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Introduction: Background and Contextual Literature

Aim of qualitative systems review

In January 2008, the Ministry of Healthy Living and Sport commissioned the Centre for AddictiongResearch of

The aims of this review were threefold:

1. To examine MMT systems and identify factors related to treatment access,
and inequalides in BC

Y

To investigate the accountabilities related to MMT

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

Methodology of review

Qualitative, multi-phase, stakeholder approach

y- 3 ‘*through for emmplc
pnmarv care ot Mental Health and Addicuons Serv@ﬁ 7 Tarad s W in the province also

to steer the rese;u:ch proces
stakeholder groups for feed

. ‘éﬁﬁwa given by the Umversuy of Victotia Human
g col Number: 08-038).

1 'ed using a combination of &ey informant identification, for example,
s involved with MM'I and ﬂowballmg, "where stakeholders recommcnd

on of people taking meth'ldone was obv1ousl) essentml for the review, and
hsmg services across the conunuum of models, and in dlffercnt geographxc locations,

' MMT is used & hout this report to refer to any and all services and supports delivered as part of a program of
methadone mainténance treatment and to the system that supports such delivery. MMT is to be distinguished from MAMP (the
Methadone 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 The term DMT clients” will be nsed alongside ‘people taking methadone,” ‘people prescribed methadone’ and AT
patients’ to refer to people who access and use MMT services.

British Columbia Methadone Maintenance Treatment Program Page7 1
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introduction

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

A total of 309 stakeholders had direct input into this review. Ninety-seven participants were M\IT ents or self

advocacy rcpresentauves Thirty-two? paruap'mts were exther r\bongmal or working in a servic Spet ﬁcwlh geared

stakeholder groups represented are summarized in Table 1.

Table 1: Stakeholder Groups

Client Populations Service Providers

Aboriginal and First Nations peoples Counsellors :
MenonMMT Nurses ; HIV treatment/Public Health )
Women on MMT Pharmacists (disperising Non- g[of it agencies
Family members Physicians (pg i &, rural and remole
Self advocacy groups Physicians (non“prescribing) u";%ﬁ: iztreach services

System managers Physicians (pain speei;ﬂ'%)} Fe
Health authorities Social workers k: Residential treatment programs

] DTES in Vancouver
Provincial Health Officer : = Sfots, ) duth Services
Provincial Harm Reduction Committee oo =
Provincial Mental Health and Addictions Planning Council
Regulatory and professional bodies

Provincial and federal government minisiries -

Ree archerz‘;ﬁiﬁ%

=

ulation from a non-random sample of respondents
elf-selected by virtue of responding to the
ere contacted and invited to be involved in the

aENs 's qelf—se,lé--

»:m:x'- :—'

Supple; entar
'}ée%‘ :

g
underestimate higgaifse ethnicity was not recorded by focus group participants or interviewees so unless the
told or Lnﬁ_w: Fat someone identified as Aboriginal this was not recorded as such.

JEEW ot ic Action Research for Empowerment srud) 50 women’s e\penences of pramary health care were
documented‘lm_:m il interviews between May and July 2007 in a piece of participatory action research facilitated by Dr
Amy Salton (W?@'%is Health Research Institute), Dt Annette Browne (University of British Columbia), Ann Livingston
(VANDU) and Adn Pederson (British Columbia Centre of Excellence for Women’s Health). (VANDU Women CARE,

2009).

3 Data specific to methadone was given to the investigator with full ethical permission from UBC Ethics Board, and from the
Steering Group of VANDU Women CARE who co-guided the study and represented the interests of the women who were
interviewed. 62% of the women interviewed for this project were Aboriginal.

2| British Columbia Methadone Maintenance ﬂ;ga@glent Program
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Introduction
focus group held by the Positive Women’s Network? on women’s experiences of MMT in BC. The findings from
both these pieces of research were used for the review data analysis and informed the review recommendations.

A large amount of supplementary materials were collected over the review year. Many participants suggested
documents reports books, legql proceedingﬂ, press reports or other evidence. These resources werefised

Data coding and analysis
Almost all data was fully transcribed by a small team of transcribing staff.” Data wag:€adec

qualitative analysis software package ATLAS.t. Thematic analysis, widely used in soq__ Science and
was chosen as the most appropriate method for 'mqu, zing the data. Accordin ?é‘%,uborskv (1994 p

reseqrch assistant over the period of October to january The cod 5
of coding and analysis to attend to specific nuances that emergea h -%ﬂ vers%
further 5 addmonal seqrchea were made of the ATLAS.u d'ltab'lse for"f.h es € h;:u“'nbge at the an'llysn stage that
; dren and babies, youth and
teens, HIV hospmls md access to re51denml treatment for chents The ATERSE, coded outputs were then

v research '1551st'mts ?{ep: entm\fe quotes were identified

representative and the lead investigator reviewin ﬂ?‘é‘se chdi
data category summaries and representative quotes

for each category. This was achleved by one res

Attending to issues of vahd)ty and rehablhty

2 of Hc'althy ]fﬁt‘fﬁ

? l}'f‘émmend'n;lom Ten presentanons were undertaken

group, the BC AdHx ﬁf
meeting was held bet“fﬁm
effective lmlmges betwce‘

'ﬂme v and the qu1nt1tat1ve stud) being done by the Centre for Heqlth Evaluation

and Oul:%' ' E; , Sizto, Marsh, & Anis, 2009). All comments were duly taken into consideration
: - 2 e S oE -
in ' oitsIn additon, research advisers were sent the detailed presentation notes for

ed in the final reporting of the findings and ensuing recommendations.

% was achieved with six research/ professwml advisers undertaking a detzuled review

=lne recommendations for the revie\v were produccd by the lead investigator based on

pant priority suggestions for change and on the national and international best

Fork is an organization that provides HIV education and support services to women and communities
throughout Bntg Tambia as well as providing community development and educational support across the country. See
hitp://pwn.bc.cator more information,

710 out of 136 data events were recorded using hard wrtten notes, either because of the preference of the interviewee, or
because of the efficiency of doing so during large group meetings.

8 The full report was read and commented on by two advisers. The majority of the other chapters received detailed comments
by at least two other advisers.

British Columbia Methadone Maintenance Treatment Program Page9 |3
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practices and research literature gathered for this purpdse. These draft recommendations were then discussed with
a number of the research advisers who had indicated their willingness to do so. They were “fine uned” through

this process of consultation with expetts in the field of MMT in BC and internationally. This process draws on the
“Delphi technique”, or set of methods, increasingly used in qualitative, evaluation research or problcm solving (see
McKenna, 1994 for its apphcauon to nuramg rese'u:ch) Its aim is to estabhsh as ob;ecu\ el) as p%agble, a

be used to prioritise actions and formulate solutions.

Relevant literature and context for MMT.: Global, national, regional and local

Use of substances as part of human life and culture

Throughout human history, societies worldwide have used a variety of subs
mental functioning, and/or gain a range of perceived benefits. Psychoactiy@ dr
mood problems, to relieve psychological distress or as part of a depend?@ : i
substances as part of religious or traditional cultural ceremonies. Ma ;’9’
medications used in the treatment of illness and disease. The re& 1% - Gat
of these substances into three status categories: legal (e.g- alcohol'ss: ,_«;«M gacco), p;ég_,’ﬁﬁon (e.g. morphine,
benzodiazepines) or illegal (e.g. marijuana, heroin). This taxonomy doz Gl h_;i %"bqsc in pharmacology,
economic analysis or risk-benefit analysis, but is derived from historical pg;@%?gnt and cultural preference (Health
Officers Council of British Columbia, 2005).

Harms from substance use and ham reduction

been on the rise since (Health Officers Council of Bg
was produced, the National Anti-Drug Strategy, which pzﬁposed SLL1ET: : 'éof illegal drugs Addiction
o ot mentioned ind federal funding for harm
ibeetrnme gachgs’exist for drug control in Canada, with tobacco and
alcohol at one end of the spectr i _* ‘. a%‘ercml economy, despite the relatively high disease

services were emph'zslsed in the stra

vary in these ways. Th &, hasrhul TECE
h’\rms to an individual it oan include death, toxic effects dependency, commumcablt_ chseaseﬁ injury,

"“Té%&xcal damage Psx cholog1c'11 harms can mclude depressmn and pbychosm Socnl

é%%?

;’” Thc harmful effects to e' occut primarily due to two mechanisms: first, the loss of fully functioning individual

“_éz_%at certain drugs are ghi ahzed Addmonal harms to society occur with illegal drugs, mcludmg
‘@ahzmon of populg;’cﬁg, loss of social cohesion, criminal activity, local violence, advetse impact on

S

busm%’"sg_g.i d nelghba fé’oda direct enforcement costs, and the hnnted lmplemcmatlon of public health

The approqch ot reduction in the field of problematic substance use is recognized to be one in which there is
no presupposition or absolute requirement on the individual to cease drug use befote accessing services and
supports (Health Officers Council of British Columbia, 2005). It is a philosophical and practical approach that
focuses on keeping people safe and minimizing death, disease, and injury associated with higher risk behaviour
(Buxton, Mehrabadi, Preston & Tu, 2007). When applied to substance usc, harm reduction focuses on the harms

4] British Columbia Msthadone Maintenance ;E%Q%ent Program
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Introduction

Figure 1: Morbldity and Mortality Attributable to Substance Use (CARBC, 2010)

Eslimaled number of BC hospitalizations attributable to
substance use 2003- 2008

enhancing the knowledge, skills, resources, and sup
and healthier. People who use drugs play an active ¢

'&commumttcs The foilowmg}eq: the ministry
] which 1dentlﬁcd key strategic directions for

public policy in BC. A tde mnge 51_
education, needle dmm?%ﬁﬁ 7o

developed and gx}plcmcnt:‘.‘w._

] { es, :such as peer support programs, outreach 'md
OpE ms supervlee cf%‘mpnon Facilities and substitution therapies, have been
'ing degrees across the province.

-tountries for almost a century. The negative consequences can include
4f, Begin & Sawka, 2005; Fischer, et al., 2007; Healey, Knapp, Marsden,
Bstance Abuse and Mental Health Services Administration, 2006). In Europe and
W sitimated two to four million illicit heroin users (European Monitoring Centre for
B 05; Office of National Drug Control Policy, 2006). One to two percent of this
&prernamrcly @gﬂd‘: year. They contribute ro the majority of the existing hepatitis C and a substantial
f the I{D\?f‘ﬁse Because of their intensive criminal involvement, dependent illegal opioid users are
verall social cost burden related to illicit drug addiction estimated at billions of dollars a
the USA, Canada, Germany, and others (Fischer, et al., 2007). Illicit injection drug use is
assoc:mted with @wvide array of health and social harms (Romero-Daza, Weeks & Singer, 2003; Strathdee, et al.,
2001; Wood, et al., 2005).

The provision of addiction treatment is one of the most effective interventions to address these harms. During the
past two decades, evidence has accumulated regarding the neurobiology of opioid dependence which is

British Columbia Methadone Maintenance Treatment Program Page11 | 5
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increasingly understood as a brain-related disorder with genetic and environmental characteristcs (Kleber, 2008).
MMT has been increasingly implemented across the globe as a means of addressing the health, social, and fiscal
harms associated with opioid addiction (Gibson, Flynn & McCarthy, 1999; National Consensus Development
Panel, 1998). Methadone is a long-acting synthetic opioid agonist that is easily absorbed when taken or'lll\ with a
half-life of approximately 2436 hours, allowing for once daily administration. However, as many 28! "Tfan d‘ns may

;&%" te of 1% compared
Ta 1991 srud\ crime days

In’let nsks harms 'md costs
{orld Health Organization,

assocmted with untreated oplold addiction among }auents successfully retal

2004). £

engaging in sex \wthoug‘ég%‘

methadone treatment (RelEigapld
R e

among dropouts re—emoﬁe; ntg reaument (Estqban etal, 2003) h’lve been established, makmg accessibility to
and ;e:’é'ﬁ'u}%h

g ‘%V
fpent. For many patients years of MMT or hfenme maintenance may be needed, but

- bers oppose this.(Kleber, 2008).

adrug use after leaving tre
fany clients and family mén

2 on31derable evlgggﬁal support for the efficacy of MMT (Ball & Ross, 1991; Gibson, Flynn & McCarthy,
e &6imtions have 2 number of limitations. In particular, studies have generally been restricted
tons willing to initiate MMT (Shah, et al,, 2000), and rerained in treatment long enough for
outcomes t&ihee j_i}' rated (Brands, Blake & Marsh, 2003). Most research has been conducted in specialized clinics,
and comprch‘sﬁ'gg data from GP treatment settings have been lacking (see Fischer, Cape, Daniel & Gliksman,
2002 for a Canadian exception to this). It should also be stressed that although MMT has been lifesaving and life-
enhancing for thousands of individuals, it is not a panacea. Many people taking methadone continue to use other

substances or do not want to take methadone for many different reasons.

6 | _ British Columbia Methadone Maintenance ggsgt{gent Program
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Global differences in MMT availability and service models

There has been much debate concerning the regulation of MMT in Canada and elsewhere (Fisher, et al,, 2002).
Some jurisdictions, for example France and Germany, did not provide MMT until recendy. Others kept it confined
to highly instirutional settings, imposing strict requirements on physicians, treatment procedures and pment
ehgxbxlm r\ccmdmg to Fl:cher et al., such restrictions were put into effect in the wake of considegil i &

compared to non-drug users. Fischer, et al., suggest that increases in™§
office-based settings could be “substantial, if not unmanageable.”

4::««:»

may bc a promising approqch to CLeatmg accessfb eﬁ

gy

‘ischer, 2000), where policy support has waxed and
"provincial lev rersi strictive policies has occurred on different
year mvolve
}5‘%:.,«
treatment spaces am

xxgmﬂcantlv bet\veen ]

2000). The provig ial government in BC was responsible for the methadone program in the 1960s, 1970s and

British Columbia Methadone Maintenance Treatment Program Page13 | 7
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Introduction

1980’s. When the heroin treatment program,” a very brief experiment in compulsory methadone treatment of
opioid dependent people, was abandoned in the late 1970’s, methadone became more difficult to access in BC
because the provincial government withdrew from all MMT provision.

In the mid-1990s, a number of developments occurred that fundamentally changed the way MMT was delivered in
Canada. In 1996, the federal government had a change in policy and, intually only in the cases o h Columbia

liberalized MT regulatory system” (Fischer, et al., 2002). These regulation reforms al
numbers of physicians authorized for MMT, and in the numbers of patients in treafriént. In BC at'
policy change there were approximately 110 physicians and 1200 patients on.l%ﬁ\%l‘ (Mullens, 1999).

The public health crisis in Vancouver and role of MMT
During the last 15-20 years, Vancouver has been experiencing a pil
drugs (Wood, Tyndall, Montaner & Kerr, 2006). In the mid to lal
number of policy and practice levers able to mitigate both the humafdfiimuno
overdose epidemics, taking place largely in the Downtown Eastside of Vgx__;gg@
peak in 1992 and has declined since (Buxton, et al., 2007). Cases in Vancdvﬁv%:
with the predominant mode of HIV transmissiontfeBrted to be injection dru

(Buston, et al.). Fatal drug overdoses in Vancouwgi Tﬂbg&w m 19 in 1988 to'H 1993 with more than 1200
people dying in the City between 1990-2000 (McPher on,?’&}@?m i '

report in 1994 that analyzed drug use in the provin%%d called fo&,

a health issue. A review participant spoke about the E"Egp;gnse 10
petspective: =

e
crisis and public healthgierze.
something significant
During this time ﬁ?ﬁ s very littlesfre
. ey S
Vancouver in 1991, 0 le, fere
provision was already in PBE

e

: zvery short pertod of time, in response to a public health

T
ision. an¥where in BC. In the Downtown Eastside of

one prescriber. However, some proactive service
oped in the late 1980’s with a2 mandate of

ey Ea —_-55%? . . .
a5 a lot of evtdence in the research literature that supported it as being a very effective ireatment

“Despite the fact that Peresp

>, modality, within the addisggEmedicine community it was controversial. And prior to the public health irisis there was a
sentiment among the leadessip in the addiction medicine communily that methadone shonld be kept at a low level, a last
g, only something if dletlye Jails, almost looked upon as a treatment failure.”

e S5

ey

gissgriated with injection drug use in Vancouver (Wood, et al., 2003) and elsewhere in BC,
Hicerted efforts to increase the availability of MMT in the province (Anderson & Warren, 2004;

9 In 1978 the BC government started the Compulsory Heroin Treatment Program in conjunction with the Brtish Columbia
Alcohol and Drug Commission. Approximately a year later, the program ended when the Compulsory Heroin Treaunent -\ct
was challenged in court by a patient and a physician. .

8 | British Columbia Methadone Maintenance 'Eg&;q;gnt Program
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Figure 2: Number of MMT clients in BC (Ballem & Young, 2005; CPSBC, correspondence 2009)
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8,000
7,000
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5,000
4,000
3,000
2,000
1,000

0

Number of MMT Clients

dropped from one-half to one-third, during the § sam
in 1998 to 146 in 2005 (Buxton, et al., 2007) but d
7 times the provincial rate (Buxton, et al)). ~‘

5 (Des Jarlais, et al., 1989). Based on estimated rates

level that is half the pe'lk prev #nany other jurt
of between 16,000-20,000 iz s in the pro and assuming that the prevalence rates of new HIV
infections peaked at 50% Anderson (2808} suggests that needle exchange and MMT in BC

41 proposes that |

e N
- Gibson, etal 199"9')“' HIV and hepatitis C (HCV) in BC

(2000), for every HIV o The prevalence of HIV among Intravencus
Drug Users (IDUs) is reported to be 17% 1o
31% in diferent cohorts.

s in BC, a total lifeime

o In Vancouver, HIV prevalence among
Aboriginal IDUs has increased from less
than 5% in the early 1990s to
approximately 40% in 2004.

o The rate of HCV is higher in Vancouver
than BC or Canada.

o The majority of newly identified HCV cases

HIV infects g a cohort of injection drug users in Vancouver in 2005 and 2006 reported
receiving methadene between 1985 and 1996, remained intravenous drug use as a risk factor for
relatively high, in spite of ready access to needle exchange and infection. Males exceeded females in all

age groups except 15-19 & 20-24 years.

low threshold methadone services (Langendam, van Brussel,
(Buxton, et al., 2007)

Coutinho & van Ameijden, 1999). Anderson also notes that in
New York City, rates of new HIV injections also dropped J
British Columbia Methadone Maintenance Treaiment Program Page15 |9
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dramatically, in a city whose Mayor opposed methadone maintenance programs and where needle exchange was
illegal.

Concluding comments

MMT has validity as a treatment for opioid dependence, so any changes to policy or practice congél
BC need to be made in accord with this evidence. This introduction has also demonstrated thgggrngstandmg
relationship that Brtish Columbia has had with MMT. It is essential that any proposed chrgggg_ be considered in
the context of this history.

Guide to report and recommendations

dependcnc; in Lhe province.

Due to the complex inter-linkages between the themes used to orga¥
emerging from the discussion are provided at the end of each chapter, bi
formulated in a section at the end of the report. The recommendations seeks ﬁgﬁ ess the comple.\ and inter-
linked issues from a systems perspective. - = 2 =

10 | British Columbia Methadone Maintenance Eigaiment Program
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Chapter 1: Who Are the Clients?

5.22

This chapter ';Lims to provide a context for the systems revie\v by referring to the intersectonalilidiimensions of

vxewed as situated “outside of the system’ and as /o.:f people

“Yough to deal with,” ‘‘haotic and unstable.”

€ clients as being on welfare.

Providers in Vancouver and in the Downtown Eastside described mosgagthato %
eray BC, providers reported that the

majority of their methadone clients were stable andshad been abie o get joB =0 %Zescnbmg physician covering
; I k in work. This represents a

wide diversity of client experience, particularly in'%e
overall health status, and one’s ability to find and kg

an ny before zmd now we've got lors. They come in

»3

y t/)e Yiver.

i population of people who are generally also very ill, living with so much illness in their lives.
lon’t have a home? You don’t eat regularly but you have diabetes.”

Sprevalence of co—occurring addiction and mental health problems provides challenges to health

care providets. 38

10 Intersectional dimensions of people’s lives refer to the ways that different aspects of people’s identities (such as gender,
race, etc.) shape their lives in complex, mutually-reinforcing ways (Hankivsky & Cormier, 2009).

British Columbia Methadone Maintenance Treatment Program Page17 | 1
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Who Are the Clients?

s.22

People with HIV and hepatitis C on MMT

 pharmacy at 6:30 or 7:00am.”

The original goals of the MMT Program’s expansion were
public health goals, most specifically, to mitigate the HIV
epidemic located in the Downtown Eastside of Vancouver
that occurred in the 1990%s. While MMT has likely
contributed to the decline of HIV rates in BC, many former
or current injection drug users in the province, and

particularly in the Downtown Eastside, are currentiediving
with HIV and hepatitis C. S

interventions that formally El_fz_x,_g# eVt g%&;%gith directly = =
administered antiretroviggbtherapy (Alucgiggal,, 2004; ¥
Conway, et al., 2004; L&
et al., (2006) note, few§tich integrated

achieving this inteBHai ;

2
FERET

gt

use illegal drugs and are‘

c===2pard. You throw up,

:HIV+ population in BC, 2005:
er fimit of range) Median: 10,420

timated HIV+pégn
2005
T

Vansgver Coastal Heallh - 7380

o Fraser Heath Authority - 25683

e Vancouver Island Health Authority - 1353
¢ Interior Health Authority - 246

e Northern Health Authority - 738

(BC Centre for Excellence for HIV/AIDS)

/

_you Bgggpains, you are covered with rashes, your legs go numb. You are HIV positive for so long, you

1t feel anything nntil 2D+ counts'! drop to a certain level where the opportunistic infections come, then yox feel

' A CD4+ count is a blood test to determine how well the immune system is working in people who have been diagnosed
with HIV. The CD4+ pattern over time shows the effect of the virus on the immune system. In people infected with HIV
who are not getting treated, CD4+ counts generally decrease as HIV progresses. A low CD4+ count usually indicates a
wezkened immune system and a higher chance of getting opportunistic infections. (Web MD, 2007).
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There are also systemic problems with ensuring consistent linkage between MMT and HIV treatment. While
participants described some good pharmacy support to link anti-retroviral treatment (ARV) for HIV with
methadone, there are many pharmacy-related challenges to the integration of these treatments. Good pharmacist
systems or practices were described as key in the process of linking methadone and ARV medlcauona, as this
participant described:

“Our pharmacist provides a lot of support in terms of making sure the anti-retroviral treatment is bein 8, welttolerated and

being appropriately taken. along with the methadone and their other bealth concerns.”

for MMT clients.

