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N orth America is in the midst of a public health crisis 
related to opioid use disorder and overdose. In the 
United States, opioid overdose is the number-one cause 

of death from unintentional injuries, surpassing deaths related to 
motor vehicle injuries and exceeding the death toll seen at the 
peak of the HIV epidemic.1 Canada is second only to the United 
States in per-capita opioid use, and the numbers of opioid-
related deaths, emergency department visits and hospital admis-
sions are climbing.2 Both countries are witnessing an influx in 
highly potent illicit synthetic opioids, such as fentanyl and 
carfentanil. Against this backdrop, the Canadian Research Initia-
tive in Substance Misuse (CRISM) has published an evidence-
based guideline on the management of opioid use disorder.3 This 
timely publication offers succinct guidance for physicians about 
the pharmacologic management of patients with opioid use dis-
order, and several aspects are worth highlighting.

Prior published guidelines on management of opioid use dis-
order have limited their target audience to clinicians involved in 
the evaluation and treatment of patients with the disorder, and 
to those providing psychosocially assisted pharmacologic treat-
ment of opioid use disorder.4,5 However, at a time when fewer 
than one in five people who need treatment for opioid use dis-
order receive it,6 the scope of opioid guidelines should be ex-
panded. The current Canadian guideline moves the narrative in 
the correct direction by clearly stating that it is intended for use 
by physicians and nurse practitioners, allied health care provid-
ers, pharmacists, medical educators and clinical managers, “with 
or without specialized experience in addiction treatment.”3

Opioid use disorder, like other substance use disorders, is preva-
lent, undertreated and often presents initially to general medical set-
tings rather than to specialty settings. Available evidence shows the 
tremendous effect that primary care–led treatment can have on 
patient care outcomes, including mortality.7,8 The necessary expan-
sion of access to care for opioid use disorder requires primary care 
providers to take the lead, as they do with other chronic diseases of 
similar complexity, such as diabetes. Primary care providers are 
trained to manage complex diseases, to understand the biopsycho-
social factors contributing to illness and to know when referral to 
specialty care is needed. Most who specialize in the field of addiction 

medicine would agree that our expertise is needed in some complex 
cases, but the treatment of many patients with opioid use disorder 
can be managed successfully by well-informed primary care provid-
ers. Educational and treatment models that include mentoring for 
front-line providers who care for patients with opioid use disorder 
are available and effective.9,10 Barriers to primary care management 
of these patients go beyond the technical knowledge gaps addressed 
in the Canadian guideline, however, and include stigma, perceptions 
of complexity, time limitations in busy practices, concern about the 
need for additional onsite resources, and regulations on prescribing 
opioid agonist medication in some jurisdictions.

This Canadian guideline provides a simplified approach with 
the need for few additional resources, appropriately making the 
content accessible to front-line providers.3 The messaging is clear 
regarding several key elements of managing opioid use disorder 
for the target audience. First, pharmacotherapy is unequivocally 
the evidence-based first-line treatment for opioid use disorder. 
This is supported by countless well-designed studies showing the 
benefits to mortality and morbidity of pharmacotherapy, and the 
superiority of pharmacotherapy when compared with abstinence-
based approaches.11,12 Of the available pharmacologic options, 
buprenorphine should be considered the first-line agent for most 
front-line providers, given the dosing flexibility and improved 
safety profile compared with full opioid agonists.

COMMENTARY

Narrowing the treatment gap in managing 
opioid use disorder
Joseph H. Donroe MD, Jeanette M. Tetrault MD

n Cite as: CMAJ 2018 March 5;190:E236-7. doi: 10.1503/cmaj.180209

See related article at www.cmaj.ca/lookup/doi/10.1503/cmaj.170958

KEY POINTS
• A new Canadian guideline on the management of opioid use 

disorder is appropriately geared toward front-line health care 
providers, who are vitally important to decreasing the existing 
gap in treatment for opioid use disorder.

• Pharmacotherapy is unequivocally the evidence-based first-line 
treatment for opioid use disorder.

• Providers who are less experienced with buprenorphine 
induction may benefit from reading beyond the guideline or 
mentorship from an experienced clinician, particularly to avoid 
inadvertently precipitating uncomfortable opioid withdrawal. 

• In select patients, it may be more appropriate to provide 
treatment with methadone from the outset.
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Second, withdrawal management alone should be avoided 
and is associated with relapse, morbidity and death. This is par-
ticularly relevant for front-line providers working in hospital set-
tings where initiating pharmacotherapy for patients with opioid 
use disorder and connecting them to longitudinal care at the time 
of discharge can reduce discharges against medical advice and 
improve rates of hospital follow-up and treatment retention.13

Finally, the guideline emphasizes that psychosocial interven-
tions should not be viewed as a mandatory component of treat-
ment. Although psychosocial interventions are helpful for certain 
patients, and offering these services in an integrated model per-
haps represents “ideal care,” it can also serve as a logistical bar-
rier to primary care providers.

There are some important limitations that providers should 
consider when implementing these recommendations. The title, 
“Management of Opioid Use Disorders: A National Clinical Prac-
tice Guideline,” suggests the intention of a comprehensive set of 
recommendations. These recommendations, however, are spe-
cific to the pharmacologic management of opioid use disorder 
and do not include sufficient guidance on other management 
topics germane to front-line providers, such as screening, assess-
ment, interdisciplinary treatment planning and integrating 
harm-reduction interventions. The process of buprenorphine 
induction also merits more thorough discussion, particularly for 
providers with less experience. Inadvertently precipitating with-
drawal is not only uncomfortable to patients, but also may lead 
to discontinuation of care and the misperception that buprenor-
phine is not an effective medication. Additionally, whereas 
buprenorphine is the medication of choice for front-line provid-
ers, some patients would be more appropriately treated from the 
outset with methadone, which remains a life-saving medication, 
or switched to methadone after initial treatment with buprenor-
phine. More guidance on identifying such patients would have 
been useful. Finally, although the guideline suggests mainte-
nance treatment with oral opioid antagonists as an adjunctive 
medication to promote abstinence, emerging international liter-
ature supports the effectiveness of extended-release depot nal-
trexone (though not currently available in Canada) compared 
with buprenorphine.14

Overall, this national guideline describing the pharmacologic 
management of opioid use disorder is timely and needed to 
address the expanding epidemic of opioid use disorder and over-
dose. Importantly, the guideline is geared toward front-line pro-
viders, who are vitally important to decrease the existing treat-
ment gap. The critical next steps, at a national and international 
level, are to increase provider education in recognition and man-
agement of opioid use disorder and chronic pain, to reduce 
stigma associated with substance use disorders, to decrease pro-
vider barriers to prescribing opioid agonist treatment, to 

improve medication prescription coverage thereby increasing 
access to care, to expand access to harm-reduction modalities, 
and to encourage ongoing research into best practices for the 
prevention and treatment of opioid use disorder.
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