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Webinar Reminders

1. Everyone is muted

• Press * 7 to unmute and *6 to re-mute yourself

2. Remember to chat in questions!

3. This webinar is being recorded and will be sent out via email

4. Please fill out our evaluation at the end! 



Today’s goals

(1) Presenters will describe the California Substance Use Line (CSUL) and how 

this new, unique partnership can help deliver point-of-care guidance to any 

clinician in California

(2) Participants will hear about example cases that CSUL consultants have 

assisted with

(3) Participants will learn how callers to the California Substance Use Line have 

incorporated this resource into their work



Today’s speakers

Brenda Goldhammer, MPH | Program Manager

Jacqueline Peterson Tulsky, MD | Professor of Medicine, Emeritus,  UCSF 

Addiction Consultant, California Substance Use Line

Wasfa Jahangiri, MD | Primary Care Provider, La Clinica De La Raza



The ongoing public health crisis

California aims to continue expanding access to effective and evidence-based 

interventions, including medications for substance use disorder treatment.

Frontline clinicians without extensive experience providing substance use 

disorder treatment often benefit from guidance and support.



What if there were a resource 

that could help any clinician 

manage substance use disorders 

in any health care setting?



The California 
Substance Use Line

Free, confidential, 24/7 tele-consultation 

Staffed by experienced physicians, clinical pharmacists, and nurses

Evidence-based guidance on substance use evaluation and management

• For opioids, alcohol, sedatives, stimulants, and other substances

• Includes guidance on medications for substance use disorder treatment



Why call?

• We offer point-of-care, free assistance — no matter how complicated or 

where in the state you are practicing

• Callers receive expert guidance on developing a tailored treatment plan for 

any patient with (or at risk for) substance use disorders



Common consultation topics

• Assessment and medical treatment of opioid, alcohol, and other substance 

use disorders

• Toxicology testing: when to use it and what it means

• Approaches to adjusting opioid-based pain regimens                                                                        

to reduce risk of misuse and harms

• Harm reduction and overdose prevention strategies

• Special populations (pregnancy, kidney/liver disease, 

co-morbid opioid use disorder and pain, HIV)



Leadership you can trust

Collaboration between California Poison Control System (CPCS) and the 

Clinician Consultation Center (CCC) of the University of California, San Francisco

• 25+ years helping clinicians of all experience levels provide evidence-based 

care

Expert clinical depth across multiple domains

• Polysubstance use • HIV

• Toxicology • Viral hepatitis  

• Behavioral health • Primary care

• Harm reduction

Extensive experience with opioid overdose/withdrawal management and its 

aftercare



California Poison Control System

UCSF-based program: Established in 1997

• 4 Divisions: San Francisco, San Diego,                                                                     

Sacramento, Fresno

• 24/7 hotline with expertise in managing                                                                     

acute poisonings and overdoses 

• Supported through agreements/grants from                                                               

state and federal governments

• Call volume: 250,000 cases per year

Principal Consultants

• Nurses and pharmacists with specialized training in poison information

• Board-certified medical toxicology physicians  

• Health education coordinator with active community outreach program 



Clinician Consultation Center

UCSF-based program: Call center at San Francisco General Hospital

• Operates National Substance Use Warmline, HIV Warmline, Hepatitis C 

Warmline, Perinatal HIV Hotline, PrEPline, and PEPline

• ~18,000 calls per year

Principal Consultants: Addiction Medicine-

boarded physicians (IM, FM, OB), psychiatric/                                                           

substance use-boarded clinical pharmacists

Team also includes advanced practice nurses,                                                              

other buprenorphine-experienced physicians



California Substance Use Line: Spring 2019 call 
data

1st quarter: 103 consultations 

(66% calls from MD/DOs; ~12% 

NPs; ~9% pharmacists)



Case vignettes



Call 1: Methadone to buprenorphine/naloxone

Setting: Rural county, few accessible treatment resources 

Caller: PCP at local FQHC 

Population: Mostly heroin use  

Reason for call: Last methadone induction did not go well, would like to plan for this next one

