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Learning objectives

Understand opioid-related risks and refer patients to evidence-
based treatment for opioid use disorder

Understand
/Refer

Improve patient outcomes by recommending partial oral 
antibiotic treatment for patients who inject drugsImprove

Effectively counsel patients on use of e-cigarettes for smoking 
cessationCounsel

Recognize the benefit of alcohol cessation to decrease 
recurrence of atrial fibrillationRecognize

Consider mirtazapine for treatment of methamphetamine use 
disorder Consider



Structure

• Review each objective

• Discuss a short patient case and ask a relevant clinical question

• Highlight 1-3 relevant articles from the last year to help answer 
this question



COVID
19

SUD

Worse outcomes

Higher risks

Poverty

Homelessness

Incarceration

Decrease access 
to health care 
(stigma)

Lung disease severity 
(tobacco/opioid)

Coagulopathy 
(methamphetamine)

Fallout from economic 
crisis



Objective 1

• Understand opioid-related risks and refer patients to evidence-
based treatment for opioid use disorder



Case 1a: Carolyn Odie

• 46yo F with chronic low back pain on long-term opioid therapy, 
seeing you in clinic for follow-up

• Has never demonstrated any concerning behaviors around her 
opioid use and been maintained on oxycodone 5mg twice daily 
for years

• Distraught because she found her sister in the bathroom after 
overdosing on Carolyn’s oxycodone (fortunately, you had also 
prescribed Narcan)



1:4 matched case controlDesign

Optum Clinformatics DataMartDatabase
At least 365 days of continuous enrollment and at least 1 family member in the same 
plan; 4 control individuals identified per case (no opioid overdose during this period)Population

Timing, dose, type of opioid prescription to family member in 
relation to known opioid overdose (n=2303)Exposure

Matched to affected individuals on time in the database, calendar time, 
age, sex, and number of individuals on the same health plan (n=9212)Control

First emergency department visit or hospitalization associated 
with opioid overdose

Primary 
Outcome

Are family members of patients 

who receive opioid prescriptions 

at higher risk of opioid overdose?



Family member prescriptions may 
be a risk factor for overdose



Opioid 

prescriptions to 

family members 

as well as to 

youth were 

associated with 

an increased risk 

of youth 

overdose



Considerations

• Ensure access to opioid antagonists 
like rescue naloxone

• Lock prescription opioids in the home

• Provide greater patient education to 
limit fatal overdose among family 
members



Case 1b:  Ree Pete 
Smith

• 36 year old male with heroin and injection use 
disorder for 12 years

• “Taking (methadone/buprenorphine) is just like 
taking another drug” 

• “Just get me to a detox and I’ll be good to go”



Developed for alcohol use disorder to safely stop use of alcohol

System adapted for opioid use disorder without evidence of use

• 3-7 daysDetox

• 10-30 daysStabilization

• 6-24 monthsResidential

Benefit
Linkage to longer term treatment

Risk
Lower opioid tolerance so at 
increased risk for overdose



Retrospective cohort analysisDesign

Chapter 55 Massachusetts dataset  2013-2015
22 unique datasets linked together: 
Health, criminal justice, substance use, public health, financial

Data Sources

Individuals admitted to detoxification units with opioid as one of 
top 3 substancesPopulation

Transition to stabilization, transition to residential, or discharge 
from detox, stabilization or residentialExposures

Overdose, fatal and nonfatalOutcomes

What impact does detox 

have on subsequent levels of 

care and opioid overdose?



81,518 15,816 6,163Admissions

Risk of overdose per 100 

person years at discharge 17.3 5.9 6.6

Detoxification 
may increase risk 
of overdose and 
leads to intensive 
treatment in a 
minority of cases



Retrospective comparative effectiveness studyDesign

OptumLabs Data WarehouseDatabase
40,885 individuals ages 16 years or older with OUD and commercial or 
Medicare Advantage coverageParticipants

One of 5 treatment pathways
● Intensive detoxification or residential services  ● Intensive behavioral health                          
● Buprenorphine or methadone    ● Naltrexone   ● Non-intensive behavioral health

Exposures

No treatmentControl
Opioid-related overdose or serious acute care use during 3 and 12 months 
after initial treatmentOutcomes

What is the real-world 

effectiveness of different 

treatment pathways for opioid 

use disorder?



Overdose 
1.7%  @ 3 mos

Serious opioid-
related acute 

care use episode 
1.9% @ 3 mos



Cross-sectional studyDesign

● 2017 N-SSATS                        ● 2017 TEDS-A
a publicly available annual census of      which collects patient-level data on individuals entering 
treatment facilities in the United States   state-certified substance abuse treatment facilities 

Data Sources

All 2863 residential substance use treatment facilities in the US and the 
patients who entered those programs in 2017Participants

Admission to residential substance use program for OUDExposures

Prescribing of Methadone, Buprenorphine, Extended-release NaltrexoneOutcomes

Do residential addiction 

treatment facilities in the United 

States use medications for 

opioid use disorder (MOUD)?



