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My Work Biases ● I am a Salaried physician at SJCG.

● I do fee for service addictions medicine at 

various locations in Thunder Bay and in Nipigon.

● I provide on call services for private addiction 

treatment centres.



My Personal Biases
● I believe all drug use should be decriminalized.

● I feel strongly that drug use is not a moral 

failing.

● I empathise strongly with people who use drugs 

and their struggles.
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OUD, Scope of the 
Problem















The Fallout









Whose Fault is it? ● Physician’s?

● Pharmaceutical companies?

● Legal system?

● Poverty?

● The Drug user?

Everyone’s !



Moving Forward ● What can the Medical community do?

● Seems too big to tackle.

● We should begin with examining the factors that 

lead to opioid addiction.



OUD, How and Why?



Triple Threat

Genes

Environment

Exposure



Genetics of OUD

Arcos-Burgos et. al. Hum genet (2012) 131:917-929

It’s Complicated !!!



Genetics of OUD ● Multimodal gene

● No single “addiction gene”

● Research now looking at genetics of common 

behaviour types.

● Arcos-Burgos et. al.
○ “We provide compiled evidence of complex 

networks of genotypes underlying a wide 

phenotype that involves SUD and externalizing 

disorders”



The Environment



http://www.youtube.com/watch?v=sbQFNe3pkss


Rat Park ● An example of environmental effects on 

addictive behaviour.

● Served as a key study to support the 

biopsychosocial model of addiction.

● Only partially reproduced in follow-up studies

● Several other studies have added to the body of 

evidence to support the concept of environment 

as a key factor in addiction.

Gage, Sumnali.  Rat Park: How a rat paradise changed the narrative of addiction.  

Addiction, 114, 917-922



The Environment ● The other key factor studied that supports the 

environmental risk for addiction is:

Adverse Childhood Events

● Abuse, emotional, sexual, physical.

● Neglect, emotional and physical.

● Household Dysfunction.



ACE’s
The ACE Study

● 13,494 Americans studied.

● Graded relationship between the number of 

ACE’s and adverse health outcomes.

● 4 or more ACE’s resulted in 4-12 fold increase 

risk for alcoholism, drug abuse, depression and 

suicide.

● Some staggering statistics on health effects of 

ACE’s



ACE’s ● Dube et al. Pediatrics 2003

○ Each ACE increased the likelihood for 

early initiation of drug use by 2-4 fold.

○ Compared with people with 0 ACEs 

those with 5 or more ACE’s were 7-10 

fold more likely to report illicit drug 

use.



ACE’s ● Quinn et. al. Drug Alcohol Depend. 2016
○ AOR for adulthood PPRM:

■ One trauma, 1.46 (1.12, 1.91)

■ Five + trauma, 3.09 (1.52, 6.30)

○ Injection Drug use

■ 4-5+ trauma’s showed 5-7x the odds.





The Exposure



The Exposure “..in the absence of drug exposure, 

itself an environmental factor, the 

specific addiction phenotype would 

remain hidden, even in the presence 

of an overwhelming genetic load”

Nora D. Volkow

Volkow ND. The genetics of addiction. Hum Genet (2012) 131: 773-777



The Exposure ● 20% of the population has chronic pain.

● 5.5% of patients with no pre-existing substance 

use disorder or psychiatric disorder will develop 

addiction to opioids prescribed for chronic pain.

● 8.9% for those patients with active substance 

use disorder.

www.machealth.ca opioid primer

http://www.machealth.ca


The Exposure: Hot off the Press!



Avoiding OUD ● Be aware of the factors that lead to addiction, 

i.e. remember the triple threat of addiction.

● Reduce exposure to opioids, look to other 

analgesia first.

● If choosing opioids, prescribe small amounts 

and short intervals.

● Include a risk screening tool in your chart prior 

to starting opioids.



Risk Screening 
Tools

● There are many tools available.

● Many are questionnaires for patients to fill on 

their own.

● Questions surrounding mental health 

conditions, family history of substance abuse 

and personal history of abuse can be 

triggering….  Proceed with Caution!



