
Welcome 
to the

BOOST QI Network Educational 
Webinar 2

B e s t - P r a c t i c e s  i n  O r a l  Op i o i d  a g o n iS t  
T h e r a p y  P r o v i n c i a l  C o l l a b o r a t i v e

Tuesday, September 29th, 2020

*The session will be recorded for educational purposes, 
if there are any concerns with this, please send a direct message to CfE BOOST (host)*

**Please type your name, team name and location in the 
chat**



ZOOM Control Panel

Use the “raise hand” 
feature to notify the 
host that you would 
like to be unmuted

Click “participants” 
and “raise hand” on 
the right-hand side of 
the screen

Chat or ask questions 
using the chat function

Click to use
annotation tools



Welcome and Introductions

We would like to begin by acknowledging that the land on 
which we gather is the unceded territory of the Coast 

Salish peoples.



Thank you 
to all our funders and partners, 

including 
patient partners and family voices

The views expressed herein do not necessarily represent the views of Health Canada



Objectives

• Review OAT treatment options in the context of pandemic 
prescribing

• Discuss harm reductions strategies within a QI framework

• Explore the client and family perspectives on OUD

• Learn about the QI Network team reporting process and platform



Agenda 

Time Topic Speaker

8:30 10 mins Welcome Valeria Gal 

8:40 15 mins Update on OAT treatment options 
and pandemic prescribing Sharon Vipler

8:55 25 mins A QI approach to harm reduction
(interactive activity) Cole Stanley

9:20 10 mins The client/family perspective Cole Stanley

9:30 15 mins Team reporting overview
Cole Stanley, 
Angie Semple

9:45 15 mins General Q&A All



As part of a team On my own

Want to participate but haven’t enrolled

How are you participating in the BOOST QI Network?
(POLL)
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WHY?



Increased
Fentanyl 
Potency 



Recent increase of 
Carfentanyl and 
Benzodiazepines, including 
Etizolam in illicit drug supply 

Increased
Contamination



Decreased access
to “safer use” 
facilities



http://www.bccdc.ca/resource-gallery

People who had an overdose 
are more likely to experience 
competing risk of both the 
overdose crisis and COVID-19 
pandemic. 

The increased likelihood of 
having COVID-19 risk factors 
is reflective of the social and 
health inequities experienced 
by people with a history of 
overdose.

The risk of overdose is higher 
when using substances alone 
(versus with others or in 
supervised settings) and 
access to safer environments 
to use substances has 
decreased during COVID-19. 

http://www.bccdc.ca/resource-gallery




OAT and Pandemic Prescribing 
(aka Pharmaceutical Alternatives)

• Who?
? As a tool to uptitrate OAT
? In addition to OAT
? Tool to assist traditional SBX inductions
? No OAT, just pandemic prescribing
? no OAT, no OUD, sporadic use

• How will you (your clinic) decide?
• How will you adhere to your decisions?
• How will you measure?









• Permit pharmacists to extend and renew 
prescriptions

• Permit pharmacists to transfer prescriptions to 
other pharmacists;

• Permit prescribers to verbally prescribe 
prescriptions with controlled substances; and

• Allow pharmacy employees to deliver 
prescriptions of controlled substances to patients 
at their homes or an alternate location.



What did CPSBC say about prescribing 
during the COVID19 Pandemic?

None of the College standards create barriers to facilitating 
adequate and safe supply of medications to patients. Physicians 
should assess the prescription needs of their patients and assess 
risks and benefits to both the patient and the public.

Physicians must use good professional judgment and exercise 
prudent clinical practice (including using distance medicine and 
virtual care) during this crisis. The College expects that physicians 
will make decisions in good faith and with patient and public safety 
as a principal consideration.



What did CPSBC say about telehealth?

During this time, it is reasonable and expected that physicians increase phone or video consultations with patients. This will have an impact on
prescribing. Enhanced collaboration with community pharmacists is required.
Physicians should consider the following:
For non-controlled medications: Renew prescriptions by phone or fax to a pharmacy after a phone conversation or telemedicine visit with a patient
and eliminate the need for a patient to obtain an original paper prescription with a wet signature, which they then have to take to a pharmacy. It is not
acceptable to text or email photographs of prescriptions from a phone as photographs contain patient information and these are retained (often on
cloud-based servers in other countries), which inevitably increases the risk of an information/privacy breach.
For controlled medications (such as narcotic pain medication): Phone or fax a prescription to a pharmacist (and deliver the original duplicate form).
This should only be done if the physician has a longitudinal relationship with a patient and understands their care needs. This may entail prescribing for
longer durations; physicians must weigh the benefits of larger dispenses with the risk of overdose or diversion. Patients on long-term opioids should
have naloxone kits.

