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Key messages

People do not give up their right to health care, just
because they use drugs

Patients come to the hospital for necessary medical
care, not (necessarily) because they want to stop
using drugs

Hospital policies (that require abstinence) create
harms for people who use drugs

Hospitals should strive to (at least) offer the standard
of care provided by community-based harm reduction
programs
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Hospitals as high-risk environments for
people who use drugs

Abstinence only policies (written or
unwritten); lack of harm reduction
supports; stigma

Delayed presentation for care;
Inadequate pain & withdrawal
management; premature discharges
“against medical advice”

Increased morbidity and mortality
for people who use drugs
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I had to get out of there while I could move because I was losing so much weight...
When I begged and begged to get some help [i.e., prescription opioids], they
couldn't, weren't gonna do anything and so I just said, “Fine, I'm leaving.” [...] I
was concerned [about the health consequences of leaving hospital]. You know, I
got this other thing [opiate dependency] and it's...it's like you're stuck between a
rock and a hard spot. I mean, how can I even fight off the infection if I can't stop
puking and shitting? [Participant #15, Caucasian Female, 47 years old]

_

? British Columbia Centre for Excellence in HIV/AIDS, St. Paul’'s Hospital, 608-1081 Burrard Street, Vancouver, BC V6Z 1Y6, Canada
b Faculty of Health Sciences, Simon Fraser University, Burnaby, BC, Canada

[Security guards] yell and scream at you...When there's nobody around, [they say],
“You fucking junkie.” [...] A few times, I've been shaken down [searched] by
[security guards] even though [I had] nothing to get high [i.e., had no drugs in her
possession]. They search you, destroy your property, cause a scene, and make sure
everybody there knows that you're a drug addict. [...]They use their authority to
pull power trips more or less. It's not right. [Participant #12, Aboriginal Female, 29
years old]

1n ongoing observational cohort studies of people who 1nject drugs who reported that they had been
discharged from hospital against medical advice within the previous two years. Data were analyzed
thematically, and by drawing on the ‘risk environment’ framework and concepts of social violence. Our
findings illustrate how intersecting social and structural factors led to inadequate pain and withdrawal
management, which led to continued drug use in hospital settings. In turn, diverse forms of social control
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They [i.e. nurses] don't give rigs [i.e. syringes] to us...I think that they should. If
not, we're reusing our rigs or we're having to risk getting kicked out for stealing
them or people'll be sharing them. [...] I know one girl was using her same rig for
days to the point where it was tearing and she was suffering every time she'd do her
fix. She just didn't have it in her to go and try and steal clean rigs. Whereas for me,
my friend that I was with had no problem. She would just sneak in and grab some
for both of us. [Participant #30, Aboriginal Female, 28 years old]

? British Columbia Centre for Excellence in HIV/AIDS, St. Paul’'s Hospital, 608-1081 Burrard Street, Vancouver, BC V6Z 1Y6, Canada
b Faculty of Health Sciences, Simon Fraser University, Burnaby, BC, Canada
“Department of Medicine, University of British Columbia, Vancouver, BC, Canada

If you're sharing a room with somebody, there's always that threat that somebody's
just gonna come in and not realize you're in there [the bathroom|] and open [the
door]. [...] I think they pretty much have zero tolerance in [the hospital]. I was
worried about getting kicked out and then not getting the proper health care that I
needed to get better. [...] I'd turn the tap so, if they came in my room to check to
see if I was okay, then they'd hear the water running so they'd figure oh she's just in
the bathroom. [Participant #25, Caucasian Female, 44 years old]

discharged from hospital against medical advice within the previous two years. Data were analyzed
thematically, and by drawing on the ‘risk environment’ framework and concepts of social violence. Our
findings illustrate how intersecting social and structural factors led to inadequate pain and withdrawal
management, which led to continued drug use in hospital settings. In turn, diverse forms of social control
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updates

RESEARCH ARTICLE

Fatal opioid overdoses during and shortly
after hospital admissions in England: A case-
crossover study

Dan Lewer23*, Brian Eastwood 2, Martin White 2, Thomas D. Brothers'34,
Martin McCusker®, Caroline Copeland®®7, Michael Farrell?, Irene Petersen®

