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LEARNING OBJECTIVES

Identify
• Identify treatment options for patients with opiate 

addiction.

Discuss
• Discuss novel approaches to treat opiate addiction.

Explain
• Explain effective communication strategies to help those 

with an opiate addiction.



OUR CRISIS AND 
TIME FOR CHANGE

TIMMINS
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LOCAL CRISIS

•Data Source: 
https://www.publichealthontario.ca/en/data
-and-analysis/substance-use/interactive-
opioid-tool

• https://www2.gov.bc.ca/assets/gov/birth-
adoption-death-marriage-and-
divorce/deaths/coroners-
service/statistical/illicit-drug.pd 

•*2021rates are preliminary and subject to 
change



ONTARIO OPIOID RELATED DEATHS 2020

https://www.publichealthontario.ca/en/data-and-analysis/substance-use/interactive-opioid-tool



Healthcare Use among People who Died of 
Opioid-Related Toxicity During Pandemic- 2020

https://odprn.ca/wp-content/uploads/2022/01/Opioid-Related-Toxicity-Deaths-and-Healthcare-
Use-Report.pdf
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THE EYE OPENER FOR CHANGE



The Eye-Opener for Change 



CASE 
PRESENTATIONS

34 yo female presenting to ER last used IV fentanyl 6 hrs 
ago asking for help with her opioid use (also uses IV Crystal 
Meth). Uses 0.5-1 g IV fentanyl daily x 5 yrs

25 yo male presenting to ER fully reversed with naloxone in 
severe withdrawals unsure if he wants help for his opioid 
use but wants to feel better immediately. Smokes fentanyl 
and crack x 2 years approximately 1-1.5 grams per day. 

40 yo female in withdrawals and last used fentanyl 22 
hours ago asking for help with her opioid use. Uses “a few 
points per day” of fentanyl, IV and smoked x 5 years. Use 
speed, cocaine, CM also IV and smoked.  



Preferred by 
patients who use 
fentanyl, and still 

want to use
Euphoric blockade occurs at 16 mg

Long-acting treatments are not 
preferred by patients who still want 

to use. These patients often drop out.

Methadone
(full agonist)

Buprenorphine
(partial agonist)

Sublingual 
buprenorphine-
naloxone

Long-acting 
treatments 
available

New induction 
strategies

1990 2000 2010 2020

PROGRESS IN OUD TREATMENT OPTIONS



Canadian Agency for Drugs and Technologies in Health (CADTH). Buprenorphine/Naloxone Versus Methadone for the Treatment of Opioid 
Dependence: A Review of Comparative Clinical Effectiveness, Cost-Effectiveness and Guidelines [Internet]. Ottawa, ON; 2016 .

2007: Sublingual 
buprenorphine/naloxone 

approved by Health Canada

Methadone
(full agonist)

Buprenorphine
(partial agonist)

Sublingual 
buprenorphine
-naloxone 

Long-acting 
treatments 
available

1990 2000 2010 2020

New induction 
strategies

2018: Buprenorphine extended-
release (BUP-XR) and 

buprenorphine subdermal implant 
approved by Health Canada

Emergence of 
fentanyl and 
analogues & 
contaminated 
drug supply

PROGRESS IN OUD TREATMENT OPTIONS



OVERDOSE & SHORT TERM MORTALITY

ED PATIENTS WITH NON FATAL OPIOID OVERDOSE: 

5% one year 

mortality post ED 

discharge

Of patients that 

died, 20% died in 

the first month

Of those that died in the 

first month, 22% died 

within the first 2 days

Source: Weiner,Scott et al..One-Year Mortality of Patients After Emergency Department 
Treatment for Nonfatal Opioid Overdose. Annal of Emergency Medicine. April 2, 2019



PRACTICE GUIDELINES FOR TREATMENT OF 
OUD

For Mod & Severe Withdrawals Bup/Nal offered WITHIN 2 HRS
HQO Opioid Use Disorder Quality Statements 2018

First Line Treatment Option for Withdrawals & OUD: BUP/NAL
Management of OUD: A National Clinical Practice Guideline (CMAJ 2018)

If Not in Withdrawals but Requesting Treatment: should be offered 
within MAX 3 DAYS (1st line BUP/NAL) HQO Opioid Use Disorder Quality Statements /18

If a person enters an inpatient facility, OAT should be continued 
without disruption HQO Opioid Use Disorder Quality Statements 2018



WHERE CAN 
WITHDRAWALS 

BE TREATED 
WITHIN 2 
HOURS?                

