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No Further Harm

British Columbians are now learning about the unprecedented health crisis involving
an epidemic of intravenous drug addiction in B.C. The media has been reporting
extensively on the most serious aspects of the crisis, including the rapidly increasing
prevalence ofHIV infection among intravenous drug users (IOUs), the extremely high
level of hepatitis C infection among IOUs, and the high death rate due to drug
overdoses.

Despite a Task Force Report prepared by former B.c. Chiefeoroner Vince Cain, and
mounting public concern, effective direction for addressing this complex emergency
has been elusive. Because of this, in 1996 the Professional Advisory Committee (pAC)
of the e.c. Medical Association (BCMA) established a Temporary Advisory
Sub-Committee (TASC) on Narcotics Harm Reduction to study the problem and
provide recommendations in a report.

TAse Tenns of Reference:

o To review the lIatllre alld causes of IIlItimely alld Ullllalllral deaths resllitillg

from the lise ofillicitllarcolic drllgs.

• To review existing treatment and education programs ill the prevention of
illjllry alld death ill people IIsillg illicit narcotic drugs (i.e. heroill VS.

methadolle).

o To review the "Caill" report, enlitled "Report all the Task Force Illto Illicit
Narcotic Overdose Deaths in British Coillmbia (1994)", wilh porticlliar
emphasis on the recommendations pertaillillg to the reduction ofharm done
by illicit drug lise.

• To review allY other pertinent literature that might be helpful in reducing

harm dOlle by illicitllarcotic lise.

o To recommend strategies 10 the PAC thaI might help redllce hamlthal comes
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from the use andabuse ofillicit narcotic drug use.
• To review the functional. financial. and security impact on hospital

utilization.
• To recommend valid testing procedures.
• To review the Methadone Maintenance Program.
• To review the role ofthe B.G. Centrefor Disease Control with respect to

injection drug use andHIV transmission.

Executive Summary

During a crisis, there is a natural tendency to take precipitous action. But as we
examine the current epidemic ofmorbidity and mortality associated with intravenous
use of illicit drugs in British Columbia, it is important to put the problem in its proper
context.

This TASC Report on Narcotics Harm Reduction is a scientific analysis ofthe
problems associated with addictions in B.c., reviewing existing resources to address
the problem and offering a series ofrecommendations designed to reduce the harm
associated with intravenous drug use in this province.

The report notes that:

• Addictive disorders are biological, psychological, and spiritual in their etiology
and manifestations.

• Addictive disorders constitute a continuum, from smoking nicotine and
drinking alcohol to injecting heroin and cocaine. To effectively address the
later, more severe stages ofthe continuum, we must identilY etiologic factors
and intervene at early stages ofthe problem.

• Treatment also constitutes a continuum, from primary prevention, to screening
with brief intervention, all the way to harm reduction - the palliative care of
addiction medicine.

• There is a rapidly growing body ofscientific and clinical knowledge in the field
ofaddiction medicine, which includes new information about neurobiology and
new effective modalities ofpharmacological and psychosocial treatment.

• Eradication or control ofthis epidemic win only be possible with a
coordinated, interministerial public health approach addressing both the
demand fur, as well as the supply ot; drugs.

This report does not address the problems of poverty and unstable housing in
Vancouver's Downtown Eastside. Although these are very real problems, intricately
associated with drug use, the TASC focused on evidence-based solutions directed at
addictions and related behaviours. That said, ifbasic human needs for shelter, food,
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and safety are not met, any attempts at prevention or treatment ofaddictive disorders
will be doomed to failure.

It win be important to proceed cautiously in dealing with this crisis. But the principles
ofeffective approaches to management ofaddictions are already known. This report
outlines a blueprint for applying those principles in British Columbia, where effective
action is urgently needed.

Consequences of Addiction in Be

In British Columbia, there has been an epidemic of illicit drug deatha throughout the
1990s. More than 1,200 people, many ofwhom lived in or near Vancouver's
Downtown Eastside, have died ofiUicit drug overdoses in B.C. since 1993. In 1996,
297 illicit drug overdose deaths were reported. This is the highest number since 1994
when there were 312 deaths. The peak was in 1993 when 356 deaths were reported.
In 1996, the province also had the highest ever number ofoverdose deaths among
persons under 20 years ofage, surpassing even 1993.

