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Learning objectives

 Review the evidence-base underlying interventions for Opioid Use Disorder

 Withdrawal Management 

 Harm Reduction

 Supply distribution

 Supervised consumption

 Take-home Naloxone

 Psychosocial treatment modalities

 Opioid antagonists

 Opioid Agonist Therapy (OAT) 

 Methadone vs. buprenorphine/naloxone

 Long-acting buprenorphine formulations 

 Alternative OAT



Withdrawal Management 

 Inpatient withdrawal management/”detox” alone, associated with:

 HIV transmission 

 High rates of relapse 

 Morbidity and mortality 

 Requests for detox can be an important 1st contact with health care

 Safety considerations 

 Outpatient slow tapers safer, with option of conversion to OAT at any time

 +- antagonist treatment upon completion

 +- residential treatment

 Intensive psychosocial follow-up

 Take-home naloxone training



Withdrawal Management



Withdrawal Management 





Harm Reduction

Supply distribution 

 Needle/Syringe programs associated with:

 Reduction in injecting risk behavior

 Reduction in HIV infection and other blood-borne infections 

 “one of the most cost-effective public health interventions ever funded”

 Cost-effective from societal and health sector perspectives

 Net financial benefit identified in all high- and low-income settings

 In Winnipeg…safer injection supplies (& safer crack kits) available through:

 Street Connections

 Several community health centres and community services

 Check http://www.streetconnections.ca/service_map.php

http://www.streetconnections.ca/service_map.php


Harm Reduction

Supervised consumption

 Insite

 Canada’s first supervised injection site

 Located in Vancouver’s Downtown East Side

 Evidence of benefit

 Decreased syringe sharing, positive changes in injection practice

 Increased referral to detox and community services

 No increase in drug dealing, drug-related crime, new IDU or relapse to IDU

 Conservative estimates show prevention of:

 35 cases of HIV per year

 3 deaths per year

 Overall cost-savings over 6 million$ per year after program costs



Harm Reduction

Take Home Naloxone

 WHO guidelines on Community Management of Opioid Overdose, 2014

 “people likely to witness an opioid overdose should have access to naloxone and be 
instructed in its administration”

 Conclusion from a narrative systematic review

 THN programs reduce overdose mortality rates in community, AND

 Have a low rate of associated adverse events, THUS

 “THN distribution to at-risk users should be introduced as standard of care”

 In Winnipeg…THN kits and training available at:

 Street Connections

 Brothers Pharmacy, Tache Pharmacy, Grand Medicine…

 https://cphm.ca/wp-content/uploads/2020/06/Naloxone-Kits-Pharmacy-List.pdf

 Covered by NIHB with Rx (including intranasal option)

 Available over the counter (at a cost) – 30-50$

https://cphm.ca/wp-content/uploads/2020/06/Naloxone-Kits-Pharmacy-List.pdf


Psychosocial Treatment

 No large scale reviews or meta-analyses available 

 Residential treatment (abstinence-based)

 Relapse common after discharge

 Factors associated with earlier relapse

 Younger age

 Higher heroin use prior to treatment

 History of injecting

 Failure to complete full inpatient treatment program

 Failure to attend aftercare

 NA/AA attendance associated with increased abstinence

 Higher frequency of attendance (>1/week) associated with increased likelihood of abstinence

 NOTE: lots of variability between individual groups as to opinion regarding OAT & other Rx



Psychosocial Treatment

 Non 12-step based peer-support: 

 SMART Recovery

 Manualized, (peer) counselor led group

 Based on Rational Emotive Behavioural Therapy

 Focuses on development of practical skills for relapse prevention

 Recovery Dharma

 Secular Organizations for Sobriety

 Jib Stop

 Etc…

 Emerging evidence for Contingency Management and Abstinence-

contingent recovery housing (with or without intensive day treatment) 

 Motivational Interviewing



Psychosocial Treatment

WITHDRAWN 



Psychosocial Treatment



Psychosocial Treatment



Opioid antagonists

 Oral naltrexone

 Insufficient evidence to evaluate effectiveness (Cochrane 2011)

 Low treatment retention (28%)

 Sustained release naltrexone

 Insufficient evidence to evaluate effectiveness (Cochrane 2009)