THE 
HOSPITAL



PRACTICE GUIDELINES FOR TREATMENT OF 
OUD

While on Treatment:  Minimum 6 months of concurrent 
psychosocial treatment, support & monitor

Management of OUD: A National Clinical Practice Guideline (CMAJ 2018)

Withdrawal Management alone (“Cold Turkey”) will be avoided 
because it is associated with increased rates of relapse (60-90%), 
morbidity & death 
Management of OUD: A National Clinical Practice Guideline (CMAJ 2018)

Discussion about Harm Reduction Strategies offered (Naloxone, 
clean drug paraphernalia, SCS, never use alone, smoking better 
than IV etc.)  Management of OUD: A National Clinical Practice Guideline (CMAJ 2018)



TREATING ADDICTIONS IN THE ER IS A 
STANDARD OF CARE

Expands opportunity 
for initiating  treatment 

of OUD 

Bup/Nal blocks 
craving & withdrawals 

symptoms

Bup/Nal prevents 
relapse & reduces OD 

& mortality  

October 2020



Untreated opioid withdrawal commonly results in return to high-consequence 
opioid use, with high risk of OD death after discharge from the ED 



“ TREAT THEM AND STREET THEM” APPROACH 
IS NOT EFFECTIVE IN THE ER

● < 20% of patients in need of OAT with OUD presenting to ER were started on OAT  despite its strong 
evidence 

● When Bup/nal is administered in ER & continued via primary care 74% remain in treatment after 2 
months

● No other setting replicates the all-hours access & wrap around services in EDs (access point for the 
most vulnerable) & availability of same day treatment of OUD

https://cabridge.org/wp-content/uploads/CA-Bridge-Impact-Report-2018-2021.pdf                                                   
https://www.healthaffairs.org/do/10.1377/forefront.20211208.799414/full/

23

ED improves access to OAT for many patients who would 
otherwise not seek help (levels the playing field)

Increase in ED visits coupled with the growing evidence for the effectiveness of bup/nal means 
addictions treatment cannot be a niche industry operating on the fringes of the fractured health care 

system



PRACTICE 
GUIDELINES 
FOR 
TREATMENT 
OF OUD



WHY BUPRENORPHINE/NALOXONE?

Thrombolytics for 
STEMI

NNT 43

ASA for Acute 
Ischemic Stroke

NNT 79

ASA for STEMI

NNT 42

BUP/NAL (>16 mg)
NNT 2

https://www.thennt.com



Gone are the 
days of 

Tweeter and 
the Monkey 

Man



B#!CHES



HOW SAFE IS BUPRENORPHINE?



DURATION OF ACTION OF 
BUPRENORPHINE/NALOXONE 

● DURATION OF ACTION IS DOSE DEPENDENT

Dose Duration of action

4-6 mg SL 4-12 hours

8- 12mg SL 24 hours

> 16 mg SL 24-48 hours

Sublocade 300mg/100 mg
(injection every 28 days)

2-6 weeks up to months after 
steady state



The light bulb is 
like an opioid 

receptor in your 
brain

Fentanyl is 
attracted like 
a magnet to 

this 
receptor/light 

bulb

Fentanyl 
turns the 

light 
bulb/receptor  

on fully



Fentanyl

Sometimes 
Keeping a light 
too bright ends 
up burning it out 



fentanyl

buprenorphine/Nal turns the 
light bulb/receptor only 
partially on

Fentanyl

BENEFITS 
INCLUDE:
-Less risk of 
Overdose
-Less fatigue
-Less brain fog
-Less constipation
-Less sexual 
dysfunction



NALOXONE DOES 
NOT TURN THE 

LIGHT ON AT ALL



WHAT IS BUP/NAL INDUCED PRECIPITATED 
WITHDRAWAL? 

Sudden onset of severe withdrawal 
symptoms if BUP/NAL is administered 
too soon after a sufficient dose of full 
opioid agonist (ie. fentanyl) has been 

taken 

The full agonist (ie. 
fentanyl) is rapidly 
displaced from mu 

receptor

BUP/NAL (partial 
agonist) causes rapid 

loss of agonist effects of 
displaced opioids🡪

WITHDRAWALS



PRECIPITATED WITHDRAWAL FROM BUP/NAL



PREVENTING PRECIPITATED WITHDRAWAL

Abstain From Opioids long enough to be in 
sufficient withdrawals 

COWS > 8-12

Short-acting opioids 

(percocet, morphine etc.) 
12 hrs

Long-acting opioids 
(fentanyl, HM Cont. etc)