Most deaths are the result of poly-drug use, and in particular, the combined use of
injectable heroin and cocaine, with alcohol often playing a role. Over the past three
years, overdose deaths involving cocaine as a contributing factor have become more
prevalent, but at the same time, heroin has continued to be a potent contributing
factor. In 1996, cocaine was a contributing factor in almost 60 percent ofthe deaths.
This is almost double the rate for 1993 when cocaine contributed to only 32 percent of
the deaths. In contrast, in 1996, heroin was a contributing factor in 81 percent ofthe
deaths, down from 90 percent in 1993.

Perhaps the most important statistic is the increase in deaths involving the combined
use ofheroin and cocaine, from 26 percent in 1993 to 43 percent in 1996. The
percentage ofoverdose deaths attnbuted to methadone either alone or in combination
with other drugs was two percent in 1996, the same as in 1993. The lack of
percentage increase in deaths attributable to methadone is encouraging given that the
number ofmethadone patients almost doubled between 1993 and 1996.

In 1995, intravenous drug users (!DUs) became the group with the highest incidence
for mv infection in B.C., surpassing the rate for gay men.4 Despite the significant
expansion of the B.C. Methadone Maintenance Program and provincial needle
exchange programs, in mid-I997 the Vancouver iI1iection Drug Use Study (VIDUS)
reported an mv prevalence rate of25 percent among the cohort's more than 1,000
participants. V1DUS has estimated mv incidence in the !DU population to be 15
percent. This is among the highest incidence rates reported in North America, and one
of the highest rates reported in the developed world. The estimated hepatitis C
seroprevalence among V1DUS participants is 90 percent.
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A review ofinternational literature confirms that illicit drug overdose deaths are a
global phenomenon. This is not surprising given the multinational scope and size of
the international illicit drug trade. The World Health Organization estimates the
international retail sale ofillicit drugs to be US$500 billion per year, second only to
the international arms trade.6 Despite the ubiquitousness ofthe international drug
trade, mv infection rates vary tremendously from country to country and region to
region. Frequent cocaine il\iection, often in "shooting gallery" environments, may be
an important factor in western countries, while absence of sterile injection equipment
may be a more important factor in under-developed countries.

Because ofthe serious health implications of both the epidemic of illicit injection drug
overdose deaths and infections associated with illicit drug use, there is a critical need
for not only an expansion ofaddictions services in B.C., but an examination of
whether services are being offered in the most effective way. Before assessing the
effectiveness ofdifferent treatment approaches, it is necessary to consider the
underlying scientific context ofsubstance dependence.

Nature of Addiction and Recovery

Substance dependence is a primary and chronic disorder with genetic, psychosocial,
spiritual, and environmental mctors influencing its development and manifestations.
Addictions to mood-altering substances are often progressive and fatal. Addiction or
dependence is characterized by continuous or periodic behaviour, including: impaired
control over the use ofmood-altering drugs; preoccupation with drugs; use ofdrugs
despite adverse consequences; and distortions in thinking, most notably denial.

Risk mctors for the development ofaddiction include genetic predisposition, early use
ofmood-altering drugs, adverse environmental experiences or stressors, and certain
psychiatric conditions. Use in early adolescence ofgateway drugs, such as nicotine,
alcohol, and marijuana is associated with later alcohol and drug dependencies,
including heroin and cocaine addiction.s It is often the case that substance dependent
people experimented as youth with available substances. As their addictive disorders
progressed, they selected their drugs ofchoice, again based upon availability and
desired effects.

There is a dynamic balance both in the individual and in society between demand side
and supply side factors. The individual will seek a drug ifit is cheap; ifthere are few
negative consequences from using it; ifthere are benefits or rewards from using it; and
ifsociety views drug use as an acceptable behaviour. On the supply side, more drug
will he consumed ifa ready, affordable supply is available.

Once addiction or substance dependence occurs in an individual, a series ofalterations
in function and structure occur. These are permanent neurochemical,
neurophysiologic, and even neuroanatomic changes involving several parts of the
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brain. Areas affected include the mesolimbic dopaminergic reward circuitry; centres
for learning and memol)' including the hippocampus; and the locus ceruleus
responsible for alertness, anxiety, and the fight-flight response, with projections from
these lower centres to higher areas ofthe cerebral cortex. When these changes occur,
removal ofthe original cause for the drug use will not fix the problem: addictive
behaviour has become a primary drive state.