1 Department of Epidemiology and Public Health, University College London, London, United Kingdom,

2 Alcohol, Drugs, Tobacco and Justice Division, Public Health England, London, United Kingdom, 3 National
Drug and Alcohol Research Centre, University of New South Wales, Kensington, Australia, 4 Department of
Medicine, Dalhousie University, Halifax, Canada, 5 Lambeth Service User Council, London, United Kingdom,
6 Institute of Pharmaceutical Sciences, King's College London, London, United Kingdom, 7 National
Programme on Substance Abuse Deaths, St George's, University of London, London, United Kingdom,

8 Department of Primary Care and Population Health, University College London, London, United Kingdom

* d.lewer@ucl.ac.uk

* 4 times increased risk of fatal opioid overdose
in first two days after hospital discharge

e 8 times increased risk if “against medical
advice” hospital discharge




How are we doing in the Maritimes?
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RESEARCH ARTICLE

Unequal access to opioid agonist treatment
and sterile injecting equipment among
hospitalized patients with injection drug use-
associated infective endocarditis

Thomas D. Brothers'2*, Kimiko Mosseler®, Susan Kirkland'*, Patti Melanson®t,
Lisa Barrett''®, Duncan Webster'”

1 Department of Medicine, Dalhousie University, Halifax, Nova Scotia, Canada, 2 UCL Collaborative Centre
') for Inclusion Heath, Institute of Epidemiology and Health Care, University College London, London, United
Kingdom, 3 Dalhousie Medicine New Brunswick, Dalhousie University, Saint John, New Brunswick, Canada,
4 Department of Community Health & Epidemiology, Dalhousie University, Halifax, Nova Scotia, Canada,
Check for 5 Mobile Outreach Street Health (MOSH), Halifax, Nova Scotia, Canada, 6 Division of Infectious Diseases,
updates Nova Scotia Health, Halifax, Nova Scotia, Canada, 7 Division of Infectious Diseases, Saint John Regional
Hospital and Dalhousie University, Saint John, New Brunswick, Canada

1 Deceased.
* thomas.brothers.20@ucl.ac.uk

PLOS ONE | hitps://doi.org/10.1371/journal.pone.0263156 January 26, 2022
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Harm reduction policies at
Saint John Regional Hospital
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Appendix E

Sta Atlantic Health Sciences Corporation
Corporation des sciences de la santé de I'Atlantique
Appendix A

Sharps containers will | Protocol for Opioid Withdrawal Order Guide
prescription parenteral

. . 1. Complete Drug Inventory Assessment Form
Needles will be provide
basis. to include period 2. Have patient sign the Patient Agreement for Management of Opioid Withdrawal \ No
I

and in consideration of 3. Labs completed on Admission:

silize patient for first 48-72 hrs.
: expected to be inpatient for 7-10

g H H Hepatitis A Total (IgG+IgM) days
Safe InJECt!on Slte,s will Hepatitis B surface antigen
respected in consideral Hepatitis B surface antibody or Hepatitis B titre to check immunity
Hepatitis C screen Yes
; HIV Screen A 4
In unusual circu mstan( RPR er Methadone for management
consulted for assistanc Pregnancy test (urine). If pregnant, place patient on opiate maintenance and consult of oplste withdrawal.
or departmental chief r ggséetrics If history suggests possibility of early pregnancy, confirm with serum beta { IMTU Methadone Physician to
. assess
O Urine for Gonorrhea, Chlamydia l
Yes

Patients with parenterz O PPD (Protein Purified Derivative 0.5 TU intradermally)
non—prescription dI'UQS O Urine Abuse Screen on admission and weekly there after

their bed. This will mir

sidered a suitable candidate for

A N - : by IMTU Methadone Physician
. Vaccinations (all vaccinations should be entered to be administered 72 hours after o v

administration)
Assess for previous adverse reactions or contraindications l
Twinrix vaccine (Hepatitis A & B)1.0 ml IM Q 7 days times three doses. Day0_____ Day ——
7___ Day14____. Do not wait for hepatitis serology results before giving first dose. rotocal for r?”c;"d Withdrawal
Advise patient that a booster dose will be required at 12 months. Using Methadone.
Engenerix-B 20 mcg (1.0 ml) IM Q7 days times 3 doses: Day0__,Day7 __ , iidgewood Addiction Services.
Day 14 ___ . Advise patient that a booster will be required at 12 months.
Pneumovax 0.5 ml IM given on if never received and no
contraindications
Td Booster0.5 ml IM given on if none received in past 10 years
Influenza vaccine 0.5 ml given on if available and no contraindications
Record vaccination in vaccine card at time of vaccination and give to patient prior to