• 45 year old woman new to the area; on methadone for OUD x ~9 months

• Pt had asked OTP to initiate taper due to “intolerable side effects”; down to 45mg daily

• Left OTP 10 days ago and reports no exposure to opioids since then

• Also, history of daily EtOH in the past, but rare use over the last 9 months

• PMH includes chronic psychiatric disorder (specifics unknown to caller, but medication list 

includes asenapine, benztropine, and possibly an antidepressant)



Call 1:  Methadone to buprenorphine/naloxone

Other information available today:

• In-office COWS = 12

• Point-of-care urine tox screen = positive for methadone and EtG

• Pharmacy down the street stocks buprenorphine

• Patient’s insurance is active in county

Audience:

What considerations would you raise with this caller? 



Questions/concerns discussed on the call

(1) What were the “intolerable side effects” ?

(2) Is the patient really eligible for buprenorphine/naloxone?                              

If not, why? If yes, why? 

(3) Would you go ahead with an induction today?   

(4) How would you approach this scenario?

(5) What other information might be useful for planning this 

transition?



Call 1, continued

• The caller and patient are both highly motivated 

to start buprenorphine today. 

• Patient agrees to daily phone check-ins through 

the weekend; daughter lives with patient and is 

supportive of plan.

• Started bup/nx 2/0.5mg SL and another 

2/0.5mg SL an hour later.  At home that night 

took additional 4/1mg SL and did well with no 

precipitated withdrawal. 

• Follow-up call: patient took 12/3.0mg SL 

through days 2 and 3. 



Call 1: CSUL role 

(1) Provided collegial consult for unfamiliar/uncomfortable clinical 
scenario for this caller

(2) Reviewed options for the approach: absolute vs. relative 

contraindications

(3) Anticipatory guidance for “worst case scenario” (PW) 

(4) Shared clinical tools/resources (patient home induction 

sheet)

(5) ”Planted seed” with suggested  approaches to addressing 

alcohol when able to talk more



Call 2: Peri- and post-operative management 
and buprenorphine

Caller: Experienced provider, but first time involved in elective peri- and post-operative plan

Reason for call: Guide me through this decision-making?

1. Patient on bup/nal 12/3mg SL and doing well for 2 months; scheduled for oral surgery

2. Oral surgeon sends note to caller requesting that patient be tapered off bup/nal

3. Patient is worried, really doesn’t want to stop or decrease the medication

Audience: 

• Have you had experiences like this? 

• How would you respond to the surgeon’s request?

• How would you manage patient’s buprenorphine in the perioperative period?



Call 2: Peri- and post-operative management 
and buprenorphine

We suggested resources to support continuing 

bup/nal throughout the operative period

• California Bridge, Project SHOUT

• Lembke A, et al. Pain Med.  2019 – Pts 

Maintained on Bup for OUD Should                 

Continue Through the Perioperative                                       

Period

…and…

• Encouraged caller to have the Oral                          

Surgeon and/or Anesthesia team call                       

us with any concerns/questions

https://bridgetotreatment.org



Call 2: CSUL role

1. Guidance and suggestion of clinical management options 

-- For patient

-- For surgical and anesthesia colleagues

2.  Tools and references (evidence-based when available) 

3.  Offer to be a resource to share with other providers



Call 3:  Mixed opioids, atypical induction

Caller: Experienced provider in urban area

• 55 year old male w/ OUD, injecting fentanyl for ~2 years  

• Self-titrated down to 0.5 grams 2-3x/day and highly motivated 

for treatment

• History of “rocky” trial of self-induction onto bup/nal due to 

street methadone (patient was eager, but worried)

• Last fentanyl ~66 hrs ago, however COWS 2 days in a row < 8 

and patient felt no withdrawal symptoms 

• This morning patient called provider reporting sudden onset of 

withdrawal symptoms 



Call 3: Mixed opioids, atypical induction

Information available today:

• COWS in office: 10-11 (mainly anxiety and restlessness, pupils midline and smallish, not 

sweating, yawning, runny nose) 

• Results just back from send-out urine tox: Positive for fentanyl (expected), oxycodone,                                                       

methadone, benzodiazepines (expected), cannabinoids

• Patient reports no methadone use and was feeling badly so caller started induction with 

2/0.5mg bup/nal.  After 60 min, COWS still 10+ and patient reports feeling continued 

withdrawal → given 4/1.0mg bup/nal

• It’s 20 minutes later, patient still in office and about the same.  Caller is trying to plan for 

the remainder of the afternoon and over the weekend.  

