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Learning Objectives (Suggested)
1. Participants will understand the common infections that patients with OUD 

present with in a hospital setting and how to rapidly screen & diagnose OUD 
and initiate Medication treatments for OUD while managing concurrent 
infections.

2. Participants will learn how to to safely initiate long-acting buprenorphine (LAB) 
in the hospital setting 

3. Participants will learn the risk of overdose during COVID19 and how to 
improve education to include opioid overdose risk and improve MOUD initiation 
and naloxone prescription prior to discharge to reduce risk. 

4. Participants will learn how Addiction Psychiatry/ Addiction Medicine and 
Infectious Disease can best collaborate on how to best serve patients 
hospitalized with OUD and infections.



Characteristics of patients presenting to the hospital 
with severe infections and OUD and management of  
MOUD including long-acting buprenorphine initiation 
during acute infectious disease management
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U.S. Opioid Overdose Deaths 2001-2021

Spencer et  al. NCHS Data Brief no 457. Hyattsville, MD; National Center for Health 
Statistics 2022.

• 106,699 drug overdose deaths 
in 2021 (32.4/100,000 persons)

• Synthetic Overdose deaths 
        ⬆️ 22% (2020-2021)



U.S. Stimulant Overdose Deaths 
2001-2021

From 2020-2021:
• Cocaine overdose deaths 

increased by 22%;

• Psychostimulants overdose 
deaths increased by 33% 
(methamphetamine, 
amphetamine etc)



Increase in HCV and Opioid Injection Among 
Younger Americans
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CDC. https://www.cdc.gov/nchhstp/newsroom/2017/hepatitis-c-and-opioid-injection-press-
release.html. 



HIV Epidemics on the Rise in PWID 
Centers for Disease Control and Prevention

Philadelphia, PA, 59 HIV 
Cases from IDU in 2018 (60% 
increase from 2016)

Lowell and Lawrence, 
MA, 129 HIV cases in 
IDU from 2015-2018 
(2012-2014, entire Mass 
had 123 IDU cases)

Multnomah County, OR. 
42 HIV cases mostly IDU 
in 2018-2019 (200% 
increase from 2016-2017)

King County, WA. 27 
HIV cases from IDU in 
2018 (286% increase 
from 2017)

Scott County, IN 
215 HIV cases from 
IDU in 2014-2015

Cabell County WV, 55 HIV Cases from IDU 
in 2019 thru June (588% increase from 
2016) – as of 9/9/19, up to 76 cases

Northern KY, 280% 
increase in HIV cases 
from IDU in 2017



Ronan. Health Aff (Millwood). 2016;35:832.

Hospitalizations With Opioid Misuse and Related Serious 
Infection Have Increased: US Nationwide Estimates

Diagnosis (n)
2002
(N = 

36,523,831)

2012 

(N = 
36,484,846)

P 
Value†

Opioid misuse/dependence 301,707 520,275  < .001

Opioid misuse/dependence with 
infection*
§ Endocarditis
§ Osteomyelitis
§ Septic arthritis
§ Epidural abscess

3421
2077
458
729
411

6535
3035
985
1940
1085

 
< .001
 < .01

 < .001
 < .001
 < .001

*Includes ≥ 1 of the infections listed in the table; †Differences between 2002 
and 2012 evaluated using z-test.



Why? Infectious Disease and Substance Use 
Treatment Have Been Siloed

® Integration of 
treatment for 
®  Infectious 

Diseases & 
® Substance Use 

is  KEY

Infectious 
Disease 
Treatment

Substance 
Use 
Treatment



JAMA 2020. 