Proprortion of patients with IDU-IE

and untreated opioid use disorder

100%

80%

60%

40%

20%

0%

Access to OAT in hospital

m Halifax O Saint John

14 6

Patients with IDU-IE
and untreated opioid
use disorder

OAT offered in
hospital

4

OAT initiated in
hospital

OAT prescription
provided on
discharge



Injecting equipment in hospital

Halifax Saint John

(21 (17
hospitalizations) | hospitalizations)

Offered sterile
injecting equipment in 0 (0%) 4 (24%)
hospital

Confiscated patients’
own injecting 5(24%) 2 (12%)
equipment in hospital




Unmet needs in hospital

Halifax Saint John

(21 (17
hospitalizations) | hospitalizations)

Uncontrolled pain or
undertreated opioid 16 (76%) 9 (53%)
withdrawal

llicit or non-medical
substance use in 7 (33%) 5 (29%)
hospital

Patient-initiated
discharges against 2 (10%) 2 (12%)
medical advice




What more can we do?



Making hospitals safe(r) for
people who use drugs

Compassionate, culturally safe care

Staff education, training, culture change

PWUD involved in service planning and delivery
Opioid agonist treatment on-demand

Short-acting opioids (e.g. hydromorphone /
Dilaudid) for pain and withdrawal

Distributing safe injecting equipment
Safe consumption sites / overdose prevention sites
Specialized “addiction consult services”
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1. Foster engagement and participation of people
who have experience with substance use and
marginalization in shaping the care they and their
peers receive.
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| priorities and experiences are influenced by history |

2. Recognize that people’s health, health care,

social

and policies that criminalize drug use.
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4. Emphasize relationships and trust as priority
outcomes.

to help nurses provide ethical, safe and appropriate care

nursin
of stlg

patients, and studied the hospital’s organizational policies and

5. Promote a culture of respect and safety within
the unit or workplace, where all patients are valued
and seen as deservmg of care.
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I'I Alberta Health

B Services POLICY

“Patients who use psychoactive substances have the right to receive
equitable, non-judgmental, and evidence-based health care services
regardless of whether the substances they use are legal or illegal”

Clinical Operations Executive Committee December 16, 2013

“Individuals with lived experience have expertise to contribute as
partners in the creation of programs, policies, and harm reduction
strategies designed to serve them, and their input is valued and
respected”

Y " . ik o aiabiio o TR =R o = o

“Programs, services, and health care providers across the care
continuum shall provide low threshold access to harm reduction
services, treatment, and/or referral for patients (e.g., opioid agonist
therapy, managed alcohol program)”

(including controlled drugs such as alcohol, tobacco and prescription drugs). This policy is
intended:

e To clarify the responsmlllty of health care providers to provide patients who use

ke e e ' . e L. . Egp. . ®g 5 =g 3 ¥ . = g g |
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Hospital as a “reachable moment”

SUBSTANCE ABUSE e Taylor & Francis

https://doi.org/10.1080/08897077.2020.1856291 Taylor &Francis Group

BRIEF REPORT 8 OPEN ACCESS I'.) Checkforupdates’

Implementation and evaluation of a novel, unofficial, trainee-organized hospital
addiction medicine consultation service

Thomas D. Brothers, MD® (@, John Fraser, MD®, Emily MacAdam, MD* @), Brendan Morgan, MD,
Jordan Francheville, MD? (), Aditya Nidumolu,.MDd, Christopher Cheung, MDF€, Samuel Hickcox,.MDe,
David Saunders, MD", Tiffany O'Donnell, MD", Leah Genge, MD"", and Duncan Webster, MD* @

» All patients offered short-acting opioids for pain &
withdrawal, in addition to OAT

* 82% of patients with untreated opioid use disorder started
treatment in hospital

* 89% of these patients continued after discharge
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HEALTH CARE

GUIDELINE DOCUMENT #B-00-07-10070

PRACTICE GUIDELINE

Assessment & Interventions:

If a patient is assessed to be an unsafe sharps risk (e.g. uncapped needles found in room, belongings, on
person), the following actions should be taken:

e Discuss unsafe sharps concern with patient
e Educate patient re: safe disposal of sharps

e C(Create patient specific sharps support plan in collaboration with Clinical Nurse Lead (CNL) (as
per instructions on back of Unsafe Sharps Risk Support Plan)

e Notify Addiction Medicine Consult Team of concern and sharps support plan
e Place Unsafe Sharps Risk Support Plan in front of patient Kardex.
e Place sharps risk signage on patient’s door

e Review Unsafe Sharps Risk Support Plan at review date for potential revisions or discontinuation

1= o 1=

risk to health care staff

e The goalis to eliminate the risk of unintended needle stick injury to any persons having contact
with the patient or their belongings e.g. nurses, allied health, housekeepers, physicians, etc.

e The goal to reduce or stop substance use is a decision made over time and abstinence may not
be the primary goal of care nor is it always achievable.




- Royal Al @andra
Hospital Q’BAH) inpatients.




WHAT IT I5: WHAT IT OFFERS:

OVE rd Ose + A non-judgmental and safer place + Take-home naloxone kits
. . to use drugs in the West End. and training.
Preventlon Slte - A confidential and respectful site to = Cleaninjection supplies.
’ . connect with support workers and peers. « Safe needle disposal.
@ St. Pa u I S H OS p |ta I + A place that provides monitoring of « Peer support.
any overdoses and gets you emergency . Referrals to health and

care if you need it.

community services.

Drug testing.

HOURS:
Opens at 11 am with last visit at 10:30 pm. Open 7 days a week.
® OpenEd M ay « If you need emergency help when the OPS is closed, call 911
2018 or visit St. Paul's Emergency Department.

* Serves inpatients

and community oy, 0P staff
. & phone number
e Partnership : during hours o
between 604-360-8182
Providence
Health Ca re; : . We care about you and
Raincity Housing ‘ want you to stay safe.
Don’ lone - com
and Vancouver o thissits Instaad,

Coastal Health
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Caring for people who inject drugs when
they are admitted to hospital

Thomas D. Brothers MD, John Fraser MD, Duncan Webster MD

M Cite as: CMAJ 2021 March 22;193:E423-4. doi: 10.1503/cmaj.202124

Commentary

Hospital policy as a harm reduction intervention for people who use drugs M)

Check for
updates

Robin Lennox »“*, Leslie Martin ¢, Candice Brimner¢, Tim O’Shea %4

2 Department of Famnily Medicine, McMaster University, Hamilton, Canada

b Department of Medicine, Division of General Internal Medicine, McMaster University, Hamilton, Canada

¢St. Joseph’s Healthcare, Hamilton, Canada

4 Department of Medicine, Division of Infectious Diseases, McMaster University, Hamilton, Canada International Journal of Drug Policy 97 (2021) 103324




Key messages

People do not give up their right to health care, just
because they use drugs

Patients come to the hospital for necessary medical
care, not (necessarily) because they want to stop
using drugs

Hospital policies (that require abstinence) create
harms for people who use drugs

Hospitals should strive to (at least) offer the standard
of care provided by community-based harm reduction
programs



thomas.brothers@dal.ca
@tdbrothers
902-817-8989
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FIGURE 1. Rate of hospitalizations for serious infections among people with an opioid use disorder in Ontario, from 2013 to 2019.
Annual population-adjusted rates (per million) of hospitalizations for serious infections in Ontario, Canada, stratified by infection type.

Gomes T.J Addict Med. 2021.
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Conditional odds

Reference = time not
close to admission

¥

Exposure status ratio (95% Cl) p-value
A: Day 1-14 of admission 1.03 (0.87-1.21) 0.753 o
(non-psychiatric admission) 1.13 (0.94-1.34) 0.185 H—i
(psychiatric admission) 0.64 (0.42-0.99) 0.046 f—o—{
B: Day 15+ of admission 0.41(0.30-0.56)  <0.001 R
(non-psychiatric admission) 0.46 (0.28-0.77) 0.003 e
(psychiatric admission) 0.38 (0.25-0.57) <0.001 ——
C: Day 1-2 after discharge 4.39 (3.75-5.14) <0.001 o
(after non-psychiatric admission) 4.10 (3.47-4.84) <0.001 .
(after psychiatric admission) 7.97 (4.89-13.00)  <0.001 —e—
(after planned discharge) 4.00 (3.37-4.74) <0.001 e
(against medical advice) 7.88 (5.16-12.03) <0.001 —e——
(after admission of Iength 1 déy) ' 3.13 (2.37-4.15) <0.001 —eo—
(after admission of length 2-6 days) 4.72 (3.78-5.89) <0.001 ——
(after admission of length 7+ days) 6.23 (4.39-8.86) <0.001
D: Day 3-14 after discharge 2.09 (1.92-2.28)  <0.001 o
(éfter non-psychiatric admission) 2.08 (1.90-2.27) <0.001 @
(after psychiatric admission) 2.22(1.72-2.85) <0.001 e
(after planned discharge) 1.98 (1.81-2.17) <0.001 (@
(against medical advice) 3.16 (2.52-3.97) <0.001 o
(after admission of length 1 day) 1.82 (1.58-2.10) <0.001 = =
(after admission of length 2-6 days) 2.23(1.97-2.52) <0.001 e
(after admission of length 7+ days) 2.27 (1.92-2.69) <0.001 - o
| | | | |
0.25 0.5 1 2 10