The biomedical abnormaIities must often be addressed with pharmacologic treatment
ofwithdrawal and ofassociated psychiatric symptoms. But it is only when the addict
perceives that the discomfort ofongoing drug use is greater than the reward provided
by this behaviour, that the individual will consider changing the addictive behaviour.9
As long as the person remains unaware ofthe magnitude ofthe negative
consequences, or is prevented from experiencing the negative consequences ofthe
behaviour, the reward ofthe addictive behaviour will be worth seeking.

The key to recovel)' is taking personal responsibility and making the commitment to
improve one's health. It is not the addict's fault for becoming addicted, since most
people in this countl)' use mood-altering drugs (although most do so without
becoming addicts). But once addicts become aware that they have this condition, they
are totally responsible - just like the diabetic - for deciding to obtain help if
necessary to recover. That means they must stop blaming others or their difficult
environmental situation, denying, rationalizing, and intellectuaIizing, and start asking
for help. Looking at the disenfranchised, it seems logical to think, 'Iff had all those
problems, I might use drugs like they do to decrease the pain.' Dispiriting social
conditions do exacerbate addictive behaviour. On tbe other hand, there are many in
those difficult circumstances because ofthe progressive deterioration caused by
addiction.

As with nicotine addiction, a significant number ofsubstance dependent people stop
on their own. There are no data available on this interesting group. Large numbers of
addicts also successfully utilize mutual support groups, such as Alcoholics
Anonymous (AA), Narcotics Anonymous (NA), or Rational Recovel)' (RR) to stop
using drugs and to develop non-chemical coping skills with support from other
recovering alcoholics and addicts.

A recent nuijor research project demonstrated that briefdirective counselling by health
professionals for alcoholic clients combined with twelve-step program (AA)
involvement by the client resulted in vel)' high rates ofongoing abstinence,
comparable to more expensive and intensive psychotherapeutic modalities of
treatment. 10 The study documented the effectiveness oftherapy to help the client
overcome the resistance to attending meetings, usually based upon faulty reasoning
resulting from ambivalence and powerful psychological defence mechanisms. Mutual
support groups combine many essential elements ofeffective recovery, and are free.

http1h



NO t'urtIler Hann

of26

Many churches offer pastoral and lay counselling for problems including addictive
disorders. There are a large number ofprivate, fee-for-service counsellors, some with
no formal qualifications, many with addictions counselling certification (e.g. JCADC),
social workers, and psychologists who offer a wide variety ofmodalities of
counselling and psychotherapy for people with addictive disorders. Many workPlaces
offer employee and family assistance programs with trained counsellors who offer
briefassessments, focused counselling, and referral to community resources for
addictions treatment.

There are a growing number ofphysicians who are able to assess and treat their
patients' addiction, withdrawal, and early recovery, wbile liaising with other
community treatment resources. There are also a large number ofpoorly regulated,
unfunded recovery homes, usually directed by people recovering from their own
addictions, relying on the welfare cheques of their residents, and supplemented by the
occasional paying clients.

The provincial go=nment administers an alcohol and drug program costing close to
$60 million a year. I I The backbone ofthe program is a network ofgovernment
agencies and government-funded agencies providing outpatient addictions treatment
services. They offer education, assessment, counselling, and referral ofpeople with
addictive disorders and their family members. There are approximately 195 ofthese
agencies in B.C., with 17 in Vancouver where most ofthe intravenous drug users in
the province live. There are approximately 20 detoxification centres in the province,
providing several hundred beds.

In 1993!94, 38,751 clients accessed B.c. alcohol and drug services including
outpatient, detoxification, residential, and day and supportive recovery services. 13 The
current range ofgovernment services are free, with the exception of residential
treatment, for wbich recipients are charged approximately $1,000 a month for
inpatient treatment. The government funds several supportive group recovery homes
and residential treatment centres in the province. These are abstinence-based, utilizing
a variety ofmodalities and philosophies oftreatment. Usually the client must be
drug.ftee for a period oftime before being accepted into residential treatment. These
centres offer psychosocial treatment only; they do not have the capacity to offer
treatments to clients with significant medical or psychiatric co-morbidity.