2020





Project 
COMMIT

Coordinating Opioid Use Treatment Through Medical 
Management With Infection Treatment

® U01 Multi-site 
study funded by 
NIH’s National 
Center for 
Advancing 
Translational 
Science (NCATS)

® Grant # 
U01TR002763 

Principal Investigators:

Sandra Springer, MD – Contact PI – Yale School of Medicine

Kathleen Brady, MD, PhD – Medical University of South Carolina

Edward Nunes, MD – Columbia University

Frances Levin, MD – Columbia University

Co- Investigators:

Alain Litwin, MD, MPH – Prisma Health, Greenville, South 
Carolina
Prerana Roth, MD - Prisma Health, Greenville, South Carolina

Meredith Schade, MD – Penn State Health



Study Aims

Specific Aims:
1. To evaluate which form of treatment ( ID/LAB or TAU ) improves enrollment/receipt of a 

medication at 12 weeks after randomization
2. To assess if the intervention as compared to TAU  results in improved opioid use outcomes 

(lower days of opioid use, negative urine opioids)
3. To assess if ID/LAB results in higher rates of antimicrobial completion, decreased re-

hospitalizations and ED presentations for ID or OUD at 12 weeks post randomization as 
compared to TAU

This study seeks to test a new model of care (ID/LAB) in which opioid use disorder (OUD) is managed by 
infectious disease (ID) specialists and hospitalists concurrent with management of the infections, using long-
acting injectable buprenorphine (LAB), followed by referral as soon as possible after hospital discharge to 
community resources for long term treatment of OUD as compared to treatment as usual (TAU).



Project COMMIT: Where is it? 

3 regions of the United States 
and 3 sites:
•New England (Yale, Connecticut) 
•Mid Atlantic (Columbia University & 

Penn State Hershey, Pennsylvania)
•South (MUSC & Greenville, South 

Carolina)



Eligibility
Inclusion
ü Age > 18 yo & English or Spanish speaking
ü Hospitalized with infection or suspected infection not 

limited to:
q Bacteremia, Candidal, Fungemia
q Pneumonia
q Osteomyelitis
q Endophthalmitis
q Septic Thrombophlebitis
q Infected Pseudoaneurysm
q Endocarditis
q Skin/Soft Tissue Infection (SSTI)
q Septic Arthritis
q Viral (HIV/HCV/HBV) Infection

ü Current DSM-5 moderate-to-severe OUD
ü Willingness to participate in a trial

Exclusion
× Severe medical or psychiatric disability making 

participation unsafe (e.g. imminent suicide risk)
× Pregnancy, planning conception, or breast-feeding 

for female participants
× Allergy, hypersensitivity or medical contraindication 

to buprenorphine
× Moderate-severe liver impairment (Childs-Pugh 

Class C Cirrhosis) 
× Preexisting stable enrollment on methadone or 

buprenorphine maintenance (last 30 days taking 
daily)

× Inability or unwillingness of subject to give informed 
consent.



Study Design



Protocol Paper



Study Flow



Research & Clinical Assessments

Red = Clinical Researchers (CR)
Blue = Research Associates (RA)



Point of Care Labs 
Timeline Research Team Chart Review/Requested From Hospital Team

Baseline

Point of Care: HIV, HCV, UDS, Urine Pregnancy Test

Hepatitis B panel and reflex HBV DNA viral load if positive; BMP, 

CBC, INR, LFTs

HIV+: VL (HIV+), +CD4 Count

HCV+: VL

Week 4 Point of Care: UDS, Urine pregnancy test

Week 8 Point of Care: UDS, Urine pregnancy test

Week 12

Point of Care: HIV, HCV, Urine Pregnancy Test

Blood Draw (if not available from chart review): 

HIV+: VL (HIV+)

HCV+: VL

Chart review, if available:

HIV VL (HIV+), +CD4 Count (HIV+), HCV VL (HCV+), 

BMP, CBC, LFTs

Week 24 Point of Care: UDS, Urine Pregnancy Test

Ab = Antibody
Ag = Antigen

UDS = Urine drug screen
VL = Viral Load



First- identifying patients with OUD

- OUD assessment is not standard process in all hospitals 

-We created a detailed evaluation to find patients who may have OUD 
and have infections in the hospitals 

-Utilized quick screen and validated diagnostic tool the Rapid Opioid 
Dependency Scale that non-clinicians could use ( Research Assistants) 

