BRITISH
COLUMBIA

June 01, 2016

null

null

null, BC null
Dear:

tn order to for the supplement for alcohol and drug counselling services, please have
the attached Authorization Agreement (HR3028) completed.

Please return this authorization agreement by .

It is important that you provide the updated information by the above noted date or your
eligibility to receive this supplement may be affected.

The Ministry of Social Develapment and Social Innovation operates under the authority of the Emplopment and Assistance Act and
Regulations, and the Employment and Assistanice for Persons with Disabififes Act and Regulations.

Ministry of Social General Supplements Mailing Address Telephone: 1-866-866-0800

Development and Fascimile: 1-855-771-2768
Social Innovation
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If you have any questions, please contact the Ministry of Social Development and
Social Innovation at the number below.

Sincerely,

HR:3622 (1571 1/09)

Enclosures: {HR3028]

The Ministry of Socizt Development and Social innovation aperales under the authority of the Employment and Assistance Act and
Regulations, and the Emgloyment and Assistance for Persons with Disabifities Act and Regulations.

Ministry of Social Mailing Address Tetephone; 1-866-866-0800

Davelopment and Fascimile: 1-855-771-8768
Social innovation
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ALCOHOL AND DRUG FEE

- Minisery of
Bag Mool AUTHORIZATION AGREEMENT
CoLumMBIA © and Social Innovation SR Number

The collection, use and disclosure of persenal information is subject to the provisions of the Freedom of information and Protection of
Privacy Act.

Date Signed (YYYY MM DD)

L, authorize the Ministry of Social Development and Sociaf Innovation

{CLIENT MAME)
to automatically deduct § for my month support allowance with the cheque for
and continuing until further notice.
(MONTHYEAR)
Please automatically submit $ from my monthiy support altowance to the foliowing clinic (to pay

for my alechol and drug clinic fees):

CLINIC NAME

CLINIG ADDRESS

CLINIC CONTACT CLINIC PHONE T

Your Alcohot and Drug Supplement will be $ . The maximum armount for this supplement is $500

within 12 consecutive months. Any additional funds required for the actual cost of clinic fees will be drawn from your

monthly support allowance.

Please advise your worker immediately if you stop participating in your treatment program or if you change clinics. Even if
there are no changes, you will need to provide confirmation once a year of your continuing participation in treatment from

the clinic you are invelved with.

CLIENT SIGNATURE CLIENT NAME {(PLEASE PRINT) DATE SIGNED (YYYY M DD)

“TOFFICE CODE

EAW NAME CASELOAD #

HR3028 (1510122} ORIGINAL - FILE COPY - CLIENT Page 1 of 1

Securily Classification: MEDILM SENSITIVITY
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Supplement for Alcohol & Drug Treatment

Overview

A supplement for alcohol and drug treatment is available o eligible recipients of income assistance or
disability assistance and their dependent childrer to provide payment for alcohol and drug counselling
services.

Policy

Expand All | Coltapse
All

Eligibilil_.y
Effective: December 1, 2003

Alcohol and drug counselling in BC is provided through the Meniai Heaith and Addictions Branch
of the Ministry of Health (MOH)}. This program funds both residential and non-residential services
throughout the province. Counseliing services are free to the public, and may be used by the
ministry's recipients on a self-referral basis.

In addition {o the MOH-funded services, a number of non-gevernmental organizations provide
counselling services on a fee-for-service basis. The expenses for this counseliing service may be
approved as a pre-training preparation service for recipients of income assistance and disability
assisfance and their dependent children, provided that ali of the following apply:

«  government-funded counselling services are not available in the recipient’'s community
«  the service is non-residential

« the recipient has an alcoheol or drug dependency that constitutes a barrier to entering the
workforce

+ the ministry is of the opinion that the service to be provided will enhance the recipient’s
employability

+ areferrat to Empioyment Program of British Columbia will be made upon completion of
the counselling service

[For maximum rate, see Rate Table: Health Supplements and Pragrams — Supplement for Alcohal
and Drug Treatment.)

Methadone Program

http://www2.gov.be.ca/gov/content/governments/policies-for-government/beea-policy-an... 20T6e(64612016-61593
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Effective: December 1, 2008

Supplement for alccheol and drug treatment of up to $500 per 12-month period can be used to
cover the cost of counselling services provided by a methadone program, assuming that all of the
eligibility criteria for this supplement are met.

Transportation to Alcohol and Drug Treatment

Effective: December 1, 2008

Supplement for alcohol and drug treatment cannot be used te cover a recipient’s transportation
costs 1o and from counseliing appointmenis for alcehol and drug treatment. This supplement is
available only for the cost of alcohol and drug counselling services.

Procedures

Expand All | Collapse
All

Issuing Supplements for Alcohot and Drug Treatment

Effective: December 1, 2003

Payment for these counselling services can be made direct to the agency upon billing or direct to
the recipient with a receipt.

[For more information on methads of payment, see Related Links — Individual Case Management.]

Related Information

Expand Afl | Collapse
All

Acts and Requlations

Definitions

Resources
Rate Tables

« AllRate Tables
«  Heaith Suppiements and Programs

http:/iwww2.gov.be.ca/gov/content/governments/policies-for-government/beea-policy-an...  20bag+b-2016-61593
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Related Links

Individual Case Management

Contacts

. Supplement for Alcohel and Drug Treaiment

http://www2.gov be.ca/gov/content/governments/policics-for-government/beea-policy-an...  2078(RogR-2016-61893
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Health Supplements & Programs Rate Table

Updated: April 1, 2010

The asterisk indicafes the most recent rate table changses

Supplement

Item

Maximum Amount

Dental

Additional amount that children and aduiis with the
persons with disabilities designation who require
anaesthetic in a hospital or private facility may be
eligible for

*$1,000 of basic dental
treatment per calendar
year

Diet supplements

Restricted sodium diet

$10 per calendar month

Diabetes

$35 per calendar month
{April 1/07)

Kidney dialysis (when not eligible for kidney dialysis
service through Ministry of Health)

$30 per calendar month

High protain diet

$40 per calendar month,
plus $30 towards the
purchase of a blender

Gluten-free diet

$40 per calendar month

Dysphagia

$40 per calendar month,
plus $30 fowards the
purchase of a blender

*Ketogenic diet

*$40 per month

*Phenylalanine diet

*$40 per month

Cystic fibrosis

$50 per calendar month

Medical
transportation
supplement

Travel aliowance related to vehicle transportation

$0.20 per kilometre

Allowance for exceptional cases where
circumstances warrant a meal allowance

$4 per meal

Menthly Nutritional
Supplement

Dietary items

*Up to $165 per
calendar month

Vitamins or minerais

*Up to $40 per calendar
month

Clients receiving iess than this amount through
appeal awards under Schedule C may apply for the
monthly nutritional supplement

*$205 per calendar
manth

Natal supplement

http://www2.gov.be.ca/gov/content/governments/policies-for-government/beea-policy-an...

Single pregnancy or birth

$45 per calendar month

50T (GHET 201061895




Health Supplements & Programs Rate Table - Province of British Columbia Page 2 of 2

Suppiement Item Maximum Amount
Muitipte pregnancy or birth $90 per calendar month
Optical services Eye exam provided by an optometrist $44.83
Eye exam provided by an ophthalmologist $48.90
Exiended Medical Medical Services Plan rate for extensions o $23 per visit
Therapies acupuncture (April 22, 2008), chiropractic, massage

therapy, naturopathy (April 22, 2008}, pediatry and
physiotherapy services

Supplement for Per eligible recipient $500 per calendar year
alcohot and drug
treatment

http://www2.gov.be.ca/gov/content/governments/policies-for-government/beea-policy-an... 2016e(6Me1-2016-61893




Alcohol and Drug Counselling Services

Legal Authority

GAIN Act: Section 2(1)
GAIN Regulations: Schedule 12{d)&(g)

General Interpretation

Autharity is provided 1o pay for alcohol and drug counselling services to eligible clients as a pre-training
preparation service.

Policy

Alcohot and drug counselling in British Colurnbia is provided through the Alcohol and Drug Programs Branch,
Ministry of Health. This program iunds beth residential and non-residential senvices throughout the province.
Counselling services are free to the public, and may be used by the Ministry's clients on a self-referal basis.

In addition to services available through the Alcohol and Drug program, there are a number of organizations
who are not Afcohol and Drug supporad, but who provide counselling services on a fee-for-service basis.
The expenses for this counselling service may be approved as a pretraining preparation service provided:

- govemment funded counseiling services in the dient’s community are not available;

- the sewvice is non-residential;
the dlient has an alcohol or drug dependency which constitutes a bamier to entering the
work farce;

- the Ministry is of the opinion that the service 1o be provided will enhanice the client's
employability;

- areiermat to the Ministry of Skills, Training and Labour employment and training
programs will be made upon completion of the counselling service,

- the complete course of counselling will cost no more than $500.00;

-  the benefit is issued no more than once in 12 conseculive months.

Procedures:

- obtain Area Manager approval

- payment tor these counselling services can be made direct to the agency upon billing; or direct to
the client with a receipt

- usa allowance code 39 for payment

- enter resource code L on the ¥IM screen

3232 June, 1995
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When the client is no longer participaing in the program, the appropriate tehab. resource close code
shouid ba entered on the client file; use resource code R if the client completes the program, Sif the
program is incomplete and T if there has been an interruption in the glient's participation in the

program.

Exceptions to full Authaority:

Area Manager's approvat is necessary to issue this beneiit.

June, 1995 ' 3233
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Methadone Maintenance Pragram: Chinical Practice Guideline

PREFACE

The College of Physicians and Surgeons of British Columbia, with the clinical advice of the College’s
Methadone Maintenance Committee {(MMC), administers the Methadone Maintenance Program in
British Columbia under the authority of the Health Professions Act {HPA) and the Bylaws under the HPA,
and in accordance with Health Canada's Drug Strategy and Controlled Substances Program.

Methadone Maintenance Program {MMP)

The ohjective of the Methadone Maintenance Program {MMP} is To assist physicians in safely and
effactively prescribing methadane for opioid dependence.

The MMP assists physicians in the following ways:

« developing guidelines for safe and effective prescribing of methadone for opioid dependence

« providing education including workshops on prescribing methadone for opioid dependence

« facilitating preceptorships for physicians who wish to prescribe methadone for opioid
dependence

« canducting peer practice assessments (PPAs) of the physicians who are authorized to prescribe
methadone

= maintaining a central registry of methadone prescribers and registered patients

« making recommendations to the federal Ministry of Health regarding physicians’ authorizations

Methadone Maintenance Pragram: Clinical Practice Guideline

This guideline addresses the prescribing of methadone for the treatment far opioid dependence—
physicians prescribing methadone for analgesia (both for paliiative and chronic non-cancer pain) should
refer to the handbook Recommendations for the Use of Methadone for Pain.

These clinical guidelines are evidence-based, represent the expert opinion of the Methadone
Maintenance Committee, and are intended for physicians in British Columbia who are prescribing
methadone for opioid dependence.

Coltege of Physicians and Surgeans of British Columbia
February 2014
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NTRODUCTION

1. The History of Methadone

Methadone was discovered in 1938 by two German scientists, Max Bockmiiht and Gustav Ehrhart, and
was patented in September 1941, Bockmiihl and Ehrhart were attempting to find a gastrointestinal tract
antispasmodic and analgesic which would be structurally dissimilar to morphine, non-addictive, and
would escape the strict legal contrals placed on opioids at that time. In 1947, Harris Isbell and his
colleagues, who had been experimenting extensively with methadone, discovered that methadone was
beneficial in the treatment of opiate-dependent patients.}

Several studies from the United Kingdom in the 1940s described methadone’s efficacy in reducing
herain withdrawat symptoms. Ingeborg Paulus and Dr. Robert Halliday, working with the Narcotic
Addiction Foundation in Vancouver, established the first methadone maintenance treatment program in
the world and published their findings in the Canadion Medical Association lournal in 1967.% In the
United States, Dr. Vincent Dole and Dr. Marie Nyswander confirmed the feasibility of using methadane
as a maintenance medication for herain dependence.® Since then, many other studies have shown the
effectiveness of using methadone as a maintenance medication for opioid dependence. These studies
demonstrate a three- to four-fold increase in death rates in patients discontinuing methadone
maintenance treatment.™” in addition to physical, mental and sacial health benefits, studies have
consistently shown that risk of blood-borne pathogen transmission is significantly reduced by
participation in methadone maintenance treatment, even in patients failing total abstinence from illicit
substances.®

2. Authorization to Prescribe Methadone

Methadone is a controiled drug and physicians whao wish to prescribe methadone in Canada require
authorization in the form of an exemption from the federal minister of health, in accordance with
section 56 of the Controlled Drugs and Substances Act. Physicians must apply tc the Methadone
Maintenance Program at the College of Physicians and Surgeons of British Columbia for this exemption.

ishell M, Wikler A, Eddy NB, Wilson JL, Maran CF. Tolerance and addiction tiability of 6-dimethylamino-4-4-diphenyi-
hyptanone-3 {methadon). ; Am Med Assoc, 1947 Dec 6;135{14):388-94.

2 paulus I, Halliday R. Rehabilitation and the narcotic addict: resuits of a comparative methadone withdrawal program. Can Med
Assoc |, 1967 Mar 18;56(11):655-9.

*Dole VP, Nyswander ME. A medical treatment for diacetyimorghine {heroin) addiction: a clinical trial with methadone
hydrochloride J Atn Med Assoc. 1965;193:646-50.

* Bell J and Zador D. A risk-benefit analysis of methadane malntenance treatment. Drug Saf, 2000 Mar; 22(3):179-50.

® Humeniuk R, Ali R, White |, Hall W, Farrell M. Proceedings of expert warkshop an the induction and stabilisation of patients
onto methadone. Monograph 39. Adetaide: Commonwealth Department of Health and Aged Care; 2000.

® Leshner At Science-based views of drug addiction and treatment. JAMA, 1999;282(14):1314-186.

College of Physicians and Surgeons of British Columbia 2
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The College then recommends and forwards physicians’ names to Health Canada to be considered for
approval,

The words “exemption” and “authorization” both refer to the exemption which is granted under section
56 of the Controfled Drugs and Substances Act and which authorizes a physician to prescribe
methadone.

Physicians can apply for one of three types of authorizations to prescribe methadone for opioid
dependence: full, temperary or hospitalist.

2.1  Full Authorization

The College will recommend a full authorization to Health Canada only after the following requirements
have been satisfactorily fulfilled:

« attendance at the Methadone 101 Workshop sponsored by the
College
» acompleted Application for Authorization to Prescribe Methadone

in the Treatment of Opioid Dependence

« familiarization with the Methadone Maintenance Program: Clinical
Practice Guideline

« apreceptorship satisfactory to the MMP

« an acceptable review of your prescription profile from the
PharmaNet database

« aninterview with a member of the registrar staff

« an agreement to undertake a minimum of 12 hours of continuing
medical education {CME) in addiction medicine each vear

« anagreement to provide after-hours contact information regarding

your methadone maintenance patients
« an agreement to undergo a practice assessment of your methadone
maintenance practice within the first year

The initial authorization is provisional and granted for one year. Continued support for this authorization
is contingent upon satisfactory peer praciice assessments and acceptable reviews of the preseriber’s
PharmaNet practitioner prescription profite. (The Renewal/Cancellation of Methadone Authorization
form and the Physician’s Contact Information farm are available on the College website under the BC
Methadone Program page.)
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2.2 Temporary Authorization

A temporary autharization to prescribe methadone for up to 80 days can be obtained in the following
circumstances:

« locum replacement of another authorized physician (advance notice required}
« continuation of methadone prescribing for patients in hospital when no other authorized
physician is available

A completed application for either a Temporary Authorization to Prescribe Methadone as a Loecurn in a
Clinic or Carrectional Centre or a Jemporary Authorization to Prescribe Methadone in a Hospital is
required.

Physicians with temporary authorizations may not initiate patients on methadone treatment for opicid
dependence and should exercise caution and consider consulting more experienced prescribers if
increasing doses.

2.3 Hospitalist Authorization

Physicians caring for methadone patients in a hospital setting may apply for a hospitalist methadone
authorization after satisfactorily fulfilling the following requirements:

« attendance at the Methadone 101/Hospitalist Workshon sponsored by the College

« acompleted Application for Authorization to Prescribe Methadone as a Hospitalist

« familiarizatiaon with the Methadone Maintenance Program: Clinical Practice Guideline
« familiarization with the recommended kev articles on methadone for analgesia

« familiarization with the Recommendations for the Use of Methadone for Pain

« aninterview with a member of the registrar staff

« an acceptable review of your prescription profile from the PharmaNet database

This autheorization includes a fult autharization to prescribe methadone for analgesia and a limited
authorization to prescribe methadone for opioid dependence, which does not include registering
patients in the Methadone Maintenance Program uniess their continuity of care with a community
methadone prescriber is arranged prior to their discharge. Piease also refer to Hospitalized Patients.

3. Pharmacology of Methadone

Methadone is a long-acting synthetic opioid which as an oral formulation is effective in treating opioid
dependence. It is primarily 2 mu (W) opioid receptor agonist and when administered in an adequate
dose, it will prevent opicid withdrawal, reduce opioid craving and block the euphoric effects of apioids
such as heroin.
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31

3.2

33

Absorption

Oral methadone is 830—-95% bioavailable compared to only 30% for oral morphine.
Methadone is rapidly absorbed following oral administration and serum levels are detectable 30
minutes post dose.

Duration of Action/Metabolism

The time to peak plasma concentration and peak clinical effect is
four hours {range of two to six heours).

The plasma half-life averages 24 to 36 hours at steady state, but
ranges from four to 90 hours.

As a result of its long haif-life, methadone may accumudate, leading
o sedation and respiratory depression

i1 takes four to five days for methadone plasma levels to reach
steady state after each dose change.

Methadone metabolism is primarily a function of liver enzyme
activity involving cytochrome P450 isoforms. There are many
substances that interact by inducing, inhibiting or acting as a
substrate for these enzymes. This can result in ¢linically significant
drug interactions. Genetic, physiologic and environmental factors
can also act on these enzymes, leading to a high degree of variation
of individual methadone responsiveness.

Methadone is primarily excreted as an inactive metabolite {10% as
unchanged methadone) primarity in urine and feces. Compromised
renal function does not preclude the use of methadone, and the
dosage does not need to be adjusted for patients on dialysis.

Efimination half-life is approximately 22 hours, but ranges from five
hours ta 130 hours.

Tolerance

Cross-tolerance between methadone and other opioids is unpredictable.

Tolerance o the various effects of methadone develops at different rates. Tolerance to the
euphoric effects of methadone develops quickly and may be interpreted by patients as being
due to an inadequate dose. Tolerance to respiratory depression is less rapid in onset and
tolerance to the autonomic side effects is the slowest.

Tolerance is tost in as little as three days.

Methadone is potentially lethal and the risk of toxicity is increased by concomitant ingestion of
alcohol and sedative-hypnotics such as benzodiazepines and Z drugs.
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ADMISSION TO THE METHADONE MAINTENANCE
PROGRA

1, Criteria for Admission to the NMethadone Maintenance
Program

All patients being prescribed methadone for maintenance {opioid dependence) must be registered in
the Methadone Maintenance Program (MMP) which is administered by the Callege of Physicians and
Surgeons of British Columbia by agreement with the British Columbia provincial government. After an
authorized methadone prescriber has assessed a patient as an appropriate candidate for methadone
maintenance treatment (MMT) and has formulated a treatment plan with that patient, the patient
should be registered with the Methadone Maintenance Program before MMT is initiated {unless the
MMT is initiated in hospital, when the registration may be deferred until their discharge to the

commumnity).

For admission to the program the patient must meet the following inclusion criteria:

meet DSM-IV-TR criteria for opioid dependence {the MMC opted to continue using DSM-IV-TR

criteria due to the large body of literature supporting clinical outcomes using these criteria)

« have experienced adverse consequences in multiple life realms

« have undergone a dccumented and comprehensive evaluation to determine the risks and
henefits of methadone and other treatment options

« have docurnented initial goals of treatment

»  he informed of all other treatment aptions for opicid dependence so that their decision to start

MMT is based an valid informed consent

These forms are available for your use:

=  MMP Patient Assessment Form
« Methadone Maintenance Treatment Agreement and Consent

« Patient Registration
« Patient Transfer

«  Family Physician Notification

Methadone prescribers should not hesitate to seek a second opinion when dealing with difficult
management problems such as patients with chronic pain, adolescents, pregnant patients and patients
with polydrug dependence. See Special Populations for more information.
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2. DSM-IV-TR Diagnostic Definition of Oploid Use Disorder

Opicid dependence, as a type of substance dependence, is defined as follows:

A maladaptive pattern of substance use, leading to clinically significant impairment or distress, as
manifested by three {or more) of the foilowing, occurring at any time in the same 12-month period:

1. Tolerance, as defined by either of the following:
a. Aneed for markedly increased amounts of the substance to achieve intoxication or
desired effect
or
b. Markedly diminished effect with continued use of the same amount of the substance
2. Withdrawal, as manifested by either of the following:
a. the characteristic withdrawal syndrome for the substance {refer to criteria A and B of
the criteria sets for withdrawal from the specific substances)
or
b. the same (or a closely related) substance is taken to relieve or avoid withdrawal
symptoms
3. The substance is often taken in larger amounts or over a longer period than was intended
There is 2 persistent desire or unsuccessful efforts to cut down or control substance use
5. A great deal of time is spent in activities necessary o obtain the substance [e.g., visiting
multiple doctors or driving long distances), use the substance (e.g., chain-smoking}, or
recover from its effects
6. Important social, occupational, or recreational activities are given up or reduced because of
substance use
7. The substance use is continued despite knowledge of having a persistent or recurrent
physical or psychological problem that is likely to have been caused or exacerbated by the
substance (e.g., current cocaine use despite recognition of cocaine-induced depression, or
continued drinking despite recognition that an ulcer was made waorse by alcohal
consumption)

Reprintad with permission from the Diagnostic and Statistica! Manual of Mentai Disorders, Text
Revision, Fourth Edition {Copyright 2000}, American Psychiatric Association.
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3. Treatment Considerations

it is recommended that MMT be part of a spectrum of treatment focused on improving health and social
outcomes. Because the majority of MMT patients are polysubstance dependent, it is important for
physicians prescribing methadone to be aware of, and familiar with, a broad range of other treatment
resources. The problematic use of one substance places the individual at risk of having problems with
others, 1t is current expert opinion that MMT is compatible with abstinence-based treatment programs.
In addition, lifestyle modification is an essential aspect of substance use disorders.

3.1 Detoxification

Detoxification, or withdrawal management, refers to the management of substance withdrawal in arder
to reduce severity of symptoms. Most MMT patients are also dependent on other substances, and these
dependencies must be individually addressed in order to achieve long-term stability. In-patient or
outpatient detoxification for other psychoactive suhstances such as alcohal, sedative-hypnotics or
stimulants should be offered concurrently.

3.2 OQutpatient and Day Treatment Programs

Most heaith authorities, community substance use services, employee assistance programs and private
service providers offer a range of outpatient and day treatment programs. Physicians prescribing
methadone must be familiar with outpatient programs in their community and build relationships with
other care providers. Successful treatment for opioid and other addictions is based on counselling and
individual or group programs, together with regular brief interventions by physicians.

3.3 Residential and Support Recovery Programs

Residential and support recovery programs vary in structure, tength and mandate. Physicians practising
addiction medicine must be familiar with the philosophy, entrance criteria and treatment objectives of a
variety of residential programs. Many programs accept patients in the MMP and offer patients with
addictions a substantial oppertunity for behaviour change and long-term abstinence. These programs
offer safe, supportive housing as well as aftercare for patients who have completed detoxification or
who are on MMT,

3.4 Alternative Pharmacotherapies

Health Canada approved Suboxone for the treatment of opioid dependence in adults in 2008. Suboxone
combines buprenorphing, a partial mu-receptor agonist which is an effective therapy for opioid
dependence, and naloxone, an opioid antagonist whose inclusion is intended to limit intravenous misuse
and the potential for diversion. The naloxone component of Suboxone has limited sublingual and oral
bicavailability and is inactive when Suboxone is taken as prescribed.
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Suboxone is contraindicated in pregnancy; however, physicians may contact Health Canada’s Special
Access Programme to obtain autherization for the buprenorphine-cnly product.

Suboxane may only be prescribed under the following circumstances:

» the physician must have an authorization to prescribe methadone for opioid dependence (this
includes hospitalists)

« physicians must have completed an accredited Suboxone training program, i.e. Schering-Plaugh
Canada’s online education module at www.suboxonecme.ca, or the American Association of
Addiction Medicine (ASAM) Buprencorphine and Office Based Treatment of Opioid Dependence
program

« Suboxone must be prescribed on a controlled prescription form {alsc known as a duplicate

prescription pad)

Note: Patients meeting specific criteria may receive PharmaCare coverage. Physicians may apply for
coverage by completing the Collaborative Prescribing Agreement for Suboxone
(htto:f/www . health.gov. be.ca/pharmacare/pdf/cpa-buprenorphine. pdf).

3.5 Mutual Support Groups

Mutual Support graups such as Narcotics Ananymous, Methadone Anonyrous, Alcoholics Anonymaous,
SMART and 16-Steps, are generally very accessible and can provide continuing support and promote
accountability.

3.6 Mental Health Services

The comorbidity of substance dependence and moed, thought and anxiety disorders, such as post-
traumatic stress disorder is as high as 50%.

Physicians practising addiction medicine must be familiar with the identification and management of
common mental illness and be aware of treatment resources in their community. it is the current
standard of care that mental health and addiction be treated concurrently. For more information, see
Mentzal Health — Cancurrent Disorders.
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ASSESSMENT FOR

TIAT

The methadone treating physician is responsible for patient selection, dose determination, and
monitoring and documenting progress.

Newer technologies including telemedicine may reduce the barriers to access to care; however, this
technology should not reduce the level of clinical care as outlined in these guidelines. Initial assessments
and induction of patients must involve a face-to-face encounter and clinical examination.

The Methadone Maintenance Program provides the following forms for your use:

«  MMP Patient Assessment Form
« Methadone Maintenance Treatment Agreement and Cansent

« Patient Registration

« Patient Transfer
«  Family Physician Naotification

1. Assessment Checklist
Assessment of substance-dependent patients must include the following:

1. acomplete medical history, including a chronological substance-use history, confirming the
diagnosis with documentation of opicid dependence, other substance dependence, and process
addictions diagnoses
a family history including addictions history
a biopsychosocial assessment with relevant information regarding the patient’s current and past
social situation, including supports and stressors

4. acomplete physical examination with special attention to signs of opioid withdrawal, needle
tracks, abscesses, jaundice and hepatosplenomegaly

5. urine drug test (UDT)

a laboratory assessment which includes the following:
« {BC
» liver function panel
s HIV, hepatitis A, B and C serofogy
+ syphilis serology
» TBtesting, when appropriate
« pregnancy test, on all women of child-bearing age
» EKGif indicated
7. documented communication with the patient’s prior methadone prescriber and family physician
8. documented review of the PharmaNet prescription profile
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9. documented treatment goals and plans, with a signed treatment agreement

2. Treatment Goals and Plans

Treatment goals are objective outcomes that the patient and physician expect will result from
methadone maintenance treatment. Treatment plans describe the steps required to achieve the goals.

Once a goal has been defined, a brief outline of the plan for achieving that goal should be documented
to help direct patient care. The following table represents examples of treatment plans and goals.

Table 1: Treatment goal and plans example

Stop illicit substance use + review weekly and adjust methadone
dose as necessaly

Barriers are unsafe housing, drug-dealing partner « refer patient to counsellor and sccial

and lack of non-chemical coping skills. worker regarding safe housing and access

{Recognizing 20% of patients will never reach to a women's shelter

total abstinence from iflicit opioids, documented « monthly treatment team meeting to

reduction is also a reasonahle goal) review progress

« document reduction in illicit opioid use

Addrass health concerns « HIV work-up and consider referral to
immunodeficiency specialist

Patient is HIV positive, has multiple skin s contact street nurse re: daily change of

infections and recurrent celtulitis, as well as dressings and antibiotic administration

untreated mental iliness « refer to community mental health service

with referral letter

3. Problematic Alcohol Use

1. Problematic alcahol use is the most commaon problematic substance use disorder,
Comaorbidity — up to 40% of methadone-maintained populations will meet criteria for
problematic alcehol use at any one time, it is critical that all patients be screened for problem
drinking at initiation and intermittently.

College af Physicians and Surgeans of British Calumbia i1
February 2014

Page 91 MSD-2016-61693




Methadone Maintenance Program: Clinical Practice Guideline Assessment for Initiation

3. There is evidence that between 5% and 50% of patients”®® enrolled in MMT will meet criteria

for alcohol misuse disorder at any one time. Additionally, alcohol misusing methadone
maintained patients demonstrate poor MMT ouicomes and experience higher morbidity and
mortality rates than non-alcohol abusing methadone maintained patients.

4. Screening, diagnosis and management protocol is available at the following link:
http://www . bcpuidelines.cafalphabetical.htmifiprobilem drinking

4. Process {Behavioural} Addictions
Process addictions commonly occur with substance use disorders and share the common characteristics:

»  Cravings

+ loss of control

« compulsive use

+ use despite conseqguences

Examples of process addictions include, but are not limited to, the following areas:

« gambiing

« sexual behaviours such as use of pornography, Internet or sex trade workers
« compulsive shopping, spending, or shoplifting

« eating disorders '

« compulsive exercise or work behaviours

Given the connection between process addictions and substance use disorders, screening of patients for
process addictions at the initial evaluation and on an intermittent basis is recommended. Evaluation for
process addictions should be incorporated into a yearly review, or used in the evaluation of recurrent
retapse or failure to progress through the stages of recovery.

The following clinical screening tools are useful in assessing process addictions:

1. Gambling
« South Ozks Gambling S¢creen

« Canadian Problem Gambling Index

? Nava F, Manzato E, Leonardi C, Lucchini A. Opicid maintenance therapy suppresses alcohol intake in heroin addicts with
alcohot dependence: Preliminary resuits of an open randomized study. Progress in Neure-Psychopharmacaiogy & Biological
Psychiatry 32 (2008) 1867-1872.

¥ Srivastava A, Kahan M, Ross S. The effect of methadone maintenance treatment un alcohol consumption: A systemic review,
fournat of Substance Abuse Treatment 34 {2008) 215-223.

s Rengade C, Kahn 1, Schwan R. Misuse of Alcohol among Methadone Patients. The American Journal on Addictions, 18: 162-
1e6, 2009.
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« Gamblers Anonvmous 20 Guestions
2. Sexual addiction
+ Sexual Addiction Screening Test {SAST)

College of Physicians and Surgeans of British Columbia 13
February 2014

Page 93 MSD-2016-61693




Methadone Maintenance Program: Clinical Practice Guideline

AINTENANCE AND

1. Methadone Dosing

1.1 Initiation {Induction)

Methadone for opioid dependence should initially be prescribed for ingestion under supervision {“daily
witnessed ingestion” or “DWI”) at the pharmacy. There is no clear relationship between the amount of
opioid used and the dose of methadone that will be required for initiation.

The following factors will affect the amount of the initial dose requirad:

« amount, concentration and purity of opioid used
« accuracy of the medicai and drug use history
« variation in rates of methadone metabolism
« variation in opioid cross-tolerance to methadaone

Equi-analgesic tables for converting opioid-using patients to methadone are unreliable. Such tables are
not recommended for initiating patients onto methadone maintenance. Methadone blood levels will
continue to rise for up to four to five days after starting or increasing a dose due to its long half-life. At
day three (48 hours after the first dose), an individual’'s methadone blood level will be 87.5% of steady-
state dose.

Table 2: Initiation doses

Non-tolerant or opioid-naive 5-10 mg/day
This category includes patients not currently using opioids but
who are at risk of refapse.

Unknown tolerance 10-20 mg/day
This category includes patients known to be using other
sedative drugs or aleshol.
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Known tolerance 20-30 mg/day

During initiation, patients should be seen frequently {at least weekly} and doses should not be adjusted
if patients have not been seen. it is important to start with a safe initial dose which does not exceed the
maximum recommended starting dose of 30 mg/day. '

Most deaths occur during initiation due to too rapid dose escalation. Initiation outside of the above
recommended ranges may result in patient deaths which have been associated with starting doses as
tow as 30 mg.

1.2 Titration

Methadone can cause fatal respiratory depression because of its long half-life and the consequent risk
of drug accumulation. The dosage must therefore be titrated carefully.

Risk factars for methadone toxicity include the following:

« use of other central nervous system {CNS) depressants, e.g. benzodiazepines and alcohol
» lack of tolerance, i.e. recent detox, discharge from jail or treatment centre

« use of medications that affect methadone metabolism

« respiratoryillness

+ decompensated liver disease

« advanced biological age

Note the following:

« dose increases should be no more than 5-10 mg at a time

« theinterval between dose adjustments should never be less than five days, but may need to be
longer due to the above risk factors

« patients should be seen frequentiy {at least weekly) during titration phase

if physicians wish to accelerate treatment, a daily clinical reassessment of the patient at three to four
hours post-ingestion (peak methadone blood level) for the first three to five days after initiation or dose
adjustment is required. Prescribers should not aliow weekends to interrupt this process and should
select a start date accordingly.
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1.3 Stabilization

An effective maintenance dose:

« eliminates withdrawal symptoms for more than 24 hours
« blocks the euphoric effects of opiaids

« reduces or eliminates drug craving

« does notinduce excess sedation

An adequate dose should be prescribed. Those who receive a dose of 40 mg a day or less are five times
10

more likely to drop out of treatment prematurely than patients who receive a dose of 60 mg or more.

Once a daily dose of 80 mg is reached further dose increases shouid be made with caution, not
exceeding 10 mg every five to seven days but maore slowly in the presence of the risk factors noted
above.

Most patients will achieve stability on maintenance doses of 60 to 120 mg daily.

Methadone doses must always be individualized and based on clinical response.

1.4 Split Doses

Split doses may be used in symptomatic patients whe are pregnant or who
demanstrate rapid metabolism. Less than 5% of patients are rapid
metabolisers and this should be documented with peak and trough
methadone levels. Another common cause of rapid metabotism is use of
concurrent medications which induce cytochrome P450 3A4 enzymes.

« Rapid metabclizers generally experience symptoms of opiaid
withdrawal within 12 hours even with dose escalation; methadone
dose increases results in sedation with no alleviation of withdrawal
symptoms.

« Split doses should not be provided in the absence of laboratory
evidence of rapid metabolism because of the difficulty of ensuring
twice daily witnessed ingestion and the risk of diversion of the
second dose,

9 Ball IC, Rass A. The effectiveness of methadone maintenance treatment: patients, programs, services, and
outcomes. New York: Springer-Verlag; 1991.
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« Rapid metabolism is confirmed by measuring serum trough {prior to ingestion} and peak (four
hours post-ingestion) methadone levels. A peak to trough ratio greater than 2:1 is consistent
with rapid metabolism.

« Split dose transition: day 1 = 100% of original daily dose and 50% of the original daily dose to
take in 12 hours; day Z = 50% of griginal daily dose every 12 hours.

Figure 1: Split dose simulation

Split Dose Simulation

«Single = High Single - Split ‘

METHADONE LEVEL

1.5 Missed Doses

Telerance is rapidly lost when methadone ingestion is interrupted or discontinued. Pharmacists are
required 1o notify physicians of missed doses but physicians must document review of PharmaNet
profiles.

Suggested Protocol for Managing Missed Doses

a. One or two days missed
Na change in dose is required as long as there is no other reason to withhold methadone. The
reasons for the missed doses should be discussed and documented at the next visit
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b. Three or four consecutive days missed
Methadone shouid be held until the patient has been reassessed by a physician. The remainder
of the prescriptions should be cancelled. Loss of tolerance may occur in as little as three days,
and the usual dose may be excessive.
« dose of 30 mg or less — continue same dose
« dose greater than 30 mg — restart at 50% of the usual dose, but the reduced dase should
be no less than the initial dose of 30 mg unless there is sedative-hypnotic or alcohol use
« after tolerance to the reduced dose is demonstrated, the dose can be rapidly increased
{a maximum of 10 mg per day). A slower dose escalation is suggested for patients with
an unstable clinical picture or with concurrent sedative or hypnotics use. During this
rapid re-titration, the patient should be reassessed at least every two days unti a stable
dose has been re-established.

¢. Five or more consecutive days missed
Restart at a maximum of 30 mg of methadone, then titrate with frequent re-evaluation until
stable.

The reasans for the missed doses should be discussed and documented in the clinical records. The
treatment plan may need to be updated.

1.6 Dosing Precautions

1.6.1 Side Effects of Methadone

In addition to profound sedation, respiratory depression and coma other side effects are:

« bradycardia and hypotension

« constipation

+ perspiration

« endocrine effects/depressed libido
» xerostomia (dry mouth)

« sleep disturbance

« dysphoria

+ dyspepsia

« opioid-induced edems
« pruritus

Any of these side effects may occur during chronic opioid therapy but often diminish with time.
Prescription medications may be required to treat these symptoms.
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1.6.2 Toxicity

Patients at risk for methadone toxicity include those who concurrently use
alcohal, sedative-hypnatics (including benzodiazepines), stimulants, or
medications that interfere with methadone metabolism. An overdose can
resuit from sudden cessation of a drug that induces methadone
metabolism. There have been reports of torsades de pointes cardiac
arrhythmia in patients taking high dose methadone. it is recommended that
patients who have cardiac disease, who are taking medications that prolong
the QT interval or have metabolic concerns known to cause QT interval
prolongation, shoutd have an electrocardiogram (ECG) reviewed prior to
starting methadone. The ECG should be repeated as clinically indicated. In
patients with no other risk factors for cardiac arrhythmia, an ECG should be
done if the dose of methadone exceeds 15 mg and repeated when the
patients’ clinical status changes.

QTc intervals greater than 450 msecs should prompt review of methadone
doses for other potential causes including medications which prolong QTc.
Physicians should discuss the clinical implications with their patient and
consider dose reduction and/or cardiology cansultation.

1.6.3 Fatal Overdoses

Fatal overdoses most often occur during initiation or dose escalation or resulting from changes in
prescribed medications or illicit substance use. It is essential that constant communication occurs
between treating physicians to ensure that prescribed medication changes are made safely.

Fatal overdoses of methadone aften occur in individuals who have acquired methadone from other
individuals for whom it was prescribed. Therefore, it is important for the physician to be aware of the
risk of diversion of prescribed methadone and to take responsibility for ensuring that the methadone
they prescribe as carries is actually being taken by the patient.

Fatal averdoses are also often associated with concurrent use of;

« sedative-hypnotics such as benzodiazepines
+« alcohol
« cocaine

Prescribing physicians should be aware of factors such as the iong half-life of methadaone, variable rates
of methadone metabolism and variation in patients’ tolerance levels that can potentially iead to
averdose. During the induction phase, patients are likely to continue to use illicit drugs. Physicians
shauld closely monitor patients during induction and caution patients about the risk of overdose if
certain illicit drugs are continued.
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Physicians must document review of PharmaNet profiles on a regular basis.

2. Urine Drug Testing (UDT)

Urine drug testing is the standard of care in methadone programs, because it provides an essential tool
for the interpretation of clinical status. UDT answers three questions:

» Is the patient taking the prescribed medications?
+ |sthe patient taking other drugs/substances?
« s the patient taking steps to conceal use?

2.1 When and Why to Order UDT

UDT must be obtained at the initial assessment as it provides information abaut current drug use, which
is essential in the treatment planning process. The absence of opioids in the urine does not preclude
admission to the MMP. For example, an opioid-dependent patient who is currently abstinent but
assessed ta be at high risk of relapse and having a negative UDT, may be a good candidate for the MMP.
UDT should be performed at least monthly untii the patient is stable.

Patients who take methadone as DWI may be monitored with UDT as clinically indicated.

Patients receiving carries should have random UDT on a regular basis and refusat to comply with UDT
should result in reassessment and possibie return to DWI as a safety precaution.

2.2 Method of Collection

The BC Methadone Program provides guidelines for urine collection.

2.3 Urine Toxicology

Either point of care (POC) or laboratory testing is appropriate and the decision on which to use would be
an assessment of advantages and disadvantages of your practice. It may be helpful to discuss with your
local laboratory service. Point of care UDT for methadone maintenance can be billed to Medical Services
Pian {MSP) under fee code P15039 and covers seven substances:

« amphetamines

s benzodiazepines

« tocaine metaholites
« Opiates

« oxycodone
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« buprenorphine
» methadone metabolites

Laboratory UDT will typically detect the following substances, but you should check with your local
laboratory service:

« amphetamines (e.g. amphetamine, dextro and methamphetamine, MDMA (Ecstasy))
« benzodiazepines {e.g. diazepam, oxazepam, temazepam, triazolam)

« cocaine metabolite (e.g. benzoylecgonineg)

« methadone metabolite {e.g. EDDP}

» opiates (e.g. heroin metabolite, morphine, codeine)

Common options include:

« “ronfirm —if positive”
« oxycodone

« buprenorphine

« cannabinoids

« fentanyl

The standard amphetamine screen does not detect methylphenidate {Ritalin).

The standard benzodiazepine screen does not reliably detect clonazepam or lorazepam and will not
detect the Z drugs (zopiclone, zolpidem, zalepion).

The standard opiate screen does not detect synthetic opioids such as oxycodone, hydrocodone,
meperidine fentanyl—these tests must be ordered individuaily. Avoid ordering “opicids” or using trade
names.

Hydromorphane may produce positive opiate screen in high doses and it is currently not available as a
POC test.

Buprenorphine needs to be specifically requested,

Urine toxicology for alcohol is unreliable due to the rapid rate of metabolism, but ethyl glucuronide
{EtG} can detect ajcohol use for one to two days.

Confirmatory testing (GC/MS) is expensive and should only be ordered if the result will alter
management. it is also expensive o arder uncommeon substances and before doing so consider
consultation with a {aboratory physician.
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Testing for aduiterants and sample dilution is not routinely performed: most laboratories will
automatically test for creatinine, but only if a specimen appears clear and colourless. Creatinine levels
between (.18 and 1.8 mmuol/L suggest dilution, and levels less than 0.18 mmal/L suggest substitution.

Relevant information is available in the Ministry of Health Guidelines and Protocols Advisory Commiittee
document titled Methadone Maintenonce Therapy (MMT) Program: Urine Drug Testing of Patients.

3. Carry Privileges

Patients starting MMT must ingest methadone in the pharmacy under the supervision of a pharmacist
{i.e. DW1). Patients who are biopsychasacially stable and who demonstrate appropriate UDT may be
granted carries,

A “carry” refers to patients receiving doses of methadone to be taken home for self-administration. The
initial dose of a carry prescription is always witnessed.

The decision to initiate carries can only be made by the physician. The reasons for granting carry
privileges must be documented. Physicians must ensure that carries are safe for both patients and the
public. A discussion around safe storage of methadone must occur. Unsafe storage and diversion may
result in tethal conseguences.

3.1 Criteria for Initiating Methadone Carries

3.1.1 Biopsychosocial Stability

+ Patients should be established on a stable methadone dose for at least four weeks.

« Patients should have demonstrated social, cognitive and emotional stahility as confirmed by
attending all scheduled appointments, no missed doses, improved social reiationshigs or
returning to work or school.

« Patients medical records should document the interpretation of appropriate UDTs for a
minimum of 12 weeks.

3.1.2 Safe Methadone Storage

« Physicians who prescribe methadone as carries are rasponsible to make patients aware that this
medication can be very dangerous especially to opioid-naive pecple and children.

» Methadone should be stored in locked containers or ¢abinets.

« Carries should not be provided if safe storage cannot be ensured.
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3.2 Carry Schedule

There is evidence that the effectiveness of MMT can be enhanced by allowing carry privileges.
Progressive carry privileges should be dependent on the patient’s increasing stability; reduction or
discontinuation of carry privileges shouid occur with evidence of instability. Criteria for assessing
stability should be transparent and consistent.

Carry schedules should start with a one-day carry, progressing to additional carry days every manth or
two months. The first dose should always be witnessed in the pharmacy on the day the prescription is
picked up. Most stable patients are established on a twice-weekly witnessed ingestion. This is a

reasonahle batance between safety and patient inconvenience,

3.3 Exceptions to Carry Guidelines

Exceptions may be granted at the discretion of the prescribing physician. Exceptions should only be
initiated as a trial and be reviewed to ensure benefits cutweigh risks to the patient and to the public,
The reason for any exception ta the carry guidelines must be documented.

3.4 Prescriptions for Carries

Methadone prescriptions must include the total methadone dose, the daily methadone dose, the first
and last dates of the prescription, and, if carries are allowed, the number of days the patient is required
to attend the pharmacy each week for witnessed ingesticns.