Sometimes related, is the issue of incentives offered by pharmacie;
pharmacies allegedly use a range of incentives to encourage clieri
fuller discussion, see Chapter 8). To the degree that these incentiv
can access both methadone and ARV medications, they tend to inhibit
physicians, they often interrupt established relationships of care.

Kilgallen, Dee, Da
2008). A counsellor d
followin

¢ of histories of tranma and abuse . . . isn’t sure that living is a good thing. And 1
end 10 get caught np in heroin.”

lked about'using a new screening tool to try to identify abuse in the lives of clients
nections he made personally between childhood abuse, Post Traumatic Stress

experience s n}zb'mlion, The first time I used, it was like a mif;iﬂg plece zy"tbe  jigsaw puzzle. Click. And now I ma

12 A5 an interesting comparison to methadone fees, the dispensing fee for HIV medication was described as “idiculonsly bow,”
leading to many pharmacies not being interested in dispensing ARV because of the lack of financial incentive.
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complete person. I can feel like a normal person becanse I'm using.’ Of course it doesn’t stay that way but that [is) the way it
starts.”

Some talked about heroin specifically as a drug that allows women to self-medicate trauma, as this phys1c1'm
emphasizes:

Hsing, f/)en _you nnderstand lbﬂl heroin works. Its t/Je orz/) drug z‘/ml‘ a//o:ua wormen fo, _é%/;zednate therr trauma.
Eyosstalk to women, beroin is the t/}}%

important to ask men about these e:\penences, as womer.

Connections between addictions, chronic pain and methadone

Many informants connected complex chﬂdhood@ %

“We kenow jrom the ln‘em/we that a high number of thei
‘ .'—H e vograuma. This I5;

R

el ﬂééeemg a diﬁ’ 1) popu/at:o/z I'm seeing a younger population, they may be other opioid dependent, say
: 23’31&@ AN

‘,ﬁ;‘%@r some physicians, thi:
“%‘ gbservers this cauuon\@

s.22

" Estimates suggest that 15-28% of substance misuse disorders have co-morbid chronic pain (Orgel and Colvin, 2008).
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Health service providers with expertise in chronic pain management described the co-management of chronic pain
and addictions as “one of the uitimate challenges” of medicine and health care, but described the dominant view
amongst many health professionals as, “we do not need to treat people on methadone for pain.” Some observers viewed
inappropriate or inadequate pain management as a human rights violation.!+

Promising examples

quality of life for their clients. 15

AIDS Vancouver Island
AIDS Vancouver Island 1s a community-based AIDS service or

hepatits C, tuberculosis and other communicable diseases. In Victoria;:3
for people who use drugs by injection. ATDS Vancouver Island has manag,

than 18 months old, who are expenencing current or
and woman-centered philosophy, .

AIDS.

o \ “ar increasing access to HIV prevention, tteatment and
wvotk. The project aims to explore health-related harms and the impact of
yevention strategies among women in sutvival sex work in an effort to inform

HIV/AIDS and WISF

care among women in s

Y <,

~TFoward recommendatio

RSty

dependency have complex health and social needs involving physical and mental

¢ople in BC with ghio
istori olence, abuse, trauma and chronic pain, unemployment and homelessness. No single

es, histories ¢

HThe management' of chronic pain as a human rights issue is emerging in the global literature on chronic pain management,
but the ability of people living with both chronic pain and addictions in poor neighbourhoods such as the Downtown Eastside
of Vancouver to draw on such discourses is likely to be limited. See Bell and Salmon (2009) for a full discussion of this issue.

15 In addition to the examples discussed below, the following were cited as exceptions to the norm: Victoria Sexual Assault
Centre, Aboriginal residential treatment centres and Maxsine Wright Community Health Centre.
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profile, however, fits all clients. Because of this diversity a wide range of service elements are needed within a
flexible system of delivery.

The following considerations emerge from the discussion summarized in this chapter and have informed the

recommendations found at the end of this report. e
=

er to ensure a

¢ MMT needs to be integrated with other health and social systems of care and welfarg
more comprehensive response to the complex needs of many clients

LJ

®

®

* Responses to relapse and the use of other illegal drugs need: ; {ﬁ% and non-punitive in order to

maximize the effectiveness of the program
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Chapter 2: Professional Roles and Models

This chapter describes the professional roles involved in MMT and the dominant service models that have
emerged across the province. The issues pertaining 1o private methadone clinics are so complex that this model is

quality, effectiveness and inequalities in a variety of ways.
Professional roles

Role of physncuans

A_: A3 L

clients on 1\[MT 'md mpenng them off \Vhen the c].lem is readv PQEZ &ans carry out agange of tasks \vxthm tlus 2
3 Ehistories, labomtor;

Detalled guldehnes covering the various aspects of physician mvolve"“‘ éﬁ%ﬁ; SEE
Handbook (CPSBC, 2009). This section is deliberately brief because man;za‘é’ﬁ”é*é‘f%f phvstcnn involvement are
*%

discussed throughout this report.

Role of pharmacies and pharmacists
The dispensing of methadone to clients in BC is @%t
\:I\[T chents SaW pxcl\mg up their prescnptton or ¢

$.22
. : —
To access MMT, cli S ¢d to be able t% cess a pharmaegthat dispenses methadone, as well as a physician that
can give them prq; fons. The pharrpieist’s role includes ¢ d engagement and ongoing communication with
] P/m)mz oy é\ﬁ%ﬁw : u&;@fg“a&gg@yd@

£

16 PharmaNet includes patient medication histories, drug information, drug-using interaction information and patient
demographic information. When a claim is submitted on PharmaNet a complete patient medication history is accessed
displaying to the pharmacist all the medications dispensed in the previous 14 months as well as any over the countex
medications that have been recorded. All prescriptions in BC community pharmacies must be entered on PharmaNet.
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® Reviewing and evahmting prescriptions to ensure there are no errors

¢ Informing physicians when prescriptions run out
The pharmacist may be the main support for clients in situations where their physician or health care pxowder sees
was reported
ted that they

them irregularly, or is unable to provide more extensive support. Professional and clinical ]udgme
to be important for pharmacists because of the complexity of their role. A number of pharmacist
enjoyed being involved in the MMT program — that it was a complex but nonetheless reward;

I do enjoy it ... with addiction it's not an easy fix. I've been doing it Jor years, at one fime w1
dispensing pharmacy in town. You get some prefty creative stortes. At the same time you haregp
addiction io )011 bave to sort tb/vugb zt zmd try a/ld gwe them a /c;g np eavh time. If. ‘)wfi%bk e

the demmn to change ... 9
stereotypically, Wow, you don’s want those type of peop/e in the store. T}ng:
they’re not well kep, they conld scare away other customers.’ And thereiSh
uncomfortable but at the same time it doesn’t matter. Those sitwations a

2 ’
bpe 0f z/}al/enge.r You're Jefflllg ]o;m elf 4 p ﬁ)r wiore oj them zwt}J the p 5:% 7

I'Olgl

Some pharmacists spoke about not enjoying the pa@n m/e thet
not an easy one, in many respects, because they often%rzgel that I
between a client and their prescribing phyblcmn

. : -each Nurse practmoners in Northern BC may support
physicians and help care 1§ "gge han patienty” banned from family physicians. Many physicians spoke about the

desi ”’:e nursmg ; attached to their MM’ I' programs or to have nurse mvo]v ement where they had

: counsé];{i:r_-g an d parenting supporr.

T
”‘%e“—zﬂgjﬁ"
T

e different models and settings where MMT is provided (see next section for

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

e ;é‘_;ﬁcenmg, crisis counselling, longer-term counselling, witnessing urine tests, liaison with
pharmacists, and arranging for clients to see the physician. Some respondents felt that

‘T am a go between for clients, for potential clients. I am a voice for the local clients with the methadone dovtors. We work out
of different offices, he works out of a family practice and I am employed by a connselling agency. We communicate over the
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Professional Roles and Models
phone. We barve meetings, usually once a year: “nd we communicate by faxing back monthly reports on cliznts and client
progress, and client challenges.”’

There was a wide range of counselling experience, expertise and qualification status (parucularly in private clinics).
This ranged from peer counsellors and those with no formal qualifications to counsellors with a Masters in

)

Just be counselling patients.

While most private methadone clinics employ counselling
staff, they are often “%hin on the ground.” Group counselling
sessions are sometimes provided, but these are rare and
often short-lived, reportedly due to poor attendance. In
office-based physician prescribing, physicians sometimes
provide and fund part-ume counsellors. Where they were
available, counsellors were viewed as being able to offer time
for clients when doctor’s appointments were very time
limited. This was one of many positive elements

: ;po}ate a comprehensive
and spintual approach to help
e with their problems.

Selling is integrated into
aiitenance programs, there are

significant red@éps n drug use. it is

i ponant for meth“" gn prescribers not to

¢ parceplion fthat counselling is a task

g;}xcluswely by other staff or

careg

s

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 Alcohotics Anonymous (AA) or
Narcotics Anonymous (NA). Many other
specialized resources may be available to aid
methadone palients.

(CPSBC, 2009, pp. 22-23.)

5.22

N J

tung descnbed) Tt was noted that there is still a stigma amched to receiving
lients’ willingness to attend.

“for all their &

“T have to be fairly assertive about the fact that you have fo go through counselling becanse we need you 1o understand a lot
more than you do understand about your illuess and if you don’t do this, then I can’t; this is part of the program.”
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Orther physicians were less convinced that counselling should be compulsory and felt it should be an individual
choice, or was better suited for some clients than others.

Tt’s an evolving balance. I think that it works for some people and it’s not appropriate for other people. So I don’t think it

that some people, you know, if you don’t ask anything of them, they won't do anything.”

¥'may not neces-
{ and encourage-
i g stabiliz-

While most physicians did encourage counselling of some form, many felt that intensive the;
sarily be the most important intervention for a person who is trying to go drug free and

ment that they're on the right track,” may be more welcomed and useful for preventmg rels
ation. Also employment, education and training support, or parenting support, wa
sometimes more relevant to people dependmg on their stage in their recover) ;

s.22

ai; et than absrmence base, and were non-judgmental,

%
Ea

‘Eix-ﬁ?x

Social workers app &

Efkexs gain client trust, meet clients wherever they feel safe, and use str'ltegxee to bridge
ture and health services. New investment for housing and housing support was

programme throhph social work or other workers with a broader social remit. Because of the extent of the housing
shortage or inadequare/unsafe housing reported to be negatively impacting the lives of MMT clients, 2 Housing
First approach was suggested by some respondents. In this model, housing and addictions/mental health support
are provided concurrently. This was not a suggestion that access to housing be tied to MMT but that housing is an
essential aspect to health, wellbeing and recovery from addictions.

20 | ' . British Columbia Methadone Maintenance Jggalsaent Program
HTH-2011-00040




Professional Roles and Models

Case management and outreach

Case management is used in some MMT services, but the term refers to different roles and acuvities in different
places. It was commonly used as a catch-all term to describe “Wrying to meet all the needs of clients,” for example, their
housing, outreach and advocacy needs, rather than a more defined role that would be understood by geading
tervention

literature on case management interventions.!” ‘Logse” case management was viewed as an impor,

with this popuhuon of chen[s but providers spokc about domg case management by f/o’fﬂl{/f ” g1 - was not

community settings, or potentially also for Abonginal people moving berween resef
communities, where gaps in conanuity of care could be most problematic.

was enabhng MMT access for chents in the mental hmlth service
neighbouring town some distance away.

Administrative support and security

1\-‘[cdical Office Assistants phv an important role, thev have a large impact on

ics to help with phone

t7 Case Management Society UK (2008) defines case management as “A collaborative process which assesses, plans,
implements, co-ordinates, monitors and evaluates the options and services required to meet an individual’s health, care,
educational and employment needs, using communication and available resources to promote quality cost effective
outcomes.”
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the benefits of comprehensive care. The GP model may be particularly good for certain patients, for example
those who were more stable, or for people in Northern, rural or remote areas of BC:

T like the GP model, I think it works well, it allows for much better intzgration of care especially with these multi-
problemed patients with AIDS and hepatitis and everything else. Methadone should just be part of that. It shouty
some little island off in left field.”

managers described what they saw as a “wrina! ({lJLOﬂﬂeLl”bet\Veen meth'ldone senchg, rom phx si
ey

wider addictions system of care.

Leaving methadone provision to the discretion of individual family phy§1 i
not have any access to methadone services at all. Where it is availabl 5
taxed and overburdened. Overall client load is often not shared ec
and attracting hundreds of clients, and the majority of physician3i
example, has challenges where prescribing physicians outside of Vié
family physicians providing MiMT most tend to also meet their clients
their public health needs, at the same time:

“I¢’s not integrated in a meaningfil way into familyed S0 Z@Q who know the evidence.
Dr. ] is a doctor who strives o make sure that his iethagones "".. i g_l_/[ke t/;g e ther ef /
that it’s not just about the methadone treatment, it'’s a%%ﬁ;ﬂ// the ol o7fe’?p

beir bealth care needs,

, ot having clients unsupported in this way. Few
counselling services to people prescribed
tira for tlus service (see Chapter 4 on

18 Physicians are able to “opt into” MMT because of the need for a special exemption under the Controffed Drugs and Substances
Aet.
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Community Health Centres
One of the main ways that methadone is provided in BC is through health authority funded CHCs. There are eight
CHCs in Vancouver and these were established as part of a redesign of primary care to become multi-disciplinary

and provide better access to health care services for members of the community who had many health challenges.

Some people reported that the CHCs were over
they were able to provide. The VANDU Women
Downtown Eastside experienced some CHCs as pfgyl
experiencing long wait times and “debumanizing”

Not-for-profit

]hng Vancouver Native Health and the Portland
es to people living in the Downtown Eastside of

u:d%

laces where f/)@ﬁ s

“Doctors prescribing 78
sit down collectively and

=
or, nurse, HIV SE :’hst and welfare and disability support person. A key issue identified as cnttcal for

2t
MM T 'tﬁg}got-for-ip;@ jf;,sector was sessional funding for physicians:

CO’

interface bebugeispatients and physicians who have no other incentive but to just p;mtne good wedume offer the best

treatment for Pese patients.”
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Mental Health and Addiction Services

All Health Authorities have developed some level \
of i.ntegratj‘on of MMT in their wor-k, but this MMT in Fort St John, <

varies considerably across the province. Some ’

Health Authorities integrate MMT into primary *We treat the person as a person. Active encou ' en;ent and

support for clients and collaboration with othasggeﬂmes are

and comprehensive care; others are planning more
the foundation of our service. Within thef ifSkweek of clients

integration between MMT and public health,

o . . have a plac
addictions and harm reduction services. One ' gy h‘; chy ¢
model that has been developed, in both Interior -
and Northern BC, is the teaming up of local have booked doctor's appgf:;%en{s and ensure
prescribing physicians with mental health and immunizations are up, t.date*WVe have addictions*

addicdon services.

In these hybrid or integrated models, case abi; % .
John emaraeney and Fort St. Johy medical/surgical ward to

management and administrative support is
try lghelp-tiem feel more comfor a_'ple dealing with people on
fr= g -

provided by the mental health and addiction
outpatient office. Access to a range of individual
and group counselling and support services is
facilitated for people taking methadone who are
well integrated to avoid them being “ghettoized.”
The physicians involved with this model report {gﬁ
finding it very attractive, as it gives them the
support they feel they require, uses their expemse :
in an efficient way, and keeps a separation

between their methadone work and other
physician activities.!¥ While this %dgéhaq not

a f a0 T e
h d the desired eEfCCt ° getm?gsg - %M@EO fake %%One innovation designed lo increase physician support and
' %‘temlon has occurred in Kelowna where Health Authority
ianagers work with prescribing physicians to address MMT

g%s es in their local area and provide support for physicians.
. MMT is provided through a local Mental Health and

= Addictions Outreach Clinic. Interior Health covers the cost of
* parficipating in the licensing training as well as other relevant
training events including travel costs, in the recognition that
getting a MMT license, and keeping up to date with current
research and best practice, is a shared goal between the
Health Authority and physicians. Quarterly dinner meetings
provide opportunities to discuss emerging practice, quality,
retention, and recruitment and access issues, in order fo
further expand and develop local MMT work. The physicians
currently working within this arrangement report feeling beiter
supported and valued and the Okanagan is moving ahead

Hﬂghi%@““ The‘;gﬁ_'?my of MMT work is \we!l with physician recruitment. /

p ._w{cmbglg P Eﬁns and dispensing

isciplinary workm :' s frequent than

M :ﬂurﬁ’é“es counsellors and social
“‘“ﬁ.‘gﬁt to MMT provision, their
J

workers are

1 A number of physicians emphasized that while they were keen to run 2 methadone service from their clinic, their partner
physicians did not allow them to. Individual prescribing physicians often do not have the power to make these decisions alone
and a wider stigma against methadone and methadone clients can put practice partners off including this sexvice.
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roles differ widely between MMT models and across the province. Many of the emerging models provide
considerable potential for greater mului-disciplinary working in MMT in BC.

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

Py

services while ensuring that professionals are appropriately supported

¢ While no single model is likely to be universally applicable, effort must be gi
does not perpetuate sugma and marginalizaton

*  New integrated models appear to have the greatest potential to meeg
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Chapter 3: Private Methadone Clinics

“We'd better be careful because the private clinics are basically right now the only thing that's keeping the methadone program
Jrom sinking. If you close those down today, you'd bave a huge deficiency in methadone care.”

Private methadone clinics deserve a separate chapter for three main reasons. First, the private cl i
reported to provide the majority of treatment spots in the Lower Mainland.? Second, many aﬁ pants had strong
views about this model of MMT. Third, the private clinic model is very complex. The details atd important to
comprehend in order to effectively understand the MMT system in BC. 2

Definition, background, clients and access

“The very fact that there are so many swccessfirl privately run for-profit clinics rells 43
demand.”’ -

ISt
’gées 21 Some of the other reported
ple, the private clinics tend to
if eligible, the I\ﬁnistﬂ/ of

provide only MMT, rather than an atray of comprehensive and primaryi
differences are not so robust because there are variations and anomalies.
charge fees whose payments are commonly' sharedik

= gnvate chmcs now
'EL.
physxcnns to conmbute mote of thc1r Mcdxcal Sc Eices Plan: 3

Private methadone clinics b sthexEds eenment retreated from methadone provision after the
human rights challenge ¢ methadone. According to interviewees who had
watched the developmé’xi ' &L d ~ number of decades, some of the clinics were

G Siand “knew the ropes.” Some respondents held the
€8WaS & r%‘z'gryl'mcml incentive. However, other reasons, such as
Fictowhen the public system pulled out, were also viewed as

rivate clinics can be lﬁg%terpmes "Company has over 1500 clients served by their clinics. Clinics are
ommonly strategxcqlly _m popuhuon dense areas. \Vlnle almost all pnvatc chmcs are 10C’lt€d in the

&enor but there are fiow no pm"tte clinics in the Intenor or Northern Health regions. A phvsxcmn
= gsvlthm VCE ﬁ&f’ *the private sector described the private clinic model and how its development may be
initialssision for methadone provision in BC:

 This is impossible to validate because no records are currently kept that indicate how many clients use the different models
of service provision for MMT.

21 While some physicians working in private clinics may attend to a person’s other presenting complaints this was reported to
be rare. :
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“TInitially the vision was for a limit on the number of methadone clients that each particular physician wonld be able fo
nronitor and prescribe for. It was hoped that most family physicians and general practitioners would be treating methadone
clients within their prastices as part of their overall care. Well that largely hasn't bappened. What we have now are physicians
who dedicate a particular portion of their week’s work to prescribing nothing but methadone. W'e have a lot of private clinics
now in aperation. Some are run very well, some are yun not so well. Eipecially where the concentration of methadangslients
are, we have very fow family docs who are part of that initial vision of what methadone was about.”

This comment suggests the initial desire was for methadone to be part of a comprehensi
The needs of people with substance dependence would be met through a predominang]
This repott touches on a number of factors that appear to have disrupted this init :
particularly Chapter 9). '

'm care model.
%“e l\):lsed model.

Some had p”lrtners in thelr practices that do not want methqdon_
preventing physicians with licenses and interest from being acuv
prepated to prescribe in a separate clinic setting, with the qccompaﬁ?‘m '
administrative support and medical secretaries, counsellors and/or oth?

,_s,ugplemcnt their mcom%} seeing meth'tdonc chents
'ents in pnv'lte methadone

'. bing to large numbézy

AN

treatment and others are not, depending on the
wvhere treatment spots for methadone within CHCs
and GP offices are ients at all stages of need and stability have little

choice. Private cli

tantial crossover between the private and public sector services where both are
ed to be directing chents to pnvate clinics when they had no treatment spots for

The larger clm.lcs tend to be open most week days but the newer '\nd srm]ler chmcs may only be open one or two
days a week or part days. Some clinics offer late opening houss to provide access for clients who are working.
Client intake is usually done by support staff, counsellors or nurses prior to physician appointments that involve a
physical examination and the development of a treatment plan.
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Positive views on private clinics

While there were many criticisms of private clinics a number of participants stressed that there were large
differences between the private clinics and yet “@/ the prirate clinics seem to be painted with the same brm/] now. A
number of clients talked about the support given at some clinics very positvely:

“T felt the caring when 1 first started and to me it's still there: caring of the client and trying to hebp the ils nake changes.”

5.22

“This &5 a good clinic.”

Many of those working in the private clinic syste; _
=t N
eettelients and these p

and this can create a feehng of trust and connechi ﬁ%?égié
0y, Oneepnlion smted:

described as invaluable on a person’s recovery jouphey, Onieses
“the c/[mt-cerz/red Lo me comes from be[ng f/mt cltent, f' VELhat unde & y the other side. The metbadone

Sy
gty
k2

7 /)t t/mt cam’i@

- g‘b
Em their eyes. 1R lke tbg' /ulen more. T /mtJ f/}e bzgge.n‘ g ft L_?/ y pmjemoﬂ
hen they wzdm% that something &%

d public health interventions. T hls was seen to be a “missed opportunity, ”bec'xme of the
many MMT clients have. Clients coming to services in private methadone clinics to get
dependenq were, in the majority of occasions, unable to receive any other care:

care for their 5]

22 Female methadone ph\_-'siciﬂns are rare enough in the BC Methadone TOgTram as a \VhOlC, butes edall; rare in the private
sector.
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“She'’s got medical issues that would keep me as ber personal physician for the rest of my life.”

