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Introduction: Background and Contextual Literature

Aim of qualitative systems review

In January 2008, the Ministry of Healthy Living and Sport commissioned the Centre for Addictions:Research of
BC (CARBC) to do a systems review of methadone maintenance treatment (MMT)! in British Ce i

The aims of this review were threefold:

1. To examine MMT systems and identify factors related o reatment access, r ;, effectiveness

and mequalities in BC

)

To investgate the accountabilities related to MMT

3. To summarize findings and provide recommendations for impr
and the Ministry of Healthy Living and Sport

ent to the Ministry of Hea

Methodology of review

Qualitative, multi-phase, stakeholder approach
The review was qualitative in nature and specifically designed to elicit rick
stakeholders directly and indirectly involved with MMT in BC. The sy stem
has reach into many

ons from a wide variety of

thadone-related services in BC, as
in many other jurisdictions and countries, is comp r.health, social, welfare and
criminal justice systems. There is involvement o * providers and funders,

and varying degrees of integration with services o srthrough, for example,

face or phone mte
and MMT clents.? E

mvolved with Mi\[l and ﬂowba/!mg, where stal»eholden lecomend
es and perspectives. Effective sampling ensured that the variery of

EMT models and profes

e experiences of Abori

1 roles, and also the geographic diversity across the province, were well addressed.

nd First Nations peoples, both on and off reserve, were also a priority for the
ion of people taking methadone was obviously essential for the review, and
1sing services across the continuum of models, and in different geographic locations,

PADMT is used thtoushout this repori to refer to any and all services and supports delivered as part of a program of
methadone maintenance ireatment and to the system that supports such delivery. MMT is to be distinguished from MMP (the
Methadone Maintenance Program) which refers to a particular program administered by the College of Physicians and
Surgeons of British Columbia to assist physicians 1n safely and effectively prescribing methadone for opioid dependency.

2 The term DT clients” will be nsed alongside “people taking methadone,” ‘people prescribed methadone” and ‘NRAT
patients’ to refer to people who access and use MAT services.

British Columbia Methadone Maintenance Treaiment Program Page 7 |1
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Introduction

those involved in MMT from within other parts of the health, social and welfare systems of BC, sach as acute care,
criminal justice settings, municipalies, treatment for HIV and other public health initiatives. Representatives from
research and education were also included to ensure broader analysis and applicability of the findings.

A total of 309 stakeholders had direct input into this review. Ninety-seven participants were MMT elfents or self

fically geared
“total. The

advocacy representatives. Thirry-nwo® participants were either Aboriginal or working in a servicg
to the needs of Aboriginal people. One hundred and thirty-six dasa collection events took pl
stakeholder groups represented are summarized in Table 1.

Table 1: Stakeholder Groups

Service Settings

Client Populations Service Providers
Abariginal and First Nations peoples Counsellors Corractions settings
Menon MMT Nurses HIV freatment/Public Health
Wormen on MMT Pharmagisis (dispes Non-profit agencies

Family members Physicians (p , rural and remote
Self advocacy groups Physicians (non-p i gach services

System managers Physicians (pain speci rivate sector

Health authorities Social workers Residential treatment programs

Provincial and federai government ministries - DTES in: Vancouver

Provincial Health Officer uth Services
Provincial Ham Reduction Commities
Provincial Mental Health and Addictions Planning Council

Regutatory and professional bodies

While 309 1s a large numbe akeholder review, all qualitative studies are litnited in
terms of the ability to m ulation from a non-random sample of respondents
{Denzin & Lincoln, elf-selected by virtue of responding to the
nvestipator’s req re contacted and invited to be involved in the
review did not resp i : alevel of bias in the research data because those who

responded may have egative, than those that did not accept the invitaton.

s13
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Chapter 1: Who Are the Clients?

s13

clients as being on welfare.
"BC, providers reported that the

_ prescmbmg physician covering

a srml} town and outlx,mg rural communities rep
wide diversisy of client experience, particularly ir
overall health status, and one’s ability to find and
a significant problem in both rural as well as urban

s13

Ader, 1996}, Targ
going to be able to

1 injury, neuro-cognitive disorders, and infectious diseases such as HIV
for many methadone clients:

s13

at a majority of methadone clients expetienced concurrent mental health disorders
such as de xiety, personality disorders, post traumatic stress disorder, bipolar disorder and
schizophrenta; revalence of co-occurring addiction and mental health problems provides challenges to health

care providers. s13

1 Tntersectional dimensions of people’s lives refer to the ways that different aspects of people’s ideatities (such as gender,
race, et} shape their Hves in complex, mutually-reinforcing ways ([ankivsky & Cormier, 2009).

British Columbia Methadone Maintenance Treatment Program page 17 | 1
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Whe Are the Clients?

s13
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s13

d dependency have complex health and social needs involving physical and mental
nce, abuse, tranma and chronic pain, unemployment and homelessness. No single

s13
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Who Are the Clients?
profile, however, fits all clients. Because of this diversity a wide range of service elemenss are needed within a
flexibie system of delivery.

The following considerations emerge from the discussion summarized in this chapter and have informed the
recommendations found at the end of this report.

e MMT needs to be integrated with other health and social systems of care and welfar yeder to ensure a

mote comprehensive response to the complex needs of many clients

ial needs of

A wide range of psychosocial supports are necessary to address the complex

L
successfully attract and retain marginalized people with complex b
learn from low threshold models of MM developed in other ju
&
need to be supported with access to spedalized advice
* Responses to relapse and the use of other illegal drugs need 1 eutic and non-punitive in order to

maximize the effectiveness of the program

16 | British Columbia Methadone Maintenance pegairgnt Program
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Chapter 2: Professional Roles and Models

s13

Professional roles

Role of physicians
Physicians are currenty the only professional group who are able to prescribe me
they require an exemption under the Controlled Drugs and Substances Act. The

physicians and regulating prescribing practices in BC has rested with the (
(CPSBC) since the 19905 (see Chapter 5). Physicians are responsible fog
clients on MMT, and tapering them off when the client is ready. Pl

overall role, including physical examinations, bio-psycho-social
assessments, treatment planning, brief interventions and ongoing
Detailed guidelines covering the various aspects of physician involve
Flandbaok (CPSBC, 2009). This section is deliberately brief because man
discussed throughout this report,

Role of pharmacies and pharmacists

The dispensing of methadone to clients in BC 1s winity pharmacist.  S13

s13

cists were reportey lay a key role in the BC Methadone Program in a number of other ways:

nt’s physician, there is often a need for frequent contact

armaNet'¢ profiles prior to dispensing or witnessing

16 PharmaNet includes patient medication histories, drug information, drug-using interaction information and parient
demographic information. When 4 claim is submitted on PharmaNet a complete patient medication history is accessed
displaving to the pharmacist all the medications dispensed in the previous 14 months as well as any over the counter
medications that have been recorded. All prescopsions in BC community pharmacies must be entered on PharmalNet.

