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Source: Illicit Drug Overdose Deaths in BC, January 1, 2007 to November 30, 2016. 

Office of the Chief Coroner of BC. Released October 19, 2016.

Number of deaths and mortality rate attributed to 

illicit drug use in B.C., 1990 - 2016



Source: Illicit Drug Overdose Deaths in BC, January 1, 2007 to November 30, 2016. 

Office of the Chief Coroner of BC..



Source: Illicit Drug Overdose Deaths in BC, January 1, 2007 to November 30, 2016. 

Office of the Chief Coroner of BC. 



Source: Illicit Drug Overdose Deaths in BC, January 1, 2007 to September 30, 2016. 

Office of the Chief Coroner of BC. Released October 19, 2016.



Source: Illicit Drug Overdose Deaths in BC, January 1, 2007 to September 30, 2016. 

Office of the Chief Coroner of BC. Released October 19, 2016.
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Evidence for Use of Opioids Long-Term



NEJM: Opioid Abuse in Chronic Pain –Volkow 2016
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Science



Background

• The province has a 

guideline for the treatment 

of opioid use disorder with 

methadone

• Updated July 2016 to 

include buprenorphine

• Evidence-based guidance 

for when to use methadone 

versus other treatments 

lacking



Background

Released November 2016



Release date:

Feb 7, 2017



Rank Type of Evidence

1 Systematic reviews of randomized controlled trials

2 a

b

Randomized clinical trials

Nonrandomized clinical trials

3 a

b

Observational studies with controls

Observational studies - no controls

4 Expert consensus
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Expert guideline – summary of recommendations



Withdrawal management only

• Detox: Inpatient vs. Outpatient

• Intensive Psychosocial Treatment?

• Residential Treatment

• OAT Tapers, Clonidine?

Outcomes?







Safety considerations -

Withdrawal management alone

• Detox can potentially be an important first point 

of contact and a bridge to other treatment 

options 

• However, detox alone associated with:

– HIV-transmission (MacArthur et al., 2012)

– High rates of relapse (Strang et al., 2003)

– Morbidity and Mortality (Luty 2003, Simpson and 

Friend, 1988)

• THN Training



Residential Treatment
(without maintenance OAT)  

• No systematic reviews or meta-analyses

• Signal to some clinical improvement, but much 

of the literature is outdated (Craddock 1997, Gossop

1999, Hubbard 1989, Simpson 1982)

• Relapse (Smyth et al., 2010)

• No OAT 2 times risk of death (Matthias Pierce 2016)



Maintenance Therapy

• Methadone vs. buprenorphine

• First line?

• Safety profile of medications

• Mandatory counselling

• Take home dosing vs. methadone?

• How long; when and how to taper

• Other evidence-based options









Agonist Treatment | Methadone 

MMT vs. no opioid replacement therapy (Mattick et 

al., Cochrane Review 2009)

• Methadone significantly 

more effective than non-

pharmacological 

approaches in:
o Treatment retention

o Suppression of heroin use



Agonist treatment | Buprenorphine/naloxone

Buprenorphine vs. Methadone Maintenance 

Therapy (Mattick et al., Cochrane Review 2014)

• At medium/high doses bup/nlx is not markedly 

different from methadone in terms of 

treatment retention

• No difference between 

bup/nlx and MMT in 

reducing illicit opioid use 



Agonist treatment | Buprenorphine/naloxone

Buprenorphine vs. Methadone Maintenance 

Therapy (Mattick et al., Cochrane Review 2014)

• At medium/high doses bup/nlx is not markedly 

different from methadone in terms of 

treatment retention

• No difference between 

bup/nlx and MMT in 

reducing illicit opioid use 

Safety profile?