T know a lot of the clients would bave liked that extra picce to it where the doctor would have ot only been bis or her methadone
doctor but also bis or her family doctor.”

opportunities she was witnessing:

“You've gal the clients Lf)}ﬂtlg to this clinte. Right 017 the bat, ~)aﬂ e gol //zem in the a’oar s o

within onr clinic on a big scale ... We try onr best becanse I believe you have to, 2
can and we look at gathering as many community. resonres os we can and 1yipgs

initely the best way fo be treating
bl to them where they are ready to
sinle. There's a Jew that I bave
by any means ... I've

this population ... this idea that they just show up in
accept it. 1t may be expensive but it’s got to be the id

untly bringing up another health
S, reported that practice in this

is fragmentation of care (see Chapter 4). Some @WW

«],m.ic physicians were liable to become % Clﬂ"e

Some physicians prescribing methadone in private ¢
problem in their metlmdone appomrmems Clinic man;

rulnerable to such problems. Reports from participants both inside and outside of
it a range of different practices takes place at clinics. So while the private sector ~ /Y\( )

¢
‘&U O
ol
' at many of the clinics do a “decent job” with the resources they have or even cited “very %’ W}é

reputable priva or MMT in BC. On the other hand, a comment at a focus group involving people takmg /L(
methadone in the*Downtown Eastside of Vancouver provides a counterpoint: FA W \W

“Privatization is going into the hands of a lot of the wrong people. These clinics are filthy. We're treated like second-class ...

No doctor’s office that I've ever been in has looked like that. The way they treat us ... we're not deserving of a clean dlinic.
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Theres no toilet paper. These plaves are disgusting and so are the pharmacies where you take your juice. I don’s think that
any of us deserve 1o be treated that way.”

While such comments were most often made relative to private clinics, similar comments reflecting a concern
abour quahtv and >tandards of care were common \vhcn dlSCqulﬂg any of the service models or comi

other treatment modela.

Psychosocial supports and counselling

program, no way to ensure thar there is a quahﬁed counsellor, or that pats
MHSD contribute to their fees are even recelvingdf ’g—&ounse]lmg
point:

5.22

“What I learned in the pnﬁ
some kind of case malzﬁ"”%:%

Tohity ’wmof peop“l Igé:pqute sector who were in the role of counsellor but

G ﬁﬁ * “Unqualified” in this sense meant not having a certificate, diploma or
=Counsellors themselves wanted better counsellor-to-client ratios, better pay and

e work. A physician prescribing in one of the private clinics describes a

iiSelling standards are not unique to private clinics. Similar concerns were raised with
scrvices. They were raised most repeatedly with reference to private clinics, in part,

3 This theme of being treated as second cluss citizens and suffering long waiting times and poor environments of care was
also a central finding of the VANDU Women CARE study (2009) where women in the Downtown Eastside were
commenting on the full range of health care services they accessed in that neighbourhood.
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because the clinics most often claim to provide counselling and charge for those services. The lack of counselling
standards within the MMT program is exacetbated by the facr that counselling is not a regulated profession in BC.

Lack of regulation and accountability
Participants were concerned that there were “no checks and balances” or standards, regulations or qualifizcontrol in

place for the private clinics. The arms-length relationship berween physicians and the clinics wa
pardcular weakness by some respondents: &

“There is no avonntability by the methadone clinics out there. It seems that anybody can open a Jff
physicians and they say, T'm just renting the space in here. 1 just have my patients.

EEL]

pnvate clinics. Some pnrumpants wc\ved health au
for example:
‘T think that this health authoss

we provide services to clients on methadone. But even
2ve a real thing about legitimacy and regulations in

7 centralised revenue stream from government. One participant describes
s may provide in making quality improvements:

¢ ] 4 [now Ministry for Housing and Social Development] 1o stop junding the clinics
e A k and rather for MiE;fl to direct tbal ”10/1_3) through the /Jea/lb authorities fo the clintvs or for ME.4 to z‘rzszer iito
mm‘ S

mwtmtab}@ > tied 1o funding that relate to qua/igy of care. Because the c%?ﬂ//eﬂge in Canada now, not eyeD/w/)m, not
uniformpy, biitzspecially in bigger cities in BC and Ontario, is about quality of methadone care, as opposed to access fo care.
There still are people who need methadone and can’t get i1, but the access i not as big a problem ay it was 10 years ago. So

we need 1o fignre ont ways of having quality of care jtnudure.”
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Other participants did not agree that health authorides should have more power and control with MMT, largely
because they felt that their partcular health authorty, or health authorites in general, had not demonstrated
effective leadership with addictions per se.

y BZe potentnﬂv very
controversial. There was also a reported view t.hqt e can’t im PDJL’ mgu/zzfmm that will :togﬁf il 1\a’m‘g services, this

woltld lead 1o addicred peap/e on t/Je streets.” In pﬂ_rucul'xr there was senamvm '1bout mcre,f &

{xd suggests various partnerslup
y to monitor these

relationships or the services provlded.

Continuity of care concems =
Some private clinics have been in existence for overgyenty years bt ot
months and then close. ThJS is p'\rtlv due to the needg‘f i

participants working in pﬁ;q; ¥ '.3 mﬂte a small group of physicians and st'lff would
f the clinic management. These scenarios were

dch destabilized, ggwhole chmc som‘éﬁtge: forcing them to close completely. Reports

.

decide to relocate M
described as ‘lospy

work. Accordm'rsome participants, _Eqrtnerships may 1nvolve chrecung clients to u icular pharmaq- in

return for a finasicial donation to support the work of the clinic. Partnerships were also reported to have been
N /

# Patients are registered with a named physician with CPSBC and therefore “belong” to a physician rather than a clinic.
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formed between private clinics and non-licensed recovery houses. Sometimes these recovery houses, pharmacies j
and private methadone clinics are, allegedly, jointly owned and managed.

A number of participants described these partnerships as “imappropriate.”

7&24{/0/19 patients.

vians have

nE

of the tenancy agreement, so that these people don't get evicted, that's what they need to do.™ ™

“these practices do go on and 1 think they are inappropriate. I think that they e

»

but they undermine, you know, the methadone progran in general.

ness ... yout shonld not

52

. .
Jor eXample, yourself, ora

“T think there should be an aggﬁ Hhesrelationships berné 5 of these well-known pharmavies that deal with these
well-known recovery houses, /
practicing physicians, aniphy
addict is a cash co%%*@??f being milked

Toward recommengations £

% - . - .
ernerge from the discussion summarized in this chapter and have informed the
Bf this report.

ent high quality biopsychosocial supports are required for effective MMT k'

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

ensure Te delivery of an MMT program linked to multiple health and social service systems
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Chapter 4: Fiscal Systems
“Uf policy ir getting in the way of providing service for human beings, somerhing needs to change.”

The way that the Methadone Program receives funding in BC is complex.?> The main funding streams.are:

®  Medical Services Plan (MSP) payments for the time physicians spend assessing, plan
reviewing client treatment and care

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

® PharmaCare payments for methadone prescriptions, for those eligible®’

T

counsellmg serv, 1ces)

¢  Health Canada, First Nations and Inuit Health, Non-Insize
prescription costs for First Nations people with Status

*  Ministry of Housing and Social Development (MHSD) alcohol & o treatment supplement can be
used to subsidize user fees for Ministry clj

e User fees

e

This chapter will discuss MSP, PharmaCare, user i
issues raised about private methadone clinic financi X
financing is not separated from other service e\pendl UIE:
Health arrangements are coverediini& apter 12 on Abe £

ealth 2 1ut_§§@;
- :t

"uthénty ”“ngjcs First Nations and Imnt
| First Nations peoples.

It was not possible to ¢ }‘l_gaé% 0 wx:ccumte info ation on the costs of MMT in BC. MSP payments to
physicians for the finan&ilye ounted tor%{g 804,591. PharmaCare payments for methadone

598 780,000. P aaCare also has a contract with CPSBC to
accord@to correspondence with PharmaCare staff, is
m:‘e informaton was available on costs related to the

prescriptions for thes
administer the pr
subject to a_confiden

other funding streams. ™

% See http:/ /\V\V\V health.gov.bc. ca/ msp/infoben/eligible. html Eor details on e].lgﬂnhtv

2 PharmaCare is a program of the Ministxy of Health Services that assists BC residents in paying for eligible prescription
drugs and designated medical supplies. It seeks to ensute reasonable access to, and appropuiate use of, prescription drugs and
related health benefir services for eligible residents with reimbutsement based on a family’s net income. See

https:/ /pharmacare.moh.hnet.be.ca/ for details on eligibility.
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address the public health crises of HIV/AIDS, hepatitis C 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 efficient way to create incentives for physicians to become licensed to prescribe methadone. Using
PharmaCare allowed expansion of funding for methadone to people on income assistance, and MMT developmem
was supported by the availability of the PharmaNet system which helped to shape the program’s c';t‘ Tition.

In retrospect, many participants felt that those early fiscal arrangements may now be distorti Zcts of the
P ¥ particips g \ge P

program in a varety of ways. Some people argued that the comprehensive system tor MM lieved to be

necessary for a good program “had never been connected and m;p/emen/ed, because ‘the cha.

accountabil.it_v within rhe program.

The MMT fee item 00039 for MSP payment schedule

physicians would abuse it.
physicians were commog

other provxdcrs
yet made an esscnual

in May 2007, the methadone treatment fee was increased, and guidelines were
ernption to the MSP Payment Service Preamble. The fee could now be billcd once

% The fee item was reported to be approximately $10 prior to May 2007 when the amount was changed to $21.04. The fee has
since been increased to $22.23 (see Appendix 3).

% Participants described the MSP model as a fee-for-service mode), but given the way this fee and the related services are
structured, it is more accurate to call it a fee-for-client model.
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going beyond defining the scope and applicability of the fee to stipulating matters of clinical practice (e.g.,
requiring “at least two visits per month with the patient after inducton/stabilization”). According to MSP staff,
the General Practice Services Committee and CPSBC were actively consulted on these new arrangements.

¢ The fact that many clients are stable on MMT and do not need to be seen eyé
vﬁf’"”

¢ Inrural areas there may only be one prescribing physician for a large
visits are not feasible given the la.rge caseloads some physicians are ¢
;5

i

reasing”
reglon who are interested in becommg mvofi@sﬂ MI\/IT“

»

(

| o

giher bodies, that they cannot comply with these MSP MSP requirements and
pét“ﬂcnts clause to be removed. If not amended, some phvsxcxans have stated

w;for stable

,_r_

¥ See Appendix 3 tor excerpts from varous Canadian guidelines on frequency of clinic wisits within MMT practice. Expertise
in the field of MMT suggests that there is no known evidence that stipulates the frequency of clinical visits for MMT once a
clientis stable. Tt is a clinical judgment what each patient needs in terms of bow mauy visits are needed” (personal correspondence with Dr
Bijan Nasstrimanesh, 2009).

3! There are only 18 current prescribers of MMT in Interior Health.
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evident. It should also be highlighted that in discussions with review participants who were billing MSP, such as
clinic owners, clinic managers and prescribing physicians, many stated that they had no knowledge of the changes
and requirements for physicians to see clients two times per month and were billing as per the pre-May 2007

practice.

Urine screen payment system

>f urine drug screens 'in

Je szegard them as one of 2 number
R
number 6Eglinicians argue that they cost a lot

32
el rz’/ez'ame ”

”%’i&;’ programs or clinics, and in hospmls and correcuonal

tacﬂmcs. The phvsmlan"%‘ on for providing met adonc services will differ dramatlc'\ll) depend.mg on the

iehsthey work. ]
R,

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

British Columbia Methadone Maintenance Treatment Program Page43 | 37
HTH-2011-00040



Fiscal Systems

The fact that the MMT standard fee item payment is approximately $6-7 less than a standard visit for another
health issue, was also an issue for physicians:

< patient on methadone you van matke S80 a month. With normal billing every patient visit yon bill jor $27-28. You can
sze the disadvantage. If you do that over a month times 4, it’s S110 an hour versus $80 an hour. You're saying.$80, I'm

N 2 ype
busy, there’s no incentive for me to spend more time to help this perion more. They need to be a little more ﬂ for billing
that makes it comparable to other medical conditions.”

This participant connects physician remuneration with a lack of provider willingness to.g

circumstances. One participant commented that‘ :.",'.«'
physicians being involved with MMT:

Some physlcmn . re descnbed as not an optimal treatment or paticnt management environment.” Indeed, some

went as far as to say that physicians were ‘%ot pnntamg medivine aviording 10 any standard whatsoever.” A number of
participants, including physicians, felt that the many MMT services were ‘Just writing prescriptions.”
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Participants suggested that the current funding model encourages minimal contact with MMT clients because of
the “Constant dyive to take on more patients” and encourages providers to accumulate a group of stable clients that do
not require too much attention and where “docrors barely interact with clients.” Some felt the fee-for-service system
attracted physicians who were “only interested in methadone as a second job,” rather than physicians who were interested
in providing MMT from within a paradigm of integrated and comprehensive care.

The unique meth'ldone fee item appe’u‘s to create a disincentive for phvsici'ms to provide €O}

——
and 1ong-term conditions, 'xlongs1de op101d use. Under t‘.he current system, '1ppomtm
for discussion of any other health condition so clients have to re-schedule another af

general lack of availability of family plwaicnm was seen as a pLobIcm aff%'
methadone often ﬂnd it difficult vo makc the l.mks with services memagl ,

reg;t/ar patient, There are no GPs zmd he ﬂ'zezt’. Iy
Just can’t get medical care.”

“out on a limb,” and that fiscal

; problematic for MMT and good alternatives are
del would fit MMT well, primarily because of the
y those within sessional models of MMT, strongly

d as far too physician dependent. It “van’t just be about acute care and dociors.”

Many

chent outcom& “(Sndly the system needs to relieve the workload on physicians and p10v1de them with support

for their role. Ma v review participants wanted MSP to pay for these essential non-medical supports as a priority.

A solution: taking a Chronic Disease Management approach
Many review participants, in particular prescribing physicians, wanted the province to move towards understanding
ptoblematic substance use, or addictions, as a chronic illness or disease:
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( We haven’t taken a chronic disease management approach lo addiction in the way that we bave for other chronic diseases.
T W haven’t resonrved it in the same way, we haven’ educated communities, we're not educating the patients about it in the

[ same way. The difference is likely due to stigma and bringing morals into it.”

Chronic disease management (CDM) has been established by MSP for physicians that are helping
manage long term conditions in the community, through new funding arrangements and criteriaz
participants wanted MMT to be considered under these new arrangements The CDI\"
remuneration with provision of better quality care. In thi
improve client’s treatment outcomes or quality of care:

practice:

“There are chroniv disease management modules that belp physicians knc
what tests you have fo do and you get paid more i you follow the guidelines.”

xto MMT as a way of gathering
olicy and practice in this area

arr'mgements were put in Iafe;t@-a fessvarious anomyles!

methqdone d13pensmg tofac Fess access Prok lcms across

E’&:—f =
.ei«’f:ﬁ,number of review p, %

&

Sy
! 'spensmg"vand improving access for chents In fact, the namber of pharmacies
-' oubled, from 250 in 2000 to 487 in 2008.3 There are now many more pharmacies
areas of the province as well (Nosyk, et al., 2009). Without dispensing pharmacies

ProbleF h,the curgehi R ding system
Howevers %%‘ wﬁ’xgements may also have created problems. Many participants believed that levels of

reimbursemerehal hat:been raised too high and were distorting MMT in significant ways. These comments were
almost wholly nt % de by participants based in urban areas of BC where there are significant numbers of MMT

33 Statistics provided to the review by the College of Pharmacists, October 2008 in personal communication.
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clients, such as Surrey and the Downtown Eastside of Vancouver. So while the new PharmaCare arrangements
seem to have greatly benefited Northern, rural and remote areas of BC, problems may have been created in urban
areas possibly indicating a need for policy interventions that target different geographic arcas or sub-populations.

Many of the reported distortions of care regarding pharmacies are reported in detail in Chaprer 8. ever, a few

brief comments will be made here because of the direct relationship between these problematic gractices and the

pharmacists could have on theix books but this is “wo longer operational.”

Pharmacists ate generally satisfied with current reimbursement levels but someé
“hugely inflated payments,” fox the role and tasks they provided. These pha
public money tied up in dispensing fees directly impacted the amount
MMT, such as psychosocial support and case management. One ph
people taking methadone, commented:

Believed that having this®
urces available for other parts

N

et
‘T don’t think it’s a wise nve of resources to have people with the methi

<x
because it's a significant amount of money invested in the pharmacisis ra.

1’

person.’

This person believed that frequent contact withe
continued drug use, was a good opportunity for r¢
be a clear linkage between daily dispensing and th.
arrangement,

| supportive int
services:

AL pa
e L .
71S10N OL°O)

for other prescription mgj,; it
with a fiscal incentive rélated to dispensi

P

enefits

including the breakdoy

not agree to prescribe

pharmacistsaw
=

yarmaCare reimbursement for phanmacists ~
thiat the current PharmaCare dispensing fee system should be disbanded because of the
effects on clients, providers, and the Methadone Program as a whole.

SShR
Many pgt"gﬁ gfg_&\ts [

extent of th&

3 See CBC and other press reports in September-November 2008. Available at: http://veww.cbe.ca/canada/british-
columbia/story/2008/09/11/bc-methadone-kickbacks-investigation-downtown-eastside.html
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There were those that felt that pharmacists would be "tesiszant to change,” and would “Stop doing it if they don’t get paid
this amount.” Others believed that only the ones motivated purely by money would leave, and that this would be a
good thing for clients and the program as a whole:

Tt would definitely change the number of pharmacies involved. It would probably close down a fow because that 3heir whole
business model. Is that necessarily a bad thing? Not necessarily. 1t is one of those things that is pmbabﬁ ong; /[mdir{g
vauses of the exccers,” :

rural pharmacies, which rarely get a critical mass of methadone pat!

User fees

_,r ﬁtnlt 1o pa and owing m
e P) g

3> While this has not been verified, when clinics in Ontario similasly tried to charge clients for counselling services, the College
N of Physicians and Surgeons of Ontario stated that it was against both the Canada Health Act and the Ontario Medical
Assodiation guidelines to have a mandatory fee for an optional service.
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frustrated that the success of MMT as a harm reduction strategy, provided to improve the public health of the
population, was being negatively impacted by the presence of user fees.

“When 1 speak to those private cinics, 1 ask them how can_you in good consiience do this? These guys are living a marginal
existence, they probably have had 1o steal to get that money. What's the deal with harm reduction if they have tosen/ for a

living to pay your fees?”

User fees act as a more substantial barrier to those population groups who are very econog

“the working poor have to pay for their methadone prescriptions and that's criminal.”

For people not on income assistance, full clinic fees of between $55-80 a mg
amount for those earning a minimum or part-time wage and possibly st
problems:

counselling or other supports; 0 rsich es paid for through MSP. Parucxpnnts raised
i i ces that clients receive in MMT. Some stated that
much of the funding s staff costs, administration and infrastructure,

instead of being us.

can be pald \v1th the alcohol and drug treatment supplement, w1th the remainder
ipport/shelter allowance. This supplement is paid by MHSD directly to the

ity for how the money is used. MHSD also administers a medical

does not apply to MMT, but there was reportedly a ‘grey area around how

y cover a clinic or group of clinics and generally a physician will come in once a week, for
’, to see their clients. Each client has an assigned physician who has to register the client on
gram and bills MSP the weekly fee.

the Mcthadon

W

Physicians in the majority of clinics are required to pay part of their MSP payments as a contribution towards clinic
overheads. According to participants, this amount varies between clinics but is generally about 10-30%. One
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clinic manager said that it was difficult to ask physicians to pay more to the clinics because the clinics were so
dependent on their physicians.

Private clinics usually also collect user fees either directly from clients or from MHSD as described above. The
official reason that clinics charge user fees is for the counselling and other non-insured health benefis.not covered
by MSP. Some clinic managers said that they would much prefer not to charge user fees:

the stigma e‘zpenenccd
7are bnngmg the program

'uizcd in this chapter and have informed the
ﬁ?;—,m

SEATEIR
it

: "éenswe an T}i’esive MMT program including psychosocial services and supports
:g\_k -;;-

3¢ See story comments from public: Pharmay uses kickbacks and threat of eviction 1o keep methadone clients (Tomilson, 2008) Available
at http:/ /www.cbe.ca/canada/bmitish-columbia/story/2008/09/09/bc-080909-peoples-pharmacy-evictions.html
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Chapter 5: Accountability and Regulation

“The way we hare organized methadone does not facilitate addiction care. 1'd like 1o see a program that’s framed within
human rights, the concept of a chronic relapsing illness. 1% not clear to me whether the way the methadone progra
implemented i becanse of ideology or the real requirements of The Single Convention. That's one of the peg-" 204 iisses for
the Ministry ... 1o sort ont whether curvent practice is driven by a subset of practitioners who have a w view of what
to our putzenh &5 a ball and chain, and prob//?m re-entyy into the community in a functional way. Ig) vtive. W make

/lerder

NMany puuapmts were of the opinion that there was no methadone
vonsistensy” and “no clear governing structure.” Stakeholders stated that ny
who was in charge of the program. This chapter secks to explor
program and accountability to stakeholders. In particular, 1t outline
the roles of key partners:

s Provincial ministries (in particular the minisgries
¢ College of Physicians and Surgeons of B
e College of Pharmacists of BC (CPBC)

s Health authorities

{ pacted by the failur
1978-1979 (Fischer, 2000

; was never obtained, many of the xmsconcepttons and practices contrary to
thadone treatment in BC were reflected in the 1986 program rules (Alexander, et al,

to CPSBC, the Binistry of Health was mvolvcd in settmg up a more liberalized regulatory system While 2 cle'Lr
account of responsibility for MMT is absent from government websites, provincial ministries continue to be
involved in both fiscal and clinical policy thl‘()t.lgh MSP (see Chapter 4) and their joint sponsorship of committees
such as the Guidelines and Protocols Advisory Committee and the General Practice Services Committee.
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Review participants felt that substantial problems within the current program resulted from government expecting
widespread up-scaling in response to the HIV crisis of the 1990s without taking responsibility for managing or
monitoring the process. Many participants believed that this lack of oversight from government has been
instrumental in creating what they regard as a crisis of confidence. Provincial government policy was described as
toat/J/eJJ, "and umble for example, to 1ddxess the many pharmqa -related problemq In fact p'uu 2

“Fhe ministry is not interesied in taking action on any reports of poor or corrupt practice.”