British Columbia Methadone Maintenance Treaiment Frogram Page 23 | 17
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Professional Reles and Models

® Reviewing and evaluating prescriptions to ensure there are no errors
* Informing physicians when prescriptions run out

The pharmacist may be the main support for clients in situations where their physician or health care provider sees
them irregularly, or is unable to provide more extensive support.

s13

Role of Nursing
Nurses support MMT &

s (either registered nurses or licensed practical
Sphysicians probably wouldn't do the program without ther.”
%}:k connected with MMT, alongside Medieal
<aminations, substance use screening and

gement, supportan each. Nurse practiioners in Northern BC may support

n patients” banned from family physicians. Many physicians spoke about the
tached to their MMT programs, or to have nurse involvement where they had
tas having the flexibility needed to help people with their varied needs such as

d parenting support.

s13

s13 Trained counsellors may play an important role in taking a client’s social history,

e nssessmen reening, crisis counselling, longer-term counselling, witnessing urine tests, liaison with

Bharmacists, and arranging for clients to see the phyvsician. s13

s13
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s13

ews on the relevance of counselling for MMT clients. Indeed, the issue of whether
nt choice or a requirement to be on MMT was one of the most oft raised ssues in
s13

s13
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Social work, support
Secial workers ap

needed to help client

s13
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s13

Models of MMT in BC ;

s13

amily physician/general practitioner model
physicians or gene

actitioners (GPs) are a major service model for methadone provision across BC as
her, Cape, Daniel & Gliksman, 2002} and the world (Matheson, Pitcairn, Bond, van
egular community prinﬁary care was seent by some participants as the ideal model for

or inclusion and integration of clients within mainstream services and offers MMT clients

¥ Case Management Society UK (2008} defines case management as “A collaborative process which assesses, plans,
implements, co-ordinates, monitors and evaluates the options and services required to meet an individual’s health, care,
educational and employment needs, using communication and avattable resources to promote quality cost effective
ouicomes.”

British Columbia Methadone Maintenance Traatment Program Page 27 P21
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Professional Rales and Medels

the benefits of comprehensive care. 813

s13

els because of the
¢linics. However,

Sotne clients commented similarly that family physician models of care for MMT were id
anonymity provided and the ability to be away from the “congregation” dynamic of m
methadone is not always particularly well integrated into family physician practice. |
managers described what they saw as a “wirinal disconrest” between methadone servi

wider addictons system of care.

s13

iategrated medels of MMT
) AMT there are three further distinet categories of delivery: community health centres
s and Menrtal Flealth and Addiction Services provided by the regional health authorities.

These areyd

s13
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Professicnal Roles and Models

Community Health Centres

One of the main ways that methadone is provided in BC is through health authority funded CHCs. There are eight
CHCs in Vancouver and these were established as part of a redesign of primary care to become multi-disciplinary
and provide better access to health care services for members of the community who had many heqi h challenges,
CHCs have a comprehensive care approach and include health care provision tfrom physicians, nurs& social
workers, mental health and addictions counsellors and psychologists. Public health services such as immunizadons

are also available. In terms of MMT, some CHCs are able to offer case management servic some also have

in-house pharmacies.

s13

s13
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Chapter 3: Private Methadone Clinics

s13

The definition of a private clinic in this review is a clinic thar exclys one treatment and whi
The major difference
ed practices, is that the clinics

5.2 s13

is run for proflt by one or more owners, who may or may not be:

between this model and physictans prescribing methadone in their pi
ph P g
provide only MMT, rather than an array of comprehensive and prim

s13

s13

2 While some physicians working in private clinics may attend to a person’s other presenting complaints this was reported to
be rare.

British Columbia Methadone Maintenance Treatment Program Page32 |26
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s13

Some viewed MMT as &

Private clinic settings are attractive to MMT physicians for a number of r
§would be disruptive in their own

important service, and had an interest in this work, but feared that cli
settings, or that other patients would be put off atrending their pracgs ev also served methadone clients.
Some had partners in their practices that do not want methadon wrtof what is delivered, thus
preventing physicians with licenses and interest from being active: s. Many physicians wete
prepared to prescribe in a separate clinic setting, with the accompany staff support (e.g., managers,
taff). Having this additional

provision for these physicians.

administrative support and medical secretaries, counsellors and/or othe
subbort in place alleviates manv of the more demanding aspects of methader

s13

What do private clinics provide and how?

rovide methadone prescriptions from a physician. Most provide some access to
services. Some clinics support clients to access primary care physicians by printing oft
h space in their practices. Some clinics make active referrals for clients to other health
nics employ support staff, administradve staff and counsellors. s13

s13

British Columbia Methadone Maintenance Treatment Program Page 33 |27
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Private Methadone Clinics

Positive views on private clinics

s13

ience of opioid depeadency

counsellors that was

taff or counsellors ha
clients and these parf

s13

Many of those working in the private clinic syste
and this can create a feeling of trust and connec
described as invaluable on a person’s recovery jo

s13

ensive primary care

s13
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ck of clear minimum s

s13
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Psychosocial supports and counselling

s13
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t ack of requiation and accountability

s13
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s13

Continuity of care concemns

s13

e

Q

i

wnections between privateglinics, pharmacies and support and recovery houses

o

s13
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f the private clinics'is their ability to respond promptly to clients” immediate
context of high detnand and low response from the public sector. However, the

- health care services is a problematic aspect of these clinics. Also the recurring

chanisms for muld-disciplinary and organizational regulation and monitoring are needed to

ensure stable delivery of an MMT program linked to multiple health and social service systemns

British Coiumbia Methadone Maintenance Treatment Program Page 39 |33
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Chapter 4: Fiscal Systems
U policy ir getting in the way of providing service jor baman beings. something needs fo change.”