24 hrs

Methadone 

72 hrs



TREATMENT OF PRECIPITATED 
WITHDRAWAL

• FIRST LINE
• Continue with BUP/NAL induction (may need doses > 32 mg until stabilized)
• For short-term symptomatic relief consider clonidine, Seroquel, Imodium, 

Zofran, NSAIDS
• Also consider for severe agitation Ketamine, Haldol or  Olanzapine (or 

statex)

CAbridge.org



OUD & BUP/NA IN PREGNANCY

SAFE IN PREGNANCY



People askin' questions

Lost in confusion

Well, I tell them there's no problem

Only solutions



BREAKING DOWN BARRIERS: 
OUR INNOVATIVE APPROACH TO SYSTEM 
CHANGE

• BREAKING DOWN SILOS AMONGST 
COMMUNITY ORGANIZATIONS & 
IMPROVING PARTNERSHIPS

• OFFERING IMMEDIATE CARE AT 
HOSPITAL FOR THOSE REQUESTING 
TREATMENT FOR OUD

• SEAMLESS ACCESS TO THE FULL 
CONTINUUM OF ADDICTIONS 
TREATMENT

• DEVELOPING A PROGRAM TO MEET 
THE NEEDS OF OUR PATIENTS

Known as the whistleblowers



HOSPITAL IS A KEY PLAYER 
IN SYSTEM CHANGE

• FIRST CHANGING HOSPITAL CULTURE, 
REDUCING STIGMA, AND IMPROVING 
COMFORT LEVELS (including ED)

• PROVIDING IMMEDIATE TREATMENT FOR 
THOSE PRESENTING TO ER REQUESTING 
HELP

• OPENING OF MEDICAL WITHDRAWAL 
MANAGEMENT BEDS

• EDUCATION TO COLLEAGUES & STAFF
• IMPLEMENTING AMCS & CWMS TEAMS
• PROVIDING WRAPAROUND CARE 

INNOVATION AND IMAGINATION 
AT THE HOSPITAL



OUR TEAM

• COMMUNITY 
WITHDRAWAL 
MANAGEMENT 
SERVICE

• ACUTE MEDICINE 
CONSULT SERVICE

• TIMMINS POLICE 
SERVICE COMMUNITY 
OUTREACH SAFETY 
PROGRAM

• AND WE WORK VERY 
CLOSELY WITH MOBILE 
CRISIS 



WITHDRAWAL 
MANAGEMENT 

BEDS

TIMMINS AND DISTRICT HOSPITAL

• WiMU (Acute Withdrawal Management Unit)  7 BED 
UNIT LOCATED IN OUR HOSPITAL
• Initially started as 2 beds(Dec 2020) in the ICU
• STAFFED BY RNs
• AMCT RN AND HOSPITAL SW

• PHYSICIAN ON CALL 7 DAYS A WEEK 

OUTPATIENT COMMUNITY WITHDRAWAL 
MANAGEMENT SERVICES
• RN
• NP
• SW



Max Daily Dosing:
Day 1:
● Dose #1:4 mg 
● Dose #2: 2-4 mg 
● Subsequent dosing : 2 mg q1h 

prn  

Max:
• Day 1: 12 mg 
• Day 2: 16 mg 
• Day 3: 20 mg
• Day 4: 24 mg

Max Daily Dosing:
Day 1:
● Dose #1:4 mg 
● Dose #2: 2-4 mg 
● Subsequent dosing : 2 mg q1h 

prn  

Max:
• Day 1: 12 mg 
• Day 2: 16 mg 
• Day 3: 20 mg
• Day 4: 24 mg

INITIAL INPATIENT BUP/NALX INDUCTION PROTOCOLS

• THE “EARLY” DAYS OF BUPRENORPHINE DOSING:
• SLOW TITRATION OF SUBLINGUAL BUPRENORPHINE-NALOXONE

• LONG-ACTING BUPRENORPHINE GIVEN ON DAY 7 (AFTER HOSPITAL DISCHARGE)

PROBLEMS:
• 7 days of inpatient stabilization on BUP/NAL > 

8mg as per product monograph was too long 
• Patients would just leave

• Discharged patients wouldn’t return for 
long-acting buprenorphine at 7 days

• Risk of OD and death was greater than risk 
of early injection

• We had to change this protocol 
almost immediately



WE USE TA GIVE A LITTLE BUT A LITTLE WOULDN’T 
DO IT SO THE LITTLE GOT MORE AND MORE………



GAME CHANGER: MACRODOSING, HERE WE COME!