At present, because ofinsufficient detox, outpatient counselling, and residential
treatment spots available, there are significant waiting lists for potential clients
wanting services from government funded programs. Most detox centres place limits
on the number oftimes an individual can be re-admitted in a given period oftime and
enforce mandatory waiting periods before re-admission is permitted. The nature of
addictions is such that a window ofopportunity can open, usually due to a crisis
causing the threshold ofdiscomfort to be breached in the addict. Ifthere is a
significant delay, then the window will close and the opportunity for lasting
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behavioural change will have been lost until the next crisis. Currently, the Community
Health Division ofthe B.C. Ministry ofHealth has responsibility for the funding and
coordination ofB.C.'s needle exchange programs.

There are some specialized treatment resources available. Several B.C. hospitals have
interdisciplinary teams, called Chemical Dependency Resource Teams (CDRTs). They
provide consultations, education, treatment recommendations, early treatment
planning, and referral to community resources for hospitalized patients with substance
use disorders. There are several inpatient and outpatient adolescent treatment
programs. B.C's Women's Hospital and Health Centre offers both inpatient and
outpatient treatment programs to women with addictions. There are special culturally
sensitive programs for FITst Nations people with addictions, offered through
outpatient community agencies and several inpatient treatment centres.

The recent reorganization, moving alcohol and drug services from the Ministry of
Health to the Ministry fur Children and Families, has unfortunately resulted in
confusion and could reduce the accessibility ofmuch-needed services for adults with
addiction. The majority ofpotential clients for addictions services are adult. Parents
with substance use disorders are rductant to ask for help from the same agency which
is responsible for apprehending children from unsafe homes. Addictions are illnesses
- diseases ofthe brain - which like many other complex illnesses, have etiologic
factors and psychosocial manifestations. The government ministry most responsible
for medical matters - in B.C., the Ministry ofHealth - should coordinate and
provide funding for addictions services. At the same time, there is a need to coordinate
ministries responsible for families, social services and bousing, justice, corrections,
education, and labour in assisting the prevention, intervention, and treatment ofpeople
with these disorders.

Overall, more funding should go towards addictions services. The international
experience has shown that treatment ofaddictions is extremely cost effective. Every
dollar spent on treatment results in savings ofbetween $7 and $11. For street addicts
supporting their habit through crime, treatment pays for itselfas it is being delivered
- the cost savings to society inrrnediately offset treatment costS.14 15 16 In 1992, the
total costs resulting from illicit drug addiction in B.C. reached $207.53 nnllion, with
the costs per capita at $60.

The B.C. Centre for Disease Control (BCCDe) has four principal divisions:
SIDtAIDS Control; Communicable Disease Epidemiology; Tuberculosis Control; and
Provincial Laboratory. The divisions have a number offunctions that are relevant to
the epidemic ofdeath and disease resulting from the use of illicit narcotic drugs.
Relevant STDIAIDS Control functions include roles such as surveillance,
management, and control ofmV (and SIDs), policy development, and consultation.
Communicable Disease Epidemiology also has surveillance responsibilities. The
Provincial Laboratory processes all HIV testing in B.C. and much ofthe testing for
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various foons ofhepatitis.

For long-standing opiate dependence, methadone maintenance programs (MMP)
providing both medically supervised methadone with careful adherence to therapeutic
guidelines and psychosocial counselling, offer by far the greatest reduction in
morbidity and mortality ofall available modalities oftreatment.l8 It has also been
shown that opiate dependent patients, many ofwbom have concurrent cocaine
dependence, decrease their cocaine use while on a MMP.

In June 1995 the Bureau ofDrug Surveillance officially transferred administration of
the B.C. MMP to The College ofPhysicians & Surgeons ofBritish Columbia. The
primary objective ofthe program is to maintain high quality methadone maintenance
services and to increase the number ofphysicians providing methadone maintenance,
particularly in outlying areas ofthe province. In June 1995 there were 120 physicians
authorized to prescribe methadone in B.C. As ofSeptember 1997,311 physicians
were authorized to prescribe methadone. Of the total number ofmethadone
prescribers, 69 percent were in the Lower Mainland, with the rest located on
Vancouver Island, the northern part ofthe province, and the Okanagan. The more
than 100 percent increase in authorized physicians has resulted in a rise in the number
of patients receiving methadone maintenance, from 1,400 patients to 3,100 patients.
The number ofpatients receiving methadone maintenance increases by approximately
50 every month.

