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Disclosure(s)

None related to the development of this presentation

| respectfully acknowledge that | am a humble guest on the unceded
traditional territories of the Musqueam, Squamish, and Tsleil-Waututh

Nations.

Outline of our time

*National Guideline

» Chart of Medications used for Opioid Use Disorder (OUD)
* Methadone
« Suboxone (Buprenorphine/Naloxone)
« Slow Release Oral Morphine

*Guided Questions and Scenarios

* Questions from the Audience

Key Findings from the National report

Apparent opioid-related deaths in Canada (released November 2018)

« The opioid crisis has affected every part of the country, but some provinces and territories have
been impacted more than others. According to data reported as of November 16, 2018: there were
9,078 apparent opioid-related deaths between January 2016 and June 2018

« in 2016, there were 3,014 apparent opioid-related deaths (corresponding to a death rate of 8.3 per
100,000 population) and

* In 2017, there were 3,998 apparent opioid-related deaths (corresponding to a death rate of 10.9
per 100,000 population)

« from January to June 2018, there were 2,066 apparent opioid-related deaths, corresponding to a
death rate of 11.2 per 100,000 population

« Special Advisory Comittee on the Epidemic of Opioid Overdoses. National report: Apparent opioid-elated deaths in Canada (January 2016 to June 2018). Web
Based Report. Ottawa: Public Health Agency of Canada; December 2018
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Special Advisory Committee on the Epidermic of Opioid Overdoses. Nationalreport: Apparent opioid-elated deaths in Canada (January 2016 to June 2018). Web Based Report. Ottawa e . .
Public Health Agency of Canad; December 2018.

Development of CRISM National Guidelines for
the Clinical Management of Opioid Use Disorder GUIDELINE & VULNERABLE POPULATIONS

Management of opioid use disorders: a national
clinical practice guideline

Julie Bruneau MD MSc, Keith Ahamad MD, Marie-Eve Goyer MD MSc, Ginette Poulin MD,
Peter Selby MBBS MHSc, Benedikt Fischer PhD, T. Cameron Wild PhD, Evan Wood MD PhD; on behalf of the
CIHR Canadian Research Initiative in Substance Misuse

VCH Opioid Guidelines, 2015 BC Opioid Guidelines, 2017 National Opioid Guidelines, 2018

Other Provincial Opioid Guidelines

W Cite as: CMAJ 2018 March 5;190:E247-57. doi: 10.1503/¢maj. 170958




Figure 2. Clinical management of opioid use disorder

Specialist-Led

Withdrawal Management** Alternative Approaches

Agonist Therapies

Tapered methadone, buprenarphine | | Buprenorphine/

slpha, adenerps sgonits naloxone’ Methadone” *

Slow-release oral morphine
+/- psychosocial treatment*
/- residential treatment

/ treatment*
+/- residential treatment
+/- oral naltrexone’

+/- psychosocial treatment®
+/- residential treatment

Low TREATMENT INTENSITY HIGH

If opioid use continues, consider treatment intensification. >>

Awoss : intensity spectrum, d should be offered to all, including
« Education re: safer use of sterile syringes/needles and other applicable substance use equipment

<<<<<<< Where possible, simplfy treatment

Harm
Reduction + Access tosterile syringes, needies, and other supplies
o Acoess 10 Take-Home-Naloxone (THN) kits

* Access 1o Supervised Injection Services (SIS) / Supervised Consumption Services (SC5)

BE Coroners Senvice, llicit Drug Overdase Deaths in BC. Januany 1, 2008 —July 31, 2018
Hitps nasaaiZ. 9o be.
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Requests for treatment for OUD should be
treated with urgency.

*  Why?

* When you see patients, what are the reasons coming in
for help?

* How do you approach the conversation? What are some
tips for pharmacists to use to aid in a conversation if our
patients ask for help?

Withdrawal management (commonly known as
detox) alone without long-term OAT or linkage to
continuing care is not recommended.

* Why?

