self-discharge
and emergency readmission among people who use opioids.

1. ‘My Meds’ advocacy card

2. Advocacy OST helpline

3. Online staff training module

4. ‘Best practice’ hospital template
5. iHOST ‘champion’

Sites: University College London Hospital; St James's University Hospital, Leeds; Royal Stoke University
Hospital, and linked drug treatment services

Primary outcome measures:
1. Discharge against medical advice (DAMA)

2. Emergency hospital readmission within 28 days of discharge



Advocacy Card, training & helpline
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The MY Meds card is credit card
sized, double sided, and generic ”
rather than personalised. It aims to:

Pharmacy:

eEmpower people on OST to feel
safe to access hospital care and to
disclose their medication
requirements.

eEnable timely medicines
reconciliation: prescriber and
pharmacist contacts to be entered
by the drug service.

Helpline, operated by Release, will
ensure that patients are supported to
secure their community OST or be
assessed and titrated while as quickly
as possible, and in line with current
clinical and policy guidance.

E-learning module: a dedicated training
package to support patient-centred care
and communication, and enhance staff
confidence in the specifics of OST dosing
and management.

EXCHANGE TRAINING

Improving hospital care for people
who use opioids by removing barriers
to opioid withdrawal management
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 Drawing on policy review, clinical evidence, consultations with hospital staff & people who use opioids

e Consultation and review from key stakeholder organisations: Addiction Professionals, Royal College of
Psychiatrists, British Pharmacological Society, College of Mental Health Pharmacy, Royal Pharmaceutical
Society, Office for Health Improvement and Disparities.

|SSU€S addreSSEd: S Management Of drug
. . : o . gl Misusers
1. Urine drug screen requirement prior to any OST prescription in hospital (U
(even where community Rx confirmed by local drug treatment service) )
UCLH Guideline
2. Low initial methadone dose (capped at 10mg, to be titrated 4hrly to Trust Wide
40mg max. day-one dose) o
:wr_ner f E‘S|:n[::;r|sc;r Use of medicines committee
e o . . . . eview By Date 03/01/2023
3. No provision for takeaway OST/continuity of care for patients with a Responsibie Divcior N
Monito_ring Use of Medicines Committee
community Rx who are discharged out-of-hours S
Related Trust Alcohol withdrawal guideline (link to be inserted when
LIS TR RN TTHTE I quidance published)
4. No provision for takeaway naloxone to address high risk of fatal overdose TN 1 o
in days following hospital discharge SN
Assessment




“w .
Misuser” «
» Abuser”, “Addict”

Stigma and risk “Sanctions”

Maintaim’ng z

Regular drug testing

Policies emphasised risk of opioid overdose: negating risk of opioid withdrawal

Supervised consumption

“Opioid withdrawal is not a life-threatening condition but opioid toxicity is” Behavioural congrs t
cts

Many policies promoted stigmatising attitudes and approaches:

» Some instructed that a patient should be made to speak or swallow water to prove they were not holding
OST in their mouth

» One maternity guideline stated that new mothers must be informed that if a test were positive, they might
be discharged while their baby remains in hospital until fit for discharge

» Six advised observing the patient urinate

» Some advised restricting visitors and specified that patients should not be allowed to leave the ward




University College London Hospitals
NHS Foundation Trust

BeSt p ra Ct' Ce p0| |Cy — Prevention and treatment of opioid withdrawal in hospital

Process outcome and key wins ey
y DIAGNOSIS AND CAUSES TREAT
1. Establish opicid dependency « Rx naloxone PRN for all patients on OST
* Community opioid substitution therapy (OST) Rx + NB: Do not prescribe OST if contraindications: head
* Regular heroin use (frequency, amount, route) g‘ﬂ-‘g acute respiratory depression, coma (see
1 1 1 1 1 1 * History of opioid withdrawal t
University College London Hospital amended in line with best ||, s of ovod withdrawal symptoms
£ 0Nduct physical examination Continuing community Rx:
. * Opioid withdrawal symptoms using clinically - Rx usual dose once daily (divided dosing BD if
p ra Ctl Ce te m p | ate . validated SCl:lring tool, eq., COWS cautions, patient preference, or to enable pain
* Polysubstance use (NB: alcohol withdrawal is a management)
. . . medical emergency; see local guidance [LINK]) « [For patients on methadone]: monitor for symptoms
1. Removed mandato ry urina |y5|s pre_OST prescr|b| ng 3_For patients on community Rx: of withdrawal: if withdrawal symptoms persist,
* Confirm medication, formulation, current dose, prescribe 5-10mg methadone PRN, max. daily dose
and whether consumption is supervised increase 10mg, max. weekly dose increase 30mg
e _ege e . H ity ph. ist/ iber); confirm dat
2. Amended OST initiation schedule (increased initial dose 10mg o omamacag g O e I atingire-tirating methadone:
. . supervised/patient if unsupervised) DAY ONE
- 20mg; max one day dose increased to 60mg under expert NB: Re-titrate OSTif last consumption reported | | + Rx 20mg starting dose methadone
’
. . as 3+ days from date of hospital admission + Monitor for symptoms of withdrawal 4-hourly
supervision ) - Rx additional 10mg PRN methadone 4-hourly up to

