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

Gilead Sciences
• Dr. Barrios
• 2015 - received speaker’s fees from Gilead Sciences and Merck

• Mitigating bias
• No discussion of specific HIV or Hep C therapy in today’s talk
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The opioid crisis

trends.google.com



The opioid crisis

http://www2.gov.bc.ca/assets/go
v/public-safety-and-emergency-
services/death-
investigation/statistical/illicit-
drug.pdf

4 deaths per day in BC
1 per day in Vancouver



• Jake
• Pleasant male in 50s, history of opioid use disorder but reports 

being clean for past few years
• Suffers with chronic low back pain, but reports NSAIDs having 

some effect
• Working part-time and enjoys being productive, has goals to visit 

family in other province
• Call from coroner, found dead of suspected OD, fake “oxys” that 

are likely fentanyl are found on scene

View from the frontlines



• Paul
• Another pleasant male in his 40s, history of HIV, active hepatitis C, 

and opioid use disorder (previously on methadone), although 
does not report recent use
• Back to work, attending HIV clinic appointments, motivated to get 

curative hepatitis C therapy
• Start hep C treatment, but only 1.5 weeks in, his primary doc 

informs me that he died of OD

View from the frontlines



• Dan
• Male in his 20s, HIV+ MSM, quite marginalized, living on street
• History of alcohol and stimulant use, with recent onset of opiate 

use
• Difficulty with engagement
• One failed Suboxone start
• Expresses desire to STOP HIV outreach team to get off opiates and 

go to detox
• Found dead of OD only a few days later

View from the frontlines



• Sabrina
• Female in her 20s, using opiates for past year or two, otherwise healthy
• We get her on Suboxone a few times
• Work schedules conflict with her clinic appointments, and she misses 

some
• Reverts to opiate use, but we manage to get her restarted on Suboxone

8mg
• Picks up supply with a friend then they go to their separate homes and 

use – he doesn’t wake up
• One of the first deaths linked to carfentanil

View from the frontlines



• Alex
• Male around my age
• Seen on weekend at Raven Song
• Comes in disheveled, no shoes, living on street, desperate to get 

off opiates
• Difficulties with engagement in past, some history of incarceration
• A slow clinic day, so I spend one hour with him, confident that at 

the end he will take his new methadone rx to the pharmacy and 
start
• Pharmanet check the next day – rx was never filled

View from the frontlines



•My initial reactions…
• What could I have done for better patient outcomes?
• How could I have prevented this?

• After some time and rational thinking…
• I was but one part of the complex healthcare system and society these 

patients were trying to maneuver in
• How can we change the system to get better outcomes for people like this?

View from the frontlines



What is driving this crisis?

• External factors
• Poisoned drug supply (predominantly fentanyl)
• Harmful drug laws
• Public health vs. law enforcement approaches

• Internal factors – our focus  
• What we CAN change, starting now



Addressing the crisis

http://www.bccdc.ca/resource-gallery/Documents/bccdc-overdose-action-screen.pdf



What does the research tell us?

The science exists…



What does the research tell us?

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

Outcomes associated with methadone and buprenorphine



What does the research tell us?

Retention in methadone and buprenorphine 
is associated with substantial reductions in 
the rate of all cause and overdose mortality

The induction phase and the time 
immediately after leaving treatment with 
both drugs are periods of particularly 
increased mortality risk.

http://www2.gov.bc.ca/assets/gov/public-safety-and-emergency-services/death-investigation/statistical/illicit-drug.pdf



Gaps in our system of care

• Ask the patient
• Ask the family
• Ask the frontline staff

ØInevitably a long list is created…

System opportunities



Gaps in our system of care

https://bcpsqc.ca/documents
/2017/12/Journey-Mapping-
Substance-Use-Treatment-
Report.pdf



Gaps in our system of care

Patients receiving a stabilizing dose of 
methadone >60mg. Down 6% since 2010. 53%

39% People started on Methadone retained 
at 6 months. Down 10% since 2010.

People started on Methadone retained 
at 12 months. Down 10% since 2010. 29%

in 2014/15...



Gaps in our system of care



Closing the gaps in care

1992



Closing the gaps - A QI approach

• Use a “Collaborative”

• It’s been done before
• HIV Collaborative in B.C.

• NIATx Collaborative

• Many more in the literature



What do we mean by healthcare quality

Safe
Timely
Effective
Efficient
Equitable
Patient-centred

Accessible 



What is Quality Improvement?



What is Quality Improvement?



What is a Structured Learning 
Collaborative?