Many participants viewed the ministry as being “very burearwcratic” and ‘Sitting on the sidelfnes;” whentiteime to MMT.
The lack of action on complaints was repeatedly cited, and according to participarts:has led to despone
apathy, exasperation and a feeling that “there is nothing that anyone can do.” Mumct@* ities felt that they
to address the problems ‘o their doomtey). '

Senuces, rather than delcgaung responsibility to any other body W hose rfm
the needed comprehensive program. :

Licensing of physicians and federal drug policy %
As described earlier, the licensing of physicians and g ith
given to CPSBC in 1996 CPSBQ 15 xccomendaiﬁ%ﬁ'

register of patients recen#mﬁnethqdon et
authonzauon to prescn‘ﬁv eth'ldonc tor_ﬂp}old treatmen

e SRS

,“__%lnhnue MMT for patients who hqd premously been
" Ctook f}'@%s}m}i #hr the Methadone Program from the federal
ally Y. __ﬂfa;‘ methadose.”

e appropriateness of the existing controls and tegulations surrounding
me pamapants felt l:hat itwas time ‘Yo raise the bm around /uemmg ”to address

fo-the numbers of physxcnm who can prescnbe Hzmng two sepatate exemptions, one
egcv, was also considered to be “wrbitrary. ” Methadone for pain is not as strictly

S > ;ﬁ%&c?

Mandate andiole of CESBE”
Even tho‘ﬁ"ﬁ“ P%ogmzes that evidence supports a comprehensive approach to methadone treatment, its

mandate is hmt&‘g 10 those aspects related to methadone prescribing by individual physicians for individual

=

3 A similar list is not kept of those receiving methadone for analgesia.
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patients. Therefore CPSBC does not monitor counselling or other support services included in MMT or any other
aspect related to clinic functioning or financing.

According to CPSBC, no other College system of surveillance is as intense as methadone, “nothing gets more sermtiny,”
and they view themselves as a “vanguard of presiriber correctness in Canada.” CPSBC is under contract toy N%xi}ninister the
MMP for the Pharmaceutcal Services Division, Ministry of Health Services. An annual report :;SS uced for the

ministry and information regarding the methadone program is made available to members thr he College
Quarterly.
The work of CPSBC ‘i enbanced and facilitated by the expert advice provided by the Advisory€ 1:C0ptoid Dependency

(CPSBC, 2008). 38 This internal body is centrally responsible for the MMP. In eqr
members ot the Comrmttee all of whom were ph):lcnns ACOD has no repy 53 !

ACOD uses peer reviews, PharmalNet data, complaints and coroner rewe
guidelines. CPSBC reviews all deaths where methagd tgl\g cause. Audlts, or peer

&of care” (CPSBC, 2008,

kit changes are apparent. For the most patt,
3 . ) .
linary action have issues beyond just methadone

it and Ieadershib"
C was providing effecuve le'ldcrship for the MMP with comments like ‘7

tated that ACOD was a “bery collegial commiteee.” Peer teviews were considered to be
raging and proactive,” One person stated that “audits are not ar scary once you go through the

38 In 2009, the name of this Committee was changed to the Methadone Maintenance Committee, however, given that the
information detailed in this report was gathered prior to this change, Advisory Committee on Opioid Dependency (ACOD)
will be used throughout.

3% This is despite several formal and informal representations made directly to the College regarding patent/client
involvement, for example, a letter from the Canadian HIV/AIDS Legal Network sent in 2006.
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There were also many complaints and criticisms made of CPSBC and ACOD, and the majority of these were made
by physicians. The dominant complaints made reference to the “anti-methadone” and “wiira-conservative” stance
adopted by the College. The College perspective on methadone was considered to be dominated by a fear of
diversion and a ‘preoccupation” with the potential of the program to bring physicians and the College ij}to disrepute
through media reporting of methadone deaths. One participant suggested, *If #hat s-their only m/emt ethadone, they
shouldn't be in the business.” Two physicians commented:

metbadane T don’t worry about them. When I give them carries I don’t uon)r about f/zgm, 0ing w/t and dmerlmg

also have to undersiand that diversion of medication goes on everywhere, it’s not jug tﬁdow

A number of pcople talked about the methadone program bcing “an ghsiinence- bmed pmgmm clocked in harm
5
e jbm.uea’ given the

maintenance-oriented, rather than abstmence—oncnted phllosophy :
this “anti-harm reduction” perspective was a “bigh threshold” program, ad
access and retention for clients. One person spoke about how helpful it wa
supported harm reduction: .

T think they could be more clearer around barm red5isen beansELY) i they're wu/em 5

7 el and it needs to be
. . JREiR 3
more clearer, more barm reduction and actually comingi

ers. P &n suggested there was “wof a lot

A lack of leadership was 2 significant complaint from: Jri%y stalg
éﬁample offerga was the lack of support to

of mq)tzbeﬂe.u in the Col/ege to I‘bzmé alzow;aba//en(gm in the 9’.. ¥e

supporting met/)adolze @r&dmﬁ, in termggfaareness. "The I\/Bﬁf.?%vas described as “Wisorganized, fragmented and money-
ortented.” One pqrhaga:n talked abougii e-grgamze regﬁ multi-professional development workshops on
MMT, “but they [CPSB

2 i«

L “orotective of members,” “Secretive,” ‘Jacking in transparency, where “facts, statistics and
8 9
College’s internal complamt processes were reported to have been “bjaz,véed by

CPSBC \v&uge\ved as a “Wark
nfar j m&r 7 dk_l)(ﬂl’(ll/ﬂb =

many wﬁ? it is a Zood system compared o the .S' tates and many other p/am, it's a much better systemt ... iy beerz mwmd a
long time and the peaple that run it are very sensitive to criticism which is sad becanse it’s important I/mt they be able to take

constructive eriticism and fo have a mechanism to develop it, whereas at the moment that just doesn’t seem fo excist.”
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Physicians that were seen as giving good care by other stakeholders were not necessarily the ones that ACOD
approved of:

“The best doctors are ones that accommodare patients but are punished by the College. The worst doctors are approved by
College becanse they will always refitse patient requests.”’

3 escribers, ‘Pegple
don’t want to do methadone becanse of the College.”” Physicians felt that there was a lack of clarityi édehnes:

challenging in contexts where access is scarce.*’ Because of this am Ards methadone and the MMP,
and the desire of many participants for a more muld-disciplinary progr:
leadership of the MMP become a multi-disciplinary activity.

College of Pharmacists of BC (CPBC)

e L ; 5,
The BC Association of Pharmacists 1s a membersh 3

romote the profession of
pharmacy. This Assoctation has been involved with ugh negotiating \vith the Minism'

of Health Services, Pharmaceutical Services Division

to this in 1996 when the progra

e MMP from CPSBC m 2004 but they do not
; . CPBC has a regulatory function with regard to
nd assisting of pharmacists who dispense

r pharmacy practice.

0 Al of the cité hments were made prior to the release of the revised Methadone Muintenance Handbook in 2009. The new
handbook has 'ttternpted to address some of the issues and to provide improved clarity around the guidelines.

Y PharmaCare{ Pharmanet Policy and Procedures Section 6.3 Fees and Payments Metharone Fees states that pharmacies who elect to par-
ticipate in the MMP and receive the interaction fee payment must “agree not to offer cash or incentives of any £ind to methadone
clients. Without limiting the generality of the foregoing statement, incentives include, but are in no way limited to, air miles,
lovalty points, bus passes, etc.” (see http:/ /www.health.gov.be.ca/pharme/generalinfo/policy/ feesandpayments.pdf). The CPBC

Brilish Columbia Methadone Maintenance Trealment Program Page55 | 49
HTH-2011-00040



Accountability and Regulation

received many complaints about the practices of their members in relation to methadone dispensing (see Chapter
8) but report seldom having sufficient evidence to be able to take these complaints forward. CPBC has the power
to ask pharmacies about their financial practices and has a process for dealing with problematic practices. The first
step of this process is called ‘Consent Resolution’ where CPBC asks a pharmacist to consent to implementing
different practice. After this the matter goes to a Discipline Committee and can result in CPBC takifip 2

short, in my estimation, of criminal in the sense that it continues to keghy L ents from tﬁéﬁvﬁi{ 3 1o get befter and I'm 50
tired of these fly-by-night pharmacists, these out-the-bavk-door pharmacists amf}’ L-;nabflt_?}?sz/)e College of Pharmacy, the
umwillingness of the College of Pharmacy, to address those issnes. I have no prﬁ? i fact that we've got bad

prescribers as far as physicians out there, there is a wa 2y of dealing with rboJe aﬂd Pher ke dealt with, but there doesn’s

“. BBC had unde
For example, one participagEatited thac €PBC had beetfnitonitoring one pharmacy fre uentl because of chlms
P p P%’%, : g one p Cy irequently
that they were waterm% their mcth%_gz}e However, ajority of participant comments were concerned
: e part of CP Cfo address the } prablematic practices that were occurring across the

! . = .
£ wou/d..eﬂd m_ e gﬁég ¢ ﬁ 7y, but never got any response until a week before the issue
.rtrmfed J/Jozumg up in 1hEpa .“ e .

:

is governed undeEE et F of bylaws added to the Health Practitioners Act of BC. Bylaws Schedule F - Part 1- Section 3 states that
pharmacists must fot enter into agreements with patients or practitioners that “limit a patient’s choice of pharmacy” (see
http:/ /www.bepharmacists.org/libracy/D-Legislation_Standards/D-2_Provincial_Legislation/5078-
HPA_Bylaws_Community.pdf).

*2 Participant is referring to the Crown’s investigation of Gastown Pharmacy for alleged over-billing for methadone dispeasing
(Bellet, 2007).
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Conversations with the College of Pharmacists indicated that they were well aware of these criticisms and the
extent of them. They compile information and works with multi-agency partners to try to gather sufficient
information for a case to be brought. They try to have a presence in the DTES and Surrey and regularly follow up
with the methadone-focused pharmacies that have been the focus of many complaints. CPBC has to_ have a tormal
complaint to be able to proceed with an investigation. If they receive complaints the person comg}mﬁcd about

the complaints about incentives.

Health Authorities

capacity for mental health and addlcuon service§
Health authority managers stated that
should financial resources become
available they would be willing to become
more involved in MMT,

Other challenges were notedz

Some particip ere very critical of the
current lack of integration and ownership
of NIMT within health authorities. While
there is no legal imperative for health
authorities to respond formally to

qtqkeholders 1greed that l\ﬂ\IT should be prowded as part of an mteg:;%
prumry care, through mental health and addiction services or pubif

ence” related to

e

ealth services (3

: '""ece/ved call today regarding a female client who was

I feeling ilf and needed to go to the docfor. She went and was
told to retum fo get results of blood work. House refused to
let client go to follow up appointment and client chose fo go
anyway. Received diagnosis of hep C and when she

returned to house was avicted. Not clear if eviction is related

to leaving despite house not allowing i, hep C or both. Major

problems with this house.”

Complaints frequently come to health authorities about poor practices in
these houses but there is little they can do. Most are not funded by the
health authorities, and there is no regulatory infrastructure. Participants
reported that houses taking people on MMT often have “strong finks to
pharmacies,” and sometimes also to a prescribing physician.

There are many unlicensed, unregulated and non-funded recovery
houses that are *highly ethical facilities trying to suivive.” Ciling the
problems with some houses is only meant to highlight the lack of
requlation within this part of the MMT system and reinforce the
vulnerabilily that clients face in these somewhat 'invisible’ services.
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concerns about MMT in their regions, some participants suggested that they should have been more proactive in
acknowledging service gaps and responding to them. One participant stated that “Health authorities haven’t really been
held 7o the fire” around their provision of mental health and addiction services generally. Participants were concerned
about the “Yack of connection between mental health and addictions counselling services and prescribing physicians.” According to
some, health authorities were not operating in a mode that was collaborative, innovative ot entrcpre“ﬁ eurial and
had not created the links necessary between primary care, mental health and addictions, public and
community agencies. They were described as having ineffective communication and as lumt : heir ability to ger

things done.” One person stated, ‘It too big, it'’s too arthritic.”

i)
r_ymcs Wer

One parucular concern v 01ced related to the hqrm reduction plulosoph\ Health au sas ‘relatipely

with the seriousnesy that it should be.” There was a concemn that MMT: i

for MMT to the health authonﬂcs was an idea that many parucxp'mts sU Sthers felt that thlb was not

something that would necessarily improve MMT in the province if done af

3

I,
22,
e

%nﬁdence Blis:

to a lack of faith in the I\IMP among almost all sml\eﬁ_ Iders. Cutr

program planning and has resulted in a lack of
selling services or recovery homes). This
ishing to lodge complaints and to the inability of
cked transparency, and there is no mechanism for

regulanon for many key g,@‘mpénents éfT :
fragmentation has alsg_"" Fributed to theit

A central plannif and adrmmsguvc mechanism, with the mandate and capacity to provide leadership

across all aspects"’ ": h e comprehensive and integrated program, is needed

#in defining and momtonng professional practice as well as prov1dmg ongomg training and

1mpo?tz§*

overseeing licensing/accreditation as needed
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Chapter 6: Strengths

“One of the ways that I look at recovery Is that the person has now become open to the idea that maybe their life ii:uorfl)
. . - - . . . & D
living, The person begins to see themselves as sacred, or having potential as a human being in the world. Mayb

worthy human being. I'll act av if for now.”™

Client views of the positive impact of methadone on their lives

Clients described the many ways that methadone had posiuvely afi
their gratitude that the MMP existed. Several made comments like. 5.22

s.22

One woman described how methadone helped her to transition to a ney

s.22

Regaining a work life was very important to peoplg taking methadone, and %ﬁ_ Gipants said things like, 5.22
5.22

ike, “She managed to get her

Methadone helped some people to reconnect wi
o 5.22 wd “open a

children back” and 5.22 were Commor
door to recovery.” One person said: $.22 e Being “Stabilized” and ‘freed up”
to get on with their lives as productive members of so¢ one is able 1o “dea/ with the heroin” (or other

opioids) to allow people time aif .get theit lived gether, as this woman describes:
- 5

s.22

s.22

onship to health benefits, there were manv comments made concerning the reduced
rawal and being “dope sick’™ 5.22 "Some
Been able to stay off heroin completely: 5.22 'Other people said
them to stay away from other drugs, like crack cocaine:

s.22
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People taking methadone talked about the way that it had helped them to create more safety in their lives and take
steps to reduce harm related to injection drug use. Clients commented that methadone 5.22 "Five
women in the Downtown Eastside of Vancouver talked about the way in which methadone had decreased their
need to engage in sex work: no longer 5.22 " The impact on health cate costs was also
acknowledged:

5.22

s.22

People spoke about the importance of the program in
providing a routine for in their lives, and about their
appreciation for the human connections and relationships they
had forged as part of the program.

What clients like about physicians

One of the major strengths of the MMP lies in theihysicians 622
throughout the province who ate supporting peap '
methadone services. A few representadve quotes
the importance of having a good doctor:

h positive experiences described
S that were flexible in making sure
that if a physician was nol available when
needed, that an alternate physician would
get a dose arranged for the day. Women

522 prefer having a methadone doctor who is
also their family physician and value doclors
that are knowledgeable in addictions and in
methadone:

R =l
Physiciang valued mosgayhen they tried to help clients
and. they provided good'é wo people talked about .22
_hfvEniuch they 2ppietiated beingabieito monitor their own
2idgge. Clients valuedﬁ?}%}lowﬁo atratitiesin their physicians:
Ssrcarning ( .22 ?respectfu] and non-
: %ﬁggmammg, enthusiastic {waatng to make a difference), (VANDU Women CARE Study, 2009)
*e%?:ﬁggortive, easy to talk to,F§flling to listen and be responsive, \ /

ﬁ%}@gﬂly and sympath‘%g%?
'&erg@r@gny qugfessrom clients that described relational care and practices where people were treated as ‘YUike
a person.’ Ty desaibed relational care as balancing the potential risks with the potential gains, such as providing
MMT in a wagehich was compatible with a person being able to hold down a job. Flaving experiences with
service provide%%rho cared about them was important and these often stood out in a client’s memory. Clients
appreciated physicians working with them in ways that communicated their worth as human beings. Doctots who
spent time with people were also valued. Kindness, compassion and respect were highlighted again and again as

vital components of good MMT care, as was open-minded and non-judgmental care. One former client who is
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5.22 talked about the importance of this in his journey to recovery, particularly in the initial
treatment encounter:

s.22

The physical environment where MMT is provided is also important to clients. Clients liked ng
long for their appointment and having relaxed waiting environments. Improvements to waj

iNg to wait too
‘ooms and doing
\}11‘50 appreciated.
vaifable.

What clients liked about pharmacists
5.22

One client said that they 5.22

£ Many professionals highbj
N

¥es by enabling clients togifugs their lives aronnd,” as a physician in a town in northern BC reported:

Methadone ¢ s a “gatevay treatment” 1o better health and health care, and an “exvellent window of opporiunity for
stability and accessTo counselling ” One physician stated:

“Thase folks who are extremely disorganized in their thinking, and very vulnerable fo a variety of both mental health and
criminal justice challenges, merhadone can be that opportunity to help with stabilization and get them 1o a place where we can
engage them.” '
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Methadone can help clients break the cycle of their substance use where “getting people’s lives manageable and just gesting
off illegal opioids goes a long way in addictions.” Methadone can be an aid to motvate clients by giving them more control
of their substance use and other areas of their lives. It also has the potential to bring other people into treatment:

“Hey I want some of that too, I want to have a fow bucks lft in the bank and a roof over my head.”

Many providers emphasized the benefits of methadone as a harm reductdon tool:

patients.”
Many stated that MMT had played a substantial role in reducing the HIV a

“we’ve brought the orerdoie resulling in death numbers way down”

number of pharmacies involved across BC was
who were “Uonfident in methadone” compared to oth&
positive about the program and their involvement 1
work:

T enjoy 1. This is the most rewardin

degrees and they lond in a (/l

ﬁ:"%«.—
Toward recommendatfé?i"’?

ﬂ:‘ensure appF pmte support and training for service prowdeta

that provide it, is esséntial in order to build a more effective, accessible and responsive system of care,

A“gﬂa 4

.tograme= Swathieved many important successes that need to be celebrated, examined and built upon

?fﬁéézo_gra moves forward

o There %ﬁ;ésp’rowders in the MMP who are already local and provincial “champions” for this type of
treatment/ therapy, because they belicve in the potential of it to transform lives. These champions could be
influential in better informing the public and other professionals about MMT in BC
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Chapter 7: What Clients Do Not Like

“T hare had doctors who really threaten. You've got to go into detox, you have cocaine in your pee. I just went back out on the
street.”

Methadone as a “full time job”

_izgg[[b care expmeme,“f :
ogr d};{z Speaple fmm al f

their lives beyond their health care experience. We ha

a drug and doing what you need to do to maintain you
is just abont getting another drug and doing all the things?
disheartening on so many levels.”

5.22

Tdamentally dependent & t_;xeiz i)rovider to feel well and to be able to live a more normal life. Some clients felt
5.22 by thet icians and had been $.22 ” Attendance
galk i as often being forced on people:

+ The guideline fiethe CPSBC handbook now teads, “Most stable patients are estabhshed on a twice-weekly pick-up schedule.
This is a reasonable balance between safety and patient inconvenience. Patients receiving carries must be seen regularly and
have random urine samples screened for methadone metabolites and illicit drugs.... Exceptions may be granted at the
discretion of the prescribing physician. Exceptions should only be initiated as a tdal and be reviewed to ensure that the
benefits outweigh the risks” (2009, p.21). Previously it stated, “Tt is recommended that carries not exceed 4 days or 400mg,
whichever is less ...” (2005, p. 31).
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5.22

Clients wanted counselling 10 be available but not to be forced on them:

5.22

Some people viewed carry policies as deliberatively puniuve:

s.22

usets in the Downtown Eastside:

5.22

This tendency toward control and punishment was thought to be d‘;% lack of

pcople who use drugs Many felt th'u compassion and empathy, 'dong

E57az). If you're giving pain meds to someone on methadsne, they’re hassied and harassed
e . - . .. - - . -
beir license io practice medicine to some junkies scamming or not scamming them.”

_ tﬁﬁs (SACDN Methadone Project Group, 2007), there is a lack of holistic supports to
“‘i@’ tomote wellbeing and “r‘ééa'ger) *# from frequent and harmful opioid use. Such supports ate deemed essential in
' jnto their drug use and create changes (National Treatment Agency for Substance

] s%QOOSa) The prov;g;g.gi of methadone prescriptions alone, particularly in the context of the Downtown

Eas Iﬁ“*oﬁVmcouvem‘siﬁgeen as a “Yosing game, ”largel) because of the need for other types of health and socml

* A term much disputed in the substance usc literature is used here to mean the moving away from unstable, frequent illegal
drug use and associated harms towards goals and aspirations for improved health and wellbeing identified by the person as
important to them.
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There was also a concern that people on MMT, once stabilized, are “f? on the shelf.” receiving very litde follow up,
as this family member describes:

“There seems 1o be an attitude like, ‘OK we've done that, great now we can just put then on the shell.” What I /ee/ they need
1o do is move to the next level. To think about, do we really want people on methadone to become productive, fuy aﬂmg
citizens or do we want 10 just piut ther all on welfare and say, ‘OK that'’s if for the rest of your lives? Be ay
aspects of the system make it hard for somebody to live a normal life. They don’t have o be mnmm’zctog&-

like stage one and stage two.”