A Minority of Residential Treatment Facilities Provide 

Medications for Opioid Use Disorder (MOUDs)

N=2863 residential facilities

29.8%
33.3%

2.1% 1.3%

60%



Considerations

Opioid agonist therapy with methadone and buprenorphine 
reduce overdose and hospitalization compared to abstinence-
based treatment

Many residential treatment facilities do not provide evidence-
based treatment

Detoxification may cause harm and may funnel resources away 
from effective OUD therapy



Objective 2

• Improve patient outcomes by recommending partial oral 
antibiotic treatment for patients who inject drugs



Case 2:  Cardi Acker

• 25 year old female mother of two
• Opioid use disorder; injection drug use
• Day 15 of hospitalization for left-sided endocarditis with MSSA
• Receiving IV Nafcillin through central line
• Last positive blood culture day 2 of hospitalization
• Stabilized on buprenorphine/naloxone with plans to continue
• “I need to leave to take care of my kids”  
• “I can’t stay here anymore”
• “Can’t you give me a pill to take by mouth?”



Randomized controlled trial- non-inferiority trialDesign

Cardiac centers in DenmarkSetting

400 adults patients receiving IV Antibiotic treatment for left-sided endocarditis, 
with strep, E. Faecalis, S. aureus, coag-negative staph. Stable with at least 10 
days IV therapy and negative blood cultures or 7 days post-cardiac surgery

Participants

Transition to dual oral antibiotic agents for duration of treatmentIntervention

Continued IV antibioticsControl
6 months after Abx completion: Composite (All cause mortality, 
unplanned CT surgery, clinically evidence embolic events, relapse of 
bacteremia)

Primary 
Outcomes

Can infective endocarditis 

be treated with oral 

antibiotics after stabilization 

with IV antibiotics? 



K Iversen et al. N Engl J Med 2019;380:415-424.

Kaplan–Meier Plot of the Probability of the Primary Composite 
Outcome.

5 participants 
with Injection 
Drug Use

Only 5 subjects 
with injection 
drug use 
history

Partial oral 
antibiotic 
treatment was 
not inferior to 
full IV course



Retrospective cohort studyDesign

January 2016-July 2019 
Electronic medical record from Barnes-Jewish Hospital in St. Louis, MOData Sources

307 PWID with invasive bacterial infection 
(endocarditis, epidural abscess, osteomyelitis, septic arthritis)Participants

● Full course of IV antibiotics
● Partial course of IV antibiotics without oral antibiotics
● Partial course of IV antibiotics with oral antibiotics

Exposures

All-cause 90 day readmission, Mortality within 90 days after 
dischargeOutcomes

What are the outcomes comparing three 

strategies for People Who Inject Drugs 

(PWID) for completion of Antibiotic 

Therapy for invasive bacterial infections?



Partial IV in 

combination 

with oral 

medication no 

different than 

Complete IV 

treatment.

Partial IV 

without oral 

increased 

readmissions.

Key predictors of 90 day readmissions:
Addiction Medicine Consult Hazard Ratio=0.57 (p=0.007)
Surgical Source Control  HR= 0.57 (p=0.009)
Prior IDU infections  HR=1.55 (p=0.05)
Partial IV, partial oral HR= 0.99 (p=0.995)
Partial IV, no oral HR= 2.32 (p=0.001)



Considerations

• PWID with invasive bacterial infections may benefit from 
discharging earlier from the hospital on oral antibiotics

• Few skilled nursing facilities to accommodate MOUD

• Patient restlessness and difficult adhering to hospital routine



Objective 3

• Effectively counsel patients on use of e-cigarettes for smoking 
cessation



Case 3: C.O. Peedee

• 67yo M with 45 pack-year smoking history and obstructive lung 
disease 

• He was just in the ER for his 3rd COPD exacerbation in the last 
year

• You counsel him about smoking cessation in clinic and he says, 
“I’m not doing the meds and patches don’t help. I heard e-cigs 
are good, can I try that?”



Randomized controlled trialDesign

886 adults attending UK NHS stop-smoking servicesParticipants
E-cigarette starter pack for three months with recommendation 
to purchase further e-liquidsIntervention

Nicotine replacement productsControl

Self-report and CO level-confirmed abstinence at 1 yearPrimary 
Outcome

Participant-reported treatment usage and respiratory symptomsSecondary 
Outcomes

How do 

e-cigarettes compare to nicotine 

replacement therapy for smoking 

cessation?



E-cigarettes were more effective for smoking 
cessation than nicotine-replacement therapy

80% of E-cigarettes group had continued use at 52 weeks compared to 9% of NRT group



Randomized controlled trialDesign

1124 adult New Zealanders, e-cigarette-naïve, motivated to quit 
smokingParticipants

Patches plus a nicotine e-cigarette (n=500)
Patches plus a nicotine-free e-cigarette (n=499)Interventions

Nicotine patches only (n=125)Control

Exhaled carbon monoxide-verified continuous abstinence for 6 
months

Primary 
Outcome

How do 

e-cigarettes compare to nicotine 

replacement therapy for smoking 

cessation?