Opioid Risk Tool

Scoring:
3 or less are low risk
4-7 moderate risk
8 or higher are high risk

Validity in an actual OUD population is unknown.
Must be used in a trauma informed manner.



Risk tools, Risk 
tools, Risk tools!

https://www.practicalpainmanagement.com/

https://www.practicalpainmanagement.com/


Practical Point 
Reduce the occurrence of OUD by minimizing the exposure to 

opioids, and carefully selecting the patients to whom you 

prescribe opioids…..  Assess the Risk!



Opioid Assisted 
Treatment:
Methadone and Buprenorphine



Methadone

Pros

● Large body of evidence.

● Can begin treatment without withdrawal.

● Liquid form helps reduce diversion of observed 

doses.

● Can titrate in small amounts.



Methadone

Cons

● Up until recently special CPSO requirements to 

prescribe.

● CPSO still recommends additional training, and 

will still likely scrutinize your practice.

● Takes longer to stabilize.

● Stigma.

● Has been used to create a business model.

● Narrow Therapeutic window.



Cristen and Cory’s Story

https://vimeo.com/333165345

https://vimeo.com/333165345


For simplicity, I will refer to 

Buprenorphine/Naloxone as “Buprenorphine”



Buprenorphine

Pharmacology

● High Mu affinity, ceiling effect, precipitated 

withdrawal.

● Buprenorphine/Naloxone has naloxone as 

deterrent for abuse, it is not active when taken 

sublingually.



http://www.youtube.com/watch?v=iywOjsNG09E










Buprenorphine

Pros

● Safe!

● You can prescribe in Primary care, ED, and the 

Hospital.

● Ceiling effect for Respiratory Depression.

● Prescribing guidelines are less stringent.

● Less stigmatized

● Protective against overdose.

● Newer formulations:
○ Probuphine, 6 month implant.

○ Monthly Depot soon to be released.



Buprenorphine

Cons

● Must be in moderate withdrawal to start to 

avoid precipitated withdrawal.

● Has a ceiling effect for analgesia and 

withdrawal relief.

● Some patients complain about taste.

● More Difficult to titrate at lower doses, smallest 

formulation is 2 mg tabs.

● Binds strongly to Mu receptor which can create 

some analgesia challenges.



PRECIPITATED WITHDRAWAL!!!



Precipitated 
withdrawal

● Very rare.

● Easily avoided in patients who are using short 

acting opioids.

● Communication to patients is the key.
○ Emphasize the level of discomfort.

○ Frankly, scare them a bit.

● In my entire career I have seen this twice.

● Can be more of an issue with those on LA 

opioid formulations, methadone and street 

Fentanyl products.





Practical Point
Buprenorphine is an extremely safe opioid that can 

be prescribed without special exemption and can 

be protective against overdose.



Practical Point
Buprenorphine Precipitated withdrawal should be 

respected but not feared (at least not by the 

prescriber).



Prescribers across the treatment 
spectrum can and should be 
comfortable treating OUD with 
Buprenorphine.



OUD, Providing Care



Guidelines, tutorials, websites, detailing!



How can physicians 
begin to treat OUD 
in their Practice?

● We all must become comfortable prescribing 

Buprenorphine!

● We must talk to patients, without judgement, 

about their drug use.

● We must avoid new OUD development by 

controlled prescribing with proper risk 

assessment.

● We must not refuse to prescribe opioids.

● We must not abruptly discontinue chronic 

opioids.



Buprenorphine in 
Primary care

Step 1

Prepare staff and clinic, and make friends with a 

pharmacist.

Step 2

Make the Diagnosis, prepare the patient.

Step 3

Start the medication.

Step 4

Follow up care.



Buprenorphine in 
Primary Care

Step 1

Preparing the Clinic

● Encourage non judgemental approach by 

frontline staff.

● Ensure easy urine sample drop off and testing.

● Best to have MD back-up for your prescriptions, 

do it as a team for best results.

● Be ready to see the new Buprenorphine start 

within 3-5 days, or be able to refer to someone 

who can.