The way that the Methadone Program receives funding in BC is complex.® The main funding sire

o Medical Services Plan (MSP) payments for the time physicians spend assessing, planniig monitoring and

reviewing client treatmenrt and care

»  MSP payments for the costs of Urine Drug Screens, for those eligible?

® PharmaCare payments for methadone prescriptions, for those eligible

¢  PharmaCare contract with CPSBC to administer the BC Methadon

®  Health authority budgets for MMT programs that provide s

counselling services)

e Health Canada, First Nations and Inuit Health, Non-Insu sayments for the pharmacy
prescription costs for First Nations people with Starus :

e Ministry of Housing and Social Development (MHSD) ﬂlCOi’lOl‘.ﬂ treatment supplement can be

used to subsidize user fees for Ministey clients

e  User fees

s13

velopment of a whole new set of financial arrangements, the program was able to respond rapidly fo a growing

d for access, at least me high-density urban areas such as the Downtown Eastside of Vancouvet, to

tion was avatlable to the review. The material presented here has been gathered from the full range
though reasonable steps have been taken to vy to ensure accuracy it was not always possible to verify,

5 Lamited
of participants

%6 See http:/ /www.health.sov.be.ca/msp/infoben/eligible html for details on eligibility.
tp g P g ST

¥ PharmaCare is a program of the Ministry of Health Services that assists BC residents in paying for eligible prescripton
drugs and designated medical supphies. It seeks to ensure reasonable access to, and appropriate use of, prescription dmgs and
related health benefit services for eligible residents with reimbursement based on a family’s net income. See

htips:/ /pharmacare.moh hnet be.ca/ for details on eligibility.

British Columbia Methadene Maintenance Treatment Program . Page40 | 34
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Fiscal Systems

address the public health crises of HIV/AIDS, hepatitis C and drug overdose rates. The Ministey of Health
expanded funding to cover physician costs through the existing MSP fee-for-service mechanism. This was viewed
as the most efficient way to create incentives for physicians to become licensed to prescribe methadone. Using
PharmaCare allowed expansion of funding for methadone to people on income assistance, and MMT developrnent
was supported by the availability of the PharmaNet system w hich helped to shape the program’s e

In retrospect, many participants felt that those early fiscal arrangements may now be distortng aspects of the

program in a variety of ways. ~ s13

s13

s13
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Fiscal Systems

s13

visits are not feasible given the large caseloads some physicians are ¢

¢  The distance that many clients live away from their physicians and the limited travel options that peopl

MMT tend to have are likely to impact client access and re

®  The interference that twice monthly visits have on a pers@) ility to lead:a working and family life

¢ Thart the requirement is discriminatory because it treats MMT tly from other clients/patients

with chronic or long term conditions (and their physicians)

*  That the requirement does not have an e ice-base to support it ant ly interferes with clinical

decision making and individualized treat

¢ That this issue alone has hecome a barrier fans in the Interior Health

region who are interested in becoming involw

s13

s13
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Urine screen payment system
Urine drug screens are billed through MSP. The CPSBC guidelines suggest monthly urine s¢ but in practice

their frequency tends to be based more on physician judgment. The samples generally go, ate or hospiral

nd $70. There
enable

laboratories and the costs are billed to MSP. Usine drug screens were reported to cost
were strong views amongst some physicians that office-based point-of-care testing should be av A

them to test urines themselves in their clinics rather than submit them to laboratories:

s13

th clients who lived a
int-of-care testing. Testing a client

Rural prescribers commented on the additional difficulry they faced in'w
considerable distance from the prescribing office in relation to the absenc
' 1t carrtes while the client was

and getring the result at the same time would me ing ablc to make decist

in town, rather than finding out there was a pro

s13

¢ current fee systefiy being viable for physicians with few patients on MMT, especially rural

hysicians with clients s  over a large geographic area. This is mainly because of the many associated tasks
nnected to MMT that ri

neration needed to ¢

o be undertaken in additon to direct client contact time. Many participants felr that
nsate for the fact that many MMT clients had other complex health and social

here fifteen minute appointments were not adequare:

s13

3 Self-reported drug use has been shown to be highly correlated with positive urine screens (Dennis, et al,, 2002; Fals-Stewart,
et al., 2000; Hessh, et al., 1999).

British Columbia Methadone Maintenance Treatment Program Page 43 | 37
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MMT work 1s bilied the same way whether a physician is the sole prese cal area or not. There is no
remmuneration for the extra work involved in being on call 24 hours a day
requirement from CPSBC for all MMT prescriber ere was a strong view?
stakeholders, that MMT physicians should be ads vieompensated for MM,

clrcumstances. s13

a week, 365 days a vear —a
h

Liysicians, and other
i .
atever their caseload and

s13

On the other hand, many
sectors believed that M
MMT roe lucrative:

dents working in the community health or non-profit
ok and that the fee-for-service system had made

s13

s13
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s13

: cohol and drug treatment of up
to $500 per 12 month period. This.can be used to subs es related to MMT if the program provides

to the physica; ces paid for through MSP. s13

s13

s13

s13
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Toward recommendations

can infloence the behaviour of
e best possible outcomes for

quickly, but they have also
zand accountability, failure to

are bringing the program
t on access, retenton, quality,

& arrangements should seek to ensure access to MMT services and supports in all

Changes to the fu

regions of the provinege including rural and remote areas

3 See story comments from public: Phamvacy nier kickbacks and threat of eviction to keep mrethadone clients {Tomilson, Z008) Available
at htpr/ /www.che.ca/canada/bmitish-columbia/ story /2008 /09 /09 /bc-080909-peoples-pharmacy-evictions hrml

44 | British Calumbia Methadone Mainienance Pegaiment Program
' HTH-2011-00040




Chapter 5: Accountability and Regulation

s13

s13
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Health Authorities

Problematic substance use services have constantly shifted berween Ministries ov

{ in BC.
th authorities and the stry of
@ natural place within b

ir services in different ways. M

Now that responsibility for problematic substance use and addictions is with he
Health Services, FHealth Authorities Division, MMT is viewed by many as
authorities.” In fact, all health authorities have been integrating MMT ing
stakeholders agreed that MMT should be provided as part of an inre
primary care, through mental health and addiction services or publi

“service, either through comprehenst
inked in with needle

ealth services (i

exchanges).

s13
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Toward recommendations

Some of the problems with MMT have been exp

of responsiveness from those in authority, has erod
to a lack of faith in the MMP among aimost q]l stake
adminis termg a comprehenbn e,

regulation for many key

fragmentation has als shing to lodge complaints and to the inability of

ked transparency, and there 1s no mechanism for

across all aspects

A dlear advisory anism that involves representation of all stakeholder groups, including clients,

d community-based organizations, is essential to addressing current concerns and

overseeing licensing/accreditation as needed
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Chapter 6: Strengths

“Oune of the ways that I look af recovery is that the person bas now beconse open fo the idea that maybe their life z}‘\wum’ﬁ

fiving. The person begins to see themielves as sacred, or having potential as a human being in the world. Maybe d am a

warthy bunan being, Ul act as if for now.”