3.5 Reassessment of Carry Privileges

Patients who demonstrate instability must be reassessed. Signs of instability include:

« evidence of non-prescribed psychoactive substance use

« missed appointments with physicians, counseliors or support groups
= missed methadone doses

« requests for increasing a previously stable methadone dose

« reports of lost, spilied, stolen or vomited methadone

+ han-attendance for random UDT

These last two points may indicate diversion. Physicians are responsible to their patient and the public
to take appropriate steps to minimize the possibiiity of diversion of all prescription opioids including
methadone.
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When there is evidence of instability the physician may reduce the number of carries per week or return
to daily witnessed ingestion depending on the extent and duration of instability. Carry privileges may
gradually be reinstated once patients démonstrate evidence of stability.

4. Counselling

Many methadone patients struggle with a number of challenges, such as poverty, lack of education,
exposure ta violence, poor nutrition, serious physical or mental health preblems and invalvement with
the criminal justice system. These problems are not addressed with the provision of methadone alone.

Methadone programs that do little more than provide a methadone prescription are inadequate;
methadone programs are expected to incorporate a comprehensive biopsychosocial and spiritual
approach to treatment.

When counselling is integrated into methadone maintenance programs, there are significant reductions
indrug use.® It is important for methadone prescribers not to adopt the perception that counselling is a
task to be taken on exclusively by other staff or caregivers. All MMT physicians share this significant
responsibility as part of their overall mission to facilitate treatment and, ultimately, recovery.

4.1 The Methadone Prescriber’s Role

In order to assist the patient in meeting treatment goals, methadone prescribers must establiish trusting,
therapeutic refationships with their patients. Physicians need to create non-judgmental, collaborative
environments in which patients feel safe to discuss their concerns. If positive relationships do not
develop, the methadone maintenance program will have minimal benefit.

Once constructive relationships have been established, physicians must work with patients to identify
aspects of each patient’s life that could be changed or modified to benefit the patient. These treatment
goals should be identified collaboratively between the patient and the physician. Many appropriate
treatment goals are not necessarily focused on drug-using hehaviour. For example, patients may wish to
move to better or safer housing, improve their general heaith, enrol in training programs, learn better
communication skills, learn relaxation techniques ar improve the quality of their persanal relationships.

Newer technologies including telemedicine may reduce the barriers to access to care; however, this
technology should not reduce the level of clinical care as sutlined in these guidelines. Initial assessments
and induction of patients must involve a face-to-face encounter and clinical examination.

2 Mctellan AT, Arndt [0, Metzger DS, Woody GE, O'Brien CP. The effects of psychoseocial services in substance
abuse treatment. JAMA, 1993 Apr 21;269(15):1953-9,
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After goals have heen identified, methadone prescribers should work with patients to develop
freatment plans to meet these goals. This progress should be monitored and outcomes documented.

Depending on each patient’s circumstances, physicians may opt to work in collaboration with
counseltors, or may refer patients to independent counseliing agencies or self-help groups such as
Alcohalics Anonymous (AA} or Narcotics Anonymous {NA) and Self-Management and Recovery Training
(SMART). Many other specialized resources may be available to aid methadone patients. Physicians are
expected to familiarize themselves with the full spectrum of services available to their patient
population through their local health authorities, and are encouraged to refer their MMT patients to
appropriate community treatment programs, support groups and counselflors {see also Community
Substance Use Services). Whatever resources are chosen, physicians should be aware of the issues each
patient is attempting to address and what progress has been made. This information should be

incorporated into the patient’s treatment plan.

Regardiess of where the patient is engaged in counselling, the physician should communicate with the
counseltor {with the patient’s consent), document and play an active rote in the process.

The most important element of treatment is ensuring that the patient is engaged in the treatment,
rather than the particular therapeutic model employed or the details of the treatment.

4.2 Brief Interventions

Methadone prescribers can effectively use frequent brief interventions ta instill motivation in patients
who lack self-motivation. Substance-dependent patients are often described as lacking motivation to
change, especially if that change requires some seif-organization.

Effective therapeutic relationships are best provided where the same clinicians are consistently available
to the patient.

The following are examples of positive brief interventions that address different barriers to change in
patients’ lives:

1. Building a therapeutic relationship
+ Demonstrate sustained interest and concern for patients’ progress.
+ Schedule regular visits and ensure that two-way communication exists.
2. Education
« Provide factual drug information and information on post-acute withdrawal syndrome.
« Educate patients regarding the symptoms of impending relapse, such as exhaustion,
complacency, impatience, dishonesty, self-pity, frustration, and depression.
« Discuss behaviours such as denying, minimizing, rationalizing, intellectualizing and
compartmentalizing,
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3. Goal planning
« Consider all areas of patients’ lives, not just substance use issues.
» Prepare and document plans an how to avoid drug using situations.
» identify and help remove impediments to change, such as the need for childcare or
transportation.
« Remind patients that it is better ta reach a modest goal than to aim for, but fail to reach,
a more ambitious target. Coach patients to take small steps on the road to recovery.
4. Promating seif-awareness and positive behaviours
« Identify internal and external triggers for relapse.
+ Avoid dwelling on failures. Help patients take pride in and build on their successes.
« Encourage harm-reduction behaviour.
« Encourage the development of self-esteem, which is the primary ingredient necessary
for any successful therapy.

4.3 Transtheoretical Model of Change

The process of change has been conceptualized by J.Q. Prochaska and C.C. DiClemente as a series of
stages through which individuals may move cyclically until permanent change has occurred. These
stages are as foliows:

+ pre-contemnplation
« contempiation
+ preparation

»  action
« maintenance
« relapse

Motivational interventions must match the patient’s stage of change. Patients will quickly become
frustrated when the intervention offered is out of step with their own view of the problem. For example,
if a patient has only just started to weigh the pros and cans of whether or not a particular issue is a
problem (the contempiation stage), recommending a particular solution (action stage) will only elicit
resistance and be counterproductive.

The table titied Appropriate Motivational Strategies for Each Stage of Change suggests several
interventions for each stage of change.

4.4 Community Substance Use Services

All publicly funded treatment facilities located thraughout 8ritish Columbia fall under the jurisdiction of
the health authorities. The range of options for treatment of substance dependence includes outpatient
counselling services, detoxification, intensive residential treatment, support recovery and other forms of
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supportive housing. Many of these ancillary treatment options are available to patients on methadone.
Methadone treatment is much more successful in preventing drug-related harm, reducing drug use and
fostering long-term recovery from substance dependence when counselling is included as part of the
treatment. Methadone prescribers and clinics are strongly urged to take advantage of the resources
available to their patients and to refer appropriate MMT patients to community treatmemnt facilities,
support groups and counsellors for additional support.

5. Documentation of Benefits

Not every opicid-dependent patient will benefit from MMT, Like any other medical treatment, there are
risks and benefits associated with this treatment. Methadone prescribers must clearly document the
benefits derived from MMT in each patient’s chart, and also develop and record a treatment plan
outlining how further benefits {goals) are to be achieved. Documenting the benefits of MMT is the
standard of care of MMT. in addition to recording the dose of methadone provided at each visit,
reference to parameters of benefit and current treatment plans should be recorded.

5.1 Categories of Benefits

The benefits of methadone maintenance treatment fall into seven categories. Methadone prescribers
may find the following list useful for assessing their patients’ progress, and for formulating and
monitoring treatment plans:

1, reduction or cessation of apioids use, particularly intravenous
2. reduction or cessation of ather psychoactive substance use
3. improved mental and physical health
« decreased incidence of concomitant infections such as endocarditis, osteomyelitis, and
celiutitis, with consequently reduced need for hospitalization
» decreased emergency room visits for drug-related complications
+ improved mentat health outcomes
« improved hepatitis C (HCV) and HIV clinical parameters
« improved engagement with primary care
« improved nutrition and weight gain
» improved preghancy outcomes
4, decreased involvement with the criminal justice system
5. improved living situations — end-stage opioid dependence often resulis in homelessness or
unsafe living conditions; methadane maintenance patients should be encouraged to seek drug-
free accommodation, as this is essential for successful recovery; improved living situations might
include an environment with sober friends, or safe long-term, drug-free housing as well as other
forms of supportive housing
6. improved social and personal relationships
7. improved vocationa! and employment opportunities
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8. patients who attain improved medical and social stability are much more likely to connect with
social agencies to gain access to financial support; they are also more likely to be considered for
educational and training programs which may be necessary for eventual employment

6. Prescriptions for Methadone Maintenance

1. Methadone maintenance prescriptions must be written only on designated methadone
maintenance controlled prescription forms {see figure 2). Note that these prescriptions will be
considered void if the preprinted text is aitered. it is permissible to mark an “x” in the home
delivery box if you do not want to authorize home delivery.

Figure 2: Methadane maintenance controlied prescription form

BC METHADDAE WAINTEMARGE TREATMENT CONTROLLED PRESCRIFTION PROGRAM FORM
Take to phamacy of choice.
PLEASE PRINT
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College of Physicians and Surgeons of British Columbia 23
February 2014

Page 108 MSD-2016-61893




Methadone Maintenance Frogram: Clinical Practice Guideline Maintemance and Manitoring

2. The regular controlled prescription form is to be used for all prescriptions for methadone for
analgesia, as well as prescriptions for formulations of methadone other than Methadose {such
as Metadol tablets) being prescribed for MMP patients for reasons such as travel.

3. Asof February 2014, the standard concentration of methadone for maintenance purposes is 10
mg/ml.

4. The methadone maintenance controlled prescription form must specify the following:

a. daily dosage in mg, with inclusive start and stop dates
b. if the patient is restricted to daily witnessed ingesticn (DW!I) in pharmacy or if carry
privileges are allowed
i. if carry privileges are allowed, physicians must specify the number of witnessed
Ingestions
ii. if specific dates are not indicated by the physician on the methadone
maintenance controlled prescription form, the days for witnessed ingestian are
set to maximize the number of days between witnessed ingestions by the
Coltege of Pharmacists of British Columbia

5. If any change occurs prior to the completion of a current prescription, a new prescription must
be issued and include instructions to cancel the previcusly issued prescription.

6. Physicians’ copies of the controlled prescription forms must be retained by the physician and
must be identical to the copies issued to the patients.

7. Prescriptions for methadone may only be faxed under extenuating circumstances and should be
communicated to the pharmacist. In these excepticnal cases, the original prescription must be
sent to the pharmacy by the next business day.

2. The use of previously signed blank prescription forms is unacceptable.

9. Optimal methadone prescribing occurs when good communication exists between physicians
other health-care providers and pharmacists. Physicians must provide a contact number for the
use of other health-care providers involved in the care of their registered MMP patients.
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DISCONTINUATION OF METHA
AINTENANCE TREATMENT

There is campelling evidence that patients who remain in long-term MMT continue to derive benefit.
There is also evidence that the majority of patients who discantinue MMT relapse to nan-medical opicid
use within one year.

Methadone maintenance treatment may, however, be discontinued for a variety of reasons:
« treatment goals have been achieved and patient wishes to withdraw

« treatment goals not achieved hut patient wishes to withdraw anyway
= involuntary dismissa!l from care

When MMT is discontinued, please submit a Patient Cessation of Treatment form providing information,
if possible, about the reasons for discontinuation of treatment.

1. Discontinuation in Stable Patients: Treatment Goals
Achieved

Optimum benefits from MMT are not realized for at least a year. Generally, patients who have been on
the Methadone Maintenance Program (MMP) for two or three years will have bettar outcomes when
tapered off methadone than those who start the tapering process before two years of treatment.

In order to reduce the risk of relapse, patients should be encouraged to stay in MMT, although the
decision whether or not to discontinue methadone ultimately lies with the patient. The following goals
are associated with a reduced risk of refapse while engaged in MMT and following discontinuation:

« long-term abstinence from opioids and other psychoactive drugs
= development of nan-chemical caping skills

«  stable housing

= stable mentai and physical health

« development of supportive relationships with non-drug users

« stable source of income

Patients who continue to benefit from methadone and do not wish to be tapered from methadone
should not be pressured to do so.
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Literature suggests that the maximum weekly reduction of methadane should be no more than 5% of
the total dose in order to minimize withdrawa! symptoms and the risk of relapse. Patients frequently
request maore rapid tapering, and it is important that physicians explain the dangers of rapid tapering.
Tapering should be undertaken as a trial. Patients who feel at risk or relapse to opioids or decompensate
in other aspects of their lives during or after tapering should be offered re-entry to MMT and re-
stabilized. Patients should not be penalized for unsuccessful tapering from MMT.

2. Discontinuation in Unstable Patients: Treatment Goals
Not Achieved

Some patients choose to taper methadone despite its benefits even though they are not yet fully stable.
in this case, tapering will place patients at high risk for relapse. The physician and counselfing team
should explore the patient’s motivation for tapering and provide alternative treatment options,
including Suboxone. Physicians may recommend continuation in MMT, but if patients still insist on
withdrawing from methadone, the patient and physician should prepare a plan for a trial of tapering,
taking into consideration the relevant risks. Patients who relapse to non-medical opicids, become
unstable, or alter their decision to taper at any time should be encouraged to re-engage MMT and
return to a stabilizing dose.

3. Involuntary Dismissal

Patients not demenstrating objective benefits from MMT should have their treatment plans re-
evaluated and be offered all reasonable interventions, including transfer to another methadone
treatment provider. Shouid they still continue to fail to demonstrate objective benefits and al
interventions have failed, they should be tapered from MMT and offered alternative treatment.
Discontinuation of methadone should not result in disruption of patients’ use of available primary care
or mental health services.

Patients who are in violation of significant sections of their contracts should be tapered off methadone
at a reasonable schedule. However, if patients are verbally abusive or threaten clinic staff with violence,
this schedule can be accelerated at the discretion of the prescriber. If a physician feels unsafe while
treating a patient, the physician can provide the patient with a two-week DWI prescription and
discaontinue the physician-patient relationship.

4. Transfer of Care

The patient or the physician may decide that the responsibility for prescribing methadone should be
transferred to another methadone prescriber. The patient must therefore be registered with the new
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prescriber, whao is responsible for completing the transfer form and submitting it to the Methadone
Mainterance Program.

The physician assuming care of the patient is responsible for contacting the previous MMT prescriber in
arder to obtain appropriate clinical information and verify drug dosage and transfer date. Mutual
agreement regarding the transfer date is critically important ta ensure that a double dose is nat given. It
is not sufficient to communicate with the previous prescriber merely by leaving messages or contacting
the physician after MMT has begun. The patient’s new physician may nat prescribe methadone until the
completed form is submitted and approved by the BC Methadone Program at the College.

Patients who have recently been released from correctional facilities will have been transferred to the
correctional facitity physician and need to be transferred back to their previous community prescribers.
If there is any uncertainty about a patient’s registration status, physicians are encouraged to contact the
BC Methadone Program so that previcus methadeone prescribers, if any, can be contacted to facilitate
continuity of care. A review of the PharmaNet profile can also provide information on previous
methadone prescribers.

tn all cases, the new methadene prescriber must perform an updated comprehensive biopsychosocial
assessment and physical examination with appropriate laboratory investigations and create a treatment
plan that takes into account all the previous MMT physician’s treatment concerns. If, for example,
collateral information about a patient’s inappropriate or threatening behaviour as the reason for
transfer is not conveyed by the previous physician or included in the new prescriber's treatment plan, it
is likely that the new prescriber will be subjected to the same behaviour pattern.
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SPECIAL POPULATIO

S

1. Introduction

All patients, whether from special populations or in non-community based settings, should receive a
comprehensive initial assessment.

This section will deal with the following populations:

« adolescent patients

« women of child-bearing potential

» pregnant women

« non-injecting opioid-dependent patients

« patients with comorbid conditions

« hospitalized patients

« provincial and federal corrections patients
« patients who wish to travel

2. Adolescent Patients

Adolescent patients requesting methadone maintenance treatment (MMT) need carefui assessment, as
they may have had shori-term exposure to opicids without sustaining significant adverse consequences.
These patients often still have intact support systems and consideration should be given to referral for
abstinence-based treatment programs in which detoxification is followed by intensive in-patient or
outpatient therapy. Mutug! seif-help groups provide good support for these patients.

Some adolescent patients do meet criteria for late-stage dependence, are experiencing significant
adverse consegquences, have inadequate support systems and have relapsed after previous abstinence-
based treatments. These patients may benefit from Suboxone or MMT, but they require rigorous
assessment and a detailed treatment plan which is frequently reviewed. Supportive counselling must be
a condition for continued Suboxone or MMT.

Only physicians who work with counsellors and have some experience in dealing with substance-
dependent youth should agree to accept these patients.

Adclescent patients should be maintained on Suboxone or MMT only if the benefits of treatment can be
clearly documented.
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3. Women of Child-Bearing Potential

Women seeking treatment for oploid dependence may have a number of predisposing psychosocial risk
factors for drug use and have experienced multiple adverse consequences. Their histories may include
disrupted family lives, physical violence, incarceration, sexual assault, sex trade work, child custody
issues, unstable housing, mentai health issues (such as moad and personslity disorders), and physical
health issues {such as HIV, hepatitis C virus or 5Tls). Physicians should be aware that the different causes
of addiction, patterns of use and reasons for relapse are often gender-specific. Clinicians ¢an offer more
effective treatment by being conversant in the identification and treatment of these issues as they apply
to women.

Knowledge of other community resources {for example, PEERS, a rehabilitation program for sex trade
workers, based in Vancouver and Victoria) is also essential in treating women with opioid dependence.
Many other resources in BC can be found on Red Bogk Online, an online directory of services for the
lower mainland. Treating opioid-dependent women with respect and compassion is fundamental to
their recovery.

Opioid dependent women commonly experience menstrual irregularity 2nd amenorrhea. For many
women, this will be regulated and ovulation will start once they are stabilized on methadone. All women
of child-bearing age shauld have a pregnancy test at the initial triage visit and periodically thereafter.

Birth control should be offered to all women upan initiaticn of methadone. When stable non-pregnant
women suddenly feel the need to increase their methadone dose, consider the possibility of pregnancy.
Depo-Provera and progesterone-impregnated intrautering devices {IUDs) are the Jeast expensive and
the most relfiable option in this often unstable population. Oral contraceptives can be taken daily with
methadone to reduce missed doses. Pharmacists will sometimes allow patients to store their QCPs at
the pharmacy. The availability of free condoms in the office will also encourage women patients to
practise safe sex {these are gbtainable from health suthorities and public health departments).

Methadone-maintained women contemplating pregnancy must be encouraged to remain in MMT,
4. Pregnant Women

4,1 Introduction

The quality and nature of the initial encounter is cruciat when providing prenatal care for pregnant
women who use opioids. By providing non-judgmental care, physicians support these women’s self-
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determination and increase the chances of engaging in treatment.” The most effective care for
pregnant women with substance use problems involves a collaborative appreoach by physicians,
midwives, nurses and social workers, in hospital and the community.*?

Opioid use is a powerful self-medication for blocking intrusive thoughts, avoiding feelings and achieving
sleep. Many women who use substances have a history of physical, sexual or emotional trauma.*
Physicians should be aware of and address issues of power {for example, loss of carries) with this
knowledge in mind. Women may present late in pregnancy due to additional barriers such as fear of
losing their children, Some women may be uncertain of dates due to their chaotic lifestyle or menstrual
irregularities.

MMT is the treatment of choice throughout pregnancy and the postpartum pericd for opicid-dependent
women.™** Women who are engaged in MMT experience better pregnancy and birth outcomes than
those who continue to use non-medical opiolds. Preghancy caomplications due to illicit opioid use include
intrauterine growth restriction {IlUGR}, low birth weight and premature labour (due to opicid
withdrawal), and risk of hepatitis C and HIV with needie use.’”*® Methadone has been shown to be
beneficial in the reduction of maternal relapse, particularly when a comprehensive system of support is
in place.”

Suboxone is contraindicated in pregnancy however, physicians may contact Health Canada’s Special
Access Programime to obtain authorization for the buprenorphine-anly product.

2 Motz M, Leslie M, Pepler D, Moare ITE, Freeman PA. Breaking the cycle: measures of progress 1995-2005. JFAS
int. 2006; Suppl 4;e22.

13 Nationat Treatment Agency for Substance Misuse. Engaging and retaining clients in drug treatment. London:
National Health Service; 2004.

* Haskell L. First stage trauma treatment: a guide for mental health professionals warking with women. Toronto:
Centre far Addiction and Mental Health; 2003,

* tones HE, Martin PR, Heil SH, Kaltenbach K, Selby P, Coyle MG, et al. Treatment of opioid-dependent pregnant
women: clinical and research issues, ] Subst Abuse Treat; 2008 Oct; 35({3)245-59,

15 winklbaur B, Jung E, Fischer G. Opicid dependence and pregnancy. Curr Opin Psychiatry. 2008;21(3}:255-9.

7 Centre for Addiction and Mental Heaith, Exposure to psychotropic medications and other substances during
pregnancy and factatien: a handbook for heaith care providers. Toronto: Centre for Addiction and Mental Health
and Motherisk; 2008.

® The PRIMA {Pregnancy-Related Issues in the Management of Addictions) Praject [Internet). Ordean A, Midmer O,
Graves L, Payne S, Hunt G, the PRIMA Group. Toronto: Department of Family and Community Medicine, University
of Toronto; 2008. Opiates [updated lune 2008; cited 2009 Mar 5]. Available from:
http://www.addictionpregnancy.ca/opiates.html.

% tones HE, Martin PR, Heil SH, Kaltenbach K, Selby P, Coyle MG, et al. Treatment of opicid-dependent pregnant
women: clinical and research issues. J Subst Abuse Treat; 2008 Oct; 35(3)245~589.
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4.2 Guiding Principles

1. Respect is key: Guilt and shame about substance use, fear of being judged and of having
children removed are major barriers to care. A respectful approach acknowledges that change is
a process and meets women at their stages of change. ™

2. Informed choice: All women who are pregnant and using substances are informed by their
health-care providers of their choices and rights at ali steps of the care pracess. Side effects of
methadone treatment are described and discussed.

3. Working from strengths: Strengths and protective factors of each woman, her family and
community are recognized and enhanced.”

4. Reducing harms: Helping women reduce the harms associated with substance use, such as
tacilitating access to general medical care, addressing homelessness, and providing other
supports will improve outcemes for women and children.

5. Addressing violence: Understanding the impact of violence against women, including the high
incidence of post-traumatic stress disorder {PTSD).

6. Culturally sensitive care: Understanding cultural, racial and religious differences in the provision
of methadone care,

7. Respecting all goals for change in substance use along the continuum from reducing use to
abstinence, using early intervention strategies, medical and psychological treatment and follow-
up supports.

8. Teamwork: All care team members, including the patient, share the decision making,
development, implementation and monitoring of a single service plan.

9. Preserving the mother-infant bond: Supporting measures such as hospital rooming-in and
breastfeeding.

Pregnancy provides a “window of opportunity” to motivate substance-using women to make changes in
their lives.

¥ Rallnick 5, Miller WR, Butler CC. Motivational interviewing in health care. New York: Guilford Press: 2008.

** prochaska JO, Narcross J, DiClemente C. Changing for good. New York: Avon Books; 1994

* Weaver SM. Shame reduction: a model for training child welfare workers on best practices with mothers who
use substances. In: Poole N, Greaves L, editors. Highs and lows: Canadian perspectives on women and substance
use. Toronto: Centre for Addictien and Mental Health; 2007, p. 283-8.
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4.3 Management

Acute withdrawal in pregnancy increases the risk of preterm labour or miscarriage. Rapid uptake into
treatment, active ongoing support and practical measures to encourage attendance are all approaches
that research suggests improves engagement” and continued access to care. Methadone initiation is
maost efficient in an in-patient setting; however, outpatient initiation is practical and appropriate when
in-patient treatment is not an option.

4.3.1 Initial Assessment

« Complete medical history, including substance use history, obstetric history and assessment of
the patient’s risk factors for exposure to infectious diseases

« Assessment for mental health comorbidities

« Assessment of personal safety, nutritional and housing needs

« Complete physical and fetal examination, including measurement of fetal heart rate for baseline
(if the patient is more than 14 weeks pregnant)

+ Compileted Part 1 of the BCPHP British Cojumbia Antenatal Record

» Appropriate laboratory testing, including prenatai blood work, hepatitis C serology and tiver
function fests

« LUltrasound to estimate gestational age of the fetus

« UDT to confirm opioid use, and te provide information about other drug use which is essential in
the treatment planning process—an opioid negative UDT does not preclude admission if the
assessment confirms that MMT is appropriate

4.3.2 Prenatal Management

« An effective dose of methadone is one that prevents withdrawal symptoms and reduces
cravings for 24 hours.

« Anadequate methadone dose will protect the fetus from repeated withdrawal.

« Recent studies have shown that higher doses of methadone do not correlate with the
occurrence or severity of neonatal abstinence syndrome (NAS).**

« Higher doses of methadone are often needed as pregnancy advances due to increased blood
volume, especially in the third trimester.”®

« Split methadone doses may be needed to deal with increased hepatic metabolism and to
prevent day-to-day withdrawal symptoms.”

# National Treatment Agency for Substance Misuse. Engaging and retaining clients in drug treatment. London:
National Health Service; 2004.

14 Berghelta ¥, Lim PJ, Hill MK, Cherpes |, Chennat J, Kaltenbach K. Maternal methadene dose and neonatal
withdrawal. Am ] Obstet Gynecol. 2003;189(2):312-7.

% New South Wales Department of Health. National clinical guidelines for the management of drug use during
pregnancy, birth and the early development years cf the newborn. North Sydney (Australiaj: NSW Department of
Health; 2006.
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« Carry doses shauld only be provided to stable patients. Indicators of stability include negative
random UDTs, safe and supportive drug-free housing, safe methadone storage facilities, and
appropriate relapse prevention plans,

4.3.3 Third Trimester

» The planning arcund hospital admissions for birth should be coerdinated as eariy as possible
between the maternity care teams, the methadone prescriber and the patient.

» [fadosage increase is needed, it can be done in steps of 5 mg to 10 mg per week as an
outpatient. Physicians can consider spiit doses in pregnant women who experience early
withdrawal due to changes in methadone metabotism, to keep the total amount of the dose
down and to even out blood levels over a 24-hour period. For example, two-thirds of the dose
can be teken as DWI in the momning, with the remaining one-third dispensed as carries for the
evening. Note that split dosing can increase the risk of diversion.

4.3.4 Intrapartum

« Methadone is not used as pain control. Regular methadone dosage should be continued and not
caonsidered as part of the pain management plan.

»  Regular labour and delivery pain medication can be used. Epidural anesthesia is the preferred
analgesic method due to altered pain perception in this population. Nitrous oxide may be usefu!
in the second stage. Opicid analgesics may be used but the dose may need to be increased due
to tolerance and the patient must be monitored for somnolence and respiratory depression.

«  When methadone-maintained women present in lahour, methadone can be givenin a
decreased volume of fluid (by arrangement with the pharmacy).

+ If oral fluids are contraindicated, methadone should be replaced with parenteral opioids.

» Mixed agonist/antagonists are contraindicated as they will precipitate acute withdrawal.

+ Sensitivity is needed during intrapartum and postpartum pain management. Many women who
use substances have experienced sexual trauma and PTSD. Vaginal exams or the pain of
childbirth can trigger symptoms which in turn may cause intensification of labour pain.

4.3.5 Postpartum

» Postpartum maternal methadone requirements usually drop due to a decrease in blood volume
and changes in metabolism. Consequently, the dose may need to be decreased over a few days
or weeks. A split dose will generally no longer be required.

« Daily witnessed ingestion of methadone for unstable patients is recommended. It may be
difficult for new mothers to go to the pharmacy daily, therefore the risks versus the benefits of
granting carry privileges must be carefully considered.

% Jones HE, Martin PR, Heil SH, Kaltenbach K, Sefby P, Coyle MG, et al. Treatment of opicid-dependent pregnant
wamen: clinical and research issues. ] Subst Abuse Treat; 2008 Oct; 35(3)245-58.
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« Continuation of methadone is a joint decision between the patient and her physician. Stahility is
the goal, and if patients choose to withdraw from methadone, they shouid be informed of the
risk of relapse and offered relapse prevention strategies.

4.3.6 Breastfeeding and Methadone

+ Breastfeeding is compatible with MMT, regardless of the maternal dose.””®

« Breastfeeding is contraindicated in active substance abuse and in HIV-positive patients.
« Studies to date evaluating the effect of breastfeeding on HCV transmission indicate that
breastfeeding does not appreciably increase the risk of transmitting HCV to a neonate.

4.3.7 Urine Drug Testing (UDT)

« UDT is always collected at the initial visit to confirm opiocid use. Results also provide information
about other drug use. This information is essential in the treatment planning process.

s  Pregnant patients shouid provide UDTs at the same frequency as other MMT patients
depending on stability,

s A paositive UDT or self-reported drug use is not an indication for an involuntary taper or
withdrawal from methadone and should never preclude medical care. Even with continued use
of filicit drugs, continued contact with health-care providers improves pregnancy outcomes and
buiids trust. Unstable patients must remain on daily witnessed ingestion.

+ Carries are a privilege and should only be granted to stable patients (e.g. negative UDTs, safe
hausing, and relapse prevention plans in place). Carry privileges are not recommended for
pregnant wamen who do not provide random UDT.

4.3.8 Prenatal Methadone Withdrawal Management

» The standard of care for pregnant opioid-dependent women is MMT throughout pregnancy and
postpartum. However, some patients insist on detoxification from all drugs during pregnancy.
Patients insisting on withdrawal or tapering should be informed that the risk of relapse with
dose reduction or discontinuation of methadone in pregnancy is high and no less than in other
patients.

« The patients who are most likely to be successful in withdrawal during pregnancy and to remain
drug free are those who have had prolonged stability on methadone, have had drug treatment
including relapse preventicn and are socially stable.

¥ jansson LM, Choo R, Velez ML, Harrow C, Schroeder iR, Shakleya DM, Huestis MA. Methadone maintenance and
breastfeeding in the neonatal period. Pediatrics. 2008;121(1):106-14.

® Wilbourne P, Wallerstedt C, Dorata V, Curet LB, Clinical management of methadone dependence during
pregnancy. } Perinat Necnatal Nurs. 2001;14{4}:26—45,
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4.3.9 Neonatal Abstinence Syndrome {NAS}

« Some infants exposed to opivids during pregnancy undergo withdrawal. If withdrawal occurs,
the onset of symptoms depends on the half-life of the substance used and when the fast dose
was taken.

« The occurrence and severity of NAS does not correlate with higher maternal methadone dose.

+ NAS is always a diagnosis of exclusior.. When NAS is suspected, other diagnoses such as
hypoglycemia, hypocalcemia and sepsis should be ruled out first.

= Infants of mothers who used prescription drugs during pregnancy, especially benzodiazepines,
barbiturates and antipsychatics, as well as alcohol and nicotine, may have neonatal withdrawal
symptoms for a longer duration,

« Rooming-in with the infant, frequent skin-to-skin contact and cuddling is encouraged. This
increased contact results in a demonstrated reduction in the need to treat opioid-exposed
infants.”

4.3.10 Child Protection

Pregnancy is an ideal time to assess a mother’s social situation and to engage her in positive planning for
a healthy pregnancy and a healthy baby. Planning should be a coordinated effort, invoiving the health-
care team and patient, as well as supportive family members, community support agencies, and child
protection and sccial workers.

« Once patients have consented to the exchange of information, all necessary health-care
providers, including physicians and community-based resources, are encouraged to participate
in an integrated process to coordinate care. Advance care planning should result in additional
supports for the patient and allow her to play a key role in planning for her and her newborn’s
care after birth.

« The provincial Ministry for Children and Family Development (MCFD} can be involved in a
supportive role during pregnancy with the patient’s consent, and this partnership leads to the
hest outcomes for the infant.

« There is nc legal obligation to report any cancerns regarding a pregnant woman'’s care to child
protection authorities, including methadone use in pregnancy; however, each patient should be
informed that if there are protection concerns, a report will have to be made once the child is
barn,

« The BC Representative for Children and Youth may also be contacted to support children, youth
and families who need help in dealing with the child-serving system. It advocates for vulnerable
children and youth up te the age of 18 and is particularly concerned with children in government
care.

% Abrahams RR, Kelly SA, Payne 5, Thiessen PN, Mackintosh J, Janssen PA. Rooming-in compared with standard
care for newborns of mothers using methadone or hergin, Can Fam Physician. 2007;53:1723--30.
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+ The MCFD provides child protection services under provincial child welfare legistation, the Child,
Family and Community Service Act (CFCSA).

« Section 13 of the CFCSA describes the circumstances when a child needs to be protected.

» Section 14 of the CFCSA describes the health-care professionai’s duty to report the need for
protection. Nate that the actual determination of whether an infant is at risk for harm, neglect
or abuse can anly be done by appropriately authorized individuals.

« Access to medical recards for the purpose of assessing the infant’s safety by these persons must
be in accordance with statutory and legal authority.

5. Patients with Comorbid Conditions

Opioid dependent patients must be screened for specific comerbidities given the prevalence in this
patient population. A specific treatment plan needs to be documented in the physician’s overall
treatment strategy for these conditions.

5.1 Hepatitis C

Over 80% of people who inject illicit drugs are hepatitis C positive.> All patients considered for MMT
must be tested for hepatitis A, B and C, and serum fransaminase levels. Periodic retesting for hepatitis C
is indicated when risk-taking behaviours continue.

Flow sheets such as the Liver Function Record should be used to track liver enzymes and help determine
when referral for definitive hepatitis € treatment is indicated.

5.1.1 Management issues

Hepatitis C management should focus on the following areas:

1. Lifestyle
« emphasize abstinence from alcohol
« discuss appropriate diet
« advise use of condoms in non-monogamous sexuat encounters
2. Immunization
« vaccinate for hepatitis A and B, and provide cther relevant vaccinations
3. Treatment
« initiate treatment or refer to a physician with expertise in hepatitis C treatment when
indicated

3 patrick DM, Tyndali MW, Cornelisse PGA, Li K, Sherlock CH, Rekart ML, et al. Incidence of hepatitis C virus
infection among injection drug users during an outbreak of HIV infection. CMAI. 2001;165:889-95.
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5.2 HIV/AIDS

People who inject illicit drugs are at high risk for contracting HIV and MMT is amang the best ways to
prevent HIV transmission in this population. Some MMT patients will ke HIV positive on entry into
treatment or may acquire BIV during treatment, if they continue to engage in other high-risk
behaviours.

Among other potential benefits of MMT, stabilization on methadane may make it easier for HIV-positive
opioid-dependent patients to comply with HIV treatment regimens. Priority access to MMT should be
provided whenever passible for HIV-positive patients because of the individual and public health
tonsequences of untreated HIV infection, especially in the intravenous drug-using population.

5.2.1 Management Issues

HiVY management shouid focus on the following areas:

1. Education
« provide education an sexual contact precautions and needle sharing
2. Immunization
» immunize for hepatitis A and B
« immunize for tetanus toxoid, pneumococcal vaccine and influenza vaccine
Testing and monitoring
» consider testing for tuberculosis and syphitis
« moniter CD4 counts and viral load
4. Treatment and referral
« refer to an infectious disease specialist for assessment and treatment plan
« many HIV medications interact with methadone-—dose adjustments may be required

o

5.3 Mental Health Issues - Concurrent Disorders

Lifetime prevalence for ancther Axis | co-occurring disorder in substance dependent patients is at least
30%. Depression, anxiety, bipolar disorder, eating disorders and process addictions (compulsive
gambling, sexual and internet behaviours, etc.) are common, as are Axis |l disorders.

tdentifying and providing treatment for patients with mental iilness improves MMT autcomes, such as
reducing substance use and improving treatment retention.™

i King VL and Brooner RK {1999). Assessment and treatment of comorbid psychiatric disarders. in: Strain EC,
Stitzer ML editors. Methadone treatment for opicid dependence. Baltimere: Jahns Hopkins University Press. p.
141-65.
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5.3.1 Management Issues

The initial assessment should always include screening questions for comorbid mental illnesses. Past
psychiatric treatment, a family history of mental iliness and drug-free periods are all important
considerations when assessing for mentatl illness independent of substance use.

it may be difficult to determine whether a psychiatric disorder is primary or secondary to substance use.
Alcohol, for example, may cause symptoms which present as mental illness (such as bipolar or
depression) or may interfere with the management of an underlying mental illness. The distinction may
be clearer, as in the case of a rapidly resolving psychotic state, on cessation of cocaine use. In order to
differentiate primary from secondary psychiatric disorders, a skilled assessment is required that takes
into account symptom progression during substance use and periods of abstinence.

Substance dependent patients also have a significantly higher incidence of mental, physical and sexual
abuse. ldentifying and providing focused counselling may be beneficial in assisting recovery.

Although referral for further assessment and treatment is still a considerable challenge, concurrent
disorder clinics and in-patient treatment options are increasingly available. Health Canada’s Best
Practices — Concurrent Mental Health and Substances Use Disorders further outlines guiding principles
for the treatment of concurrent disorders.

5.4 Polysubstance Comorbidity

The benefits of MIMT are reduced in the setting of continued psychoactive substance use. Polysubstance
misuse {both prescription and illicit} is the norm amaong opioid-dependent patients. All patients reguire a
comprehensive assessment that includes a detailed inventory of drug use and an individualized
treatment plan.

5.4.1 Management Issues

Stimulants

Patients may meet criteria for opioid dependence when the drug of choice is a stimulant. Failure to
recognize stimulant-use disorders will undermine methadone treatment outcomes. A trial of methadone
treatment may be appropriate but a stimulant management plan must be in place from the cutset.
Methadaone treatment should only be continued long-term if objective benefits can be dotumented.

Alcohol

Alcohol use poses unigue concerns in methadone maintenance patients. The risk of overdase is
increased, given the synergistic respiratory depressant effect alcohol has with methadone. In addition,
alcohol interferes with the metabolism of methadone. In its early stages, problem drinking has the
potential to induce hepatic enzymes which can accelerate methadone metabalism. At later stages, liver
failure can precipitousty reduce a patient’s tolerance to methadone. These complicated interactions
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underscore the need for physicians to appropriately screen and monitor for alcohot use disorders and
provide intervention and treatment,

Sedative-Hypnotics Including Benzodiazepines and Z Drugs

Comeorbid sedative-hypnotic use poses another set of unique challenges. Like alcohol, these drugs have
a synergistic respiratory depressant effect when used with methadone and may increase the risk of fatal
overdose. Multidoctoring for sedative-hypnotics is comman. It is the responsibility of the methadone
prescriber to review PharmaNet profiles regularly. Afl psychoactive substances act through a final
common end pathway in the brain and therefore sedative-hypnotics are refatively contraindicated in
patients with addiction disorders.

Marijuana

Continuing use of a psychoactive substance such as marijuana can undermine treatment focused on
developing non-chemical coping strategies. While there is controversy as to whether marijuana causes
an “amotivational syndrome,” there is evidence that psychosis, anxiety and mood disorders, and
permanent cognitive changes can occur secondary to chronic marijuana use.

Physicians considering the provision of support for medical marijuana exemption should review the
College’s guideline Marijuana for Medical Purposes.

Tobacco
Tobacca consumption rates are comparatively high for those with addictions to opioids, which means
tobacco-relatad disease and associated martality are significant long-term risks to their heaith.
Physicians with MMT patients are encouraged to
« inguire about their tobacco use and advise them to quit
« assistin an attempt to quit {and, if appropriate, offer medication support from the BC Smoking
Cessation Program), and
« arrange for follow-up (the QuitNow BC referral program is availabie to offer behavioural
support}.

6. Hospitalized Patients

Methadone maintenance patients are commonly hospitalized. These patients will have to have their
methadone prescribed by a physician who has one of the following:

« afull authorization to prescribe methadone for opioid dependence

+ atemparary authorization to prescrihe methadone

« a hospitalist authorization, which is a hybrid of a full exemption to prescribe methadone for
analgesia and a limited authorization to prescribe methadone for opioid dependence, for in-

hospital use only

College of Physicians and Surgeans of British Columbia 44
February 2014

Page 124 MSD-2016-61893




Methadone Maintenance Program: Clinieal Practice Guideline Special Populatians

Physicians prescribing methadone for hospitalized patients are expected to adjust the dose as clinically
indicated. Physicians with temporary or hospitalist methadone authorizations may write short bridging
methadone prescriptions for patients discharged from hospital, after which patients should return to
their community prescriber.

Hospital-based physicians are encouraged o obtain hospitalist authorizations to prescribe methadone,
These are granted after physicians attend the College-sponsored Hospitalist Workshop (held in
conjunction with the Methadone 101 Workshop} and undergo a brief interview with the deputy
registrar.

The role of the haspitai-based physician is to:

« determine if methadone continuation is appropriate

« determine the dose and frequency of administration

« reassess and adjust the dose as clinically indicated

» facilitate transfer of care to the community physician an discharge

The Hospitalist Workshop is offered ance or twice a year to educate physicians on the management of
hospitalized patients for both opioid dependence and analgesia.

Management of hospitafized methadone patients should include:

« appropriate patient assessment, including confirmation of current and last dose

. assessment of current substance use, medications and medical conditions affecting methadone
pharmacokinetics

« contact with the community methadone prescriber

+ pain management

« infarming community physicians about discharge information

7. Provincial and Federal Corrections Facilities

7.1 Provincial Corrections Facilities

There are nine adult carrectional and three youth custody centres in British Columbia, with over 25,000
admissions per year. Health-care services are provided in each centre. All centres but ane, a remote
camp with limited access to health-care services on weekends, provide for continuation of methadone
and Suboxone, All medical infarmation is confidential and restricted to heaith-care providers only.

Transfer forms are completed upon admission. PharmaNet profiles are reviewed and patients sign a
standard BC Corrections methadone patient agreement. BC Corrections advises cammunity physicians
by fax when their patients are in custody. An admission UDT is provided by all inmates. Frequency of
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subsequent testing is individualized and included as part of the treatment plan. Only physicians working
within correctional and youth custody facilities are able to prescribe methadone for inmates. Alt
physicians warking in BC Carrections have current methadone authorization. Methadone doses are
individualized and administered by nurses using daily witnessed ingestion pretacol. Drug counselling,
education and mutual help meetings are available in most centres and participation is strongly
encouraged.

When released, MMP patients are transferred back to a community prescriber. The health-care staff or
the inmate makes an appointment with the community prescriber. To facilitate transfer of care a short-
term DWI prescription is faxed to a pharmacy chosen by the inmate. Many inmates are released without
notice immediately following their court appearances. In these cases, arrangements for methadone
prescriptions and follow-up appointments are exclusively the responsibility of the patient.

7.1.1 |Initiation of Methadone Maintenance Treatment

Initiation of methadone maintenance in provincial correctional facilities is increasing. High volume and
short periods of incarceration {generally under 30 days) preclude initiation of many inmates. Inmates
are selected according to criteria outlined in this guideline, but with the additional criteria of being
medically stable and being Incarcerated for substantial periods of time.

7.1.2 Drug Treatment Court of Vancouver

The Drug Treatment Court of Vancouver is a voluntary alternative to incarceration available to some
offenders charged with drug-related offences. Once accepted inte the program, patients receive
intensive substance dependence treatment as well as medical and mental health care. Both methadone
initiation and continuation feature prominently in this program.

7.2 Federal Corrections Facilities

Federal correctional institutions house inmates serving sentences of two years or more, with most
sentences exceeding three years. Correctional Service Canada offers a comprehensive methadone
maintenance treatment program with extensive mental health, substance dependence, medical and
risk-behaviour assessment. Patients are screened regarding need and suitability for this treatment
program. Methadone initiation is available whenever appropriate, and ail inmates already enrolled in
the Methadone Maintenance Program and receiving Suboxene are continued on maintenance.
Extensive counselling is available and strongly encouraged.

&. Patients Who Wish to Travel

Long-term MMT limits patients’ ability to travel. If patients receiving MMT wish to travel for a period of
time that exceeds their regular carry period, patient and public safety should not be compromised.
Physicians should not authorize carries for patients whao are unstable even if patients are planning to
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travel unless a documented risk-benefit assessment outlines the reasons for granting the carry for
travel.

Physicians who are concerned about prescribing carries for travel shouid confirm travel plans when
possible. Physicians may assist with arrangements for DWI at pharmacies in other locations but this is
not always possibie. Physicians may also assist by faxing prescriptions or liaising with the destination
pharmacist although they cannot guarantee the dispensing which will not be covered by PharmaCare.

Physicians who agree to provide methadone carries for travel may offer patients the option of a
prescription for Metadol tablets instead of solution, Metadol tablets are not covered by PharmaCare for
opioid dependence and should be prescribed on the regular controlled prescription form and not the
methadeone prescription pad.
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The authorization to prescribe methadone for analgesia is separate from the authorization to prescribe
methadone for gpioid dependence.

Physicians wishing to obtain an exemption under section 56 of the Controlled Drugs and Substances Act
for an authorization to prescribe methadone for analgesic purposes must foliow the BC Methadone

Program appiication process.