REQUEST 40mg total day-one dose

- If withdrawal symptoms persist, prescribe up to

. . Moni Il pati f ioid toxicity four hou
3. Introduced takeaway OST for patients on community OST afer acn dose and hen as per NEWS 50mg loalday-one dose under expert
) ] ] . « If RR<12, oxygen satur_atiun below target, or DAY TWO ONWARDS
prescription (with drug treatment service approval) reduced level of consciousness: withhold OST | | - Convert total day-one dose nto daly prescription
+ If unresponsive: administer naloxone and Rx in divided doses (BD)

= Monitor for withdrawal symptoms; if withdrawal

it ist:
4. Introduced take-home naloxone T o @ ot eveyther

+ Inform Drug and Alcohol Liaison CNS of all {max. weekly dose increase of 30mg over day-one
. . . . patients prescribed OST in hospital dose); If day-one dose £40mg, can increase dose
Reviewed & approved by UCLH guidelines committees (3x) + Liaise wih local drug treatment servce for all by upo 10mg on day two

patients prescribed OST in hospital Initiatinalretitrating b :
+ See section on acute pain management (p.14) [:‘At::j:g Ye-titrating buprencrphine:

- NB: Only administer buprenorphine when
DISCHARGE withdrawal symptoms are present

+ Rx OST on day of discharge; Rx TTA naloxone + Rx 4mg buprenorphine
“ H - F tients admitted ity Rx: Arr. - Monitor for withdrawal symptoms 4-hourly; if
There were claps & cheers from the AMU (acute medical For patients admitted on community R ATENGE | | incrawal symptomms parsit, x addional 2mg
. . ” + For patients initiated on OST in hospital: Arrange PRN (up to 8mg total day-one dose)
unit) staff when we introduced the changes. Claps & cheers!! urgent appointment wih CDTS for day of DAY TWO ONWARDS
discharge - Convert total day-one dose into daily prescription
and Rx once daily
. . MEDL GUIDELINE DETAIL S . N . e

(Marisha, iHOST LSHTM Research Fellow) - * Monitor for withdrawal symptoms, R additional 4mg

CGC approval: [ ——— dose 4-hourly if required, up to 16mg day-two dose

This MEDL guideline is intended to support decision making by trained doctors and must be interpreted appropriately in the clinical context. it covers management for adult
patients only. The authors cannot be held responsible for their use. Only current on date printed. refer to insight for definitive version.
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Originating from NZ nursing practice, cultural safety aims
to reduce health care practices that cause patients to feel
unsafe and powerless.

B
e Requires providers to reflect on their own power & %o 3\
positioning, and how structural disadvantage and 6(\»_,;\
marginalisation can be reproduced in health care. < ol

* ltis the responsibility of the dominant health care culture
to undertake process of change/ transformation to
promote equitable health care access & outcomes.

TREAT THIS PERSON
WITH RESPECT & DIGNITY

THEY ARE HERE
TODAY FOR HELP

* What constitutes cultural safety is defined from the
perspective of those seeking or receiving care.

By

* Interactions with health care providers may be
experienced by patients as unsafe despite the intentions
of providers.




LONDOIN
SCHOOL of

HYGIENE

In summary SO

MEDICINE

PWID in UK an aging population, high level of co-morbidities / mortality

* Fear and experience of opioid withdrawal in hospital is a barrier to
timely presentation and treatment completion.

iIHOST developed with PWUD (& clinicians, pharmacists, treatment
providers)

* Co-produced, responsive to community needs

* Cultural safety: impetus on providers to examine & change practice

Hospital policies can underpin and perpetuate stigma towards PWUD
* Thisis a modifiable issue!

* Policy change is possible, and a positive first step toward improving
hospital care for people who use drugs more broadly.

( e y College London 1y soits,

S

C\-\AMNONING CHANGE
UCLH is leading a national NIHR-funded project to

M a g d a I e n a . h a rI’I S @ I S htm . a C . U k improve Hospital Opioid Substitution Therapy (iIHOST) @

Please feel free to get in touch if you would like more information:



mailto:Magdalena.harris@lshtm.ac.uk
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