Client views of the positive impact of methadone on their lives

Clients described the many ways that methadone had posiavelv affected their fives. Peopl pécifically about

their sratitude that the MMP existed.

s13
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There
a person.” €]
MMT in & way
service providers who cared about them was important and these often stood out in a client’s memory. Clients

om clients that described relational care and practices where people were treated as “%ke
ed relational care as balancing the potential risks with the potential gains, such as providing

h was compatible with a person being able to hold down a job. Having experiences with

appreciated physicians working with them in ways that cornmunicated their worth as human beings. Doctors who
spent time with people were also valued. Kindness, compassion and respect wete highlighted again and again as
vital components of good MMT care, as was open-minded and non-judgmental care. s13
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Toward recommendations”

The BC Methado
contribution to red

v client and profes 1 stakeholders alike as making a substantial

d opening a door to a more stable and better

The £ i1 iderat ¢ from the discussion summarized in this chapter and have informed the

Clients are a key s
that provide it, is ¢

‘moves forward

e There are providers in the MMP who are already local and provincial “champions™ for this type of
treatment/ therapy, because they believe in the potental of it to transform lives. These champions could be
influential in better informing the public and other professionals about MMT in BC

56 | British Columbta Methadone Maintenance pegalgent Program
HTH-2011-00040




Chapter 7: What Clients Do Not Like

s13

Methadone as a “full time job’

s13

Many chienrs viewed the daily trips to the pharmacist as a major burde: heir lives and felt “mavied to the drag

store.” Some spoke about the challenges they had encountered findi armacies that dispense methadone in argas
sp g P
ove. Others spoke of

inable to get carries. Clients

that they lived or wanted to travel to, and that this had inhibited
their frustration of not being able to cross the US border or trav e
were often unable ro access new opportunities for exampie, for work
for periods of time, due to their inability to ger carries for more than a fe
binding structure in many aspects of a person’s health care experience and lrf

C, or work away from home
Methadone treatment becomes a
s13 '

s13

s13

+ The guideline 1 the CPSBC handbook now reads, “Most stable patieats are established on a twice-weekly pick-up schedule.
This is a reasonable balance berween safety and patient inconvenience, Patients receiving carries must be seen regularly and
have random usine samples screened for methadone metabolites and illicit drugs.... Exceptions may be granted at the
discretion of the prescribing physician. Fxceptions should only be initiated as a trial and be reviewed to ensute that the
benefits outweigh the risks” (2009, p.21). Previously it stated, “Tt is reccommended that carres not exceed 4 days or 400mg,
whichever s less ...” (2003, p. 31).
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This tendency toward control and punishment was thought to be d
people who use drags. Many felt that compassion and empathy, along™
- wherever they were in their commitment to change, were essental in a me

passion and empathy for
and affirming people,
ne prescribing physician, A

2's substance use and addiction
taking part in activities

punitive or restrictive approach to treatinent has the

tential to compound p
vents, family, and fricn
 recovery.

when they are prevented from visiting supportiv

such as traveling and wotk to improve their qual

Poor pain management

Poor pain management for people.on methadone wa
co-occurring addiction and ¢

drug-seeking so would nots s13

s13

o

s13
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Stigma and discrimination

In describing things about the that clients do the experience of stigma and discrimination within

the system was a common tk 13

 and your've got o drink this stufl. Other people can g0
here and show everybody thiy is what we're doing.”

¥ deserve thonghtful care.”

into pharmacies and the pharmacist says to them, “OK, I get that you are coming here
shap for anything elsz in the store. 1 don’t want people 1o see you as being a client here.™

“That's the thingthz
dispense it every day 1o
You don't do what 1 say
wises the erime rate 1oo

he controlling. Here Uiy an aduly, 1 shoutd be able, it doesn’t matter if they
itrolling that T don’s like. You don’t go to this pharmacy or else you'll be cut off.
be cut off orwe'll hold it. 16 not risht and it’s killing people. It's huriing people and alo
v peaple go ont there and do things to get it. That's what T don’t understand.”

s13
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Stigma and discrimination was a theme returned to again and again by revie cipants and for this re

chapter devoted to it towards the end of the report.

Physical effects of methadone

The physical health impact of methadone was also 2 common ¢ eiarithis review' s13

s13

One of the most passionate ctiticisms advanced b »difficult it was to come off methadone.

s13

hadone tréatment include increases in quality, safety and stability in people’s lives.

he benefits of optimize
: ces associated with being on methadone prevent many people from achieving these

wever, the negative expy

ial improvements. 1 oices of clients, and of their supporters, suggest that MMT n BC is sometimes

s13
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What Clients Do Not Like

experienced as dehumanizing and less than optimal. Systems, rules and practices need to be carefully designed to
maximize the intended benefit while avoiding unintended consequences or sorucrural violence. ¥

s13

Se Views can

jon. This will likely

o  Clients have strong views about whar does not work for them with regard to MMT a
and should helpfully inform the treatment system and services to enhance client sz
positively impact willingness to access MMT, retention and trearment effectivene

s Clients need to be fully informed and involved in the specifics of individuali
review

*  Cliens representatives need to be involved m treatment system pl and monitoring mechanis

47 Semctural violence denotes a form of violence which corresponds with the systematic ways 1n which a given sccial structure
or social instimtion kifls people slowly by preventing them from meeting their basic needs. Insiitutionalized ethnocentsism,
classism, racism, sexism, nadonalism, heterosexism and ageism are just some examples of structural violence (ffagmer, et al,
2006).
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Chapter 8: Problematic Practices

“Ae's not that onr progrars is horrible, it's just that there are some very obpious things that conld be corvected. 1t just baggles
a1y mind that we don’t corvect them.”