Required readings for physicians who prescribe methadone for pain include the Canadian Guideline for
Safe and Effective Use of Opioids for Chranic Non-Cancer Pain, developed by the National Opioid Use
Guideline Group {NOUGG). This guideline has been adopted by the College of Physicians and Surgeons
of British Columbia.
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Bell, Sharon Headquarters SDSLEX

From: Tupper, Kenneth HLTH:EX
Sent: Thursday, March 31, 2016 10:43 AM
Ta: Harrington, Molly SDSLEX; Ross, lan SDSEEX; Glynn, Keva HLTH:EX; O'Briain, Warren W

HLTHEX; Ty, Marie HLTH:EX; Power, Stephanie A HLTHEX, Moneo, Mitch HLTHEX;
Perkin, Kathleen M HLTH.EX; Wong, Michelle HLTH:EX; Veillette, Kelly HLTH:EX; Borowko,

Whitney SDSLEX; Bryan, Frances HLTH:EX; Gurney, Taro SDSLEX

Subject: FW: OST review final draft

Attachments: OAT and Psychosocial Interventions Review Mar 31 2016 draft.pdf;, OAT and

Psychasocial Interventions Review Mar 31 2016 draft.docx; ATTO0001. txt

Hi all - we have received the attached document {in both PDF and Word format) from the consultants with the Network
for Excellence in Substance Dependence and Related Harms, providing a review of the literature on Opioid Substitution
Treatment counselling and payment and recemmendations for government, for discussion in our meeting this

afternoon. We'll bring a few hard copies to the meeting.

Just a reminder that the meeting is in the Galiano room, in the basement of 1515 Blanshard Street.

Here is the proposed agenda:

1:00-1:10 - welcome and introductions

1:10-1:40 p.m. Presentation of findings & recommendations (consultant team - Cheyenne lahnson & Dr. Keith

Ahamad}
1:40-2:30 p.m. Discussion (all participants)

2:30-3:00 p.m. MaH & MSDSI in camera discussion {Cheyenne and Keith leave)

Thanks!

Kenneth Tupper, Ph.D.

Director, Problematic Substance Use Prevention
British Columbia Ministry of Health

ph: 250-952-3207

email: kenneth.tupper@gov.bc.ca

-----0Original Message-----

From: Cheyenne Johnson [mailio:chevenne.johnson@cfenet.ubc.cal
Sent: Thursday, March 31, 2016 9:46 AM

To: Tupper, Kenneth HLTH:EX

Cc: Perkin, Kathleen M HLTH:EX; Keith Ahamad; Emily Wagner
Subject: Fwd: final draft

Hi Kenneth,
Please see attached report for today’s discussion.

Best,
Cheyenne
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Psychosocial Treatment Interventions and
Payment Methods for Opioid Agonist
Treatment:

Review and Recommendations
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Patient Psychosocial Treatment Intervention
and Payment Methods for Opioid Agonist
Treatment:

Review and Recommendations

Executive Summary

The BC Ministry of Health commassioned the Network for Excellence in Substance Dependence and
Related Harms (“the Nciwork™) to undertake two related projects, the findings of which are presented in
this report. The first objective was to summarize best practice evidence on how counselling and
psychosocial treatment interventions affects health and social outcomes for individuals receiving opioid
agonist treatment (OAT), and to provide recommendations to the Ministry for consideration on how fo
improve the provincial OAT system with respect to provision of such services. Provincial and national
recommendations for inclusion of psychosocial treatment interventions in QAT were considered.

To address this question, the Network conducted a systematic review and identified peer-reviewed
articles, including two Cochrane Cellaboration meta-analyses that have considered this question. Results
from the studies reviewed suggest that when included in OAT, counselling and psychosocial treatment
mterventions do not lead to additional improvement in treatment retention, treatment compliance, or
opioid abstinence rates compared to the standard OAT medical management approach, and as such,
should not be considered as necessary components of OAT.

The second objective was to conduct an environmental scan of service and payment models for OAT in
other jurisdictions, and provide evidence-based recommendations for funding mechanisms that could be
applied in BC to maximize refention and minimize barriers to OAT. A national and international
environmental scan of payment models for QAT was undertaken using a variety of methods, including
document reviews, a scientific literature review, and informal consultation and interviews. An informal
survey of 20 private climics within BC also was conducted to understand patient user fees. The
documents reviewed included OAT system reviews and indicator reports for British Columbia, as well
as provincial program evaluations from Nova Scotia, Manitoba and Prince Edward Island. Provincial
guidelines for OAT were reviewed as well as the Health Canada best practice guidelines. A resource list
is included in the Appendix (Al).

The scan confirmed that although most provinces rccognize the need for more than onc model of
treatment, no province has established a true continuum of care options that reflects the diversity of the
patient population, and/or different levels of treatinent intensity that may be required for different
individuals and over time. As 1s the case with BC, service delivery across Canada is fragmented with
littte communication or collaboration between physician practices and publicly funded programs
providing OAT.
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Summary of Recommendations

Four key recommendations arc madc, each with a number of additional proposed actions. The
recommendations are as follows:

A. Summary of Evidence in the Role of Psychosocial Treatment Interventions in OAT

Recommendation For more information see pages...
1 Evidence-based OAT service components should be [ 10,15
clearly detfined in program regulations and clinical
practice guidelines.
2 Based on research evidence, counselling and: 11,15

psychosocial treatment interventions are not necessary
components of OAT and do not contribute (o better
health outcormes. '

B. Summary of Evidence of Payment Meodels for OAT Prescribing and Physician Care

Recommendation

For more information see page...

With regard fo OAT service models:

1 | The current capacity of publicly funded OT providers | 31
should be optimized, thereby reducing demand for the
more expensive private clinic sector.

2 Barriers preventing primary care '-.p_hysicians from | 31
providing OAT should be eliminated.

With regard to OAT funding models:

3 Based on the roscarch .e‘.vidence that psychosocial | 32

treatment interventions are not necessary components of
OAT and do not contribute 1o better outcomes, these
services should not be directly or indirectly publicly
funded as part of OAT.
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Glossary of Terms

Medical Management: medically focussed unstructured, informal counselling, includes, but is not
limited to, health and wellness checks, support and advice, creating a treatment plan, fostering
medication adherence, supporting compliance with treatment, optimizing dosing, and providing referrals
to appropriate health and social services.

Psychosocial treatment interventions: structured and/or manualized counselling that incorporates
principles of psychoanalytic therapy, cognitive behavioural therapy, inferpersonal therapy, dialectic
behavioural therapy; contingency management, biofcedback, hypnotherapy/subliminal, twelve step
facilitation, family/group counselling.

Counselling: structured, manualized, or theory-based behavioural counsetling that incorporates
principles of, for example, psychoanalytic therapy, cognitive behavioural therapy, interpersonal
therapy, dialectic behavioural therapy. Counselling is considered a type of psychosociat
treatment intervention.

Psychosocial supports: community services, social services, housing, income assistance programs,
vocational training, life skills, legat services, etc.

Note on Preferred Terminology
Opioid use disorder (OUD) is the preferred terminology and is used throughout this document. This
represents a deliberate shift away from the use of opioid addiction or opicid dependence.

Opioid Agonist Treatment (OAT) 1s the preferred terminology and is used throughout this document.
This represents a deliberate shift away from the use of Opioid Substitution Treatment (OST) to refer to
methadone, buprenorphine, and/or buprenorphinc/naloxone maintenance treatment for opioid use
disorder.
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Background

Overview of Opiocid Agonist Therapy Program in British Celumbia

Opioid Use Disorder

Opioid use disorder is a chronic, recurrent medical iliness often associated with co-morbid mental
illness, transmission of infectious discases (i.c., HIV/AIDS, hepatitis C), and premature mortality.!
Opioid agonist therapy (OAT) is widely regarded as both a highly effective treatment for opioid use
disorder and an cvidence-based harm reduction intervention to prevent disease transmission and other
harms related to opioid use. Numerous studies have demonstrated that opioid agonist therapy effectively
reduces injection-related risks, opioid overdosc deaths, and criminal activity, and incrcases the social
functioning and quality of life of patients.” Furthermare, QAT programs have been shown to be safe
and cost-effective’ .

Pharmaceutical Treatment

There are currently two first-line pharmaceutical options available in BC for the treatment of opioid use
disorder, methadone and buprenorphine/naloxone {e.g., Suboxone®). Methadone and buprenorphine are
listed on the World Health Organization’’s Model List of Essential Medicines due to the robust evidence
base for their effectiveness in treating opioid use disorder.”

Methadone is a long-acting synthetic opioid that acts as a mu ()} opioid receptor agonist. In BC, it is
administered as an oral solution (i.e., Methadose®). When administered at a therapeutic dosage,
methadone prevents opioid withdrawal, reduces opioid craving, blocks the euphoric effects of other
opioids, and reduces mortality.®'? Methadone has been shown to be significantly more effective than
non-pharmacological outpatient treatment approaches in terms of treatment retention and suppression of
heroin use.!' Methadone maintenance treatment has also been shown to reduce injection risk bebaviours
and the overall risk of hepatitis C and HIV infection among individuals who inject drugs.*'*"
Methadone administered at higher doses (e.g., between 60—120 mg/day or higher) is more effective than
lower doses in terms of treatment retention and reducing heroin and cocaine use during treatment.' "

Buprenorphine/naloxone was added to the provincial formulary in 2010, and has emerged as viable
alternative to methadone for treating opioid use disorder in British Columbia. Buprenorphine/naloxone
is a combined formulation of huprenorphine, a partial mu-receptor agonist, and naloxone, an opioid
antagenist, which is administered as a sublingual tablet. Buprenorphine acts to prevent opioid
withdrawal and craving, while the inclusion of naloxone is mtended to deter non-medical injection and
diversion. When buprenorphine/naloxone is taken as directed in sublingual form, its naloxone
component has negligible bioavailability and the therapeutic effect of buprenorphine predominates.'®
Iowever, if diverted for injection use via subcutaneous, intramuscular, or intravenous routes, sufficient
naloxone is absorbed to induce some withdrawal symptoms in active opioid users.'” Research evidence
clearly supports the role of buprenorphine/naloxone as a first-line ireatment option for opioid use
disorder. Clinical trials and systematic reviews consistently demonstrate that buprenorphine/naloxone
offers comparable treatment outcomes, with fewer side effects and drug interactions, lower risks of
diversion (i.e., use by individuals who do not have a prescription), and significant safety advantages in
comparison to methadone.'® Buprenorphine/naloxone also demonstrates significant efficacy and
favorable safety and tolerability in specific populations, including youth and prescription opioid-
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dependent individuals."” Compared to methadone, buprenorphine/naloxone remains underutilized in BC
(Figure 1).

Figure 1. Utilization of methadone and
buprenorphine/naloxene in BC, 2010/11-2013/14
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Adapted from: BC Opiocid Substitution Treatment System, Performance Measures 2013/2014, Office of the Provincial Health
Officer, British Columbia Ministry of Health, July 2015.

Opioid Agonist Treatment Prescribing Privileges

Methadone is classified as a controlled drug in accordance with section 56 of the Controlled Drugs and
Substances Act, requiring physicians to be authorized to prescribe the medication via a federal
exemption from Health Canada. British Columbia has benefited from a well-established methadone
maintenance program for the treatment of opioid use disorder, which is stewarded by an appointed panel
of the College of Physicians and Surgeons of BC.”"

Prescribing privileges for buprenorphine/naloxone are also under the purview of the College of
Physicians and Surgeons of British Columbia.®® Currently, physicians require a methadone exemption
from Health Canada and documentation of training before they can prescribe buprenorphine/naloxone, It
is expected that the requirement to hold a Health Canada exemption will be eliminated in coming
months, allowing all prescribers in BC to provide buprenorphine/naloxonc to eligible patients.

Pharmacists in BC must also undergo training and certification in order to dispense opioid agonist
treatments for maintenance purposes, as per requirements of the BC College of Pharmacists.
Pharmacists have an essential role in the OAT program due to restrictions on methadone, which
necessitate frequent dispensation and witnessed ingestion of doses. Buprenorphine/naloxone may also
require witnessed ingestion by pharmacists, but only during initial stages of treatinent. Due to the
favourable safety profile of buprenorphine/naloxone, paticnts can graduate to “take-homc” or carry
doses much earlier than methadone, at the discretion of the treating physician.

Treatment Utilization and Growth
In fiscal year 2013/14, the provincial QAT program included 16,668 patients, a 6% increase from the
previous year and a 61% increase from 2008/09. Although the number of BC physicians able to
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prescribe QAT has increased in recent years, with a total of 365 physicians prescribers reported in
2013/14, these numbers remain criticaily low in terms of demand for treatment, particularly outside of
the Lower Mainland. In contrast, the number of pharmacies and pharmacists dispensing methadone or
buprenorphine for maintenance purpeses has steadily increased since 2008/09, with 881 dispensing
pharmacies reported in 2013/14 (Figure 2).

Figure 2. Number of OAT Patients, Physician Prescribers, and
Dispensing Pharmacies in British Columbia, 2008/09 - 2013/14
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Adapted from: BC Opioid Substitution Treatment System, Performance Measures 2013/2014, Office of the Provincial Health
Officer, British Columbia Ministry of Health, July 2015; and Methadone Maintenance Payment Program Review, Medical
Beneficiary and Pharmnaceutical Services Division, British Columbia Ministry of Health, January 2015.

Retention in treatment and optimal dosing are used by the Ministry of Health to assess overall
performance of the OAT program. In 2013/14, survetllance data indicated that approximately 36% of
new OAT patients remained in treatment after 12 months. By comparison, 12-month OAT retention
rates in Ontario and New Brunswick are reported at 55% and 37% respectively. Dosing level is an
important factor in retaining patients in treatment, as the probability of a patient staying in treatment is
highest for patients maintained on a dose of at least 100 mg of methadone per day. In 2013/14,
approximately 50% of paticnts cnrolled in methadone-based OAT received a stabilization dose of more
than 60 mg of methadone daily, the lower limit of what is defined as an optimal daily dose for
methadone maintenance. Of note, these targets fall short of the goals set in British Columbia’s Healthy
Minds, Healthy People: A Ten-Year Plan (o Address Mental Health and Substance Use in British
Columbia for 60% of new patients starting OAT to be retained in the program at 12 months and 50% of
methadone prescribers to adhere to optimal dose guidelines.
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Section One: Evidence for Participation in
Psychosocial Treatment Interventions in OAT

Background

Psychosocial treatment interventions such as counselling are routinely offered in combination with
methadone and buprenorphine/naloxone treatment for opioid use disorder. Traditionally, it has been
believed that addiction counselling, over and above regular physician-led chronic disease care and
medication management provided in OAT, is important to optimize retention, abstinence and other
patient health oulcomes. As such, additional counselling and/or other psychosocial treatment
interventions currently is considered to be the standard of carc,

British Columbia includes physician counselling of patients as part of the Medical Service Plan (MSP)
fee item for OAT (e.g., TO0039 Methadone or buprenorphine/naloxone treatment). It has been reported
that some providers, especially those associated with private for-profit clinics, require patients to
participate in counselling as part of the trearment regime even when it is not desired.

It is important to note that in this context, counselling and psychosocial treatment interventions are
distinguished from the standard clinical management approach expected of all physicians when caring
for paticnts with complex and/or chronic health conditions. Medical management continues o be an
integral component of OAT (i.e., performing regular health and wellness checks, creating a treatment
plan, providing support and advice, fostering medication adherence, optimizing dosing and compliance,
and giving referrals to appropriate health and social services).

Concerns have been expressed that this practice may be inconsistent with current research, and so the
Ministry commissioned the Network to conduct a systematic review of the scientific literature regarding
the cffectivencss of counsclling and psychosocial treatment interventions as a component of QAT, and
based on those findings, to make recommendations with respect to OAT practice and program
reguiations.

Current Practice

The absence of evidence-based clinical practice guidance, professional standards, training and funding
mechanisms for delivery of OAT counselling and psychosocial treatment interventions in British
Columbia are noted. Sections pertaining to Psychosocial Treatment Interventions in the Clinical Practice
(Guidclincs for the Mcthadone Maintenance Program are vague, poorly defined, and require significant
revisions to align with the latest research evidence. For example, the MMT Guidelines do not explicitly
identify or recommend specific counsclling techniques or psychosocial treatment interventions, or
describe how to best umplement these tools in practice. Guidance on Psychosocial Treatment
[nterventions is sunmarized here (please refer to Appendix A3 for full excerpt):?

» Estabtishing a therapeutic relationship of trust;

» Encouraging open discussion and cxploration of areas of patient’s lifc that can be changed or
modified to support health;

o Identifying barriers and facilitators to achieving treatment goals, discussing and revisiting goals
at subsequent clinical visits;
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Working in unison with a counsellor, referring patients to an independent counsellor, self-help
groups (e.g., NA, SMART), or to other specialized services; and

Ongoing assessment and documentation of progress and change to best match treatment
approach to individual patient needs.

Despite the lack of evidence-based practice guidance and dedicated funding mechanisms to support
counselling in OAT practice, all parlicipants in the provincial QAT program are required to sign a
Methadone Maintenance Program Treatment Agreement and Consent (Appendix AZ2) on enrollment that
states the following:

“Patienis attending a clinic for methadone are expected to be receiving more than jusi
methadone. I agree fo aitend counselling at the clinic or from an alcohol and drug service

provider. I am also willing to involve myself in a support group which will aid my recovery.”

With exception ol BC, Ontario, and Nova Scotia, miost provinces provide addiction services via an
integrated model that incorporates psychosocial services. However, a review of existing provincial OAT
clinical practice guidelines suggest that the majority do not have clear recommendations for inclusion
and operationalization of psychosocial treatment interventions in OAT. Often, practice guidelines
reference the Health Canada Best Practices for Methadone Mamtenance Treatment document (2602),
which describes OAT counselling as foliows {emphasis added):

When they are ready fo do so, clients;joariem‘s should 'hdve access o evidence-based
approaches to counselling to address issues of concern to them. These services should be
provided on an as-rneeded; rather than mandatory, basis. In OAT practice, the term
"counselling" encompaSSéS a wide range of activities which may include, among others:

crisis intervention;

case management, incl uding reférrafs to and Zza;son with other agencies;
individual, one-on-one counseli’zng,

group counselling;

couples or family counselling;

vocational counselling;

substance use counselling;

pre- and post-test HIV counselling, and counselling related to ather medical conditions;
frealth and other education programs;

brief, supportive contacts; and

long-term intensive Supporr.

1t is noted that New Brunswick recently revised OAT program guidance on counselling to align with the
scientific evidence:

"Counselling: In the past, the provision of a formal counselling process (o patients under treatment was
considered essential to moving them towards an optimum health status. In some cases, such was
considered a mandatory condition of ongoing treatment. In contrast, large reviews have questioned the
henefit of counselling in terms of overall results. For that reason, they argue that the lack of availability
of counselling in some situations should not preclude the commencement of Opioid Substitution Therapy

(OST).

10
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From a physician’s point of view, il appears critical (o realize that substance abuse is likely only one of
numerous problems fucing the patient. For that reason, it should never be treated in isolation, but
viewed in the context of other aspects of the patient’s life, for which they may need some assistance. The
physician will then have to determine what resources are available ta provide any additional help for
which the patient may find some benefit.”

Specific clinical practice guidance on counselling in OAT from ali Canadian provinces is included in
Appendix A3,

Review Methodology

To address the question of whether counselling or psychosocial treatment interventions provide
additional benefits 10 QAT and improved patient outcomes, the Network conducted a systematic review
and identified peer-reviewed articles, including two Cochrane Collaboration meta-analyses that have
previously considered this question.

In conducting this review, the following academic databases were searched: PubMed, Web of Science,
the Cochrane Database of Systematic Reviews, and Evidence Bascd Medicine Reviews. Primary
outcomes of interest included retention in treatment, opioid use, and continuous abstinence. Secondary
vutcomes of interest included compliance with treatment, mental health outcomes, HIV- and hepatitis C-
related care outcomes, and where appropriate, outcomes of pregnancy.

Reference lists were reviewed for each article incinded to identify any additional studies missed in the
literature search. Studies evaluating the impact of counselling and psychosocial treatment interventions
in combination with opioid agonist treatment in the context of opioid detoxification (e.g., rapid taper
approaches) were not included in this review. Only studies evalualing outpatient opioid agonist
treatment programs were inchuded in this review. Recommendations were made based on a systematic
review and use of a traditional hierarchy of evidence, whereby meta-analysis of randomized clinical
trials was given the most weight, followed by individual clinical trials, observational reports and expert
opinion.

Summary of Literature Review Results

A recent Cochrane meta-analysis included 35 controlied clinical trials (n=4319 patients) evaluating 13
different psychosocial treatment interventions that were provided in conjunction with methadone (n=28),
buprcnorphine or buprenorphine/naloxone (n=6), or Ilcvo-u-acetylmethadol (n=1) maintenance
treatments.?* Along with analyzing the interventions as a whole group, the authors also subdivided the
interventions into the following types: behavioural interventions (n=3), psychoanalytic-oriented
interventions (n=3), counselling interventions (n=3), and other types (n=2). Primary outcomes were
retention in freatment and abstinence from opioid usc during treatment and at completion of the study.
Compared to standard medical management (i.e. routine medication management and limited
counselling as part of QAT prescribing), structured psychosocial programs did not provide additional
benefits in terms of retention in treatment or abstinence from opioids. In terms of heterogeneity, among
the 35 trials, the authors identified evidence of a positive effect of behavioral interventions when the
studies were stratified by type of intervention: pooled results from studies of contingency management-
based approaches showed a small but significant treatment effect on continuous wecks of abstinence.
Further, the authors evaluated the impact of the interventions on compliance to psychosocial programs
and change in psychiatric symptoms from pre- te post-treatment. No differences were found in the
number of psychosocial sessions attended, change in psychiatric symptoms or distress as measured by
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the Symptom Check List -90 scale, or change in depression as measured by the Beck Depression
Inventory.

In addition, 25 additional studies that were not included in the 2011 Cochrane review, including several
that had been published more recently, were examined. These studies evalualed a variety of
psychosocial treatment interventions such as cognitive behavioural therapy, contingency management,
enhanced medical management, web-and phone-based interventions, and structured counselling for their
effects on treatment outcomes. Here, a small number of studies suggested a greater effect from
structured psychosocial programs than treatment as usual on retaining patients in treatment or reducm%
opioid and other drug use.””?” However, four of the reviewed studies were conducted in China®?
where OAT programs may differ from Canadian systems and thus, research findings may not be
applicable to the Canadian context, Perhaps more Importantiy, other study limitations of these posmve
studies include small sample sizes (e.g.. n=52 total) short study duration (e.g., 30 days),?
measurement of drug use by self-report only,p’ 2 impacting the generalizability of these results.

Overall, when this newer evidence is reviewed in its cntlrcty, it conﬁr’ms earllcr imdmgs that structured
interventions were not different from standard medical management in. improving retention Ot
abstinence from opicid and other illicit substances®* Moreover, patient compliance with OAT or
attendance in psychosocial sessions” 240 and patlent s¢'1t151"act1m141"13 were not improved with
enhanced psychosocial programs, and there were no dszerences between groups in addiction severity,
anxiety, or depression indices. 293,5740

While contingency management has been identifled as a useful structured psychosocial treatment
intervention in many studies of stimulant use disorders, it is noteworthy that a dedicated Cochrane
Collaboration meta-analysis of 14 studies evaluating the effcctiveness of contingency management and
motivational interviewing-based interventions among pregnant women enrolled in outpatient illicit drug
treatment {n=1298) reach similar conclusions.” Nine of these studies included subjects on methadone
maintenance therapy, but data from these subjects were not analyzed separately from other studies.
Compared to freatment as usual, the authors reported that psychosocial treatment interventions did not
improve pre-term birth rates, low birth weight, or maternal toxicity at delivery, while two studies did
show a decrease in length of neonatal hospital stay post-delivery in mothers provided with contingency
management. Furthermore, no differences in treatment retention or abstinence were ohserved in the
intervention groups cornpared to control subjeets.

Although the majorlty of research 6 date has focused on methadone-based OAT, controlled studies
suggest that inclusion of counsellmg in buprenorphine/naloxone-based OAT does not result in improved
outcomes. For example, Fiellin et'al. (2006) randomized 166 participants on buprenorphine/naloxone
maintenance therapy to receive standard medical management or enhanced medical management
delivered once per week. Sessions were delivered by trained nurses over a six-month period; both
standard and enhanced medical management interventions were manual-guided, medically focused
counselling techniques, but enhanced management consisted of 45-minute extended counselling sessions
whereas standard management was administered within a standard 20-minute clinical visit.* The
authors found no difference in frequency of illicit opioid use, continuous abstinence rates, or program
retention between groups, and concluded that weekly brief medical management was an effective
strategy for delivery of buprenorphine-based OAT in a primary care setting.*® A similar study conducted
by this research group found that the effectiveness of medical management and cognitive behavioral
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therapy in reducing opioid use and facilitating abstinence did not differ significantly from that of
medical management alonc in the context of primary care buprenorphine-based QAT .3

With regards fo impact on HIV-relaled outcomes and risk behaviours, three studies found that programs
with structured, frequent counselling did not lead to improvements in these outcomes.**** In these
studies, the authors reported on HIV-relevant drug and sex risk behaviours, criminal activity, amount of
money spent on drugs, and illegal income, using the ATDS Risk Assessment and the Addiction Severity
Index. In addition, a study by Tetrault et al, (2012) reported no additional benefit of structured
coumellm% on HiV.related outcomes, such as viral lead, CID4 count, or antiretroviral medication
adherence.” In contrast, a study conducted in China did find that structured counselling and contingency
management had a beneficial impact on HIV and HCV incidence_.%-s.. .

Although participation in 12-step facilitated therapy (i.e;, Narcotics Anonymous) or similar mutual
support groups is often recommended, there have been no well-designed, controlled studies of the
effectiveness of these groups in supporting treatment goals of individuals in QAT programs. While a
small number of observational studies have reported associations between active participation in twelve-
step programs and improved treaiment cutcomes among individuals with substance use disorders,
study design limitations and biases preclude formulation of any evidence-based recommendations from.
these findings. Although findings may not be generalizable to OAT, the effectlveness of twelve step
facilitation (TSF) has been studied more rigorously in treatment of alcohol usc disorder, where no
experimental trial has unequivocally demonstrated the effectiveness of TSF in reducing alcohol use or
alcohol-related problems.’! Finally, it should be noted that the abstinence-based TSF recovery model is
not always supportive of the use of opioid agonist medications for the treatment of opioid use disorder.
Qualitative studics of OAT participant experiences with 12-step facilitalion indicate that underlying
philosophical conflicts, if present, can negatively impact participant engagement and disclosure, and is a
deterrent to regular attendance.*? '

The effectiveness of mandated counselling or support group participation in QAT has also not been well
studied. Several reviews of compulsory and/or coerced substance use treatment have concluded that
overall, the evidence does not support that this approach leads to improved treatment, health or social
outcomes, with some studies suggesting potential harms. ¥ This overarching concept was confirmed in
a recent trial that randomized 300 participants to compulsory versus optional attendance at NA meetings
as a condition of receiving OAT. The authors found no difference in QAT retention or abstinence from
opioids among those required versus those who were not required to attend meetings.®

In sum, the vast majority of controlled, clinical studies investigating the impact of counselling and/or
struclured psychosocial treatment interventions in conjunction with OAT have found no additional
benefit over standard practices. in QAT programs. These findings are similarly confirmed in the
conclusions of systematic reviews and meta-analyses.”**’ A summary of psychosocial treatment
interventions included in this review is included in the Appendix (A4).

It 1s important to stress that with few exceptions, the reviewed studies did include basic medication
management and health care provider interaction as the standard of care, as would be expected with any
other serious chronic medical condition. As such, and given the high prevalence of concurrent social
challenges, medical and mental health conditions in persons with opioid use disorder, careful assessment
and monitoring of emotional and psychological health is always an important component in treating this
disorder.

13

Page 142 MSD-2016-61893




Draft - March 31, 2016

It is also important to emphasize that no high level reviews have examined the impact of health care
provider supports for various psychosocial needs (e.g., housing support, vocational and skills training,
social supports, financial assistance). Imyportantly, previous studies have demonstrated how housing and
other survival needs may have a significant impact on OAT outcomes. > As such, rather than a benefit
of addiction counselling per se, there is likely a benefit of opioid addiction care being offered in the
context of interdisciplinary care teams that are equipped (o address these needs, when possible.

Analysis

Results from these studies suggest that structured and unstructured psychosocial treatment interventions
do not lead to additional improvement in trcatment retention, treatment compliance, or opioid abstinence
rates when provided with routine OAT. There was only weak evidence of additional benefits to
including counselling services in conjunction with standard opioid agonist maintenance treatment.
Controlled efficacy studies of more intensive psychosoctal treatment interventions, such as contingency
management, cognitive behavioural therapy and motivational interviewing in context of OAT have
yielded similarly equivocal results.
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Section One Recommendations

With regard to counselling and psychosocial treatment interventions as components of OAT:

1. Evidence-based OAT service components should be clearly defined in program regulations
and clinical practice guidelines.

2. Based on research evidence, counselling and psychosocial treatment interventions do not
contribute to better health outcomes, and should not be necessary components of OAT.

Research evidence indicates that counselling and psychosocial treatment interventions are no more
effective than standard medical management in improving patient outcomes in the context of OA'T.
Overall, systematic reviews and meta-analyses of studies comparing psychosocial treatment
interventions to standard medical management show that there is no difference in key health outcomes,
including retention in treatment, abstinence from opioids, HIV risk behaviours and mental health
measures. Accordingly, OAT program regulations and clinical practice guidelines should not include
counselling or psychosocial treatment interventions as a mandatory component of OAT,

Opioid use disorder is a chronic, relapsing condition, and medical management is an evidence-based
approach to chronic disease management. It is essential that the vsual clinical medical management
strategies expected of all prescribers when caring for patients with complex and/or chronic health
conditions should continue to be an integral componeni of QAT (i.c., rcgular health and wellness
checks, support and advice, fostering of medication adherence, optimizing dosing, and referrals to
appropriale health and social scrvices).

Proposals for Action:

s [vidence based OAT service components should be clearly defined in program regulations and
clinical practice guidelincs. OAT program regulations and clinical practice guidelines should not
include counselling or psychosocial treatment interventions as a mandatory component of care.

¢ The use of the termy “counselling” in the context of OAT should be clarified in MMT clinical
practice guidelines, OAT program rcgulations and physician fee-for-service billing schedules, to
refer to the usual clinical management approach expected of all physicians when caring for
patienis with complex and/or chronic health conditions (1.e., regular health and wellness checks,
support and advice, fostering of medication adherence, optimizing dosing, and referrals to
appropriate health and soctal services).

e Expectations and clinical guidance for medical management should be clearty articulated in
provincial OAT program regulations and clinical practice guidelines.

s The following statement should be removed from the Provincial Methadone Maintenance
Treatment Agreement: “Patients attending a clinic for methadone are expected 1o be receiving
more than just methadone. I agree to attend counselling at the clinic or from an alcohol and
drug service provider. I am also willing to involve myself in a support group which will aid my
recovery.”
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Section Two: Environmental Scan of OAT
Service and Payment Models

Background

In most Canadian provinces, there are two parallel streams of QAT provision - provincially-funded
substance use services and fee-for-service OAT through individual physician providers, group practices
and private clinics. These two systems tend to operate in isolation from one another, and there are few if
any relationships between prescribing physicians in the community and treatment facilities connected to
the provincial addiction system. Funding delivery models vary considerably, although in all provinces,
the myriad of funding streams and mechanisms used to support OAT appear to contribute to the general
fragmentation and compartmentalization of the system.

Previous reports have consistently described the funding detivery model for OAT in Canada as complex,
confusing, and lacking clarity and transparency. Funding models have also been criticized for not
providing sufficient compensation for interdisciplinary teams involved in OAT service delivery. The
lack of central coordination also impedes OAT service planning, including identified provincial
prioritics to optimize service delivery, reduce wait-lists, increasc retention, improve patient and
population health outcomes, and eliminate structural and systemic barriers to accessing treatment.

The Ministry commissioned the Network to conduct an environmental scan of service and payment
models for OAT prescribing/physician care in other jurisdictions, and provide recommendations for
funding mechanisms for OAT prescribing that could be applied in BC to maximize retention and
minimize barriers to OAT. A particular focus of the environmental scan was to describe existing funding
and service delivery models for counselling, psychosocial treatment interventions and supports in the
context of OAT.

Scan Methodology

The environmental scan was conducted using a variety of methods, including document reviews, a
scientific literature review, and informal consuliation and interviews. In addition, an informal survey of
20 private clinics spanning the province was also conducted to determine the amount charged per patient
and explanation for these fees.

The documents reviewed included OAT system reviews and indicator reports for British Columbia, as
well as provincial program cvaluations from Nova Scotia, Manitoba and Prince Edward Island.
Provincial guidelines for OAT were reviewed as well as the Health Canada best practice guidelines. A
resource list is included in the Appendix (Al).

Current Practice — Service Models in BC

In British Columbia, there are three main models of care where OAT-related medical services, including
initial screening and assessment, medication induction, dose stabilization, and maintenance treatment,
can be accessed: physicians in private practice holding methadone exemptions (i.c., participating in the
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Methadone Maintenance Program '’ (MMP)), provincially funded mental health and substance use
treatment programs, and private clinics. Prescribing physicians must hold a valid Health Canada
exemption and must have met training and other requirements as outlined by the College of Physicians
and Surgeons of BC in order to prescribe methadone and buprenorphine/naloxone and provide specific
services related to OAT.

Independent Physicians with Meflhadone Licenses: A number of physicians across the province have
opted to acquire methadone licenses and provide OAT within their usual office -ased practice or through
a public substance treatment clinic or private clinic, both of which are detailed below. Physicians bill
the Medical Service Plan, Fee Item T00039 Methadone or buprenorphine/naloxone treatment, which
pays a weekly fee ($22.85/week) for every patient enrolled in the MMP. In this model, a physician may
have a pre-existing and established therapeutic relationship with the patient, and so is able to tailor their
OAT services to meet their specific neceds and circumstances. However, access o QAT is limited,
particularly in rural and remote areas, mostly due to fewer OAT prescribers than required fo meet
currently increasing demand for care. This shortage requires some patients and their families to travel
long distances to receive treatment, or to turn to private methadone clinics to access treatment.

A major shortcoming of the independent physiciani prescriber model is lack of integration with other
medical care services and supports. Few independent physician practices have formal connections with
their local health authoritics and, as independent businesses, are unlikely to afford other providers, such
as registered nurses and social workers that could connect patients and their families with other health
and social services. In addition, the traditional fee-for-service (FFS) model is increasingly observed to
incentivize volume rather than quality and it 1s widely aCCCpted as encouraging service demand-
generation.

Publicly Funded Mental Health and Substance Treatinent Programs: Health authorities either directly
deliver or fund independent agencies to deliver substance use treatment services. Some programs
provide OAT, although the relative proportion of all provincial OAT that is provided by these clinics
compared to independent physicians with methadone leenses is not easily available, in part due to the
likelihood of physicians associated with publicly funded clinics being paid on alternative funding
arrangcments and therefore not_'_billing MSP Fees. In general, programs capable of offering OAT are
more likely to be found in the larger urban areas. Publicly delivered or funded treatment programs also
are more likely to-be multidisciplinary, resulting in OAT being provided in combination with other
medical and health services at no cost to paticnts and their families.

Some community treatment programs offer low threshold OAT programs that focus primarily on harm
reduction and do not require. patients to participate in counselling or to be abstinent as a condition of

" Physicians wishing to obtain an exemption under section 56 of the Controlled Drugs and Substances Act for an
authorization to prescribe methadone for opioid dependence in the Methadone Maintenance Program (MMP) must apply to
the College of Physicians and Surgeons of BC. The current requirements for obiaining an authorization to prescribe
methadone for opioid dependence are: attendance at the Methadone 101 Workshop sponsored by the Cotlege - famitiarization
with the Methadene Maintenance Program: Clinical Practice Guideline + a preceptorship satisfactory to the Methadone
Maintenance Program + an acceptable review of prescription profile from the PharmaNet database » an interview with a
member of the registrar staff « an agreement to undertake a minimuin of 12 howrs of continuing medical education (CME) in
addiction medicine each year « an agresment to provide after-hours contact information regarding methadone maintenance
patients « an agreement to undergo a practice assessment of methadone maintenance practice within the first year
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treatment. These programs often function over capacity and have lengthy wait lists (ranging from weeks
to months). These programs typically also receive funding from the provincial government to also
provide ancillary services such as addiction counselling and psychosocial supports.

Private for-profit Methadone Clinics: Tn recent years private for-profit methadone clinics have
emerged, often associated with pharmacies dispensing methadone and meostly in high volume urban
arcas. There is a high concentration of these private clinics in the Lower Mainland, Vancouver’s
Downtown Lastside neighborhood, although more recently, they also have been cstablished in larger
cities in Interior Health and Northern Health. The private for-profit clinic business model is based
primarily on revenue from MSP T00639 and MSP P15039 GP Point of Care (POC) FFS, with a
percentage of cach physician’s MSP revenue charged as overhead, plus mandatory patient user fees,
ostensibly for “required counseling services”. As discussed below, patients are required to pay the user
fees or are demied access to QAT. Consequently, private for-profit clinics appear to be more expensive
for patients than would be attending physicians with methadone licenses, practicing in their own offices.

The growth in private for-profit sector is thought to be in response to service demands exceeding the
capacity of the publicly funded sector. However, these service gaps have also led to a potentially
lucrative business opportunity for clinic owners, many of who ca-own dispensing pharmacies, as noted
above. A number of concerns have been raised in regard to the private mcthadone clinic model,
including: private for-profit clinics provide OAT separately from comprehensive substance use
treatment; they include mandatory patient user fees that are likely to pose a cost barrier to accessing
basic OAT; and there may be a conflict of interest inherent in the co-ownership of onsite or adjacent
private methadone pharmacies.

Current Practice — Service Models across Canada

Primary Care Practices: OAT is most commonly provided through iraditional FFS based group or
individual primary care practices across Canada; primary care physician prescribers in every province
are an essential component of QAT scrvice delivery. In the Yukon and Northwest Territories, primary
care practices are the sole provider of OAT, as these regions lack centralized mental health and
substance use treatment facilities with embedded OAT programs.

Provincially Funded Mental Health and Addiction Treatment Programs: With the exception of
Ontario, Nova Scotia and British Columbia, the primary model of service delivery for provincially
funded OAT programs is a comprehensive addiction treatment program. In these specialized settings the
treatment program usually includes screening and assessment, complete medical, mental health and
psychosocial assessments, prescribing, counselling (either individual or group therapy), and ongoing
monitoring, which is delivered by a care team of physicians, nurses, social workers, counsellors, and
pharmacists. Although this model follows Health Canada Best Practices in terms of providing a
comprehensive service, these programs are resource intensive and usually unable to meet demand, with
waitlists ranging from one month to a year. In addition, the centralization of comprehensive scrvices into
regional facilities has resulted in very poor or non-existent access to treatment in rural or remote areas of
each province.

To improve access and reduce wait-lists for provinciaily-funded programs, several provinces have
recently changed their policies towards counselling, shifting from mandatory to voluntary counseliing
services in an effort to reduce per-patient resource and service utilization rates. The rationale for this
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policy change was that health care professionals interact regularly with clients, through prescribing,
screening, and dispensing, and that for many clients, particularly those with established treatment and
personal stability, these brief interactions were sufficient to optimize care and treatment outcormes.

Private Methadone Clinics: For-profit clinics have been established in several provinces in Canada to
meet demand, although this service model is most prevalent in BC and Ontario. In fact, in Ontario,
private clinics provide OAT to approximately half of the total population of patients enrolled in the
program.

Current Practice — BC Funding Models

The customary funding model for OAT physician services is fee-for-service, with the addition of
pharmacy setvices’, and ancillary support services, the latter which may include patient user fees,
especially where private for-profit methadone clinics are the source of care. The following details each
of these funding streams, including separate sections detailing the nature of patient user fees associated
with such private clinics and associated barriers to access,

Physician Fees and Related Service Costs

As noted above, nearly all physicians providing OAT are paid on a fee-for-service basis by MSP. In
recognition of the commonly unstable nature of OAT patients and the need to respond to pharmacy
and/or other concerns potenttally outside of regular office hours, physicians bill a standing weekly fee
($22.85/week) for every patient enrolled in MMP under their care. This fee is billed, regardless of the
number of appointments, time spent with the patient and their families, level and type of care setting,
and/or if the consultation occurs off-hours.

The methadone or buprenorphine/naloxone treatment fee is the only fee payable through MSP for any
visit or medically neccssary service associated with OAT, and must include physician counselling if
provided. This means that the same fee is paid regardless of how comprehensive the service episode is.

Physicians also bill MSP an additional fee to cover costs associated with mandatory urine testing
associated with MMP (§12.29 per test; maximuwmn of 26 tests submitted for compensation per year).

The relevant sections of the MSP billing schedule are summarized in Table 1.

2 The Network is aware of stakeholder consultation and evaluation processes underway for the PharmaCare component of the
provincial QAT system under the leadership of the Ministry of Health. As such, information about the PharmaCare system
included in this report is limited and primarily presented for overall context. [t is ackrnowledged through the
recommendations made in this report that enhanced collaboration across these initiatives may be of value in future,
particularly for informing recommendations, program restructuring and planning, and operationalizing deliverables, using a
system-wide approach as opposed to evaluating each component in isolation.
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Table 1. Provincial MSP Fee Codes and Summary of Physician Services Included

T00039 Methadone or buprenorphine/naloxone treatment..................... $22.85/week

T00039 is the only fee payable for any visit or medically necessary service associated with
methadone maintenance therapy. Services include, but are not limited to the following:

At {east one wsnt per*week wath"the _patient durl'ng the-rmdl_.ietmn of methadone or
buprenorphing/naloxene/methadone or buprenorphine/naioxone stab'hzatmn

At feast two visits per manth with the patient after induction/stabilization on methadone or
buprenorphinemaloxone is complete. Exceptions {o this criterion are where the patient resides/works in an
isplated locale which is a sngnlﬁcant dlstance from the prescr;bmg phys:c;an

“Case management!

Supervised urine drug screemng and mterpretallon of resulis.

) Counseitmg by a physu:lan _

Communication with nen-physician counselior

;"Gomm-umcahon wﬂ:h-.dis-p.enaing!s.u-pemsmg.phaﬂii;ééis____ :

Communication with primary care physician.

:-:Commumcatlon \mth hospltai-based physiclan when patient admztted to hosmtal

Completion and submission of documentation relatmg to registraticn, terminanon or transfer

'__:;Nates The physman does not necessarlly have to have dlrect face-ta—face contact w;th the pat;em far ihese fees
to be paid. Claims for visit fees are not payable in add mo' . Thes fee payable once par wee' per patlent
__ fegardlessofthenumherofwsrtsperweek R S L

P15039 GP Point of Care (POC) testing for methadone or buprenorphine/naloxone
maintenance.........c.cccceeeeeea, PN weseesasrir s s e $12.29/biweekly

315030 slazms per paheni per armu' "

Physicians working in private methadone clinics also submit claims for MSP Fee T00039. The private
clinic charges each physician a percentage of that fee as an overhead charge. In addition, private clinics
may divert some or all MSP payments associated with urine drug screens from the physician to general
revenue. For example, a POC test costs $4 purchased in bulk, is billed at $12.50, and so the profit to the
primate clinics is $8.50. This translates to $221 additional income per patient per year. In this way, a
private clinic with a standard caseload of 200 patients could potentially generate additional annual
revenue of $44,200 from POC tests.

In 2013/14, MSP expenditures (i.e., physician fees) associated with provision of QAT totailed
approximately $13.75 million. Across the province, physician fees filed with MSP have increased since
fiscal year 2001/02, and particularly in recent years with expansion of the QAT program and the
addition of buprenorphine/naloxone to the provincial formulary in 2010 (Figure 3). Over the past five
years, total MSP expenditures attributable to OAT have remained stable in Vancouver Coastal, but have
increased in Isiand Health, Fraser Health and Interior Health, where the number of patients enrolled in
OAT has increased at a faster rate than in the Lower Mainland.
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Figure 3. Medical Service Plan Expenditures for Opleid
Agonist Treatment, 2001/02 - 2013/14
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Adapted from: BC Opieid Substitution Treatment System, Performance Measures 2013/2014, 2012/2013, and 201 1/12.
Office of the Provincial Health Officer, British Celumbia Ministry of Health.

It is noted that physician providing QAT services in Health Authority and/or publicly funded treatment
programs and community health centres are more likely remunerated through alternative funding
arrangements, outside of the MSP funding model. The Ministry of Health Alternative Payments
Program (APP) includes two alternative funding methods - service agreements and sessional contracts.
These payment models tend to be used in health settings where the fee-for-service model is not
appropriate (i.e., some community programs, complex care patients, some hospital-based services such
as emergency, geriatrics and psychiatry, etc.). APP modcls can also be used in geographic locations
where patient service volumes are so [ow that FFS billings do not produce sufficient income to attract or
maintain sufficient physician capacity. A service agreement is generally a part time employment
contract between a physician and the Health Authority based on an hourly rate, while a sessional
contract pays a physician based on 3.5 hours of services. As of April 2016, sessional rates are $440.03
per session for general practitioners, and $519.08 for specialists in the province, as negotiated by the
Doctors of BC.