For opioid agonist treatment (OAT): Ensure patients have a steady supply of these essential medications. This might include alternatives to daily
witnessed ingestion such as more frequent delivery of medications. In certain circumstances this could include more take-home doses (“carries”) if the
patient is stable on their OAT. Consider rotations to medications with lower risk of overdose and diversion (such as buprenorphine/naloxone
preparations) if carries of methadone or sustained-release morphine present too much risk.
PharmaNet: Physicians are expected to take full medication histories and to check PharmaNet whenever possible to ensure safe prescribing.
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A QI approach to harm reduction

Cole Stanley



Harm Reduction edition

Cole Stanley, MD, CCFP
Medical Lead, QI, VCH Community

Family Physician

Sep 29, 2020

QI Rapid Refresher



Disclosures

• Travel grants received for conference attendance from the following
• 2019 – Canadian Association for HIV Research (with support from Viiv)
• 2017 – Gilead Sciences
• 2016 – Canadian Association for HIV Research (with support from Viiv), 

Gilead Sciences

• Advisory Board – Viiv Feb 2019

• Mitigating bias
• No discussion of specific HIV or Hep C therapy in this talk





Do the work



Teams don’t have enough 
good ideas to test. 

Teams jump to 
implementation WITHOUT 
testing or measuring.

Teams lose focus from 
week to week and so fail at 
execution of their plans. 

Teams don’t have enough 
regularly scheduled time 
to do the improvement 
work. 



Collecting data or developing a change

Don’t have an idea (theory) to test yet.

We’re learning about the system.

SOME DEFINITIONS

Testing

Trying/adapting existing knowledge on small scale.

Learning what works in your system.

2

Implementing

Making this change a part of day-to-day 
operation of system in your pilot population.

3

Spreading

Adapting change to areas or populations 
other than your pilot populations.

4

1



Don’t do it all by yourself!

• Team approach (end user, patient voice, 
EMR developers, etc.)

• Creative thinking 

DEVELOPING CHANGES 1



DEVELOPING CHANGES 2

Aim Primary  Drivers Secondary Drivers

By	July	1st,	2018	we	aim	to	
provide	equitable	access	to	
integrated,	evidence-based	

care	to	help	our	population	of	
clients	with	opioid	use	

disorder	achieve:		
95%	initiated	on	oOAT

95%	retained	in	care	for	≥3	
months

50%	average	improvement	in	
Quality	of	Life	score

Education	

OAT	Treatment

Leadership

Medical	Care

Engagement	

High	quality	
Accessible
Relevant

Time	to	access
Treatment	options
Optimal	dosing	

Linkage	between	programs

Treatment	duration

Accountability	

Screening	

Access	to	leadership
Engaged	leadership

Intake	
Transitions	in	care

Follow-up

Trauma-informed	practice

Matching	acuity	of	services	to	need

Clinic	processes	and	mandate

Patient	medical	home

Cultural	competency

Social	determinants	of	health	

• Driver diagrams



• The 5  Whys

• Best practices / guidelines

• Benchmarking

• Lessons from other industries (e.g. aviation)

DEVELOPING CHANGES 3



• Quality Improvement Literature

• IHI programs (storyboards, abstracts, Collaboratives, 
etc.)

• Change Packages (from Collaboratives)

• 72 Change Ideas

DEVELOPING CHANGES 4



DEVELOPING CHANGES 5

Change Concept Change Idea
Manage Variation Standardization (create a formal process) 

Eliminate Waste Remove number of steps to complete the process 

Improve Workflow Adjust to peak demand

Enhance the producer/customer 
relationship 

Listen to customers 

Manage Time Reduce wait time

Source: ”Change Concepts and Ideas” (2013) Health Quality Ontario, http://www.hqontario.ca/Portals/0/Documents/qi/qi-change-concepts-and-ideas-primer-
en.pdf

http://www.hqontario.ca/Portals/0/Documents/qi/qi-change-concepts-and-ideas-primer-en.pdf


DEVELOPING CHANGES 6

• Process Mapping

• QI essentials toolkit 
from IHI



“Make a list of all you can do to make sure that you achieve the worst result 
imaginable with respect to your top strategy or objective.”

DEVELOPING CHANGES 7

“Go down this list item by item and ask yourselves, ‘Is there anything that 
we are currently doing that in any way, shape, or form resembles this item?’ 
Be brutally honest to make a second list of all your counterproductive 
activities/programs/procedures.”

“Go through the items on your second list and decide what first steps will 
help you stop what you know creates undesirable results?”

Source: “TRIZ,” Liberating Structures, http://www.liberatingstructures.com/

1

2

3

http://www.liberatingstructures.com/














Why measure at all?



















“2% adhered to 
all six measures”



Do the work



Email Listserv
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The client and family perspective
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Which methods have you tried to incorporate
the client or family voice?
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Team reporting process and platform

Cole Stanley
Angie Semple



What asks do you have to ensure continuity of the 
improvement work going forward?

Questions & Discussion
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Link in Chat



THANK YOU!
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CONTACT US: boostcollaborative@cfenet.ubc.ca

VISIT THE WEBSITE: http://www.stophivaids.ca/oud-collaborative

mailto:boostcollaborative@cfenet.ubc.ca
http://www.stophivaids.ca/oud-collaborative