A client said sunilarly that:
s.22
A lack of information for clients on methadone was a key criticism. ¥ O"s%,_ :
5.22

Many clients, advocates and providers felr that a great deal mor
their significant others:

s.22

Stigma and discrimination

In describing things about the prdita
the system was a common

program where CGANMH has de\-eloped a 73 page client handbook as v»el] as several shortet summary documents (available at
http:/ /www.camh.net/Care _Treatment/Resources_clients_families_fricnds/Methadone_Maintenance_Treatment/index.html).
1n the UK clients receive a detailed but accessible handbook from MMT providers (available from Exchange Supplies at
hetp:// www.exchangesupplies.org/drug_information/the_handbooks /the_methadone_handbook/methadonehbk/methintro
html).
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chapter devoted to it towards the end of the report.

Physical effects of methadone

T

One of the most passionate criticisms 1dvmced by®

nd greater chent erolvement in treatment planmng and review. For example,

Eh they appreciated being able to have a direct input into their methadone dose

thadone tr&tment include increases in quality, safety and stability in people’s lives.
Bl bgwever, thc negative ex en'?nces associated with being on methadone prevent many people from achieving these
o1ces of clients, and of their supporters, suggest that MMT in BC is sometimes

# See Robles, et al,, (2001) for a discussion of client-regulated methadone dosing and associated outcomes. This stdy
examined MMT treatment practices that allowed clients to set their own dose and found that doses did not escalate to
excessive levels and that flexibility of dosing can eliminate a potential source of friction between patients and staff and
improve outcomes compared to less flexible regimes.
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experienced as dehumanizing and less than optimal. Systems, rules and practices need to be carefully designed to
masimize the intended benefit while avoiding unintended consequences or structural violence.#?

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

o Clients have strong views about what does not work for them with regard to MMT and:these views can

and should helpfully inform the treatment system and services to enhance client sagisfaction. This will likely

»  Clients need to be fully informed and involved in the specifics of individua
review

* Client representatives need to be involved in treatment system pla

47 Srructural violence denotes a form of violence which corresponds with the systematic ways 1n which a given social structure
or social instimation kills people slowly by preventing them from meeting their basic nceds. Institutionalized ethnocentrism,
classism, racism, sexism, nationalism, heterosexism and ageism are just some examples of structural violence (Farmer, et al,,

2006).
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Chapter 8: Problematic Practices

17 not that onr program is horrible, it’s just that there are some very obrious things that conld be corrected. It just boggles
my mind that we don’t corvect them.”

Many informants reported issues that they described as "wnethical,” ‘abusive,” or problematicin s
review cannot determine the validity of individual claims but the number of times such probleﬁ

suggests a real concern. Most, but not all, of the reports cited here relate to practices in theEo qtown Eastside of

Vancouver.

Pharmacies and problematic practices

Pharmacy practices were one of the most common areas of concern. While,

business ... You can see what the chaos is now, they buy and sell, and ¢

d getting out of the pharmay ...
g coming ont of those pharmacies

. Thisis big ..

Nobody comey and helps you and at the end of the day*
Jelt responsible and it was getting ...
lawful, and on the other band th

e is / ef? in bm{)eum Jor pat/erm 1‘0 pick wp. That it'’s /eﬁ‘ on t/Je dooraz‘e;b f/)zzt it /efl
Jelivered, if it's daily witness ingestion, it bas to be witnessed ingested by a health vare

at no incentives can be given to encourage clients to use a particular pharmacy (see
ne of the most frequent concerns voiced by people interviewed for thjs review was

%=—PharmaCare policy stipulatess
;i%a\:a o
%8 footnote 49) Howeser

*8 The issue of incentives was profiled in 2 CBC hidden camera investigation in September 2008 on one pharmacy in the
Downtown Eastside of Vancouver, which led to other press reports around the same time (see

htip:/ /www.cbe.ca/canada/british-columbia/ story/2008/09/11/be-methadone-kickbacks-investigation-downtown-
eastside.html).
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Some pharmacies were also reported to be acting as “bankers” for MMT clients by providing personal loans in
exchange for regular prescriptions. Some parucipants felt ‘7he majorify” of pharmacies in Vancouver’s Downtown
Eastside were offering incentives in the Summer of 2008:

“There are two pharmacies down here that don’t provide incentives.”

“Every pharmacy down here does it.”

ber 2008, in the
and out in the

According to participants in focus groups and interviews held in Vancouver during Apr
months preceding the press reports of these practices, the incentives were becormnéwl_ &
open. Incentives were also reported for Surrey, Victoria and Nanaimo. These prac 7
density urban areas where there are many people on daily witnessed ingestion aiid attracted to incentiy es‘b;abemg
poor, street-involved ot otherwise vulnerable. There were no reports of ph ¥ incentives in rural aréagigkehe

tives with the %ewed PharmaCare

sment for dagdfufnessed i mgesuan (see

may be creaung a lucratlvc market for which phnrmnmes are competit
in the Downtown Eastside of Vancouver:

aler; which tmediatzly is a couple of rocks in hand, that is not doing our clients any good. Not
, nol providing qualified people to witness the ingestion, not adhering to what the prescyiptions say.
what’s going on in the community and they bave no vested interested in really bing ... You hear this

providing seven day
Your clients will zel

"the practice of incentives. Some felt strongly that they were not unethical because ‘people
. ” Others believed them to have a negative impact on MMT, citing issues such as:
consumers tra¥glhg across the Lower Mainland to go to pharmacies offering incentives, pharmacies out of
Vancouver dehvenng methadone to the DTES, pharmacies encouraging clients to request daily prescriptions for
all their medications, ‘“ragre” pharmacies pushing cthical pharmacists out of business and the fragmentation of care
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where clients get their HIV medication from an approved pharmacy and their methadone from another because it
offers incentives.*

Physicians in Vancouver (mostly from the Downtown Eastside) had a litany of concerns about-how pharmacy
incentives were undermining the work they were trying to do with methadone clients and destabilizifig MMT:

“For me as a practitioner I feel unsafe prescribing methadone down bere and that’s because of the plethorg rofessional
pharmacisls that there are ... It’s just grown and grown 5o whatever you order you're not sure that sogi vtually is going
10 get it as prescribed, They are certainly going to get incentives, financial incentives. They will pmba NG §1menﬂzw as
12/3// T3 ¥ arm’ |15 a/mm wb:z/ez'e/ it /méeJ There’s o <gl/am/ztee though of IWI‘II?JJ'ed mgeotwl 7y : h4:/19 re

substandard bealth care.’

Other problematic pharmacy practices
Another problem cited was “z'nl 0)? of40)

discretion in emergency situations is sometimes
t group. In an interview with the College of
upported \vhen needed n order to keep a patient

t ha1 z{clst to keep clients coming to their business b
S P 3 )

Sty

ﬂ?s physician.

ly armacxstﬂ__gmlimg PharmaNet claims before a client receives their methadone, or

come 1in. ’H?e followmg comment was representative of several physicians who

~a hen we look to see zv/ye//aer or not we can gire t/Jem me/bm/one, we find out that be got methadone that
d@' The mli?é,fof the matter is he's been in for 36 hours, how did he get it that day from the pharmacist? But how do we

# Research indicates that delivering ARV medications with methadone improves adherence and is therefore deemed a best
practice (see Chapter 1). For a vadety of reasons, incentives are likely to be most attractive to many of the clients for whom
adherence is particularly challenging and for whom integrated care is most critical.

64 | British Columbia Methadone Maintenance Fraga@nt Program
. HTH-2011-00040




Problematic Practices

now go about giving him the methadone? That's laziness on the part of the pharmadist. Its daily witnessed 50 he knows be's
Zoing lo get paid for that.”

Some clients on daily witnessed ingestion said they were given their methadone in a cup and allowed to walk

ourside the pharmacy with it, sometimes “piring it to drug dealers waiting ontside pharmacies”” Unauthorizedicarries were
descrbed as “Yhrowing ont the whole purpose of witnessed ingestion.” A\ professional based in the Fraser )
reported these practices were happening in the majority of small independent pharmacies.

Y &5 o witnessed ingestion;

“The newest thing on the block, of conrse, is deliveries .. there’s no gnarantee and of
‘ z;ftbe next a’oor ﬂe{glyboltr bemme

ofien by a person who is not even qualified to witness the ingestion. It’s often .
nobody was home, left on the back porch, on the stoop ... delivered by cab
about if it’s ingested by the wrong person, it’s probably lethal.”

‘It another way of retaining patients.”

pharmacy:

Some pharmacies were reported by both clients g

“VWe can’t be sure clients will get what is prescribed.”

5.22

pthadane wera vatimred hatnveen pharmacjcs, some 100 strong and
5.22 >t getting sick when switching between

attent, and, you know, one of the greatest therapentiv things that you have in addictions is the
a/l(l that’s torn when you are arguing with themr becanse of the pharmaies ... the phaymacy

3 This difference in methadone strength between pharmacies may also be due to variations in dilution ratios (suggested in
personal correspondence with review adviser) or the methadone mixture not being thoroughly rotared or mixed through
sufficiently, allowing settling to occur (rationale suggested by some chents).
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Response to complaints
Many informants had complained to authorities about problematic practices, but reported that “wathing’s being done.”
A selection of comments is provided here:

“Have tried complaining to Colleges,” “have been speaking to City Council,” “we were told of an investigation anddgo wait,”

hearing is a knee jerk reaction to show action is being taken, but is not looking at big picture,
office is taking two pharmacies to conrt but they’ll just show up elsewhere with different namg
asked to speak in the conrt case are fearful for their lives.”

Physicians and problematic practices

Participants reported that some methadone prescribing physicians hag&awnership of, or shares in, pqrncukn:
pharmacies, ot have ownership of, of shares in, recovery houses valfer iclients are bei
physicians. While these alleged connections could not be verified
suggests the possibility of a systemic problem as is clear from the o

“there should not be a conflict of interests between the treatment and the managem
re/atiom'/)/p with another service pmuider, whether that,

.. you should not have a
/)ere  you're steering your patient

would help to get rid qf some of the f/m‘{e that's /Jagbpeﬂ'l
do_you want addicls to be treated? Just do anything ... g

P etizen

Clients and health service prcm‘lg‘ it
Some c]Jmce had devised Jigf *”"’ fhive oryg

ans were restricting clients to particular pharmacies.
ey told clients they were required to use. A number
anged pharmacies they would be cut off their

i&&ﬁg'f'rom personal gain because of financial links with the
iics” and client SEEEEy; Whatever the reason, some providers felt that denying

: fopriate. One provider said, ‘utting them off from this dinic is like severing a life line for

takvaps, aware of why their prescriptions wete being restricted. To them the

tontend thh on a day to daj b1s1s Clients were upset or angry for a variety

f reasons: bemo preve”‘i’e;zkfrom rccmv@ incentives, inconvenience in not being allowed to visit pharmacies near
= of established and trusted relationships with pharmacists, or breaking their routine.

R\ovlders stated thageﬂggv were aware of clients, particularly young Aboriginal women, who felt coerced to
thadone by th

A numbet of clients and providers (mostly in the Downtown Eastside of Vancouver) spoke about people they
knew being put on methadone for cocaine use:
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5.22

An unhealthy system

As reportcd in the chapter on private clinics, some participqnts saw an “wnboly re/alimu/)z}) " betwe e recovery

programs. One pharmacist said:

“That’s what happens ... in the Downtown Eastside. Most of these pharmadies . ..
and hotels and they have their own drug dealers going at night to the patients, selling
thems to come to get their methadone in their pharmacies. So, it's just 1oo corrmpt;

5.22

Tenancies were teported to be conditional on usin,
threatened or evicted tenants when they did not use 1is - ecovery houses were reported
to be denying access to clients unl i

d support recovery /lom es. And I see it every time, every time. ... I bave my cbohe.
To.g0 here or do I deny him that opportunity when he’s basically on tbe street if I don’s.

¢ practice of some pharmacists and physicians has resulted in many clients and
inland reporting a loss of faith in the MMP. Clients felt 2 keen sense of unfairness,
¢ people on methadone in the Downtown Eastside that attended the focus groups

& hen . . . N - . R
The followin derations emerge from the discussion summatized in this chapter and have informed the

recommendation§ at the end of this report.

31 See http:/ /www.chc.ca/health/story/2008/09/09/ bc-080909-peoples-pharmacy-evictions.html.
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®  Clear practice guidelines need to be defined for all professionals involved in MMT, and these need to be
widely available to clients and the public as well as providers

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

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

* A multi-stakeholder mechanism to ensure system-wide planning, monitoring and evalyg s desperately

needed

e MMT clients should be represented on all bodies that provide advice and overs %
related to MMT in BC

® Local communities should be represented on regional MMT committegs,
. 25
and responsiveness to local needs
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Chapter 9: Access

“How do you say no to someone?”

There are many dimensions to the barriers clients face in accessing MMT in BC: physical, attitu

to provide both description and analysis that can inform change.

System capacity

early to mid 19805, and rapidly in the Jmtml years fo]lowmg the up-
again increased almost 20% in the five years from 2003 to 2008.

# of new physicians

Year % of patients # of licensed physician

2002 8273 594 (A & OD)* Unavailable
2003 8124 301 (OD) Unavailable
2004 8270 27
2005 7465 2
2006 8207 26
2007 8985 _ ‘ 15
2008 1016 ’ 214 38

anding the program in very challenging and sometimes actively hostle
at they believed that access was now ‘good” in some parts of BC, with

z:eg good.” Compared to mental health and addiction services more generally,
ving relatively good access.

capacity. \ reference to the lack of provision outside of urban centres and existing pressure on
urban pres d clinics, suggested that in some areas as many as 75% of the population who could benefit
from MMT weremnot able to access services.

Some participants spoke of:
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® acomplete Jack of treatment availability in certain paris of the province, particulatly northern, rural and
remote areas

® clinic and physician capacity being at a maximum with waiting lists and caseload caps in place

time includes many patients who may be on MMT for a matter of days or weeks, ta dl*‘f_ :
people who have been retained on the program for any length of time

Figure 3: Physiclans in BC with Licence to Prescribe Methadone for Opioid Dependence (CPSBC, co

2

Number of active prescribing physicians
(by health authority)

e -
= dccess in Metro"Vancouver. There was agreement that the development of
community health clinics T phout the citys? has improved access significantly for MMT. Some participants felt

ialénger a prob
‘E;-mﬁke in Frasersihe N

===

“T'm still there to try peghleaut. But theyare not coming right now, I have space still for two, and I haven’t taken anybody
new in quite a long time. %

Af spots are needed in V anconver alone, immediately”
He

aremEenoRgy access points in Downtown Eastside”
N -
<

One Health Au;ﬁ)rity manager agreed:

32 Nine community health clinics are operating (eight run by Vancouver Coastal Health and one by Vancouver Native Health)
and provide integrated access to pnmary care, public health, mental health and addiction services.
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“Our treatment spots for methadone compare favourably for most jurisdictions, so_you would think that there shouldn’t be
unmet demand for methadone. But certainly there is. There are people from the supervised injection site asking all the time for
referraly and can’t get in.”

The downtown community health clinics were reported to be “Sainraied.” Shortages or high turnoverS:of physicians
) P g g :

£

user fees. Many participants talked about their frustration with the lack of availabilt

oy tyj

MMT. As a result, Vancouver MMT services reported receiving clients from thi ser area:

-

we’re not going to send them away.”

Northern, rural and remote BC

MMT is provided. Indeed, some communities have never had avajlabﬂify-
managers have little concept of client need:

“Merhadone is not sometbing thar’s been identified a
without it. Some of them are never getting clean.”

alongside the broag
of unattached pati

probleniatic:subsatice use, more seriously than the general population.
limired to rural and remote areas, participants spoke about being “%ery of
p p g D

ealth. Participt ts' spoke of methadone clients as “wot being from this neighbonrhood” and “whole medical
ixigpethadone. ” This attitude was noted to be gradually shifting with progress made over the
ny traditionally “hostile” parts of BC. The need for more proactive work with local

‘use was emphasized by many respondents.

%% In some jurisdictions, MMT is not considered a speciality. In the UK, for example, all General Practitioners are able to
prescribe methadone without a special licence.
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The lack of prescribing physicians in smaller towns, or rural and remote areas of BC, leads to huge pressures on
solo or small groups of physicians providing service across large geographic areas. Recruitment and retention of
staff are significant concerns. With no other providers being able to prescribe, responsibility falls solely to rural
physicians where recruitment is difficult generally: ‘Tt is hard to attract physicians to some areas in general, let a/om?
methadone prescribers.” For areas with only one or two prescribers, worries abound that they would &
move awd ) 7 In one locauon an adwaorv comm.lttee met for two )e'u:s to try to recruit a ph\ sicia

unities to find
new physicians willing to become licensed prescribers, but, according to one provid : help, the
College no longer feels it is their role to do this. Some individual physician leaders&'
key roles in championing MMT and trying to encourage physicians to become hgfn?e’a

Some providers reported six month waitlist estimates. In smaller commu

maintaining good relationships with providers:
s22 ) provider spoke about the same challen,

don't have the luxcury of sending people somewbere else.”

Caseload and workload )
Data from the CPSBC indicates a wide spread in ter
to emphasize the quality of the se

patients ng///m_/y b‘g‘_ E
can’t see 720 paz’zen?fs”g'

have licenses to prescribe) 0-20 2040  60-80 80-100 100-150 150-200 200-400

ot un\vﬂlmg" Fo share in Client Caseload
MMT provision.
72 | British Columbia Methadone Maintenance Aagatraent Program

HTH-2011-00040




Access

Some physicians like being involved in MMT and see it as a challenging and interesting role. Others may wish to
have a large caseload in order to make a good income, as this rural physician describes:

“either because they believe in it and the people they prescribe for, rhey think it is a human right, or bacause it pays. But it
on )' real) pz ayy of you can get over 1 50 ])dlic’ll/.f and hare peop/e l/mi can cover forj-'our pafiaﬂb' when )'ou are away, which

20e 4 mza’ then fbe community is 11/1!‘/]011/ again.’
&

Access to phamacies
~\ccess to ph'trrmcies dispensing metlmdone was descn'bed by most participmts as

Jar. " However, in response to some of the pharmacy~related probl
wanted methadone dispensing to move “in-house” to clinics and

Saturday, creating problems for people \vho are {‘}'
hours to get to the pharm'lcy for methadone For cﬁ

pharmacies there can be pressure on ph}’:lclans to alldNEgarrie
I .
; the pharmacy d

riedly to avoid being stigmatized by other health
”The view of some ph'xrm'lasts was that

sine providers s'udd ' i'ﬂe the pro
-~ Freated a barrier:

window” being lost.

Transportation in northern, rural and remote arcas was identified as a barrier to service. Many MMT clients, do not
have cars, live in areas pootly served by public transport, and are already struggling with low income. There is no
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support for transportation costs for MMT clients.>* Travel can be espedially difficult in winter or poor weather
conditions, or in areas of very isolated terrain not covered by public transport. Some MMT clients reportedly travel
over 250 km to receive MMT services:

“We're seeing much gre:zfe) distances than we used lo. Some people have to hitchhike which can be dangerous :md'.’ Less IS

now affected by gas prices.”

“You wouldn't say go from Mervitt to Kamloops ro get your insulin. Reduced access wouldn’t be avceptéy
or medication. Asking people to cover such large distance for methadone iy unreasonable.”

temporary licenses for MMT. He'\lth authonty managers described a new :B
improved on the acute care side: :

“Starting them isn’t a big deal, it’s how are they going to be maintained j,
That's probably the bigger challenge.”

Lack of community access, through lack of capacity or lack of rural ps
working in the corrections systetn.

large extent this has not occurred, mainly because GEfhe li
the number of prescribing physicians has increased & .
current Ml\fIT pat:lents remained virtually unchanged feon
Hithe same pemogﬂ

Table 2). The possible reasons for this
sere repeatedly referenced by participants.

dn{g pwbm Many doct@ﬁ@w
prescn rphysi

f to “step into t/m ,émd of swamp,” and thereby tarnish their reputation in the communiry.
1485 ere also named as relevant factors to physician decision-making regarding taking on
certain pa”mh‘ .-Sem;gﬁ hysicians were described by their peers as preferring to Stk with white, middleclass,
Casiasian’ patie = =One rural physician, with a license to prescribe methadone for pain but not for opioid
addiction, described his reason for not getting the additional license:

SMEISD transportation allowances are used for MMT clients in some rural areas but this was reported to be against policy.
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Tr concerned that as a community, it wonld attract people. Rural areas attract needy people anyway and the network of
people who are seeking drug prescriptions jor apioid addiction is fairly good at conveying information as lo who prescribes and
who doesn’t. If X way known as somewhere that had a preseribing dovtor, 1 would be a little concerned for the community and

the implications that that may involve, given that we already bare a significant drug-taking minority and a significant crime
rate assoctated with that.”

Lack of support from colleagues was also noted to be preventing licensed physicians from becoming active
prescribers. This was due to a stigma regarding having MMT clients in family practices: * 1 want those scary
people in the waiting room.” Clinic partners were sometimes described as being vehementy

the provision
of MMT in their practices, as.one participant explains:

small town with few other prescribing physicians. This impacts caseload beé
have little choice but to pick up these “orphan” T %,ff_ grate them into

FHow can you
fraining?”
<«

.

‘. T o Byen prov;dmg training d%;@ot necessaﬂly 1ead to ph) sicians talung up their hccnscs In 9007 75 phvsmmns

off. Some insighis€merged from the data that may help to articulate why.