- Carefully coordinated with hospital teams to determine if safe to start 
buprenorphine and LAB 



Identifying Eligible Patients
• Generated lists of patient names + hospital locations, link directly to full patient chart
• Study personnel perform in-depth chart review to confirm eligibility
• Checked multiple times daily

Run EMR reports to generate lists of potentially eligible patients 

Uses ICD-10 codes related to eligibility criteria

• F11.9 – opioid use, unspecified
• I33.0 – infective endocarditis

Example:

• Not just searching for explicit diagnosis of OUD
• Search for other terms that may indicate a SUD

• Hx of overdose 
• Unintentional poisoning 
• HCV
• Altered mental status

Reports based on different interpretations of eligibility criteria



Rapid Opioid Dependence Screen (RODS)
® 8 questions created by Dr. Springer 

and used to assess opioid 
dependence, validated with the 
MINI[1]

® Used to safely initiate buprenorphine 
at time of release from prison or jail[1-
3]

® Used to identify patients eligible to 
start extended-release naltrexone, 
long-acting buprenorphine in prison 
or jail before release[4,5] 

Wickersham. J Correct Health Care. 2015;21:12. 2. Springer. J Urban Health. 2010;87:592. 3. Springer. PLoS One. 
2012;7:e38335. 
4.. Springer. J Acquir Immune Defic Syndr. 2018;78:43 5. DiPaola. Contemp Clin Trials. 2014;39:256.



Consort Diagram



Baseline Characteristics (N=133) 
Baseline Participant Characteristics N=133

n (%)
Female 63 (47.4%)
Hispanic Ethnicity 14 (10.5%)
    White 108 (81.2%)
    Black/African-American 10 (7.5%)
    More than one race 5 (3.8%)
    Other/Missing 2 (1.5%)
Age (mean, quartiles) 38.9 (32, 46)
Covered by insurance 30 days before interview 74 (55.6%)
Considered homeless in past 30 days 54 (40.6%)
Moderate to severe Depression per PHQ (10+ score) 72 (66.4)
PTSD - PCL Provisional Diagnosis (14+ score) 90 (67.6%)
ADHD Score (ASRS) 15.20 (5.67)
Pain Scale (PEG), mean (SD) 5.00 (4.00, 7.00)



Baseline Characteristics N=133 
n (%)

AUDIT - Hazardous Drinking
30.0 

(22.6%)
Opioid Craving Scale, mean (SD) 4.0 (2.62)
COWS Score, mean (SD) 1.82 (2.02)
Received MOUD in 30 days prior to 
hospitalization   

     Buprenorphine
18.0 

(13.5%)
     Methadone 10.0 (7.5%)
     Injectable Naltrexone 1.0 (0.8%)



Index Infectious Diseases
Infections at Baseline

Bacteremia 61 (45.9%)*

Endocarditis 29 (21.8%)*
Fungemia 2 (1.5%)

HBV 1 (0.8%)

HCV 58 (43.6%)*
HIV 3 (2.3%)

Joint septic arthritis/infection 22 (16.5%)

Osteomyelitis 23 (17.3%)
Pneumonia (not related to HIV) 11 (8.3%)

Skin/soft tissue infection
(SSTI/NSTI) 25(18.8%)

Abscess 43 (32.3%)*

Covid-19 6 (5.6%)

Other/Suspected 29 (21.8%)



DSM-5 Severe SUDs at Baseline



Self-reported Substance use via 
Timeline Follow Back 

Any Use in past 30 days  Mean Days of Use in past 30 days



Baseline Urine Toxicology Data

*Not all 
participants
recruited at time 
of initial 
hospitalization
-some were 
already started 
on 
buprenorphine



Randomization : LAB or TAU



Study Design
® Randomized controlled trial of adults with OUD admitted to the hospital infections or 

suspected infections (bacterial, viral, fungal)
® Randomized 1:1 to two models of care:

1. ID/LAB – long-acting buprenorphine (LAB) (Sublocade®) and integrated care (ID specialists , 
hospitalists etc.)

2. Treatment As Usual (TAU)- enhanced
Ø Determined by primary hospital team

All receive: Diagnosis of OUD, general recommendation for MOUD (buprenorphine 
(including LAB)/methadone/extended-release naltrexone) initiation, OEND, safe injection 
information, linkage to outpatient addiction care- assertive discharge planning, needs 
assessment, Nurse led Medical Management calls weekly 



Educational Materials Given to All Participants







Treatment As Usual (TAU)
1. Formal diagnosis of OUD

2. Recommendation for MOUD as standard of 
care

Same counselling (Med Management), 
discharge planning, and visit schedule as those 
in the ID/LAB arm



LAB Treatment Arm
Ev

en
t

Tim
e

Day 0

Referral
Pre-screening

Screen
Enrollment/

 Randomization to ID/LAB 
or TAU

Day 0-2

If randomized to ID/LAB
Intervention: SL Bup. 

Induction Period

Day 1-4

Long Acting Bup 
Injection

Discharge Planning/Linkage 
to Care

All get Medical Management calls weekly , discharge 
planning and assertive appointment scheduling (regardless of 
arm)



Clinical Safety Sheet: published in  COMMIT protocol paper. 



LAB Induction
®Every person that is randomized to LAB could safely start LAB in 1-3 
days (FDA IND to rapidly start- FDA )
® Those that were already started on buprenorphine could be started on LAB 

® A few could be given LAB in one day , even on day of discharge

®All LAB patients are monitored (per request from FDA) for 2 hours 
after first dose every 30 minutes to do COWS and Ramsey 
Assessments 

®No precipitated withdrawal in any participants



The Challenges of LAB Initiation in Persons Taking 
Full Opioid Agonists 



Patient case®35-year-old man with a past medical history 
of:

®severe OUD (intermittently adherent to 
high dose methadone), 
®Injecting fentanyl/ heroin daily 
®benzodiazepine use disorder (on 
prescribed benzos), 
®chart history of 
PTSD/anxiety/depression, 

®Presents with bilateral upper extremity 
cellulitis in setting of IV drug use. 
®He is started on IV antibiotics and 
®restarted on his 115 mg of methadone. 
®He undergoes bilateral bedside I&Ds of upper 
extremity abscesses; 
®he is on standing and PRN oxycodone for 
pain. 
®He is interested in the trial – he is enrolled in 
COMMIT and randomizes to the LAB arm. How would you induct this patient onto 

buprenorphine?



Buprenorphine Induction Considerations
Issues Standard Buprenorphine 

Induction
COMMIT Cohort

Pain Requires cessation period 
from all full agonist opioids

Pain from underlying 
infection, necessary 
surgeries

Pre-Induction Withdrawal Require COWS >5 prior to 
first buprenorphine dose

Baseline discomfort, risk 
for unplanned discharge, 
WD aversion

Precipitated Withdrawal Possible increased 
likelihood with fentanyl use

Baseline discomfort, risk 
for unplanned discharge, 
WD aversion



Buprenorphine Induction Considerations

Issues Standard 
Buprenorphine 
Induction

COMMIT Cohort Low Dose 
Buprenorphine 
Induction

Pain Requires cessation 
period from all full 
agonist opioids

Pain from underlying 
infection, necessary 
surgeries

Can continue agonist 
opioids for analgesia

Pre-Induction Withdrawal Require COWS >5 prior 
to first buprenorphine 
dose

Baseline discomfort, risk 
for unplanned discharge, 
WD aversion

No withdrawal required 
for initiation

Precipitated Withdrawal Possible Increased 
likelihood with fentanyl 
use

Baseline discomfort, risk 
for unplanned discharge, 
WD aversion

Theoretically lower



Case Series from COMMIT 

Seval et al. Journal of Addiction Medicine. 2023. Jan 26. PMID: 36701748
DOI: 10.1097/ADM.0000000000001136

https://doi.org/10.1097/adm.0000000000001136




Pain 
• Pain, Enjoyment of Life and General Activity (PEG) Scale

• 0 to 10 rating scale, 3 question assessment including ‘Past Week Pain’
• Single question added (modified PEG) to assess pain at time of 
assessment