Many informansis reported issues that thev described as “wwethical,” “abusive,” or problematc in son v. This
3 P ) )
review cannot determine the validity of individual clatms but the number of times such proble

suggests a real concern. Most, but not all, of the reports cited here relate 1o practices in the town Eassside of

Vancouver.

Pharmacies and problematic practices

Pharmacy practices were one of rthe most common areas of concern.

s13
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Physicians and problematic practices

nership of, or shares in, pardcular
e clients are being §ent by these same

Participants reported that some methadone prescribing physicians h

pharmacies, or have ownership of, or shares in, recovery houses

phvsicians,
s13

s13

s13
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he practice of some pharmacists and physicians has resulted in many clients and
inland reporting a loss of faith in the MMP. Clients felt a keen sense of unfairness,
he people on methadone in the Downtown Eastside that attended the focus groups
e services they received as “addits” or people with substance use problems, were

7d of care” than health services targeted at other groups of patients or clients.

s13
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Problematic Practices

e Clear practice guidelines need to be defined for all professionals involved in MMT, and these need to be
widely avatlable to clients and the public as well as providers

¢ Clear conflict of interest guidelines need to be defined with appropriate mechanisms for disclosure

*  An effective, efficient and transparent complaint resolution mechanism needs to be put in p

s13
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Chapter 9: Access

s13

positive. Credit was given to CPSBC most specifically, but also to the
cpanding the program in very challenging and sometimes actively hostile
hat they believed that access was now “wod” in some parts of BC, with

' z'ﬁgbmw'/gg‘a there are more options.” In fact, there are some areas of BC where

very good.” Cornpared to mental health and addiction services more generally,
aving refatively good access.
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providers said 45 required to initiate a new client was improving, the paperwork stili

created a barrier:

s13
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Toward recommendations

Significant improvements in access to MMT were reported, particularly since:
administrative responsibility for the MMP, and :
increased. However, many ongoing challenges w
around attracting and retaining prescribing physic

s  Attention

effectivens

16 when CPSBC was given
s correspondingly

i clzentb in the pro

solvement such as financial compensation, caseload and workload
egulatiom all need to be reviewed and carefully adjusted to balance the need for

s13
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Chapter 10: Retention

s13
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Retention
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t on the ability of

oses of methadone

s13
ther key issue tion in the fact that many clients are dissatisfied with the quality of care they
ecetve. The cited a la ke with doctor, long wait times, lack of other support services as factors that

indermine commitment e program. They often experience the program as punitive, for example, in the way
ered, how carry privileges or dose adjustments are used as control mechanisms and

other deag use (see Chapter 7). s13

ine drug screens are ad

s13
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One of the most significant factors impacting client retention is the tees that
in BC. Both clinic fees and the cost of prescriptions are not only a barrier 1o

1y clients have to payioger Mivil

5 but also can have a

impact on client retention. s13
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Retention

Toward recommendations

The issue of client retention on MMT in BC is complex and interconnected to many other issues described
throughout this report. Retention is an area where many of the problems combine to destabilize the potenual for

oprmized MMT. A significant body of literature 1s now available on ways to improve treatment retetition for

people raking methadone and this could be utilized to good effect in the MMT system through
leadership, mult-disciplinary working and interest in working with clients, their families and

organizations. Review stakeholders emphasized that client retention on MMT must be un

these interrelationships.

The following considerations emerge from the discussion summarized in t
recommendations at the end of this report. :

o Mosr of the issues reported m this systems review are cory
appreciated as such, A “systems approach” is therefore

one part of the program will impact other areas

¢ The interests and concerns of clients needs to be a focus within " systemn, and mechanisms to

ensure client input in policy development and review are essential

¢ Policies and regulations should be regul in light of their acty potential impact on

retention

e A strategic plan is needed for making optinéiz MMT, as OMI trial, standard in BC
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Chapter 11: Gender and Age

s13

Gender Differences in MMT

Participants noted that gender differences in opioid use in Canadia
women accessing MMT in BC {see Table 3}. These figures show that

flected in the fewer numbers of
MMT almost twice as frequently
voung wotnen are involved in
thien on MMT could be the

as woman, across the program as a whole. However, in the 16-19 age grou

MMT compared to young men. One reason for thethigher numbers of young:®

proactive use of MMT for pregnant
opioid dependent women:

Table 3: Age a nder i CPSBC, corgespondence February 2069)

“Pregrant women, one plave where we AGE OF P ETAL DA MALE PATIENTS MALE PATIENTS
do a good job of ensuring good access.” 73 64
999 1,294
Women were felt 1o be unde: 1,026 1,973
represented in MMT in B, 953 1,961
much of this can be acg 434 1,142
the higher numbers: 44 118
opioid drugs is un 4 11
0 2
3,533 6,565

s13
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Gender and Age

Some participants reported differences between men and women in terms of their needs for adjunct services
connected to their participation in MMT. The main differences were that men preferred support in gettung
themselves back into work, over access 1o counselling, particularly in rural parts of BC:

s13

For womnen, comments were made concerning their increased need for counselling:

s13

- . . . " el
Many stressed the importance of a comprehensive bio-psycho-social as that asked people clearly what

they wanted in terms of services and supports for therapeutic interventio

s13

substance use was viewed by client and professional commentators as

men with substance use problems: a “double discrimination.” That said,

nd to associated stabilization. As discussed above, pregnant women are
in rural and remmote as well as urban areas. However, access in rural and remote

as very challenging. Despite these problems, many participants described the

vements that had b ade to substance using pregnant women’s care and treatment:

s13
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MMT, women and children

For many women methadone was viewed as being a way to get their’ ato their care. However,

participants also reported women’s fear that the Ministry of Children

¢ evelopment would take
children away from them if it was discovered that they were on methado

s13
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rn that too many young people were being placed on methadone prematurely. One of
5 agreed upon was that if youth were going to have access to MMT, it is even more

essential tha

management, outreach and psychosocial supports are available to ensure they are provided
with the best o

rtunity to become stable. The need for regular review with opportunities to come off
methadone, if and when they choose, was also emphasized.
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:';However, the
0 or 45.4% of

According to Table 3, there are only 179 MMT clients (1.8% of current clients) over 60 ye
very large group of MMT clients, especially men, in the 40-59 age group {a coinbined
current chentb) wﬂl ch’mgn this percentﬁsge dramatically in the vears and decades to ib

have.