One is the CPSBC requirement that all MMT physicians will provide 24 hours a day, 7 days a week, 365 days a year
coverage for their clients on MMT. This requirement may be possible to organize for a prescriber in an urban area
with close colleagues who also provide MMT (e.g., working in a CHC or private clinic where there may be an on-
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‘call service and where providers are on rotation). However, many rural physicians emphasized how this alone purts
them off providing service: “1r doesn't work for sole preseribers.” A large number of rural physicians could be
considered to be sole prescribers, covering substantal geographic distances. Attempts to receive help and coverage
from other physicians in a surrounding area, even temporarily to cover holidays and trips away, was teported to be
very difficult. The outcome of this was rural physicians feeling isolated and lacking support, unabl iget away
from their work unless they had good multi-disciplinary arrangements for coverage with nursesgfor.example.’ The
likelihood that physicians who do not have straightforward coverage arrangements will be LE& o coming on a
CPSBC waining course seems reasonable. Certainly one prescriber commented that th.lb W3 ng disincentive
to prescrbe: :

“Why is there nothing better in place than, You must give 24hr/ 7 days a week /365 [I’g]i'.f a

s

MMT was also viewed as unattractive because of the general shortage
medical school, with more women doctors “Veis interested in methadone s

increased. However, many ongomg ch'lllengcs wég%ls& i
around attracting and retaining prescribing physwﬁ‘% ST here 15%
to address the access challenges. Onc other theme t
works in one region may have detrimental impact in

demands, tr'umng"uigﬁregulauons all need to be reviewed 'md carefull) ’xd]mted to balance the need for
improved access wit ~~”‘fhe need for quality service

%%

xaa.sz—?r;«

..,__.r“"
ds to enhance its regional responsiveness and should explore mechanisms for getting

(2]
2
5’
=
&;
w
0

i
0

akeholdé‘%iﬁore involved in planning and implementation

% This is the model used in Fort St John where there is a sole prescriber.
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Chapter 10: Retention

“Short term treatment of methadone doesn’t work. And the mantra in methadone programs is ‘refention, retention, refention, ’
untt] the person bas had a significant amount of stability.” :

Retention in MMT be; ond 1’) or 24 months is often cited in the literature as meort'mt for po {¥e treatment

people drop out (Goldstein, et al., 2002), and to take steps to clarify and d‘
MMT programs (Drug and Alcohol Findings, 2004). A summary of thé
and Alcohol Findings (2004) suggests that some broad principles cai
retention in MMT:

e Establishing an organization and counselling style responsive
and ambitions beyond those related to drugs

The ability to “get into the client’s shoes” %
have about MMT given their past history ir
being a failure

5n on MMT in BC. Many of the systemic and

This chapter details the speciﬂ
f the report (particularly Chapter 7), so will not be

and off. That's the norm. 1t's not a failure of methadone, it’s a failure of the rest of
people once they maintain on methadone bave problems.”

[T

\n “on and off” pattern
nto the system to start o

mcommz%)i‘ e, ?op/e. T/Je otbez thing is that some peop/e who baue trouble accessing melban’one have dgﬁuz//t ¢ doing il
becanse of things like mental health problems or serious persistent stimulant sise. They struggle becanse of not béing able to
keep appointments or show up at the pharmagy every day to get their dose. Low threshold aveess points conld help with avcess
Jor those people.”
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Factors that decrease retention

Lack of supports, services and information
Providing a prescription for methadone is only one part of MMT that needs to be in place to offer clients the best
opportunity for success in stabilizing their lives and moving towards recovery. According to participifits, success

for clients was dependent upon helping a person rebuild their life. Some suggested that too ofted

/mkages to r/m{g.‘ like rz[fordab/e honsing, income mpporl bmu souial mmb /Jaz'mg z/m;e atfe)t ed fo or /J[wmtf

bappening to start to manage some of those challenges ... I think you're setting peoply o

for failure.”

2T

Is] _gxe\v idea in subst'mce use intervegtte

In addition, while targeting supports for particular sub-populations is n
(Patkes, Poole, Salmon, Greaves & Urquhart, 2008), this was an ap

Problems with methadone continuity

B0 bemg tapered off
methadone prior to moving or being zeleftsed %\aneed for continuity, once a

person has been initiated on methadone.

One of the most challenging aspects of MMT provision;
movement of clients between different geographic aré}i S
CPSBC has reportmg requirements

There were a numbg
Emergency Depa%g
authority, to lustraté&h

5.22
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Dve never understood what the fear has been. Someone is trying 1o get their 0mis of methadone. I mean if our concern is
trying to help people, we make the barriers so great, it forces people to go out there and use illiit heroin.” [Fraser]

These statements suggest a deep-rooted stdgma held by those working in health care services towards people with
substance use problems. They provide a window to view how health services are being delivered to;nd

experienced by, those with complex, challenging and painful lives and histories. Severe social i A
marginalization, lack of user voice, stigma and discrimination seem to combine in every chy 0s to leave
people with opioid dependency highly vulnerable. These statements can also be triangul
professionals describe a fear that clients on MMT have of using acute care, sometimes.s

Links between retention and MMT dosage
Recent analysis exploring the relationship of methadone dosage to clien

¢y’re feeling the College breathing
ecanse you're always on their back,

5
“There are physicians who are really antsy about increasing the dose of metha
down their neck. It sets up for bickering and not very good patient/physician inte
people want to stop the program, they're tired of arguingmith their doctor.”

eprogram. Some clients have “sirmuggles in keeping

s.22

a normal lite srovider described:

“Methadone can be very frustrating ... you bave to have that methadone and it’s very hard to live a normal life if you have to
80 Yo a pharmacy every single day. I think sometimes they go off it just for that reason.”
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Many physicians spoke about their unease with the many restrictions that MMT created for client’s lives. Indeed, a
significant number described their willingness to work in ways that responded to “where a person was at.” reflecting
an openness and flexibility of approach that attempted to keep people in treatment, sometimes in defiance of
College guidelines: ' .

‘1 find myself struggling when I'm dealing with my patients because sometimes I have to just ignore the guidglinesiand say it'’s
more zmj‘wmﬂt that 1 /éeep this per.mn wmmg back to see me every week because I know in a year or i

prescription drugs accessed from another health provider, were rep
expulsion from MMT. A physician commented:

c]/m kly. L've taken them on sometimes. They come in
Sriate fo it Somebody off;, or to force them into a rapid

plyumll il bemme some i umn’rm%
?um 2 wor.

that.”

v @%g i,
- Kﬁ;ﬁ‘;ﬂf fo .»?ijtF ; 31 7 01 yORE, "

starting the prog'%n to make an informed ch01ce

s.22
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A medical student in Northern BC conducted a quantitative study with people using a clinic and shared his
conclusions:

“The larger comment that was repeated over and over again was the poor understanding about methadone. Several times
peop/e meﬂf[oned that they were a’ec'eiz ed and that re/7evfed that peop/e were not as informed as /bg' wozl/d bare /iE‘ed io have

methadone.”

Financial issues and the “two-week rule”
One of the most significant factors impacting client retention is the fees that g2
in BC. Both clinic fees and the cost of prescriptions are not only a barrie
impact on client retention. One client described his feelings of having
prescription fees from his small earnings:

Interviewer: You think it’s a disincentive for people fo have to pay?

s.22

.4 period of time, but when

this rule becausc of th
physicians argue thq_tg»

Many clién .

the review, i Wals may also use methadone as a "Zmdge *when they hwe nothmg else, or ate too sick or too
tired to chase thédrugs that they do want. This feeds into the “evoling door” of MMT, and supports the need for
alternatives to methadone for opioid dependent people (see Chapter 14).
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Environmental triggers
The difficulty in stopping use of street drugs is a widespread problem for clients on MMT. Environmental triggers,
such as being back in the same area and meeting up with the same people a person used drugs with, are common
threats to stability and recovery. If MMT is delivered in a setting where many other clients are being served who
are continuing to use street drugs, this can be a problem:

“They say T don’t want to go there because that is where all of the druggies are, and if' I go there Il us
serions about getting clean don’t want to go to the places they are fold are available 1o them for support

welcoming committee at the bus dq)ol T/)gl re wlltlum

Clients were reported by a number of participants to “drop off” attendi
drugs there:

s.22

Factors that increase retention

escribed above.

5.22

e TI”‘%E ’ rEange of having a treatment plan bur allowing people to influence their dose

J*UZOIVIII%%?HL/J individual person to be in control of their dose. It's awesome, you can increase if it’s not working. That is
the best thing because I really think it’s different for everyone. Just like every individual is different. every addiction is
different. What works for one is not necessarily going to work for another.”
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¢ Initiating partners on methadone at the same time, if desired, to encourage best chances of stability>

s Providing alternatives to methadone to create choice for people who are opioid dependent but do not want
to take methadone

“ that’s why we need more than one treatment option, because not everybody is willing fo take methadone.

The NAOMI Trial

"’ncan Opiate Medication Initiative
ihal’lesling whether herggg assisted treatment
s'co-located at St Paul's
nths and this phase was
ol arm of the trial received

Participants viewed one of the sirengths of MMT in Brilish Columbia as the N
{NAOMI). NAOMI was a two centre, parallel, open-label randomized controjf¢
offers benefits over and above optimized methadone therapy for mdlwctuaf ‘ -wﬂ Y chronic addiction
Hospital in Vancouver and in Montreal. The trial included long term follow? ei»pa&[‘txclpants oVt
ongoing through 2009. Interestingly, and relevant to this systems reviews, i Chthat the
oplimized methadone maintenance therapy. :

Optimized methadone maintenance therapy (OMMT)_ as defined as including:

*  Interdisciplinary care (physician, nursing?
«  Low patient-to-staff ratios

»  Client-centered counselling including case mé
e Qutreach supports including accompaniment

Gn or hospital

\ffers an opportunity to see the benefits of providing methadone within a broader context than
MVR When the treatment phase was completed in June 2008 the pnmary outcomes of the frial

f OMMT. Parlicipants involved with the trial cited the key strengths of the OMMT as an average dose

positive finding in sup
are, lower patient-staff ralios, case management and active support, an on-site pharmacy and an

of 100 mg, individualiz
extended role for phy:

36 This practice was reported by the Sheway project for substance using pregnant women.
p p ! ¥ proj g pregn
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Toward recommendations

The issue of client retention on MMT in BC is complex and interconnected to many other issues described
throughout this report. Retention is an area where many of the problems combine to destabilize the potential for
optimized MMT. A significant body of literature is now available on ways to improve treatment retedtion for

o that the_g_ :

Policies and regulations should be regula.t[f

retention % '
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Chapter 11: Gender and Age

“Everybody’s worry is somebody overdosing on methadone but you have to put it into a context of who you're dealing with. 1
bad a patient who was found dead in her apartment. Her methadone level on the toxicology was high so the Cg called me

and overdoses previously. He said Well, is it the methadone that killed her?’ 1 said No, it’s not th ; ne that killed
ber. IF"bm‘ Eilled /Jer was t/ml she lost Iu/o 0/' ber /éia’.r o fayter care, her mofber wonldn’t let ber seey

methadone, but fe“, bpoke about the spectﬁc needs of men.

Gender Differences in MMT

Participants noted that gender differences in opioid use in Canadianigggety w cted in the fewer numbers of
women acces%ing MMT in BC (see Table 3) These ﬁgures show that ik IMT almost twice as frequently

M\I’I compfu:ed to young men. One reason for thé&i 1en on MMT could be the
proactive use of MMT for pregnant
opioid dependent women:

“Pregnant women, one place where we EMALE PATIENTS MALE PATIENTS

do a good job of ensuring good access.” 73 64
999 1,294

Women were felt to be undg : 1,026 1,973
40-49 years: 953 1,961

50-59 years 1,576 434 1,142

60-69 years 162 44 118

gygars 15 4 i1

TF 2 0 2

10,098 3,533 6,565

It should be noted that given the levels of violence experienced by women with addictions who work in the
survival sex trade and, in particular, the violence experienced by women in the Downtown Eastside, even a
temporary respite from the streets, through methadone managing a woman’s withdrawal, may be a crucial safety
mechanism.
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Some participants reported differences between men and women in terms of their needs for adjunct services
connected to their participation in MMT. The main differences were that men preferred support in getting
themselves back into work, over access to counselling, particularly in rural parts of BC:

“The male population of clients are most interested in getting a job o support their families and themselves. Thej
is getting a job.”

For women, comments were made concerning their increased need for counselling;

and professlomls

8.22
RS,
M'my stressed the i importance of a comprehensive bio- psycho -social as?@s‘ tientthat asked people clearly what

Professionals were also Vch congexiy ;—%}(‘ith the amouni
Yy

residential substance use tre fent -g%‘ﬁrﬁ\%ted:

that abo;zt? IV/JJ SEctans puiting i

seventies and I 14 z k non ﬁ)rﬂ /ztf/e 7

prenatal care,® it because of the need for close momtormg of domge There were different levels of Lnowledge
concerning pregﬁant women and methadone by health cate providers. Best practice in this area clearly indicates
that opioid dependent pregnant women need to stay on opioids until they have their child (Health Canada, 2002).
However participants reported that some pregnant women were being advised by healthcare providers to go into
detox programs, something that has been associated with miscarriage in women that have been using opioids at
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high levels. There was an expressed need and desire for best practce guidelines in this area, and CPSBC has
addressed this within their revised Methadone Mantenance Handbook (2009). There was also seen to be an urgent
need for better education for women regarding MMT and pregnancy. For instance, during a focus group, one
woman on methadone said:

s.22

methadone, particularly for pregnant women:

"Heroin actually has the least long-term and short-term impact (on the fetas) than the prisg
not have the choice 1o e it.” :

57 GGender specific or gender sensitive care has been a theme in substance use prevention and treatment literature for 2 number
of years (see Cocazza, et al,, 2003; Parkes, et al., 2008; Poole, 2000; Poole & Isaac, 2001; Salmon & McDiarmaid, 2006;
Schliebner, 1994: Watkins & Chovanec, 2006; Whynot, 1998).
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“We developed, for example, a women'’s night pilot a few years ago in an attempt to attract more sireet involved women who
»

don’t come in during the day when it's full of men.

Although addictions services were viewed by participants as being better than mental health services in terms of

oy

providing women-specific programs, participants felt there was still a lack of trauma-informed, womén-centred day

programs. One counsellor emphasized:

that is more supportive.” Others fclt that prov1dmg methadone as part of com,
important for women, because of the importance of good reproductive h&l_ £

Age and Methadone

Youth and Methadone ;
i done should have failed

O agug{ds for over a year. However,

2

thete were a range of views on }outh access 1o met}L done, as the quotes belbs ‘:sAcnbc

AATES. here’s 5o zz//enga around youth not being
FOrhOL %W(_l) e work with youth Jliould be different. Even in

" subsequent cose relapse 2
erson. 1n the youth I wo

essential tha "»§‘é?m'magement outreach and psychosocial supports are available to ensure they are provided
with the best Ggportunity to become stable. The need for regular review with opportunities to come off
methadone, if and when they choose, was also emphasized.
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Seniors and MMT
Older people are an emerging population in need of treatment and support services for problematic substance use.
There is a small but growing population of high need, long rerm drug users who are now aging:

have.

Toward recommendations

dressing these two
aspects of identity in their comments about the program. The imp approach to the needs of
men and women was felt to be an important component of a quality M}
undet-explored dimension of methadone provision in BC and further r ~hould be undertaken fo ensurc

both older and younger people’s needs are being me

The following consideration emerges from the di; LS ifimarized in thi ) d has informed the
recommendations at the end of this report. :

i N ices, Tik I 5, mget] - _ [efttented in ways that ensure they
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Chapter 12: Aboriginal and First Nations Peoples
“Sometimes our people get tossed out of the system.”

Providing a context; substance use and colonization

tranma from residential school, sexual abuse, poverty,”

A non-Aboriginal prescribing physician noted similarly:

“The barriers are astonishing for the Aboriginal com
Government apolo(gzxz;{g for the Rwdeﬂtm/ S c/Joo/J.

discussion about harm reduction and treatment servi
substance use is understood, and

*«fss e
g;a:_ A p Bp BE. The implications for how
fice use, mentﬁleﬂth problems md short and

ance use services are not meeting the needs of Aboriginal and First Nations
ipants. This was partly because these resources are so thinly spread, in both

: z‘ i not the major cause of miental bealth pr ab/em in om jm;b/e They do not pmwde a service
,z% issues are amzma’ tranma. The aa’dzmom services are /)ombl) under-f mded zmd there’s a buge

i, N

Indeed, one of the main complaints about mental health as well as addiction services in BC is that they are not
trauma-informed, something that impacts more significantly on Aboriginal people, particularly Aboriginal women,
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Aboriginal and First Nations Peoples

than on the general population (Aboriginal Justice Implementation Committee, 1999). 3 The need for trauma-
informed services was believed to be essential:

“We vertainly have identified in our Aboriginal Health Plan that mental health and addictions is the issue and that it really
Is trauma not DSALTT

Aboriginal people talked about their belief that addiction services in BC were not culurally
example of this was medical detox: =

“There’s no detox, there’s a couple but they’re medically driven. In those kinds of programming,

Aborginal women have had, and cutrently experience (Aboriginal ju
Benoit, et al., 2003).

Off-reserve access to MMT
eople in BC (Wardman,
)E0p

feserve communities

“Pegple that are Yisi drensL.geiting avcess fo primary health care therefore aren’t gelting
acvess to methadone. :

neg'mvel) associated wxrh MMT use in opioid users (Callon, et '11 2006).
people between 14-30 who use mjecuon and non-m]ectlon drugs in

* Knowledge aboy the prevalence and impact of trauma has grown to the pomt that it is now widely understood that the
majority of people seeking services in the public health system have trauma histories. Trauma-informed care provides a new
paradigm under which the basic premise for organizing services is transformed from “what is wrong with you?” to “what has
happened to you?” Trauma-informed care is initiated through an organizational shift from a traditional “top-down”
environment to one that is based on collaboration with consumers and survivors (National Centre for Trauma Informed Care,

nd.).
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“There’s theoretically no methadone preseribed on-reserve as there isn't any havm reduction supplies on-reserve. But on the
other hand if you're taking it on a daily basis and you don’t have carries then there can be a lot of to-ing and fro-ing.”

The lack of comprehensive harm reduction services available to those dwelling in rural and reserve communities

we

means that those seeking services may be forced to travel long distances to larger urban areas to obgiin methadone
(BC Provincial Health Officer, 2002; Wardman & Quantz, 2006), something participants highligh

have coming in is two hours.

The impact of the lack of MMT on-reserve and in small communities on HIV gt f
participants: g

“if you look in the smaller communities outside Vancouver, Surrey or Pn'm%g&

is one main reason not to be able to stop the HIV epidemic. If you have inlegien

ore flexibility in terms of how
te are ones clearly most

the pharmacy, even if they are able to geta presc
Canada’s Non-Insured Health Benefits program 4 3j?er__%x;ethadonfs
of participants suggested that there was a lack of 1ty _or pcoplc x‘gﬁ Lee cess t:ranaportmon costs for
methadone, as opposed to other health problems w < =

g\\ﬂn t Nation;
wou/d qmz/ ify for some mwygﬁge pnzzf’f‘b%’l b Non-Insurei

community.

A number of additional barrers feature in on-reserve communities. Firstly, Abotiginal leadership, both provincially
and on-reserve was described as: “wot being very amenable to accepting methadone.” A commonly held belief within
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Aboriginal and First Nations Peoples

Aboriginal leadership, and Aboriginal communities more generally, is that methadone is “enabling addiction,” as this
Aboriginal substance use manager describes:

"W had one young man, about 26, [who] had been a heroin addict since be was 14 and been on methadone for about two
or f/m*e  years. ]f 1//)1/1 a ) ear he had weaned /)mua j “off melbador/e, was [I[b tinent from alf dm{gJ am{ had taken B, jlm‘  year

5.22
The issue of payment also arises when an individual has to move of / heir health needs taken care
. spe . . .. i 3%
of in a different community. Given these challenges some participant : gly that methadone could and

should be provided on-reserve:

communities, should they wi

“Aboriginal people who

ever sure what it is. Is it

wse they're Aboriginal? Iy it becanse they're male or fernale? Is it becanse they're substance-
mental illness? Most of the people I see have all the above. Is it becanse they're HIV -positive?

Funding complexities and inequities

“Federal agencies responsible for Aboriginal health have not been as supportive as they could be around methadone.”
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There are access issues for First Nations peoples with status because there is a different fee structure for Health
Canada’s Non-Insured Health Benefits (NTHB) program in BC, which was described as limiting access to MMT.
Non-insured health benefits are paid for a range of prescription medications including methadone. While
methadone is an open benefit in NIHB, there is a clause that allows administrators to stop a person’s metlndone
after a few months. For Aboriginal people who do not or cannot identify as status, either they have o pay for their
own presctiptions or; if eligible, they can receive assistance through PharmaCare.? The NIHB fee:for methadone
1s approximately $5.40/$5.50 a day. This fee is considerably less than that paid by PharmaCa d does not vary
between carry or witnessed doses. Pharmacy representatives were keen to stress what they

be a problematic

pharmacists as well as the client group being served:

Ut ix very much too low . .. and it’s obviously a large ssue for [pharmacists) who ape
because the reimbursement that’s established al the provincial level sets the standag

many pba)mauea concluded that l/)gl could not in good conscience cut oﬂ thei

any nore.”
If this report is correct, then clearly the inconsis
clients. One reported outcome of this difference:

Switching ouw“AEom&?gmﬂs

e

reimbursement systems is pharmacists
provincial PharmaCare program:

“means that {they] have switehed over to the provincial
15 are able to switih people over and bill PharmaCare

2

: zconnectcd to; ;%Eéhences of colomzanon and associated poverty and oppression and muln—generatloml

9%1“1 S

lg:ﬁ%gflmplementauon Committee, 1999; Salmon, 2007a; Salmon, 2007b). One Aboriginal

% One participant emphasized that not all Aboriginal people are comfortable with seeking welfare assistance from either the
federal or proviacial governments because of a suspicion, distrust or dislike of welfare colonialism. Many Aboriginal people
are very sensitive to dominant discourses where they are represented as *fust wanting to be on the dole” and for this and many
other reasons do not want to engage with the associated systems.

94 | 4 British Columbia Methadone Maintenance Fragdmamt Program
HTH-2011-00040




Aboriginal and First Nations Peoples

health lead commented that this knowledge had still not effectively been translated into the development of
appropriate, holistic services for Abonginal people across BC:

“T wonld like 1o see a more holistic model. There is a plave for the medical component of detox, absolutely, but it is so oriented
to that way that it's missing the other pieces. AAnd often it’s seen as punitive. Those things are not open to ns ‘“,ﬂ 7
mind Aboriginal people. And then we have all this addiction going on in onr communities that is not being g
that we've really missed the boat on what we’re doing here. It’s just a horrible mess and it’s probably the g
isstie in our communities — tranma and addictions, and the fallout of those two things. 1 don’t see ap
DSM-IV, mental health dm(g/mm. sehizo phrenm p JL/]OJ is. Those are //)e ones mat gef the j;/ )

fe, never
.fed I think
m-'a/e/// health
pappening ... It’s
AT/Jm needs

g; , arguably, underpin all health/substance use setvices, these were features that
dertaking research with Aboriginal people about what they value from health
as, 2000). This can be understood most clearly in the context of research

of culturat'safety” to address the culturally unsafe pracrices that Aboriginal people
ealth care services:

These authors alSo include a discussion of the health care encounters experienced by Aboriginal women as
“affirming.” In doing so, they illuminate some of the processes and practitioner/patient relations that have better
served Aborginal women:
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Given the context of the recent colonial nature of health services and the difficulties that characterized
participants’ encounters with current mainstream services, it became apparent that descriptions of positive
health cate encounters were symbolic of what mattered most: sharing knowledge and power with participants
over health care decisions, conveying respect for the participants as women with unique cultural henmges
and forming effecuve interpersonal relatdonships in ways that reduced the distance between Paxucxp'mts and
others in relation to the health system (p. 21).

