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Today’s Objectives
• To heighten participants’ awareness about Opiate
Replacement Therapy to reduce stigma and other
barriers
• To increase participants’ knowledge and expertise in
managing the health care needs of older patients on
ORT, including chronic pain
• To increase participants’ knowledge and expertise in
working with patients on ORT while hospitalized,
following discharge

Agenda
• Review: Opioid Replacement Therapy and Opiate
Withdrawal
• Pain, Addiction and ORT
• Factors Influencing Addiction
• Stigma Busting
• Case Study - “Mr. A”
• ORT Issues for clients in Hospital and LTC
• ORT Issues on Discharge to Community
• Question and Answer

PERSONAL REFLECTIONS

PERSONAL REFLECTIONS
Withdrawal

PERSONAL REFLECTIONS
Pain

Methadone (MMT)- Review
• A long-acting oral opiate analgesic
• Given in the appropriate dose to opioid-dependent patients
– Dose is usually once daily

– Suppresses symptoms of opioid withdrawal
for 24-36 hours
– Reduces cravings for opiates

– Does not induce sedation, intoxication or
euphoria *at the correct dosage*
– Reduces pain for short periods of time

– Cross-tolerance to other opiates
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Buprenorphine/Suboxone- Review
– Alternative to Methadone
– Sublingual tablet, dissolves in 10 minutes
under tongue
– Partial agonist
– Blocks opioids
– Ceiling on agonist activity
– Can precipitate withdrawal
– Lower potential for abuse

Buprenorphine / Suboxone
Summary
• It is as effective as methadone
• Its slow onset (4 hrs) and long ½ life (24-60 hours) make it suitable
for opioid substitution therapy
• Some patients can use alternate-day dosing

• It is currently not covered by Ontario Drug Formulary (but can be
accessed through special access, and First Nations)
• Carry doses are available, with less stringent regulation

• There is a ceiling effect (max dose 32 mg/day)

– This makes it a safer drug to use -- less overdose potential
– Max equivalency to only 60 mg of methadone/day
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Opiate? Opioid?
Four Classes of Opioids
Naturally produced
in the body

Opiates
-derived from opium
poppy
(e.g.,
morphine,
codeine)

Semi-synthetic
Opioids
(e.g.,heroin,
OxyNeo, Dilaudid,
Percocet)

Fully synthetic
Opioids
(e.g., methadone,
Suboxone, Demerol)
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Prevalence of Pain in MMT Patients
• 390 patients from 2 MMT Programs
• 80% - any pain
• 37% - chronic severe pain
– 65% high interference in physical / psychosocial
functioning
– 34% used alcohol or illicit drugs to treat pain
Rosenblum A, et al JAMA, 2003 May 14;289(18):2370-8
From Bordman, Jovey 2006

Addiction and Pain Management

Opioid Pseudoaddiction
“…occurs when a patient with undertreated pain
becomes more demanding and hostile,
exhibiting behaviors that look similar to the
drug-seeking addict.”
Weissmann and Haddox, Pain 1989
Kirsh KL, Clin J Pain, 2002
from Bordman, Jovey 2006

Opioid Induced Hyperalgesia (OIH)
“This phenomenon of central sensitization is implicated both in opioid tolerance (ie, the
requirement for higher doses of opioids to maintain the same level of analgesia) as well as opioidinduced hyperalgesia, in which patients with chronic opioid exposure become more likely to
experience pain with less noxious stimuli.
Patients with OIH paradoxically experience less pain relief with increasing opioid doses and, as
OIH increases, their pain may become more diffuse or otherwise change in quality “
Management of acute pain in the patient chronically using opioids, RM
Arnold, MD, JW Childers, MD, “Up To Date”, Wolters Kluwer Health, 2014

-ORT patients with pain may actually require MORE,
not less pain medication to manage their chronic pain

Social Determinants of Health

Factors Impacting Well Being
low
income

poor quality
housing

insecure/poor
working
conditions

early
childhood

lack of
education
social isolation
Family conflict

discrimination
abuse

unemployment

Unrelenting Chronic Stress or Toxic Stress
Access to care

Genetics

Mental Illness & Chronic
Illness

Coping
through
Substance
Use

Stigma-Bustingor “10

1)

things NOT to say to a MMT/Suboxone Patient”

“They don’t pay me enough to work with people like you.” (Direct quote
from an RN in ICU at Sunnybrook Health Sciences to our client.)
2) Assume that all MMT/Suboxone patients are sex workers or drug
dealers, or criminals
3) “You’re just Drug Seeking”
4) “They don’t have a anywhere to go, they can wait”
5) “Malingering”
6) “You’re wasting health dollars- you did this to yourself”
7) “When are you going to get off of that stuff and be CLEAN”
8) Labelling “Addict”, “Alcoholic”, “Junkie” vs. “person with a….”
9) Moralizing tone vs. framing it as a health issue
10) “Non-compliant”, “Resistant” “Unmotivated” vs. Not ready to change,
ambivalent about change