• Detailed methadone report came back: methadone 929ng/mL and metabolite 599ng/mL



Call 3: Mixed opioid/substance induction

Questions to address:

• Why is patient feeling worse than he looks after 6/1.5mg bup/nal? 

• What does the urine drug test  tell us, and how do we use the information? 

• Caller really asking if the patient is in precipitated withdrawal.  What do you think? 

• It’s about 1pm on a Friday, what about the rest of the afternoon/day plan?

Follow-up: about an hour after the last check-in with consultant, COWS now 12, with 

diaphoresis, yawning, BP up, coherent and got additional 6/1.5mg for total of 12/3mg.  Fell 

asleep in clinic after a total of 16/2mg.

• What is the weekend plan now?  Would you go over 16/4mg bup/nal in 24 hours? 



Call 3: CSUL discussion and role

CSUL Toxicology specialist: “Some experienced ERs are moving towards 8 + 8mg dosing 
strategy, with doses administered within an hour.  So far, have been finding that some patients 
need 16mg+ on day 1 (some as high as 24, 32mg)…

…In terms of determining what total 1st day dose should look like, some ERs stop once COWS < 
8.  Possible benefit of going above 16mg is being able to extend duration of coverage re: 
withdrawal symptoms.  This could potentially help space out the time to next follow-up visit, which 
may be desirable for settings with limited outpatient follow-up resources.  Each 8mg/day roughly 
correlates to an extra day out.”

• CSUL team was able to partner w/ caller for ongoing assessments in real-time during in office 
induction that had unanticipated challenges

• Offered options from clinical experience of multi-disciplinary consultant team for current and 
next steps

• Assisted with literature search for atypical inductions with fentanyl (few case reports)



Caller experience and testimony



Q & A



Call us: 

We are ready to support you and your patients.

For more information: Call (844) 326-2626 and press 3, or visit

http://nccc.ucsf.edu/clinician-consultation/substance-use-

management/california-substance-use-line/

The California Substance Use Line is generously funded by the California Department of Health Care Services. 



Upcoming ATSH Webinars

November 21: (12 – 1PM) How Peer Recovery Can Improve MAT for Your 

Patients. Cherokee Health Systems in Tennessee will lead a webinar on how to use 

peer recovery support specialists on your MAT core team. They’ll share their job 

descriptions, a training guide, and policies and procedures to operationalize this 

role. Register here: 

https://zoom.us/meeting/register/e546925447772102d746f627e8486654

December 11: (12 – 1PM) MAT Training for Your Staff: Katie Bell, SUD Nurse Case 

Manager at Chapa De Indian Health Program, will lead the webinar. The training is 

geared to provide the basics of MAT for those who want to learn more about opioid 

use disorder, medications, etc. Note: Any staff member from your clinic can register, 

they do not need to be part of your MAT core team. Registration information coming 

soon!

https://zoom.us/meeting/register/e546925447772102d746f627e8486654


Thank you!

For program/administrative questions about the California Substance Use Line, please 

email Brenda.Goldhammer@ucsf.edu (Program Manager, CCC)

If you’d like us to send you hard copies of outreach materials (tri-fold brochures, small palm 

cards, flyers), please email Zebulin.Kessler@ucsf.edu (Project Coordinator).  

If you are a local expert and frequent presenter, please feel free to reach out for 

slides/materials highlighting the California Substance Use Line that may be included in your 

trainings.

mailto:Brenda.Goldhammer@ucsf.edu
mailto:Zebulin.Kessler@ucsf.edu