 Non-inferiority trial vs. buprenorphine/naloxone published in JAMA Psychiatry 

December 2017

 Comparative effectiveness vs. buprenorphine/naloxone published The Lancet 

January 2018 

 Limitation: Only oral naltrexone is currently available in Canada



Opioid Agonist Therapy

Methadone vs. buprenorphine/naloxone

 Suboxone (buprenorphine + naloxone)

 Doses > 2mg retain people in treatment

 Doses >=16 mg decrease illicit opiate use

 Methadone

 Increased retention in treatment

 Decreased use of heroin

 Efficacy comparing buprenorphine/naloxone vs. methadone

 Early studies showed decreased retention in treatment compared to methadone

 These were using low doses and slow induction rates

 At flexible doses, and with appropriate induction rates, there is no significant difference in:

 abstinence from illicit opioids

 retention in treatment

 decrease in cocaine use



Opioid Agonist Therapy

Methadone vs. SuboxoneBuprenorphine/naloxone Methadone

Sublingual tablet

-Takes up to 10 minutes to dissolve

-May take upwards of 30 minutes for full 

witnessed dose in pharmacy

Daily witnessed ingestion during stabilization

-earlier/more flexible carries possible

Somewhat more complex to start 

-moderate withdrawal, or microdosing

Achieve target dose in 1-3 days

Requires baseline bloodwork (and likely 

treatment agreement)

Planned long-term maintenance

Cherry-flavoured Methadose

Daily witnessed ingestion x minimum 2 m

-early carries not easily negotiable

May start at any time

-starting in detox/hospital may allow quicker 

titration

Achieve target dose in 3+ weeks

Requires baseline bloodwork and treatment 

agreement

Planned long-term maintenance



Opioid Agonist Therapy

- reduces high risk drug-related behaviours



Opioid Agonist Therapy

- improves adherence to HIV treatment



Opioid Agonist Therapy

- reduces incidence of HCV infection



Opioid Agonist Therapy

-should be continued long-term, attempts 

at tapering done slowly 



Opioid Agonist Therapy

Alternative OAT

 Sustained release oral morphine

 Cochrane review 2013

 Insufficient evidence to evaluate its effectiveness

 Newer evidence supports its role as an alternative to methadone or buprenorphine

 Beck et al. Addiction, 2014. – randomized cross-over non-inferiority study – UNBLINDED!!

 Non-inferior to methadone for retention in treatment, illicit heroin

 Superior to methadone for mental symptoms, treatment satisfaction, heroin craving

 Hammig et al. Journal of Substance Abuse Treatment, 2014. 

 Mean Qtc with methadone > morphine

 Morphine associated with higher satisfaction, fewer cravings, lower mental stress

 Verthein et al. European Addiction Research, 2014.  

 Improved mental symptoms and treatment satisfaction for morphine vs. methadone

 No difference in drug use

 Falcato et al. Journal of Clinical Psychopharmacology, 2015.

 Reduced craving for heroin in morphine vs. methadone 

 Canadian guidelines outline it’s use as a 3rd line option for OAT 

 Conversion from methadone to Kadian: start at1:4, titrate clinically 

 Prescribers in MB should be methadone prescribers, and review case if not experienced with SROM 



Opioid Agonist Therapy 

- buprenorphine implant - Probuphine

Covered by EIA 

and NIHB

Non-inferior to 

sublingual 

buprenorphine/

naloxone 8mg 

or less daily 



Opioid Agonist Therapy

- buprenorphine injection - Sublocade

Covered by EIA and NIHB, if stabilized on SL buprenorphine 8-24mg daily

Superior to PLACEBO



Opioid Agonist Therapy

Alternative OAT

 Injectable options (heroin/diacetylmorphine, hydromorphone) – Crosstown

Clinic, Vancouver

 SALOME and NAOMI trials

 Decreased use of illicit substances

 Decreased criminal activity and incarceration

 Possible decrease in mortality

 Increased retention in treatment

 BUT, increased rate of serious adverse events

 Only to be used for people with chronic injection opioid use who have failed 

other first-line treatments



Summary – treatment options for OUD
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Case study 1

 22 year old woman presents to the emergency department at your local 

hospital where you have admitting privileges.  She asks for a hospital 

admission to help her detox from the oxycodone she’s been using.  She 

says she has done well after detox from previous crack cocaine use, so 

that’s all she needs to quit using oxy.  

 What else do you want to know?

 What do you do about the request for admission?

 What else can you offer?