The BOOST Collaborative



A joint project of the CFE and VCH



Our Clinical Teams

A - Raven Song Primary Care
B - Three Bridges Primary Care
D - Pender Community Health Centre
E - Downtown Community Health Centre 
F - Sheway
G - Immunodeficiency Clinic
H - Vancouver Native Health Society
I - Reach Community Health Centre
J - Vancouver Detox
K - DTES Connections
L - Rapid Access and Assessment Centre 
M - Substance Use Treatment and Response Team 
N - Evergreen Substance Use
O - South Substance Use
P - Three Bridges Substance Use
Q - Raven Song Substance Use
S - West End Mental Health 
T - Raven Song Mental Health 



Core Team
Danielle Cousineau, RN
Quality Improvement Consultant, BC Centre 
for Excellence in HIV/AIDS
Cole Stanley, MD
Medical Lead, Continuous Quality 
Improvement, Vancouver Coastal Health 
(VCH) Community
Laura Beamish, MSc
Quality Improvement Coordinator, BC Centre 
for Excellence in HIV/AIDS
Angie Semple
Program Assistant, BC Centre for Excellence 
in HIV/AIDS



The BOOST Collaborative

• Goal – data-driven improvement at 
the frontlines
• Specifically - Improving the care of our clients 

living with opioid use disorder
• Uses QI and The Model for Improvement

• Other benefits
• Collaboration and pooled resources and 

expertise
• Chance for advocating for broader system 

changes



What are we trying to achieve?

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	

In other words…

• 19/20 patients have attempted oOAT at some point
• 19/20 patients are retained on oOAT for 3 months 

or more
• We hope to see a large average improvement in 

Quality of Life
• Patient-centred
• Balancing measure



What will it take to reach our aims?
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	



How are we measuring for success?

• Engagement
• oOAT access
• Active oOAT
• Optimal oOAT dosing
• Retention on oOAT
• Quality of Life score

Collaborative-level Measures

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	



Who are our patients?

• Empanelment – Who is our panel of patients?
• Clinic/Point of Care (In Profile EMR = POS)
• Most Responsible Provider
• Active clients only

• Accurate Problem Lists – Who has OUD?
• 304.0 opioid use disorder chosen as standard dx code

Population of Focus



Who are our patients?



Ingredients for the most effective care



Standardizing clinical data entry
“But I hate EMR forms…”

Goal: Use OUD form periodically for all clients with hx of OUD



Standardizing clinical data entry

Getting MDs to change



Highly adoptable QI

http://www.highlyadoptableqi.com/



Highly adoptable QI

Over 1000 forms per 
week being created

Primary goal – make a 
useful clinical tool

Secondary – standardize 
data entry and allow 
measurement strategy



Highly adoptable QI

There are now more OUD 
form creators than OAT 
prescribers



Highly adoptable QI



What happens in the Action Periods

Teams testing changes (PDSA-level measures)

Site-specific aims

Collaborative aims (Collaborative-level measures)

Collaborative outcomes



What changes are we testing?



Testing a change - example

• Collaborative aim – increase retention
• Team’s aim – reduce number of missed appointments
• Test of change – LPN does reminder call on day before
• Measures

• Number of calls made, time taken to make the calls
• Number picked up
• Number of clients who attend appointment vs number of No Shows
• Qualitative info

• Run your PDSA over the next week, then adapt, adopt, or abandon



How do we support our teams?



• The patients who do NOT show up to our clinic are often the sickest 
ones, and need MORE support
• Take time to step back from the “whirlwind”
• Expect the following:
• High quality care for a defined roster of clients
• Enhanced outreach
• Focus on engagement
• Focus on social determinants of health

Shifting our mindset

Process Improvement

Mindset shift



Collaborative Progress

Access to OAT



Collaborative Progress

Clinic A’s data for March



Coming soon

• Accurate retention data
• Has taken significant effort to set this up

• Up-to-date roster of clients accessible in EMR with day old data
• Vital for follow-up, outreach efforts

• Continued efforts to…
• Improve access
• Improve retention
• Improve quality of life



Thinking back to my own patients

Aim for a system that regularly reassesses client’s OUD history and chronic pain, and provides necessary 
education (THN training, risk of OD from fentanyl, access to harm reduction supplies, etc)

Aim for a system that places patient engagement as a top priority, and reduces barriers to getting started 
on OAT, offers outreach when indicated

Aim for a system that is accessible so patients can remain engaged and retained on OAT

Jake,
Paul

Dan,
Alex

Sabrina



Questions?



Thank you!

• 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


• Collaborative Website: http://stophivaids.ca/oud-collaborative
• Hosp Q. 2003;7(1):73-82.The expanded Chronic Care Model: an 

integration of concepts and strategies from population health 
promotion and the Chronic Care Model. Barr VJ, Robinson S, 
Marin-Link B, Underhill L, Dotts A, Ravensdale D, Salivaras S. 
Source: Vancouver Island Health Authority.
• NIATx: https://niatx.net/
• BC Centre on Substance Use- Opioid Use Disorder Clinical 

Management Guidelines: http://www.bccsu.ca/wp-
content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf
• IHI Open School courses: http://www.ihi.org

Resources

http://stophivaids.ca/oud-collaborative
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Barr%20VJ%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Robinson%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Marin-Link%20B%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Underhill%20L%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Dotts%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Ravensdale%20D%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Salivaras%20S%22%5BAuthor%5D
https://niatx.net/
http://www.bccsu.ca/wp-content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf
http://www.ihi.org/