®COMMIT baseline PEG score= 5.0 
® (No difference in pain scale between LAB and TAU ( 5.50 versus 5.00 ) 

• Case series cohort: Average past week pain: 8.2 (range: 5-10)
• Average pain at time of question: 5.7 (range 3-7)



Cas
e
1

2

3

4

5

6

7

Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7 Day 8 Day 9 Day 10 Day 11

Legend
= buccal buprenorphine (each quarter equivalent 

to 225 mcg)
= sublingual buprenorphine/naloxone (each 
quarter equivalent to 2 mg SL)

= Long-acting buprenorphine
300 mg subcutaneous

= full agonist opioids
= methadone

*300 mg dose used



COWS Scores after LAB Administration
Case COWS at LAB Injection

1 1 – immediately prior
0 – immediately after
0 – q30 mins for 2 hours

2 1 – immediately prior
0 – immediately after
0 to 1 – q30 mins for 2 hours

3 1 – immediately prior
1 – immediately after
0 to 1 – q30 mins for 2 hours

4 1 – immediately prior
3 – immediately after
1 – q30 mins for 2 hours

5 1- immediately prior
  1- immediately after
0 to 1- q30 mins for 2 hours

6 4- immediately prior
2- immediately after
 
0-1 – q30 mins for 2 hours

7 2 – immediately after and q30 mins for 2 hours

*For full cohort N=133, No difference in COWS score at baseline: LAB 1.72 vs . TAU 1.92



Retention Through 02/15/2023 (N=133)

Follow-up Timepoint

N
um

be
r o

f I
nt

er
vi

ew
s

133 132 130 128 127 125
133 125 105 84 84 65
0 0 6 13 17 32
0 7 19 31 26 28

Expected
Completed
Pending
Missed

Baseline Week 1* Week 4** Week 8*** Week 12 Week 24****0

20

40

60

80

100

120

140

Expected Completed Pending Missed

Interview 
Completion 
Rates:
• 100% Baseline
• 94.7% Week 1
• 84.7% Week 4
• 73.0% Week 8
• 76.4% Week 12
• 69.9% Week 24
* Week 1: One withdrew 
consent prior to week 1

** Week 4: One died prior to 
week 4

*** Week 8: One died prior to 
week 8
**** Week 24: One died prior 
to week 24



Serious Adverse Events
®84 SAEs as of 02.20.23
®MOST COMMON : 

® Endocarditis N=12
® Skin/Soft Tissue Infections N=11 

® (none related to LAB injection)
® Suicidal Ideation N=6

®13 SAEs Unexpected
®2 SAEs possibly- related to study intervention ( 1 anemia, 1 PE)



Serious Adverse Events: 3 Deaths 
Event Expectedness Index 

Infection
Intervention Study Arm

Death: cause 
undetermined

Yes Unrelated Unrelated TAU

Death: 
respiratory 
failure

Yes Unrelated Unrelated LAB

Death: 
respiratory 
failure

No Unrelated Unrelated TAU



Key Takeaways
® Infectious Diseases are increasing in persons who use drugs leading to 

increased hospitalizations and higher morbidity and mortality
® Integration of screening , diagnosis and treatment of OUD in persons 

hospitalized with infections could improve morbidity and mortality
® Preliminary data from a multisite randomized clinical trial of a new integrated 

model of care of OUD treatment with long-acting buprenorphine with nurse 
care discharge planning and continued treatment in the community could 
improve retention on MOUD and reduce overdose and improve infectious 
disease treatment

® Preliminary data of this ongoing trial demonstrate high acceptability and 
feasibility with minimal adverse events 
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Impact of COVID-19 on Overdose Risk and 
Healthcare-Seeking Behavior among Hospitalized 

Persons with Opioid Use Disorder

Manesh Gopaldas, MD



What we (don’t) know
®Drug overdose deaths continue to climb

® Exacerbated by the COVID-19 pandemic
® Disrupted access to substance use treatment

® Social isolation and stress

® Increases in drug use and using drugs alone

®Opportunity to examine the pandemic’s impact on overdose risk and 
healthcare-seeking behavior among a vulnerable, complex population 
with opioid use disorder (OUD).