The Pharmanet computer networl< and the Triplicate Prescription Program are used to
closely monitor methadone patients and provide immediate communication to treating
physicians. The College ofPhysicians and Surgeons offers an education program for
methadone-prescribing physicians. The program includes practice audits, educational
workshops involving simulated patient interviews, and a mentoring program.
Methadone maintenance involves more than physicians prescribing drugs. The
community pharmacist is involved in witnessing ingestion, providing feedback to
physicians, and encouraging all methadone patients to participate in addictions
counselling programs provided either by the methadone program or by community
resources.

All in all, B.C. has the most comprehensive MMP in Canada, and one of the best in
North America. But the program isn't without deficiencies. Since the B.C. Medical
Services Plan does not cover methadone clinics for providing psychosocial
counselling, the patient must pay between $30 and $65 per month after an initial
assessment fee of$50 to $100. The lack ofmedical insurance coverage is a
disincentive for clinics to offer psychosocial counselling. As well, patients who get off
welfare and obtain employment are expected to pay either a daIly or twice weekly
dispensing fee at the pharmacy. These costs can deter patients from accessing
methadone maintenance.
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Entry to the B.C. MMP requires a very comprehensive assessment to identifY medical
and psychiatric co-morbidity, and other problems which should be addressed in
treatment. The assessment takes at least several days, during which the window of
opportnnity for change may he lost for the new potential client. A low-dose,
low-threshold, temporary induction program for engaging new cases might effectively
address this problem.

Finally, despite rapid growth over the past three years, there are still insufficient
methadone treatment slots to meet the needs ofopiate dependent people, especially in
Yancouver's Downtown Eastside. Further expanding the MMP will give the estimated
10,000 to 20,000 mus in B.c. greater access to treatment, which will ultimately
reduce the incidence ofIllY, hepatitis C, and criminality.

In some ways cocaine is a special drug. One way cocaine is unique is that it is likely
the most powerfully reinforcing drug, causing the user during a binge to take
enormous risks in order to continue the experience. Experiments have shown that rats
will self-administer cocaine to the point ofdeath. This powerful reward, combined
with the extremely short half-life ofthe drug, requiring re-administration ofthe drug
many times per day, accounts for the rapid spread ofparenteral infection.

While cocaine requires unique treatment approaches, it is important to remember that
all ofthe favourable outcome studies on treatment ofchemically dependent patients by
inpatient and outpatient programs in North America include a substantial number of
cocaine dependent people, now in abstinence-hased recovery because ofthe treatment.
As well, cocaine addicted people usually meet the criteria for a1coho~ marijuana, or
opiate dependence prior to, and often concurrent with, their addiction to cocaine. So,
if they cannot locate cocaine, they will settle for one ofthe other drugs which will
activate the reward circuity in their mesolimbic regions. For this reason,
biopsychosocial treatment modalities are effective for all addictive drugs, including
cocaine.

As many mus are poly-addicted to heroin and cocaine, treatment for dependence on
both drugs is closely linked. At St. Paul's Hospital, addictions specialists typically
treat patients' opiate dependence with methadone. Methadone maintenance is viewed
as a prerequisite for dealing with concurrent cocaine addiction. One ofthe hospital's
most effective interventions for reducing or eliminating cocaine use has been ensuring
that these poly-addicted patients are discharged to safe and supportive cocaine-free
environments such as recovery homes. However, there are few recovery homes which
permit patients to he on methadone maintenance. Funding for these hornes is also in
short supply. This mndel, ofmethadone maintenance co-existing with supportive
residential recovery, needs to he developed and expanded.