Stigma and Addiction
“Confronting Inadvertent Stigma and Pejorative
Language in Addiction Scholarship: A Recognition and
Response”
http://www.tandfonline.com/doi/abs/10.1080/08897077.2014.930372?url_v
er=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%3dpubmed

From Substance Abuse, 35: 217-221, 2014

Ask not why the addiction….
but why the pain?
Gabor Mate

ORT Issues in Hospital
• Patient is already on MMT/ORT and
presenting at ER
• Evaluating Opioid Withdrawal (COWS)
• Treating Opioid Withdrawal
• Temporary Methadone Exemption- how MD’s
can obtain one
• How to determine correct dose, last dose,
missed doses, “out of treatment”

Health Canada
Temporary Methadone exemptions are issued
for Physicians by Health Canada:
“A temporary exemption for treating one patient
in a defined institution for a defined period of
time (normally two months)”
Health Canada (613) 946-5139.

Symptoms of Opioid Withdrawal
Uneasiness
Yawning
Tears
Diarrhea
Abdominal cramps
Goose bumps
Runny nose
Insomnia
Anxiety / restlessness / agitation
Severe discomfort
Chills and shivering
Muscle cramps and spasm
Generalized aches
Tremors
Sweating
Clammy skin
“Creepy crawlies”
Bone ache
Image source:
http://fiddaman.blogspot.ca/2011/11/serox
atpaxil-withdrawal-guidance.html

Exhaustion
Long term depression, anxiety, hopelessness

Clinical Opiate Withdrawal Scale (COWS)

2 patient reports severe diffuse aching of joints/ muscles
4 patient is rubbing joints or muscles and is unable to sit
Flow-sheet for measuring symptoms over a period of time
still because of discomfort
during buprenorphine induction.
Runny nose or tearing Not accounted for by cold
symptoms or allergies
For each item, write in the number that best describes the patient’s
0 not present
signs or symptom. Rate on just the apparent relationship to opiate
1 nasal stuffiness or unusually moist eyes
withdrawal. For example, if heart rate is increased because the patient
2 nose running or tearing
was jogging just prior to assessment, the increase pulse rate would not
4 nose constantly running or tears streaming down cheeks
add to the score.
GI Upset: over last ½ hour
0 no GI symptoms
Patient’s Name:___________________________
Date: ______________
1 stomach cramps
Buprenorphine induction:
2 nausea or loose stool
Enter scores at time zero, 30min after first dose, 2 h after first dose, etc.
3 vomiting or diarrhea
Times:
______
______ ______ ______
5 Multiple episodes of diarrhea or vomiting
Tremor observation of outstretched hands
Resting Pulse Rate: (record beats per minute)
0 No tremor
Measured after patient is sitting or lying for one minute
1 tremor can be felt, but not observed
0 pulse rate 80 or below
2 slight tremor observable
1 pulse rate 81-100
4 gross tremor or muscle twitching
2 pulse rate 101-120
4 pulse rate greater than 120
Sweating: over past ½ hour not accounted for by room
temperature or patient activity.
0 no report of chills or flushing
1 subjective report of chills or flushing
2 flushed or observable moistness on face
3 beads of sweat on brow or face
4 sweat streaming off face
Restlessness Observation during assessment
0 able to sit still
1 reports difficulty sitting still, but is able to do so
3 frequent shifting or extraneous movements of legs/arms
5 Unable to sit still for more than a few seconds
Pupil size
0 pupils pinned or normal size for room light
1 pupils possibly larger than normal for room light
2 pupils moderately dilated
5 pupils so dilated that only the rim of the iris is visible
Bone or Joint aches If patient was having pain
previously, only the additional component attributed
to opiates withdrawal is scored
0 not present
1 mild diffuse discomfort

Yawning Observation during assessment
0 no yawning
1 yawning once or twice during assessment
2 yawning three or more times during assessment
4 yawning several times/minute
Anxiety or Irritability
0 none
1 patient reports increasing irritability or anxiousness
2 patient obviously irritable anxious
4 patient so irritable or anxious that participation in the
assessment is difficult
Gooseflesh skin
0 skin is smooth
3 piloerrection of skin can be felt or hairs standing up on
arms
5 prominent piloerection
Total scores, with observer’s initials
Score:
5-12 = mild;
13-24 = moderate;
25-36 = moderately severe;
more than 36 = severe withdrawal

CASE – Mr. A
• 61-year old man with a history of poly-substance
use since his teens, prior ORT client 1998-2002
• Son of Eastern European immigrants, sibling died
from accidental opioid OD
• Undiagnosed mental health concerns, possibly
schizoaffective disorder
• Untreated hepatitis C, > 10 years
• Currently smokes 30 cigarettes/day and has
smoked since the age of 12