Friedman 2021, Cartus 2022, Galarneau 2021, Seval 2021



Study flow and assessment timepoints

Screening
& 

Enrollment

ID/LAB
LAB #1

TAU

LAB #2 LAB #3

Random-
ization

Baseline Week 1 Week 4 Week 8 Week 12 Week 24

COVID-19 
survey

COVID-19 
survey

COVID-19 
survey

COVID-19 
survey

COVID-19 
survey

® COVID-19 survey administered to all participants enrolled in COMMIT trial.

® This sub-study included data through 02/15/2023.

® Analysis included all 5 timepoints.



COVID-19 survey
9 questions covering 5 domains:
® COVID-19 testing and diagnosis

® COVID-19 risk behavior

® Social distancing

® Healthcare-seeking behavior

® Seeking infectious disease care

® Seeking addiction care

® Receiving medications for OUD (MOUD)

® Overdose risk behavior

® Purchasing drugs

® Using drugs alone

® Overdose risk

® Survey responses assessed on 5-point 
Likert scale

® Converted to 3 categories

® Less Likely

® No Change

® More Likely



Study questions
®What is the perceived impact of the pandemic on overdose risk and 

healthcare-seeking behavior among hospitalized persons with OUD?

®Does overdose risk perception change over time?



Study questions
®What is the perceived impact of the pandemic on overdose risk and 

healthcare-seeking behavior among hospitalized persons with OUD?

®Does overdose risk perception change over time?



COVID-19 testing and diagnosis at baseline, N=132

® Tested for COVID-19: 96%

® Tested positive for COVID-19: 29%



Relative frequencies of survey responses at baseline, N=132

Social Distancing

Seeking Infection Care

Seeking Addiction Care

Receiving MOUD

Purchasing Drugs

Using Alone

Overdose Risk

23%

11%

16%

10%

8%

6%

5%

11%

59%

63%

69%

61%

55%

74%

66%

30%

21%

21%

31%

39%

21%

Less Likely No Change More Likely



Study questions
®What is the perceived impact of the pandemic on overdose risk and 

healthcare-seeking behavior among hospitalized persons with OUD?

®Does overdose risk perception change over time?



Perceived Impact of Pandemic on Receiving MOUD

BL (n=132) W4 (n=103) W8 (n=83) W12 (n=84) W24 (n=64)

10%
12%

5% 5%

8%

21% 20%

27%

24%

19%

Less Likely More Likely



Impact of Pandemic on Purchasing Drugs

BL (n=132) W4 (n=103) W8 (n=83) W12 (n=84) W24 (n=64)

8%

12%

15%

6%

13%

31%

26%

17%

20%

16%

Less Likely More Likely



Impact of Pandemic on Using Alone

BL (n=132) W4 (n=103) W8 (n=83) W12 (n=84) W24 (n=64)

6% 6% 6%
2%

11%

39% 39%

34%

23%

30%

Less Likely More Likely



Impact of Pandemic on Overdose Risk

BL (n=132) W4 (n=103) W8 (n=83) W12 (n=84) W24 (n=64)

5%

10%
8%

4%

14%

21%
22%

19%

21%

14%

Less Likely More Likely



Key takeaways
® Compared to pre-pandemic ratings, hospitalized persons with OUD rated 

themselves as being at higher risk for purchasing drugs, using drugs alone, 

and overdose since the onset of the pandemic.