Buprenorphine in 
Primary Care

Step 2

Make the Diagnosis

● DSM V criteria

● 4 C’s of addiction
○ Craving

○ Loss of Control

○ Compulsive

○ Use despite Consequences

● Aberrant behaviour with opioids, including 

unexpected urines.

● Risk screening tool is elevated.
○ This may not necessarily “diagnose” OUD.



Buprenorphine in 
Primary Care

Step 2

Prepare the patient

● Ensure they have proper ID for the pharmacy, 

photo health card preferred.

● Make them aware of Buprenorphine Risks and 

Side effects:
○ Prolonged withdrawal on discontinuation

○ Need for regular visits to pharmacy

○ Headache, dry mouth, constipation, low libido, 

sedation.

○ Potential risks with ETOH and Bzd.

● But generally much safer than other opioids

● Stable home/address preferred for take home 

doses.



Step 3…..  Start the 
medication

Case Review



Buprenorphine in 
Primary Care

Case

67 YO Male, Chronic low back pain, greater 

trochanteric pain syndrome, and peripheral 

neuropathy.  Had brief success with pain blocks, 

allergy to morphine, did not tolerate Lyrica, 

gabapentin, TCA’s, could not swallow oxyneo, 

dilaudid caused skin to peel.  Cannabis helps with 

sleep and mild pain relief.  Only opioid that works for 

him is oxycontin or percocet?!



Buprenorphine in 
Primary care

Case

Extended period of care for chronic pain starting in 

2015, including CPMC .  During this time, he has 

some scattered UDS results that were unexpected.  

Cocaine, methadone, codeine would show up 

periodically.  His pill counts remained accurate.

I had many frank discussions with him about drug 

misuse.  He was mostly honest with me and we had 

good rapport.  I never threatened him that I would cut 

off his medications.  I always explained his opioid 

contract to him, and would tighten dispensing after 

unexpected results.

My final straw was a second UDS with methadone.  

I reduce his percocet dose and dispensing interval 

over the phone.



Buprenorphine in 
Primary Care

Case

After the dose reduction and dispensing interval 

reduction his OUD became quite evident.  He started 

to misuse street opioids with nasal use of oxycontin.  

His functioning had reduced significantly to the point 

that he could not get out of bed on most days.



Primary Care 
Buprenorphine

Case

SOAP note….  My Plan

“Long discussion regarding opioid options for him 

now.  Given the several unexpected urines, his 

snorting of oxy, his overuse of the prescribed 

Percocet, his buying off the street, I feel comfortable 

stating he has opioid misuse/use disorder.  Gave Bup 

home induction handout.  Long discussion about PW, 

he seems to understand.  F/U tomorrow”



Buprenorphine 
Primary Care

Case

Review

● Chronic pain patient, not doing well on Percocet 

2 tabs TID, even worse with reduce dose and 

dispensing.

● UDS periodically unexpected.

● Admits to nasal use.

● Failed non-opioid treatments.



Buprenorphine 
Case
Diagnosis

Score of 2-4, results in 
mild to moderate OUD.



Buprenorphine 
Case
Starting Tx.

Home Start

● Reliable patient

● Safe home

● Good understanding of the Process

● Not for those at high risk

Office Start

● Unsafe home environment

● BZD or ETOH use/abuse

● Difficulty with comprehension

Most Primary Care Buprenorphine starts can be done 

at home.





Buprenorphine 
Case
Starting tx.

To me this patient satisfied my criteria for home 

buprenorphine start.  

● Stable address.

● No housemates using drugs.

● No Heavy/uncontrolled ETOH use.

● No bzd use.

● Mild to Moderate OUD by DSM.

● Motivated to get pain and withdrawal under 

control.



Buprenorphine 
Case
Home Start 
handout



Buprenorphine 
Case
Home Start 
Handout



Buprenorphine 
Case
Home Start

● Pick a handout or make a handout that works 

for you.

● Estimate the effective dose.

● Have pharmacy dispense starting dose using 2 

mg tabs for day 1.

