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Three things you can do tomorrow

1. Apply ”harm reduction” and “trauma-
informed care” approaches with hospital 
patients who inject drugs

2. Sufficiently treat opioid withdrawal to enable 
medical treatment in hospital

3. Facilitate evidence-based treatment of opioid 
use disorder, starting in hospital



@CATIEinfo



First principles

• All patients deserve evidence-based treatment

• Addiction is a chronic, remitting-relapsing 
illness and not a moral failing

• Addiction means continued use despite harm

• There are ways to use drugs more safely

• People with addiction can’t recover if they’re 
dead





Overdose Deaths in British Columbia, 2009-2018

BC Coroners Service



Increasing rates of infective endocarditis 
related to injection drug use

Weir MA et al. CMAJ 2019 



Gray ME et al. BMC Infectious Diseases 2018

Increasing rates of infective endocarditis 
related to injection drug use



Increasing rates of hepatitis C

Source: CDC,  National Notifiable Diseases Surveillance System (NNDSS)
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Hospitals as high risk environments
Abstinence only policies (written 
or unwritten), inadequate pain & 
withdrawal management, stigma 

Lack of harm reduction supports, 
involuntary discharge

Increased morbidity and 
mortality

Slide courtesy of Dr. Elaine Hyshka











“To prevent the hospital from being charged with illegal 
possession, employees must report the existence of any 
potentially harmful or illegal items/substances over to the 
police.”

“The patient will then be searched… if the patient refuses, 
he/she will be asked to leave the Emergency Department. If the 
patient refuses to leave the Emergency Department, the local 
police will be called.”

“If the patient’s chart has been flagged in relation to banned 
items, the Triage Nurse contacts Security. … He/she is informed 
that Security is required to perform a search, using a metal 
detector, of the patient and his/her belonging, because of the 
patient’s history of bringing such items to the hospital. If the 
patient is resistive, the local police service will be called.”





“Employees must report the existence of any illegal 
items/substances to appropriate Management/Shift 
Coordinator/Security Department personnel who will 
make arrangements to have the items/substances 
turned over to the police.”

“Illegal paraphernalia is any equipment, product, or 
material that is modified for making, using, or 
concealing illegal drugs or substances.”

“If the patient/client refuses to surrender illegal items 
they will be asked to leave the premises. Law 
enforcement may be called to assist if the patient/client 
refuses to leave the premises or the patient’s medical 
condition prohibits the patient leaving.”



1. Apply “harm reduction” 
and “trauma-informed 
care” approaches with 
hospital patients who 
inject drugs



Harm reduction

• Meeting people “where they are”
• Helping people identify and achieve their 

goals with non-judgment
• Promoting health without requiring 

abstinence from substances as a prerequisite
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Trauma-informed care

5 principles:
1. Trauma awareness and acknowledgment
2. Safety and trustworthiness
3. Choice, control, and collaboration
4. Strengths-based and skills-building care
5. Cultural, historical, and gender issues

BC Mental Health. Trauma-informed practice guide. 2013





1. Culturally safe care fosters engagement and 
participation of people who have experience with 
substance use and marginalization in shaping the 
care they and their peers receive.

2. Culturally safe care recognizes that people’s 
health, health care, priorities and experiences are 
influenced by history and policies that criminalize 
drug use.

3. Culturally safe care considers how past histories 
of trauma and violence, layers of disadvantage and 
stigma may affect patients’ ability to engage with 
providers and care plans. 

4. Culturally safe care emphasizes relationships and 
trust as priority outcomes.

5. Culturally safe care requires a culture of respect 
and safety within the unit or workplace, where all 
patients are valued and seen as deserving of care.



Working with patients who use drugs

1. Assess substance use
2. Discuss difference between drug use, risky 

use, and addiction
3. Review potential harms
4. Explore goals regarding their substance use

• Use same, reduce harms
• Use less, reduce harms
• Stop using (abstinence), reduce harms

Adapted from Giftos J, 2018





“Patients who use psychoactive substances have the right to receive 
equitable, non-judgmental, and evidence-based health care services 
regardless of whether the substances they use are legal or illegal”

“Individuals with lived experience have expertise to contribute as 
partners in the creation of programs, policies, and harm reduction 
strategies designed to serve them, and their input is valued and 
respected”

“Programs, services, and health care providers across the care 
continuum shall provide low threshold access to harm reduction 
services, treatment, and/or referral for patients (e.g., opioid agonist 
therapy, managed alcohol program)”









2. Sufficiently treat 
opioid withdrawal to 
enable medical 
treatment in hospital





Treating opioid withdrawal

• Opioids
– Right medication
– Right dose
– Eventually, right long-term & discharge plans

• Non-opioid adjuncts?
– Acetaminophen
– Ibuprofen
– Dimenhydrinate
– Clonidine



Dosing strategies

• “Home dose” – expect around 48-72mg 
hydromorphone daily

• 1000-1500mg oral morphine equivalents daily
= hydromorphone 200–300mg PO daily
= hydromorphone 30mg PO q3h

• Consider starting at 1/3 to 1/2 of “home dose”
• Dose & response, titrate to effect
• Frequent re-assessments, communication



3. Facilitate evidence-
based treatment for 
opioid use disorder, 
starting in hospital



“Detox”?

“Rehab”?



• Methadone
• Buprenorphine (“Suboxone”)

• Slow release oral morphine (”Kadian”)

Opioid agonist therapy





Methadone reduces all-cause mortality by 69%

Buprenorphine reduces all-cause mortality by 55%



Reductions in potentially harmful drug use practices:
- illicit opioid use
- injecting use, frequency of injecting
- sharing & re-using of injecting equipment
- exchanges of sex for drugs or money



7X more likely to engage in treatment after discharge

75% vs. 11%



32X more likely to receive treatment for opioid use disorder

6X more likely to complete antibiotic therapy

80% less likely to leave AMA





• Focus on withdrawal first
• Benefits of a hospital setting
• Timing

Starting OAT in hospital



Methadone



30 thirtyX

10 tenX 3      three



Buprenorphine-naloxone



Standard induction

1. Wait for moderate opioid withdrawal
2. Buprenorphine 2-4 mg to start
3. Buprenorphine 2 mg q1h until comfortable, 

to a max dose of 12-16 mg on day 1
4. Follow-up on day 2 and titrate as needed 



Micro-dosing induction

Day 1 0.5mg BID 0.5mg BID
Day 2 1mg BID 0.5mg TID
Day 3 2mg BID 1mg BID
Day 4 3mg BID 2mg BID
Day 5 4mg BID 2mg QID
Day 6 12mg once 4mg TID
Day 7 - 12-16mg once







• Royal Alex Hospital (Edmonton)

• St. Paul’s Hospital (Vancouver)

• St. Michael’s Hospital (Toronto)

• Many more…

Inpatient addiction medicine 
consultation services







Harm reduction in 
hospital



Saint John Regional Hospital







Hospital in-reach







Overdose 
Prevention Site

@ St. Paul’s Hospital

• Opened May 
2018

• Serves inpatients 
and community

• Partnership 
between PHC, 
Raincity Housing 
and VCH



@CATIEinfo



Three things you can do tomorrow

1. Apply ”harm reduction” and “trauma-
informed care” approaches with patients 
who inject drugs

2. Sufficiently treat opioid withdrawal to enable 
hospital medical care

3. Facilitate evidence-based treatment of opioid 
use disorder in hospital
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