When there is an element of either negative reinforcement (such as the
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coercive effect of a conditional discharge or probation rather than
incarceration, provided that assessment and treatment for addiction is
undertaken) or positive reinforcement (awarding take-home doses of
methadone for the patients who have no cocaine in their urine
samples), good treatment outcomes occur.2 I Community
reinforcement programs which incorporate positive incentives for
abstinence have shown promising outcomes.22 23 These programs
reward successful compliance, and involve family, friends, and
community members in the recovery process. Some studies have
shown that mandatory treatment can have at least as high rates of
positive outcomes as voluntary self-referral for treatment.

In these days of politicization ofaddictions treatment, harm reduction
is 'in' and comprehensive abstinence-based treatment is 'out'. This is a
false dichotomy often perpetuated by people who misunderstand the
rapidly growing body of scientific knowledge surrounding treatment of
addictive disorders. For large numbers ofopiate dependent and cocaine
dependent people, abstinence-based treatment approaches have been
and continue to be very effective. As physicians, harm reduction is
something we practice every time we make a therapeutic intervention
with the patient. For patients with breast carcinoma, harm reduction
might be a lumpectomy followed by chemotherapy for early stage
disease, or palliative care for late stage widely metastasized tenninal
illness. For intravenous poly-drug dependent people living in unstable
conditions and involved in crime or the sex trade to support their drug
habits, harm reduction can include providing clean needles and
infonnation on safe injection techniques, and possibly admitting them
to a methadone maintenance program.

Effective addictions treatment is based on a continuum, not an either-or approach.
Once addicts are engaged in care at some point on the continuum between drug use
and abstinence, we can address their substance dependence and offer help for other
medical and psychosocial problems. Ultimately they may choose to move towards
becoming drug-free. Even ifabstinence is nnt achieved, taking this tolerant approach
ultimately reduces harm. But a therapeutic and ethical dilemma arises for the treating
physician when an intervention, such as the provision ofa potentially fatal drug, might
actually expose the patient to greater harm. A similar dilemma comes up for the
counsellor who takes responsibility for clients by shielding them from consequences of
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their behaviour and potentially removing the only incentive for effective change. That
is called 'enabling', or 'killing with kindness'.

As long as well-meaning people unnecessarily shield substance dependent people from
the negative consequences oftheir behaviour, addicts are less likely to take
responsibility for getting help. Allowing people to experience the discomfort caused by
their dependence creates a powerful incentive for recovery in many addicted
individuals. The dramatic emergence ofmV and hepatitis C, however, has compelled
the addictions field to adapt the 'tough love' approach. These infections are only two
ofthe serious medical consequences ofintravenous injection ofheroin and cocaine,
including fatal overdose, endocarditis, stroke, fatal cardiac arrrhythmia, and trauma.
While building up their threshold ofpain, addicts are accumulating irreversible
negative consequences. So a fine balance must be struck, between supponingly
engaging patients regardless of their behaviour, and empathically moving them
towards changed behaviour using motivational enhancement techniques.

• Decrease waiting timesfor initial contact or triage visit by addiction
treatment professionals to a maximum of48 hours.

• Ensure adequate numbers oftreatment spots in detox, outpatiellt assessment
and counselling, andsupportive recovery homes are available to avoid long
waiting lists.

• Increase servicesfor streetyouth with substance dependence.
• Increase system sensitivity about the fear ofchild custody situationsfor

addictedparents seekillg treatment.
• Provide more treatmelltfor addictions within the corrections system.
• Alter policies and capabilities ofexisting inpatient and outpatienJ treatment

programs to accept people with active physical dependence. Ensure treatmellt
agencies are ahle to engage the client in care, even if the client is not at that
time Willing to be entirely ahstinentfrom all mood-altering drugs.

• Provide inpatient and outpatienJ treaimelltfacilities with the capability of
handIillg severe cases ofdual diagnosis (addictions plus psychiatric
co-morhidity).

• Provide inpatient treatmentfacilities capable ofhandling serious medical
co-morhidity (ASAM Patient Placement Criteria level IV).

• Couplefull medical care (including administration ofAIDS treatmenJs) with
methadone maintenance in physicians' offices and community clinics.

• Ensure the Methadone Maintenance Program encourages more physician
involvement hy offering training and incentives.

• Develop andfund supportive recovery homes willing to accept opiate
dependellt people receiving methadone maintenance.
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• Ensure the Methadone Maintenance Program includes supportfor
psychosocial andaddictions counselling, and incentives such as carriesfor
decreasing use oflabstainingfrom drugs such as cocaine.