2010
• Involved in 2 MVAs, the second of which
fractured his leg and hip after falling in front of
a car while intoxicated
• Family Physician prescribed OxyContin 20mg
qid for leg, back and hip pain
• Started using more than prescribed and using
with other drugs
• Family Physician prescribed citalopram 40 mg
od

2012
• Diagnosed with COPD, decreased cognitive
function and a significant decline in mobility
• Admitted to a Long-Term Care facility
• Since admission, frequently hypoxic and
required supplemental oxygen
• Increasingly perceived to be disruptive when
requests for pain medication were not met
• A power struggle ensued

2013
• Client's sister designated as substitute
decision-maker
• Referral made to the Toronto Opiate Support
Team, Older Adult Outreach

Approach to Care
1. Relationship Building with
–
–
–
–
–

Client
Referring Agency
Staff of Long Term Care facility
Director of Nursing
Prescribing Physician in community

2. Role of Stigma and Discrimination
–
–
–

Address attitude of “Once an addict, always an addict”
Notion of “legitimate” pain vs ???? pain
So-called drug seeking behaviour

Approach to Care
3. Care Team Collaboration
–
–
–
–
–
–

Client and client’s SDM
Geriatric Addiction Specialist, referring agency
Long Term Care Team, including Pharmacist
Opioid Replacement Therapy Prescriber
Volunteers
Addiction Therapist, Toronto Opiate Support
Team – Older Adult Outreach

Approach to Care
4. Decision to switch OxyContin to BUP/NLX (Suboxone)
– Discharge from LTC to sister’s in the near future probable
– BUP/NLX pharmacological profile helped with the decision
– Suboxone = buprenorphine (active ingredient) + naloxone
(opioid antagonist to prevent misuse) in a 4:1 ratio
– Tablets come in two strengths: 2 mg buprenorphine and 8
mg buprenorphine
– Not on a benzodiazepine, otherwise consider a
benzodiazepine taper

Approach to Care
BUP/NLX (Suboxone) Pharmacology:
a) Wins if competing with another opioid at an
opioid receptor
b) Has enough activity at the receptor to relieve
WD but not enough to produce intoxication
c) Long lasting as it stays bound to the receptor
long than other opioids and taken once daily
d) At 16 mg, >90% of receptors are saturated (for
most opioids the more you take the more opioid
effect you get)

Courtesy of Dr. Chris Cavacuiti, True North Medical Clinic

Courtesy of Dr. Chris Cavacuiti, True North Medical Clinic

Approach to Care
5. Switching from OxyContin to BUP/NLX (Suboxone)
a) Avoiding Precipitated Withdrawal
•
•
•
•

Client should be in WD before 1st BUP/NLX dose
Extended release half-life elimination 2-4 h
Immediate release half-life elimination 5 h
How to keep client comfortable while in WD - physical pain
(clonidine, NSAIDs) emotional distress (2 or 3 days
benzodiazepine)

b) Dose Titration
• For older adults, generally, 2-4 mg on the first day and
increased by 2 mg per visit until relief from WD symptoms
• Optimal maintenance dose is 4-16 mg

Approach to Care
c) Safety
• Monitor concurrent use of alcohol, benzodiazepines or
other CNS depressants
• Sedation, slowed speech, ‘nodding off’ are early signs of
an impending possible overdose
• Avoiding falls – caution when getting up, walking,
climbing stairs or driving after dosing
• Urine Drug Screens weekly to monitor
• Naloxone education on the risk and prevention of
accidental opioid overdose for client, along with willing
family and friends

Why Suboxone, not Methadone?
1. QT interval – already on an anti-depressant
that can prolong the interval
2. Dispensing – no provision to dispense
methadone at LTC pharmacy
3. More flexibility with respect to carries, UDS
and visits to/visits from BUP/NTX prescriber
4. Better safety profile
5. Less regulation, no Health Canada exemption
required for prescribing MD

Suboxone and Older Adults
– Ease of use and length of its duration
– Alternate day dosing possible for low doses or during
tapers
– Efficacy and safety for older adults, given prevalence
of renal impairment, drug-drug interactions, comorbidity and polypharmacy (Pergolizzi et al., 2010)
– Improved chronic pain control and longer duration of
analgesia in older adults (Malinoff et al., 2005)
– May have lower side effect profile than other opioids
(SAMHSA, 2004)

ORT Issues in Long Term Care
• Educating staff, especially those prescribing or
dispensing, about ORT
• Coordination with prescribing MD re:
appointments, UDS, carry doses
• Collaborating with substitute decision maker
• Issues of confidentiality re: addiction
• Monitoring stigma and educating staff and
other residents

ORT Issues on Discharge to
Community
• Coordination with ORT provider- dates of d/c,
cessation, start
• Coordination with community pharmacy
• Ensuring pharmacy is accessible
• Coordination of transportation(eg wheeltrans)
• Coordination payment -OW/ODSP, insurer

Question Period

