Commentary

CMAJ

An urgent call to increase access to evidence-based opioid
agonist therapy for prescription opioid use disorders
M. Eugenia Socías MD MSc, Keith Ahamad MD
See also page 1240 and www.cmaj.ca/lookup/doi/10.1503/cmaj.160356

Competing interests: None
declared.
This article has been peer
reviewed.
Correspondence to: Keith
Ahamad, kahamad@cfenet.
ubc.ca
CMAJ 2016. DOI:10.1503
/cmaj.160554

A

s Fischer and colleagues highlight in a
linked Analysis article,1 the use of prescription opioids among Canadians has
increased dramatically in the last two decades,
placing our country behind the United States as the
second highest consumer of prescription opioids in
the world.
Paralleling this stark increase in prescription
opioid use, the prevalence of opioid use disorders
and related health and social harms has also
increased substantially, with some estimates suggesting that prescription opioid use disorders
account for the third highest overall burden of disease attributable to substance use in Canada (after
tobacco and alcohol).2 To make matters worse, the
introduction of fentanyl into the illicit-drug market
has drawn attention recently because of a spike in
overdose deaths in Canada’s largest provinces.
Importantly, accidental opioid-related overdose
deaths now exceed deaths from alcohol-related
motor vehicle collisions in many Canadian provinces, and fentanyl has been involved in many of
these deaths.1 This alarming rise in overdose deaths
underscores the immediate need for a coordinated,
evidence-based approach to address the harms
associated with untreated opioid use disorders.
Given the complexities of the opioid epidemic,
no single solution will prove effective, and concerted efforts will be required to tackle the underlying factors driving this public health crisis. An
effective strategy should focus concomitantly on
the prevention and early identification of cases of
opioid use disorders, as well as ensuring access to

Key points
•

A coordinated national multifaceted response that simultaneously
addresses the prescribing side of the problem and the unmet addiction
treatment demands is needed to curb the opioid epidemic in Canada.

•

Despite the well-established individual and societal benefits of opioid
agonist therapy, major barriers to accessing this treatment in Canada
still exist, in particular to buprenorphine/naloxone.

•

Other countries have shown that facilitated access to buprenorphine/
naloxone through primary care results in effective expanded uptake of
addiction treatment.

evidence-based comprehensive addiction care that
includes pharmacotherapies (i.e., opioid agonist
therapy), naloxone for overdose prevention, other
harm-reduction approaches (e.g., safe injection
sites) and psychosocial supports.3
Fischer and colleagues provide an extensive
analysis of the current Canadian response to the
opioid crisis and suggest specific upstream interventions to address the prescribing side of the
problem.1 Drawing on lessons from other jurisdictions, the authors make a strong call for tighter
restrictions on opioid prescribing through enforceable evidence-based guidelines and mandatory
implementation and use of real-time monitoring
programs for prescription drugs. We agree that
promoting appropriate and safer opioid-prescribing
practices should be a key element in the Canadian
response to the opioid crisis, particularly to prevent future harms. However, the overdose epidemic related to both prescription and illicit opioids will continue unless we simultaneously target
those who have already developed opioid use
disorders and expand access to evidence-based
addiction treatment.
Unfortunately, major barriers to accessing opioid
agonist therapy (e.g., methadone, buprenorphine/
naloxone) continue to exist throughout Canada,
which has resulted in a large unmet treatment
need.4 Limited access to opioid agonist therapy is
of concern, because the benefits of these medications are unquestionable (i.e., reductions in illicit
drug use, drug-related mortality, and risk of HIV
and hepatitis C virus infection).5,6 In particular,
buprenorphine/naloxone continues to be underutilized despite ample evidence of its comparable
effectiveness and having a better safety profile
than methadone.4,5,7 Indeed, experiences with
this therapy in other countries (e.g., the US and
France) have shown that facilitated access to
buprenorphine/naloxone through primary care
resulted in expanded access to opioid addiction
treatment, particularly to many patients who
would otherwise not access treatment.7,8 Increased
uptake of opioid agonist therapy, in turn, has
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been associated with numerous public health
benefits, including reductions in drug-related
deaths and injecting risk behaviours, and better
management of common comorbidities such as
HIV infection and mental illness.7,8
Factors hampering greater use of buprenorphine/naloxone in Canada include strict regulations
for its administration, restricted coverage in many
Canadian provinces, limited numbers of trained
addiction health care providers and prescribers’
concerns about potential diversion.4,7,9 For instance,
a recent needs assessment in British Columbia documented substantial shortages in the addiction
medicine workforce, with substantial geographic
variability that ranged from 0 providers per 1000
affected individuals in more rural health authorities
to about 20 per 1000 in urban settings.10 In recent
years, efforts have emerged to address these gaps:
scale-up of training programs for addiction medicine and development of evidence-based clinical
guidelines for the management of opioid use disorders that recommend buprenorphine/naloxone as a
first line pharmacotherapy option.9 Although
encouraging, these efforts are isolated.
Notably, the lack of a coordinated national
response in Canada sharply contrasts with the
recent escalation of actions in the US to address
the opioid epidemic (e.g., the release of a
National Pain Strategy, national guidelines for
safer prescription of opioid pain medications,
recognition of addiction medicine as an official
medical subspecialty by the American Board of
Medical Specialties and efforts to expand access
to buprenorphine/naloxone).11
The US response to the opioid crisis highlights
that a comprehensive strategy, which tackles both
the roots of the opioid epidemic (e.g., promotion of
appropriate and safer opioid prescribing practices
through formal training of health care workers and
provision of clinical guidelines) and increases and
facilitates access to evidence-based addiction care
for individuals who have already developed opioid
use disorders,3 will be needed to curb the opioid
epidemic in Canada. In particular, given the wellestablished individual and societal benefits of opioid agonist therapy,5,7 expanding access to these
pharmacotherapies should be a public health priority going forward. Given the benefits of treatment
with buprenorphine/naloxone, the remaining restrictions to prescribing and coverage of this drug therapy should be removed and standardized across
provinces. Furthermore, building on the success of
expanded access to opioid agonist therapy through
primary care in other countries7–9 and some local
successes for HIV infection (e.g., BC’s expansion
of antiretroviral treatment through provincial cov-

erage at no cost to patients that resulted in reductions in HIV-related morbidity, mortality and
transmission),12 bolder interventions, such as publically funded addiction care that includes free-ofcharge opioid agonist therapy through primary
care settings, should also be considered. We need
to act now: Canada can no longer afford to be a
witness to this devastating epidemic.
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