Toward recommendations

Both gender and age have significant relationships with MMT, d
aspects of identity in their comments about the program. The impor
men and women was felt to be an important component of a quality o’ %oe was aiso very much an
under-explored dimension of methadone provision in BC and further re hould be undertaken to ensure

both older and younger people’s needs are being

s13

o MMT services, like ali services and support riented in ways that ensure they

are responsive to diverse needs related to gend other factors
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Chapter 12: Aboriginal and First Nations Peoples

Sometimer our peopple gel tosied ont of the system.”

Providing a context: substance use and colonization

“we &now from lving and working in onr communities that what really is going on is folks are self-mé

problematic substance use, particularly alcohol use but also increasingly illegal dru ; ealth
Officer, 2002), and many participants linked this to experiences of colonizati

Implementation Commitree, 1999)
s13

s13

ny

ns

Mental health and problers: nece use setvices are not meeting the needs of Aboriginal and First Nations

peo review ats, This was partly because these resources are so thinly spread, m both

e services are not viewed as culturally appropriate or equipped to address the

cople have, For example, services most commonly do not make
past or ongoing trauma, One Aboriginal health lead emphasizes this

s13
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or relatinn” of healtheate

Across the province, addiction services were noted to be severely
with long waitlists to access specialized treatments. A lack of sery én was particularly
concetning to participants who pointed to the increased rates of vig ed trauma thar many
Aboriginal women have had, and currently experience (Aboriginal }us ;

Benoi, et al,, 2003).

ztion Committee, 1999;

s13
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The lack of comprehensive harm reduction services available to those dwelling in rural and reserve communities
means that those seeking services may be forced to trave! long distances to larger urban areas to obya
(BC Provincial Healch Officer, 2002; Wardman & Quantz, 2006), something participants highligh

 methadone

s13
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communites, should they wis

s13
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Aboriginal and First Nations Peoples

There are access issues for First Nations peoples with status because there is a different fee strucrure for Health
Canada’s Non-Insured Health Benefits (NIHB} program in BC, which was described as limiting access ro MMT.

s13
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tical terms, ctt

3

malnsiream

Returning to the MMT revi o culturally appropriate, safe, and accessible
environments Wwas Seen g :

Native Health in Van

iders partnering with Aboriginal providers, such as

and Prince roe, or Aborgly iendship Centres.® ] s13
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Aberiginal and First Nations Peoples

One of the most popular ideas for practical change to make MMT more accessible to rural and on-reserve

pepulations was that of usmg telehealth {(videoconferencing) technologies:®3

s13
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Aboriginal and First Nations Peoples

*  The unique cultural and historical factors that influence Aboriginal people need to be understood and
appreciated in developing and delivering MAMT services and supports to Aboriginal individuals and
cominunities

echanisms

¢ There is a need for a greater consistency berween service delivery systems relative to funding

and other policy 1ssues
¢ New methods of delivery of MMT in rural, remote, northern and Aboriginal on res mmuniries
should be trialed or piloted to learn more about “what wotks™ in these particular

s Values and approaches used within Aborigital cultures may provide models fo

non-Aboriginal communities as well

1 99
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Chapter 13: Corrections

s13

Participants involved in this review noted improvements over the last” rding the provision of metha-

done services in correctional facilities. Both federal and provincial correctt yw have active methadone pro-

grams for both continuing and initating MMT dusing a person’s term of mca ion. Correcdonal institutions

have access to PharmaNet including informatio physician, dose” ast pick up. All corrections
physicians are now licensed, ar a minimum, to be*
MMT i prison is fairly prompt “wwally a week or
a “huge repository for people thai we are rof involying within

MMT while in corrections settings seems, therefore,

Problems that still exist

s13

jority of client co

ts on corrections concerned poor access to methadone when they were already

stab here methadone was being withheld causing the person to go into withdrawal.
Trans om facility to facility during initial intake was reported as a particularly vulnerable tme
for this, ; escribes:

s13
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Use of methadone as an incentive and punishment

There were also reports that prison staff attempted to control or chang son’s stabilized dose. Access t

methadone or adjustments to dose were reportedly sometimes used incentive for cerrain behaviour or as™

punishment:

s13

Problems with continuity of car

Participants raised seve f care between cotrections systems and rthe wider

problematic in this regard, s13

community. A lack of

s13

ere are still large expanses of rural and remote communities, mcluding First Narions

e pootly served by health services generally, let alone physicians with licenses to

nd a willingness to take people released from corrections with substance use histortes. As
nade clear, the lack of MMT provision in rural and remote communities can be msrrumental

eleased ex-prisoners back to the settings where they are most vulnerable.

ihed in Chapter

the above pe
in forcing new

s13
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¢ Continued attention to developing awareness about MMT designed specifically to change attitudes of

providers in corrections settings is needed
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Chapter 14: The Need for Pharmacological Alternatives

s13

Need for alternatives

methadone. A significant ma
that currently exist related to MMTE

Almost every stakeholder involved in the review wanted to see alternati

believed that providing alternatives would address manv of the proble s13

s13

Buprenorphine

Bupreaorphine has beco ny countries, particularly where there has been

limited or no access tod ier ; i stitute for Health and Clinical Excellence, 2007).

; hine/naloxone (Suboxone®) as a safe, cost-

tients in treatment and in improving quslity of life
005} Nrecen! tine Collaboration review (Mattick, et al., 2008)

prenosphine and oral methadone using 8 studies and statistical pooling where

% more methadone than buprenorphine patients remained in treatment for

to a year. Among the studies that included this data, numbers of positive urine

The review concluded that given adequate doses, methadone was the more effective
s have pointed out, this was not by an overwhelming margin and limitadons in the
e source studies arguably “introduce considerable uncertainty” (Drug and Alcohol

enzodiazepines ogin crt

atment. However, as an

is of the review and

s13
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xone/buprenorphine to be available as an

e agreed that
client-centred care. Many believed that there

Physicians and cli was a need fo

alternative in ordé

mparatively high upfront costs, because of the
“of various sub-populations, and client satisfaction which

in meeting the n
atment effectiveness.

s13

Assisted Treatm

4s been tried with success in the Netherlands, in Swirzerland and in the UK {Fischer,
aasen, Rehm, Schechter, et al., 2007). Generally, improved client retention is one of the

Orviedo=} :
s for making heroin assisted treatment available.

