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Common Assumptions

• “For a roof over their heads”
• “To use the place as a hotel”
• “For free drugs when they start 

withdrawing!”.



Why don’t drug users come to the 
general hospital

• Professional judgement
• Refused treatment
• Poor previous experiences
• Loss of control
• Fear of going into withdrawal
• Fear of authority figures 
• Difficulty of waiting due to withdrawal symptoms
• Fear of info being placed in their records
• Concern about family being informed
• Concerns about police etc being informed
• Fear of being labelled



So, why do drug users attend the 
general hospital?

• ¾ of injecting drug users have been homeless at 
some point

• Homeless people have increased   levels of 
infections

• 1 in 4 homeless IDU’s admit to sharing 
• Femoral injecting is increasing

• Crack injecting is increasing
(HPA 2007)



Injecting Complications

• Technique
• Contaminated substances
• HPA survey (2006): 555 out of 952 IDU’s

had symptoms of injection site infection



Implications of Injecting

• Breach of protective barrier
• Skin damage and scarring

• Vein and vascular damage
• Clostridia (bacteria) infection

• Necrotising Fasciitis
• Osteomyelitis 

• Pulmonary complications 
• Blood borne viruses



Common factors associated 
with poor injecting technique 

• Unsterile equipment
• Using high risk sites
• Using blunt needles
• Undisolved particles
• Skin and muscle popping
• Skin and mouth hygiene
• Environmental factors





Technique Related Complications

• Deep Vein Thrombosis (DVT)
• Pulmonary Embolism (PE)
• Collapsed veins
• Abscess
• Gangrene



Bacterial Infections 
• Cellulitis

• Endocarditis
• Septicaemia 

• Necrotising Facitiis
• MRSA

• Osteomyelitis
• Septic thrombophlebitis

• Ulcers 

• Botulism

• Tetanus



Why drug users come to Selly Oak 
Hospital (UHB)

• 24 yr old male
• Rough sleeper
• ‘out of treatment’

• Heroin and crack 
injector

• Admitted with venous 
ulcers.





Why drug users come to UHB? (2)

• 35 yr old male
• Lives in MNU

• On MMT
• Uses heroin and 

crack ‘on top’

• Long hx of DVT and 
venous ulcers.



Why drug users come to UHB? (3)

• 30 yr old male
• Rough sleeper

• ‘out of treatment’
• Heroin and crack 

injector

• Venous ulcers.



Why drug users come to UHB?(4)
• 30 yr old male
• Live in MNU
• On MMT
• Alcohol dependent 
• Using heroin and 

crack ‘on top’
• Admitted with: 

cellulitis, DVT, fungal 
infection to toe, 
MRSA .



Why drug users come to UHB? (5)

• 32 yr old female
• On MMT

• Injecting into femoral 
vein

• Admitted with DVT 
and complex 
abscess.



Challenges for patients and staff

• Engagement 
• Trust
• Co-operation 
• Concordance 
• Pain management
• Aftercare
• Conflict 
• Withdrawal management.



Why do we manage opiate 
withdrawal symptoms at UHB?

• Retention of patient
• Reduce risk of illicit drug use
• Encourage patient to engage in community drug 

services
• Reduce readmission rates
• Reduce on set of withdrawal symptoms
• Reduce risk of OD
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Clinical Opiate Withdrawal Scale (COWS)



31-40 mgs methadone37 +

21-30 mgs methadone25-36

11-20 mgs methadone13-24

5-10 mgs methadone5-12

Symptomatic TreatmentLess than 5

Withdrawal ManagementCOWS Score



How do we manage Opiate 
withdrawals?

• Staff advised to refer to West Mercia Clinical Guidelines 
• Use COWS result to determine first dose of methadone
• Refer to the dosing table and administer methadone 

dose according to COWS score
• Repeat COWS after 4 hours, if score is 5 or more 

administer a further dose according to the score
• Continue until a total of 40mgs of methadone is given, do 

not exceed 40mgs in first 24 hours



Subsequent Management

On day 2, 
• Give total amount administered on day one in one 

morning dose
• Reassess with COWS after 6 hours, administer a further 

5-20mgs methadone (according to severity of 
withdrawal)

• Max dose on day 2 no more than 60mgs



Subsequent Management (2)

On day 3,
• Give total amount administered on day two in one 

morning dose
• Reassess with COWS after 6 hours, administer a further 

5-20mgs methadone (according to severity of 
withdrawal)

• Max dose on day 3 no more than 60mgs without expert 
advice 

• No further increase until the following week .



Key Points
• Confirm drug use with urine drug screen
• Potential for cumulative toxicity,(toxicity is 

delayed hours after exposure)
• Patients who are neuroadaptive or tolerant
• Other drugs including benzodiazepines and 

alcohol
• Aim to achieve comfort but minimise risk of 

overdose
• Avoid too high a starting dose
• Avoid a rapid dose increase.