» Sometimes in pharmacy we also have patients inquiring
about detox.

* How do you approach this conversation? What are some
tips for pharmacists to use to aid in a conversation?
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What is treatment retention?
* How can pharmacists help in treatment retention?

» Are relapses expected while on OAT (at start, long
duration of therapy)?
* How do you suggest pharmacists address potential
relapse?
*  What about when a patient has relapsed and is feeling
badly?

Case 1: JW, a 36 year old male with a history of OUD has
dropped into your clinic for help (has been taking illicit opioids
since a back injury sustained 10 years back from a fall in the
construction industry).

» What are you assessing for when a client/patient first comes
in for help?

* DSM-5 for OUD?

* When would you use the Clinical Opiate Withdrawal Scale
(COWS), Subjective Opiate Withdrawal Scale (SOWS)?

pioid Use D lag Criteria (DSM-5)"
Impaired Control:
Q Opioids are often taken in larger amounts of over a longer pericd than was intended.
Q There tent desire of eff d | d use.

QO Agreat deal of time is spent in activities necessary to obtain the opioid, use the opioid, or recover from its effects.
Q Craving or a strong desire to use opioids.

Sodal Impairment:
O Recurrent opioid gin af atwork, school, or home.
ac d d of recumrent social or i problems caused or
exacerbated by the effects of opioids.
Q important social, occupational, or recreational activities are given up or reduced because of opioid use.
High Risk Use:
O Recurrent opioid usein situations in which it is physically hazardous
O Continued use despite knowledge of having a persistent o recurrent physical or psychological problem
that s liely to have been caused or exacerbated by opioids.

Physiologic effects:
O Tolerance*, as defined by etther of the folowing:
O Need formarkedly damounts of opioids to achi desired effect.

Q Markedly diminished effect with continued use of the same amount of opioid.
o Withdrawal*, as manifested by either of the following:
O Characteristic opioid withdrawal syndrome.
3 Same (or aclosely related) substance is taken to relieve or avoid withdrawal symptoms.
“Note: For patients who are prescribed opioids under appropriate medical supervision, the presence of tolerance and
withdrawal alone does not indicate OUD; add tional criteria are required for diagnosis.

CLINICAL OPIATE WITHDRAWAL SCALE

SUBSTANCE USE
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SUBJECTIVE OPIATE WITHORAWAL SCALE
(sow

SUBSTANCE USE

-] Sorens B @

Case 1 (cont'd): JW, a 36 year old male with a history of OUD
has dropped into your clinic for help (has been taking illicit
opioids since a back injury sustained 10 years back from a fall
in the construction industry).

* How do you assess what to start a patient on for OUD?

* How do you incorporate a shared decision making process?

How does methadone compare to

buprenorphine/naloxone?

Higher risk for overdose, particularly during treatment
initiation

Full mu agonist

Generally requires daily witnessed ingestion in pharmacy
More severe side effect profile including CNS/Respiratory
depression

Long time to achieve therapeutic dose (weeks-months)

Higher potential for drug-drug interactions (i.e. ABx, ARVs)

Increased cardiac ias as a result of QTc

No risk of precipitated withdrawal potential

Decreased risk of overdose and parenteral abuse

Partial mu agonist

Allows for safer take home schedules

Milder side effect profile

Rapid titration to achieve therapeutic dose (hours-days)

Lower potential for drug interactions, monitor for meds
metabolized by CYP 3A4

Decreased risk of QTc prolongation

Risk of precipitated withdrawal with induction

Diagnosis of Opioid Use Disorder - DSM-5 criteria

Harm d nal kit

< f ¥

+ Explain how buprenorphine/naloxone works.

+ Discuss risk and benefits,

+ Complete Assessment and Investigations.

+ Complete treatment plan after shared decision-making.

+ Review scales OWS Clinical Opi Scale or A

SOWS Subjective Opiate Withdrawal Scale - discussed further below).
+ Consider whether offering ke-home doses for part of i (le, " ‘Ywould be beneficial.
+ Provide education and f if d: home indu for Day 1 or for first dose on Day 1.
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Buprenorphine/naloxone Induction

* What does an induction of buprenorphine/naloxone look like?