Although it is possible that physician OAT services may be included in terms of service outlined in
some contract agreements or paid through sessional paymcnts, this can’t be determined. Although
physicians paid through APP models are reguired to “shadow-bili” for MPS services, compliance is low
and so it is not possible to determine when and where OA'T services may be provided.

Pharmacy Services and Costs.

In fiscal vear 2013/14, total BC PharmaCare expenditures for the provincial MMT program were
approximatcly $43.7 million. Professional service fees, including dispensation, interaction and witncssed
ingestion, accounted for approximately 88% of total expenditures, with 78% of these claims attributed to
limited one-day supplies of methadone and associated professional fees charged on a daily basis. It
should be noted here that pharmacies are currently unable to charge witnessed ingestion fee for
buprenorphine/naloxone. If costs associated with buprenorphine/naloxonc prescriptions are included in
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estimated PharmaCare expenditures for OAT in 2013/14, total costs increase slightly to an estimated
$46 million (Figure 4).%"

Figure 4. BC FharmaCare Expenditures for OAT
Program, 2001/02 - 2013/14
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Adapted from: BC Opioid Substitution Treatment System, Performance Measures 2013/2014, 2012/2013, 261 1/12.
Office of the Provincial Health Officer, British Columbia Ministry of Health.

Ancillary Support Services

As noted above, MSP Fee T00039 is intended to include all care delivered o a patient in the context of
OAT, regardless of the number of appointments, time spent with the patient and their families, level and
type of care setting, and/or if the consultation occurs off-hours. Patients who receive addiction
counselling at a publicly funded program: (i.e., provincial mental heaith and substance use services,
community substance treatment clinics) or directly from a physician (i.e., GP, family practice) do not
pay user fees for this service.

Patients referred to or who elect to seek counselling from a private addiction counsellor {e.g.,
psychologist, therapist} pay for these services out-of-pocket. Some may be reimbursed through private,
third-party insurance. The Ministry of Social Development and Social Innovation (MSDSI) provides
income assistance recipients registered in the MMP with an Alcohol and Drug Treatment supplement of
$500 per year, intended to support costs of substance use treatment and ancillary services. Currently
clients registered with private for profit methadone clinic will need o use this supplement to pay clinic
user fees, which typically are not recognized by the provincial Medical Services Plan. In fiscal year
2013/14, $2.6 million was expended through the MSDS! Alcohol and Drug Treatment supplement
program®', although it is not known what proportion of this spending was used for user fees to private
methadone clinics.

in terms of medication costs, the majority of OAT clients in BC are registered in PharmaCare’s Plan C,
which covers 100% of prescription costs for residents receiving medical benefits and income assistance.
Most other OAT clients arc registered in BC PharmaCare’s Plan I, or Fair PharmaCare plan. Fair
PharmaCare registrants pay an annual deductible for eligible prescriptions, and co-payments for
prescription medications and associated fees as determined by net family income. Individuals enrolled in
Fair PharmaCare can either pay co-payments out-of-pocket or through third-party insurance benefits, if
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available. In 2013/2014, the estimated annual cost of OAT medications per patient enrolled was $3,219.
On avcrage, PharmaCare paid $2,742 or 83 per cent of this cost, and patients or private insurers paid the
remaining $477, or 15 per cent. While overail medication costs have increased steadily since 2001/02,
the average percentage of costs paid by patients has remained relatively stable over the past five years
(Figure 5, depicts MMT costs only).

Figure 5. Source of Payment for MMT Medication Costs,
2001/02-2013/14
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Adapted from: Methadone Maintenance Payment Program Review, Medical Bepeficiary and Pharmaceutical Services
Division, British Columbia Ministry of Health, January 2015,

Private Methadone Clinic Patient Charges

Most private for profit methadone clinics in BC charge each paticnt a monthly user fee ranging from $40
to $80. As noted above, patients receiving income assistance can use the MSDST Alcohol and Drug
Treatment supplement to pay or subsidize that user fee. However, as those monthly charges often exceed
the Alcohol and Drug supplement amount, the difference (estimated to be up to be as much as an
additional $25 per month) must be paid out-of-pocket or deducted [rom income assistance cheques.
Importantly it is reported that some private clinics require patients to sign a Fee Authorization
Agreement granting permission for monthly deductions from their MSDSI cheques to pay clinic user
fees. There have been reports of private clinics withholding medically nccessary OAT treatment until
this agreement is in place and payment is guaranteed. This is particularly troublesome in that it creates a
cost barricr to accessing QAT among low income patients. The impact of financial barriers on access to
treatment is discussed in more detail below.

To gather more information about the fee-for-service system in private clinics, a preliminary survey was
conducted of 20 private for-profit methadone clinics spanning the province. They reported that patient
user fees range from $40-65. Two clinics reported that clinic user fees for individuals on income
assistance were higher than for individuals who did not reccive income assistance ($60/month and
$65/month, versus $30/month and $40/month for those not on income assistance), but noted that when
subsidized by the Alcohol and Drug supplement, actual out-of-pocket costs for these patients on income
assistance were lower. This disparity in charges is troubling given it suggests that private clinic user fees
may be gauged to “what the market can bear”, with the Alcohol and Drug supplement being seen as a
predictable source of revenue.
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Of 11 private clinics that provided information regarding utilization of patient fees, 8 clinics described
their monthly patient user fee as a “clinic/facility fee”, 1 chinic reported it was a “doctor and counselling
fee”, | clinic reported the user fee included counselling services, and 1 clinic reported that it covered
counselling provided at time of initial assessment and diagnosis. Overall, this asscssment revealed a lack
of clarity regarding the specific purpose for the clinic user fee and it would appear they are merely an
additional sourcc of clinic revenue.

The high volume of patients scen in some private for profit clinics doesn’t appear to accommodate for
time consuming counselling or support services, such as referral to other health and social service
agencics. Survey responses and informal asscssments suggested that when counselling is provided, it is
more likely to be informal or unstructured as opposed to a structured psychosocial treatment approach.
No instances of addiction counseiling provided by a trained addictions counsellor/professional were
formally or informally identified in preliminary consultations.

Whereas the MSP Fee T00039 is designed to cover include comprehensive OAT services, the above
suggests that the monthly user fee charged by private for profit clinics provides for no additional service.
This suggests that patients required to pay private sector user fecs from their MSDSI Alcohol and Drug
supplement (and in some cases with additional private funds) secure no more services than are provided
free in publicly funded programs, community-based substance treatment programs, and primary care
practices.

The practice of charging user fees is particularly problematic given the evidence that out-of-pocket
payments are a significant barrier to accessing preventive health services, as well as utilization of and
adherence to proven medications.$>® Although patient co-payments and cost-sharing approaches in
health care systems are commonly presented as a cost-containment approach that incentivizes primary
prevention and adoption of a healthier lifestyle, this should be weighed against the proven cffectivencss
of OAT and the known costs of unfreated opioid use disorder. Untreated opioid use disorder is
associated with significant costs related to criminal activity; cmergency department, hospilal and
community health services utilization; lost productivity; overdose deaths and premature mortality; and
incrcasced risk of HIV and HCV transmisston. These costs far outweigh the costs of providing (reaiment;
in the US, it 1s estimated that for every doltar spent on methadone maintenance treatment, there is a cost
savings to the community of $4-813.% Canadian estimates suggest that the average social cost of
untreated opioid use disorder is $44,600 per year, while methadone maintenance treatment costs
approximately $6000 per year. 634 In light of this, attention must be focused on dismantling these
barriers, particularly for low income patients, in order to improve access and retention in proven
treatments for opioid use disorder.

Current Practice — Payment Models across Canada

Physician Services:

In most provinces, physicians who prescribe OAT are paid on the fee-for-service model, funded by the
respective provincial health budgets. Several provinces have specific billing codes for provision of
OAT, including British Columbia, Saskatchewan, Ontario, New Brunswick and Newfoundland. While
BC restricts fee-for-service billing for associated patient care to these OAT specific codes (unless
unrelated clinical services are also provided in clinical visits), other provinces permit use of both OAT-
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specific and gencral mental health biiling codes, such as assessment, counselling, or psychotherapy, for
compensation of services provided.

In 2012, Ontario instituted an additional level of compensation for a “team care” approach to OAT,
intended {o support interdiscipiinary care and ancillary services, however, uptake has been low.
Physicians report that the additional funding is insufficient to support rceruitment and retention of
counselling staff in smaller practices, and use of the “team™ code is linked to restrictions in use of other
billing codes, effectively reducing the total number of billable physician visits and impacting caseloads.
Among provinces that do not have OAT-specific billing schedules, OAT services are compensated
under general substance use asscssment and/or general mental health/addiction codes, including generic
counselling codes. A sunmnary of physician billing schedules for services related to OAT by province is
included in the Appendix (A6).

In all provinces, physicians employed at provincial treatment centres are either paid through fee-for-
service billing as described above, or are salaried cmployccs paid through alternate payment structures
or service contracts. < :

Only two provinces, BC and Ontario, provide additlonal compensation to phySICians for point-of-care
urine testing performed in the context of GAT. In Ontario, this practxue came under scrutiny when it was
reported that some physicians were billing for more frequent urine drug screcns than recommended (i.e.,
two or more urine tests per week). It was suggested that some physicians were using this activity to
generate additional revenue, although some OAT physicians jqu.lﬁed the practice as a means to enhance
patient motivation to maintain abstinence from opioids and other drugs. Patients reported that frequent
urine screens were intrusive and created an atmosphere of mlstmst as opposed to a supportive,
therapeutic relationship between patlent and physunan

In recent years, the Ontar'l'o 'Mmistry -o_f Health has introduced several amendments to the billing
schedule to prevent unnecessary testing, including restricting the number of urine tests that can be
performed per patient, and reducing the amount of compensation received per test. It is noted that the
number of billable urine screens is restricted to 26 tests per patient per year in BC, and excessive billing
for urine testmg has not been an issue in the province.

Pharmacy Serwces 5

In provinces with" provmcml dmg benefit programs, most pharmacies are reimbursed for OAT
medication costs, as well as additional fees for dispensing medication and witnessing ingestion as
required by regulatory Colleges. Several provinces also charge an additional interaction fee.

Medication costs are typically covered in part or in full through provincial insurance plans, with patient
deductibles and co-payment levels determined by family income. Patients who are not eligible for full
medication coverage under provincial drug benefit programs either pay out of their own pocket or
through private insurance plans. Provinces typically provide full coverage for medication and associated
fees for seniors and individuals on income assistance.

Ancillary Services and Direct Patient Charges and User Fees
Across provinces, outside of publicly funded multidisciplinary programs, there is a lack of consistent
funding for counselling, psychosocial treatment interventions, and psychosocial supports as compared to

25
Page 154 MSD-2016-61893




Draft - March 31, 2016

the prescribing and dispensing of methadone and buprenorphine/naloxone. Ancillary services such as
addiction counseliing arec typically not covered through provincial insurance plans unless delivered
through a publicly funded mental health and substance use treatment centre or community health clinic,
If paticnts have third-party, private insurance, private counselling services may be covered, although in
most cases there 1s a cap on amount that can be claimed per year.

The practice of charging patient user fees to access treatment at private clinics varies across provinces.
Private clinics in Alberta charge similar rates to BC, which are on average $45-60 per month. In
contrast, private clinics in Ontario and Manitoba do not charge monthly patient user fees, and clinic
operations are wholly supported through physician fee-for-service billing and revenue from affiliated
pharmacies.

international Service and Funding Models

There is considerable variation in service delivery and funding models for international OAT programs,
with treatment provided in a range of settings (specialty addiction clinics, methadone clinics, community
health centre, general practice settings) and by different health care professionals (physicians,
nurses/nurse practitioners, pharmacists). Determining the optimal service delivery model is chailenging
because few studies have assessed comparative cffectiveness of practice sctting or program structure on
a scale that would be appropriately matched to a population-based provincial OAT program. It is
generally recognized that a stepped care or continuum model that incorporates different levels of
treatment intensity matched to individual needs and circumstances is ideal, but difficult to establish. An
overview of OAT in several international jurisdictions is presented here to illustrate this diversity.

United States. The US has some of the most restrictive public health policies around provision of
methadone maintenance treatment among high income countries. The distribution of methadone is
highly regulated and monifored, and treatment can only be administered in federally approved centres,
with a few exceptions {primarily for rescarch). To qualify as a Federal Treatment Program (FTP),
facilities must be able to demonstrate ability to provide adequate medsical, counseling, vocational,
educational, and other assessment and treatment scrvices.

In addition to counselling provided by a drug counsellor with requisite education, training, or expericnce
to assess the psychological and sociological background of patients, the FTP must be able to provide
HIV risk reduction, pre- and post-test counselling. The FTP must also be able to provide directly, or
through referral to adequate and reasonably accessible community resources, vocational rehabilitation,
education, and employment services for patients who either request such services or who have been
determined by the program staff to be in need of such services. These services must be available at the
primary facility, except where the program sponsor has entered into a formal, documented agreeinent
with a private or public agency, organization, practitioner, or institution to provide these services to
patients enrolied in the FTP. Structured counselling is mandatory in nearly all Federal Treatment
Programs, \a;i}h approximately 98% of outpatients receiving some form of individual or group addictions
counselling.”

Federal Treatment Programs can also administer buprenorphine/naloxone-based OAT, but it 1s less
strictly regulated than methadone and available for prescription outside of the Federal treatment system.
As such, buprenorphine/naloxone is largely prescribed on an outpatient basis from primary-care or
office-based physicians, which typically invelves routine medical management counselling.®*® This
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divergence in OAT delivery systcms has been driven by “The Drug Addiction Treatment Act” (2000),
which enabled all primary care physicians to administer buprenorphine/naloxone following completion
of a short online (raining course, effectively mobilizing physicians to become active partners in the
diagnosis and treatment of opioid use disorder.

Increased uptake of buprenorphine for treatment of opioid use disorder has subsequently been associated
with considcrable public health benefits including: reductions in opioid-related overdose deaths, 870
decreased illicit opioid and other drug use,”' and decreased HIV risk behaviours.” 76 In addition, the
ability to treat opioid use disorder in primary care scttings has been shown to 1m173r0ve other health
outcomes stich as the identification and treatment of other chronic medlcal conditions.

Until recently, QAT was not a Medicaid-eligible expense, and .feWer than 10% of patients eligible could
afford maintenance freatment unless covered by private insurance. Changes are expected with mandated
coverage for mental health and substance use disorder treatment through the Affordable Care Act, but
this data is not yet available and it may take years before benefits are fully realized at the population
level. Although overall there appears to be a trend toward increasing coverage of opioid agonist
therapies, several states have opted to exclude methadone and buprenorphihe from Medicaid pldllb and
have enacting policies that may serve as barriers to access (e.g., prior authorization requirements).”® For
many patients, the cost of sublingual buprenorphine preparations remains prohibitive.

France. Methadone, which was introduced in France in 1993, is initiated only in drug maintenance
clinics, though the prescription may be transferred to:a general practitioner after the patient is stabilized.
There is no registration of users, no biological testing for use of ather substances, and patients are not
required to undergo any typé of counselling. Mcthadone is generally prescribed for a maximum of 14
days with divided doses available every seven days at.the dlqpensmg pharmacy. Prescribing physicians
may atlow longer periods for the divided dose.

France began offering buprenorphine treatment by prescription in 1996. Similar to methadone but with a
longer maximum prescription length of 28 days, buprenorphine is typically prescribed with divided
doscs cvery seven days uniess otherwise ordered by the prescribing physician. Dispensing pharmacists
are expected to provide buprenorphine daily for the first several days and directly observe dose-taking
before beginning unsuperviscd adminisiration.

Methadone is free in clinics, whils buprenorphine is purchased at a pharmacy and reimbursed through
classic prescription coverage, with third party insurance often paying for most or alt of the treatment.
The primary care model adopted in France is credited with mainstreaming and destigmatizing OAT. It
has also resulted in more comprehensive treatment for paticnts - many primary care providers prescribe
both methadone or buprenorphine treatment and antiretroviral treatment to HIV-positive patients,
resulting in a better ability to manage drug interactions.

This policy also allowed for low-barrier access to treatment though primary care physicians for
approximately 65,000 patients per year nationally, engaging ten times more patients in care than the
more restrictive methadone treatment medel, which remains an alternative option. 0 Overall,
approximately 20% of all physicians in France are now prescnbmg buprenorphine to treat
approximately half of the estimated 150,000 opioid users in the country.”” No negative consequences to
general population health or safety have been reported; in fact, opioid-related overdose deaths have
declined by approximately 80% since 1995.°
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United Kingdom. Healthcare policy in the United Kingdom gives priority to the provision of better
access to effective and comprehensive treatment, particularly for vulnerable or excluded groups, and {o
encouraging client retention, recovery and reintegration. Delivery of treatment is through local multi-
agency partnerships representing health, criminal justice agencies and social care services.

Drug treatment in the United Kingdom encompasses a range of available treatments and services
including community and primary care based prescribing, community onec-to-onc and group based
psychosocial treatment interventions to support recovery, and intensive outpatient programs, and quasi-
and full residential drug treatment and rchabilitation supports. Local areas across the United Kingdom
are expected to provide a wide range of services, including information and advice, screening, care
planning, psychosocial treatment interventions, community prescribing, inpatient drug treatment and
residential rehabilitation. In addition, patients are offered aftercare and relapse-prevention programmes,
HBYV vaccinations, testing for IIBV, HCV and HIV, and access to hepatitis and 11V treatment.

Opioid agonist treatment remains the most common treatment in the United Kingdom for opiate users..
Methadone is the most commonly prescribed drug for OAT although buprenorphine has also been
available since 1999, Prescribed injectable methadone and diamorphine are also available in England,
although rarely used as a first-line treatment option.

All direct and ancillary costs of OAT arc covered through national and local budgetary funds. The UK
primarily utilizes a shared care model, where specialists and GPs collaborate to provide OAT, in close
collaboration with community pharmacists ~ the specialist does the assessment, induction and
stabilization. Uncomplicated patients are transferred to GPs for maintenance, and more complex patients
arc retained in specialized care until stable. All patients have access to counselling and drug screening
via specialist — typically at a multidisciplinary care centre. Almost all dispensation is done at community
pharmacies and pharmacists are considered an essential member of the multidisciplinary team.

Alternate and Emerging OAT Service Delivery Models

The recent rise in overdose deaths due to illicit drug use in British Columbia underscores the importance
of developing a coordinated, evidence-based strategy to address the public health harms related to
pharmacecutical and illicit opioids in the province. One key component of this strategy is the delivery of
heaith system interventions that optimize engagement, care and treatment of individuals with opioid use
disorder. To meet demand for OAT from an equitable, patient-centred perspective, it has become
increasingly clear that a true continuum of care options for clinical management of opioid use disorder
must be established. At the same time, it is increasingly recognized that the comprehensive approach
outlined in the Health Canada Best Practices document is not scalable, and is not inclusive of the
increasingly diverse patient population engaged in OAT. Here we briefly review the cvidence for three
approaches to OAT that could be components of a province wide stepped-care model, where treatment
approach is matched to individual needs, circumstances, and preferences: low threshold, primary care,
integrated approaches.

Low-Threshold/High Tolerance Approaches:
Traditional comprehensive QAT programs invest considerable resources in programmatic and ancillary
services that support the biopsychosocial model. In contrast, the low-threshold/high tolerance (LTHT)
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approach utilizes a medical model of addiction, and directs resources primarily towards medical
rnanagement and medication-assisted treatment of opioid use disorder accordingly. LTHT methadone
maintenance treatment programs have been established for specific populations in British Columbia
(i.e., Sheway, Vancouver Native Health Society, Cool Aid Community Clinic, among others), Ontario,
Quebec, Nova Scotia, and New Brunswick.

Typically, these programs target street-involved and marginaiized populations of persons who inject
drugs who may experience multiple barriers to accessing medical care in fraditional settings.
Participation in counsclling or other ancillary services is often not a requirement, urine tests may be
scheduled (not random), and there is increased tolerance of issues that would normally result in
involuntary discharge from treatment (i.¢., positive urine screens, ongoing substance use). The rationale
for this approach is that patients should not denied medically necessary treatment because of structural
or systematic barriers, including stigma and discrimination. Research indicates that this approach is
effective: in St. John, the 12-month retention rate among 86 participants in a LTHT methadone program
was 95%, with 67% of the cohort achlevmg abstinence from illicit opioids and an additional 13%
achieving abstinence from cocaine.” In Toronto, ‘participation in low threshold MMT has been
associated with signilicant reductions in HIV-risk behaviours, inctuding injecting drugs, sharing needles
and other injection equipment, and indirect sharing practices (e.g., front- and/or back-loading).*® Taken
together, these research results strongly support more widespread adoption of low-threshold approaches
in Canada, and affirm the need to re-evaluate the role of counselling in OAT in a broader context.

Primary Care Practice:

Primary care practice can also be considered a low threshold approach, in that patients can access
treatment from a low-bartier setting as opposed. to a publicly funded treatment centre, which often have
extensive wait-lists. Patients may also have an established therapeutic relationship with their primary
care provider and prefer to seek treatment from a provider whom they know and trust. As well, the
emphasis on continuity of care and chronic disease management in primary care settings is well suited to
individuals with-opioid use disorder: “Although opioid use disorder is viewed as a chronic, relapsing
medical condition, currently, OAT patients often do not receive the standard model of care used for
other chromic diseases (e.g., dlabetes heart disease, or cancer), where continuing care is considered a
mainstream appmach

The evidence supportmg effectiveness of primary-care models for OAT provision is clear. In I'rance, the
Methadone Inductiofiin Primary Care for Opioid Dependence study randomtly assigned participants with
opioid use disorder to methadone induction at a primary care clinic or at a specialty chinic: individuals
enrolled into the primary care group were more likely to accept treatment and to have increased
satisfaction with no differerice in treatment retention.®’ The German COBRA study compared
individuals enrolled in large specialised centres with those enrolled in primary care settings and
identified a mggmﬁcantiy higher reduction in criminal behaviour and health risk behaviour in those in
primary care.” Similarly, other studies have reinforced that decreasing barriers to methadone by
provision of access through éJI‘lmdl'y care physicians is safe, equally effective, and increases access to an
essential medical therapy.®** These findings are of particular importance in settings where incidence of
HIV related to drug use remains high. In Vancouver, where a longstanding coilaboration between
primary care providers and community pharmacies has enabled provision of low-thresheld primary care
methadone to marginalized populations, MMT participation has been associated with significantly
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reduced muortality rates (overdose-related and all-cause mortality) and lower risks of HIV
acquisition.**%

Although primary care-based OAT is available and utslized in BC, dedicated efforts need to be made to
expand the number of primary care physicians and practices providing OAT care, particularly in rural
and remote areas of the province, but also in urban centres that are currently dependent on private
methadone clinics to meet the demand for treatment. Multiple factors have impeded wider
implementation of primary care based OAT in British Columbia. These include a lack of medical
education and training in addiction medicine amongst primary care providers, and a paucity of evidence-
based resources to guide practicc. As well, pervasive stigma around substance use can influence
willingness to accept OAT patients in practice. Perhaps of most relevance to this report, physicians paid
through the FFS model report that the current billing schedule for OAT does not provide adequate
compensation for the time and resources required to provide-quality care for patients and families,
particularly for those individuals with complex medical and social needs (i.e., concurrent psychiatric
disorders, HIV/HCV, polysubstance use). Consistent. w1th this, some physmlans have been observed to
refer to the viability of incorporating OAT into prlvate practice as “a numbers game”, requiring at least
200 patients to be sustainable. Re-evaluation of the remunera‘aon for physician. serv10es 1s warranted.

Integrated Approach:

As mentioned throughout, when patients receive addiction treatment, 1t 1s usually eplsodlc and restricted
to specialty care delivery systems that are separate from other systems of medical care, with infrequent
interaction or collaboration with general medical providers, or even the primary care providers of
paticnts engaged in treatment. In Sefting Priorities for the BC Health System (2014), coordinated
primary and community care strategies were identified as a mechanism for shifting the way health care
1s managed and dehvered for mdmduals with substancc use dlsordcrs

There is evidence from the- hterature that coordmaled care models provide the continuity of care
required to meet the complex health needs of some individuals with opioid use disorder, and facilitate
transitions between levels of care intensity. This individualized approach permits patients to graduate
from high- to low-intensity care settings once stabilized on a maintcnance dose, avoiding unnccessary
health care visits, interventions and associated health system expenditures. As well, coordinated care
permits individuals who require more intensive carc at any stage of trcatment to be rapidly transitioned
to specialist care, permitting early intervention and harm reduction. Tn a longitudinal observational
study, OAT patients who received coordinated care consisting of routine physician screening for
substance abuse in primary care, referral to specialty care when needed, and referral back to primary
care when stabilized were followed for nine years. Patients who received coordinated OAT care had
significantly lower hcalth service utilization costs and improved health outcomcs compared to casc-
matched controls who received specialist OAT addiction care that was not tailored to individual needs or
circumstances.*™®® Scveral randomized controlled trials have confirmed this finding, reporting that
patients who receive comprehensive medical care from an integrated program were twice as hikely to be
abstinent from opioids, and had significantly reduced hospital and health service utilization rates than a
comparable cohort receiving non-integrated care.¥®! The establishment of the BC Divisions of I amily
Practice and cfforts to cnhance collaboration between primary care physicians, spccialists and provincial
Health Authorities present a unique opportumty to mobilize this approach. It is noted that this approach
is not without challenges to implementation, including new financial and resource costs, and
establishment of infrastructure including health information sharing, tracking systems and patient
registries.
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Analysis

The scan confirmed that although most provinces recognize the need for more than one model of
treatment, no province has established a true continuum of care options that reflects the diversity of the
patient population, and/or different levels of {reatment intensity that may be required for different
individuals and over time. As is the case with BC, service delivery across Canada is fragmented with
fitile communication or collaboration belween physician practices and publicly funded programs
providing OAT.

A number of issues specific to the BC context were identified, including the need for evidence-based
clinical practice guidelines, more explicit MMP regulations, revisions to the definition of MSP Fee Item
TOO039 to ensurc consistency with research evidence, optimization of current public sector OAT
capacity and likely development of additional capacity to avoid expansion of the more expensive and
less controlled private sector.

Of particular concern 1s the private scctor practice of charging income assistance recipients, a patient
population with extremely limited financial resources, a user fee exceeding their MSDSI Alcohol and
Drug supplement seemingly for services that already are a condition of MSP Fee ltem T00039. Reports
also suggested that private clinics may charge user fees solely as a revenue source, recognizing that
patients on income assistance receive and will use their Alcohol and Drug supplement to cover them.

Section Twoe Recommendations

With regard to OAT service models:

1. The current capacity of publicly funded OT providers should be optimized, thereby reducing
demand for the more expensive private clinic sector.

Proposal for Action:

e Explore strategies to optimize the capacity of physicians with methadone licenses, including
consideration of introducing stepped care models that permit immediate or graduated referral
of low risk users to primary care practices for QAT maintenance.

2. Barriers preventing primary care physicians from providing OA'l should be climinated.
Proposal for Action:

« DBetfer utilize primary care physicians in the prevention and treatment of opioid use disorder
by including them as active participants in development of OAT program regulations and
clinical practice guidelines.

¢ As has been demonstrated in the United States and France, buprenorphine/naloxone can be
administered safcly and efiectively in primary care settings, and expanding access to
buprenorphine/naloxone, particularly in the primary care setting, should be prioritized.
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With regard to OAT funding models:

3. DBased on the research evidence that counselling and psychosocial treatiment interventions are
not necessary components of OAT and do not contribute to bettcr outcomes, these services
should not be directly or indirectly publicly funded as part of OAT.

Proposals for Action:

The following statement should be amended or removed from the Provincial Methadene
Maintepance Treatment Agreement: “Patients attending a clinic for methadone are
expected 1o be receiving more than just methadone. I agree 10 attend counselling at the
clinic or from an alcohol and drug service provider. I am also willing to involve myself in a
support group which will aid my recovery.” as it is not of proven benefit, and not consistent
with or the Health Canada Best Practices for Methadone Maintenance Freatment.

Given in BC the customary QAT providers are physicians rermumerated through FFS by the
Medical Service Plan, Fee Item T00039 Methadone or buprenorphmefnaloxone treatment,
should be amended to climinate the requirement of” Counselling by & physician™. Fee item
P15039 GP Point of Care (POC) testing for methadone or buprenorphine/naloxone
maintenance, is unaffected.

So as to ensure that all patients receiving OAT can be easily connected to other health and
social supports when desired (e.g. specialised behavioral interventions, housing, vocational
skills, legal services etc.), consideration should be given to requiring physicians billing
TO0039 to have formal referral and/or shared care arrangements in place with a publicly
funded treatment program.

In_the case. of private for prbﬁt clinics, where physicians employed or under contract bill
100639, they should be made aware of the definition change to T00039 and be advised that
adherence to the revised OAT/MMP program regulation is a condition of payment.

MSDSI should consider disallowing use of the addiction supplement for the purposes of
OAT-associated counselling or psychosocial treatment interventions. Provision of informal
OAT counselling during routine clinical visits that is equivalent to medical management of
any other chronic condition, and appropriately matched to individual patient circumstances
and needs, should be provided without a user fee being charged to patients.

It is acknowledged that the foillowing recommendations require a morg intensive stakcholder
consultation process, including government representatives, physicians, staff, administrators,
pharmacists and patients who utilize public systems and private methadone clinics to guide decision
making, program restructuring.

In addition, a more comprehensive evidence review and environmental scan also may be required so to
ensure 4 strong evidence base for decisions related to the development of new funding and service
delivery models for OAT in BC. It is anticipated that the evaluation of the Provincial OAT
pharmacy/Pharmacare system currently underway also will contribute to this evidence base.
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Furthermore, it is recognized that in the short ferm, private methadene clinics may be necessary to meet
treatment demands across most regions of the province, and therefore, to minimize any negative impacts
or disruptions to patient care, this process may need to proceed in stages. However 1t is anticipated that
through more standardized management of mcthadone treatment, capacity of the public system can
extend to meet demand.

Summary and Conclusion

The release of Healthy Minds, Healthy People in 2010 established a decade-long vision for
collaborative and integrated action on mental health and psychoactive substance usc in British
Columbia. This comprehensive strategy for improving the provincial approach to mental health and
substance usc sct ambitious goals, including improved professional addiction training and public
cducation, engagement of primary and community care models in substance use disorder treatment,
implementation of evidence-bascd medications and interventions into practice, building complementary
rehabilitation and support service structures that timprove treatmemnt outcomes. An identified priority of
this strategy was to strengthen the medical, pharmaceutical and psychosocial support components of the
Provincial Methadone Maintenance Program to optimize service delivery, reduce wait-lists, increase
retention, improved paticnt and population health outcomcs, and eliminate structural and sysiemic
barriers to accessing treatment.

As we move into the second half of the decade, new challenges have emerged, as have unique
opportunities to affect transformative change in the provincial strategy for addiction care and treatment.
In this context, The Network is firmly committed to working with the Ministry of Health to achieve a
shared vision - a system of responsive and effective health care services that will improve access to
evidence-based treatment and intervention for all patients and families affected by substance misuse in
the province of British Columbia.

The preliminary recommendations enclosed in this report regarding the structure and delivery of the
opioid agonist {reatment program hold potential lo move this agenda forward. The Network has made
several key recommendations:

With regards to psychosocial freatment interventions in OAT:
* LEvidence-based OAT service components should be clearly defined in program regulations and
clinical practice guidelines.
» Based on research evidence, counselling and psychosecial treatment interventions are not
necessary components of OAT and do not contribute to better health cutcomes.

With regards to payment models for OAT prescribing and physician care
e The current capacity of publicly funded OT providers should be optimized, thereby reducing
demand for the more cxpensive private clinic sector.
e DBarriers preventing primary care physicians from providing OAT should be eliminated.
o Based on the research evidence that psychosocial treatment interventions are not necessary
components of OAT and do not contribute to betler outcomes, these services should not be
directly or indirectly publicly funded as part of OAT
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These recommendations are firmly aligned with the Priorities for the BC Health System to achieve a
sustainable system that promotes and sustains health, and provides high-quality publicly funded health
care that best meets the needs of patients and families.
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Keeney E, Saucier R. Lowering the Threshold: Models of Accessible Methadone and Buprenorphine
Treatment. Open Society Foundation, International Harm Reduction Development Program. Feb 2010.
hitps:/fwww.opensoctetyfoundations.org/sites/default/files/lowering-the-threshold-201003 1 | .pdf

BC Ministry of Health. Setting Priorities for the B.C. Health System. Feb 2014. 52 p.
hitp://www.health.gov.be.ca/librarv/publications/year/2014/Setting-priorities-BC -Health-Teb 1 4. pdf
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A2. Methadone Maintenance Treatment Agreement and Consent

BC METHADONE PROGRAM
Coliege of Physicians and Surgeons of British Columbia
3 b 300529 Howes Street Telephone: G02-733-775E &b, 2626
[ wancouver EC WEC OB TolFres: 1-330-451-3033 din BC}
v w“é}"m Wrara. CpIBC.CL Pux: 508-785-0357
oS

Methadone Maintenance Treatment Agreement and Consent

Name

PATIENT IRFORMATION
Sormama Sy mxtma L}
Eatw gEEETT Yot o al tep T ()

1

"~

{ UNDERSTAND AND AGREE THAT:

! 3m peing placed on:

1 & methadone maintensnce peogram for an indefinite period of time or
3 withGrawal program for 3 maximum of months

For tafety reatens, my methadone preseriteer will contacs my famay physician and any other physicizns invotved ‘h my carm, =
order te ensure that each physician 2 fully aware of the oreatment beng provided by the other.

Fatients attending s clinic for methadone 3re expacted to be receiving more than just methadone. | agres to sttend counzelling
3t the dini or from an alconol and drup senvice provider. | am also wiling to invedve myzeif in 3 support group which will 333 my
LT

Methadene 1z 2 kng-achng narcotic, which iz adtictive and 12z abuze potential. i methadone i inappropriataty uzed itic
dangerous and can lzad to death It mest be safely stored and rot be scxessibie 1o other people. especistly children ang non-
toderzat vidneaduaty.

in orcer far methadone to be effective. it tmust be ingested or 1 daily baziz ot the prascorided dossge level sad doses should not
be gitered without mediczl consuitation,

My phyzician wifl sdjust methedone dosage levels, frequency of dizpensing, frequency of dinie visits ang frequency of usine
drug testing in order to provide z3fet eare. My dasing schedule w?f entail datly witneszed ingestion urail | 3m stable, after which
carries may be gradually introduced 3t the dizeretion of my physician

Ho persun ather than myseif may pich up my methacone from the pharmaoy sed { underseand that [ will need to strecd at the
pharmacy diily untit| am gramed carry privileges.

Falure to collect medication from the pharmacy for two successive deys ratses safety concems, whith require that the
medication be withheld pnil the reazen for my nor-ateendznce hos been reviewed by my physician & reducton in methadone
dase may be neceszary afver severil miszed doses.

There will be ne replacamen: of sry loxs. Rolen or zpitled medication.
Medicztion miy rot be picked up eardy from the pharmasey.

Urine for rug testing will be collected by the office mtaff on 2 random baciz a5 judged sppropriste. I may be contictad and groen
12 kours o come to the chinic snd provide 3 unine sample. Failure 1o provite 3 szmple when requested is considered ta be 2
significant program violation and will result in 3 revizion of my treatment plan which may include lass of carmy privieges

Any cold ortampered urine zample will be treated 35 3 seriows program viclation and witl result in 3 revision of my treatment
stan and loss of carry priviteges. Racurrent coid samples and/or tampered urine specmeanz may lead 1o dismizzal from the
Srogram.

The ingestion of any piycheacuve subsitances, whether by prezeription ar puer the cpunter, without a valid indication is not
acceprable. [ understand that ] will be expected 1o notify ANY treating phyzcian that | art on methadont maintenance and that
narcotics snd tieeping pillsfteanquillizers should not be prezeribed unies: there are no alternatives IF | am talong 2uch
medigation 1wl potify my methadone physician 55 so0n6 235 pagsible,
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A3. List of Psychosocial Treatment Interventions included in Section 1 Evidence

Review

.Ac..ceptance. and C.omln'i'tﬁ'len.t”T'hcrﬂap.y'”

Rehavioural therapy with an emphasis on spirituality, mindfulness
and behaviour changes. The aim is to regulate thoughts, feelings ar
other private experiences.

Riofeedback™

Behavioural treatment that aims to relieve anxiety based on the
assumption that certain environmental stitnuli can cause anxiety and
may mofivate further drug use in people atternpting to abstain.

EMG biofeedback attempts to teach people to controt EMG activity.

— : TTIE
Cognilive Behavioural Therapy” ™’
34,4042 44 94-97

Cognitive components include identifying and disputing irrational
assumptions, sensitisation to adverse consequences of drug use,
setting realistic goals and developing positive self-talk. Behavioural
compoitent consists of training in approach of conflict situations,
practicing and identifying assertive communication, identifying and
engaging in pleasant events and rehearsal of behaviour that will lead
to goal attainment.

Contingency Management
Intcrventi0n522‘25‘26'32'39'45‘93'E i3

Behavioural treatment based on positive/negative reinforces to
promote abstinence

This may include pavment or prizes or a take-home pharmacological
treatment dose as a reward for drug free urine or completing a
treatment goal.

Customized Employment Supports' '

Counsellors work intensively with paticiits to overcome barriers that
hinder employment with goal of artaining rapid job replacement.

Enhanced Medical Managememss.m,u T7

30-minute sessions of manual guided counselling focused on bariers
and facilitators of compliance with treatment

' : ERBE T LIR-
Enhanced Methadone Services *+ 7451

i2l

Counselling plus on site medical, psychiatric, employment and family
services with educational, directive and prescriptive interventions.

Uses short-term hehavioural contracts aimed at improving treatment
adherence and getting patients to make lifestyle changes.

Free Mapping and Free plus guide
Mapping'**

Free Mapping: Clients and counsellors construet node-link display
through counselling to facilitate engagement of patients in treatment,
positive feelings about selfftreatment and therapeutic alliance, A
inarker board/large sheet of paper is used for visualization.

Free plus guide Mapping: A preformed “fill in the nede™ is used to
help patients and counsellors examine treatiment related issues

Information-Motivation-Behavioural Skitls
Model'®

A maodel of behaviour change that focused on reducing both drug and
sex risks. All interventions are behavioural approaches and in line
with reinforcement principles.

Rational Psychotherapy Mother’s Group

Supﬁ(;r:tive psychotherapy designed to serve heroin addicted mothers
with children less than 16 years of age which aims to address
psychosocial vulnerabitities and facilitate optimal parenting

Shott term Interpersonal Psychotherapy '

Based on the concept that psychiatric diserders, including opiate
addiction, are associated with disturbances in interpersonat
functioning, which may perpetuate the disorder.
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Thtervention (as defined by autho

Based on theory that uncenscious wishes have a direct impact on
overt behaviour.

“Subliminal Stimulation2

Stimuli are designed to activate unconscious wishes and fantagies in
otder to promote various outcomes such as allaying anxiety or leaving
a person feeling connected to a therapist and more able 1o respond to
treatment.

o2 Aims to help participant feel comfortable discussing his or her

personal experiences and help them identify and work through
problematic relationship themes such as drug dependence and how
problems may be solved without recourse to drugs.

Supportive-Expressive Therapy

N Structured infervention designed to parallel and facilitate participation

in a [2-step program.
Emphasizes acceptance of problem, surrendering control and active
participation in 12-step meetings and program of recovery.

Twelve-step Facilitation
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Ad4. Scan of Provincial Clinical Practice Guidelines and Recommendations for
Psychosocial Treatment Interventions in OAT Programs.

British Columbia

College of Physicians and Surgeons of British Columbia. Methadone Maintenance Program; Clinical

Practice Guideline. Vancouver: College of Physicians and Surgeons of British Columbia; 2015.
https://www.cpsbe.caffiles/pdl/MMP-Clinical-Practice-Guideline . pdf

Page 24:

Many methadonc patients struggle with a number of challenges, such as poverty, lack of education,
exposure to violence, poor nutrition, serious physical or mental health problems and involvement with
the criminal justice system. These probiems are not addressed with the provision of methadone alone.
Methadone programs that do little more than provide a methadone prescription are inadequate;
methadone programs are expected to incorporate a comprehensive biopsychosocial and spiritual
approach to treatment. When counselling 1s integrated into methadone matntenance programs, there are
stgnificant reductions in drug use.11 It is important for methadone prescribers not to adopt the
perception that counselling is a task to be taken on exclusively by other staff or caregivers. All MMT
physicians share this significant responsibility as part of their overall mission to facilitate treatment and,
ultimately, recovery.

4.1 The Methadone Prescriber’s Role

In order to assist the patient in meeting treatment goals, methadone prescribers must establish trusting,
therapeutic relationships with their patients. Physicians need to create non-judgmental, collaborative
environments in which patients feel safe to discuss their concerns. If positive relationships do not
develop, the methadone maintenance program will have minimal benefit. Once constructive
relationships have been established, physicians must work with patients to identify aspects of each
patient’s life that could be changed or modified to benefit the patient. These treatment goals should be
identified collaboratively between the patient and the physician. Many appropriate treatment goals are
not necessarily focused on drug-using behaviour, For example, patients may wish to move to better or
safer housing, improve their general health, enrol in training programs, learn better communication
skills, learn relaxation techniques or improve the quality of their personal relationships. Newer
technologies including telemedicine may reduce the barriers to access to care; however, this technology
should not reduce the level of clinjcal care as outlined in these guidelines. Initial assessments and
induction of patients must involve a face-to-face encounter and clinical examination.

After goals have been identified, methadone prescribers should work with paiients to develop treatment
plans to meet these goals. This progress should be monitored and outcomes documented. Depending on
each patient’s circumstances, physicians may opt to work in collaboration with counsellors, or may refer
patients to independent counselling agencies or self-help groups such as Alcoholics Anonymous (AA) or
Narcotics Anonymous (NA) and Self-Management and Recovery Training (SMART). Many other
specialized resources may be available to aid methadone patients. Physicians are expected to familiarize
themselves with the full spectrum of services availabie to their patient population through their local
health authorities, and are encouraged to refer their MM patients to appropriate community trcatment
programs, support groups and counsellors. Whatever resources are chosen, physicians should be aware
of the issues each patient is attempting to address and what progress has been madce. This information
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should be incorporated into the patient’s treatment plan. Regardless of where the patient is engaged in
counselling, the physician should communicate with the counsellor (with the patient’s consent),
document and play an active role in the process. The most important element of treatment is ensuring
that the patient is engaged in the treatment, rather than the particular therapeutic model employed or the
details of the treatment.”

Discontinuation in Unstable Patients: Treatment Goals Not Achieved (p.31)

Some patients choose to taper methadone despite 1ts benefits even though they are not yet fully stable. In
this case, tapering will place patients at high risk for relapse. The physician and counselling team should
explore the patient’s motivalion for tapering and provide alternative treatment options, including
Suboxone.

2. Adolescent Patients (p.34)

Some adolescent patients do meet criteria for late-stage dependence, are experiencing significant
adverse consequences, have inadequate systems and have relapsed after previous abstinence-based
treatments. These patients may benefit from Suboxone or MMT, but they require rigorous assessment
and a detailed treatment plan which is frequently reviewed. Supportive counselling must be a condition
for continued Suboxone or MMT. Only physicians who work with counsetlors and have some
expericnce in dealing with substance-dependent youth should agree to accept these patients.

5.3.1 Management Issues (p.44)
Substance dependent patients also have a significantly higher incidence of mental, physical and sexual
abuse, [dentifying and providing focused counselling may be beneficial in assisting recovery.

Alberta

College of Physicians and Surgeons of Alberta. Alberta Methadone Maintenance Treatment: Standards
and Guidelines for Dependence. Edmonton: College of Physicians and Surgeons of Alberta; 2014,
http://epsa.ca/wp-content/uploads/20135/06/alberta-mmt-standards-guidelines. pdf? 3¢ 3402

e Inpatient Assessment for Admission for to an MMT Program, “17. The physician must
encourage the patient to include non-pharmacological measures (i.c.: addiction counsclling) as a
part their treatizent plan.”(p.13).

o In Discontinuation, “4. The Initiating/Maintaining Physician should encourage the patient to
engage with other health care professionals or an addiction treatment program for counselling
and support.” (p.24).

Saskatchewan

College of Physicians and Surgeons of Saskatchewan. Saskatchewan Methadone Guidelines and
Standards for the Treatiment of Opioid Addiction/Dependence. Saskatoon: College of Physicians and
Surgeons of Saskatchewan; 2015.
https:/iwww.cps.sk.ca/Documents/Programs%20and%20Services/Methadone/SK -Methadone-
Guidelines-2015-Mar-FINAT, . pdf
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s Standards for inittating and maintaining physicians inciude recommendation that physicians
“make reasonable efforts to provide non-pharmacological supports to their patients (i.e.,
Pharmacy, addictions services, counselling, ¢tc.).” (p.11).

Manitoba

College of Physicians and Surgeons of Manitoba. Manitoba Mcthadone and Buprenorphine
Maintenance: Recommended Practice, Winnipeg: College of Physicians and Surgeons of Manitoba;
2014.

http://mpha.in i touch.org/uploaded/web/Guidelines/CPSM%20Manitoba% 20Methadone%208&%:20Bupr
enorphine%20Maintenance?s20-%20R ecommended%20Practice%20. pdf

e Access to counselling should be an integral part of methadone/buprenorphine maintenance
treatment (p.32).

