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Injection drug use and associated hospital admissions are
increasingly common in Canada

The number of people who inject drugs in Canada increased from 130000
in 2011 to 171900 in 2016.! Reported hospital admissions for patients with
injection-associated infective endocarditis in Ontario increased 5-fold

from 34in 1997 to 176in 2014.2

2 People who inject drugs may not be comfortable disclosing
substance use

Clinicians should use a nonjudgmental approach to ask their patients
about type, quantity and frequency of substance use. Illicit substance use
is stigmatized and criminalized, which affects hospital care.>* People who
inject drugs ask for care that prioritizes trust and relationships, recognizes

power imbalances and gives patients space.®

3 Starting treatment for substance use disorders in hospital
improves outcomes

A randomized controlled trial®> and several cohort studies*® found in-
hospital initiation of opioid agonist treatment (e.g., buprenorphine or
methadone) for opioid use disorder was associated with increased
engagement with treatment and decreased readmissions or death, com-
pared with outpatient referrals. All physicians can prescribe buprenor-
phine or methadone in hospital, although some provincial medical regu-
lators require certification to initiate opioid agonist treatment.
Addiction medicine consultation services can assist with complex diag-
nosis and management issues, including stimulant and polysubstance

use disorders.*

4 Effectively treating opioid withdrawal reduces premature
patient-initiated discharges against medical advice

People who inject drugs describe leaving hospital prematurely because
of undertreated withdrawal and pain.® Most people who inject drugs use
opioids,! and opioid medications are far more effective than nonopioids
(e.g., clonidine) at relieving opioid withdrawal symptoms and facilitating
hospital care.®* If patients decline opioid agonist treatment, physicians
should consider frequent dosing of short-acting opioids (e.g., hydromor-
phone every 3 h), titrated to symptom relief.* Treating withdrawal or
pain with opioids does not “worsen” addiction. Shared decision-making

is essential.*

Hospitals should offer harm
reduction services

Hospitals need to change traditional
abstinence-only policies.* Harm reduc-
tion services, such as peer support, ster-
ile injection equipment and disposal
containers, take-home naloxone kits
and supervised consumption facilities,
should be offered by hospitals. When
provided, these evidence-based services
help reduce risks of infection and over-
dose among inpatients.*
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