Fig 3. Risk of opioid-related death according to time proximity to hospital admission (results of case-crossover analysis).

Conditional odds ratio of
opioid-related death

https://doi.org/10.1371/journal.pmed.1003759.g003



W oman’cand Mewhorn Health Deogram Race l of 10

“It is recognized that not all women are able to abstain from substance
use and that no woman will voluntarily experience withdrawal.”

A

In the event that an illegal substance is found, health care team

members will:

e Discuss with the woman, her need for continued use of illegal
substances

* Request the woman’s permission to consult with her addiction care
team

* A supportive plan of care will be developed

e Security will be notified, to dispose of the substance according to
health centre policies

o aICOIOT arT U1 ProsCITOCT ICUTICATIONS 1T & MU PIUSCITUCK HIarIcT.

What if I suspect a woman has illegal substances in her possession? Can a search of
her belongings be performed?

Answer:

It is not the IWK Health Centre policy to search a patient or her belongings for illegal
drugs and substances.




Trauma-informed care

5 principles:

1. Trauma awareness and acknowledgment

S

Safety and trustworthiness

Choice, control, and collaboration
Strengths-based and skills-building care
Cultural, historical, and gender issues

BC Mental Health. Trauma-informed practice guide. 2013



Deficits based

Strengths based/Trauma-informed

What is wrong
with you?

Attention
seeking

Manipulative

What has happened to you?

Trying to connect in the best way
they know how

Has difficulty asking directly for
what they want

Adapted from Royal College of Nursing, 2008



CAPE BRETON DISTRICT HEALTH AUTHORITY

“To prevent the hospital from being charged with illegal
possession, employees must report the existence of any
potentially harmful or illegal items/substances over to the
police.”

T - — |
“The patient will then be searched... if the patient refuses,
he/she will be asked to leave the Emergency Department. If the
patient refuses to leave the Emergency Department, the local
police will be called.”

“If the patient’s chart has been flagged in relation to banned
items, the Triage Nurse contacts Security. ... He/she is informed
that Security is required to perform a search, using a metal
detector, of the patient and his/her belonging, because of the
patient’s history of bringing such items to the hospital. If the

patient is resistive, the local police service will be called.”

law. In the ordinary course, when illegal items are surrendered, it Is not necessary to reveal the
name of the person who brought the illegal item/substance to the hospital/program to law
enforcement authorities. If the police want to investigate further, they can obtain a search
warrant to obtain the information.




Research JAMA Internal Medicine August2014 Volume 174, Number 8

Original Investigation

Buprenorphine Treatment for Hospitalized,
Opioid-Dependent Patients
A Randomized Clinical Trial

Jane M. Liebschutz, MD, MPH; Denise Crooks, MPH; Debra Herman, PhD; Bradley Anderson, PhD;
Judith Tsui, MD, MPH; Lidia Z. Meshesha, BA; Shernaz Dossabhoy, BA; Michael Stein, MD

People started on buprenorphine in hospital & continued
after discharge were...

OBJECTIVE To determine whether buerenorghine administration during medical

7X more likely to engage in treatment after discharge

75% vs. 11% |

S TN T T T S Ty T T O U U T T e ST Pt e e UT e ety
participation in the randomized clinical trial. Of these, 139 completed the baseline interview

and were assigned to the detoxification (n = 67) or linkage (n = 72) group.

INTERVENTIONS Five-day buprenorphine detoxification protocol or buprenorphine
induction, intrahospital dose stabilization, and postdischarge transition to maintenance
buprenorphine OAT affiliated with the hospital’s primary care clinic (linkage).

