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Summary

• None
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Summary

• Review	current	statistics	and	epidemiology	of	Opioid	Use	Disorder	and	
Overdose	crisis

• Review	Current	OUD	treatment	guidelines	and	recommendations
• Discuss	DTES	Connections	care	model

Objectives



Summary
• The	diagnosis	of	Opioid	Use	Disorder	under	DSM	V	can	be	applied	to	
someone	who	uses	opioid	drugs	and	has	at	least	two	of	the	following	
symptoms	within	a	12	months	period:

• Taking	more	opioid	drugs	than	intended.
• Wanting	or	trying	to	control	opioid	drug	use	without	success.
• Spending	a	lot	of	time	obtaining,	taking,	or	recovering	from	the	effects	of	opioid	drugs	
• Craving	opioids
• Failing	to	carry	out	important	roles	at	home,	work	or	school	because	of	opioid	drugs.
• Continuing	to	use	opioids,	despite	use	of	the	drug	causing	relationship	or	social	
problems.	

• Giving	up	or	reducing	other	activities	because	of	opioid	use.
• Using	opioids	even	when	it	is	physically	unsafe.
• Knowing	that	opioid	use	is	causing	a	physical	or	psychological	problem,	but	continuing	
to	take	the	drug	anyway.

• Tolerance	for	opioids.
• Withdrawal	symptoms	when	opioids	are	not	taken.

Opioid	Use	Disorder	– DSM	V

Mild:	2	or	3
Moderate:	4	or	5
Severe:	>5

Prevalence	
estimated	at	1	to	2%	
of	Americans



Summary
Illicit	Drug	Overdose	Deaths	in	BC



Summary
External	Deaths	in	BC
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BC	Data	by	Gender/Age
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BC	Data	by	Place	of	Injury
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Treatment
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Treatment
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Outcomes	associated	with	Methadone	and	

Buprenorphine

• Treatment	retention
• Withdrawal	suppression
• Decreased	illicit	opioid	(and	cocaine)	use
• Reduced	risk	of	HCV/HIV
• Increased	ARV	adherence,	lower	vL
• Decreased	criminal	activity
• Significantly	reduced	mortality;	both	all-cause	and	drug/substance	
related







Summary

Impact	of	treatment	for	opioid	dependence	on	fatal	
drug-related	poisoning:	a	National	cohort	study	in	

England				

• Aims:	To	compare	the	change	in	illicit	opioid	users'	risk	of	fatal	drug-related	
poisoning	(DRP)	associated	with	opioid	agonist	pharmacotherapy	(OAP)	and	
psychological	support,	and	investigate	the	modifying	effect	of	patient	
characteristics,	criminal	justice	system	(CJS)	referral	and	treatment	
completion.
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OAT	and	Psychosocial	Treatment	

• Methadone	Maintenance	Therapy	Summary
• In	general,	the	studies	reviewed	provide	support	for	the	use	of	
psychosocial	interventions	in	the	context	of	MMT.	

• Nine	of	the	14	studies	reviewed	reported	significant	effects	of	the	
psychosocial	treatment	on	treatment	attendance	and	drug	use.	

• Specifically,	5	studies	(Hesse	and	Pedersen,	2008; Hser	et	al.,	2011; Chen	et	al.,	2013; Gu	
et	al.,	2013; Kidorf	et	al.,	2013)	demonstrated	greater	treatment	attendance	and	2	studies	
(Gerra	et	al.,	2011; Gu	et	al.,	2013)	demonstrated	lower	treatment	dropout	rates	when	
psychosocial	treatment	was	provided	relative	to	a	comparison	group.	

• Five	studies	(Gruber	et	al.,	2008; Chawarski	et	al.,	2011; Hser	et	al.,	2011; Chen	et	al.,	
2013; Marsch	et	al.,	2014)	demonstrated	decreased	opioid	use	among	MMT	clients	
receiving	psychosocial	treatment	relative	to	a	comparison	group.	In	addition,	7	studies	
revealed	significant	effects	of	psychosocial	interventions	on	secondary	outcomes	
including	HIV	risk	(Chawarski	et	al.,	2011),	psychosocial	functioning	(Hesse	and	Pedersen,	
2008; Gerra	et	al.,	2011),	adherence	to	psychiatric	medications	(Kidorf	et	al.,	2013),	
alcohol	use	(Gruber	et	al.,	2008),	and	fear	of	detoxification	(Stotts	et	al.,	2012)	relative	to	
a	comparison	group.	It	should	be	noted	that	the	comparison	groups	varied	across	studies	
and	the	majority	were	not	MMT-only	conditions.

Dugosh,	Karen	et	al.	“A	Systematic	Review	on	the	Use	of	Psychosocial	Interventions	in	Conjunction	With	Medications	
for	the	Treatment	of	Opioid	Addiction.” Journal	of	Addiction	Medicine 10.2	(2016):	91–101. PMC.	Web.	8	Sept.	2017.