MOSE Press

2y

s13
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Need for Pharmacological Alternatives

Client retention In treatment has been studied in the Vancouver/Montreal NAOMI trial (North American Opiate
Medication Ininative, 2008). To be eligible for the study, participanis needed to have had chronic opioid addiction
(at least 5 years) and must have tried opioid addiction treatment at least twice in the past without success. Thus, the
study was aimed towards the most severely affected individuals who had not benefited from conventional
treatment options. The results publkshed in October 2008 show a retention rate of 88% for heroin dssisred
rreatment over a 12 month period compared to 34% for optimized NMT.

s13
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Need for Pharmacological Alternatives

Morphine

There were a smaller number of comments on morphine as a potential opioid substitution freatment. Some
participants believed thatr morphine

*  was easter 1o get off than methadone,

*  was potentially fess controlling than methadone because there was no need to go to & ACY 23
frequendy -

¢ could be used w help people transiton off methadone and other opioids.

s13

Toward recommendations

Review participants wanted alternatives to merhad

1e.to be a priorty develo
other jurisdictions. Professionals want to be able

alize opioid substini
alth impacts of

Alternatives now exist in many

eatment, and clients and
family members want medications that do not hav
difficulty of coming off the medication.

done, including the

s13

ernatives to methadone that is based on the best

available evid ntext with particular attention to those populations

British Golumbia Methadona Maintenance Treatment Program
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Chapter 15: Stigma and Discrimination

s13

Stiema and discrimination were cited with reference to almost every topic discussed in this reviess:

s13

s13
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Stigma and Discrimination

Media representations of methadone contribute to this sdgma by focusing only on the system fadures  s13

s13

s13
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Stigma was viewed as directly contributing to poor health care and treatment outcomes. Providers and clie

once it became known
it or having had health
1ey did not want to go to the

alike had experienced health care professionals “shaming people,” o
that they were taking methadone. Two clients reported being treat
care professionals “wurn their back.” As described in Chapter 10, clients
Emergency Department for fear of “being labelled an addict.” Challenging t or the poor practice connected

to 1t was regarded as a dangerous thing for clients to do, and participants ta out the consequences of

spealing out:

rofessionals rowards people taking methadone because of personal beliefs in

s13
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Within the group of treatment centres who do accept people on meth , the majority have certain specific

contngent on allowing access to people taking methadone and this™s

with services.

MMT systems that reinforce stigma

tem in BC. People taking
s13

MMT historically and currently operates as sepa
methadone are therefore seen as being “butiide of ¢

s13
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tion, the first reaction from the public towards addiction is often anger, parricularly
red. Documenting and disseminating information about interventions that work,

ithout information and :
ublic understand substance use much better. Challenging the myths and stereotypes

IMT does work and there is an important public relations campaign needed, according
0 take this information out into local communities:

s13
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Toward recommendations

s13
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Chapter 16: Looking to the Future
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Nurse Practitioners are i1 called on to pronﬁde high-quality health care in BC, particularly for people who

face sionifidsnmharders to A0FESRTho [ervices.
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Laoking to the Future

A stepped care model was identified in Health Canada’s Best Practices - Methadone Mamiznance Treatment (2002). In
this model, more stable clients receive their care with GPs, and more complex or unstable clients receive their care
through clinics where there is a range of other speaalist addictions support. With a muld-level approach, people

can move through different settings of care as they stabilize, receiving care that best suits their needs. The ultimate

goal of stepped care approaches 1s to move people into the most optimized level of care through
term recovery into a decent quality of life, whether they continue to take methadone or not. St care was
noted to be a key area for development in the 2008 Nationa! Treatment Siraregy which should ccod foundaton

of support for the expansion of stepped care approaches within MMT in BC.

One size does not fit all
of MMT in BC. Mos

W comiments;

The majority of stakeholders wanted a multi-model approach to the develop r
that “one size doer not fif all,” as this family physician emphasizes in her final 4

s13

The province needs to develop a full range of options for the variety of géogs ph_l.c areas and sub-populations
ple with HIV, people who are

needing MMT services, for example, rural, remote urban, Downtown Eastst

stable and working, women and Abonginal reser lso needs to attend to the

‘ ities. Policy and prac
differences between individual clients at differen

frecovery. Northern BC

needs a carctully desipned model that can cope w le geographical

distances and the isolation of communities, as well
communities. Certainly, for a number of parts of ru
primary care services where substa L
Is an important potential res

Recovery-and.non-judgmental. individualized and client-centred care

s13

ts and models that seem to have resonance with many, generally organized around
pson, 2004; White, 2008), such as recovery management (White, 2008; 2009),
niteld, 2001; Klingemann, et al., 2001), and recovery careers (White, 2008).

ﬁﬂ}-" there are new co

MMT was a Lhe e p’irmapfmts returned to again and again through the review:
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Participants suggested that when clients start organiz
of services can only rise, despite
and family members alike. Th ¢
cate and support they recery s ' & Berney, 2007}, s13

s13

multi-agency dialogue to create a program fit for the future

s13

Many par about the need for renewed leadership for MMT to develop a system that was better able

to meet the n its clients. Many were also clear about the need for multi-agency dialogue to move forward
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Summary of Review

MMT 1s making a significant contribution towards the care and treatm
BC. This review has highlighted significant developments and inno
to witnef;q and cii%cusq Each geogmphic area hqd a different se

“people with opioid dependency i
s in the provigee that are truly inspiring
vations and challenges which made

ah’eqd\' in existence, and bemg d@r eloped which have the capacity to ractice forward in the province
The problems that often prevent the system from delivering optimized tred -to those that use its services are
also many and diverse. Most importandly, the fr i of MMT with other

mainstream health and social care supports, 1s se to meet the needs of its

clients. The lack of a treatment “system”, as such, hensive care/trearment
policies and practices across the province, is preven
Lack of “buy in” to this treatment/therapy still perv

of MMT services provided, and the lack of “humaniz

dominant. Problems with mog

problematic substance
oppressions raclsm pove rief and loss, is essential. Attention to social inequities, poverty, unemployment

nd men should also be a priority. Good quality housing is an essential factor in

review, telling of their experiences, hopes and dreams for MMT and for people
f highly committed and visionary people. They described the importance of
aving access to programs that help to nurture a person’s self-confidence, self-belief

ce of effectively targeting sub-populations to promote equitable, respectful,

compasé' fied care. While more resources are clearly needed to develop and support existing

progeams,
supported. It 157
with the intention of helping to build on this capacity for excellence, while at the same time creating clear policy

resource is the people that work 1 MMT services and they need to be valued and
efore with great respect that the following recommendations are offered to the province of BC,

and practice solutions to address the significanrt challenges. Improving MMT in BC requires the active
involvement and contribution of its stakeholders, including those that take methadone, their farmilies and

supporters, working together with courageous leadership to create a program of which evervone can be proud.

