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Introduction Conclusions
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e While methadone is an evidence-based treatment for OUD, 62-year-old African-American male presented to the emergency room with opioid withdrawal. e The transition from methadone to LAIB can be

- - - : : OUD History: was on methadone 100 mg daily with ongoing intermittent heroin use . : : .
many patients experience barriers such as the required daily e e RS e G v ki o dmisgsion | S accomplished in the hospital using advanced

clinic attendance, limited clinic hours, transportation, limits to _* concomitant cocaine use Y ouprenorphine technigues that including high-dose IV
gose UL a”ftht'g_m% Hisorder (OUD enet buprenorphine with full opioid agonist medications.
° frgmetrgﬁgﬁigtrslixm frggligetjhs:do:ns:rtoegtf rengrmhailze eneiit 4 ¢ Patient consent should be obtained and the risk of
. oning . . P phine. 4 o | ) e Establishes care with outpatient addiction orecipitated withdrawal should be reviewed prior to
e [ here Is arisk of preC|p|tated withdrawal due to the |Ong half- e Seen by Addiction Medicine Consult team in the ED f medicine clinic upon discharge: S _
: ! : : ! e Expressed the desire to transition from methadone to e LAIB dose decreased to 100 mg Initiation Of buprenorpl’“ne_
life of methadone. HOSpItallza’[lon may present an Opportunlty LAIB due to difficulty attending methadone clinic e Denied withdrawal symptoms e Ongoing but decreasing heroin use .. : : he h Ty
to transition patients in a controlled setting. » Counseled on risks of precipitated withdrawal e 2:48pm: 300 mg LAIB administered \ Receives ten LAIB doses outpatient y e Transitioning from methadone to LAIB in the hospita

\ /

an opportunity to address barriers to adherence.

e Here, we present two cases demonstrating that an Limitations to application of this protocol:

accelerated transition from methadone to LAIB in the ~ 2}3 e Few hospitals have addiction medicine consult services.
hospital setting is feasible using advanced 4 e Of%(r@) (" « IV buprenorphine infusion continued unti @ > DS U D (e S T to& o |V buprenorphine is not on formulary at many hospitals.
] ] ] ) e 5:45pm: started on co : 5:45 o ] o .
buprenorphlne Induction teChnlqueS. of IV buprenorphine, which delivered 0.15 mg/hr . ContFi)r:Tl]Jed to receive oxycodone 10 mg every 4 * Re-engaged in care _ e It can be difficult to pl’eSCI‘Ibe and administer LAIB in
(())ver 2;1 hrslo g every 4 hrs e e arraRET A (e e Restarted LAIB via low-dose buprenorphine
e Oxycodone

e PRN ondansetron and lorazepam ordered but not e Does require ondansetron due to nausea and \_ Ll eiien U e el ) ’IOSpItalS.
B aC kg rO U n d required \ vomiting that night /

e In August 2022, in response to rising opioid overdose Authors & Disclosures

rates, the PCC Addiction Medicine Consult Service Case #2

AMCS) at West Suburban Medical Center started - 1A - ; 28 \Nilli

|(3 . t) | IEE h tal-b d LAIB /54-year-old African-American female admitted for COPD exacerbation and pneumonia. \ Tlffany Tahata, DQ’ _ Clarissa O’Conor, MD,** William
KO8 ) G LSS program. . Required BiPAP on admission Ward, MD,** Ruchi Fitzgerald, MD3#

e Patients were selected for accelerated transition from . Severe opioid withdrawal with a COWS of 14 1. Rush University Medical Center, Chicago, IL, 2. West Suburban Medical Center,
methadone to LAIB based on a history of OUD, stabie QUD History: wes on methadone 70 mg with ongoing reguiar heroi use o v s o it s o e s
outpatient methadone treatment, and the desire to . taﬁcrgriﬁ?:gtogfcgﬁ;e V;ZS the day prior to admission | agree with the confents of the poster presentation and there is no financial interest (o
transition from methadone maintenance therapy to LAIB. \C° - Y. report. We certify that the submission Is original work.

¢ Patient consent was obtained to participate in this case
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e Expressed the desire to transition from e Had episode of emesis, received 10 mg discharge (OMfren e s [0Sl pIEsEiler:

dicyclomine \_ Y,
e Administered 20 mg oxycodone every 8 hrs and

0.1 mg clonidine every 4 hrs overnight

methadone to LAIB due to frustration with her
opioid treatment program rules
e Counseled on risks of precipitated withdrawal
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