Summary
OAT	and	Psychosocial	Treatment	

• Buprenorphine	Treatment	Summary
• In	general,	the	support	for	the	efficacy	of	delivering	concurrent	
psychosocial	interventions	was	less	robust	for	buprenorphine.	

• Three	of	the	8	studies	reviewed	found	significant	effects	of	the	
psychosocial	treatment	on	treatment	attendance	and	drug	use.	

• One	study	(Katz	et	al.,	2011)	demonstrated	higher	rates	of	treatment	retention,	
completion,	and	attendance	among	groups	receiving	concurrent	psychosocial	treatment.	

• Two	studies	(Brigham	et	al.,	2014)	found	reductions	in	opioid	use	in	groups	assigned	to	
receive	psychosocial	interventions,	and	1	study	(Ruetsch	et	al.,	2012)	found	that	it	
improved	buprenorphine	compliance.	

• In	addition,	3	studies	found	significant	differences	for	secondary	outcomes	including	
treatment	satisfaction	(Ling	et	al.,	2013),	counselor	rating	(Katz	et	al.,	2011; Ruetsch	et	al.,	
2012),	and	12-step/self-help	meeting	attendance	(Ruetsch	et	al.,	2012).

Dugosh,	Karen	et	al.	“A	Systematic	Review	on	the	Use	of	Psychosocial	Interventions	in	Conjunction	With	Medications	
for	the	Treatment	of	Opioid	Addiction.” Journal	of	Addiction	Medicine 10.2	(2016):	91–101. PMC.	Web.	8	Sept.	2017.



Summary
Sustained-Release	Oral	Morphine	(SROM)

• Less	QTc prolongation
• ?	Reduced	cravings
• ?	Fewer	side	effects
• ?	Improved	depression/anxiety/mood	symptoms



Summary
Supervised-injectable	opioid	assisted	treatment	

(siOAT)

Summary
• 46-65%	of	patients	discontinue	methadone	treatment	in	the	first	year
• 40-70%	of	patients	discontinue	buprenorphine/naloxone	treatment	in	the	
first	six	months

• Diacetylmorphine	treatment	is	beneficial	in	terms	of	reducing	illegal	or	non-
medical	opioid	use,	treatment	drop-out,	criminal	activity,	incarceration,	and	
mortality	

• 67-88%	of	patients	retained	on	diacetylmorphine	in	the	first	six	months	
• 77%	of	patient	retained	on	hydromorphone	in	the	first	six	months
• Average	length	of	diacetylmorphine	treatment	is	approximately	three	years



Summary
Supervised-injectable	opioid	assisted	treatment	

(siOAT)

Summary	HAT	vs	Methadone	Treatment- via	Centre	for	
Interdisciplinary	Addiction	Research	at	Hamburg	University
• Higher	Retention
• Higher	reduction	in	criminality
• Better	Quality	of	Life
• Better	Working	Ability
• Less	Alcohol	Use
• Positive	long-term	effects:	health,	drug	use,	social	stabilization
• Comparable	results	also	in	patients	without	previous	maintenance	
treatment

Centre	for	Interdisciplinary	Addiction	Research	of	Hamburg	University.	Haasen et	al,	2007,	2010;	Eiro-Orosa et	al.,	2010;	
Karow et	al.,	2010;	Löberman &	Verthein,	2009;	Reimer	at	al.,	2011;	Schäfer et	al.,	2010;	Verthein,	Degkwitz et	al.,	2008;	
Verthein,	Bonorden-Kjej et	al,	2008,	Haasen &	Reimer,	2011



Summary
Barriers

• Methadone/buprenorphine	prescribers
• Intake	processes
• Titration	to	therapeutic	dose
• Clinical	environment
• MSP/pharmacare coverage
• Clinic	fees
• Pharmacy	fees
• Supervised	dosing
• Missed	doses
• Refills/maintenance	requirements



Summary
Model	of	Care	Case	Study

4.2	Low-threshold	methadone	
clinic/Low-threshold	addiction	
care
• An	area	identified	as	a	critical	gap	in	
recent	years	is	low-threshold	
methadone.	To	this	end,	VCH	will	
establish	a	care	team	in	the	DTES	for	
people	with	untreated	opioid

• Addiction	who	have	proven	to	be	
difficult	to	engage	and	retain	in	health	
services.



Summary
Plan

To	provide	a	care	team	and	facility	in	the	Downtown	Eastside	for	people	
with	untreated	opioid	use	disorder	who	have	proven	to	be	difficult	to	
engage	and	retain	in	health	services.	A	multi-disciplinary	team	would	
provide	opiate	agonist	therapy	and	linkage	to	primary	care,	HIV,	
substance	use	and	mental	health	services.	
The	objectives	of	this	service	are:

• Engage this	population	with	a	low	threshold	approach,
• Address obstacles	to	treatment	initiation,	adherence,	and	retention,
• Generate	and	enhance	pathways and	links	for	the	client	to	other	health	
services,	particularly	mental	health,	addiction,	primary	care	and	HIV	care.