» Counselling can be structured around a variety of things, as diverse as frauma, housing, mental
wellness and stress, legal issues, harm reduction, etc. (p.32).

e Emphasize importance of a therapeutic alliance between patient and physician (p.32).

o If patient has complex psychosocial issues, physician is encouraged to access formal and
informal supports for the patient, including stable patient family members (p.32).

o At assessment for MMT: treatment goals should be set which strive {o improve psychosocial
function, and the possible need for counselling should be addressed (p.6).

e Ongoing during MMT: physician should continually assess if form of counselling patient is
receiving is adequate, and modify/offer more intensive counselling/treatment il necessary (p.7).

e At taper: emphasizes the importance of support and counselling (p.22).

Ontario

The College of Physicians and Surgeons of Ontario. Methadone Program: Methadone Maintenance
Treatment Program Standards and Clinical Guidelines. Toronto: The College of Physicians and
Surgeons of Ontario; 2011,

http://www.cpso.on.ca/uploadedFiles/members/MMT-Guidelines. pdf

» Rccognize counselling as an element of effective MMT.
* Note one of the professional duties of an MMT physician is to *“Provide or facilitate patient
access to health and social services, such as counselling and primary health care” (p.22).
» Note various stages of the MMT patient pathway in which counselling is helpful.
s In regular visits in which physician assesses the patient, they should provide supportive
counselling.
e Physician should also encourage patient to connect with another health care provider or addiction
treatment program for counselling or support.
e Standards of Counselling and Case Management (p.60):
s« S10.1 The MMT physician shall provide counselling to willing patients or refer them to
counselling services in the community while on MMT.
e S$10.2 The MMT physician shall regularly document how the patient is doing in terms of
their overall functioning.
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Specific patient issues that may require the physician to seek external formal and informal
supports (p.62):
» Medical and wellness issues:
* [dentification and treatment of concurrent mental illness
»  Chronic physical health problems (I1CV, HIV}
= Pregnancy
" [ssues of abuse — physical, sexual, emotional — and trauma
»  Parenting and family counselling
»  Changing drug and alcohol use
» Lifestyle changes such as smoking, I‘llltrltiOIl exercise, leisure time
s Life skills:
" Qecurmg basic necessities, such as housmg, food clothing
» Legal issues o
= Coping with stress
*  Soctal 1solation -
* Chaotic lifestyle (frequently m:ssed appointments or doses)
» Stopping drug use and preventing relapse.
¢ Practical support:
*  Support and someone to talk to; general counselling
*  Help with referrals to community resourccs, ﬁlhng out forms and applications,
praviding letters ' -

Quebec

Collége des médecins duQﬁJébec and Ordre des pharmaciens du Québec. Clinical Practice Guidelines:
The Use of Methadone in thc lreatmcnt of Opiate Addlctlon Montréal: Collége des médecins du
Québec; 2000.

During MMT/long-term treatment: cails for a psychosocial assessment to be completed before
treatment begins, by a qualificd professional; and should be repeated as frequently as necessary
during MMT. Exemption: if patient needs to enter MMT in an emergency case, urgently.

It phys1 Cian is treating pt in a private practlce setting: lack of resources may permit the
pbychosoual assessment from happening; “At the very least, the physician should identify the
main psychosocial problems associated with the drug abuse and obtain the expert assessments
appropriate to his ieeds. Some patients may refuse psychosocial services, but this is not a
contraindication to commeéncing or continuing medical treatment.”(p.8).

Pharmaceutical counselling: pharmacist must see patient in a private area which ensures
confidentiality, to offer counselling services, and to assess how treatment is progressing; info
from these meetings need to be communicated with MMT prescriber and rest of care team.

In the standard patient contract: “I understand that this program includes different types of
treatment: individual counselling, marital counselling, family therapy and group therapy.
Depending on my needs, which will be assessed by the program’s care-givers, I may be offered
one ot several types of supportive treatment. [ understand that [ must attend these therapy
sessions, in addition to the regularly scheduled meetings with my doctor.” (p.22)

New Branswick
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Colicge of Physicians and Surgcons of New Brunswick. Rothesay: College of Physicians and Surgeons
of New Brunswick. Guidelines: Treatment of Opioid Addiction; 20135,
hitps://www.cpsnb.org/english/Guidelines/TreatmentofOpiotd Addiction.htim

» Notes that the evidence of benefit of counselling for MMT patients is not clear in the literature,
and therefore the lack of availability of counsciling should not prevent the MMT patient from
receiving MMT.

Nova Scotia

College of Physicians and Surgeons of Nova Scotia. CPSNS Methadone Maintenance Treatment
Handbook. Halifax: College of Physicians and Surgeons of Nova Scotia; 2012.
http://www.nspmp.ca/library/00000264-library.pdl

Refers to NFLI} & Labrador guidelines.
Prince Edward Island

College of Physicians and Surgeons of Prince Edward Island. Prescribing Methadone Treatment for
Opioid Dependency. Charloitetown: College of Physicians and Surgeons of Prince Edward [sland; 2012.
hitp://cpspel.ca/wp-content/uploads/2013/1 I/METHADONE-Maintenance-Treatment-for-Opioid-
Dependency-P-Nov-2012.pdf

New and ongoing MMT clients must have:
» “Awareness of and access to ancillary services, including but not limited to counseling, a
methadone dispensing pharmacist and other methadone prescribers from whom advice may be
sought.” (p.5).

Newfoundland and Labrador

Coliege of Physicians and Surgeons of Newfoundland and Labrador. Methadone Maintenance
Treatment: Standards and Guidelines. St. John’s: College of Physicians and Surgeons of Newfoundland
and Labrador; 2013.
https://www.cpsnl.ca/userfiles/file/Methadone%20Maintenance%20Treatment%20Standards%20and %2
0Guidelines%20-%20CPSNLY:20-%20March%2014.%20201 3%20-%20Final. pdf

Standards of practice for counselling and case-management:
s The MMT physician shall provide counseling to willing patients or refer them to counseling
services in the community while on MMT.
e The MMT physician shali regularly document how the patient is doing in terms of their overall
functioning.” (p.63).

Recognize the complexity of issucs MMT patients may be facing, and the need for individualized
counselling and other psychosocial supports, including spiritual support if appropriate:
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» Specific patient issues that may require the physician to seek external formal and informal
supports (p.66) [note — duplication of ON Guidelines]:
e Medical and wellness issues:
= Identification and treatment of concurrent mental illness

Chronic physical health problems (HCV, HIV)
Pregnancy
Issues of abuse — physical, sexual, emotional — and trauma
Parenting and family counselliing
Changing drug and alcohol use
Lifestyle changes such as smoking, nutrition, excrcise, leisure time
e Life skills:

» Securing basic necessities, such as housing, food, clothing

¥ Legal issues

»  Coping with stress

Social isolation
Chaotic hifestyle (frequently missed appointments or doses)
Stopping drug use and preventing relapse.
e Practical support:
*  Support and someone to talk to; general counselling
* Help with referrals to community resources, filling out forms and applications,
providing letters
¢ Emphasizes inclusion of nurses, addictions services, counselors, etc., who work with the
prescribing physician as in integrated and collaborative care team. Stress the importance
of establishing a therapeutic relationship (p.63).
¢ Patient should design treatiment goals, and physician should work with patients to design
treatment plans which incorporate supports to meet these goals. Ongoing monitoring and
assessment by prescribing physician to see if patient is meeting these goals (p.64).
¢ Suggest CBT and MI as potentially useful options for therapy in MMT patients (p.67).
s Provide examples of integrating positive brief interventions in practice to support patient
through their MMT (p.68):
=  Building a therapeutic relationship {(be present when with patient, regularly
schedule visits)
*=  Education (drug info, but also symptoms of relapse and cognitive/behavioural
patterns to be mindful of)
*  Goal planning (around all areas of life, not solely drug use, recognize barriers)
* Promoting self-awareness and positive behaviours (identify triggers, strengths-
based support)

Yukon

Yukon Medical Counsel. Medical Practice: Methadone, Whitehorse: Yukon Medical Counsel; [date
unknown].
http://www.yukonmedicalcouncil.ca/pdfs/Methadone. pdf

Refercnces Alberta guidelings.
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Northwest Territories and Nunavut
No MMT Guidelines.
First Nations Health Authority

References BC guidelines.
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AS. Provincial Scan of OAT Service Delivery Systems

Britfsh Cdlumbfa

Primary care practice; multidisciplinary models, private
clinics.

Waitlists are a i:rob!em

outside the lower mainland.

regional health authorities, and primary care physicians.

Alberta ‘Pwo provincially fumded clinics (Edmonton and Calgary}; | Clinics have no or limited
' seven private clinics {Calgary, Medicine Hat, Lethbridge, | capacity to take on new
Red Deer and two in Edmonton), primary care practice. patients, Waitlists handled
Permit 2" level prescribing: a physician whose by individual OAT clinics.
exemption only allows them to maintain the dose for Edmonton AHS, in 2008
stable patients in primary care. was 3 weeks,
Saskatchewan Primary care practice; three provincially funded clinics. Provincially funded clinics:
2™ level prescribing permitted. One waiting list is closed;
waiting lists at the other two
clinics.
Manitoba Two provincially finded clinics, two private clinics, Addictions Unit Opioid
primary care practice. Assessment Clinic has a 3
month waiilist; waitlist
varies for treatment options
in the community.
Ontario Private clinics, provincially funded clinics (in addiction Waitlists vary from none to
treatment centres, CHC, needle exchange program, 6 months.
CAMMH), primary care practice.
Quebec QAT is provided in addiction treatment centres, hospitals, | Most waitlists are under 3

months, in Montréal and
Laval it is 6-12 months.

Newfoundland & Labrador

One provincially funded OAT clinic and rwo primary
care physicians who prescribe in St. John’s; one physician
in Grand Falls/Windsor; and prison.

1 year for clinic in St.
Jobn’s. Other physicians in
St. John’s are no longer
taking referrals.

Nova Scotia

Four provincially funded clinics (Halifax (2), Sydney and
Truro), primary care practice, private clinics and prison.

Varies: 2 weeks in Halifax,
longer in other areas of the
province.

New Brunswick

4 provincially funded OA'T programs (Moncton,
Miramichi, Fredericton, St. John); primary care practice,
CIIC, prison and private clinic.

Prince Lidward [sland

Varies from a few weeks to
4-5 months.

2 provincially funded OA’l"'E:"l-i'ﬁ'iEHfAddiéqt"'i’c;ﬁ Services).
Three physicians in primary care practice, and prison.

90 people on waitlist at
Addiction Services, usually
3-6 month wait.

Yukon

Primary care practices.

Northwest Territories

Primary care practices.

Nunavut

Ne OAT
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First Nations, Métis and Inuit

National Native Alcohel and Drug Abuse Program does
not offer OAT. Some reserve commutities have
arrangements with provincial health departments to
provide physician or nurse for OAT; some private
practices establish program just outside of reserve; some
addiction treatment programs off reserve offer DAT.

N/A

48

Page 177 MSD-2016-61893




Draft - March 31, 2016

A6. Summary of Physician Billing Codes used for OAT by Province

British Columbia Medical Services Commission Payment Schedule

Section 3 General Services:

TH0039 Mcthadone or buprenorphine/naloxonc treatment only ool 22.85
Notes:

i} The physician does not necessarily have to have direct face-to-face contact with the patient for
these fees to be paid.

1) 00039 is the only fee payable for any visit or medically necessary service associated with
methadone maintenance therapy. This includes but is not limited to the following:

a) At least one visit per week with the patient during the induction of methadone or
buprenorphine/naloxone/methadone or buprenorphine/naloxene stabilization.

b) At least two visits per month with the patient after induction/ stabilization on methadone or
buprenorphine/naloxone is complete. Exceptions to this criterion are where the patient
resides/works in an isolated locale which is a significant distance from the prescribing physician.
¢) Case management/treatment planning with care team.

d) Supervised urine drug screening and mterpretation of results.

&) Counselling by a physician.

f) Communication with non-physician counsellor.

#) Communication with dispensing/supetvising pharmacist.

h) Communication with primary care physician.

i) Communication with hospital-based physician when patient admitted to hospital.

i) Completion and submission of decumentation relating to registration, termination or transfer.
1ii) Claims for visit fees are not payable in addition.

iv) This fee is payable once per week per patient regardless of the number of visits per week,

v) This fee is not payable with out of office hours premiums.

vi) Eligibility t¢ submii claims for this fee item is limited to physicians who:

a} have a current valid license to prescribe methadone or buprenorphine/naloxone for addiction.
h) are actively supervising the patient’s continuing use of methadone or buprenorphing/naloxone
within the provincial methadone program.

vii) This payment stops when the patient stops taking methadone or buprenorphine/naloxone.

P15039 GP Point of Care (POC) testing for methadonc or buprenerphine/naloxone maintenance
......................................................................................................................................... 1229
Notes:

i) Restricted to physicians who have exemptions to prescribe methadonc or
buprenorphine/naloxone for their patients with apioid dependency in B.C,

ii) Restricted to patients registered in the B.C. Methadone Maintenance Treatment Program.

i) Maximum biltable: 26 per annum, per patient.

iv} Confirmatory testing (reanalyzing a specimen which is positive on the initial POC test using a
different analvtic method) is expensive and seldom necessary once a patient has enrolled in the
Methadone Maintenance Program. Accordingly, confirmatory testing should be utilized only when
medically necessary and when a confirmed result would have a significant impact on patient
management.

v) This fee includes the adulteration test,

vi) Only POC urine testing kits that have met Health Canada Standards are to be

used.

Alberta No specific MMT billing code.
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Monthly stipend for Overseeing Methadone Management 60B
o  First 3 months - per patient {lifetime maximum) $46.60 618
« Second 3 months - per patient {lifetime maximum) $35.00 62B
¢ Thereafter -- per patient $23.30

Saskalchewan

Conditions:
1. Neo restarts in the payment program,; if the patient leaves the program and then at a later date
re-eniers the prograin, his payment would resume at the saine level as when he/she opted out.

2. Oaly one physician will be paid the monthly stipend.

3. Change of physician does not affect level of payment.

4. Visits for each patient contact would be paid as at present {5B's or 40B's) in addition to
monthly stipend.

5. Not eligible for premiums or surcharges,

6. Entitlement to these monthly stipends is limited to plysicians who;
a. have a current valid license to prescribe methadone for addiction; and
b. are actively supervising the patient's continuing use of methadone or
buprenorphine/naloxone (Suboxone) within the provincial methadone program.
7. This payment stops when the patient stops taking methadone

Counselling

40B -- first 15 minutes, includes: $37.50 a) history review; b) counselling; ¢) educational dialogue;
d} intervention; ¢) record of service provided, and; f) time spent counselling.

41B -- next 15 minutes or major portion thereof $37.50

Mayv be billed by any physician

5B Partial assessment or subsequent visit -- includes: $33.80 a) history review; b) history of
presenting complaing; ¢) functional enquiry; d) examination of affected part(s) or system(s); e)
assessment; ) diagnosis; g) necessary treatment; h) advice to the patient; and, i) record of service
pravided.

NOTE: Use 35B instcad of 5B for a visit where a specialist referral is made and continue using 5B
for vistts where a specialist referral is not made

358 Partial assessment or subsequent visit involving a specialist referral -- includes: $33.80 a)
histary review; b} history of presenting complaint; ¢} functional enquiry; d) examination of affected

part(s) or system(s);

Conditions:

1. Counselling is where the physician engages with the patient on an individual basis, where the
goal of the physician and patient is to become aware of the patient's problems or situation and
of the modalities for prevention and/or treatment

2. Counselling can also include an educational dialogue with the patient regarding

prevention/health promotion, early detection of health problems, environmental issues related

to the patient’s health and occupational health and safery.

It is recognized that techniques may include hypnosis.

4. Payment for this service implies that it is a discrete service provided by the physician

personally,

it is not a substitute for a visit involving a complete or partial examination or assessment.

6. This code is not to be used simply because an assessment and/or treatment took 15 minutes or
longer, such as in the case of multiple complaints.

Led

hd

Third party counselling:

1. Ttis payable on a third party basis when a family member is counselled because of the patient's
serious and complex problem.

2. Itis not payable for routine briefing or advice to refatives, which is considered part of the visit
service fee.

3. Third party counselling must be provided at a booked separate appoinément.

4. Third party counselling claims are subject to a maximum of 3¢ minutes and should be
submitted in the counselled individual's name.

5. Diagnosis must be confirmed or the diagnostic code Z8¢ must be indicated. 50
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Region -

“Manitoba No specific MM bitling code,

“Ontario Monthiy management of a patient in an Opicid Agonist Maintenance Program (OAMP)

Definition/Required eleimments of service;

Moaonthly management of a patient in an Opioid Agonist Maintenance Program (OAMP) is the one
month management and supervision of a patient receiving opicid agonist treatment by the
physician most responsible for the management and supervision of that patient when rendered in
accordance with the definitions and payment rules described below. The monthly management of a
patient in an QAMP is only eligible for payment to a physician who has an active general
exemption for methadone maintenance treatment for opioid dependence pursuant to Section 56 of
the Controlled Drugs and Substances Act 1996.

This service includes the following specific clements:

. All medication reviews, adjusting the dose of the opioid agonist therapy, and where
appropriate, prescribing additional therapy, and discussions with pharmacists;

2.  With the exception of alf physician to physician telephone consultation services, discussion
with, and providing advice and information to the patient, patient's refative(s), patient’s
representative or other caregiver(s), in person, by telephone, fax or e-mail on matters related to
the service, regardless of identity of person initiating discussion; and c. All discussions in
respect of the patient’s opioid dependency, except where the discussion is payable as a
separate service.

K682 Opioid Agonist Maintenance Program menthly management fee - intensive, per
TOTERL oo e sarrnneees $9.00
K683 Opioid Agonist Maintenance Program monthly management fee - maintenance, per

K684 - Opioid Agonist Maintenance Program - team premium, per month, to K682 or K633
ceereeeennneaneadd 6.00

Required services are:
1. aconsultation, assessment or visit from the Consultation and Visits section of this Schedule; or
a K-prefix time-based service excluding group services and case conferences.

S

Tk

OAMP - intensive, is the service for management of an OAMP patient receiving an opioid

agonist where the physician renders at least two (2) required services in the month.

4. OAMP - maintenance, is the service for management of an OAMP patient receiving an opioid
agonist where the physician renders one required service in the month.

5. OAMP - team premiumn, is the service for management of an QAMP patient receiving an

opioid agonist where:

a. the physician most responsible for the OAMP management of the patient provides
one of K682 or K683 in the month and supervises members of the OAMP
management team;

b. the OAMP management team consists of the physician most responsible for the
OAMP treatment and at least two cther non-physician members who have
successfully completed a training program in addiction medicine that includes opioid
agonist management;

c. the OAMP management team members provides at least one in-person therapeutic
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encounter with the patient in the month for which the service is payable; and
d. the therapeutic encounter is not primarily for the purpose of urine testing or the
provision of a prescription.
6. For the purposes of K682 and K683 the required services may be rendered by direct paticnt
encounter or ielemedicine.
7. A service primarily for the purpose of providing a prescription dees not constitute a required
service and does not count towards the minimum requirements of K682 or K683,

Payment rules:

1. K682, K683 and K684 arc only eligible for payment to the physician most responsible for the
patient’s OAMP for the applicable month.

2. K684 is only eligible for payment when all required patient encounters are documented in the
medical record.

0 3. K682 is limited to @ maximum of siX services per patient per 12 month period.

4. A maximum of one of K682 or K683 is eligible for payment per patient per month any
physician.

3. In circumstances where the administration of an opioid agonist is delegated to another
qualified health professional, K682 and K633 are only cligible for payment if the physician
can demonstrate that he/she has received a delegation exemption from the CPSO.

Point of care drug testing

G041 Target drug testing, urine, qualitative or guantitative..............pert test 3.70

(G042 Target drug testing, urine, gualitative or quantitative ... per test 2.50

G040 Drugs of abusc screen, urine, must include testing for at leasi four drugs of abuse
.......................................................................................... per test 15.00

G043 Drugs of abuse screen, urine, must include testing for at

least four drugs of ADUSE ....ooooi i per test 7.50

Payment rules:

1. For the purposes of opioid agonist maintenance treatment, G040, G042, G041 and G043 are
only eligible for payment to a physician who has an active general exemption for methadone
maintenance treatment or chronic pain treatment with methadone pursuant to Section 36 of the
Controlled Drugs and Substances Act 1996.

2. G040 and G041 are limited to a2 maximum of five (3) services per patient (any combination)
per month to any physician when K682 or K683 is payable.

3. G042 and G043 are limited to a maximum of four (4) services per patient (any combination)
per month to any physician when K682 or K683 is payable.

4.  Any combination of G040, G041, G042 and G043 is limited to a maximum of three (3)
services per patient per month for management of a patient with chronic pain, an addiction, or
recciving opioid agonist treatment program where K682 or K683 is not payable in the month
for the same patient to any physician.

5. G040, G041, G042 and G043 are not ¢ligible for payment unless K623 or K624 or a
consultation, assessment or time-based service involving a direct physical encounter with the
patient is payable in the same month to the same physician rendering the G040, G041, G042 or
G043 service.

6. G039 iy limited to a maximum of two (2) tests per patient per week, any physician,

52

Page 181 MSD-2016-61893




Draft - March 3, 2016

8. Or;iy one of GO40,.G04} ,.”GO42 or G043 is ehgﬂ;ie for payment per urine sampte.

Quebec

No specific MMT billing code

Newfoundland &
Labrador

Methadone Maintenance Therapy - Monthly stipend for overseeing patients on methadone for
opioid dependency. 54596

Per patient, once per maonth 70.00 Notes: 1. Entitlernent
1o this monthly stipend is limited to physicians who: (&) have 2 current valid ticence to prescribe
methadonre for addiction; and (b) are actively supervising the patient’s continuing ase of
methadone. 2. Only one physician will be paid the monthly stipend. 3. Visits for each patient
contact would be paid as at present. 4, Not eligible for premiums or surcharges. 5. This payment
stops when the patient stops taking methadone,

Nova Scotia

No specific MMT bilting code.

WNew Brunswick

Methadone Visit — methadone (diagnosis and follow-up).................. 81 16 #30

18.2 Office Visits

First visit with complete examination, including psychiatric evakuation and certification if indicated
Other OfFICe VESIIS.......ovioeecrcii ettt s et s 32540

"The code for other office visits applies also to office consultations and examinations that cannot be
claimed under a higher fee code, for example due to limitations in frequency or service intervals.
Methadone Visit — methadone {diagnosis and follow-up).....ccvcerven 8116 29

PMedicare Note: Physicians must adhere to the *Methadone Maintenance Treatment Policies and
Procedures™. The guidelines can be found at the following website:
http:/fwww.gnb.ca/0378/addiction-e.asp. Patients must have been diagnosed with an opiate
addiction and physicians must adhere to both the policy for transporting methadone (Catries
Pelicy) and the urine screening policy. Should an alternative approach be required, the physician
must seek approval from Addiction and Mental Health Services prior to opening a methadone
service. @Medicare note: Please note that physicians with the appropriate license requirements
should bill Service Code 8116 when the sole purpose of the visit is for treatment of addiction. Refer
Chapter 3 Section 1.1 for the principles of billing. This also applies to physicians who are required
to submit shadow billing. A copy of your license permitting the prescribing of methadone should
be submitted to the Practitioner Registrar at Medicare Eligibility and Claims.

Prince Edward Island

No specific MMT billing code.

Yukon N/A
Northwest Territories N/A
R A e e ot et et At e e e e ot e e . ]
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Deliverables

To produce a report summarizing the evidence and
providing recommendations for:

#1 The role and medical necessity of psychosocial
treatment interventions for opioid agonist patients

> #2 Funding models for physician services related to OAT
and associated counselling services.
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Glossary

- Psychosocial treatment interventions:
structured and/or manualized counselling that incorporates
principles of psychoanalytic therapy, cognitive behavioural
therapy, interpersonal therapy, dialectic behavioural therapy,
contingency management, biofeedback,
hypnotherapy/subliminal, twelve step facilitation, family/group
counselling
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- Medical Management: health and wellness checks,
support and advice, fostering of medication adherence,
optimizing dosing, and referrals to appropriate health and
social services

- Psychosocial supports: housing, income
assistance programs, vocational training, life skills, legal
services, etc.
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Preferred Terminology

- Opioid use disorder (OUD)

- Opioid Agonist Treatment (OAT).
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Deliverable #1

THE ROLE AND MEDICAL NECESSITY OF

PSYCHOSOCIAL TREATMENT FOR OAT
PATIENTS
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Methodology

» A systematic review assessing the impact of
psychosocial interventions provided in
combination with opioid agonist treatment

Not included: studies evaluating the impact of
psychosocial interventions in combination with
OAT in the context of opioid withdrawal
management (e.g., rapid taper approaches)
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Based on a systematic review and use of a
traditional hierarchy of evidence

Primary outcomes: included retention in
treatment, opioid use, and continuous abstinence

« Secondary outcomes: mental health outcomes,
HIV- and hepatitis C-related care outcomes
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" Overview of OAT in BC

- Methadone (MMT)

= Administered as Methadose®

= Treatment retention’, suppresses heroin use?,
injection risk behaviours, and risk of HIV/HCV for
PWID 234

= Requires Section 56 exemption

1. Mattick RP, Breen C, Kimber J, Davoli M. Methadone maintenance therapy versus no opioid replacement therapy far apioid

dependence. Cachrane Database Syst Rev. 2009(3):CD002209.

2, MacArhur G, Minozzi S, Martin N, et al. Opiate substitution treatment and HIV transmission in people who inject drugs: systemation o i tixectience
review and meta-analysis. BMJ. 2012;345:e5945. éu Subsiace Depetrdence

3. Gowing L, Farrell MF, Bornemann R, Sullivan LE, Ali R. Oral substitution treatment of injecting opioid users for prevention of Hiy " < T -
infection. Cochrane Database Syst Rev. 2011(8):CD004145. L

4. Nolan 8, Dias Lima V, Fairbairn N, et al. The impact of methadone maintenance therapy on hepatitis C incidence among illicit drug S @
Lsers. Addiction. 2014;109(12):2053-2059. Veonkede - X
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Overview of OAT in BC

> Buprenorphine/naloxone (Suboxone®)
= Added to the provincial formulary in 2010

s First line treatment option of opioid use disorder
(OUD)
o Comparable tx outcomes to MMT with!:
s Side effects and drug interactions
+# risk of diversion
#-Safety profile
= Requires methadone exemption + online CME

A Neowork for Exeellence
1 Suhstance Depreudence
wied Recfateel Hhaems

1. Mattick RP, Breen C, Kimber J, Davoli M. Buprenarghine maintenance versus placebo or methadone maintenance for opioid B
dependence. Cochrane Database of Systematic Reviews. 2014(2). — gl

Page 200 MSD-2016-61893




% BRITISII COLUMBILA @»:ﬁovidéncz %

CENTRE for EXCELLENCE HEALTH CAKE
in HEV/AIDS How yau want o be cegoed

T

Performance of OAT in BC

RetEﬂthn mtreatment36% o o 55% 57%
Optimal dosing level 50% N/A N/A
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Healthy Minds,
Healthy People ~

ATen-Year Plan to Address Mental Health
and Substance Use in British Columbia

it

e By 2015, 90 per cent of methadone prescribers will adhere to optimal dose guidelines and 60
per cent of people started on methadone maintenance treatment will be retained at 12 months.
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- Current Practice | OAT + Psychosocial
Interventions

BC | Methadone Maintenance Treatment
Agreement

“Patients attending a clinic for methadone are
expected to be receiving more than just
methadone. | agree to attend counselling at the
clinic or from an alcohol and drug service
provider. | am also willing to involve myself in a
support group which will aid my recovery.” iz
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Current Practice | OAT + Psychosocial

Interventions

Canada
> Health Canada Best Practices for Methadone
Maintenance Treatment document (2002)

When they are ready to do so, clients/patients should have
access to evidence-based approaches to counselling to address
issues of concern to them. These services should be provided

on an as-needed, rather than mandatory, basis. ey —

pt.
dll | vl Itarms
g8

Specific clinical practice guidance by province is included in Appendix A3. mw;-é-: - @
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Psychosocial combined with agonist maintenance treatments
versus agonist maintenance treatments alone for treatment
of opioid dependence (Review) -

Amato L, Minozzi §, Davoli M, Vecchi §

THE COCHRANE
COLLABORATION®
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Results do not show a benefit in:

Behavioural interventions (N=24 Acceptance and commitment therapy
studies) : : | . Biofeedback

Cognitive Behavioural Therapy
Contingency management approaches
Information- Motwatlon Behavioral Skills
Model

Counselling (N=7 stu-d_i-es') o | Cust-omi’zed em plio.yment suppo-rt_
| Enhanced Methadone Services
Enhanced Pharmacy Services
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Results do not show a benefit in:

Outcomes - RRorMD | 95% Confidence Interval

Abstinence by opiate during RR 1.02 - | 0.92-1.37

the treatment

-0.28-0.31

Treatment completion rates - RR0O.91 | 10.77-1.07

RR= Relative Risk
MD= Mean difference
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Psychosocial combined with agonist maintenance treatments
versus agonist maintenance treatments alone for treatment
of opioid dependence (Review)

Amato L, Minozzi S, Davoli M, Vecchi S

Authors’ Conclusions:

For the considered outcomes, it seems that adding any
psychosocial support to standard maintenance treatments do not
add additional benefits. Data to not show differences also for
contingency management approaches, contrary to all
expectations. Duration of the studies was too short to analysis
relevant outcomes such as mortality.

THE COCHRANE
COLLABORATION®
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9 NIH Public Access
2 Author Manuscript -
T
Published in final edited form as:
Am J Med 2013 January ; 126(1): 74.el1-74.c17. doi:10.1016/).amjmed.2012.07.005.

A Randomized Trial of Cognitive Behavioral Therapy in Primary
Care-based Buprenorphine

David A. Fiellin, MD3, Declan T. Barry, PhD®, Lynn E. Suflivan, MD?, Christopher J. Cutter,
Ph{ga, Brent A. Moore, PhDP, Patrick G. O'Connor, MD, MPH?, and Richard S. Schottenfeld,
MD

*Department of Internal Medicine, Yale University School of Medicine, New Haven, Conn

*Department of Psychiatry, Yale University School of Medicine, New Haven, Conn

IdiSNUBN JOUINY Vel-HIN

RESULTS—The 2 treatments had similar effectiveness with respect to reduction in the mean
self-reported frequency of opioid use, from 5.3 days per week (95% confidence interval, 5.1-5.5)
at baseline to 0.4 (95% confidence interval, 0.1-0.6) for the second half of maintenance (£<.001
for the comparisons of induction and maintenance with baseline), with no differences between the
2 groups (P=.96) or between the treatments over time (#=.44). For the maximum consecutive
weeks of opioid abstinence there was a significant main effect of time (#<.001), but the interaction
(P=.11) and main effect of group (£=.84) were not significant. No differences were observed on

CONCLUSIONS—Among patients receiving buprenorphine/naloxone in primary care for opioid

| dependence, the effectiveness of physician management did not differ significantly from that of
hysician management plus cognitive behavioral therapy
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RESULYTS

The three treatments had similar efficacies with respect to the mean percentage of
opioid-negative urine specimens (standard medical management and once-weekly
medication dispensing, 44 percent; standard medical management and thrice-weekly
medication dispensing, 40 percent; and enhanced medical management and thrice-
weekly medication dispensing, 40 percent; P=0.82) and the maximum number of
consecutive weeks during which patients were abstinent from illicit opioids. All three
treatments were associated with significant reductions from baseline in the frequency
of illicit opioid use, but there were no significant differences among the treatments.
The proportion of patients remaining in the study at 24 weeks did not differ sig-
nificantly among the patients receiving standard medical management and once-
weekly medication dispensing (48 percent) or thrice-weekly medication dispensing
(43 percent) or enhanced medical management and thrice-weekly medication dis-
pensing (39 percent) (P=0.64). Adherence to buprenorphine-naloxone treatment

CONCLUSIONS
Among patients receiving buprenorphine-naloxone in primary care for opioid de-
pendence, the efficacy of brief weekly counseling and once-weekly medication dis-

pensing did not differ significantly from that of extended weekly counseling and
thrice-weekly dispensing. Strategies to improve buprenorphine-naloxone adherence
are needed. (ClinicalTrials.gov number, NCT00023283.)
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~ + 25 studies not included in 2011

Cochrane

- Evaluated a variety of psychosocial interventions

= Small number of studies suggested a greater
effect size structured psychosocial programs. -8

- 5/8 of these studies were conducted in China

= QOther study limitations including:
= Small sample sizes (N=52) 1
» Limited duration of studies (i.e. 30 days) 2
= Measurement of drug use buy self-report only -8 ﬁ
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Other outcomes

No improvement in patient compliance’
No improvement in patient satisfaction >/
= No improvement in HIV related outcomes 810
> No improvement in HIV related risk behaviours 19

- Decreased HIV and HCV incidence with
structured counseling and CM
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Studies Referenced

w

10.

11

Ruetsch C, Tkacz J, McPherson TL, Cacciola J. The effect of telephonic patient support on treatment for opioid dependence:
cutcomes at one year follow-up. Addict Behav. 2012;37(5):686-889.

Ling W, Hillhouse M, Ang A, Jenkins J, Fahey J. Comparison of behavioral treatment conditions in buprenorphine
maintenance. Addiction. 2013;108(10):1788-1798.

Tetrault JM, Moore BA, Barry DT, et al. Brief versus extended counseling along with buprenorphine/nalexone for HIV-infected
opioid dependent patients. J Subst Abuse Treat. 2012;43(4):433-439.

Kouimtsidis C, Reynolds M, Coutlton §, Drummond C. How does cognitive behaviour therapy work with opioid-dependent
clients? Results of the UKCBTMM study. Drugs: £ducation, Prevention and Poiicy. 2012;19(3):253-258.

Mitchell G, Gryczynski J, Schwartz RP, O'Grady KE, Olsen YK, Jaffe JH. A randomized frial of intensive outpatient (I0F) vs.
standard outpatient (OP) buprenorphine treatment for African Americans. Drug Alcohol Depend. 2013;128(3):222-229.

Moore BA, Barry DT, Sullivan LE, et al. Counseling and directly observed medication for primary care buprenorphine
maintenance: a pilot study. J Addict Med. 2012,6(3):205-211.

Moore BA, Fazzino T, Barry DT, et al. The Recovery Line: A pilot trial of automated, telephone-based treatment for continued
drug use in methadone maintenance. J Subst Abuse Treat. 2013;45(1).:63-69.

Schwartz RP, Kelly SM, O'Grady KE, Gandhi D, Jaffe JH. Interim methadone treatment compared to standard methadone
treatment: 4-Month findings. Journal of Substance Abuse Treatment. 2011;41(1):21-29.

Tetrault JM, Moore BA, Barry DT, et al. Brief versus extended counseling along with buprenorphine/naloxone for HiV-infected
opicid dependent patients. J Subst Abuse Treat. 2012;43(4).433-439.

Gruber VA, Delucchi KL, Kielstein A, Batki SL. A randomized trial of 8-month methadone maintenance with standard or
minimal counseling versus 21-day methadone detoxification. Drug Alcohol Depend. 2008,94(1-3):198-206. :
Wang L, Wei X, Wang X, Li J, Li H, Jia W. Long-Term Effects of Methadone Maintenance Treatment with Differentysvort for Excellence

Substancg Dependenice

Psychosocial Intervention Models:; e87931. PLoS One U6 - Journal Arficle, 2014;9(2). awd Relared Harms

Page 214 MSD-2016-61893




BRITISH COLUMBIA Jom{;m UBC

CENTRE for EXCELLENCE rovigence
in HIVI'IAIDS Haw you want e

12-Step Facilitation (TSF)

- No well designed studies

< Small number of
observational studies 12

> Philosophical conflicts may
negatively impact
engagement, disclosure and
deter regular attendance?®

1. Weiss RD, Griffin ML, Gallop RJ, et al. The effect of 12-step self-help group attendance and participation on drug use outcomes ameng
cocaine-dependent patients. Drug Alcofiof Depend. 2005.77(2):177-184.

2 Toumbourou JW, Hamilten M, U'Ren A, Stevens-Jones P, Storey G. Narcotics Anonymous participation and changes in substance use and
social support. J Subst Abuse Treat 2002;23(1).61-66.

3. Fiorentine R, Hitthouse MP. Drug treatment and 12-step program participation: the additive effects of integrated recovery activities. J Subst
Abuse Treat. 2000,18(1).65-74.

4. Suzuki J, Dodds T. Clinician recommendation of 12-step meeting attendance and discussion regarding disclosure of buprenorphine use among
patients in office-based opioid treatment. Subst Abus. 2016,37(1):31-34.
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Psychosocial Needs

= No high level reviews
> Housing -3

Appel PW, Tsemberis S, Joseph H, Stefancic A, Lambert-Wacey D. Housing
First for severely mentally ill homeless methadone patients. J Addict Dis.
2012;31(3)270-277.

Strathdee SA, Patrick DM, Currie SL., et al. Needle exchange is not enough:
Lessons fram the Vancouver injecting drug use study. Ajds. 1997;11{8).F59-
F&5.

Jackson LA, Buxton JA, Dingwell J, et al. improving psychosocial health and
employment outcomes for individuals receiving methadone treatment: a
realist synthesis of what makes interventions work. BMC Psychol.
2014;2(1):26.
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Conclusions
“In sum, the vast majority of controlled, clinical
studies investigating the impact of counselling
and/or structured psychosomal mterventlons In

e

for Excelien

in the conclusions of systematic reviews and meta-

analyses.?14%57 A summary of psychosocial
interventions included in this review is mcluded |n

D*ptni

the Appendix (A2).”
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Recommendations

1. Evidence-based OAT service components
should be clearly defined in program
regulations and clinical practice guidelines.

2. Based on research evidence, counselling
and psychosocial treatment interventions are
not necessary components of OAT and do not
contribute to better health outcomes.
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Deliverable #2

PAYMENT MODELS FOR OAT
PRESCRIBING AND -
PHYSICIAN CARE
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Methodology

> Document reviews
o Scientific literature reviews

> |Informal consultation
> Interviews
> Informal survey of 20 private clinics

A resource list is included in the Appendix (A1).
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~ Service Delivery Models in BC

1. Independent physicians with methadone
icenses

2. Provincially funded Services (MHSU )
3. Private for profit clinics

A Nerwork for Freellenes
s Substanee Depondence
el Belieed Harms -
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‘-_'-Ilcenses L o

Provincially funded . Delavered through
Services (MHSU ) publicly funded
independent
agencies
* Commonin larger
urban centres.

.;:3Z_Pre~ex1 sting ¢
 established

" therapeutic
faﬁ'-re!at ._EHEShlp
3 ;';'-_-*_Can be beneflc_ _l for

o evels of care

R :_:..f"geographlc regtons
- Lack of mtegratlon
‘with other _serwces
Ince ntive volume.
. _:'_rather than' ' uahty

multidisciplinary . Overcapacity and
Low-threshold have lengthy wait

programs lists
Higher intensity
level of care.

:ff'Cost bamer to -

E __j:z-_:.“lnabmty to a_ssess :
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Funding Mechanisms in BC

- Physician Fees + Related Service Costs
> Pharmacy Services and Costs

> Ancillary Services

> Direct Patient Costs

= Private clinic patient charges

A Nerwark e fxcdflonce
£ Sulssaance Dependence
aned Rebaredd Tlarms
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Provincially funded Services (MHSU )

Often alternative funding arrangements
(APP)
Service Agreements & Sessional

e ;:_:'.:-_.fT00039 szz 85/week

Cllmc charges;OH /-4 DS)
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Figure 2. Medical Service Plan Expendifures for Opioid .
Agonist Treatment, 2001/02 - 2013/14

$16
14
@ $12
$10
$8
$6
$4
$2
$0

Cost (millions)

Fiscal Year

Adapted from: BC Opioid Substitution Treatment System, Performance Measures 2013/2014, 2012/2013, and 2011/12.
Office of the Provincial Health Officer, British Columbia Ministry of Health.
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Plan | ~» Fair PharmaCare
* Annual deductible
* Co-pay based on family income
*  QOut of pocket or.
+ 3" party
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- ;.MSDI:prowd_e_s $500

Provincially funded » All physician services covered by
Services (MHSU ) MSP
* No additional fees for addiction
counseling
* May pay for private counseling
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More on Private For Profit Charges

- Monthly service fee between $40-80

- Pts may MSDSI Alcohol and Drug Treatment
supplement to subsidize the private clinic fee
= Monthly charges often exceed the supplement amount

= Estimated difference up to $25/month: must be paid
out-of-pocket or deducted from income assistance
cheques
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Findings: Informal Survey of 20 Private

Clinics

> User fee ranges $40-65

> 2 report clinic user fees for individuals on income
assistance were higher than for individuals who
did not receive income assistance ($60/month
and $65/month, versus $30/month and

$40/month for those not on income assistance)

noted that when subsidized by the Alcohol and Drug
supplement, actual costs to patients on income |
assistance were lower A Nt
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~ Findings: Informal Survey of 20 Private
Clinics
» 11 clinics provided info on utilization fees
= 8 clinics “clinic facility fee”

= 1 clinic as Doctor/Counselling Fee
1 counselling fee

= 1 covered counselling provided at time of initial
assessment and diagnosis

A Network jor fincellence
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MSP Models Across Canada

- Physician fees
= Mostly FFS

Billing codes for OAT (BC, SK, ON, NB, NFL)

BC restricts fee-for-service billing for associated
patient care to these OAT specific codes
o All other provinces allow this

E3

A Nezwork for Exeellence
2 Substavce Dependenes
and Redated Harms

Eg]

Visonity -~
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MSP Models Across Canada

- Ancillary Services

= Lack of consistent funding for counselling and
psychosocial supports

= Addiction counselling not covered through provincial
insurance plans (unless MHSU or CHC)

= User fees vary
o AB: $45-60/month
o ON and MB: no user fees
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International Services and Funding

Models

> USA
- Australia
+ UK
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~International Services and Funding

Models

USA
- MMT is highly regulated

> Only administered in qualified federally treatment
programs

- 98% of patients receive structured counselling’

Bup/nx less strictly regulated than MMT
= Largely prescribed in primary care with routine MM 2

A Neowork e Pxcellence
i Subsance Bependence

1. NNSTATS 2016) axd Ridaced Harms
2. Lofwall MR, Walsh SL. A review of buprenorphine diversion and misuse: the current evidence base and experiences from around § _

the world. J Addict Med, 2014;8(5):315-326 T e
3. Maxwell JC, McCance-Katz EF. Indicators of buprenorphine and methadone use and abuse: what do we know? Am J Addict, «m ) @

2010:19(1):73-88.
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~——International Services and Funding
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Models

USA

= AN uptake in bup/nx

YV fatal overdose 12

WHIV risk behaviour 3-8

= Willict and other drug use 7-8

- Addiction care in primary care improves health
outcomes °

Schwartz RP, Gryczynski J, Q'Grady KE, et al. Opioid agonist treatments and heroin averdose deaths in Baltimore, Maryland, 1985-2009. Am J Public Health. 201 3,103(5):917-922.
Auriacombe M, Fatséas M, Dubernet J, Daulougde JP, Tignol J. French field experience with buprenorphine. Am J Addict, 2004;13 Suppt 1:517-28.

Mattick RP, Kimber J, Breen C, Davoli M. Buprenorphing maintenance versus placebo or methadone malntenance for opicid dependence. Cochrane Database of Systematic Reviews. 2008(2).
TWoody GE, Poole SA, Subramaniam G, et af, Extended vs shori-term buprenorphine-naloxone for treatment of opicid-addicted youth: a randomized trial, JAMA, 2008;300{17):2003-201%1.
Potter 45, Dreifuss JA, Maring EN, et al. The muiti-site prescription opioid addiction treatment study: 18-month outcomes. Journal of Substance Abuse Treatment. 2015,48(1):62-68.

Weiss RD, Potter JS, Griffin ML, et al. Long-term outcomes from the National Drug Abuse Treatment Clinical Trials Network Prescription Opiold Addiction Treatment Study. Drug Alcohol Depena
2015,150:112-119,

Kumar M3, Mudaliar 5, Thyagarajan SP, Kumar 5. Selvanavagam A, Daniels D. Rapid assessment and response to injecting drug use in Madras. south India. Int J Drug Policy. 2000;11(1-
2):83-98.

Sullivan LE, Moore BA, Chawarski MC, et al, Buprenorphine/natoxone treatment in primary care is associated with decreased human immunodeficiency virus risk behaviors. J Subst Abuse
Traat. 2008,35(1):87-92.