+ Describe office based induction?

+ Describe home based induction?

* How can precipitated withdrawal be limited? What should be
done from a pharmacist end and a prescriber/nurse end if this

occurs?

+ Discuss other potential induction models? (Emergency Room
home starts; use of pharmacists?)

Day 1

+ Schedule 1*dose in the moming.

+ Patientmust be in moderate to severe
withdsswal o begin induction Assess
withdrswal ICOWS) and acminiser first
dose lsublinguall. Common dasels two
2mg0.§ mg bupinix tablets

+ Checkfor signs of preciptated
withdsawal aftet frst 30-60 min

+ Puanto have 1-2additionsl office visits
approsimately 1-3 hours aher each dose:
o chec in and sdminater stonsl dore
neededuntl symptoms re managed.

May incorporate home-based induction

Day2

+ Schedule 1* dose Rotal day 1 dose)

in themoming.

+ Reassess 1-3 hours latec
+ Wsymploms managed may notneed any

addtional vists or doses unti moaming of
Day3.

+ M symptoms not managed may require
offc

ter acklt
symptoms are managed Common dote
3two 2 mg/0.5 mg bup/nix tablets.

for frst dose or all Day 1

what works best

+ Ratientassesses withdrauwal SOWS) and
follows dosing instructions. eferto
Home Inducton Patient Handout

+ Pan o checkin by phone and provide
contactinformation for fter-hours advice
W needed.

+ s recommended that the patient come
nforan office vist the next day

+ Planto check inby phone
+ Consider asking patient to come for an

office visk next day

Day3

+ Schedule 1" dose in themaming.

+ Hsymptoms managedmaynot need any
additonalvsits or doses until morning of
Duys.

+ H symptoms not managed may require

1-2 addtional effice visits (approx mately

1-3 hours after each dose unti symptoms

+ Consider transr to dady dspensed
doses at pharmacy or prescribing take:
home doses (1-2 week supphy)

Maxtotal Day 1dose s 9/4mg buplnix | Day.
s 24mg/6mg bup/néx
End of first week
y
f the first week hieved

treating dlinscian.

‘supply, at the discretion o the

Opioid Use Disorder (OUD) can bring back uncomfortable
memories or the want for privacy due to stigma

* What are some tips for pharmacists and pharmacy staff to use
in addressing bad experiences patients may have had in the
past with the healthcare system?

» How have you supported individuals that may not want family
to know about their situation? (ie: South and East Asian
Culture, LGBTQ?). What are some tips for pharmacists and
pharmacy staff to use?

Case 1 (cont'd): JW, a 36 year old male with a history of OUD
has dropped into your clinic for help (has been taking illicit
opioids since a back injury sustained 10 years back from a

fall in the construction industry).

How often are they completed?

What is being assessed?

Tell us more about Urine Drug Screens?

How can pharmacists help in this process?
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Changing from methadone to
buprenorphine/naloxone

to buprenorphine/naloxone?

tapering down method?

* What can be an alternative approach?

the prescribers/nurses?

« What if the patient was already on methadone and wants to change

« How successful is the classic method of transitioning methadone to
buprenorphine/naloxone due to the very long transition period and

« How do you suggest pharmacists can help and communicate with

Illicit Drugs

* How can we tell what illicit drugs may have been taken by
the patient? (often a lot of street drugs may be
contaminated).

» How often do you see patients still taking illicit drugs on
top of the prescribed OAT and what are some common
reasons? Do patients still continue to be successful on
OAT? How could pharmacists support these patients?