• *As	well	as	addresses	directly,	and	seeks	to	minimize,	the	inherent	individual	&	
public	health	risks	associated	with	the	use	and	availability	of	prescribed	opioids





Summary

Accessibility
• Open	7	days/week;	including	7	days/week,	365	days/year	physician	
coverage

• Located	in	the	DTES,	close	to	other	services	(DCHC,	Living	Room,	ASC,	
VNH,	Sheway,	etc.)

• Low-barrier	philosophical	approach	and	staffing	model	(peer	support,	
etc.)

• NO	FEES
• Able	to	serve	clients/residents	recently	arrived	from	out-of-
province/country	and	do	not	yet	have	MSP	coverage

Engagement
• Nutrition/meal	program
• “Drop-in”	atmosphere;	TVs,	Computer	access,	board	games,	etc.	
• Social	work,	counselling,	financial	liaison,	peers,	health	navigators
• On-site	supportive	groups	to	enhance	motivation,	build	self-
management	skills	and	reduce	isolation

Plan



Summary

Harm	Reduction	Approach
• Reduction	in	use	as	primary	goal,	but	not	requiring	abstinence
• Robust	Take-Home	Naloxone	distribution
• Distribution	of	general	harm	reduction	supplies	(drug	use	equipment,	
condoms	etc.)

• Access	to	Nicotine	Replacement	Therapy
Efficient	&	Expedited	Intake	Assessment	&	Initiation

• Nurse	led,	physician	and	interdisciplinary	team	supported
• Goal	of	same	day	starts:	ideally	w/in	120mins	of	program	entry
• On	site	phlebotomy,	full	access	to	CareConnect,	PARIS,	Pharmanet,	
VCH	Primary	Care	EMR	system

• Staffing	and	systems	designed	to	support	buprenorphine	induction	
(which	can	be	challenging	and	resource	intensive	in	other	settings);	
including	integrated	pharmacy	team

Plan



Summary

Maximize	Retention
• In-house,	health	authority	managed,	dedicated	clinic	pharmacy	for	
program	patients

• Access	to	RN/MD	team	for	primary	care	issues
• Focus	on	efficient	and	timely	dose	adjustments	and	titration;	
pharmacy/nursing/MD	coordinated	post-dose	assessments	(with	aim	
to	minimize	time	required	to	reach	full	therapeutic	dose)

• Outreach	capacity;	nursing,	HCW	ability	to	outreach	clients/patients	
who	have	missed	doses

• Collaboration	with	other	ORT	providers	to	enable	short	term	
continuation	of	methadone/buprenorphine	for	patients	on	
weekends/holidays	who	may	have	missed	refill	appointments,	etc.	
(with	aim	of	preventing	relapse	and/or	the	need	for	large	dose	
decreases)	

• Staffing	and	protocols	in-place	to	support	rapid	dose	re-titration	for	
those	who	have	missed	multiple	days	(i.e.	ability	to	provide	post-dose	
monitoring)

Plan



Summary

Linkage	and	Transition	to	Care
• Referrals	and	collaboration	with	mental	health	system,	HIV	care	and		
Hepatitis	C	treatment	programs

• MD/RN	team	will	also	provide	essential	primary	care
• Shared	EMR/health	record	with	PC	network	will	greatly	facilitate	
transfer	when	stability	has	increased

Education	and	Research
• Built	with	intent	to	provide	rich	teaching	environment	for	all	
disciplines

• Direct	relationship	with	the	BC	CfE	Hope	to	Health	research	clinic
• E.g.	early	planning	already	in	progress	for	a	RCT	of	the	treatment	of	
stimulant	users

Plan



Summary

• On	site	pharmacy,	with	pharmacists	as	key	members	of	care	team,	and	
trained	to	assist	with	opiate	intoxication/withdrawal	assessments

• Increased	use	of	buprenorphine	therapy,	with	it’s	better	safety	profile
• Strict	”no	carries”	policy	for	methadone	(goal	will	be	for	patients	who	
have	stabilized	to	transfer	to	other	programs)

• Take-Home	Naloxone	program
• Strict	benzodiazepine	policy	(similar	to	PHS	policy;	e.g.	only	for	EtOh
withdrawal	or	controlled	tapers)

• Full	cooperation	and	collaboration	with	other	DTES	partners	in	Primary	
Care,	PHS,	VNH,	private	methadone	clinics,	etc.

Safety



Summary

• Transitions
• Capacity	&	volume
• Staffing;	especially	MD
• Bridging	issues

Challenges
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