98 unintentional OD b/w June – Oct 2013 

2/98 cases tested positive for the bup metabolite

Both tested + for 6-MAM, morphine (heroin OD)











© 2006 by the Infectious Diseases Society of America

Reduction in overdose mortality with expanded 
access to buprenorphine/naloxone (France)

Carrieri et al., 2006
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Disadvantages 

Higher risk of overdose, particularly 

during treatment initiation

Generally requires DWI

More severe side effect profile

More expensive if DWI required

Longer time to achieve therapeutic dose 

(>35 days)

Higher potential for adverse drug-drug 

interactions (e.g. Abx, ARVs)

Increased risk of cardiac arrhythmias as

a result of QTc prolongation

Advantages

Potent opioid agonist

Potentially better treatment retention, 

particularly for unstable opioid-

dependent individuals 

May be easier to initiate treatment 

Potentially better alternative if 

buprenorphine was unsuccessful at 

relieving withdrawal symptoms or 

associated with severe side effects

Approved in Canada for primary 

purpose of pain control (split dose BID 

or TID dosing); Health Canada 

exemption required for prescribing 



Disadvantages 

Potential  risk of drop-out

May cause precipitated withdrawal if 

induced inappropriately  

May block opioid analgesics used for 

concurrent pain treatment 

Not approved in Canada for the 

purposes of pain control 
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Advantages

 Risk of OD as partial agonist and 

ceiling effect for resp. depression 

Reduced risk of injection, diversion, 

and OD due to naloxone component

Allows for safer take home schedules 

Milder side effect profile

Easier to rotate from bup/nlx to 

methadone

Flexible take home schedules many 

contribute to  cost savings and 

patient autonomy 

Shorter time to achieve therapeutic 

dose (1-3 days)



=Bup/Nx
1st line

Primary Care

methadone

OUD



Equal efficacy
Bup = safer

• 1st Line
• Take home dosing 

schedule?
• Random pill counts
• Random UDS















• 2011 review

• 35 studies, 4319 participants

• Psychosocial interventions + OAT vs. standard OAT

• No significant benefits – retention or treatment outcomes 



Tapers?



Prescription Opioid Addiction Treatment Study

SMM EMM

P
e
rc

e
n
t 
o
f 

S
u
b
je

c
ts

 w
it
h
 P

o
si

ti
v
e
 U

ri
n
e
 f

o
r 

O
p
io

id
s

     0%

    10%

    20%

    30%

    40%

    50%

    60%

    70%

    80%

    90%

   100%

Weeks

1 2 3 4 6 8 10 12

Phase 1

SMM EMM

P
e
rc

e
n
t 
o
f 

S
u
b
je

c
ts

 w
it
h
 P

o
si

ti
v
e
 U

ri
n
e
 f

o
r 

O
p
io

id
s

     0%

    10%

    20%

    30%

    40%

    50%

    60%

    70%

    80%

    90%

   100%

Weeks

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 18 20 22 24

Phase 2

N=653 N=360

TreatmentRelapse ~94% Relapse ~96%Treatment



Slow release oral morphine 

Slow-release oral morphine for 

maintenance therapy (Ferri et al., Cochrane review 

2013)

• Limited evidence in review (3 studies)

• Since this review further support 

Hammig 2014 



Withdrawal 
Options

Buprenorphine/naloxone 
taper

Methadone taper

Short-acting opioids

Clonidine and ancillary 
meds

Encourage: 

• Long, slow taper

• Intensive 

psychosocial follow-

up

• outpatient taper

Ensure: 

• take-home naloxone 

training

Warn:

• risk of OD and death 

with inpatient taper



Treatment

1st line: 
Buprenorphine/naloxone

Withdrawal 
Options

Buprenorphine/nalox
one taper

Methadone taper

Short-acting opioids

Clonidine and 
ancillary meds

• Relatively safer

• Take home doses

• Easier to transition from 

partial to full agonist

• Primary care settings

• Rural and remote settings



Treatment

1st line: 
Buprenorphine/naloxone

If contraindications: 
Methadone

Withdrawal 
Options

Buprenorphine/nalox
one taper

Methadone taper

Short-acting opioids

Clonidine and 
ancillary meds



Treatment

1st line: 
Buprenorphine/naloxone

If contraindications: 
Methadone

Withdrawal 
Options

Buprenorphine/nalox
one taper

Methadone taper

Short-acting opioids

Clonidine and 
ancillary meds

2nd line: Transition 

• bup/nlx to methadone 

• methadone to bup/nlx





1. Amato et al. 2013
2. Gowing et al. 2009
3. Gowing et al. 2014
4. Amato et al. 2011

5. Minozzi et al. 2011
6. Mattick et al. 2014
7. Mattick et al. 2009
8. Faggiano et al. 2003

9. Ferri et al. 2013



Health Care System
Integrated with BCCSU

Detox

Hospital

Primary Care
Addiction Care

Intensive
specialized
Addiction 
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IM
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Practical Tips: Continuing patients on Bup/Nx

• Collateral from initiating doctor

• Pharmnet! 

• Improved retention: 12-16 mg/d

• Know how medication is taken (SL)

• Lower barriers: how long and who to DWI?
– Benzos, AUD, youth, working, school, psych, homeless

• Random pill counts

• UDS

• RACE line!



bweitzel@providencehealth.bc.ca



3 streams: Clinical, Nursing, and Social Work

Timeline for 2018-2019 Clinical Fellowship:

Questions? Please email Carmen Rock at crock@cfenet.ubc.ca

August 28, 2017 Application process opens

October 2, 2017 Application deadline

Nov 6, 2016

to Dec 4, 2017
Interview period

December 11, 2017 Acceptance notification

December 18, 2017 Deadline for acceptance

July 3, 2018 Fellowship begins

mailto:crock@cfenet.ubc.ca


3 streams: Clinical, Nursing, and Social Work

Timeline for 2017-2018 Nursing Fellowship:

Questions? Please email Carmen Rock at crock@cfenet.ubc.ca

September 30, 2016 Application process opens

October 31, 2016 Application deadline

Nov 15, 2016 to 

Jan 16, 2017
Interview period

January 30, 2017 Acceptance notification

February 10, 2017 Deadline for acceptance

July 3, 2017 Fellowship begins

mailto:crock@cfenet.ubc.ca


3 streams: Clinical, Nursing, and Social Work

Timeline for 2017-2018 Social Work Fellowship:

Questions? Please email Carmen Rock at crock@cfenet.ubc.ca

December 5, 2016 Application process opens

January 16, 2017 Application deadline

Feb 6 to Mar 3, 2017 Interview period

March 13, 2017 Acceptance notification

March 20, 2017 Deadline for acceptance

July 3, 2017 Fellowship begins

mailto:crock@cfenet.ubc.ca


Timeline for 2017-2018 Research Fellowship:

Questions? Please email Carmen Rock at crock@cfenet.ubc.ca

October 31, 2016 Application process opens

December 5, 2016 Application deadline

December 12, 2016 Interview period

January 23, 2017 Acceptance notification

January 30, 2017 Deadline for acceptance

July 3, 2017 Fellowship begins

mailto:crock@cfenet.ubc.ca


Training Opportunities 

• 2- week sessional payment addiction 

team at St Paul’s

• UBC Enhanced Skills 3-6 months

• Questions? Please email Carmen Rock at crock@cfenet.ubc.ca

mailto:crock@cfenet.ubc.ca


Job Opportunities 

• Vancouver Coastal Health Connections 

Clinic

• Questions? Please email Dr. Dan Pare at Dan.Pare@vch.ca



Treatment Guideline Committee
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Indivior© Support for buprenorphine

• Buprenorphine CME course

• Additional in-services (upon request) 

• RN sessions on induction education 

• Patient support materials 

• Buprenorphine pearls with an addiction 

expert 

For more information, contact Kathleen MacDonald:

Kathleen.macdonald@indivior.com

mailto:Kathleen.macdonald@indivior.com












• April 2005 to March 2009: 151,983 individuals
• There were 1499 DRP
• risk increased while patients were not enrolled in any treatment  (1.73) 
• Risk when enrolled only in a psychological intervention was double that during 

agonist treatment (2.07)
• The increased risk when out of treatment was greater for 

• men 
• illicit drug injectors 
• those reporting problematic alcohol