Exposure Nicotine patches 
+ nicotine-

containing e-
cigarettes

Nicotine patches plus a 
nicotine-free e-

cigarettes

Nicotine patches

Lost to follow-up 32% 33% 50%

CO-verified continuous 
abstinence at 6 

months

35 (7%) 20 (4%) 3 (2%)

Risk difference
[95% CI]

reference 2.99 [0.17–5.81] 4.60 [1.11–8.09]

E-cigarettes can modestly improve tobacco 
cessation in combination with nicotine patches

No significant differences in harm between the groups



Considerations
for how to counsel patients based 
on the most recent evidence 

• Consider e-cigarettes for patients who have failed 
FDA-approved treatments for smoking cessation

• The appropriate duration of e-cigarette “treatment” 
for people trying to quit smoking is uncertain

• Use minimum amount needed for cravings
• Clear use and taper timeline 

• Bottomline: If you smoke, it’s probably better to 
switch to e-cigarettes. If you don’t already smoke, 
don’t start!



Objective 4

• Recognize the benefit of alcohol cessation to decrease 
recurrence of atrial fibrillation



Case 4: Cardya Fibb

• 57yo M with hypertension and persistent atrial fibrillation 
(underlying NSR)

• Admitted for recurrence of atrial fibrillation

• Endorses taking all of his medications as prescribed and eating 
his recommended diet

• Also endorses drinking approximately 10-12 drinks per week, 
less than the NIAAA low-risk drinking guidelines



Multicenter, prospective, open-label RCTDesign
Six hospitals in AustraliaSettings
Adults who consumed 10 or more standard drinks per week and had 
paroxysmal or persistent AF (baseline sinus rhythm)
Note: these are not patients with alcohol use disorder

Participants

Abstain from alcoholIntervention

Continue usual alcohol consumptionControl
After 6 months:
● Freedom from recurrence of AF
● Total AF burden (proportion time in AF)

Primary 
Outcomes

Can abstention from alcohol reduce 

the burden of atrial fibrillation in 

people who regularly drink?



Intervention Control P-value

Standard drinks/wk, 
baseline

16.8±7.7 16.4±6.9

Standard drinks/wk, study 
end

2.1±3.7 13.2±6.5

AF recurrence 37 of 70 pts (53%) 51 of 70 pts (73%) 0.005

Median % time in AF 0.5% [IQR, 0.0 to 3.0] 1.2% [IQR, 0.0 to 10.3] 0.01

Abstinence from alcohol reduced 
arrhythmia recurrences in people 

with AF who regularly drink



Considerations

• Alcohol consumption is a modifiable risk 
factor and does not appear to be safe in 
patients with atrial fibrillation

• Even in patients without alcohol use 
disorder or who stay within the NIAAA 
low-risk drinking guidelines, reducing 
alcohol consumption reduced the burden 
of atrial fibrillation in people with 
paroxysmal and persistent AF



Objective 5

• Consider mirtazapine for treatment of methamphetamine use 
disorder 



Case 5: Richard Amph

• 25yo cisgender M who has sex with men

• Seen in clinic to establish care

• Endorses regular methamphetamine use and is interested in 
quitting

• You are also concerned about HIV risk associated with his 
stimulant use



Randomized controlled trialDesign

120 (115 cisgender men; 5 transgender women) people who: 1) Had sex with 
men 2) Had a methamphetamine use disorder 3) Were actively using 
methamphetamine

Participants

Mirtazapine 30mg daily for 24 weeksIntervention

Placebo for 24 weeksControl

+UDS for methamphetamine at 12, 24, and 36 weeksPrimary 
Outcome

Sexual risk behaviorsSecondary 
Outcomes

Is mirtazapine effective for the 

treatment of methamphetamine 

use disorder in high-risk groups?



• Intervention: fewer sexual partners, 
fewer episodes of condomless
receptive anal sex with 
serodiscordant partners

• No serious adverse events 

Mirtazapine may have a role in treating 
methamphetamine use disorder



Considerations

• Mirtazapine may be effective in treating 
methamphetamine use disorder and 
reducing high risk sexual behaviors in 
at-risk patients

• Low risk to utilize in people not included 
in this study population given potential 
for benefit



Learning objectives

Understand opioid-related risks and refer patients to evidence-
based treatment for opioid use disorder

Understand
/Refer

Improve patient outcomes by recommending partial oral 
antibiotic treatment for patients who inject drugsImprove

Effectively counsel patients on use of e-cigarettes for smoking 
cessationCounsel

Recognize the benefit of alcohol cessation to decrease 
recurrence of atrial fibrillationRecognize

Consider mirtazapine for treatment of methamphetamine use 
disorder Consider



Questions/Answers

Thank you!
Jane Liebschutz, MD, MPH

Michelle Woods