Rowe TA, Jacaprare JS, Rastegar DA, Entry into primary care-based buprenorphine treatment is associated with identification and teeatment of other chranic medical problems. Addict Scf Ciin
Pract 2012.7:22.
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Models

Australia
OAT provided in a variety of settings
Federal government pays for medication

- Focused on MAT with limited ancillary services
outside of specialist clinics

's Net ri\  for lixeellence
i S 1 l)cpcndt.ncc
fl{ 1 ed Flarms
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nternational Services and Funding
Models

UK
> GPs and specialists collaborate to provide OAT

o [ntegrates pharmacy as member of
multidisciplinary team

> Stepped care model approach
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ANV BRITISH COLUMBIA @iggowd;nce —3 icz

A Network for Excellence
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~ Alternative and Emerging Models

_ow threshold/High tolerance
Primary Care
- Integrated Approach
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Alternative and Emerging Models
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Low threshold/High tolerance

- Medical model of addiction

> Established in BC, ON, NS and NB

= Typically target street-involved PWID

- Evidence from St. John’s '
= 12 month retention 95%
= 67% abstinent from opioids
13% abstinent from cocaine

A Nenwork for Fxeellence
fu Substanee Depeodence
oo Belated THarms

1. Christie TKS, Murugesan A, Manzer D, O'Shaughnessey MV, Webster D. Evaluation of a fow-threshold/high-tolerance methadone - - Lt

maintenance treatment clinic in saint john, new brunswick, Canada: one year retention rate and illicit drug use. Journal of addiction. v«w -
2013;2013:753409-753409. '
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Alternative and Emerging Models

Primary Care
Also low threshold

- Evidence from France '
= A\ Patient satisfaction
» A\Patient acceptance of treatment

Evidence from Germany 2

= Reduction in criminal behaviours + health risk
behaivour

kj ~fixgellence
‘»\I Dupcndn

1. Carrieri PM, Michel L, Lions C, et al. Methadone Induction in Primary Care for Opicid Oependsnce: A Pragmatic Randomized Trial (ANRé' el Horm:
Methaville). Flos One. 2014;9(11). .t

2. Wittchen HU, Apelt SM, Soyka M, et al. Feasibility and outcome of substitution treatment of heroin-dependent patients in specialized - BeB
substitution centers and primary care facilities in Germany: a naturalistic study in 2694 patients. Drug Alcohicl Depend. 2008;85(3):245-25 Varcewie: .
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- Alternative and Emerging Models

Integrated Approach
> Setting Priorities for the BC Health System
(2014)

> Evidence

s Longitudinal observational study 2
o significantly lower health service utilization costs
o Improved health outcomes

= RCTs 3

o Significant reduction in health care utilization

and Refated Hasms
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Alternative and Emerging Models

Integrated Approach References

1.

)

W

Chi FW, Parthasarathy S, Mertens JR, Weisner CM. Continuing Care and Long-Term Substance
Use Outcomes in Managed Care: Early Evidence for a Primary Care-Based Model. Psychiatric
Services. 2011;62(10):1194-1200.

Parthasarathy S, Chi FW, Mertens JR, Weisner C. The Role of Continuing Care in 9-year Cost
Trajectories of Patients With Intakes Into an Outpatient Alcohol and Drug Treatment Program.
Medical Care. 2012;50(6):540-546.

Mertens JR, Lu YW, Parthasarathy S, Moore C, Weisner CM. Medical and psychiatric conditions of
alcohol and drug treatment patients in an HMO: comparison with matched controls. Arch Intern
Med. 2003;163(20):2511-2517.

Parthasarathy S, Mertens J, Moore C, Weisner C. Utilization and cost impact of integrating
substance abuse treatment and primary care. Medical Care. 2003:41(3):357-367.

Weisner C, Mertens J, Parthasarathy S, Moore C, Lu Y. integrating primary medical care with
addiction treatment - A randomized controlled trial. Jama-Joumnal of the American Medical
Association. 2001;286(14).1715-1723.
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Conclusions

> No provinces have established a true continuum
of care, including treatment intensity levels

- Fragmented care with little communication

- BC specific issues
= Evidence based clinical practice guidelines
= Explicit OAT regulations
s Revisions for MSP Fee Item T00039
= Private for profit concerns
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Recommendations

A. With regard to OAT service models:

1. The current capacity of publicly funded
methadone providers should be optimized,
thereby reducing demand for the more
expensive private clinic sector
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Recommendations

A. With regard to OAT service models:

2. Barriers preventing primary care physicians from
providing OAT should be eliminated.
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Recommendations

B. With regard to OAT funding models:

3. Based on the research evidence that counselling
and psychosocial interventions are not necessary
components of OAT and do not contribute to better
outcomes, these services should not be directly or
indirectly publicly funded as part of OAT.

#n Substance Dependence
andd Belared Harms
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A. Summary of Evidence in the Role of Psychosocial Treatment Interventions in QAT

Recommendation ¥or more information see pages...
1 Evidence-based OAT service components should be 10,15
clearly defined in program regulations and clinical
practice guidelines.
2 Based on research evidence, counselling and 11,15

psychosacial treatment interventions are not necessary
components of OAT and do not contribute to better
health outcomes.

B. Summary of Evidence of Payment Models for QAT Prescribing and Physician Care

Recommendation

For more information see page...

With regard to OAT service models:

1 The current capacity of publicly funded OT providers | 31
should be optimized, thereby reducing demand for the
more expensive private clinic sector.

2 Barriers preventing primary care physicians from | 31
providing OAT should be eliminated.

With regard to OAT funding models:

3 Based on the research cvidence that psychosocial | 32

treatment interventions are not necessary components of
QAT and do not contribute to better outcomes, these
services should not be dircctly or indirectly publicly
funded as part of OAT.
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Methadone Maintenance Treatment in
British Columbia, 1996-2008

Analysis and Recommendations

May 2010

University | Centre for Addictions
RLLF of Victoria | Research BC
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This paper is submitted to the Ministry of Healthy Living and Sport as part of a project to review
methadone maintenance treatment in British Columbia. The views expressed in this report are those of
the author and do not necessarily reflect the views of the authors of the background papers on which
this report depends or the position of the Ministry.

Author:

Dan Reist, Assistant Director (Knowledge Exchange) and a senior policy analyst with the Centre for
Addictions Research of BC, University of Victoria

©Ministry of Healthy Living and Sport, 2010
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Abbreviations

An attempt has been made to restrict the use of acronyms and abbreviations in this document. The
following have been used in order to facilitate flow because of repeated use in the text:

CPBC - College of Pharmacists of British Columbia
CPSBC - College of Physicians & Surgeons of British Columbia

MMP - Methadone Maintenance Program {a particular program administered by the College of
Physicians and Surgeons of British Columbia to assist physicians in safely and effectively prescribing
methadone for opicid dependency)

MMT - methadone maintenance treatment {any and all services and supports delivered as part of a
program of methadone maintenance treatment and the system that support such delivery)
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Summary

Standard pharmacotherapy for opioid depen-
dence in British Columbia involves oral solution
methadone, a long-acting synthetic opioid
agonist. As opioid dependence is commonly
recognized as a chronic disease, the philosophy
behind methadone substitution treatmentis
meant to be maintenance-oriented rather than
abstinence-oriented. Treatment is provided hy
speciaily-licensed physicians and, in most cases,
is dispensed and consumed at community
pharmacies under direct supervision.

The College of Physicians and Surgeons of
British Columbia was given responsibility for
administering the Methadone Maintenance
Program in 1996. The College publishes guide-
lines for methadone maintenance treatment,
provides training for physicians, and manages
the process by which physicians can apply for
authorization to prescribe methadone.

Expansion in the accessibility of methadone
treatment was a key objective of the program in
1996. The number of active prescribing
physicians has risen from 238 in 1996 to 327 in
2006, and the number of dispensing pharmacies
has increased from 131 ta 482 during the same
period. The number of clients in the program
has likewise risen from 2,827 to 9,601.

Nonetheless, significant challenges remain.
Despite improvements in system capacity,
methadone provision is unevenly distributed,
and access in rural and remote communities is
limited. Client retention in treatment is a key
indicater of effectiveness, but retention has
been declining in recent years. The
characteristics of the clients entering treatment
has been associated with client retention,
however, the demographic shifts for which we
have data (increased age, treated co-morbidity
and prior treatment attempts) are all associated
with greater, rather than decreased, retention.
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The data suggests that decreasing rates of
compliance with prescribing guidelines and a
failure to adequately address client concerns
may be contributing to the negative trend in
client retention.

When developing the system, it is important to
recognize that effective methadone mainten-
ance treatment is a multidisciplinary effort with
at least three components: methadone prescrib-
ing, methadone dispensing and the provision of
psychosacial services and supports (e.g,
counselling services and supports related to
housing, employment, mental health, or life
skills}, Attention must be given to the capacity
for each of the components and for their
coordination within a system that is easy for
clients to navigate, Currently the program lacks
clarity around responsibility for the third
component and has no mechanism to ensure
coordination. There is no comprehensive
strategy for workforce development to ensure
quality service and integration across all compo-
nents. The current collection of funding mechan-
isms restricts access far some clients and under-
mines accountability within the system.

The four recommendations included at the end
of this report suggest that government should
consider:

¢ ameans of coordinating the MMT system in
BC and address the current gaps related to
responsibility and accountability across
components of the system

¢ how best to monitor and report on MMT

» working together and with the health
authorities, CPSBC, CPBC, and the
professional training institutions to
develop and implement workforce
development strategies to supporta
coordinated muitidisciplinary appraach to
MMT

1
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« acoordinated approach to MMT funding
that ensures value for money is being
achieved, fiscal irregularities or abuses are
addressed and a multidisciplinary system is
supported

Background

Opioid dependence is a chronic maladaptive
pattern of heroin or other opioid use, eften
associated with co-morbid psychiatric
disorders, elevated risk of infection and trans-
niisston of infectious diseases such as HIV/AIDS
and hepatitis C and premature mortality.
Systematic reviews have identified methadone
maintenance treattnent (MMT}' as the most
effective form of treatment for opioid depen-
dence in terms of treatment retention and
decreases in the use of illicit opioids (Amate,
Davoli, Perucci, Ferri, Faggiano, & Mattick, 2005;
Mattick, Kimber, Breen, & Davoli, 2007; Mattick,
Breen, Kimber, & Davoli, 2009). Observational
studies have further shown decreased risk of
overdose death, infectious-disease transmission
and criminal activity (Ward, Hali, & Mattick,
1959}

Histarically, MMT had its beginnings in the
province of British Columbia. Ingeborg Paulus
and Robert Halliday established the world's first
methadone maintenance treatment program in
Vancouver in 1959 (Paulus & Halliday, 1967).
Methadone was then introduced as formal
treatment for opioid addiction following the
pioneering studies by Dole and Nyswander in

1 MMT is used throughout this report to refer to any
and all services and supports delivered as part ofa
program of methadone maintenance treatment and
to the systern that supports such delivery, MMT is to
be distinguished from MMP (the Methadane
Maintenance Program) which refers to a particular
program administered by the College of Physicians
and Surgeons of British Columbia to assist physicians
in safely and effectively prescribing methadone for
opioid dependency.

2|

New York in the early sixties [1965). Numerous
studies since have established the efficacy of
using methadone as a maintenance medication
for opioid dependence. Discontinuation of MMT
is associated with a three- to four-fold increase
in death rates (Bell & Zador, 2000].

During the early decades of MMT in Canada,
administration and regulation of methadone
prescription was held at the federal level, and
the program experienced stages of expansion
and contraction in respense to policy shifts at
both the federal and provincial levels (Fischer,
2000). Amid growing demand for treatment and
mounting evidence of the merits of methadone
treatment in the 1980s and early 1990s, the
federal government {ransferred administrative
jurisdiction over methadone treatment
regulation to the pravinces.

The College of Physicians and Surgeons of
British Columbia (CPSBC} was given
responsibility for administering the Methadone
Maintenance Program {(MMP] in 1996. The
College developed a training program for
physicians seeking authorization to prescribe
methadone and a brief guide to administering
MMT. This guide included guidelines on starting
dose, titration, and maintenance dosing. The
College subsequently published a handbook
with more complete guidelines in 2005 and
these have heen further revised and up-dated
(CPSBC, 2009).

Standard pharmacotherapy for opioid
dependence in British Columbia invelves oral
solution methadane, a long-acting synthetic
opioid agonist. Methadone prescribing is done
by specially-licensed physicians and, in most
cases, is dispensed and consumed at community
pharmacies under direct supervision. In 2004,
the College of Pharmacists of British Columbia
(CPBC) assumed responsibility for setting
standards and monitoring dispensing practice
and subsequently published 2 guide {or

CENTRE FOR ADDICTIONS RESEARCH QF BC

Page 256 MSD-2016-61893




pharmacists dispensing methadone (CPBC,
2007).

In recognition of opioid dependence as a
chronic disease, methadone treatment is
recommended as a maintenance therapy with
clients remaining in long-term treatment. While
methadone can be used te stabilize an
individual to facilitate withdrawal of opioid
drugs, clients are not encouraged to withdraw
prematurely because of the high risk of relapse.
The ineffectiveness and added risks of tapering
off methadone early (prior to completion of at
least two years of treatment) is recognized in
the literature (Caplehorn, Dalion, Cluff, &
Petrenas, 1994) and is reflected in the CPSBC
handbook. Penalization of patients who relapse
into iliicit opioid use during maintenance
treatment or voluntary withdrawal is
discouraged.

Since 1996, the MMP has experienced rapid
growth, and BC has again become a leader in
providing methadone treatment. Nonetheless,
the system continues to face challenges related
to capacity and operations, public and
professional confidence in the program has
been undermined by reports of misconduct and
poor practices, and the experience of patienis
has resnlted in numerous complaints. In light of
these and other factors, the Ministry of Healthy
Living and Sport initiated a series of reviews of
MMT in 2008 and 2009.

Methodology

The present paper is based on an analysis of the
findings from two background studies. Virtually
everything in this paper is anchored in or
derived from one or both of the background
reports. While they are cited extensively
throughout this paper, the explicit citations
undoubtedly understate the dependence
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between this document and these foundational
reports.

The focus of the current paper is to identify
factors that impact treatment outcomes and
client satisfaction with methadone maintenance
treatment in BC and to offer a series of priority
recommendations for immediate improvement.

One of the background reports was based on an
original qualitative study that collected
perspectives from a wide range of stakeholders
including clients, services providers and system
managers representing a variety of settings,
professions and responsihilities (Parkes, 2009),
This rich collection of material was analysed, for
the present report, relative to its significance
related to system functioning or design. While
the design of the study does not permit
quantitative analysis or conclusions about the
representativeness of the views expressed, the
reported views were Common across
stakeholder groups or within a particular
stakeholder group. For the purposes of this
report, the significance of this data isin
identifying perceptions that impact how the
MMP is experienced rather than in making
definitive statements about “what is.”

The other background study was a quantitative
analysis of a series of linked population level
administrative databases (Nosyk, Sun, Sizto,
Marsh, & Anis, 2009). This study documented
several trends related to MMT in BC for the
period 1996-2007. While the data does not
prove a causal connection between trends, the
patterns suggest interesting possible
correlations especially as these are supported in
the MMT literature.

Period of Rapid Growth

Expansion in the accessibility of MMT was a key
objective of the Methadone Maintenance

|3
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Program when it was formed in 1996. The large
literature supporting the effectiveness and cost-
effectiveness of MMT (Barnett & Hui, 2000;
Zaric, Barnett, & Brandeau, 2000; Zarkin,
Dunlap, Hicks, & Mamo, 20053; Connock, et al.,
2007) and the high societal costs of untreated
use (Wall, Rehm, & Fischer, 2001) suggests that
making MMT treatment available to all those in
need should be the critical priority in terms of
maximizing public health and safety benefits.

The number of clients in MMT rose from 2,827
in 1996 when the CPSBC assumed administra-
tion of the pragram to 9,601 in 2006 (Figure 1).
The annual number of new clients in MMT rose
sharply after 1996 and peaked in 1999 at 2,053.
Since 2003 the number of new clients has
stabilized between 1,200 and 1,450 new
patients per calendar year (Figure 1},

Related to this rapid increase in client numbers
is the increase in service availability. The num-
ber of active prescribing physicians rose from
2381in 1996 to 327 in 2006.2 Over the same
period the number of dispensing pharmacies
increased from 131 to 482 {Figure 2).

However, the vast majority of methadone-
prescribing physicians have served clients
based primarily in the Vancouver Coastal and
Fraser health regions, and the majority of the
increase in availability of prescribing physicians
has been realized in these regions. In confrast,
the number of prescribing physicians serving
clients in each of the rural health authorities has
been roughly constant. To some extent, this
reflects the restricted access to primary care
generally in rural and remote communities, but
stakeholders noted that this has impacted mar-
ginalized populations of health care users, such
as people with substance dependence and some

2'These figures are caleulated from prescriber ID
data in the methadone dispensation records in
PharmaNet.

4|

Figure 1: Number of clients prescribed methadone
1996-2006 (Nosyk, Sun, Sizto, Marsh, & Anis, 2009}
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Aboriginal British Columbians, more seriously
than the general population (Parkes, 2009).

Dispensing pharmacies arc more commonplace
than they used to be. Nonetheless, in some rural
and remote communities methadone is still not
readily available.

Buring this period of rapid growth, significant
changes in client demographics have occurred,
The mean age of methadone clients increased

from 37 in 1996 to 40 in 2006. The percentage
of female clients declined over the period from

Figure 2: Prescribing physicians and dispensing
pharmacies, 1996-2006 (Nosyk, Sun, Sizto, Marsh, &
Anis, 2009)
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41% to 36%. From 2002 to 2006 there has been
a noticeable increase in the level of treated co-
morbidity, assessed by examining prescription
drug dispensation during the six month prior to
MMT. The preportion of clients initiating MMT
for the first time dropped from 82.4% in 1996
t0 39.4% in 2006 as greater numbers of clients
whao had previous histories of MMT returned to
treatment (Nosyk, Sun, Sizto, Marsh, & Anis,
2009).

The review could not establish whether there
have been changes in the levels of social
support, drug use severity or the use of other
drugs, as these influencing factors are not
tracked in provincial health administration
databases. Whether or not there have been
changes in these factors, service providers
report that MMT clients tend to be “challenging,
complex patients,” “tough to deal with,” “chactic
and unstable” (Parkes, 2009). The majority in
urban centres like the Downtown Eastside of
Vancouver were reported to be on welfare or
homeless. By contrast, some providers in rural
regions report that the majority of their
methadone clients are stable and employed
(Parkes].

Current Models

MMT services in BC are provided through a
complex patchwork of system components,
Official policy seeks to embrace this diversity
and weave it together to form an integrated and
evidence-based system of care (Reist, et al,,
2004). The complexity, relative to MMT, can be
organized around three models that reflect a
tension within the program.

Family Physicians

The model cornumen to most jurisdictions
(Fischer, Cape, Daniel, & Gliksman, 200Z;
Matheson, Pitcairn, Bond, van Teijlingen, &
Ryan, 2003} is to provide MMT through family
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physicians or general practitioners. This model
has potential to maximize access, integrate
MMT clients within mainstream health care
services and ensure comprehensive medical
care. Some stakeholders suggest that these goals
were, in fact, fundamental to the original intent
in setting up the MMP. Some clients appreciate
that the model provides anonymity and the
ability to be away from the congregation
dynamic of some MMT clinics (Parkes, 2009). In
fact, other studies have shown that MMT
provided through general practice is more cost-
effective, less stigmatizing and leads to
improved care for physical health (Lewis &
Bellis, 2001}. However, in BC where addiction
services are mostly provided outside of the
medical system, the model has, according o
some health authority managers, led to a
“virtual disconnect” hetween methadone
services and the wider addictions system of care
{Parkes, 2009).

In practice, MMT is often "not integrated in a
meaningful way into family medicine” either. In
fact there are reports of “whole medical commu-
nities dead set against methadone.” Prescribing
physicians in rural areas can feel pressured to
take on more MMT clients than they can actually
integrate into their practice because other
physicians in the area refuse to provide MMT.
Sometimes MMT becomes a separate “second
job” for the physician, with prescribing services
delivered independently of the regular office-
based family practice (Parkes, 2009).

Multidisciplinary Maodels

The other model is to integrate methadane
prescribing with multidisciplinary wrap around
services designed to meet the complex needs of
clients. Research suggests that multidisciplinary
treatment may increase retention and thus
improve outcomes and that group practices
(often incorporated into multidisciplinary
models) also have an advantage in terms of

| 5
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patient retention (Strike, Gnam, Urbanoski,
Fischer, Marsh, & Millson, 2005). The extent of
integration and the scope of services within the
bundle varies according to setting and program
design.

The community health clinics developed by
some health authorities as “one-stop shaps” for
primary care are one version of this model. In
these clinics MMT is just one of several health
and social services provided by physicians,
nurses, psychologists, counsellors, social
workers and other professionals. The attempt is
to integrate methadone prescribing within
standard primary care and to integrate MMT
clients within the larger community. There have
been reports of under-capacity and poor service
at some clinics, but some stakeholders regarded
this as an ideal model for MMT {Parkes, 2009].
The model is designed to retain features of the
general practice model while building in
advantages of multidisciplinary and group
practice approaches.

Another version of the multidisciplinary model
is illustrated hy the Sheway program in the
Downtown Eastside of Vancouver. Here the goal
is to provide comprehensive health services to a
particular population {i.e., pregnant and
parenting womern). As in the community health
clinics, methadone prescribing is integrated into
primary care and supported by other services,
but the entire suite of services is designed to
meet the needs of a particular population of
interest. As a result the services can be selec-
tively tailored to the needs of that population,

Yet another version of the integrated model is
seen in the attempt by some health authoerities
to nurture integration between MMT and other
mental health and addiction services. For
example, in Kelowna prescribing physicians
work through a local mental health and addic-
tion outreach clinic that provides a wide range
of support services designed specifically to help
people with mental health or substance use-

6 |

related problems. Quarterly dinner meetings
provide opportunity for multidisciplinary
dialogue and the development of collegial
relationships. This version focuses on building a
comprehensive approach to problems related to
substance use but provides less integration with
primary care and is focused more on meeting
the complex needs of a particular client group
than on integrating them within the community.

All of these models seek to integrate methadone
prescribing with other health or social services
provided by non-medical professionals and may
also include peer support, The particular
collection of services varies, and each offers
certain strengths and weaknesses. Individnals
requiring MMT services often have complex
health and social needs, and the degree to which
any particular program meets those needs
varies with both program and client. How to
design a system to meet client needs is the
fundamental challenge for MMT.

Private Clinics

The definition of a private clinic in this report is
a clinic that provides methadone freatment
exclusively (or almost exclusively) and which is
run for profit by one or more owners, who may
or may not be prescribing physicians. The major
difference between this model and physicians
prescribing methadone in their private office-
based practices is that the clinics provide only
MMT, rather than comprehensive primary care
services.

While private clinics have engendered a lot of
discussion, they are not, in fact a separate
model, Many of them are a variation of the third
version of the multidisciplinary model
described above. That is, they attempt to create
a mechanism by which ciients can benefit from
multidisciplinary services within a context in
which only physician services are directly
funded. They also reflect attempts to moderate
the challenges, cited above, of incorporating
MMT into family practice.

CENTRE FOR ADDICTIONS RESEARCH OF BC
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MMT clinics have an established history in
British Columbia of providing services to less
“stable” clients who were difficult to manage in
a family practice {Fischer, 2000). [n the 1980s
the clinics tended to be operated by government
while the physicians were seen as “private,” and
many of the concerns now raised about the
private clinics were then raised about the
private physicians (Alexander, Beyerstein, &
Maclnnes, 1987). Private clinics developed in
response to demand for service and access to
the various funding mechanisms. Reasons for
the concentration of private clinics in some
areas of the Lower Mainland are complex but
may have more to do with history than design.
In the canstantly changing government
commitment to MMT through the 1970s, 1980s
and early 1990s, both clients and providers had
to adapt and private clinics emerged in that
process, By the time renewed commitment to
promote MMT emerged in the mid 1990s, the
clinics were already a established mode} in
certain concentrated areas and the need to
integrate MMT into family practice may have
seemed less urgent in those areas.

Some private clinics have done a good job of
using existing funding sources to provide a
range of MMT-related service to clients. The
clinics have allowed some physicians to address
the need for MMT in their communities without
the challenges of integrating the complex
services needed within their family practice. In
some areas, if it were not for private clinics,
there would be minimal access to MMT.

On the other hang, a lack of regulation,
accountability and transparency, together with
a complex funding situation, has led to many
perceived {and no doubt some very real) abuses
of the system. Many of the issues that are raised
about private clinics relate to funding
mechanisms, the lack of quality assurance, or
other systemic chalienges. While it has been
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argued that private clinics are more susceptible
to abuses in these areas, none of the problems
are unique to the private clinics nor do private
clinics necessarily exhibit more problems.
Because these issues are systemic rather than
characteristic of a specific model {or instance of
the model), they are discussed separately in the
next section.

Challenges and Issues

Despite a 50-year history of using methadone to
treat opioid dependency in British Columbia, we
still face many challenges in delivering safe,
effective and efficient services to all individuals
who desire treatiment. Many of these challenges
are interconnected. The following discussion
seeks to identify some of the key points and
tensions to be addressed by policy.

System Capacity and Access

As noted above, system capacity has
significantly increased since 1996, both in terms
of prescribing physicians and dispensing
pharmacies, The number of MMT clients has
likewise increased from less than 3,000 to
almost 10,000 by 2006.

As one might expect then, stakeholders report
that access to MMT services has improved
throughout BC in recent years. They credit
CPSBC as well as the College of Pharmacists of
British Columbia {CPBC) for taking on the
challenge and expanding the program in very
difficult and sometimes actively hostile
circumstances (Parkes, 2009). Access to
prescribing physicians is “very good” in some
areas and “availability is improving” in other
areas. Compared to other mental health and
addiction services, methadone was described by
some stakeholders as having relatively good
access (Parkes, 2009).

| 7
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Despite these positive developments,
methadone provision is unevenly distributed
across the province, and need often exceeds
capacity. Many communities do not have a
prescribing physician, and physicians in some
areas have to restrict their MMT caseloads so0 as
not to overwheim their family practices,
(Parkes, 2009).

Getting an accurate measure of the relationship
of capacity to need is problematical, While we
can analyse the number of methadone
maintenance patients per 1,000 population for
each local heaith area [Nosyk, Sun, Sizto, Marsh,
& Anis, 2009), the significance of this data is
difficult to assess in the absence of accurate
estimates of the number of opioid users by local
health area. Some experts have offerad
estimates of between 16,000 and 20,000 illegal
opioid users in BC {Parkes, 2009). Estimates
suggest that only 30% of Canada’s non-medical
opioid using popuiation will be enrolled in MMT
at any given time (Fischer, et al., 2005). Based
on these estimates, it appears that BC's MMP is
reaching well over the Canadian average, To
what degree the wide variation in MMT
enroiment between regions {and between local
health areas within regions} is a reflection of
unegual distribution of the opiocid using
population is unclear.

What is clear is that system capacity in rurat and
remote communities is limited (Nosyk, Sun,
Sizto, Marsh, & Anis, 2009, p. 15}. Some
stakeholders view MMT as a “specialty”’ and
suggest access will necessarily be limited in
rural areas {Parkes, 2009), Within this
conceptualization, providing prescribing
services through urban based physicians might
seem quite appropriate. However, delivering
anything close to a comprehensive package of
optimized MMT? is made more difficuit when

3 Optimized MMT was defined within the North
American Opiate Medication Initiative (NAOM]

81

the prescribing physician is not local. Providing
such services would require more careful
attention to system design and service delivery
than is currently the norm.

Access is about more than system capacity
measured in terms of the number of prescribing
physicians and dispensing pharmacies, Some
providers attempt to keep their methadone
prescribing “under the radar”, partly for fear of
community backlash but also “afraid of an
avalanche” of new and complex clients. While
such tactics may he necessary for the provider,
they make it difficult for people in need of MMT
to find and access services. Stakeholders drew
attention to a wide range of factors, frorm lack of
transportation to stigma and discrimination,
that negatively impact on access {Parkes, 2009).

Access is also influenced hy the level of aware-
ness and understanding about appropriate and
effective treatment. A lack of understanding
about MMT restricts help seeking and reduces
treatment adherence. It results in clients
requesting premature tapering or ineffective
doses as well as in professionals and other care-
givers recommending or encouraging inappro-
priate strategies. Comments by stakeholders
make clear the need for consistent and
extensive education of both clients and all
health and social service providers who work
with clients on methadone.

Licensing Requirements

Methadone is only available in Canada when
prescribed by a physician who has been granted
an exemption under the Controlled Drugs and

Study} to provide a rigorous control for testing
heroin assisted treatment. The study involved 251
participants at sites in Vancouver and Monireal.
Despite the fact that all participants had extensive
histories of opioid use and had not benefited from
past addiction treatment attempts (inchuding MMT],
the 12-month retention rate in the optimized MMT
arm of the study was 54%, well above the retention
rate for the provincial MMP (NAOMI, 2008).
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Substances Act. In BC responsibility for
regulating prescribing practices and recom-
mending physicians for exemption rests with
the CPSBC. The Coliege has developed
guidelines and a handbook for physicians
prescribing methadone to treat opioid
dependence (see Table 1 for summary of dosing
guidelines) and requires physicians to attend a
training program prior to being granted the
needed exemption.

Some methadone prescribing physicians report
that CPSBC is providing responsible oversight
and informative training. Even the audit and
review process was seen by some physicians as
positive and collegial. Not surprisingly,
however, opinions vary and a number of
camplaints have been levellad at the Callege.
Some physicians felt the program was over-
reguiated, making service delivery overly
demanding and restricting the ability to attract
more physicians or to retain clients {Parkes,
2009).

The literature suggests a need for carcful
balance. Without adequate controils, drugs
diverted from maintenance prescribing can
increase deaths among non-patients. Overly
stringent cantrols can result in fewer dependent
individuals entering and staying in treatment,
thus increasing their risk of overdose. But if the
barriers filter out clients who are less
committed to treatment, lowering them may
reduce the effectiveness of the program {Best, et
al., 2001). Getting the balance right will always
be a challenge, but ensuring structures for
addressing this tension are clear and
transparent would contribute to better
understanding and possibly to better outcomes.

Quality Assurance and Public Perception

The issue of service quality has been repeatedly
raised as a concern relative to MMT. Clients and
professionals alike complained about the lack of
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clear minimum standards of care, about
controlling and punitive practices and about
other perceived abuses within the system. Most
frustrating for complainants is the inability to
see their complaints addressed and resolved.

As noted above, CPSBC has developed
guidelines and physician prescribing practice is
monitored and subject to audit. A spokesperson
for the College said, “nothing gets more
scrutiny” and described the MMP as a “vanguard
of prescriber correctness in Canada” (Parkes,
2009). Likewise CPBC has published a guide for
pharmacist and monitors dispensing practices
relative to methadone.

Nonetheless, systemic problems related to the
practice at some pharmacies and clinics have
resulted in clients and providers across the
Lower Mainland reporting a loss of faith in the
MMP. Reported problems at clinics range from
the failure to provide continuity of care to
clients when clinics would close “overnight” to
overly punitive practices used to control client
behaviour. Commonly cited problematic
pharmacy practices related to daily witnessed
ingestion (either failure to witness ingestion on
deliveries or pressuring clients to request daily
witnessed ingestion even when not prescribed
by the physician} to the provision of financial
and material incentives or coercive practices to
make clients itse a particular pharmacy. Some
clients report a keen sense of unfairness, of
being taken advantage of. They believe that the
services they received as "addicts” or people
with substance use probiems were being held to
a “lesser standard of care” than health services
designed for other groups of patients (Parkes,
2009).

While there are guidelines for methadone
prescribing, many of the quality assurance
problems emerge because there are no official
practice standards for some of the other

|9
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services involved in MMT. For example,
counselling is nat a regulated profession in
British Columbia. So while counselling is
recognized as an important service, and
“counseiling by a physician” is listed in the
services covered by the methadone treatment
fee paid to physicians, there is no universally
agreed upon standard for training or scope of
practice related to counselling by physicians or
other professionals. The CPSBC's Methadane
Maintenance Handbook suggests physicians
should be involved in counselling and provides
considerahle guidance in this regard {2009, pp.
21-3). The reality, however, is that few
physicians have the time and expertise needed
to provide the support many MMT clients
require. Currently there is a lack of clarity on
how these support services can realistically be
provided.

Essentially, a comprehensive approach to MMT
involves three service components delivered by
qualified professionals: methadene prescribing,
methadone dispensing and various psychosocial
supports, including counseiling. Since 1996, the
CPSBC has set guidelines and monitored
practice relative to prescribing. Since 2004,
CPBC has taken responsibility for setting
standards and monitoring dispensing practice.
While complaints have been raised about
particular physicians and pharmacists, and
about the lack of transparency in the processes
for handling complaints, there is at least clarity
about responsibility. The same cannot be said
for the third component. Not only is there a lack
of clarity as to how to provide the services, but
even less clarity about responsibility for
monitoring the services provided.4

+ E.g, while “counselling by a physician” is covered
by the methadone treatment fee, the services of
counsellors and other professionals employed by
physicians or clinics are not monitored or regulated
by CPSBC,

10|

The Colteges have been criticized on how they
maonitor practices. Some physicians felt CPSBC
was overly concerned with preventing diversion
and minimizing the potential for methadone
related deaths. Minimizing deaths and
preventing diversion are universally accepted
concerns (Cairns, 2000). But, it needs to be
recognized that over-protecting in this direction
may lead to ineffective prescribing practices
that fail to save lives (Best, et al,, 2001)}. Several
of the factors related to ineffective prescribing
practices are discussed below. It is not ctear
how the current process of monitoring
prescribing practices takes these factars into
account or holds prescribers accountable for
overly restrictive practices.

One of the primary benefits of MMT is the well-
documented decreased risk of mortality for
individuals in treatment. Previous studies have
shown that the risk of death for a client of any
age in MMT is some nine times higher than the
general population, but three times lower than
that of untreated users (Caplehorn, Dalton, Cluff,
& Petrenas, 1994). Mortality of female injection
drug users has been found to be at least twice as
high as that of males (Spittal, et al., 2006). The
substantial benefits of keeping a client in
treatment need to be balanced against the risks
of increased mortality among individuals in
treatment and the general public.

Within treatment, methadone-related deaths
occur most commonly in the early stabilization
period, in periods of transition, or among
certain individuals who continue to use other
substances, particularly central nervous system
depressants such as opioids, benzodiazepines or
alcohol {Latowsky, 2006). Monitering should
focus on compliance with guidelines in a way
that minimizes the identified risks while
maximizing client retention.

Evidence of some pharmacies offering cash or
other incentives to MMT clients has brought
considerable public attention to dispensing
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practices, and some physicians have argued that
this has interfered with effective treatment for
some clients (Parkes, 2009). On the one hand,
the incentives may improve client retention,
leading to a net benefit. On the other hand, if the
meney is used to purchase other drugs, it could
have a negative impact on the long-term
wellbeing of the client and undermine public
support for MMT {Nosyk & Anis, 2009). CPBC
has struggled to address this and ather issues
fairly and within its capacity and mandate.

Improving the quality of services and building
public trust in the program is critical to the
success of MMT services, The issues will only be
resolved by ensuring clarity about the
responsibilities for delivering and monitoring
each component, developing transparent and
responsive systems for addressing challenges
and putting in place a coordinating mechanism
to ensure the components work well together
while continuing te maximize access to MMT.

Client Retention

Retention of clients in treatment is among the
most commonly used measures of effectiveness
for methadone and other forms of opioid
substitution treatment (Amato, Davoli, Perucci,
Ferri, Faggiano, & Mattick, 2005). Being
retained in treatment has been associated with
decreases in iltegal activity, better health and
lower levels of mortality (Caplehorn, Dalton,
Cluff, & Petrenas, 1994). A National Institute of
Drug Abuse review found that the overall mean
retention in MMT at one year was 39.8%, with a
range of 25-60% (NIDA, 1995). Studies have
suggested that longer duration of exposure in
treatment is associated with improved post-
treatment outcomes such as reduced opioid use
and criminal activity and improved social
productivity {Dolan, Shearer, White, Zhou,
Kaldor, & Wodak, 2005; Hubbard, Craddock, &
Anderson, 2003; Lowinson, Payte, Salsitz,
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Figure 3: 12-month retention in MMT 1996-2005
{Nosyk, Sun, Sizto, Marsh, & Anis, 2009}
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In BG, just under forty percent of treatment
episodes initiated in 1996 Jasted at least 12
months. This rate of retention increased to
45.9% in 2001 but since then has been declining
to a low of 40.5% in 2005 (Figure 3).5 While this
rate is clase to the average reported in North
America (NIDA, 1995) it is significantly below
rates reported in Ontario over a similar period
{Strike, Gnam, Urbanoski, Fischer, Marsh, &
Millson, 2005) and the rate reported for the
optimized MMT arm of the North American
Opiate Medication Initiative (NAOMI, 2008).6
The latter case, in particular, illustrates the
potential for improvement even with a cohort of
the most challenging clients.

5 This declining rate of retention is particularly
troubling in that other current demographic trends
{e.g., age and levels of treated co-morbidity) are
associated with increased retention.

6 Different methodologies in calculating episode
length make direct comparisons problematic. See
Anderson and Warren {2004) for an earlier
assessment of client retention in the BC MMP.
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Treatment retention by prescribing physician
varies considerably. In 2005, more than one
third of prescribing physicians had 12-month
retention rates below 30%. By contrast, 13% of
prescribers had exceptional performance with
more than 60% of methadone treatment
episodes lasting longer than 12 months,

Methadone maintenance is an effective form of
treatment for opioid dependence even among
individuals who have been unsuccessful in the
past. A number of factars are correlated with
better treatment outcomes, These include age,
levels of treated co-morbidity, daily doses,
better treatment adherence, availability of
psycha-social support services and more
experienced physicians {Peles, Schreiber, &
Adelson, 2006).

Baily Dase

A Cochrane review of MMT in experimental
settings found that treatment regimens with
daily doses of at least 60mg are associated with
better retention, less heroin use during
treatment and lewer withdrawal symptams
(Faggiano, Vigna-Tagliant, Versino, & Lemmma,
2003). Analysis of BC data (Nosyk, et al,, 2009)
suggests that higher mean doses have led to
longer retention in treatment.

Figure 4 displays the probability of remaining in
treatment over time given the mean daily dose
prescribed during the treatment episode.
Episodes with daily doses over 100mg had the
highest probability of being retained in
treatment at every time point. Episodes with
daily dose below 60mpg discontinued earliest.

Compliance with minimum effective dose
guidelines (defined as >60mg per day) has been
falling in BC since 2000 (Figure 5) mirroring the
decline in treatment retention over this period.
Just over half of physicians who were primary
prescribers for five or more treatment episodes
complied with minimum effective dose
guidelines in at least 70% of their cases. About
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Figure 4: Effect of daily dase an treatment retention
{Nosyk, Sun, Sizto, Marsh, & Anis, 2009}
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one third of prescribing physicians adhered to
the guideline in 50-70% of treatment episodes,
but almost 15% had compliance rates of <50%.
The maintenance dose is individual-specific and
reguires patient input. Not all patients require a
daily dose of »60 mg, and some patients may
request sub-optimal doses for a variety of
reasons. Nonetheless, physicians should be
encauraging optimal dosage, and evidence
suggests that for most patients this will involve
achieving a daily dose >60mg,

Starting Dose and Titration

Mortality in the first several weeks after

Figure 5: Compliance with minimum effective dose
guidetine {Nosyk, Sun, Sizto, Marsh, & Anis, 2009}
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initiation of treatment and methadone-related
deaths among non-patients have raised
concerns regarding compliance with guidelines
on starting doses, the rate of dose titration and
prescription of take-home, or carry doses in the
early stages of treatment (Drummer, Opeskin,
Syrjanen, & Cordner, 1992; Cairns, 2000;
Caplehorn & Drummer, 1999). The risk of fatal
methadone overdose during the first two weeks
of treatment is estimated to be 6.7 times higher
than that of heroin-dependent patients not in
treatment, and 98 times higher than that of
patients who have been stabilized on mainten-
ance doses of methadone (Caplehorn &
Drummer, 1999),

Minimizing the risk of fatal methadone overdose
is a major concern for the CPSBC. Compliance
with the starting dose guideline was quite low
{35.4%) in 1996 when the College assumed
responsibility for the MMP. Following their
involvement, compliance steadily improved to
78% in 2003 and has stabilized at about this
rate since then (Figure 6).

Dose titration is an important indicator of
individualized care. Daily doses are meant to be
adjusted to the point at which the patient’s
withdrawal symptoms are relieved, without
praducing sedation. Compliance with dose
titration guidelines has improved, though less
dramatically than for starting dose (Figure 6).

Take-Heme Doses

Carries, or take-home doses, are recornmended
only after 12 weeks of stability in treatment,
and are usually to be no more than 4 days.
Compliance with these carry guidelines has
improved from under 40% in 1996 to 60% in
2006 (Figure 7), however the majority of this
increased compliance has been realized in only
Vancouver Coastal Health and Fraser Health,
Within Northern Health, carry guideline compli-
ance was higher in Prince George, the only urban
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Figure &: Compliance with starting dose and titration
guidelines (Nosyk, Sun, Sizto, Marsh, & Anis, 2009)
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centre in the region, Similar patterns for urban
versus rural areas were observed in Interior
Health and Vancouver Island Health Authority.

According to rural prescribers, clients in rural
regions still have limited access to dispensing
pharmacies. Rural pharmacies are maore likely to
have more restricted hours of operation and be
further from clients. Travel times of upto 1.5
hours to get to the pharmacy for methadone
have been reported (Parkes, 2009). These access
barriers require exceptions in order to retain
clients, and rural providers seek to compensate
through a more liberal carry schedule.

Figure 7: Compliance with carry guidelines (Nosyk,
Sun, Sizto, Marsh, & Anis, 2009}
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Dase Tapering

Given widespread agreement on the benefits of
a maintenance-oriented approach to the
treatment of opioid dependence, the evidence
base for methadone dose tapering for those

wishing to achieve abstinence is relatively small.

A small cohort study (Senay, Dorus, Goldburg, &
Thoraton, 1977) found that those on a 3% per
week taper were more likely to complete their
tapers than those on a taper of 10% per week.
Mare recent evidence suggests that successful
completion of tapers is rare, and that most
patients either relapse or request to discontinue
the taper (Calsyn, Malcy, & Saxon, 2006). A high
proportion of treatment episodes in RC had at
least an attempted taper (46.0%) and many of
these tapers (74.7%) were initiated within one
year af treatment episode initiation. Many
attempted tapers reverted to maintenance
doses. In the majority of cases, guidelines on the
rate of dose tapering were followed.

This compliance rate, however, has heen falling
since 2001, mirroring the fall in compliance
with the minimum effective maintenance dose
guideline. In general, the dose tapering rate has
been exceeded more frequently in Vancouver
Coastal throughout the study period. Evidence
of early initiation of tapers is suggestive of
opioid-detoxification, or abstinence-oriented
treatment, which is discouraged based on firm
evidence of higher rates of relapse into regular
drug use and higher mortality. While this
evidence is recognized by the CPSBC and
supported by the recommended guidelines, it
clearly needs to be emphasized in physician
training sessions and in the monitoring of
prescribing practices.

Revalving Door

Stakeholders sometimes express frustration
over the “revolving door” through which clients
repeatedly cycle in and out of treatment. As
noted above, retention in treatment is an
important indicator of treatment effectiveness,

14 4

and risk of mortality is increased during periods
of transition, Therefore, effort should be made
to maximize retention and discourage clients
from choosing to leave the program, particularly
within the first twe years.

But the “revolving door” need not be seen as
purely negative, Relapse is common in all forms
of treatment for substance dependence, as
many people who have tried to quit smoking
tobacco kmow. Some clients may enter MMT
without full commitment to long-term
maintenance but in order to deal with more
immediate withdrawal symptoms in the short
term, However, among clients with multiple
treatment episodes, later MMT attempts were
significantly longer than their first attempt
{Figure 8; Nosyk, et al,, 2009). Compared to
individuals’ first treatment episode, subsequent
episodes were progressively longer, ranging
from 13% longer {second episode) to 21%
longer {sixth or higher episcde).

Morbidity and Mortality
From 1996 to 2005 the rates of hospitalization
for MMT clients increased from 6.7 to 25.7 per

Figure 8: Time to discontinuation stratified by
treatment episade for clients with 4 or more
treatment episodes (Nosyk, Sun, Sizto, Marsh, & Anis,
2009}

fur]

—pisodts 1
oSSO0 2o
o gpigaez 325

9%

ng

Crabalbrns sngit sd 1 gaoimant
HE]

a2

s

[} T T + T T 4
o F00 1303 1530 2000 P 200D 3500

Tt [Dgys)

CENTRE FOR ADDICTIONS RESEARCH OF BC

Page 268 MSD-2016-61893




100 person years in treatment. Similarly, the
rate of mortality within one month of MMT
discontinuation increased from 0.4 deaths per
100 person years in treatment in 1996 to 1.3 in
2006. These increases likely reflect a progres-
sion in illness severity or comorbidity in the
client population over time (Nosyk, Sun, Sizto,
Marsh, & Anis, 2009). However, these rates
should continue to be tracked and analysed

against trends in compliance with good practice.