Four central themes emerge from this work that can be used here to indicate the ways t}%rf
this published study wished to imbue their health care experiences:

(e

1. Actvely participating in health care decisions

o

Feeling genuinely cared for
3. Affirmation of personal and cultural identity

4. Development of a positive, long-term relanonshxp withy

transferability to working with Abon.gmal men and have been descnbed he
discussions of “cultural appxoprntenc,ss > than is 5§

appropmte means and ends of counselling for Fxfs Na
mc1dent techmque ﬂmlysm McCorrmcL (1‘)96) descl"b
ri 2

Returning to the MMT revi x_g;vah n°pract
environments was seexzé fé?f done thra
N’mve He'ﬂth in Va ot

pver and Prmcc G

5 ;iztwml
E?é’nted in all service and policy dev elopment Abongmal

3 '*a*% =
Yoapproptiate” %cg%%;t(}es available to Aboriginal people the.re are only one ot two

; "‘Igfxbongmal residential trh
crlbed its aims:

who your ares

@ I.ocated in 24 communities throughout the province, BC Aboriginal Friendship Centers provide a number of culturally
sensitive, quality programs and services to aboriginal communities (see http:/ /www.bcaafc.com).
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Aboriginal treatment centres for substance use have perceived / \
the need to support clients to examine other life problems,

such as violence and abuse as well as problematic substance Integrating People Taking Methadone

. . . into an Aboriginal Treatment Centre
use. The holistic approaches and models of “wwiture as B

treatment” that some Aboriginal treatment centres employ were Approximately two years ago we
viewed as best practice models for the development of admitting clients into treatmeri

substance use treatment generally, and MMT services more methadone. Integraling i
lreatment group hag ha

specifically.6!

Moving forward

A number of bands and First Nations have taken on
responsibility for their own health services from the Federal
government and these transfer arrangements were noted to be
taking place through the yeatr of the data collection, 2008. The
Transformative Change Accord (2006) and Tripartite First Nations
Health Plan (First Nations Leadership Council, 2007) were
discussed by 2 number of participants as potentially a key way
of closing the large health gaps®? between the Aboriginal and
non-Aboriginal population of BC. Initiatives betwecn tbe
federal government, the provincial government, a
N'mons govemance have resulted in increased i

At }tﬁward helping oneself is important.
. %’%15 that wmdow fo change. While being
lg_?k at themselves, their
and altitudes, and this

to be large but many pamapnnts hoped that this né
would be able to create more cohesion for MMT fo
Aboriginal people in BC: Marianne Linthorne, R.N. Round Lake

“/’,)e First Nations Hea /’@" Treatment Centre, Vernon, BC

)

a: gumt or p'xrermng children lcss than 18 months old and who are cxpenencmg current or previous
issues with si 56. Sheway incorporates a focus on culture and healing through, for example, the incorporation of
traditional paren alues in their parenting class, providing women opportunities to learn traditional crafting and ensuring
that there are Abonginal people on staff who can bring to their practice an awateness of how historical and contemporary
conditions of colonization impact Abosiginal mothers who are struggling with addictions. An example of a substance use
resource specifically created for Aboriginal communities is the Crystal Meth Reference Guide: Remember Your Spint, available at
hutp:/ /nccabe.pmhclients.com/images/uploads/RememberingOurSpirit_crystalmethguide.pdf

62 See, for example, Vancouver Island Health Authority, Aboriginal Health Plan (2006).
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One of the most popular ideas for practical change to make MMT more accessible to rural and on-reserve
populations was that of using telehealth (videoconferencing) technologies:%>

“here a physician wonld go to these communities and firstly have a face-to-face meeting with the patient, a physical, and would
then set up the program, and after that it counld be run by relehealth with sporadic visits to the areas in question JFby
rvery rewarding thing for both the preveriber and the patient.”

There are a number of pracdcal md systemic challenges that need to be addressed befoxeﬂ }“rd[h can be rolled
and security.
d lmass of

;55‘
essional working directly alongside

Vt’luve Telepharmacy was also

fisure a larée.
w hat h'\ppens in thcxr area. Shated—cn‘e models may z_fs be a P 5

6> Ontario is using telemedicine to provide access 1o MAIT across the province (see: http:/ /www.otn.ca/en/physicians-heps/).
Telehealth was also mentioned by Wardman, Clement & Quantz (2003) in their discussion on increasing access to specialized
services in rural and remote band communities,
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The unique culmural and historical factors that influence Aboriginal people need to be understood and
appreciated in developing and delivering MMT services and supports 10 Aboriginal individuals and
comimunities
There 15 a need for a greater consistency between service delivery systems relative to fundingimechanisms
e
e
‘eemmunites

=

and other policy issues

New methods of delivery of MMT in rural, remote, northern and Aboriginal on tes
should be trialed or piloted to learn more about “what works™ in these particular ex

non-Aboriginal communities as well

British Columbia Methadone Maintenance Treatment Program . Page105 | 99
HTH-2011-00040




Chapter 13: Corrections

“the prisons have a very active Methadone Program both of continuing methadone for patients who arrive in custody and also
e
inttiating methadone maintenance for prisoners during their term of incarceration. We consider that's an exvelleptmindow of
opportunily for stabiltty, reflection, access to counselling, and access to medical cave sych that people can starf3besprogram and

do very well and stay out of jail,”

Potential and progress

-

et al., 2003) and reduce re-incarceration and increase treatment upk ¥ S '. se (Kinlock,
Gordon, Schwartz, et al., 2008).

have access to PharmaNet mdudmg mformatxo A p

physicians are now licensed, at 2 minimum, to bc‘ﬁ'ﬁ‘gto con

MMT in prison is fairly prompt: “winally a week or af;

a “huge repository for people that we are not involving within a3

MMT while in corrections settings seems, therefore,
i

Problems that still exist‘

T rmsf”étnngfof pati

e

5.22
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s.22

Town lockups were mentioned by a number of respondents as being pardeularly problematic. Suggested reasons
for this lack of timely access to methadone varied. Some felt that policies and guidelines around meghadone were

that anti-methadone sentiments are still strong in some community sertings across
surprising.

Use of methadone as an incentive and punishment
There were also reports that prison staff attempted to control or chan,

JJ?, _@gﬁ! 7o tbe /mge) =
lob,é—upJ / po/ne stations do nat realize how mem‘m/ 15 ﬁma’natzozr? :

the community who will accept that patient. That'’s a new, so to speak, blli‘[/t’ﬂ on the
it of all some physicians aren’t interested in taking patients who have been in prison.

or a physician who wi
They may have to stay i

in torcmg new] éfeased cx—pnsoners back to the settings where the)- are most vulnerable.

Concerning situations were also reported where clients were released without 2 methadone prescription or
anywhere to get a prescription, thereby risking using street drugs to cope with withdrawals. One positive
development noted by prescribing physicians was the ability and willingness of dispensing pharmacists to dispense
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methadone at their own discretion for a few days when a person had been released from a corrections setting and
before they are able to see their prescribing physician.

Another problem area raised by participants was the communication challenges that seemed to continue to plague
relationships between corrections and the wider community, despite deliberate attempts to address these through .
clear policies and procedures. There is therefore a need for better communication from correctighsistalf to
prescribing physicians, both when individuals enter the corrections system, and when they arefréléased.

lllegal drugs and methadone in jails
A concern regarding the wide avaihbility of drugs \vithin the correcdons SYstern wag

these situations by treating the person diverting as a victim of bu

The criminalization of drug use
Finally, the wider context of managing drug use, primarily through crimin
contentlous toplc in the mterwews M'mv p'lrtxaPan ‘eheved that managing’ \h ons through the

o a lot of thi SO
i f%g:% :

s.22

Towardreco 'a”d ations

v’»?‘ “%a&

e-recent unprovemem}ﬁg correctiBH: =sértings, reported by clients, advocates and providers alike, show what can
‘gge achieved, Ensuring cBtinui pinuity of care*for optimized MMT across complex systems, with a range of different
Q‘%&nﬂce providers, is a coml:_i_l""f task. Based on the progress represented by review participants in this pamcuhr area

Q@E;MT provision, it is ¢l ‘g:}f Iy worth continuing to strive towards these goals.

xf"’

s emerge from the discussion summarized in this chapter and have informed the
d of this report.

* Continued attention to developing awareness about MMT designed specifically to change attitudes of
providers in corrections settings is needed
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Chapter 14; The Need for Pharmacological Alternatives

5.22

tak h;)lders as
ntral principles

This chapter considers the medical alternatives to methadone treatment discussed by reviey
necessary to ensure the best outcomes for people with opioid dependency in BC in termg
of access, retention, quality of care, effectiveness and equity.

Need for alternatives

Almost every stakeholder involved in the review wanted to see alternatives
believed that providing alternatives would address many of the probler
selection of quotes illustrates these views:

»

“There is a range of substitution therapies, methadone is only one.’

33

“VWe shonld have a choice. Buprenorphine or methadone.
“It is taking government too long to adopt other treatments.’

“The government sees methadone as the big panaced: g an opiate problem and I

don’t think that’s necessarily the case.”

Buprenorphine

many countries, particularly where there has been

titute for Health and Clinical Excellence, 2007).
ine/naloxone (Suboxone®) as a safe, cost-

thad retainingipatients in treatment and in improving quality of life

: ¢ m"«ne Co]laborauon review (\Iamck et 11 008)

Buprenorphine has beco

fomhine and bupres
‘%P P

—,-%éu

atlents’ selt~repor& “heroin us te were also no significant differences in use of cocaine ot
exThe reviewconcluded that given adequate doses, methadone was the more effective

deserve consideration. First, the broader social benefits are not always measured in the
y demonstrated an improvement in the social conditions of patients receiving office-

based bupren _ wreatment (Bilal, et al,, 2003). This study found that patients receiving buprenorphine

4 T'rade name used for the buprenorphine/naloxone compound available in Canada. Suboxone includes naloxone alongside buprenorphine
in order to limir the potential for misuse and potentially Jower the street value and the incentive for diversion. In this summary the names
will be used interchangeably because participants wsed both terms when talking about the drug.
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experienced an increase in the number of relationships with people without alcohol or drug problems and a greater
likelihood of spending time alone rather than with people using drugs. It also demonstrated a significant decrease
in drug related hospital days and number of days engaged in criminal activity. Buprenorphine is commonly
prescribed within primary care contexts. The reported social benefits of buprenorphine type medications are often
considered to be denved from the m’unstre'umng of dmg dependence treatment into pnm'm care g

opioid dependent individuals such as pregnant women, homeless people who inject dru.g; DHISQ
HIV/AIDS, patients with severe chronic pain. A review of the available evidence sy
buprenorphine have advantages and disadvantages for different groups of op101d~

uhase the dragon.’ They Jmo,ée zt and bzlprz’norpb)me i f/)e npprq))mie fﬁ
opposed to injection drug users.’

try into treatment is the first step in a pxoccss and
Srder o engage [clients] in appropriate clinical care”
ore acceptable than methadone, the appropnate

_,__:;;%?f Subd

“3190)?)70)]7/,11)15’ is fust a m‘gggad Jtog /Je/e It rea// /i 4 bzg S et/ q)portlng The fact that it isn’t a L/Jouz me/és fo
aut tbm‘ there just is

“Vou nted a broad range of substances becanse methadone has a lot of side effects. 1t'’s especially difficult for people to work
on methadone s0 you need subslances available like Suboxone with less side effects.” [Researcher and clinician]
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It’s a great drug, a really good tool and that’s what we're doing in addiction medicine these days, sirting around watting for
tools. It is not panning out to be a practical option for any of my patients on account of it not being a Pharmacare benefit. 1
have yet to come across any methadone patients that I can switch over on acount of this. A change in this policy would be

bigh on my list of wishes in opiate addiction management in BC.” [Rural physician]

Participants recognized that there are a number of important practice issues related to buprenorp
the witnessing and induction stages of use which can be complex and demanding on existing,
. o . - . . . . . e
these issues, many participants believed in the potential of buprenorphine suggesting thatg
=
® |5 easier to come off than methadone
®  has less side effects than methadone
® s an effectve way to increase access to opioid substitution treatmers
o is safer because of a lower risk of overdose

o s less likely to be diverted

0 are stable on lower
L ST .

doscs of medmdone to come off opioid ‘iubstltntlot; e'ltment Sy . Nlent expressed the

following view:

5.22

L“h\'SlCl’lns and cuefitsiaike agreed that there was a nceq or DUDQ\OI’]B/ DUPL‘LLIOIP[HHC TO D€ AVALIDIC dd a1

the lon% ranhde

mcreased effecttveness 51:“ : n mcetmg the needs of various sub- popul'\tlona md chent satisfaction which

as been tried with success in the Nethetlands, in Switzerland and in the UK (Fischer,
%ﬁﬁaqscn Rehm Schechter et al., 2007). Generally, improved client retention is one of the
¥, 1np

“The Swiss slitdy compared beroin and methadone, and said that heroin had advantages over methadone for thiee reasons,
attyaction, retention and compliance. Clients like heroin better, they wifl stick around and do what you ask them to do. They
will stay with the program and will participate in the program in a way that they won’t with methadone.”
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Client retention in treatment has been studied in the Vancouver/Montreal NAOMI trial (North American Opiate
Medication Initiative, 2008). To be eligible for the study, participants needed to have had chronic opioid addiction
(at least 5 years) and must have tried opioid addiction treatment at least twice in the past without success. Thus, the
study was aimed towards the most severely affected individuals who had not benefited from conventional
treatment options. The results published in October 2008 show a retention rate of 88% for heroin s
treatment over a 12 month period compared to 54% for optimized MMT. There were also magki
dlicit heroin use for the injection group and the optimized MMT control group, although thig
marked in the injection group. Many participants spoke about their views of heroin assiste}

s.22

gim’ People get their heroin every day, t/)e) ve ot ju.nf
iping with my life. The next thing you know they're
.’ That's why in Switzerland they actually call it beroin

Some participangs-cautioned against heroin assisted treatment, particulatly in light of the dangers of continued
mjecnon practices. Other participants believed that heroin assisted treatment would place ‘Yoo many demands on the
system.” Despite the many reported benefits, participants described a prevailing stigma rather than openness even
to discussing heroin as an alternative treatment to methadone in BC.
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Morphine

There were a smaller number of comments on morphine as a potential opioid substirution treatment. Some
participants believed that morphine

*  was easier to get off than methadone,

® was potentially less controlling than methadone because there was o need to go to 2
frequenty :

¢ could be used to help people transition off methadone and other opioids.

and over again.”

Toward recommendations

Alternatives now exist in many
atment, and clients and

Review participants wanted alternatives to methadés
other jurisdictions. Professionals want to be abl
family members want medications that do not hﬂt%: :
difficulty of coming off the medication. e

The following considerations emerge from the discu
recommendations at the end of ;

&—
. = - .
ent policy ofiglfernatives to methadone that is based on the best
x4

o,

. . S50 L - £ 3 . . . .
available evideg@eatid provides thebest fit to the BEitantext with particular attention to those populations

P
not well sexyBelzb?

5y the current l\
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Chapter 15; Stiama and Discrimination

5.22

‘Hile issues of
form the focus

Stigma and discrimination were cited with reference to almost every topic discussed in this revies
stigma and djscrxmmauon have been repe'ltedlv noted throughout the precechng ch’apters the’é:a WV

provmce.
Stigma, drug use and MMT

Societal view of substance use and illegal drug use
According to review p'\rticip'mts there is a vie\v of people \vho ug

,n I

me/m 1o sociely,”

Z.’-—‘E—'

‘i 1} quz'te striking /)my, compamd to mental /Jea/tb, i

A lack of understanding abouiEtheteatise
fuelled by the media an merﬁadone alwi

‘g"iﬁ;wm/ model,”

Aproblematl bs ance use, and a fear of ﬂleg*ll or illicit dlug use, is
: »seems to get??zr

substance use, such a

né ; freatment ccn

5 = }%nent ‘No one wa
=Feduction or addictions
% dar,”’ for fear of a backlas

e

Rz

person high. The dominant view of methadone is that it is a “drug” rather than a

LI e ) 1 R ) 4]

s.22
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Media representations of methadone contribute to this stigma by focusing only on the system failures. The
negative publicity around methadone pharmacies in the Downtown Eastside of Vancouver in late summer 2008

likely perpetuated these stereotypes. During 2008 there was community opposition to new pharmacies opening in
neighbourhoods in Vancouver if owners did not agree in advance #of to dispense methadone. Privateﬂclinic

many community-based GPs to prescribe methadone in their office-based practices.

The internalization of stigmatized identities

demoralized about self, abont society, T am a loser, 1 am a dirthag.” These ar?
There’s this inherent fear that somehow they don’t measure up lo other people. T
tD‘ 9 ” q?l”

people who are the sub]ect of these views. The nega"&rc percep ; feth: fthe assocmted labels, can be
erson’s ability to move towards

reCOVefS-".
Stigma and discriminatio

“T don’t think rhere isiiyivhere i 7 siistmethadone has been settled fo the point where it’s just

another freatmen

.. without any legitimacy, many people walking aronnd making some very
ne being less than, or illegitimate as a person, in this vase, someone in recovery.”

v is a prediction that directly or indirectly causes itself to become true, by the very terms of the
Positive feedback between belief and behaviour. Although examples of such prophecies can be found
in literature as fatbdck as ancient Greece and ancient India, it is 20th-cenmury sociologist Robert K. Merton who is credited
with coining the expression "self-fulfilling prophecy” and formahzmg its structure and consequences. In his book Sovia/ Theory
and Social Structure, NMerton writes: “The self-fulfilling prophecy is, in the begmmng, a falre definition of the situation evoking a
new behaviour which makes the original false conception come 'true.’ This specious validity of the self-fulfilling prophecy
perpetuates a reign of error. For the prophet will cite the actual course of events as proof that he was right from the very
beginning” (1968. New York: Cree Press. pp. 477).
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2005). Stigma results in mistrust, and is detrimental to quality of care. Participants described “gume playing that goes on
all the time.” Some professionals expressed a lack of trust towards people who are prescribed methadone, saying
things like, “they will take you fo the cleaner.” One client said:

5.22

Many partcipants believed that methadone should be viewed as an ordinary medicaton fog ﬁg terrn condition.
“lethadone is just another medication, and i needs to be ireated as such.” If this happened, manyg
more acceptance and better care for people taking methadone.

Inappropriate prescribing of methadone also was thought to influence and enhance Ehe stigma peopl
Sy '

prescribed methadone experience. For example, under-dosing leaves peopl yjéct to withdrawal and

continue to use street drugs while over-dosing leads to people “nodding o £

:»peakmg out:

ey

A lot of people are so svared that there's going to be F’@ﬂm onsey
Justified in having those feelings.”’

to be “very ideologival and hampered by moralizing” Participants reported that there was a
ﬁns working in addictions medicine, as well as other specialties and primary care, who

e just substituted one drug for the other ... yout are not really getting healthier ... not getting better.”

s
onerous Imﬁg@@mg to get their p@; Zctan to continue fo prowde methadone while tbe) re in a wnit deto xing. That'’s a
Sragmentation! Why hasn’t that been remiedied? \Why is it that more physicians don’t want to get methadone licensing? What
is that about for them? Because that'’s a whole body of pretty important people.”
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One person related what he believed to be the view of many physicians, that prescribing methadone is an
“inclulgence, rather than giving people a pharmacotherapy that their brains need.”

Residential treatment centres in BC still tend to be abstinence based. Some residendal addiction services define
methadone as a drug and do not admit methadone clients for treatment. This restricts an already limited range of
options and clearly continues to stigmatize people®. An atttude prevails in many residential treatiignt settings,
including recovery houses, that “abstinence iy not methadone,” leading to people getting taken offfmétiadone on entry

to services, for example through the use of “orved tapers.”

"Il-” bave a p/))‘xivian who doein ’t believe in methadone. S 0, uniess the client agrees to vome iz “weaning

with services.

MMT systems that reinforce stigma

methadone are therefore seen as bcmg “ozmzde of t}J
MOMT as ‘deb;tmmlz‘zng ‘with “Gartte valls” and Iong w

ﬂi’lT . The system structure can mﬁl\e social re-
Y
ysician visits and daily pickups of prescriptions.

fE oz(pa qf L/lt’l!/f 7, _g;_;;m line up:
4 imge/ed ;tgmnlzved 7:/}' i

n this access-to-care issue, For example, Hettema & Sorensen (2009) provide a policy
histoxical perspective drawing on Amercans with Disabilities Act implications of such access

1., (2009) report on a trial that found similar 24 month outcomes of residential treatment for
matched M\ ADMT clients demonstrating the potential of equal access to specialised residential treatmeant for
people taking méthadone. They conclude that methadone patients fared as well as other opioid users in therapeutic
community treatment. Work by Greenberg, Hall and Sotenson, (2007) describes a number of practical strategies that may
improve the feasibility of including people taking methadone within residential treatment settings such as educating staff about
methadone to eliminate misconceptions and reduce staff generated stigma, preparing staff to deal with certain situations that
may develop regarding methadone such as nodding off behaviours, the need to educate other patients on methadone related
topics and the potential of twelve step oriented MAMT groups within treatment programs.
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addicted, criminalized people all hanging out together. Jail is crime school and Pender clinic is dng taking school. The small
Divture Is they congregate but the large picture is we force them to do that.”

Stigma and discrimination within peer group supports

Participants described ‘Jear and handouis” as stoppmg chents from formmg SUPPOLE ZTOUPS [ 2 '1ddx§;"'

“Get on the bus. We're not debating this anymore.”

