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PERSPECTIVE

DESCRIPTION
Epidermis tissue infections, endocarditis, bacteraemia, osteomyelitis, 
discitis of the spine, hepatitis C, and human immunodeficiency virus 
are all risks for patients who inject intravenous substances like heroin 
or fentanyl (HIV). Opioid withdrawal symptoms include diaphoresis, 
diarrhoea, acute anxiety, and tremors. Yet, because opioid withdrawal 
is seldom fatal, vigorous opioid withdrawal therapy in the hospital 
has not been a top priority. In contrast, alcohol withdrawal is actively 
managed to prevent seizures and probable death. To address opioid 
use disorder, medication-assisted therapy employs the opioid agonist’s 
buprenorphine and methadone. Buprenorphine is a partial mu-opioid 
agonist with strong affinity and extended duration. Methadone has 
a high receptor affinity and a lengthy half-life. Nonetheless, he is a 
complete agonist. Medication-assisted treatment, when done correctly, 
allows patients to feel “normal” without becoming drunk. Medication-
assisted treatment has been demonstrated to cut mortality significantly, 
most likely by decreasing overdose fatalities. Because of the decreased 
overdose risk, lower intoxication risk, and office-based administration, 
buprenorphine is often recommended over methadone. A recent 
study found that buprenorphine reduced the risk of mortality when 
compared to methadone. The opioid crisis has placed a significant load 
on the inpatient providers at tertiary hospital in New Hampshire in 
recent years. In 2017, New Hampshire had the nation’s fourth highest 
opioid overdose fatality rate. Patients admitted to hospital with direct 
consequences of intravenous opioid misuse prior to the fall of 2018 
when individuals began to withdraw from opioids, they were often 
treated with supportive drugs, which can alleviate symptoms to a 
degree. At the outset of opioid withdrawal, these patients frequently opt 
out against medical advice. They would frequently reappear a few days 
later, and the cycle would begin again. Buprenorphine has typically had 
a minor role in the inpatient population. Approximately 3 physicians 
(2 hospitalists and 1 addiction medicine specialist) at hospital who 
occasionally prescribed buprenorphine to inpatients, but inpatient 
medication-assisted therapy usage, particularly new inductions with 
linkage to outpatient clinics, was at best intermittent. But, as worries 
about poor results grew, it became evident that more could be done. 

In the fall of 2018, hospital implemented a new procedure for treating 
inpatients with buprenorphine. Individuals suffering from opioid 
withdrawal might be given buprenorphine in escalating dosages 
depending on the Clinical Opioid Withdrawal Scale. After initiating 
buprenorphine, the provider might choose to continue the therapy with 
the purpose of connecting to an outpatient buprenorphine clinic with 
both a new prescription and a clinic visit (referred to as “linkage”), or 
to just continue as-needed dosage until withdrawal abated. Although 
official evidence for this strategy is limited, inpatient buprenorphine 
administration may give considerable advantages. There is evidence 
that inpatient buprenorphine commencement significantly enhances 
rates of outpatient medication-assisted treatment clinic follow-up 
(72% buprenorphine vs 12% placebo), as well as a 40% drop in patient-
reported outcomes. At 6 months, there was an allegation of illegal opioid 
use. Hospitalists have been strongly advised to explore medication-
assisted treatment for inpatients. This study was conducted previous to 
the present opioid epidemic and the widespread use of buprenorphine. 
There is still a dearth of data on whether inpatient medication-
assisted treatment, especially buprenorphine, impacts outcomes 
such as rates of discharge against medical advice and readmissions. 
The purpose of this study is to 1) evaluate the efficacy of hospital’s 
inpatient buprenorphine protocol for patients presenting with direct 
complications of intravenous opioid use disorder, and 2) evaluate the 
efficacy of inpatient medication-assisted therapy in general, regardless 
of date of presentation or protocol use.
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