Caseload and Provider Experience

Some stakeholders suggest the original vision
for the MMP was for widespread provision
through local family physicians. This was
envisioned as maximizing access and spreading
the load across a broad base of providers. If this
was the vision, it has not been realized.
Prescribing physicians in rural or remote areas
complain about feeling pressured to take on
new clients, even though their workload is at
capacity. Some rural physicians report limiting
access in order to manage workload and be able
to provide quality services to their existing
clients (Parkes, 2009). Even in urban areas,
MMT services are often concentrated in
methadone clinics or specialized practices
rather than being distributed across family
practice.

Yet provider caseload has a complex relation-
ship with MMT outcames. Physicians with the
largest patient loads {more than 182 MMT
patients) retained clients in freatment for
shorter periods on average than those with
moderate patient loads (56-182 patients), But
then, so did those with low patient loads (less
than 55 MMT patients). However, those with
relatively high patient loads [89-182 MMT
patients) tended to retain clients the longest on
average {Nosyk, Sun, Sizto, Marsh, & Anis,
2009).
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This data may suggest the importance of
provider experience in addition to reasonable
caseloads. On the other hand it may reflect a
variety of systemic issues such as the ability to
provide meaningful supports in addition to
methadone prescribing that may correlate with
caseload in current models. Further research is
needed before clear guidance relative to
caseload can be formulated.

Stigma and Professional Attitudes

Comments from methadone clients continue to
indicate that many experience the health care
system as fragmented. If they arc stabilized on
methadone they are often afraid to access emer-
gency care or acute care for fear of having their
access to methadene disrupted. They report that
medical staff “treat you different” when they
discover you are on methadone. Clients often
experience the program as punitive and sham-
ing rather than therapeutic even when the
professional may he trying to follow guidelines
designed to pretect the client (e.g., reducing the
dose for a client who is using other depres-
sants). Clients speak of wanting to be treated
“as a human” and are appreciative of profes-
sionals who take an interest in them individ-
ually and are prepared to balance risk and bene-
fit on a case-by-case basis. They offen express
the need for more information, to be included in
decision making and have a chance to under-
stand and explore their options (Parkes, 2009}

What clients say they want and often do not get
from the system are mostly things already
emphasized in the Methadone Maintenance
Handhook [CPSBC, 2009] and, therefore, which
should be common practice. Comments from
some health professianals, however, support
the impression that MMT is still misunderstood
by many people working in health care.
Addiction still carries a stigma in our health
system that results in MMT clients heing treated
differently than other patients. The CPSBC
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reports attempting to change this by providing
more training on MMT to medical students, but
clearly a comprehensive strategy is needed to
increase knowledge and change attitudes within
the health care system and beyond.

Treatment Adherence

Poor adherence to treatment has the most
profound effect on treatment retention. Patients
who miss 10-30% of prescribed doses
discontinue treatment nearly 2.5 times sooner,
while those missing over 30% of prescribed
doses discontine nearly 7 times sooner than
those missing «<10% of prescribed doses (Nosyk,
Sun, Sizto, Marsh, & Anis, 2009).

There are, no doubt, many factors that
cantribute to poor treatment adherence on the
part of clients. One of the factors most
commonly mentioned by clients relates to the
restrictions MMT places on their ability ta live a
normal life. Clients often experience methadone
treatment as controlling almost every aspect of
their lives: whether they can get a job, where
they can travel, the outline of their daily routine.
This experience of being controlled was
exacerbated when clients felt their service
praviders were punitive rather than supportive
(Parkes, 2009).

The physical health impact of methadone is also
a commonly reported concern for clients.
Clients speak of troubling side effects, and they
worty about the difficulty of tapering off metha-
done, which some regard as more difficult than
withdrawing from heroin. Issues relating to the
difficulties in accessing service as well as factors
related to client motivation and goals, amhbiva-
lence about MMT and social circumstances also
influence adherence (Parkes, 2009).

Since client adherence to treatment is essential
to treatment success, it is critical that the
system effectively engage clients in the
treatment process. The system needs to
eliminate unnecessary harriers. Itis also
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important that professionals actively support
clients to understand the reasans for, and how
to best manage, the unavoidable impacts and
limitations imposed by effective MMT.

Funding and Administrative Mechanisms

The way that the methadone program receives
funding in BC is complex. The main funding
streams are:

» Medical Services Plan (MSP] payments to
physicians

¢ MSP payments for the costs of urine drug
screens for eligible clients

¢ PharmaCare payments for methadone
dispensing, ingredient and interaction costs
for eligible clients

» Ministry of Health Services contract with
the CPSBC to administer the MMP

+ Health Canada, First Nations and Inuit
Health Branch, Non-Insured Health
Benefits payments for methadone
prescriptions for eligible clients

o Health Authority budgets for programs that
include MMT counselling and support
services

o Ministry of Housing and Social
Development alcohol and drug treatment
supplement for eligible clients

s Userfees

When MMT was up-scaled in the 1990s,
elements of the existing universal health care
system were used to allow for extended access
to methadone as quickly and efficiently as
possibie, By not requiring the development of a
whole new set of financial arrangements, the
program was able to respond rapidly to a
growing demand for access, at least in some
high-density urban areas such as the Downtown
Eastside of Vancouver, to address the public
health crises of HIV/AIDS, hepatitis € and drug
overdose rates. The Ministry of Health
expanded funding to cover physician costs
through the existing MSP fee-for-service
mechanism. This was viewed as the most
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efficient way to create incentives for physicians
to became licensed to prescribe methadone.
Using PharmaCare allowed expansion of
funding for methadone to people on income
assistance, and MMT development was
supported by the availability of the PharmaNet
system which helped to shape the program's
evolution.

In retrospect, some stakeholders feel that those
early fiscal arrangements may now be distorting
some aspects of the program in a variety of
ways. Some people argue that the
comprehensive system needed for effective
MMT has never been fully implemented at least
in part because of the fragmented and irregular
funding and administrative structures (Parkes,
2009).

Even though the provision of psychosocial
services and supports has long been recognized
as important to effective MMT, the primary and
stable funding sources focus on prescribing and
dispensing. As a result, as in so many other
areas of health care, the provision of these non-
medical services within MMT has always been
patchy.

Addiction treatment services in British
Columbia have historically almost exclusively
facused on the provision of psychosocial
services and supports. However, these services
have never been fully integrated into health
care. In fact, at times responsibility for addiction
services has rested with ministries other than
health (e.g., Ministry of Labour and Consumer
Affairs, Ministry for Children and Families). The
instability has undermined attempts to develap
provincial standards of care.

As aresult, MMT clients are often left to
navigate a system that is not only disconnected
but often contradictory. Referral patterns
between service components is often limited
and services accessed in one component may
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undermine those provided in another. For
example, a person stabilized on methadone may
be receiving advice from a counsellor suggesting
they should try to “get off” methadone as soon
as possible.

The multiplicity of separate funding streams,
according to stakeholders, contributes to
confusion about responsibility and a lack of
accountability within the program. This is no
doubt exacerbated hy the lack of any
mechanism to coordinate all of the components
needed for effective MMT.

Views about the appropriateness of current
funding mechanisms vary. Physicians are
reimbursed via a special billing code that serves
to entrench the unique status of MMT within
physician services. The fee can be hilled once
per week for each patient registered in the
program. The physician is not required to see
the client in order to bill the fee, but the fee is to
be inclusive of all MMT-related services. The
accompanying guidelines go beyond defining
the scope and applicability of the fee to
stipulating matters aof clinical practice {e.g,,
requiring “at least two visits per month with the
patient after inductian /stabilization”). Some
physicians suggest the current fee is inadequate
for physicians with few MMT patients
particularly in rural settings, while others
believe that the fee-for-service system has made
MMT too lucrative. Depending on the model
envisioned, some favour sessional fees whereas
others suggest billing for MMT should be
normalized in line with other chronic disease
management protocols in which physicians are
reimbursed for activities that directly improve a
patient’s treatment outcones or the quality of
care (Parkes, 2009).

As with prescribing fees, there are varying
opinions about the adequacy of current
dispensing fees (Parkes, 2009}. The discrepancy
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between PharmaCare reimbursement for most
clients and that paid by Health Canada for on-
reserve First Nations clients clearly needs to be
addressed. Many times when issues are raised
about the dispensing fee, the real concern is
with ethical practice or quality of care and
should be dealt with accordingly.

The funding for psychosocial supports is
completely piecemeal. The MSP guidelines
related to the methadone treatment fee imply
that these services are to be covered by the
weekly fee paid to physicians. The Ministry of
Housing and Social Development, on the other
hand, is prepared to pay up to $500 per 12-
month period for each eligible client to cover
user fees ostensibly for services not paid for by
MSP. All health authorities fund addiction
treatment services but these are not often
directly linked to other MMT services and
sometimes may even undermine MMT (e.g,,
when counsellors encourage clients to get off
methadone as quickly as possible}. In addition
some health authorities are now funding
multidisciplinary clinics using sessional models
for funding professional services including
physician services.

BC needs to develop clear administrative and
funding mechanisms that recognize and
coordinate the different components that are
required for effective MMT.

Discussion

MMT in BC is viewed by client and professional
stakeholders alike as making a substantial
contribution to reducing the harms related to
illicit optoid use and opening a door to a more
stable and better quality of life for people with
opioid dependency. However, several angoing

challenges have been identified by stakeholders.

There is clearly a need for creative and
innovative solutions to address the various
challenges.
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Addressing the chailenges involves attention to
a multiplicity of interrelated issues. In
particular, the triangle of access, retention and
quality of care is an important conceptual or
analytical device to understand these
interrelationships.

System capacity and access to MMT has
significantly improved since 1996 when the
CPSBC was given administrative responsibility
for the MMP, and the number of clients in the
program has correspondingly increased.

Access to MMT is much more difficult in rural
areas for a number of reasons, and even in some
urban areas access can still be a problem. It is
not clear exactly how much capacity is needed,
and better surveiliance systems are required to
produce reasonable estimates of service needs
at the local health area level. But issues of
capacity are also intricately linked to questions
about system design. [n order to provide
comparable access, a higher percentage of rural
physicians may need to be licensed than would
be true of their urban counterparts. While this
might improve access, it may not maximize
effectiveness since physicians with lower MMT
caseloads have been less successful in retaining
clients in treatment. In the absence of rural
capacity urban-based physicians have been
prescribing for rural-based clients. This
increases access to prescribing services but may
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accentuate alack of integration with other
supports.

When planning for capacity and access it is
important to recognize that effective MMT is a
multidisciplinary effort with at least three
components: methadone prescribing,
methadone dispensing and provision of
psychosocial services and supports. Attention
must be given to the capacity for each of the
components and for their coordination within a
system that is easy for clients to navigate.

One theme that is reflected both in the
administrative data and in stakeholder
comments relates to regional and client
diversity. What works in one region or setting
may have detrimental impact in another. As a
result a one-size-fits-all approach is unlikely to
meet the needs of all clients in all regions or
even in a given region.

The issue of client retention on MMT in BC is
complex and interconnected with other issues,
In light of the fact that client retention is an
important marker of program effectiveness, it is
a concern that client retention in the MMP has
been declining in recent years,

The data analysis has suggested that this decline
in retention is related to a decline in compliance
with minimum effective dose guidelines,
Retention rates vary considerably by
prescribing physician and may relate to
experience and caseload as well as the
prescriber’s commitment to maintenance
therapy as opposed to abstinence-oriented
treatment. The frequency of early initiation of
tapers in some areas suggests methadone is
being used for opioid-detoxification which is not
recommended based on clear evidence of higher
rates of relapse and mortality.

Client retention is also profoundly influenced by
adherence to treatment. The more often clients
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miss prescribed doses, the more likely they are
to discontinue treatment than those who
establish and follow their daily dosing routine.
There are many personal, medical, social and
systemic factors that impact on adherence to
treatment.

Many people in BC with opioid dependency
have complex health and social needs invelving
physical and mental heaith issues, histories of
violence, trauma and chronic pain,
unemployment and homelessness. Sometimes
the chaos in their lives simply makes the
development of a routine difficult, On the other
hand, complications or disruptions in the
delivery system or difficulties in access can
make the barriers to establishing a routine
almost insurmountable. Failure to address the
client’s needs relative to chronic pain, trauma or
concurrent mental disorders also undermines
adherence and retention. At the same time,
treatment professionals must recognize that
individuals may choose MMT for different
reasons, not all of which include a commitment
to long-term maintenance (e.g., managing opioid
withdrawal symptoms in the short-term when
unable to acquire or afford heroin).

Improved retention in treatment can be
achieved by increased compliance with dosing
guidelines, addressing systemic barriers that
unnecessarily complicate access and ensuring
comprehensive assessment and multi-faceted
responses to the complex needs of individual
clients.

Providing a comprehensive response will
require better integration and coordination of
methadone prescribing with other primary
health care, as well as mental health and social
services, than has been the norm. It is unlikely
that a single model for doing so will emerge that
meets all needs, The system needs to be flexible
enough to recognize that not all clients will need
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the same dose, level of social support or
supervision, Ideally, this comprehensive system
waould address the complexity of all problematic
substance use, not just opioid dependence, and
incorporate social, psychiatric and pharmaco-
logical treatiments as appropriate.

Several challenges have emerged relative to
quality of care experienced by clients accessing
MMT services. The voices of clients suggest that
MMT in BC is sometimes experienced as
dehumanizing and less than optimal, Some of
this relates to egregious practice by particular
physicians, pharmacists and other service
providers, but some results from systemic
stigma within current health and social service
systems. Recent exposure by the press and
other media of problems within the MMT
system, and the perceived lack of
responsiveness frrom those in authority, have
eroded confidence in the current administrative
structures and led to a lack of faith in the MMT
system among the public and other
stakeholders.

These challenges are serious, and while they do
not accurately reflect the entire system, they
must be dealt with openly and transparently if
the system is to be put an a solid foundation.
The fragmentation of responsibility and the
inadequacy of current accountability structures
has, according to various stakeholders, contri-
buted to the frustration of those wishing to
lodge complaints and to the inability of those
cancerned ta resolve those complaints {Parkes,
2009}. The current system lacks clarity about
responsibility for providing and monitoring the
psychosocial services. It has ne mechanism for
system-wide planning and coordination or for
the meaningful involvement of clients, families
or other stakeholders in program planning and
oversight.

Funding arrangements and policy have a
significant influence on health systems and can
influence the behaviour of health care
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providers. Care must be taken to ensure they
are constructed to ensure the best possible
outcomes for clients, efficient operation of the
system and appropriate accountability for
public funds. The current funding mechanisms
for MMT may have allowed the MMP to scale up
quickly, but it has also left the program exposed
to some strong criticisms related to
fragmentatian, the lack of transparency and
accountability, failure to support best practice,
marginalization within the health care system
and contributing to stigma for clients. Even
though some of the assumptions about the role
of funding mechanisms in reported guality of
care problems may be unfounded, the current
patchwork dees nat promote a comprehensive
approach and has left the system open to abuse
and confusion. The funding mechanisms used to
promote effective responses to ather chronic
conditions may provide useful modeis for MMT
funding.

Four themes, in particular, cut acress the
triangie of access, retention and quality of care:
diversity, flexibility, multidisciplinary and
engagement.

MMT by its very nature reguires a significant
level of client (and family) engagement. Failure
to involve clients and their advocates in system
planning and design has no doubt contributed
to a failure to address barriers adequately and
to a less than optimal rate of client retention.
Engaging clients both at the systemn level and in
developing individual treatment plans will help
reduce stigma and discrimination and improve
the quality of treatment,

There is widespread agreement that effective
MMT will require multidisciplinary involvement
in client care. Complementarity across the
system can be enhanced by expanding and
adapting the practice guidelines developed for
physicians to ensure they are inclusive of, and
applicable to, other disciplines. Regular
monitoring of adherence both at the individual
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practitioner level and the system level will be
critical.

Stakeholders were clear about the need for
flexibility. This flexibility applies to the
application of the guidelines where local or
individual circumstances require careful
adaptation in order to achieve the goals of the
program. Flexibility also applies to the
development of service delivery modeis, No one
model will work in all communities or for all
populations of MMT clients. For example,
stabilized clients who have strong social
supports may only need access to a prescribing
physician and a dispensing pharmacy and can
easily be accommodated in a family practice.
Other clients may require significant help in
building and participating in a supportive
community that will sustain them in their
efforts to take control of their lives. For these
clients a specialized clinic Iike Sheway may be
an ideal model. No matter what model is used,
the goal of integrating clients into the larger
community should always be a priority of the
program.

The need for flexibility is acutely felt in rural
communities. Technological advancesin
telehealth and telepharmacy should be explored
as ways to expand access in rural communities,
but currently they face a number of practical
and systemic challenges, Developing shared-
care models involving trained and experienced
community-based heaith professionals may
provide more immediate ways to address
challenges related to access in rural
communities,

Developing a program capable of responding to
diversity means attention needs to be given to
how gender, age and cultural differences impact
MMT., This should not be interpreted to mean
that specialized programs are always required.
Instead, training and system design should take

CENTRE FOR ADDICTIONS RESEARCH OF BC
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into account these various needs and ensure the
system and the professionals who work in it are
able to respond appropriately to the diverse
needs of individuals accessing services.

MMT has an important role to play in ciosing the
large health gaps between the Aboriginal and
non-Aboriginal populations of BC. Initiatives
invalving federal, provincial and First Nations
governments have drawn attention to the need
for Aboriginal participation in health care
planning and implementation and resulted in
increased investment in the First Nations Health
Council. Health authorities are working
collaboratively with First Nations to develop
Aboriginal health plans. These are promising
steps that may point the way to other
collaborative maodels for delivering effective
MMT throughout BC.

Recommendations

There is no silver bullet, no set of simple
recommendations that will address all of the
challenges related to MMT in BC. Rather, the
task at hand is about creating a balance between
a number of complex and competing interests
and concerns within the context of health
services in BC. In order to achieve such a
balance, the province needs to consider policy
direction that fosters a culture of collaboration
and openness, This needs to embrace diversity
and flexibility, build on the contribution from
multiple disciplines and components and
involve clients as well as service providers and
several branches of government in treatment
and system planning and evaluation.

The following recommendations seek only to
identify important areas for consideration and
point the direction toward improved MMT for
British Columbia. The detailed task of balancing
the issues will, of necessity, fail to those who
administer the system.
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Responsibility, Accountability and Coordination
Effective MMT involves the coordination and
delivery of at least three components:
methadone prescribing, methadone dispensing
and the provision of psychosocial services and
supports.

Currently government contracts with the CPSBC
to administer the MMP. The College develops
guidelines for the program that are published in
a handbook {CPSBC, 2009), provides physician
training, manages the process by which
physicians can apply for authorization to
prescribe methadone and reviews standards of
practice for physicians who prescribe
methadone.

The CPBC has developed and published a guide
for pharmacies {CPBC, 2007) and reviews
standards of conduct for pharmacists.

No agency currently has clear responsibility for
setting standards or monitoring practice related
to the provision of psychosocial services and
supports. As a result, provision of these services
is patchy at best, the quality is inconsistent and
there is no mechanism for handling camplaints
ar reselving issues.

Currently, there is no single policy centre for
ensuring coordination, collaboration and
communication between the three service
components. The need to establish such a policy
centre should be considered.

Recommendation 1: Government should
consider a means of coordinating the MMT
system in BC and address the current gaps
related to responsibility and accountability
across components of the system,

Monitoring and Reparting

The current review process identified several
issues that impact the effectiveness of the MMT
system. It also identified sources of information
available, as well as limitations in the data, for
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tracking system perfarmance. A process for
regularly reporting on the MMT system would
support system managers in making decisions,
assist in building a better understanding of the
MMT system among all stakeholder and provide
a better basis for responding to queries and
addressing complaints.

Recommendation 2: Government should
consider how best to monitor and report on
MMT.

Multidisciplinary Worldforce Develapment
Clients often receive conflicting information
about MMT from the various health
professionals with whom they interact. This can
result in a reticence to access certain services
resulting in poor health outcemes and
expensive late-stage services. It also leads to
confusion about effective MMT that impacts
treatment adherence and client retention.

As already noted, effective MMT requires
multipie components involving different skill
sets. System efficiency requires both
coordination and complementarity. The latter
can be improved by developing a better
understanding of MMT among all health
professionals and providing consistent training
for key professionals to increase awareness and
confidence concerning the role of other
professionals within the system.

Recommendation 3: Government should
consider working together and with the health
authorities, CPSBC, CPBC and the professional
training institutions to develop and implement
workforce development strategies to support a
coordinated multidisciplinary approach to MMT.

Coordinated Funding Strategy

Much public and stakeholder attention to MMT
is related to perceived fiscal irregularities or
abuses. Understanding the issues is made more
difficult by the complexity of the current
funding arrangements and the lack of clarity
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about accountability mechanisms related to
fiscal arrangements and practice standards.

The current funding mechanisms tend to de-
normalize MMT within health care services.
Historically, this may have offered significant
benefits to the program, but this should he
carefully reviewed in light of current realities.

Recommendation 4: Government shouid
consider a coordinated approach to MMT funding
that ensures value for money is being achieved,
fiscal irregularities or abuses are addressed and a
multidisciplinary system is supported.
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INTRODUCTION

Opioid dependence is a chronic, recurrent medical iliness
associated with co-morbid mental illness, transmission of
infectious diseases {such as HIV/AIDS and hepatitis C),
and premature mortality.! Methadone maintenance is
widely regarded as both a highly effective treatment

for opioid dependence and an evidence-based harm
reduction intervention to prevent the fransmission of
blood-borne pathogens. Additionally, numerous studies
have found that methadone maintenance reduces harms
associated with non-medical opicid use, including
injection-related risks and criminal activity, and increases

the secial functioning and quality of life of patients.

British Columbia’s Healthy Minds, Healthy People: A Ten-
Year Plan to Address Mental Health and Substance Use in
British Columbia?® outlines key actions and outcomes that
relate to BC's Methadone Maintenance System:

»  Enhance and improve BC's methadone maintenance

treatment system (including medical, pharmaceutical
and psychosodal support components)

By 2015, 90% of methadone prescribers will adhere to
optimal dose guidelines and 60% of people started on
methadone maintenance treatment will be retained at
12 months

Where appropriate, expand the reach and range of
harm reduction services that prevent and reduce the
health, social and fiscal impacts of illegal drug use

By 2015, more peaple living with mental illness and/
or substance dependence will report that they feel a
sense of belonging within their communities

BC METHADONE MAINTENANCE SYSTEM

The effectiveness of the province’s Methadone
Maintenance System depends on a multidisciplinary
approach with three key components: prescribing,
dispensing, and counselling or other adjunct services
and supports. Twa professional regulatory bodies

are responsible for the preseribing and dispensing
components of the Methadone Maintenance System: the
College of Physicians and Surgeons of British Columbia
(CPSBC) and the College of Pharmacists of British
Columbia {CPBC).

CPSBC oversees the prescribing component through its
Methadone Maintenance Program, under the advisement
of its Methadone Maintenance Commiitee, composed

of physicians with expertise in addictions medicine and
opioid substitution treatment. The objective of CPSBC's
program is to support physicians to safely and effectively
prescribe methadone for maintenance purpeses. CPSBC
develops guidelines and provides education to physicians
for prescribing methadone and submits applications on
behalf of physicians to the federal Minister of Health for
exemptions to the Controlled Drugs and Substances Act
50 that methadone can be legally prescribed.

CPBC licenses and regulates pharmacists, pharmacy
technicians and the places in which they practice. CPBC
provides policy guidance and training for pharmacists
who purchase and dispense methadone, Fharmacists
must complete the College’s Methadone Maintenance
Treatment fraining as identified in the 2010 CPBC Policy
Guide,” and meet the necessary practice requirements
pricr to providing methadone-related pharmacy services.
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INTRODUCTION

A 2010 review of methadone maintenance in BC identified
the delivery of the psychosocial services component as
one of the system’s biggest challenges.* Psychosocial
services and supports are an integral part of methadone
maintenance and are provided by health authorities,
private physicians, counsellors, and other allied health
professionals.

This report presents data related to the prescribing and
dispensing components of British Columbia’s Methadone
Maintenance System and addresses the recommendation
in the Centre for Addictons Research of BC report,
Methadone Maintenance Treatment in British Columbia, 1996-
2008 * to report regularly on the province’s Methadone
Maintenance System. The indicators that are reported

on reflect available Ministry of Health provincial-level
data, and may not capture all aspects of methadone
maintenance services. Data tables for the figures in this
report will be made available on the website of the Office
of the Provincial Health Officer: http:/fwww.health.gov.
be.ca/phol

The performance measures in this report are provided on
a fiscal year basis (April-March). The outcome measures
in this report are based on the publication An Evaluation of
Methadone Maintenance Trentment in British Columbia: 1996-
2007, by Nosyk et al!

Data Sources

Data in this report was drawn from the Ministry of
Health’s Healthldeas Data Warehouse. The databases
from which specific Ministry program area data were
drawn are as follows:

i. PharmaNet (records of prescription drug claims
dispensed at community pharmacies)

ii. MSP Genesis (Medical Services Plan fee-for-service
claims}

iii. DAD (hospital discharge abstract data}

iv. Healthldeas Client Registry (client age, gender, date
of death)

The report does not include data on methadone
maintenance services provided to on-reserve First Nations
patients, whose health services and medications for
eligible clients are provided through Health Canada’s
non-insured health benefits program.

Acknowledgements: The Ministry of Health would like to thank Dr. Behdan Nosyk (BC Centre for Excellence in HIV/AIDS) and his
colleagues at UBC's Cenlre for Health Evaluation and Quicome Sciences for their earfier work in analyzing methadone maintenance data
in BC, which provided some of the methodotogica! foundafions for this report. The Ministry would alsc like to thank Ray Ghouse, Christing
Voggenreiter, Patrick Day, Brett Wilmer, Kenneth Tupper and River Chandler for their work developing this report. Special thanks to the
Centre for Addictions Research of BC for its assistance with layout and production of the report.
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METHADONE MAINTENANCE

SYSTEM MEASURES

The reach of BC's Methadone Maintenarice System (MMS)
can be surmmarized by reporting on key indicators of
participation in the MMS. These include numbers of
patients with methadone maintenance prescriptions
(whose medication is covered by PharmaCare), numbers
of physician prescribers of methadone for maintenance
purposes, and numbers of methadone-dispensing
pharmacists and pharracies. This section also provides

a summary of the direct costs of methadone maintenance
and the PharmaCare program associated with BC's MMS.

2.1

Methadone Maintenance Patients

Figure 1, Methadone Maintenance Patients
by Local Health Area, 2011/2512
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Figure 1 shows the rates of engagement in methadone
maintenance across the province in 2011/2012, Higher
rates are found in BC’s larger urban areas such as the
Lower Mainland, Victoria, Nanaimo and Kamloops.
However, high rates (i.e, 5 to 8 patients per 1,008) also
exist in smaller population centres such as Powell River,
Lake Cowichan and Campbell River.

In 201172012, PharmaCare provided coverage for
methadone maintenance pharmacy costs for 13,894
patients. This is a @ per cent increase from the previous
year and a 79 per cent increase from 2001/2002, which was
the first year of a new payment structure for methadone
maintenance pharmacies. Figures 2 and 3 break down
methadone maintenance patient counts by health authority.

Figure 2. Methadone Maintenance Patients
by Health Authority, BC, 2001/2002 to 2011/2012
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Figure 3. New Methadone Maintenance Patients
by Health Authority, BC, 2001/2002 to 2014/2012
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2.2 Methadone Maintenance
Program Prescribers

Physicians who want to prescribe methadone for
maintenance purposes are required to receive
authorization by CPSBC. The requirements for
authorization include attending a day-long certification
course, complying with prescribing guidelines (which are
monitored by CPSBC) and re-certification on an ongoing
basis.

In 2011/2012, there were 11,980 professionally active
physicians in British Columbia. Of these, 433 were
authorized to prescribe methadone for maintenance
purpeses, and 327 actually prescribed for patients during
that 12-month period, 168 (51 per cent) of whom were
based in Vancouver Coastal Health Authority. Figure 4
provides the annual physician prescriber count by health
authority since 2001/2002.

4 BC METHADONE MAINTENANCE SYSTEM PERFORMANGE MEASURES 2011/2012

Figure 4, Methadone Maintenance Program Active Prescribers
by Health Authority, BG, 2001/2002 to 2011/2012
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As shown in Figure 4, there was a decrease of over 100
prescribers between 2006/2007 and 2007/2008. This
decline in methadone prescribers appears to have little
effect on the numbers of patients initiating methadone
maintenance; on average, physicians continuing to
prescribe methadone have individually taken on more
patients. The Ministry of Health is investigating the
reasons for this decrease and the Office of the Provincial
Health Officer will provide an online update to this report
when these are determined.

Page 285 MSD-2016-61893




METHADONE MAINTENANCE SYSTEM MEASURES

2.2 Methadone Maintenance Figure 6. Methadone Maintenance Pharmacies
Pharm 3 Ci sts and Pharmacies by Health Authority, BC, 2001/2802 to 2014/2012

00
Similar to prescribing physicians, pharmacists in BC must
meet specific training and certification requirements to be 600
eligible to dispense methadone for maintenance purposes. -
Pharmacists dispense measured doses of methadone -
in liquid form for witnessed oral ingestion on-site or in 3
carry-out packaging as appropriate for certain patients. ;ﬁ 200
The numbers of BC pharmacists and pharmacies _E 200
dispensing methadone for maintenance purposes have = 0
more than doubled since 2001/2002. Figures 5 and 6 plot
these numbers by health authority. 0
Figure 5. Methadone Maintenance Pharmacists z 8 2 2 8 & B ?g ?g s =
by Health Authority, BC, 200412002 to 2011/2012 NN R R R R E "R
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24 Methadone Maintenance
Expenditures

Phamacist Count

PharmaCare helps British Columbians with the cost
of eligible prescription drugs and designated medical
supplies. PharmaCare reimburses methadone ingredient

5 5 2z 8 8 5 g8 g8 g £ o costs and dispensing fees, as well as interaction fees
s g g S s = § g § S for pharmacists who witness ingestion on-site. Patienits
F E E B EEEEE & B registered with PharmaCare Plan C {for recipients of BC
~==ree (11 Interior =604 Vancouver Istand income assistance) are eligible for full reimbursement of
B 02Fraser 4= 05 Northern their methadone costs for prescribing and dispensing.

Patients registered with Fair PharmaCare pay deductibles
and co-pays, based on family income. For seme patients,
private insurance will cover a portion of these costs.

b (13 Vancauver Coastal @ BC Totat

The total pharmacy costs for methadone maintenance in
BC reached nearly $46 million in 2011/2012, $40 million of
which was paid by PharmaCare. Figure 7 summarizes the
trend in costs over time.
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Figure 7. Provincial Government and PharmaCare Methadone
Expenditures, BC, 2001/2002 to 2011/2012
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Note: Methadone costs include costs of ingredients, dispensing fees and interaction

fees, Tolal costs in BC include payments made by PharmaCare, palients, and
third party insurers. Payments for interaction fees are mada in bulk to phammacies;
therefare, it is difficult io disaggregate costs to patient by health autharity,

As shown in Figure 7, average per patient pharmacy costs
have dropped slightly from 2007/2008 levels. In 2011/2012,
average annual methadone costs per patient were $3,301
($2,899 of which was paid by PharmaCare). This decline

is likely due to the Frequency of Dispensing policy, which
limits the number of dispensing fees that PharmaCare
will pay on a daily basis. The increase in overall costs may
be due to inflation, patient population growth, and more
complex care needs.

Medical Services Plan (MSP) payments for physician fee-
for-service claims have seen an equivalent increase since
fiscal year 2001/2002 (see Figure 8).

Figure 8. Medical Services Plan Methadone Expenditures for Methadone Maintenance Treatment Only,
by Health Authority (right), BC {left), 2001/2002 to 2011/2012
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Note: Includes only MSP payment for physician fee-for-service claims spacifically for the
pumpases of methadone maintenance treatment (and Suboxone as a limited coverage
benefit of November 2010) (fee item 39).Excludes alfemative payments and physician salaries.

A Ministry of Social Development (MSD) supplement
provides income assistance clients with up to $500 per
calendar year (average of $41.67 per month) for costs
of substance use counselling or related services where
no other resources are available. This includes user
fees charged by some methadone clinics. The MSD

BC METHADONE MAINTENANCE SYSTEM PERFORMANCE MEASURES 2011/2012

supplement pays for user fees ostensibly for services not
paid for by MSP. The total annual expenditure by M5D
for the addiction counselling supplement in 2011/2012
was $2.37 million (a majority of which goes to methadone
patients},
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This section summarizes system outcome measures thaf
are indirectly associated with BC's MMS through the
impacts of methadone maintertance on the underlying
health conditions (including opicid dependence) of
participants in the program.

All outcome measures presented here are for episodes of
methadone maintenance treatment, defined as continuous
dispenses of methadone {plus additional days supplied
for off-site use). A gap of more than 30 consecutive days
determines the end of an episode of treatment.

An important caveat for this section is that the outcome
measures were obtained without an attempt to isolate the
effect of methadone maintenance (versus no treatment

or other treatments). Therefore, the material presented
here is infended fo be hypothesis-generating and may
initiate further analysis of more specific outcomes using
observational study designs.

SYSTEM OUTCOI

IE MEASURES

3.1 Methadone Maintenance

Duration and Retention

Methadone maintenance duration is measured in days of
maintenance per episede, and is an important indicator
of treatment effectiveness. Studies referenced in Nosyk et
al.! suggest that longer treatment duration is associated
with improved post-treatment outcomes. Nosyk et al.!
also found a significant correlation between dose and
treatment retention, with probability of being retained

in treatmeni lowest for patients receiving maintenance
doses below 40mg per day and highest for patients
receiving above 100mg per day (CPSBC, 2009, Methadone
Maintenance Handbook recommends stabilization doses

of between 60 te 120 mg per day as optimal for most
patients).

Figure 9. Effect of Daily Dose on Methadone Maintenance Treatment Retention (Kaplan-Meier Curve)
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In Figure 9, daily dose is calculated as the average
amount (in milligrams} of methadone prescribed during
the maintenance period of each treatment episode. To
examine the effect of the daily dose on the probability of
remaining in treatment, episodes were categorized into
the following six daily dose levels:

Episodes with a mean dose <40mg
Episodes with a mean dose 40-60mg

Methadone maintenance retention rates in Vancouver
Island Health Authority are consistently higher than the
BC average, while rates in Vancouver Coastal appear
lower than the averagein more recent years (see Figure 11).

Figure 11, Percentage of People Started on Methadone
Maintenance Treatment Retained at 12 Months,
by Health Authority, BC, 200172002 to 2010/2011
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3.2 Hospitalizations and Costs

This section examines methadone patients’ hospitalizations
{for any cause)} and the costs associated with
hospitalizations. Table 1 summarizes the incidence and
cost of hospitalizations while patients are engaged in
methadone maintenance treatment.

The total cost of hospitalizations for patients engaged in
methadone maintenance reached a high of $14.5 million in
2008/2009. The average cost per patient was $1,721. While

Northern
50% .................................................................................. -
?.40%
g
s 30%
a.
Wh e T e T e
2 £ £ £ 8 8 8 8 8 B

the corresponding total cost for total hospitalization in
2010/2011 increased again to §14.2 million (up from $12.6
million in 2005/2010), the average cost per patient was at
its lowest level since 2002/2003 at $1,299,

Figure 12 shows the number of hospitalizations per
100 person years for patients engaged in methadone
maintenance.

Table 1. Hospitalizations and Costs During Methadone Maintenanca by Fiscal Year, 2001/2002 fo 2016/2011

No. of Admissions
2001/2002 289 Mo
200212003 650 280
200372004 835 33.0
2004/2006 1,178 34,0
200512006 1,339 3.0
200612007 1,688 370
200712008 1,802 34.0
2008/2009 1,855 330
20912010 2,022 29.0
201072011 2,249 28.4

Hospital Cost
$2,739,177 $1,039
$4,038,741 $1,032
$6,383,645 §1422
$8,372,147 $1,583
$9,682,807 $1,635
$11,775471 $1,770
§13,314,521 $1,817
$14,452 144 §1,721
$12,566,345 $1,323
$14,192,650 $1,209

*Nate: 2010f2011 figures may be incomplete because patients admitled to hospitals in 2009:2010 but not discharged untif 201172012 wilf
not appear in 2010/2011 dala. Median costs were $0 bacause fewer than 58 per cent of patients were hospitalized each fiscal yaar.
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Figure 12, Hospitalizations per 109 Person Years During
Methadone Maintenance, by Health Authority, BC,
2001/2002 to 2010/2011
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33 Mortality

This section provides measures of mortality during
methadone maintenance. Mortality is measured in terms
of deaths from any cause recorded within 30 days of an
episode of methadone maintenance,

Table 2. All-cause Mortality During Methadone Maintenance
Treatment, by Fiscal Year, 2001/2602 to 2011/2012

Figure 13, All-cause Mortality During Methadone Maintenance
Treatment, by Fiscal Year, BC, 2001/2002 to 2011/2012
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Although the number of patient deaths has increased
between 2001/2002 and 2011/2012 (reftecting overall
growth of the patient population during this period), the
rate per 100 person years on methadone has decreased
{sec Table 2 and Figure 14). These unadjusted rates cannot
be used to draw conclusions about the effectiveness or
risks of methadone maintenance therapy. However,
Figure 13 shows that the number of patients engaged in
methadone maintenance increased without a proportional
increase in rates of death, providing some reassurance of
the relative safety of methadone maintenance in BC.

Figure 14. Deaths by Any Cause per 100 Person Years
Duiing Methadone Maintenance by Health Authority, BC,
2081/2002 o 201112012
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CONCLUSION

Methadone maintenance treatment for optoid dependence  methadone maintenance system, although further work

in British Columbia has undergone significant growth needs to be done on aspects of the system and indicators
over the past decade. Creater access to methadone that are net covered here (stich as psychosocial supports).
maintenance, along with other harm reduction initiatives, ~ The information it presents is important for improving
has helped contribute to the lower incidence of HIV health service delivery and health system planning—and,
infection among people who inject drugs.® This report ultimately, achieving better health outcomes for opioid-
provides relevant data on key indicators of BC's dependent people—in the province.
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RESOURCES

British Columbia Methadone Program Websites

BC Ministry of Health
www.health.gov.be.ca/cdms/methadone html

College of Physicians & Surgeons of BC
www.cpsbe.camode/94

College of Pharmacists of BC
www.bcpharmacists.org/about_us/key_initiatives/index/articles144.php
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You may download the full report from:

hteps/iwww.health.gov.be.ca/pho/pdfimethadone-2011-12.pdf
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Figure 2
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2003/2004 886 05 Northern 2001/2002 248
2004/2005 940 2002/2003 220
2005/2006 996 2003/2004 200
2006/2007 1,004 2004/2005 215
2007/2008 1,128 2005/2006 233
2008/2009 1,317 2006/2007 255
2009/2010 1,512 2007/2008 294
2010/2011 1,755 2008/2009 320
2011/2012 1,984 2009/2010 333
02 Fraser 2001/2002 2,929 2010/2011 345
1200212003 3,072 2011/2012 406
1 2003/2004 3,072 BC Total 2001/2002 7,755
2004/2005 3,147 2002/2003 8,029
12005/2006 3,161 2003/2004 7,967
2006/2007 3,336 2004/2005 8318
- [2007/2008 3,520 2005/2006 8,563
| 20082009 | 3,983 2006/2007 8,998
2009/2010 4,495 _ 2007/2008 9,466
2010/2011 5,246 2008/2009 10,372
2011/2012 5,810 2009/2010 11,385
03 Vancouver Coastal 200172002 2,858 2010/2011 12,703
200242003 3,048 2011/2012 13,894
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Patient Health Authority | FiscalYear .| New Patients:
03 Vancouver Coastal 2003/2004 391
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2006/2007 232 2004/2005 38
2007/2008 198 2005/2006 45
2008/2009 255 2006/2007 53
2009/2010 261 2007/2008 51
2010/2011 328 2008/2009 59
2011/2012 390 2009/2610 62
02 Fraser | 2001/2002 504 2010/2011 59
1200242003 426 2011/2012 88
 2003/2004 | 361 BC Total 2001/2002 1,508
-12004/2005 | 448 2002/2003 1,258
12005/2006 428 2003/2004 1,147
1200612007 473 2004/2005 1,327
2007/2008 446 2005/2006 1,367
2008/2009° 561 | 200612007 1,488
- | 20092010 558 2007/2008 1,421
12010/2011 | 911 20082009 1,662
2011/2012 879 2009/2010 1,722
03 Vancouver Coastal 2001/2002 522 20102011 2218
2002/2003 454 2011/2012 2,264
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Figure 4
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2002/2003 50 2005/2006 23
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Figure 5
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2011/2012 812
% % % § % % % % % % % 04 Vancouver Island 2001}2002 187
s § 228888 %% s 200212003 207
s (14 interior e (14 Vancouver Island _2003'!200-4 ;25-8
B 02 Fraser =3}&= 5 Northem 20(')4"'.2{.)0:5 307
2005/2006 343
wmsbe= (13 Vancouver Coastal ® BCTotal 2006/2007 371
© 2007/2008 396
. 2008/2009 455
. 2009/2010 467
Pharmacy Health Autherity | Fiscal Year PLT:L?:::; igi?ﬁgi ; _ :zg
01 Interior 2001/2002 207 05 Northern 2001/2002 59
2002/2003 219 2002/2003 78
2003/2004 265 2003/2004 90
2004/2005 287 2004/2005 105
2005/2006 341 2005/2006 122
200642007 356 2006/2007 111
2007/2008 373 2007/2008 129
2008/2009 424 2008/2009 136
2009/2010 453 2009/2610 143
2010/2011 481 2010/2011 163
2011/2012 527 2011/2012 178
02 Traser 200142002 263 BC Total 200112002 875
2002/2003 | 326 2002/2003 1,023
© 2003/2004 465 200312004 1,340
2004/2005 | 563 2004/2005 - 1,534
2005/2006 508 2005/2006 1,706
2006/2007- 672 2006/2007 1812
- 2007/2008 730 2007/2008 1,924
2008/2009 * | 786 2008/2009 2,100
2009/2010 838 2009/2010 2,184
2010/2011 902 2010/2011 2,315
2011/2012 | 991 2011/2012 2,546
4 BC Methadene Mar'menanceSysrer:; E:;:%ﬁ;@%;%ﬁ?1 503




Figure 6

E]

/,..-@ Notes:
s = . it - Data obtained September 2, 2011 from Health Ideas/PharmaNet database
500 @"""'G;J - - Methadone pharmacies counted if they fidled at least one PharmaCare accepted
‘g s Y S ¢laim for methgdone maintanence (PINS: 66999950, 66999991, 66993992,
S /9 66999993) during the fiscal year
§ 300 & o ~Witnessed Ingestion Pharmacies counted if filiad daim for spedific PINs for
] methadene taken on-site (PINs: 66999990, 66994993)
E 260 - ﬁ_m_ﬁ_ . , , ]
= T s - Carry Home Pharmacies counted if filled daim for specific PINs for methadone taken
00 A o . off-site [PIHs: 66999997, 66999997
' _ . - Population figures includes only pharmacies active in PharmaNet during the fiscal
[ T 1 1 T ; T T year
4 8 & &8 8 5 8 &8 g2 g ¢
=== (] Interior X 04 Vancauver [sland
B 02Fraser e 05 Northem
vy (13 Vancauver Caastal ® BCTolal
MiP o
Pharmacy Health Autharity Fiscal Year Ph::zﬁe_s_ _ ;:::nl !::::s
Pharmacies S
01 Interior 2001/2002 31.91 &0
200212003 34.2 66
2003/2004 37.95 74
200412005 38.92 79
20052006 42.45 4]
200642007 41,28 20
2007/2008 42.04 95
2008/2009 42.98 101
200920106 42.62 104
2010/2011 43.55 108
201112012 48.19 £20
02 Fraser 2001/2002 265 75
2002/2003 - 3034 B8
2003/2004 - 36.95 109
20042005 -40:19 S 127
2005/2006 14286 - 141
2006/2007 4409 153
2007/2608 45.14 167
2008/2009 - 42.82 176
2009/2610 - 45.43 . 199
2010/2011 4792 207
2011/2012 48.37 222 continued on next page....
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Figure G data continued from previous page

MMP o
Pharmacy Health Authority Fiscal Year H!:er:last:es PT::;::;‘:; '
Pharmacias
03 Vancouver Coastal 200172002 25.75 69
2002/2003 31.62 36
2003/2004 36.79 103
20042005 36.77 107
2005/2006 38.24 117
2006/2007 37.85 120
2007/2008 36.47 120
2008/2009 38.3 131
2009/2010 36.44 133
2010/2011 395 141
2011/2012 4447 165
04 Vancouver Island 20ﬁ112'002 27 46 - 3%
2002/2003 27.64 55
2003/2004 33.33 . 68
2004/2005 36.02 76
2005/2006 39.44 84
2006/2007 41.44 92
£ 2007/2008 42.73 97
2008/2009 43.88 104
©2009/2010 4375 - 105
2010/2011 46.19 109
2011/2012 44 110
05 Norchern 2001/2602 22,89 19
2002/2003 23.81 20
2003/2004 25.84 23
2004/2005 29.21 26
2005/2006 28.57 26
2006/2007 29.35 27
2007/2008 34.04 32
2008/2009 35.79 34
2009/2010 36.84 35
201072011 40.66 37
2011/2012 44.09 41
BC Total 2001/2002 27.19 276
2002/2003 30.35 3is
20032004 3547 377
2004/2005 37.39 415
20052006 39.79 458
200612007 40.3 482
2007/2008 41.01 511
2008/2009 4136 546
2009/2010 £1.68 576
201012011 44.13 602
2011/2012 4627 658
6
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Figure 7

s Notes:

$25,000,000 -

$40,600,000 L s3.000

:;TE::: b 52500 ;.i - Data obtained September 2, 2011 from Health ldeas/PharmaNet database
g £25.000,000 - 52000 :"-1 - Data includes all PharmaCare accepted claims for methadone maintanence (PINS:
§ wasomo Lsts § 66999990, 66999991, 66999993, 66959953) during the fiscal year

:::e:z 51,000 g: - BC Costs include total cost to Pharmatare, patients, or other 3rd party insurers of

ﬁ:n;mo ; = ] - ¢500 ingredients, dispensing fees, and interaction fees for witnessed ingestion

0 s g R e A e - PharmaCare Paid costs include on costs to PharmaCare for ingredients, dispensing
§ &£ 8§ & ¥ & &8 § & § & fees, and interaction fees
§ § 8 8 B 8 §8 8 8 § &
) ] _ ] - Median costs indude an estimate of interaction fees for individual patients; actual

CeifvetagaPhamaCare Ped s Average BC Cogl ——TolaiBC Cost ———eTold] PrammaCane Paid interaction fee is paid in hulk to pharmacies

o | oo | o e .  Average .