● MAXIMUM DAILY DOSING: 32 MG BUP/NAL

● RAPID TITRATION WITH MACRODOSING 
BUP/NAL

1. JACOBS P ET AL. AM J ADDICT 2015;24:667-75. 
2. CARROLL GG ET AL. PREHOSP EMERG CARE 2021;25:289-
93. 
3. HERRING AA ET AL. JAMA NETW OPEN. 2021;4:E2117128.

Sometimes higher during stabilization

Day 1: COWS>12 + no fentanyl use >24 hrs
Dosing: 24mg then 8 mg q1h prn X1
Total dose over 1-2 hours= 32mg

Within 1-3 hours most patients are comfortable and feeling 
no withdrawal symptoms

** PEOPLE WHO USE FENTANYL**

4.https://cabridge.ca
5.Mariani JJ et al. Am J addict.2021;1-7
6.Korownyk et al, Canadian Family Physician;2018:321-33



UPDATED ORDER 
SETS



CLINICAL OBSERVATIONS SUPPORT MACRODOSING

● WE OBSERVED NO AES AFTER TREATING OVER 180 PEOPLE 
USING THIS PROTOCOL

●WE HAVE NEVER GIVEN TOO MUCH SUBLINGUAL 
BUPRENORPHINE-NALOXONE, BUT WE HAVE GIVEN TOO LITTLE

○ THIS MAY RESULT IN THE PATIENT LEAVING

48

Urgency of this crisis supports practiced-based evidence 
AND REMEMBER:

Medicine makes evidence 

Macrodosing can potentially circumvent 
precipitated withdrawal





High Dose BUP/NAL (28-32 mg) is safe, well tolerated and may impart 
substantial OD protection & is effective in blunting the euphoric & reinforcing 
effects of any opioids used in the high-risk window following ED discharge 

prior to engagement and follow up
Therapeutic dose of BUP/NAL was 

achieved in < 3 hrs of ED stay & low 
acuity treatment areas

EVIDENCE FOR MACRODOSING

JAMA Network Open. 2021;4(7):e2117128. 



208

Single Doses of BUP/NAL up to 96 mg were safe and did not cause 
respiratory depression & adequately treat cravings and withdrawals 

EVIDENCE FOR MACRODOSING

Ahmadi et al. Trials (2018) 19:675 



EVIDENCE FOR MACRODOSING

Higher doses (16&32 mg) with 
quicker titration

-less drop out rates at 7 days
-No major AEs

32 mg induction dose
All Abstinent at 7days

No major AEs



EVIDENCE OF MACRODOSING

Prehospital Emergency Care March/April 2021 Volume 25, Number 2



8-24 mg 
May need higher 
loading dose 32 
mg

PROTOCOLS FOR MACRODOSING 



Up to 32 mg 

PROTOCOLS FOR MACRODOSING 





EARLY DEPO-BUP  CONSIDERATIONS

Why do I have to wait 7 days 
for my injection 

(Patient)

WHY CAN’T WE GIVE DEPO-
BUP  EARLY-

DAY 1-3?

WHAT IS THE DIFFERENCE BETWEEN
⮚ 8 MG FOR 1-3 DAYS VS 7 DAYS?
⮚ 7 DAYS X8 MG VS 2 DAYS X32 MG 



EVIDENCE FOR EARLY DEPO-BUP 
ADMINISTRATION



EVIDENCE FOR EARLY DEPO-BUP 
ADMINISTRATION



EVIDENCE FOR EARLY DEPO-BUP 
ADMINISTRATION



EVIDENCE FOR EARLY DEPO-BUP ADMINISTRATION



SUBLOCADE OFFERS PROTECTION



GAME CHANGER: EARLY DEPOT-BUP
HERE WE COME!

● MAXIMUM DAILY DOSING: 32 MG 

BUP/NAL

● RAPID TITRATION WITH MACRODOSING 
BUP/NAL

1. JACOBS P ET AL. AM J ADDICT 2015;24:667-75. 
2. CARROLL GG ET AL. PREHOSP EMERG CARE 2021;25:289-93. 
3. ERRING AA ET AL. JAMA NETW OPEN. 2021;4:E2117128.