MAIN OUTCOMES AND MEASURES Entry and sustained engagement with buprenorphine OAT
at 1, 3, and 6 months (medical record verified) and prior 30-day use of illicit opioids
(self-report).



Clinical Infectious Diseases

BRIEF REPORT

Addiction Medicine Consultations

Reduce Readmlssmn Rates for Patients
1 Eraom Oninid

R DSA

Infectious Diseases Society of America  hiv medicine association

OXFORD

infections are common in this population, dangerous for the
individual patient, and costly to the healthcare system [1].

The objective of this study was to determine whether inpatient
L. "

1 1 _at J+ . . 1=

=nDrovVes

Patients who saw an addiction medicine provider [
in hospital were...

Toxicology. School of Medicine, Washington University in St Louis, Missouri

The opioid epidemic has increased hospital admissions for
serious infections related to opioid abuse. Our findings dem-
onstrate that addiction medicine consultation is associated with

We performed a retrospective chart review of patients admit-
ted between January 2016 and January 2018 to Barnes-Jewish
Hospital, a 1400-bed, academic, tertiary care center in St Louis,
Missouri. Electronic medical records (EMRs) of all patients who

‘ 32X more likely to receive treatment for opioid use disorder

tions requmng hospltahzanon

xrr ~

ing with IDU or OUD (Supplementary Table 1) and ICD 10

6X more I|ker to complete antibiotic therapy

(1D AL

80% Iess I|ker to leave AMA

and higher readmission rates compared with the general popu-
lation [1-3]. Some of the most serious medical complications of
opioid use, particularly injection drug use (IDU), are infectious
in nature, including bloodstream infections, infective endocar-
ditis, osteomyelitis, epidural abscess, septic arthritis, necrotizing
fasciitis, and myositis [1, 4]. These diagnoses generally warrant
treatment with prolonged parenteral antimicrobial therapy.

antimicrobial therapy (defined as >2 weeks) was recommended
by the ID consultant; and (3) the patient was not able to receive
OPAT. Patients discharged to skilled nursing facilities, long-term
care facilities, or able to receive parenteral antimicrobial therapy
at dialysis centers were excluded from this review (n = 47) as they
were able to receive intravenous antibiotics outside of the hospi-
tal. Each admission was treated as an independent event; there-
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WHAT WILL HAPPEN IF L
BECOME INFECTED?
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THIS PIsEASE can B ECoME
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AGAIN. TusT DIRTY SKIN BENG
Puskep NS YouR' Buoen STW,
OR'ANY BACTERIA AT ALL,Gatkcre
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REMEMBER,

AND causes ay 4

CLEAN NEEOLES
—

CLEAN EEU(PHENTI$ THE

SAFEST 4 EASIEST way To
AVOID THESE PROBLEMS 4+
CouLp save YOUR LIFE,
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ENDOCARDITIS ?
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A HEART INFEcTIoN CAUSED
By a BUILD-UP OF BACTERIA IN
YOUR HEART, EVEN CAUSED By’

FUNGI, viruS OR MICROORCANISMS.

WHAT Do | Look For?

THERE 'ARE MANY SyMPTOMS oF
ENDoCARDITIS. THE MOST SE Rious
TO WATCH FR ARE LISTED BELow,
ALONG WiITH OTHER,LESS Comvion Sy MPran

~ FATIGUE, wE AKNESS SHorr NESS
OFBREATH

~ FEVER, CHILLS, NIGHT SWEATS

~MUSCLE ACHES + PAINS, S wE LLING ~

OF FEET, LEGs, ABDOMEN, Joint PAIY

~NAIL._ABNORMAUMES: SPLINTER -
HEHORHAGES UNDER NAILS ks
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UGHED UP oR 1N URINE
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Choosing

a safer
injection
site

Wwris!

If you are
injecting drugs:

Try to avoid the

Try to avoid

Legs: Inject yourself lower in your leg before injecting in
places higher on your leg. You could get blood clots. These clots
can go to your lungs or heart and cause serious problems.

Feet: The veins in your feet are fragile. Give these places extra
time to heal. If you have foot problems, do not inject yourself here.

Breasts: Try not to inject yourself in your breasts. Injecting
into your breasts can cause blood clots that can cause pain
and swelling.
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