® Limited variability in overdose risk perception and healthcare-seeking 

behavior, and responses remained relatively stable over time.

® Perceived impact of pandemic among COMMIT participants might have been 

offset by clinical trial.



Future directions
® Data collection is ongoing

® Patterns may change as sample size increases

® Examine the impact of MOUD on risk and health-seeking behavior

® Perceived risk (COVID-19 survey) vs. actual risk (adverse events log)

® Examine individual- and group-level differences among participants on 
negative trajectories

® Do survey responses differ by treatment arm?

® Can we identify characteristics predictive of study retention vs. dropout?



Importance of Mental Health Care Integration



Depression (PHQ-9) of at least moderate severity over time

BL (n=132) W4 (n=103) W8 (n=83) W12 (n=84) W24 (n=64)

30%

50%

57%
54% 53%

67%

46%

35%
41% 42%

No Yes



PTSD (PCL-5) diagnosis at baseline and week 24 

Baseline (n=132) Week 24 (n=64)

47%

66%

53%

33%

No Yes



Key takeaways
® High rates of co-occurring mental illness among hospitalized persons with severe 

OUD-related infections

® 67% with clinically significant depression at baseline

® 53% had provisional PTSD diagnosis at baseline

® OUD treatment can have a substantial impact on mental health suffering

® Importance of mental health care integration

® Make it easier for our patients to access treatment

® Unmet mental health needs affect retention in care
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Patient Complexity
®Hospitalized

® Severe Infections
® MRSA/MSSA bacteremia with complications such as endocarditis, epidural abscess, 

osteomyelitis, necrotizing fasciitis, septic emboli
® Surgical intervention and lengthy antibiotic course often indicated

® Hepatitis C – acute and chronic
® Social Situation

® Unstable housing
® Unstable employment
® Unfunded/self-pay
® Outstanding legal issues
® Minimal support network
® Co-occurring mental health diagnoses



Reasons for Not Enrolling
®Desire for MOUD choice
®No interest in changing use patterns
®No interest in medication 
®No interest in research
®More important personal concerns

®Housing
® Family challenges
® Concern for pending legal issues



Case 1: Elevated Liver Enzymes
® 35 y.o. F with a history of IVDU admitted with back pain, found to have MRSA bacteremia and

® Tricuspid valve endocarditis and septic emboli
® L sacroiliac septic arthritis
® L iliacus muscle pyomyositis and intramuscular abscess

® Abscess was drained and plan was to complete 6 weeks of IV daptomycin 
® COMMIT TAU : Patient started on SL buprenorphine during hospitalization
® HCV Ab positive with RNA quant 11 million
® LFTs normal 8/2021, elevated on admission 9/2021 and continued to worsen after SL buprenorphine 
started

® AST 100s  800s
® ALT 200s  800s
® T.bili normal

® Concern for liver injury from SL buprenorphine vs Acute Hepatitis C
® Workup included liver biopsy which showed chronic hepatitis with rare granulomas 
® Buprenorphine dosing was decreased during hospitalization while DILI workup was completed and 
was able to be escalated when results were reassuring



Patient Stigma



Medication Interactions

CYP Inhibitors 
Amiodarone 
Fluoroquinolones   
Cobicistat 
Fluconazole 
Isoniazid 
Itraconazole 
Ranitidine 
Ritonavir 
Valproic acid 
Voriconazole 

CYP Inducers 
Carbamazepine 
Efavirenz 
Oxcarbazepine 
Phenytoin 
Rifabutin 
Rifampin 
St Johns wort 
Topiramate  

QTc prolonging medications 
Macrolides 
Fluoroquinolones 
Anti-emetics (ondansetron, 
metoclopramide) 
Antipsychotics (haloperidol) 

Antihypertensives 
ACE Inhibitors and ARBs
Diuretics (furosemide)
Calcium channel blockers

Sedatives 
Benzodiazepines 

Non-Opioid Withdrawal 
Treatment 
Alpha-2 agonists (clonidine, 
tizanidine) 