Service delivery

amongst many pfu:tlmp'mts for a Shlft in focus from )
“how do we instil wellness and allow people 1o reach z‘bezr@
the community to counter negative stigina was dis&i

Avotding the creation of ‘ghetros” of specialist adchc
better djsrnbuted throughout the provmce was also

imfd ﬁ,jgg a5 of how to mvé- ople t’leg meth’xdone in

1 A&\Wattempts or mt'%
A
pEOp lc who are Pg{?&tgt e
Teais %}?’ﬂixcuon ‘coad-shows,” delivered across the province in
d provide, but current structures of MMT' do not allow

Al Ealagement in promoting awareness and understanding of what these issues are, how
R
G a//enge mmgﬁ;zt/m We have to understand that af a certain Dpoint there is no choice left.”

isa ké’yﬁtﬁ%u this w. ‘:_:@ AMT does work and there is an important pubhc relations campaign needed according
takek oldm—f?b take this information out into local communities:

“We would 7’[&5’?‘?) do more effective monitoring and evaluation of our program and to do a cost-benefit analysis that will show
to the wmm:mztj more widely our suscesses ... We need 1o get the public interest bebind us. They need to get bebind the harm
reduction and give us positive support. T/Je}e needs 1o be awareness-ratsing. We need to show the community how the
miethadone program is benefiting them and show them the partnerships that are going on. This goes for other professionals and
agencies loo. Instead of other professionals and agencies seeing us as competing with them for resources they should be belped to
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see what we do as supporting and aiding what they do. In fact, we save a lot of other resources and divert a lot of people ont of
" 31

more expensive service use, hospital er. They need to know nore about what we offer.

One health authority manager talked specifically about the importance of health authorities taking a lead in this

area:

viewed by some as essential:

It is abour being directly clear about people’s attitudes as to why they get.
explaining it 1o people in a way that is engaging. That should happen &
repetitively. So at the end of the day people will graduate with some kind s
okay. It's fine. It's fust what they do”.

problems.

Toward recommendations

ust address the root causes if sustainable and pragmatic developments are to
ss stigma and discrimination, as well as the social determinants of health and
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“an 1y m;o towardy /)e/pm‘g)olmelf is lmporz‘aﬂt Ity opeﬂmg a a’oo) ora wum'ow 4 nd t/mt s the mg>oitmlt part. I/ the

This concludmg chapter brings together many of the pomts discussed in the report mnto an 3g‘ gada for change,
Wwittterconnected the

Comprehensive “wraparound” care and optimized MMT
“Wethadone is a ‘/m(gu buliet,” there iv nothing else as powerfirl in addictions 4
_.5‘

Some models of MMT are more capable of providing optimized @ .

had the capacity to closely link MMT with primary, comprehensivg

viewed as a key resoutce in helpmg to fncﬂltate a gre'lter coll'tbommor\lg‘ﬁ_w et gmghc health, primary care, and
=in BC

clgatly offers a model for
including a 54% retenr_ion

h as adcquat&”d@ge psvchosocml mtcrvenuons, muln-dlsmplmary

reed upo AS a strategy for poaxuve systems change Participants also agreed that
gd far between, paruallarlv in northern and rural areas of the provmce and thercfore

s.22

Research shows that providing a minimum level of counselling to MMT clients pays dividends in terms of better
outcomes in relation to drug use, crime and health (Kraft, Rothbard, Hadley, et al., 1999). Research also shows that
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counselling services, and how they are delivered, can have as critcal a role in client outcomes as methadone dosage
(Blaney & Craig, 1999). According to the UK’s Natonal Treatment Agency for Substance Misuse (2004), drug
treatment services should make links with external agencies providing training, education, housing and
emplovment so that chents who need these qddmoml supports can gain beneﬁts from them One US study found

r\gencv for Subbtance Misuse).

Providing MMT through other social or welfare services can be another model to ing

. - . . %
c01npreher151ve, wmparound care. One example is the setung up of MMT serwgfs
.

c\jstmg pro Fessxoml and heqlth board boundanese Lo
services.” (Scomsh E\ecunve 1999) M'lmged chg‘i’_f"“

ther very popular idea amongst review participants,
75 . .
for clients with other staff members and to better

; p'eet of MMT.
acy can provL

51 1ty of Brmsh Columbia, integrating opioid qddicnon care and I—IIV care may
for this vulnerable population and should therefore be expanded. ‘Muld-

16 address thty concerns in othe: health care services 'md there is no reason why it should not
be used in MMT services. Indeed, given what this report has indicated as the serious and intersecting
vulnerabilities and health challenges of this population, it could be argued that this group is in need of such
approaches most urgently.
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A promising local interdisciplinary example is the new women-only pharmacy in Vancouver’s Downtown Eastside,
Canada’s first pharmacy exclusively for women. This pharmacy is operated by Vancouver Women’s Health
Collective as a social enterprise (profits fund the non-profit organization’s social programs) designed to provide a
safe and respectful environment for women in the Downtown Eastside. Women are able to have theu
prescriptions filled and get advice from a pharmacist, access primary care from a nurse practitionet
counter products, access health information and workshops and use the space to meet. A secon
planned for the project where other health services will be provided including those of a napiigpath (Waugh,
2008). Other such models, designed to ensure contnuity of care and an effective mulu fary approach to
MMT, exist internationally (Bennett, n.d.).

As5e is also

generally believed that all MMT clients needed a “group (y‘;ﬁl'q/éa'.)'iwld{i,;d?—
report have indicated, many participants did not believe that MMES

5 essential. While there is a clear
d resources offered by other

nurses. Here Re
disciplinary team.

called on to provlde hjgh—quahtv health care in BC, particularly for people who
S8ihg services. They are rypically educated to Masters level and have a scope of
at were traditionally undertaken by physicians, including diagnosing and

ess demands for opioid dependency treatments. Currently, Nurse Practitioners can
sfor narcotcs. Many pamclp'mts did not see this as msurmount'lble, however In thc

the provlsmn o jore effective and accessxble patient care (National Treatment Agency for Substance Mlsuse
2005b). With Nurse Practitioners increasingly proposed as essential components of primary health care in Canada,
they are an ideal group to drive MMT forward.
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A stepped care model was identified in Health Canada’s Best Practices - Methadone Maintenance Treatment (2002). In
this model, more stable clients receive their care with GPs, and more complex or unstable clients receive their care
through clinics where there is a range of other spedialist addictions support. With a muld-level approach, people
can move through different settings of care as they stabilize, receiving care that best suits their needs. The ultimare
goal of stepped care approaches is to move people into the most optimized level of care through a:frécess of long-
term recovery into a decent quality of lite, whether they continue to take methadone or not. St g{)e are was
noted to be 2 key area for development in the 2008 Narional Treatment Straregy which should ood foundation

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

One size does not fit all

1 have a lot of patients who are working. They don’t use a methadone
iize fits all.”

The provmce needs to dcvclop a full range of options for the variety o g c areas and sub-populations
~people with HIV, people who are

i 68, ¢ 'md differentst;
ss, the cons?ﬁ ible gcographic'll
Shand off ~reserve Abong1ml

communities. Certmnls for a number of pqrta of rur
primary care services where su SE € i . ik _ov1ded as and When nieeded. The telehcalth model
is an important potential re ' '-E»} te model, as described in Chapter 12. Without
priority being given to d P iCesioutsi : eas, clients will continue to be drawn back to them
scribed as ‘#he box,”, somewhere many people are
trying unsuccessfuy provide good health care and substance use
prevention and 1

anfield, 2001; Klingemann, et al,, 2001), and recovery careers (White, 2008).
recovery in subst’mce use treatment sert'mg‘; 1s about putting the service user at r_he

pml (Cloud ¢

W ardlc: é’i’iﬁ

MMT was a therde partjdpants returned to again and again through the review:

“Different programs, because not everything that works for one person ix going to work for the next. 1t'’s got to be more on an
individnal basis defined by the individual needs, not as a mass.”
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“VW'e need to rethink the program. It isn't going fo look the excact same for everyone. But that we still need to continue to offer
ther all of the pieces of the continunm. That we do that. And so even though we are a small ream, and limited resources,
there are opportunities for people to access different pieces that they need.”

As one manager notes, positive attitudes in staff lie at the heart of service provision for people with
dependcncv' “\I)’ J‘taﬁ'zzre grmt . warm, ﬁieﬂd/ , non jztdgmenla/ " Many stakeholders \v'lnted a reot]

supports the 1 1mportance of expenenced and helpful treatment staff 'md pos1;_
1999). Relationship-centred care is actually a new philosophy or &arnewo;K o
and is essentially about recognizing that the nature and quality of rehu“zg"

Inui & the Relatonship-centred Research Network, 2005). This pl
in BC.

- ~ 2
Long-term care or chromc disease management siu b%lelpful rnodels 1n=w ; -_cilitat{on of rclational

approaches to \vorlsmg \vxth people with long—tem.cgi&dinoﬁs g
models for ﬁsc'nl arrangements, as explored mn Ch'lp‘?f%; these cof éf{

families and supp@rters" is one importa “
mformauon gu1de%@@,§duced by 3

*“:@ w.m‘i
A n ”ﬁ%‘ (gf pamapqnﬁﬁ%\v attention to the potential of peer and self-advocacy groups in developing the

effectiv ef:e‘sggnd qugﬁf MMT. One person commented:

87 For GPAC patient information guides see http:/ /www.beguidelines.ca/gpac/patient_guides.html
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“self-advocating organizations are imporiant. We've seen a real decline in that in the last 5_years in this province. “lnd
there’s a resurgence of them again. We are kind of trying to rebuild those things ... I feel that there iy definitely a key role for
those organizations becanse they bave the ability to speak about what's real for the population.”

A health authonity participant noted similarly:

“NYou need an advocacy group, Some pressure. Take the plunge. You Enow, stick your neck out. Stay wif B tenacions.
& 44 J 1y W1 1

That's the only way it is going to happen.”

la ona me)‘a//n .!é@ Likza bcm,é ardso SE

given the required medication right away withont a question ... With all 2
ity like a debit o

they know you've had your drink. How much, where, when ... “Autonis
€y ) )

or providers, client, supporters
s also seems to increase their satisfaction with the

people like X make, who was very involved in this. She would go around
e zmpomzme qf drug treatment mm’ methadone. . If.o not like we don’t /Jm/e

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

to meet the ne

8 For more information on the BC Association of People on Methadone see http://www.vandu.org/groups.html#bcapom
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action on improving the MMT system for the fumre. This multi-agency dialogue was thought to be needed after
the review process specifically but also to be built into the ongoing leadership of the program:

“Yer a task force together to look at certain elements and approach it reasonably so that you don’t take on the world because
_you won't solve the problem but perbaps focus on three ... but almost put a strategéc plan together on what you e
the issues are, now put a strategic plan around bow are you going 1o fo.ur and get something done and really g

that are truly inspirin,
ges which made

also many and d1ver§,e Most xmportandv the frqu‘g Hi EMMT with other
mamstream health and social care supports is scvse 5 to meet the needs of its

compas§1 pateandsc ttied care. While more resources are clearly needed to develop and support existing
programs, 28t resource is the people that work in MMT services and they need to be valued and
supported. It 1s1=herefore with great respect that the following recommendations are offered to the province of BC,
with the intention of helping to build on this capacity for excellence, while at the same time creating clear policy
and practice solutions to address the significant challenges. Improving MMT in BC requires the active
involvement and contribution of its stakeholders, including those that take methadone, their families and
supporters, working together with courageous leadership to create a program of which everyone can be proud.
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Recommendation 1: Health authorities should be given the lead responsibility and reconrced to develop MMT and effectively
integrate it within their mental bealth and addiction services and primary care. Leadership within the bealth anthorities should be
supported by the Ministry of Health Services and other government ministries and informed by a provinvial, multi-stakeholder
Methadone Maintenance Committee.

and advocates is imperative)

® Members should be chosen based on their ability to effectively
and to reflect the gender, age, ethnic diversity and geograpt

¢ The Committee should be mandated to support the healt
tools to support best pmcnce in MMT (e. g , evtdcnc&bqse‘

WS (e.g., pharmacies should be required, wherever possible, to have confidential spaces
nsumption of methadone)

. agement should ensure coordination of care for people on MMT who are involved with other
systems{e.g acute care, HIV, mental health or corrections) or who are particularly vulnerable (e.g.,

homeless)
¢  Nurse Practitioners should become an integral part of MMT care delivery

¢ Care should be planned and regulatly reviewed with clients (and their supporters if desired)
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Looking fo the Future

*  Flexibility in service delivery should be maximized to ensure that services are available to people at times
and in locatuons that make accessing them compatible with employment, parenting and other activities of
daily living

*  MMT provision should include a range of optional, complimentary psychosocial SUpports for all clients
(including counselling and supports related to housing, employment and parenting)

should be dev eloped that fit this model, mcludmg coverage for.a
psychosocial supports =

e Fiscal arrangements that currently appear to be chstorr_m fiigwith good client care
i ind replaced as appropriate

Recommendation 6: The present federal licensing arran; - pres Z Wb (ﬂfmn treatment should be /ezuewetl
with respect to the impact this bas on aueess relention, quality, '
elm/zmzte the need ﬁ» Jpemz/ li ense, 'mm Alternative o5 rzbwg zmd in other jurisdictions (e. 8 Steh as non-

Client groups shou’ﬂ e resourced specifically to become meaningfully involved in professional training
on MMT, to prod%’mmmg matenals for healr_h care prowders and the pubhc on a range of issues

=
Recommendiﬁ n 8: The bensfits of MMT should be celebrated more widely to proactively address the stigma and discrimination
still faced by people taking methadone.

* A short information leaflet for clients and family members should be produced

* A booklet or DVD on MMT should be provided for the general public and local communities
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Locking to the Future

*  Best practices in the province should be regularly profiled by holding an annual conference to showcase

innovative practice and service development in MMT

e The press should be kept updated of these innovations and developments

Recommendation 9: Evidence based alternatives to MOT should be made available in cases where MMT is goteljective as a

[first line treatment.
m%.

* The provincial government should actively involve all stakeholder groups in decisig ‘f%}mg related to
Seople with opioid

itigma and anti-discriminatory focus. Continwous professional development forlly
facilitated. B

e  Existing undergraduate physician education and training should I g&wggcd to ensure that all newly
qualifying physicians have had sufficient gducation and training in tﬁ@g@g@ement of people with
problematic substance use to enable licEnsesitospFescribe opioid substifiiffeniireatment to be awarded

T

VRO TN

o All training and continuous professional de cted with the provision

of opioid substitution treatment should be
*  Regular multi-professional opioid substitutio
authority to encourage 3 ig:ibers and o
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Appendices
Appendix 1: Coding Framework

emerging data.

Background and Context

Models of methadone provision
Methadone Clients

Alternatives to methadone

Financial systems and who pays for what?
Accountability/Regulation Systems
Methadone in private clinics

Prescribing physidians

Pharmacists

10. Need for other professional support

11. Health Authority Involvement

12. Strengths of Methadone Program

13. Access issues and barriers to methadone
14, Factors that impact client retention on gt
15. Stigma and discrimination of people on®
16. Client views of methadone program

17. Aboriginal

18. Gender issues

19. Physical health impact of methadone
20. Practice issues

21. Interface with Police
22. Problematic prag
23. Suggestions fj =

o A AN
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Appendix 2: Data Collection Schedules

Interview Schedule for Key Informants - Phase 1 of study — an Issues Scan

Note: This 1s a semi-structured interview format and will be used to guide the intervie\v process. Due to time

face interviews but can also be used tm telephone interviews.

Introduction
Introduce researcher and provide contact details — leave business card.

Ensuring Consent
Give participant copy of the participant consent form.

Talk through each point.
Ask if there are any questions
Remind the participant that they can verify the ethical app

If consent confirmed then ask the participant to sign both COpIES;
to keep and retain the other copy for the project files.

interview.
Questions

Informant's Role, Position, Location etc
1. What is your role and how are you/have you'}

6. What stren ) § i ecific areas of good practice, if any?
7. Do you have ¢ O, can you descrlbe thesc? Do these concerns have any
dLrect negative

16. Are there issues related to capacity to provide the service that you would like to raise?

17. Are there issues related to inequalities across the program that you would like to raise? (after their
response specifically probe on Aboriginal/First Nations communities and individuals on and off reserve,
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those in corrections facilities, on women, pregnant women, vounger clients, older clients, clients with
mental health problems, clients in particular neighbourhoods, rural and northern versus urban etc).

Client/Consumer Satisfaction
18. In general would vou say that the majority of people who receive the MMTP in BC are satigfied with their
treatment and experiences with treatment? ;
19. 1f not, what would be the main complaints?
20. What could be done to address these complaints, in your opinion?

Fiscal issues
21. Do you have any comments to make concerning fiscal or financial issucs wj

22. Have you any comments to make regarding how fees are charged or adrmn
(probe separately on physician fees, clinic fees, pharmacy fees) =

. Are there areas of poor value for mone) in any areas of the progr_

. If so, are there ways that these could be addressedr
. Are there issues concerning the accountability/ respomxb
to mentions
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'F'h
w
Qut

Shou]d there be any ch'mges in your opxmon to how the M}
services to clients? If so, how would you suggest this is change

other stakeholders?

Possible solutions to problems or concems with the iy
29. What solutions do you have (if any) to the

30. What orgammtlon/ agency/individual is bes

you have raised?

rovement in these areas

Closing comments

Sityour pmr%e@

i i“;;%ia email.
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Phase 2 — Focus Group Schedule for Clients/Consumers

Note: This is a semi-structured format and will be used to flexibly guide the focus group process.

Introduction
Introduce research and provide contact details — leave business card of lead researcher.

Ensuring Consent _
Give participants a copy of the participant information and consent form. Talk throughieach point and ask if

there are any guesuons Remind the participants that thex can venfy the ethxcal aEp

hat we all have to sayr We are
othcr s views. Ag::cc:p

o Can we all agree 10 be respectful of each other’s points and to lis
gr ) P

o}

It is important not to tatk to others outsid
be a safe space for discussion because peopleips;
know, for example. Please can we have a co
be confidential to thi
about what you are;

Qttmg and if you would pre,fm to have an individual
repared that people may choose to leave ar this

“of barriers other people are experiencing or have experienced?

ON LIFE: What distances have to be travelled to get prescnptlons and the methadone itself?
What is the average amount of time spent on ensuring methadone receipt every week? Does being on
methadone limit your choices for how you spend your day? Please elaborate.

4. QUALITY: What about the quality of the treatment you receive? What would improve the quality of your
experience?
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18. What could be done to address these complaints, in your opinion?

Fiscal issues :
19. Do you have any comments to make concerning fiscal or financial issues within the program?
20. Have you any comments to make regarding how fees are charged or administered in the M

(probe separately on physician fees, clinic fees, pharmacy fees)

- Are there areas of poor value for money in any areas of the program?

. What are your views on urinalysis tests? Are these tests a useful aspect of the progy

. If s0, are there ways that these could be addressed?

Are there issues concerning the accountability/responsibility of different organizad 083 ou would like

to mention?

Could accountability be ughtened up in any areas and if so where? Hoy wou d you suggest™d

. Should there be an) ch'lnges in your opxmon to how thc MMTP is, %et}een/ administered t

program?

[CICINEN
RN

w

o b
N

other stakeholders?

Possible solutions to problems or concerns with the MMTP
27. What solutions do you have (if any) to these issues you a3
28. What organization/agency/individual is best placed to také? cres provement in these areas
you have raised? 2

Closing comments
Is there anything further you would like to

valuauon?’

Other informants
Are there other people you

Thank you
Thank you for yt

“'a
Please let me knﬂug" =
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Appendix 3: Minute of the Medical Services Commission

Further amendment to the Medical Services Commission Payment Schedule Section of General Serviges, May

2009

Miscellaneous

T00039 Methadone treatment Only.. ..o )
Notes: 4

A .. . . A3, = .
1) The physician.does not necessarily have to have direct face-to-face contac W?r};;thc patient
for these fees to be paid.

,;ﬁ’;
\:‘Xﬁ%
£73 AL

difction of methy orie/ methadone stabilization.

ATEEITT .
bilizgtion on methadone is complete.

E;isolated locale which is a

¢) Case management/treatment planningy
d) Supervised urine drug screening and in
e) Counselling by a physician.

f) Communication with ge

AR

1) Commufiiz:

payable in addition.

& . e ..
gitem is limited to physicians who:
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Appendix 4 Methadone Guidelines and Frequency of Clinical Visits

Health Canada. (2002). Best Practices Methadone Maintenance Treatment.

¢ permit methadone prescriptions to be faxed to community pharmacies
¢ explore alternative approaches to monitoring/urine toxicology screening

s recognize the need for flexibility when local circumstances demand it

Early Stabilization Phase: Frequency of visits
Twice-weekly visits during the first two weeks of treatment are recommended,
increased risk for methadone toxicity ot cannot be stabilized at a low dose.
scheduled for two to six hours after the methadone dose. The physician
side effects.

The late stabi!ization phase (2-6 weeks)

assessment by a physlcmn and the reason for the dosage 'ld]ustme 1
dosage adjustments on the prescription (for example—*“increase by 5
assessments through non-medical personnel.

The maintenance phase (6 weeks +) _
The patent should continue to meet with the phj
the patient’s clinical smbﬂity.

$ieliinhe the first year, depending on

*Ea.

~=,

in Alberta.

Clinical Visits
1. Patients in the:

41~‘=‘_ﬁ sfgﬁtfm%\ Y

>, The frequency off Haee o face interactions should be gmded by the clinical situation. However, typical
: éﬂlﬁ be

' Frequency of Clinic Visits

! At least every two weeks

: Leg‘z"lﬁﬁlfi months At least monthly
. Less than 12 months At least every 2 months
- Greater than 12 months Al least every 3 months
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Appendix 5: PharmaCare Reimbursement for Pharmacy Dispensing of Methadone

Summaty of policies effecting the data

Calendar Year May 1, 2001 - Present (Current Policy)

Ingredient Fees:

clims where processed \vxth 1ngred1ent fecs of $0.26/m}).

Professional Fees:
PharmaCare will pay up to one professional fee per day regardless of plan

Interaction Fees:

vi Fthe i mgcsuon
pfment Each client d.\spenxed methqdonc under the \IetlndoneM@@nmce P
one interaction fee per day. 2

Calenday Year 1997 - April 30, 2001 (Old Policy) &

"y,

Ingredient Fees: e

The Ph'u‘maCare masximum 1ccepted cost for mefhaﬁone wassseEa k! &26

/ ml dunng

Professional Fees:
Only claims adjudicated under the

pxofessxoml fees p'ud for by

harmaCare%}&wE- ot cover the profesqloml fees of other plans,
&e registered oﬁxcome assistance (plan C).
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