FiscalVear | - Patients Average PharmaCare Paid | Total PharmaCare Paid BC Cost Total BC Cost
200172002 7,755 $2,147 $16,646,864 $2,377 $18,429,806
2002/2003 8,029 $2,592 $20,811,537 $2,917 $23,418,357
2003/2004 7,967 $2,674 $21,303,616 $2,963 $23,604,168
2004/2005 8,318 $2,722 $22,642.611 $3,034 $25,237,224
2005/2006 8,563 $2,751 $23,555,163 $3,088 $26,442,849
200642007 8,998 $2,782 $25,029,135 $3,138 $28,236,952
2007/2008 9,466 $2,958 $27,999,245 $3,325 $31,477,889
2008/2009 10,372 $2,747 $28,490,085 $3,110 $32,255,307
2009/2010 11,385 $2,826 $32,170,225 $3,187 $36,282,537
2010/2011 12,703 $2,837 $36,032,632 $3,214 $40,826,395
201172012 13,894 $2,899 $40,276,077 $3,301 $45,867,722
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Figure 8a

Figure 8b

14.00 jgg . P
12.00 480 - 7 )
- 340 = = Interior
‘:___" o0 g 2:2; PNl ‘,’F mjz;:;uverCnasul
S 8.00 Tl : ?é},.;-:r;‘ - Vancouver tsland
= 600 o _w:__imwﬂ”:ﬁv =7 eNortem
400 0% :;:: = .
200 SEESEREEERE
" - EREEEEEREE:
€ 8 2 8 8 8 8 € 2 & £ Motes:
g S § 8 § § § § gé g g 1. Data includes MSP fee-for-service services by date of service for selected Fee
2 & g % S = 8 8 ¢ § B item 3% - METHADCGNE OR BUPRENORPHINE/NALOXONE TREATMENT ONLY for
fiscal years 2001/2602 te 2011/2012, pald to December 31, 2012,
2. Services exclude visit/procedural premiums, no charge referrals and tray fees
(but carresponding expenditures are reported).
3. Data exclude third party hllings {e.q, ICBC, WCB).
Practitioner Health Authority Fiscal Year Expenditure Practitionier Health Authority |  Fiscal Year Expenditure
1 - Interior 2001/2002 $661,605 3 - Vancouver Coastal 2001/2002 $2,613,232
2002/2003 $577,081 2002/2003 $3,057,189
2003/2004 $624,929 20032004 $2,556.576
2004/2005 $664,869 2004/2005 $2,540,455
2005/2000 $732,711 2005/2006 $2,734,901
2006/2007 $821,042 2006/2007 $2,792,363
2007/2008 $805,421 2007/2008 $3,022,183
2008/2009 $1.,023,030 2008/2009 $3,322,460
2009/2010 $1,174,458 2009/2010 $4,054,611
2010/2011 $1,362,612 2010/2011 $4,738,335
2011/2012 $1,618,047 2011/2012 $4,834,282
2 - Fraser 200172002 $1,185,860 | |4 - Vancouver Island 2001/2002 $1,014,368
2062/2003 $1,184,806 2002/2003 $1,178,390
2003/2004 51,234,185 2003/2004 $1,211,725
2004/2005 $1,288,085 2004/2005 $1,369,014
2005/2006 $1,101,002 120052006 $1,444,773
200612007 $1,244,313 2006/2007 $1,483,609
2007/2008 $1,321,416 200712008 $1,677,994
2008/2009 51,432,659 2008/2009 $1,823,050
20092/2010 $1,799,963 2009/2010 $2,059,432
2010/2011 $2,040,644 201042011 $2,263,307
2011/2012 $2,865,334 2011/2012 $2,360,815
contined on next page...
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Figure 8 data continned from previous page

Practitioner Health Authority FiscalYear - |  Bxpenditure
5 - Northern 2001/2002 $113,187
2002/2003 $187,761
2003/2004 $83,746
2004/2005 $59,125
2005/2006 $27.784
2006/2007 $46,661
2007/2008 $58,275
2008/2009 $66,370
2009/2010 $85,914
2010/2011 $82,647
2011/2012 $92,997
99 - Unknown - 2003/2004 $4,397
| 2005/2006 $810
- | 200972010 46,447
BC Total 2001/2002 85,588,252
2002/2003 $6,185,227
2003/2004 $5,715,559
2004/2005 $5,921,548
2005/2006 $6,041,981
2006/2007 $6,387,988
2007/2008 86,945,289
2008/2009 $7,667,569.
2009/2010 $9,180,825
2010/2011 $10,487,546
2011/2012 $11,771.476
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Patient Health Fiscal Year %Mh.e rancetnM;ini:!lum
R ‘ 2 Authority o _Hfective Dose Guidalines
03 Vancouver 2001/2002 44.46%
Coascal 2002/2003 45.47%
2003/2004 48.81%
E 2004/2005 48.59%
FE 2005/2006 49.91%
E £ 2006/2007 52.56%
E£g 2007/2008 51.38%
E }é’ 2008/2009 52.31%
8 2009/2010 52.58%
g3 2010/2011 52.49%
5° 201112012 49.35%
= B 04 Vancouver Island 200]-!20@2_ 1 ' 47.45% .'
Y 2 %z 8 8 5 ® 8 2 ¥ W ' 2002/2003 _ 45.71%
& 8 I ¥ 8 8 § 8 8 8§ % 200372004 | 47.60%
S EEEEE38E8E & 200412005 | 49.09%
o ()1 [nterior 36 (14 \ancouver Island 200-5'.!2;00_6. _32.48%
B 02Fraser =3¢=== 05 Northern 200872007 SA81%
_ 2007/2008 55.77%
==fre (03 Vancouver Coastat @ BC Toial ' 2008/2009  53.85%
2009/2010 . 57.54%
Patient Heaith Fiscal Year % Adherance to Minimum o 2010/ 201_.1_ - 59 7%
Authority Effective Dose Guidelines 2011/2012 57.74%
01 Interior 2001/2002 50,0024 05 Northern 200172002 39.66%
2002/2003 54.16% 2002/2003 40.43%
2003/2004 55.46% 2003/2004 44.00%
2004/2005 56.14% 2004/2005 41.18%
200572006 57.04% 2005/2006 47.50%
2006/2007 59.09% 2006/2007 51.02%
2007/2008 62.42% 2007/2008 56.28%
2008/2009 62.74% 2008/2009 55.25%
2009/2010 62.56% 2009/2010 56.51%
201042011 62.62% 2010/2011 55.14%
2011/2012 58.90% 2011/2012 53.12%
02 Fraser 200112002 40.06% BC Total 2001/2002 £4.00%
2002/2003 40.75% 2002/2003 44,68%
2003/2004 45.99% 2003/2004 48.26%
2004/2005 46.51% 2004/2005 48.81%
2005/2006 49.35% 2005/2006 §1.12%
200612007 52.68% 200612607 53.75%
2007/2008 54.54% 2067/2008 54.76%
| 2008/2009 55.88% 2008/2009 55.55%
2009/2010 57.17% 2009/2010 56.44%
201042011 55.69% 2010/2011 56.20%
2011/2012 52.35% 201112012 53.35%
10 BC Methadone Maintenance Systerr; Pe.rformpg@mggswm 26261503
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200212003 2002/2003 5 20027 2003 ]
' | 3 ' &
200372004 z 200312004 | S 2003 2004 g
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Figure 11 dasa continued from previous page

Notes:

- Data obtained August 30-31 2011 from Health Ideas/PharmaNet database & Sepiember 6, 2011 from Hospital Discharge Abstract Database (DAD)
- Hospital Admissions are measured as unigue records of entry into DAD
- 100 Person years calculated as days of methadone maintanence treatment divided by 36,500

- Hospital costs for years 2007/02 to 2003/64 apply cost per weighted case of $5,010 to resource intensity weights (RIW) of each admission; this is the 2008/08 cost per

weighted case

- Hospital costs for years 2004/05 to 2009/10 apply cost per weighted case of 55,390 to resource intensity weights (RIW) of each admissien; this is the 2009/10 cost per

weighted case

- 2009/10 RIWs not available for years 2001/02 te 2003/04
- Median cost excluded because fewer than 50% of patients admitted ta hospitals during methadone maintanence
* 2009/10 figures may be incomplete because patients admitted to hospitalsin 2009/10 bt not discharged until 2010711 wilt not appear in 2609/10 data

Patient Health Authority Fiscal Year Retention After 1 Year (%) Patient Health Authority Fiscal Year Retention After 1 Year (%)
01 interior 2001/2002 37% 04 Vancauver Island 2001/2002 48%
2002/2003 43% 2002/2003 46%
2003/2004 39% 2003/2004 46%
2004/2005 £2% 2004/2005 48%
2005/2006 39% 2005/2006 43%
2006/2007 43% 2006/2007 50%
2007/2008 42% 2007/2008 50%
2008/2009 50% 2008/2009 49%
2009/2010 46% 2009/2010 52%
2010/201 1 43% 201042011 51%
02 Fraser 204142002 42% 05 Northern 2001/2002 36%
2002/2003 45% 2002/2003 40%
2003/2004 45% 2003/2004 30%
2004/2005 41% | 200412005 47%
2005/2006 49% 2005/2006 |- 34%
' 2006/2007 4% | 200602007} 41%
2007/2008 44% | 200772008 44%
2008/2009 46% 2008/2009 39%
2009/2019 47% 2009/2010 41%
2010/2011 42% : - | 201072011 37%
03 Vancouver Coascal | 200172002 44% BC Total 2001/2002 43%
2002/2003 46% 2002/2003 45%
2003/2004 43% 2003/2004 43%
2004/2005 39% 200412005 42%
2005/2006 39% 2005/2006 41%
2006/2007 42% 2006/2007 44%
2007/2008 35% 2007/2008 41%
2008/2009 39% 2008/2009 5%
2009/2010 38% 2009/2010 4%
2010/2011 38% | 202072011 42%

12
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Figure 12
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&8 &8 & & 8 8 R & & W
Notes:
==t==(}1 Interior == (14 Vancouver Island - Data abtained August 30-31 2011 from Health Ideas/PharmaNet database
- Deaths of alt causes recarded within 30 days of episode of methadone maintanence
&  (2Fraser ==2ig= (35 Northern thezapy
03 Vancouver Coastal o BCTotal ;;(;[;i;r;nn years calculated as days of methadone maintanence treatment divided
Patient Health Authority Fiscal Year Admisslons per 100 Person\'e_aré Totaf Hospltal Admissions
01 Interior 2001/2002 38 34
2002/2003 3z 66
2003/2004 33 89
2004/2005 46 154
2005/2006 40 173
2006/2007 44 227
2007/2008 44 256
2008/2009 38 269
2009/2010 32 266
2010/2011 32 309
02 Fraser 200142002 24 78
2002/2003 24 - 191
20032004 29 278
2004/2005 27 313
2005/2006 30 394
2006/2007 32 482
2007/2008 27 455 .
2008/2009 28 < 548
2009/2010 26 589
2010/2011 26 691
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Figure ]2 data comtinued from previows page

Patient Health Authority Fiscal Year Admigsions per 100 PersonYears |~ Total Hospital Admissiohs
03 Vancouver Coastal 2001/2002 35 118
2002/2003 29 248
2003/2004 33 359
200412005 37 466
2005/2006 35 496
200612007 38 603
2007/2008 35 649
2008/2009 35 702
200942010 31 724
201012011 3 811
04 Vancouver Island 2001/2002 35 a2
2002/2003 27 113
2003/2004 33 165
2004/2005 34 216
2005/2006 31 . 252
2006/2007 38 321
2007/2008 36 360
- 2008/2009 30 344
2009/2010. 28 367
2010/2011 25 348
05 Nosthern 2001/2002 35 7
2002/2003 71 3z
2003/2004 78 44
2004/2005 39 30
2005/2006 48 44
2006/2007 46 55
2007/2008 57 B2
2008/2009 56 92
2009/201C 38 76
2010/2011 41 90
BC Total 2001/2002 31 299
200212003 28 650
2003/2004 33 935
200412005 34 L1179
2005/2006° 34 1,339
2006/2007 37 1,688
2007/2008 34 1,802
2008/2009 33 1,955
2009/2010 29 2022
2010/2012 28 2,249
14 BC Methadone Maintenance Systam: PerformgnraMeasueid 0T b A2e 1 sos
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Figure 13

100 \ N i

a
b
e

No. of tota! deaths per year
3
e

[=]
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No. of deaths per 100 person years
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1}
G T T T T T T T T i 0
% 9 oz @B g 3 2@ 3 2 - o
8 8 & & & § 8 & 8B 8 &
T 9 8 z & &8 & g2 =
8 E 8§ 88§ 8 8 & &
e=en AU # of Totat Deaths
e (eaths per 100 Person Years
Notes:

- Data obtained Augqust 30-31 2011 from Health [deas/Pharmalet datzhase
- Deaths of all causes recorded within 30 days of episode of methadone maintanence

therapy
- 100 Persen years catculated as days of methadone maintanence treatment divided
by 36,500
Hcal Year ' Total bea_t_ﬁ_si‘nme_mdqne Deaths per 100
B Maintenance Treatment Person Years
2001/2002 18 1.9
2002/2003 34 1.5
20603/2004 45 1.4
2004/2005 60 1.7
2005/2006 71 1.8
200672007 73 1.6
2007/2008 81 1.5
2008/2002 74 1.2
2009/2010 84 1.2
2010/2011 89 1.1
201172012 97 1.1
BC Merhadene Mairtenance Systerr: Performance Measures 201 1/2012 Page 312 MSD-2qUg-61693
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PatientHealth Authority | . FiscalYear Deaths per 100
_ . . . _ | PersonYears
03 Vancouver Coasral 2001/2002 1.2
2002/2003 1.2
£ s 2003/2004 1.7
g . 2004/2005 1.9
2 2005/2006 1.8
.3: 3 2006/2007 1.9
E-L 2 2007/2008 1.9
E 2008/2009 1.5
5 2009/2010 1.4
2 - 201072011 1.6
"y 58z 8 2 v 8 8 = T & 2611/2012 1.2
S g £ EE - g S % [otvancouveriland | 200172002 2.3
& ® & ® 8 R 8 ®8 8 & =®w . 2002/2003 1.5
==@=={11 {nterior wedrgm= (14 Y ancoiver Island ' - 200312004 16
¥ 02Fraser —¥=05 Northem 20042005 1.3
—ir— 03 Vancouver Coastal & B Tolal 200542806 1..5
Notes: ; .
- Data obtained August 30-31 2011 from Health Ideas/Pharmaet database 2006/2007 LA
-Daaths of ail causes recorded within 30 days of episede of methadone maintanence therapy : __2007/2008 J 06
- 100 Person years calculated as days of methadone maintanence treatment divided 2008/2009 1
by 36,500 - 1 .o200972006 - | 07
Patient Health Authority Fiscal Year ";:::':“":::r igi?ﬁgi; 131
01 Interior 2001/2002 4.4 05 Northern 2001/2002 5
2002/2003 3.4 2002/2003 45
2003/2004 3 2003/2004 3.5
2004/2005 3 2004/2005 2.6
2005/2006 2.1 2005/2006 2.2
2006/2007 25 2006/2007 2.5
2007/2008 2 2007/2008 4.2
2008/2009 2.1 2008/2009 1.8
2609/2010 2.1 2009/2010
2010/2011 1.7 2010/2011 0
2011/2012 1.5 2011/2012 0.8
02 Fraser ' 2001/2002 1.5 BC Total 2601/2002 19
2002/2003 t.1 - 2002/2003 1.5
2003/2004 0.9 2003/2004 1.6
2004/2005 14 " 2004/2005 1.7
2005/2006 1.8 2005/2006 18
2006/2007 13 2006/2007 16
2007/2008 1.4 2007/2008 L5
2008/2009 0.8 2008/2009 12
2009720610 1 2009/2010 L2
2010/2011 0.6 2010/2011 LI
2011/2012 0.8 2011/2012 L1
16 BC Methadore Maintenance Syster: PerformpreaMeaned 207 704 861803
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Methadone Maintenance
System Performance
Measures — 2011/2012

Office of the Provincial Health
Officer January 28, 2013

Dr. Eric Young, MD, MHSc, CCFP, FRCPC
Deputy Provincial Health Officer
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Background

2002 Health Canada Best Practices — PMMT
2009 BCMA - Policy Paper on Addictions

2009 independent review of BC's methadone
maintenance system (CARBC & UBC’s CHEOS)

“Methadone Maintenance Treatment in British
Columbia, 1996-2008: Analysis and
Recommendations” (September 2010)

Government response

PHO follow-up monitoring of MMT key indicators
(not including data on-reserve First Nations)



Healthy Minds,
Healthy People
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HMHP Key actions and outcomes related to
BC’s Methadone Maintenance System

* p. 33 - Enhance and improve BC’s methadone
maintenance treatment system (including
medical, pharmaceutical and psychosocial
support components)

= p. 34 - By 2015:

a) 90 per cent of methadone prescribers will adhere to
optimal dose guidelines

b) 60 per cent of people started MMT retained at 12
months

= p. 23 — Where appropriate, expand the reach
and range of harm-reduction services that
prevent and reduce the health, social and fiscal
impacts of illegal drug use



Introduction

» Effectiveness of the province’s MMS involves three
key components:
o prescribing
o dispensing
o counselling and other adjunct services and supports

= Regulatory Bodies
o College of Physicians and Surgeons of BC
o College of Pharmacists of BC



MMS Measures

= The reach of BC’s MMS can be summarized
by reporting on key professional participation
indicators
o # of patients with methadone maintenance

prescriptions (whose meds covered by
PharmaCare)

o # of physician prescribers

o # of methadone-dispensing pharmacists and
pharmacies



Methadone Maintenance Patients
by Health Authority

== ()1 [nterior

-2 Fraser

==te= (33 \Vancouver Coastal

Patient Count

santemn (4 \anncouver island

=== ()5 Northern

=@--BC Total
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New Methadone Maintenance
Patients by Health Authority

New Patient Count

2,500

2,000

1,500 &

1,000

=g==(}1 Interior

—g—02 Fraser

=g (33 Vancouver Coastal
=i 4 Vancouver sland
====-(}5 Northern

@==BC Total
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Methadone Maintenance Active
Prescribers by Health Authority

Precriber Count

500
450

400 +-&

350

250

&1 Interior

=gt (33 Vancouver Coastal

== (4 Vancouver Isiand
== (35 NoOrthern

=g==BC Total
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Methadone Maintenance Pharmacies
by Health Authority

700
600
500
| = (3 Interior
300 WM «=eg== 03 Vancouver Coastal
200 fi =04 Vancouver island
=ema 5, Narthern
100 1 » :
N ) wiD BC Total
0 TV A . i s o 4
T "t ] T 7 S : : 1
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System Outcome Measures

= Retention on Rx
= Hospitalizations (all cause)
= Mortality (all cause)
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Effect of daily dose on methadone

maintenance treatment retention
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Adherence to minimum
effective stabilization dose guideline
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Hospitalizations per 100 Person Years
During MMT
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All-cause Mortality During
Methadone Maintenance Treatment
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Conclusion

MMT - significant growth over the past
decade

> access to MMT and other harm reduction
initiatives = lower incidence HIV infection
among people who inject drugs

There are areas of the system where progress
is stagnant or reversing!

Solutions - needed
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= INTRODUCTION

Opioid dependence is a chronic, tecutrent medical
llness often associated with co-motbid mental iliness,
transmission of infectious diseases (such as HIV/AIDS
and hepatitis C), and premature mortality.! Opioid
substitution treatment is widely regarded as hath a
highly effective treatment for opioid dependence and
an evidence-based harm reduction intervention to
prevent the transmission of blood-borne pathogens.
Additionally, nametcus studies have found that opioid
substicution reduces hanms associated with non-rmedical
opioid use, including injection-related risks, opioid
overdose deaths?? and criminal activity, and increases
the social funcdoning and quality of life of patients. 5

The Governmeant of British Colambia uses the term
“opioid substituton treatment” (OST) to include the
usc of methadone and suboxone (buprencrphine and
naloxone formulation) for maintenance treatment. This
report includes overall OST data, along with separate
methadone and suboxone data where relevant.

This repott presents datz related to the prescribing and
dispensing components of British Columbia’s OST
system and addresses the recommendation in the
Centre for Addictions Research of BC report Methadone
Maintsnance Treatment in British Columbia, 1996-2008.5 to
report tegularly on the provinee’s system. The reported
indicators reflect available Ministry of Health
provincial-level data, and may not capture all aspects of
methadone/suboxone maintenance services. The data
do not include health services provided to on-reserve
Fitst Nadons patients, or health services provided to
patients in the provincial or federal cotrections systems.
The PharmaNet data do not include OST provided to
hospitalized patients.

Data related to suboxone prescribing and dispensing
ate provided for four years only, reflecting the Ministry
of Health’s decision to add suboxone to the
PharmaCare formulary in 2010,

The petformance measures in this report are provided
on a fiscal year basis (April 2013 — March 2014), and
are based in part on the methodelogy in An Evaluation
of Methadone Maintenance Treatment in British Columbia:
1996-2007, by Nosyk et al.! The methods used to
calculate 2 number of components of this yeat’s report
(e.g., new patients, dosing, retention) have been
adjusted for improved accuracy; thus, some of the data
in this report may not be congruent with that presented
in previous years.

See the 2012/2013 BC Opivid Substitution Treatment
System Performance Measurer report for further
information about opioid substitution treatment in BC.

Data Sources

Data in this teport were drawn from the Mindstry of
Health, Healthideas Data Warehouse, Ministry
programn area data were deawn from the following
databases:

i.  PharmaNer (recards of prescripion drug claims
dispensed at community pharmacies).

it. MSP Genesis (Medical Services Plan fee-for-service
claims).

iii. DAD ¢haospital discharge abstract dara).

iv. HealthlIdeas Client Registty (client age, gender, date
of death).

Acknowledgements: The Provincial Health Officer would ilke to thank Eri¢ Larson, Patrick Day, Christine Veggenreiter,
Kenneth Tupper, Kathieen Perkin and Manik Saini for their assistance in preparing this report,
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- OPIOID SUBSTITUTION TREATMENT -
SYSTEM MEASURES

This section reporis on indicators about the reach of Figure 1 shows the number of OST patents per 1,000
BC’s Opioid Substitution Treatment (OST) system. The population in each Local Health Area across the
indicators are as follows: the number of patents province in 2013/2014. Overall, urban areas like the
18 years of age and older with methadone ot suboxone Lower Mainland have highet rates of OST (more than
maintenanice prescriptions (whose medication is 8 patients per 1,000 in some areas), Howevet, some
covered by PharmaCate); the number of physician sallet population areas, such as Powell River and Lake
prescribers of methadone or suboxone for maintenance Cowichan, have high rates. The relative rates of OST
purposes; and the number of methadone or suboxone- across Local Health Areas are similar to thosc scen in
dispensing pharmacists and pharmacies. This section 2012/2013.

also includes 2 summary of the direct costs of

methadone/suboexone maintenance in BC. Please note that the health authority totals do not

necessarily add up to the provincial total for each year.
Patients may access OST in more than one health

21 0pioid Substitution Treatment authority in a given year. Similarly, physicians and
. pharmacists may practice in mote than onc health
Patienis authority and pharmacies occasionally move to a
Figure 1. Opioid Substitution Treatment Patients by Local different location,
Health Area, 2013/2014 . " o ,
’ Figure 2. Opioid Substitution Patients by Health Authority,
T e . BC, 2008/2009 to 2013/2014°
. ! hd.mllr!an:papuadm19 . 18,000 [a
[ tae-ur 5 16,000 - ﬁ,s::p—""ﬂ
1762293 &gl 14,000 — AT
a0~ & 12,000 i
436 - EAE w
B eoe- s g 1::222
5 6,000
5 4,000
2,000
® Taasos | 03/10 | 10/11 | 11/12 | 12/13 | 13/14
emyemms (H 1,318 | 1,513 | 1,774 | 3,067 | 2,338 | 2,523
e FH 3,983 | 4,493 | 5381 | 6120 | 6,716 | 7,349
gz \CH 3784 | 3901 | 4,187 | 4,465 | 4,723 | 4882
b [5|H 2,034 | 2202 | 2469 | 2674 | 2,787 | 2915
cortteen NH 320 | 333 | 347 | 410 | 430 | 482
waZesBC Total | 10,341 | 11,359 § 12,917 | 14,494 | 15,720 | 16,668
hauth kland Browataw Vamove:

» JH=Intenor Health; FH=Fraser Heatth; VCH=Vancouver Coastal
Health; IstH=Island Health; NH=Northern Hcaleh

BC QPIOID SUBSTITUTION TREATMENT SYSTEM: PERFORMANCE MEASURES 2013/2014 2

Page 335 MSD-2016-61893




OPIOWD SUBSTITUTION TREATRENT ~ 8YSTEM MEASURES

BC’s OST program continues to expand. The program
had 16,668 patients in 2013/2014 (see Figure 2), a 6 per
cent increase from the previous vear and a 61 per cent
increase from 2008/2009, Interior Iealth had the
largest increase in the number of patients—
approximately 91 per cent since 2008/2009.

Padents receiving OST are prescribed either methadone
or suboxone. Figures 3 and 4 show the number of
patients receiving each type of medication as a
treatment for opioid dependence.

Figure 3. Methadone Maintenance Treatment Patients, by
Heaith Authority, BC, 2008/2009 to 2013/2014
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Tn 2013/2014, the number of methadone maintenance
treatment patents increased by 018 compated to
2012/2013 (see Figure 3). All health authorities have
had increases in the number of padenss. Fraser Health
has seen the biggest expansion in patient numbers, with
a 72 per cent increase since 2008/2009. This trend
continues in 2013/2014, with an increase of

518 patients in Fraser Health from the previous year,
making up 84 per cent of the total increase in BC in
2013/2014.

Figure 4. Suboxone Treatient Patients, by Health
Authority, BC, 2010/2011 to 2013/2014
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The number of patients on suboxone has increased

steadily since 2010 in all health authorities (see Tigure 4).

Figure 5. New Opioid Substitufion Treatment Patients, by
Health Authority, BC, 2008/2009 to 2013/2014

Figure 5 shows the number of new patients entering
opioid subsdtution treatment. A new patient is
someone who begins OST for the first time, according
to PharmaCare darta. This includes padients who have
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been on OST in another province and continue
treatrment when they relocate to BC, and patdents who
have been on OST in the corrections system or while in
hospital and conrinue treatment upon release. Someone
who simply leaves the program and re-enters it would
not be counted as a new patient. The numbet of new
patients has been fairly consistent in the last few years.
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Figure 6. New Methadone Maintenance Treafment
Patients, by Health Authority, BC, 2008/2009 to 2013/2614
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The number of patients entering methadone mainrenance
trcatment has been relatively consistent over the last few
years (see Figure 6). A patient who switched from
suboxone to methadone would be counted as a new
methadone patient as long as they had not been
prescribed methadone in the past.

Figure 7. New Suboxone Treatmeni Pafients, by Health
Authority, BC, 201072011 to 2013/2014
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‘The number of new suboxone patients has increased
every year since 2010, when suboxone was approved as
a limnited coverage benefit in PharmaCare (see Figure 7).
Although the number of new paticnts on suboxone is
increasing, twice as many people started methadone
maintenance treatment as initiated suboxone in

2013/2014. A patent who switched from methadoene
to suboxone would be counted as 2 new suboxone
patient as long as they had not been preseribed
suboxone in the past.

2.2 Prescribers of Opioid
Substitution Treatment

In order to prescribe methadone or suboxone for
maifitenance purposes, physicians need authotization
from the College of Physicians and Surgeons of British
Columbia (CPSBC}. Physicians seeking this
authorization must attend a day-long certification
course, complete a preceptorship, undertake annual
continuing medical education in addiction medicine,
and re-certify on an ongoing basis.

Figure 8. Opioid Substitution Treatment Active
Prescribers, by Health Authority, BC, 2008/2009 to

2013/2014
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Higure 8 provides the annual physician prescriber count
by health authority since 2008/2009. The numher of
BC physicians able to prescribe OST has been
increasing in recent years, with 365 physicians
prescribing dus treatment in 2013/2014. As in
2012/2013, about half of OST prescribers were in
Vancouver Coastal Health.

Tn 2013/2014, there were 81 more OST prescribers
than in 2008/2009. This number also includes
hospitalist and temporary exemptions, so the actual
number of physicians providing regular ongoing
medical care for QST patients is estimated to he fewer

8C OPIOID SUBSTITUTION TREATMENT SYSTEM: PERFORMANCE MEASURES 2(13/2014 4
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than 300. Prescribing capacity for OST in some patts of
the pravince, especially rural and remote regions,
remains a challenge for the provincial health system.

2.3 Opioid Substitution Pharmacists
and Pharmacies

Pharmacists in BC must undergo training and
certification in order to dispense opioids for
maintenance purposes.’ Pharmacists dispense doses of
liquid methadone for parients to drink while in the
pharmacy, or provide methadone in catty-out
packaging as determined by the preseribing physician.
In March 2014, PharmaCare switched from covering
compounded methadone to covering only Methadose, a
mate concentrated proprietary formulation of
methadone that does not require refrigeration.,
Pharmacists dispense suboxone as a sublingual tablet.

The number of pharmacies and pharmacists dispensing
methadone or suboxone for maintenance purposes has
been increasing since 200872009, Figure 9 shows the
number of pharmacists dispensing methadone or
suboxone. Figure 10 is the number of pharmacies
(locations) whete patients can get their methadone
and/or suboxone prescriptions filled. For more
information about methadone provision and
remuncration in BC, sec Methadone Maintenance Payment
Program Review.®

Figure §. Gploid Substitution Treatment Pharmacists, by
Health Authority, BC, 2008/2009 to 2013/2014
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Figure 10. Opioid Substitution Treatment Pharmacies, by
Heaith Authority, BC, 2008/2009 to 2013/2014
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2.4 Opioid Substitution Treatment
Expenditures

in BC, pharmacy costs for OST are paid from three
sources: the province (PharmaCare), patients and
private insurers. PharmaCare is a provinciat program
that helps British Columbians with the cost of eligible
prescription drugs and designated medical supplies.
PharmaCare reimhurses opioid substitution ingredient
costs and dispensing fees, as well as interaction fees for
pharmacists who witness methadone ingestion on-site,
The level of reimbursement patients teceive for the
costs of opioid substituton medication depends on
their individual PharmaCare plan and private insurance
coverage.b If patients have private insurance that covers
prescription drugs, this insurance may cover OST
pharmacy costs. The patient pays out-of-pocket for any
amounts not eligible for reimbursement from either
PharmaCare or a private insurer.

It is imporrant to note thar the federal Non-Insured
Health Benefits progtam lists methadone and suboxenc
on their drug benefit list, but no data from that
program are presented in this report. In BC, this
program is administered as the First Nattons Flealth
Authority Health Benefits Program. Any BC pasients
accessing OST through that program only would not be
represented in this report, and any associated pharmacy
costs are not included in this analysis.

b . .
For more infarmation aboat PharmaCare caverage, see

www? govbe.ca/gov/content /health /health-drug-

ove are for-he-resident:
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Pharmacy costs for BC’s OST system totaled neaxly
$53 miltion in 2013/2014, 346 million of which was
paid by PharmaCare. The balance (approximately

$7 million) was paid by padents or private insutets.
Figure 11a summarizes the trends in provincial costs
over time. The increase in overall costs may be due to
patient population growth and the additon of
suboxone as a limited coverage benefit in

November 2010.

Figure 11a. Total Pharmacy Opioid Substitution Costs,
BCG, 2008/2009 to 2013/2014
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Figure 11b shows average annual per patient pharmacy
costs. The average cost per patient has not increased
significandy from 2008/2009 levels. In 2013/2014, the
average annual cost of OST per patient was §3,219
(approximately the same as 2008/2009). On avetage,
PharmaCate paid §2,742 or 85 per cent of this cost, and
patients or private insurers paid the remaining $477, or
15 per cent.

Figure 11b. Average Pharmacy Opioid Substitution Costs
per Patient, BC, 2008/2009 fo 2013/2014
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The Medical Services Plan pays physicians on a fee-for-
sexvice basis for providing OST. These costs began to
rise in 2007/2008 (sce Figure 12). Island Health, Fraser
Health and Interior Health have seen the shatpest rise
in costs (see Figure 13). Costs in Vancouver Coastal
Health have been stable in the last few years. In total,
the Medical Services Plan spent $13.75 million for
physician fees related to OST in 2013/2014.

Figure 12. Medical Services Plan Expendifures for Opioid
Substitution Treatment (Fee ltem “Methadone or
Buprenorphine/Naloxone Treatment Oniy”),c BC,

2002/2003 to 2013/2014
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Figure 13. Medical Seivices Plan Expenditures for Opioid
Substitution Treatment (Fee Hem “Methadane or
Buprenorphine/Naloxone Treatment Only"}, by Health
Authority, BC, 2002/2003 fo 2013/2014
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© Please note that this fec item was previously called Mcthadone
Maintenance 1'reatment Only.
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A Ministry of Social Development and Social
Innovation supplement provides up to $500 per
calendar year (§41.67 per month, on average) to income
assistance clients to assist with the cost of substance use
counselling or related services where these kinds of
resoutces arc not avatlable. Clients can use the
supplement to pay fees charged by some methadone
clinics, which atc gencrally not billable to Medical
Services Plan. In total, the Ministry of Social
Development and Social Innovation expended

$2.6 million for this supplement in 2013/2014, most of
which went to anciliary costs telated to eeatment for
OST patients.

BC GPIOID SUBSTITUTION TREATMENT SYSTEM: PERFORMANCE MEASURES 2013/2014

7
Page 340 MSD-2016-61893




OPIOID SUBSTITUTION TREATMEN T - QUTCOME MEASURES

OPIOID SUBSTITUTION TREATMENT -

OUTCOME MEASURES

This section summarizes cutcome measures that are
indirectly associated with BC’s apioid substitution
weatment (OST) system: retention in opioid
substitution treatment, use of health services and
mortality rate. The cutcome measures presented are for
episodes of methadone or suboxone maintenance
treatment, including additional doses supplied as
take-away carries. A gap of more than 30 consecutive
days determines the end of an episode of treatment,

It is important to note that the outcome measures in
this secdon were abtained without an attempt to
determine whether or to what degree opicid
substitution treatment affected outcomes hike mortatity
and use of health services. Therefore, the thaterial
presented here is intended to be hypothesis-generating
and may inidate further analysls, but is not meant to
demonstrate a cause and effect relationship between
opioid substation treatment and health outcomes.

3.1 Duration and Retention on Opiocid
Substitution Treatment

The length of time a patient spends in opioid
substitution treatment {number of days per episode
of treatment) is an important indicator of treatment
effectiveness. More dme in treatment is associated
with better outcornes.! For the purposes of this
report, treatment retention is defined as a continuous
petiod of trecatment without a gap of morc than

30 consecutive days.

Dosing level seems to be an important factor i
reraining patients in treatment. The probability of a
patient staying in treatment is highest for patients
taking at least 100 mg of methadone per day.! The
Callege of Physicians and Surgeons of British
Columbia’s 2014 Methadone Maintenance Progrant’s Clinical
Practice Guideline'® states that most patients will achieve
stability on maintenance doses of between 60 and 120
mg of methadone daily.

Figure 14. Percenlage of Patients Receiving a
Stabilization Dose of Methadane >80 mg, by Heaith
Authority, BC, 2008/2009 fo 2013/2014
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Figure 14 shows the percentage of BC’s methadone
patients receiving a stabilization dose of more than

60 mg of methadone daily. This percentage has been
srable at slightly over 50 per cent, with a small reduction
over the last few years from 55 to 52 per cent.

People who stay longer in OST generally have better
long-term health autcomes. A little more than one-third
(36 per cent) of new patients are still in treatment after
12 months (see Figure 15). By comparison, Onrtatio’s
12-month retention rate is approximately 55 per cent.!!
Possible reasons for these low retention rates in BC
include the following:

a) People registered in methadone maintenance
treattnent care in hospitals or jails may re-register in
the community upon release.

b) At clinics, muttiple doctors might submit multiple
registrations.

c) Transitioning between methadone and suboxone
rnight result in re-registration,
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OPIOID SUBSTITUTION TREATMEN T - OUTCOME MEASURES

Figure 13, Percentage of People Started on Methadone
Maintenance Treaiment Refained at 12 Months, by Health
Authority, BC, 2007/2008 to 2012/2013

Table 1 summatizes the number and cost of
hospitalizations while patients are engaged in OST. As
the number of people on OST' grows, the total hospital
costs increase. However, the average cost of

60% hospitalization per padent has mostly been declining

T 50% since 2008/2009.

E o

= Table 1. Hospitalizations and Cosfs during Opioid

| Substitution Treatment, by Fiscal Year, 2008/2009 to

§ 0% 2013/2014

£ No.of Admissians | HospitalCast

0% :
a7/08 | 08/09 | 09/10 | 1011 | 11712 [ 12/13 :

E * 08/09 | 2,416 30 $13,136,321 | $1,226
et FH Ad% | A47% | 46% | 42% | 37% | 36% 09/10 | 2,465 27 $12,114,282 | $1,013
= YEH 35% | 38% | 38% | 38% | 34% | 32% 10/11 | 2,728 27 513,220,841 $981
o | 5| H 52% | 50% | S2% { S51% | 46% | 45% 11/12 | 3,111 28 14,320,783 5950
et N 45% | 42% | 42% } 3s% | 39% | 30% 12/13 | 3,322 28 $15,165,367 £932
wmgenBCTotal| 41% | 45% | 44% | 42% | 38% | 36% 13/14 | 3,731 30 $16,760,643 | 9973

3.2 General Practitioner Visits and
Hospitalization Costs for People
on Opioid Substitution Treatment

On average, people on OST visited their general
practiioners 23.7 times per year in 2013/14 (see Figure
16}. This includes visits not related to OST. Many OST
patients have complex health needs so they require
more care from physicians than the general pepulaton.

Figure 16, Number of General Practitioner Visits per
Person-Year in Treatment, by Health Authority, BC,

2008/2009 to 2013/2014
5 30
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e |H 217 | 224 | 218 | 223 | 237 | 236
s FH 232 } 231 | 235 | 231 [ 231 | 237
s tpem \VCH 235} 233 | 229 | 228 ) 229 | 236
ambiren [5/H 235 F 233 | 228 | 227 | 124 | 21332
| ez NH 251§ 246 | 244 | 26.2 | 259 | 281
cepe=BCTotal| 233 { 231 | 230 | 228 | 230 | 237

One of the goals of OST is to improve a patient’s
overall health, Tnereasing rates of hospitalization could
indicate poorer overall health among OST patients.
Figure 17 shows the number of hospitalizations per
100 person-years for OST patients. The rate has heen
stable for the last six years, although Vancouver Coastal
Health had a slight inerease in 2013/2014.

Figure 17. Hospitalizations per 100 Person-Years during
Qpioid Substitution Treatment, by Health Authority, BC,

2008/2009 to 2013/2014
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OPIOID SUBSTHUTION TREATMEN T -~ GUTCOME MEASUIRES

3.3 Mortality

‘This section Includes information about mortality
during OST. Mortality is measured in terms of deaths
from any cause recorded within 30 days of the end of
an episade of OST.

The number of patients in OST continues to increase,
and over the last few years the number of deaths has
also increased. This is nat the casc for the maost recent
year. The number of deaths in 2013/2014 is the same
as in 2012/2013 (see Figure 18). The mortality rate,
reasurcd in deaths per 100 person-yeats, fell slighty in
2013/2014 compared with 2012/2013, We cannot draw
conclusions about the risks or effectiveness of OST
from these unadjusted rates, It is reassuring, however,
that the number of patients in OST is increasing
without a proportional increase in mortality among
OST patients. Mortality rates among OST patients are
substantially lowcer than mortality rates among regular
or dependent users of street heroin, which are
estimated to be 2.09 per 100 petsen-years.” Figure 19
shows each health anthority’s OST padent all-cause
mortality rate (deaths per 100 person-years).

Figure 18. All-cause Mortality during Opioid Substitution
Treatment, by Fiscal Year, BC, 20082009 to 2013/2014
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Figure 19. Deaths by Any Cause per 100 Person-Years
during Opioid Subsfitution Treatmeni, by Health
Autharity, BC, 2008/2009 to 2013/2014
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Notthern Health has a small number of OST patients,
which contributes to the large variation in the annual

all-cause mottality rate.
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CONCLUSION

British Colurnbia’s methadone and suboxone
maintenance treatment program for opioid dependence
continues to expand. Most of the 2013/2014 increase
in number of patients is attributable to new suboxone
patients rather than new methadone patents. While
informative about the overall state of OST in BC, the
data presented in this report do not allow us to draw
strong conclusions about all aspects of GST. Further
hypotheses and possible interpretations have been
identified through consultation with the College of
Physicians and Surgeons of British Columbia. These
hypotheses will inform furure versions of the report.
They include suggestions that

» The retention rate for methadone may be artificially
low because 2 paticnt who switched from
methadone to suboxone (or vice versa) may be
counted as discontinuing opioid substitution
treatment.

¢ TJtis unclear the degrec to which lower than
recommended average maintenance dose levels for
methadone are the result of low-threshold or
periodic OST prescribing.

¢ Itis unclear how the Study to Assess Long-Term
Opioid Medication Effectiveness (SALOME) may
have influenced OST data in Vancouver Coastal
Health. Patients participating in the SALOME
study may appear to have discontinued OST, when
in fact they have switched to an experimental
treatment as part of the study.

o Itisunclear how much the OST retendon data may
be affected by patients hecoming hospitalized or

incarcerated. In either case, patients may appear as
having discontinued treatment, when in fact they
may have continued treatment in those insttetons.
Hospital and correctional institution prescription
medication data are not included in the PharmaNet
datasets used for the report.

¢ Future analyses on treatment retenton should link
to Vieal Statistics data, which would ensure
retendon estitnates do not conflate people who die
while receiving OST with people wha simply
discontinuc treatment.

o Information is not avaitable on the contribution of
addictions to prescribed opioid medication to the
demand for QST. We do not know how many new
OST patients are transitioning into maintenance
rreatment from prescription pain medication.

Over the fast decade, greater access to opioid
substitution treatment, in addition to other harm
reduction initiatives, has contributed to reduced HIV
infecrion incidence among people who inject drugs. 12
Access to OST in rural and remote areas remains a
challenge for the health system. The measures in this
report are important indicators of the status of BC’s
QST system. Further wotk is needed on aspects of the
OST system not included in this report (such as
psychosacial supports). The information in this report
is important for maintaining and irmproving service
delivery and patient outcomes in BC.
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RESOURCES

British Columbia Methadone Program Websites

The websites listed below provide relevant information about BC’s opicid substitution treatinent system.

BC Ministry of Health

substapececusc-information-and-publicattons

College of Physicians & Suxrgeons of BC
¥ .cpsbe.ca/programs /be-methadone-pro

College of Pharmacists of BC
bephatmacdists.org/methadone-mainienance-treatnent-mmt

BC OPICID SUBSTITUTION TREATMENT SYSTEM: PERFORMANCE MEASURES 2013/2014 12
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