● Following days observed at pharmacy.

● Quick Follow-up to assess need for dose 

increase.



Buprenorphine Case: The Rx



Buprenorphine 
Case

● The patient took 4 mg, followed by 2mg and 

then 2mg.

● He actually waited much longer then the 30 

min…  He was being quite cautious

● Withdrawal severity: 6/10

● Pain Severity: 8-9/10 (baseline 8/10)

● Denies somnolence, or headache

● Denies ETOH or bzd use 

● First day total dose 8 mg



Buprenorphine 
Case

● Day 1:

● Home start a success!

● Now what?

● 8 mg dose still resulting in mid to late day 

withdrawal symptoms.

● Pain still at baseline, perhaps some mild relief a 

few hours after dose.

● Prescribe him 12 mg od for the next week



Buprenorphine 
Case
Follow up

● I work to target withdrawal symptoms first.

● Was able to achieve 100% withdrawal symptom 

resolution with 12 mg dose.

● Secondly I target pain…..  Split dosing

● He had improvement with 12 mg split TID, but 

still only at 7-8/10

● Increase dose to 6 mg TID to target pain.

● These changes occurred over visits space 1-2 

weeks apart.

BUPRENORPHINE FOR CHRONIC PAIN IS STILL OFF 

LABEL USE.



Buprenorphine 
Case
Results

● Final dose 6 mg TID.

● Pain score to target at 5/10.

● Functionality massively improved from bed 

ridden to enjoying life and getting ADL’s done.

● No reported side effects.

● No unexpected urines.

● Now time spent on chronic pain in visits is less 

allowing us to focus on other health concerns.



Buprenorphine

Step 4

Follow-up

● Urine Screening
○ Frequency depends on risk

○ Recommend starting with higher frequency and 

move towards reducing.

○ At least once/month to start.

○ At least 4x/year ongoing.

● Side effect monitoring
○ Headache, usually self limiting

○ Somnolence, rare

○ Dry mouth

○ Constipation

○ Check LE for those with Liver concerns

British Columbia OUD Guidelines, June 2017: http://www.bccsu.ca/wp-

content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf

http://www.bccsu.ca/wp-content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf


Buprenorphine

Step 4

Follow-up

● Dispensing interval
○ If high risk and ongoing Opioid abuse: daily 

dosing until stable

○ If quickly stabilizes with no concerns can 

increase to weekly

● Missed doses:
○ If 5 or less missed doses no need to alter dose

○ If 6 or more, suggest a visit to discuss, follow 

guidelines for re-start

British Columbia OUD Guidelines, June 2017: http://www.bccsu.ca/wp-

content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf

http://www.bccsu.ca/wp-content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf


Conclusion



If we are truly going to curb the overdose epidemic or adequately treat those 
with addiction, we must take actions that will make a difference. These include 
building an addiction treatment ecosystem that looks like every other medical 
specialty, and make its response just as predictable and effective as the 
treatment for a heart attack.

Dr. R Corey Waller



•”Treatment for Addiction should be like that for a heart 
attack: Swift, sure and standardize”
•USA TODAY, June 4, 2018



● Be aware of OUD risks

● Think about ACE’s in your patient population

● Reduce exposure to opioids

● Screen for OUD risk before writing the Rx.

● Become comfortable with Buprenorphine Rx.



Local Addiction Resources:
ACES Medical Group

Dr. Chung, Dr. Kibiuk, Dr. Carfagnini
MOHLTC focused practice designated

RAAM Thunder Bay
Dr. Denson, Tannice Fletcher-Stackhouse NP, Dr. Carfagnini

Nipigon Family Health Team Buprenorphine Program
Dr. Carfagnini

Marathon Family Health Team: HARMS Program
Dr. Ryan Patchett-Marble
Harmsprogram.ca



Some Emerging Good News on 
Opioids:
● Newest ODRP shows declining Opioid-related

Hospitalizations and ED visits.
● Data is showing an increasing number of OAT

providers.



Questions?



http://www.youtube.com/watch?v=8gm-lNpzU4g