   

Clinical readiness assessment for Sublocade administration



Cases 2 & 3: LAB Administration
Fluconazole Treatment Delays

® 32 y.o. M with a history of IVDU admitted with 5 days of fever and malaise, found to have both MSSA 
bacteremia and fungemia with Candida parapsilosis. TEE was negative. Patient got 2 weeks of IV 
cefazolin followed by a dose of dalbavancin to treat for 2 more weeks.  For candidemia, he was initially 
started on caspofungin but completed the 4-week course with PO fluconazole. First dose of LAB received 
7 days post discharge and fluconazole end date.  Second and third LAB doses missed.

® 40 y.o. M with a history of IVDU presented with 1 week of neck and shoulder pain and was found to 
have C spine discitis and septic arthritis with severe central canal stenosis. Blood cultures were positive 
for Candida parapsilosis and Enterobacter. Treatment plan for was for cefepime + fluconazole for 6 
weeks which would end 11/8.  Surgery for C spine was planned for 11/16.  Pt was randomized to LAB, 
but LAB was delayed until after fluconazole and surgery were completed.  Pt was lost to follow-up post 
discharge. 

® Fluconazole can cause a 2-5-fold increase in levels of buprenorphine through 
inhibiting its metabolism
® No data for effect of fluconazole on long-acting buprenorphine levels



Discharge Challenges
® Insurance status impacting medication choices

® Less than 5 patients continued Sublocade after study due to cost barriers

®Self pay cost of care
®Medication
® Patient visit cost

®Housing options that allow for MOUD
®Access to Transportation



Why the X Waiver Removal Is Not Enough



Need for Non-punitive/Holistic Care
® Conversations with patients driven by data/information

® UDS
® Timeline follow back

® Frequent touch points to establish further care
® Support for pending legal challenges
®Harm reduction resources and education

® Sexual Risk/Injection Risk



Integrated Care
®Shared decision making in choice of medication (TAU patients)

® Type of medication desired (if at all)
®Medication cost
® Access to care at discharge

®Co-management with surgery/pain/trauma teams
® Low Dose Inductions onto Buprenorphine (LAB and TAU patients)

® Not an option to pull off their full agonist
® Post surgical patients
® Uncontrolled pain



Reachable Moments
• 60/79 Randomized pts were HCV Ab Positive at Baseline 
• 37/60 HCV Ab positive had detectable VL at Baseline
• Only 2/60 HCV Ab positive had received treatment prior to study participation and 

had undetectable VL at baseline

Hepatitis C

• 0 patients on PrEP when enrolled in study
• 1 patient started PrEP during study with a community provider (MSM with previous 

experience on PrEP)

Pre-exposure Prophylaxis to Prevent HIV (PrEP)

• Community syringe service programs
Safe Use Practices

• Prescription at discharge
• Community Narcan distribution

Overdose Education/Narcan



Key Takeaways

®More collaborations are needed across hospital teams to 
provide integrated SUD/ OUD care 

®Holistic care that provides non-punitive assistance in treatment 
of substance use disorders, prevention of overdose is necessary

®Hospitals provide a reachable moment to identify , treat as well 
as prevent infections like HIV, HCV , HBV and substance use 
disorders



Questions & Discussion

 Sandra A. Springer, MD



Final Takeaways/Summary (Suggested)
® Infections are increasing along with overdose deaths in this country leading to an 

increase in hospital admissions 
® Hospitals provide a reachable moment to screen and diagnose OUD/ SUD and offer 

SUD and ID  treatment and prevention services
® LAB is possible to start in hospitalized patients with OUD even with serious life-

threatening infections 
® Proactive harm reduction services should be offered and administered prior to 

discharge (Naloxone, PrEP, SSPs, Fentanyl Test Strips)
® Careful needs assessments should be conducted to provide pro-active discharge 

planning and follow-up including assistance with transportation, housing , and  cell 
phone assistance to ensure patients can continue to receive care after discharge . 
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