Sometimes higher during stabilization

Day 1: COWS>12 + no fentanyl use >24 hrs
Dosing: 24mg then 8 mg q1h prn X1
Total dose over 1-2 hours= 32mg

24-72 hours after first sublingual buprenorphine-
naloxone dose 

Within 1-2 days patients receive depot-bup
no withdrawal symptoms

4.https://cabridge.ca
5.Mariani JJ et al. Am J addict.2021;1-7
6.Korownyk et al, Canadian Family Physician;2018:321-33

• EARLY DEPO-BUPRENORPHINE

** PEOPLE WHO USE FENTANYL**



Updates from TADH



2021 ACUTE WITHDRAWAL 
MANAGEMENT BEDS TIMMINS AND 

DISTRICT HOSPITAL

ACUTE WITHDRAWAL 
MANAGEMENT BEDS STATS AT 

TADH

TOTAL : 148
AUD:27 (18%)

OUD:121 (82%)

AVERAGE LOS
3.1

BUP/NLX START 
FOR OUD

114/121(94%)

DEPO-BUP 
START

87/114 ( 76%)



2021 DEPO-BUP AT TADH

DECEMBER 7TH,2020 – DECEMBER 31ST, 2021

• 122 doses given

TOTAL: 

87 doses : WMS beds
35 doses : Medical floor, Surgical floor, MHU

LOCATION: 



MARCH-JULY 2022

OUD: 77 (64%)
AUD: 44 (36%)
LOS: 3.4 days

BUP STARTS:
60 

78% OF OUD 
ADMISSIONS

DEPOT-BUP:
52 

68% OF OUD 
ADMISSION

87% OF BUP START 

TOTAL: 121



COMMUNICATIO
N STRATEGIES

• Listen to the patient

• Understand their language

• Understand where they are along the treatment 
continuum 

• Show compassion and patience 

• Discuss a variety of treatment options available 
with supporting pros and cons

• Involve the person in treatment decisions (they 
may change their mind many many many times) 



CASE 
PRESENTATIONS

34 yo female presenting to ER last used IV fentanyl 6 hrs 
ago asking for help with her opioid use (also uses IV Crystal 
Meth). Uses 0.5-1 g IV fentanyl x 5 yrs

25 yo male presenting to ER fully reversed with naloxone 
in severe withdrawals unsure if he wants help for his 
opioid use but wants to feel better immediately. Smokes 
fentanyl and crack x 2 years approximately 1-1.5 grams per 
day. 

40 to female in withdrawals and last used fentanyl 22 
hours ago asking for help with her opioid use. Uses “a few 
points per day” of fentanyl, IV and smoked x 5 years. Use 
speed, cocaine, CM also IV and smoked.  



REFLECTION ON PAST AND PRESENT SUCCESSES 

What did we do before? We were 
letting these patients down.

-RN ICU and physicians

This is AMAZING, the change we are making for these 
patients.
-RN ICU

We no longer send people 
home if our beds are “full” 

RN ER & physician

We haven’t seen J.S. in a 
long time in emerg.

-RN ER & physician



REFLECTION ON PAST AND PRESENT SUCCESSES 

I have never felt 
this good...

-Patient

My friend was here 2 months ago and is still 
not using drugs… I need to get on “the 

needle”
-Patient 

I was using 1 g of fentanyl a day 
48 hours ago and now I have no 
cravings and no withdrawals... 

I thought it would be impossible.
-Patient





TAKE HOME 
MESSAGES

LISTEN TO THE PATIENTS 

DON’T BE AFRAID TO PUSH LARGER “MACRODOSES” 
OF SL BUP/NLX FOR INDUCTION AND PW

BUP/NLX NEEDS TO BE STANDARD OF CARE IN ER OF 
OUD 

CONSIDER GIVING EARLY DEPOT BUPRENORPHINE 
WITHIN 24 HRS OF INDUCTION

THINK OUTSIDE THE BOX AND BE FLEXIBLE 

REDUCE STIGMA & BARRIERS ASSOCIATED WITH 
ADDICTIONS IN YOUR HEALTH CARE SETTING



TAKE HOME 
MESSAGES

TREAT THEM AND STREET THEM CAN NO LONGER OCCUR

PATIENTS CAN’T REMAIN ON TREATMENT IF THEY ARE 
NOT STARTED ON TREATMENT

DON’T SETTLE FOR “WE CAN’T DO IT” … THE QUESTION 
SHOULD BE “HOW CAN WE DO IT”

IT’S NOT A PATIENT PROBLEM… IT’S A SYSTEM 
PROBLEM



AND…..HAVE NO REGRETS



Doctors

Any Questions ???



THANK YOU !!

• Julie Samson :  jsamson5@me.com

• Louisa Marion-Bellemare:  
lmarionbellemare@nosm.ca