120 | British Coiumbia Methadene Maintenance Bigatmept Program
HTH-2011-00040




Recommendation 1: Health authorities should be given the lead responsibility and resourced fo develop MMT and effectively
intzgrafe it within their mental bealth and addiction services and primary care. Leadership within the health anthorities shouid bz
supported by the Ministry of Health Servicer and other gorvernment ministries and informed by a provigcial, mulii-siakeholder

Mothadone Maintenance Commitiee,

Recommendation 2: The Methadone Maintenance Committee should provide a forum for partnerships to
improverents in the NIMT system in BC. It shonld nse fegy quality indicators lo monitor system performan

this information to mafke recommendations to government and other lead agencies regarding necessary stepig

Hicomes and 1se

reform and

SRIDIOVEIHERIS (Rt Care,

s13

Drovince, whether in high or low-

Recommendation 3: MMT senvicer should be universal

density areas, and in other syitems such g5 ¢

s13

¢ iniggrated info existng health and soctal eare services, Inslnding mental bealih and
be provided through inter-disaplinary, “whole systems” and stepped care models. MMT

cluding fow threshold care, and optional psychosocial care.
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Recommendation 5: MMT shouid be free of nser fees and fiscal arvangesents shonld incentivize best in ferwas of acvess,

client refention, qualily of care, sffectivenzss and equily.

s13

Recommendation 6: The present federal licensing arran fon Breatment shonld be reviewed
with respect fo the impact this has on access, retention, qualify,
eliminate the need for special fivenses Jors

medical and nurse-presoribing) sh

Consideration showld be given o
. Alternative

idered.

eivribing used [n other jurisdictions (e.g., sueh as non-

s13

Reco ridation 7: Peer-

ey and mutual aid gronps miust be resonrced effectively fo build capavity for clients and peers

s13

Recommendation 8: The benefits of MM should be celebrared more widely fo proactively addyess the stigma and discrimination
Stilf faced by peaple taking methadone.
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Recommendation 9: Evidence based alternatives to MMT should be made available in vases where MMT iy fective ar a

Jirst line treatment,

s13

Foand should bave an anti-
Thonld be excpected and

for all bealth care 4

Recommendation 10: Inter-disciplinary fraining must be provided on A,

iHgpaa and anti-discriminatory focus. Coniinnous professional development b
Jacilitated,

s13

British Columbia Methadone Maintenance Treatment Program [ 123
Page 129

HTH-2011-00040



References

s13

Alexander, B.K., Beverstein, B. 1. & Maclnnes, T.M. (1987). Methadone treasment i ' ia: Bad
medicine? Canadian Medival Association Journal, 136, 25-28.

s13

Anderson |, J., (2000). Interpreting the relation betw
(12),.1695--1696.

e and harm itionary note, CMAJ, 162

s13

Page 130
HTH-2011-00040




s13

Page 131
HTH-2011-00040




s13

s13

C o}lege of Ph; ins and Surgeons of BC.(2009). Methadone Maintenance Handbook. Vancouver, BC: College of
Physicians and Surgeons of BC. Retrieved March 15, 2010, from https:/ /swww.cpsbe.ca/ ﬁles/ u6/Methadone-
Maintenance-Handbook-PUBLIC.pdf

s13

Page 132
HTH-2011-00040




Dole, V.P. & Nyswander, M, ¢ 'jﬁcet5'hnorphine (heroin) addiction: a clinical trial

with methadone hydrochlosid

s13

Page 133
HTH-2011-00040




s13

Faggiano, ., Vigna-Taghann, ., Versino, E.& Lemma, P. {2003). Methadone mainrenance at diff m’irdoszlges for
opiotd dependence. Cochrane Database of Systematic Reviews, 3. _Art. No.: CD002208. DO

10,1002/ 14651858.CD002208.

s13

Fischer, B, Cape, D., Dansel, N. & Gliksman, L.
Results of a Physician Survey. lne Med Inferne, 13

treatment 10" atter the 1996 reforms.

s13

Page 134
HTH-2011-00040




atrol in Canada, Discassion

Health Officers Council of British Columbia. (2003). .4 Prbi e
Paper. Health Officers Councit of British Columbia.

Health Canada (2002). Best Practice - Methadone Maintenance Treatment. Hez : Otrawa.

s13

Page 135
HTH-2011-00040



s13

Page 136
HTH-2011-00040




s13

Page 137
HTH-2011-00040



s13

Page 138
HTH-2011-00040




s13

Page 139
HTH-2011-00040




s13

Page 140
HTH-2011-00040




s13

ddiction, 98,

Zhang, Z. et al. (2003). Does retention matrer? Treatment duration and improvemen
p673-684.

British Columbia Methadene Maintenance Treatment Program

1135
HTH-2011-00040

Page 141




s13

Page 142
HTH-2011-00040




s13

Page 143
HTH-2011-00040




s13

Page 144
HTH-2011-00040




s13

Page 145
HTH-2011-00040




s13

Page 146
HTH-2011-00040




s13

Page 147
HTH-2011-00040



s13

Page 148
HTH-2011-00040



s13

Page 149
HTH-2011-00040



s13

Page 150
HTH-2011-00040




s13

Page 151
HTH-2011-00040



s13

Page 152
HTH-2011-00040




s13

Page 153
HTH-2011-00040




s13

Page 154
HTH-2011-00040



s13

Page 155
HTH-2011-00040




Page 156
HTH-2011-00040