Cocaine Aleohol
Intaxication

[ Action Stinulant Sedative

[ Characteristics of 1B, THR, ftemp, fevergy, fparanoia,_futigue,  » Sedion, Jrespirations Depresses CNS system, can sesuft in

incosication Lappesic, mave bose uinate coma, death
Withdrawal
Onset Depends ipon type of coctine used: for cack  24-48 boursafer blood akohol evel drops

“will begin witkin bouss o st e

Hersin

Sedative, supboriac,
malgesic

Drowsiness, "modding.
euphoria (hapgy giddiness)

Within 24 hours o last use:

[Duration Tadap Tay +Tdiys

[ Characteristics  Siscpesness or excessive restess sieep, B, [HR, temp, nausex'vomitng ianhes, seirres, delriom,  Nawsea, vaiing, diarrhea,
appette mcresse, deprecsion, parisois, deay 005 bempy, Fanny RO,
desrased gy teary eyes, yuwaing

[ Medicalpychintric Stoke, candovascular collpsc, myocandial and Virally every lected e y During individual

issues olber rgan infcction, paoi, violeoce,  livec Csease,esoplageal s tecal varices) fetal lechiol may besome dekydrued
severe depression, sucide: syncome and other peoblems with fisus

Detoxification and Substance Abuse Treatment. Appendix B: Common Drug Intoxication Signs and Withdrawal Symptoms.
Treatment Improvement Protocol (TIP) Series, No. 45. Center for Substance Abuse Treatment.
Rockville (MD): Substance Abuse and Mental Health (Us); 2006.

Canmabis (marijuana)

Euphosian, ot bigh doses may indace
hallucinstions

1BP, THR, Jintaocular ressare (pressice
in the eyes), conjuncival ijecton
(reddening of the eyes)

Some debatc abou this, may be a few daya|

May last up 0 several weeks
irviability appeite disuhence,slesp
distrnance, naugea, concermation
problems, aystagimas, damhea

Communication — something is not usual for the
patient

*  What would you like pharmacists to do if the patient is
not presenting as his usual self?

*  What if it is happening late on Friday, on a weekend, or a
long weekend? What are some tips you can give
pharmacists to help in communication?
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Communication — travel

» Patients travel often back to rural communities from
urban communities and vice versa or from province to
province

* What do prescribers do to help transition in care in these
cases?

Communication — Building interdisciplinary team in
the community setting

» Could you share advice and what has worked well with
community pharmacists building the circle of care with
prescribers/nurses/team members in and out of clinics?

» Could you share your thoughts on how else you see
community pharmacists and their staff working with
prescribers/nurses/team members in and out of clinics to
help patients?

Case 2: RH, a 47 year old First Nations male with a history
of OUD, stabilized on methadone 150mg daily for the past
6 years has broken his arm and jaw when he slipped and
fell down a long flight of stairs while carrying stacked boxes
to his truck.

* How can his pain be controlled?
* What are some thoughts in care that First Nations

peoples have shared with you in terms of what they
would like healthcare providers to know?

Help Eliminate Stigma

« Learn how to be a safe person to talk with

» Use extra care and respect — come from a place of compassion and
empathy

» Recognize that people who use drugs are real people

» Recognize that addiction is a health issue, not a moral issue
 Use respectful language

* Help share the campaign to eliminate stigma

tif: R,
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Respectful Language and Stigma

« People-first language — “Person with a cocaine-use disorder” instead of “cocaine
user” or “addict.”

« Use language that reflects the medical nature of substance use disorders —
“Addictive disease” and “substance use disorder” instead of “abuser” or “junkie.”

« Use language that promotes recovery — “Opted not to” and “not in agreement with
the treatment plan” instead of “unmotivated” or “non-compliant.”

« Avoid slang and idioms — “Positive” or “negative” when referring to drug tests,
instead of “dirty” or “clean

Language matters: reduce stigma, combat overdose, BCCDC,

Questions

Please type your questions in
the “Questions” window in the
control panel and click Send
OTaphoms

© Mic & Speakers Sefings
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Thank you!

Email: bcesu_education@bccsu.ubc.ca
This presentation and any resources will be available online to
CPhA members at:

http://www.pharmacists.ca/pharmacy-practice-webinar-archive/
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