• Increase dissemination ofinformation explaining the scientific basisfor
methadone maintenance to overcome the stigma and bias against this
approach influencingpeople in the community, inclading treatment
professionals.

• Remove the financial barriers to accessing methadone maintenance.
• Increase detox and treatmentfacilities, both inpatient and outpatient, in areas

ofgreatest needs.
• Develop de/OXfacilities with the flexibility to accommodate patients on a

short-term, methadone tapertng protocolfor situations such as heroin
withdrawal.

• Remove limits on the number oftimes a person may re-enter detox.
• Establish residential treatment centres offering nursing, medical, and

psychiatric care (ASAM levels III andIV) to supplement the psychosocial
residential treatment currently available.

• Offer residential treatmentfacilities specializing in care ofHIV-infected
substonce-dependentpotients.

• Increase fundingfor addictions prevention and treatment services in B. C.
• Return responsibilityfor managingandfunding alcohol and drug services to

the Ministry ofHealth, and have an arms-length organization, distancedfrom
politics, administer thefunds.

• Educate staffin the ministries responsiblefor families, social services and
housing, justice, corrections, education, and labour about the management of
addictions.

• Coordinate ministries responsible for families, social services and housing,
justice, corrections, education, and labour in assisting the prevention,
intervention, and treatment ofaddictions.

• Increase trainingfor allphysici(lJlS in screening, diagnosing, and motivating
for further treatment patients with substance use disorders, and then provide
patients with relapse prevention counselling.

• Encourage allphysicians to utilize "Substance Use Disorders: Guidelines For
The Care OfPatients", listed in the College ofPhysicians and Surgeons June
1995 Policy Manual S 4:1-3. (See page 20.)

• Encourage physicians, theropists, and counsellors to use twelve-step
facilitation theropy and motivational enhancement techniques to motivate
their patients and clients to engage in mutual support groups such as
Alcoholics Anonymous, Narcotics Anonymous, Cocaine Anonymous, and

http://



No Further Harm

30f26

Rational Recovery.

• Provide incentivesfor physicians to receive training and accreditation in

addiction medicine.

• Have the B.C. Centre for Disease ControlprOVide epidemiologic data on
patterns ofdrug use, drug using behaviour, and concurrent complications of
addictions including infections and other morbidity and mortality.

For opiate dependence, research has focused on three classes oftreatment
medications: nonopiates that alleviate withdrawal symptoms; opiate agonists other
than methadone; and opiate antagonists, partial agonists, and mixed
agonistslantagonists, which can block or competitively inhibit opiates at their
receptors.

Clonidine, an a1pha-2 adrenergic agonist, modulates many ofthe symptoms due to
overactivity ofthe locus ceruleus during opiate withdrawal. C10nidine combined with
a sedative drug such as oxazepam is often successfully used in the detoxification of
opiate withdrawal.

Levo-alpha-acetyl-methadol (LAAM), a derivative ofmethadone, is a long-acting
opiate which acts like methadone but is administered on alternate days or three times
per week in an oral pill form. While methadone has a half-life of30 hours, LAAM is
metabolized to two active drugs, nor-LAAM with a halflife of48 hours and
dinor-LAAM with a half-life of96 hours. Both randomized, blinded controlled studies
and open-label studies have shown LAAM to have similar favourable outcomes to
methadone.25 Used like methadone, in combination with psychosocial counselling or
treatment, it offers the advantage offewer trips to the pharmacy, and avoidance of
some ofthe stigmas and methadone myths.

Naloxone and naltrexone are short and long-acting mu-receptor antagonists with high
receptor affinity. They displace opioids and opiates from their receptors and block
their actions. Addicts resist taking these drugs, as there is no agonist or reward
activity from them. Naltrexone is fuund to be effective in recovering opiate dependent
health care professionals who must resume work in high-risk settings.

Buprenorphine, a long-acting partial agonist, has 25 to 50 times the potency of
morphine but since it antagonizes the kappa receptor while acting as a partial agonist
at the mu receptor, it does not cause respiratory depression with overdose, as occurs
with other pure mu opioids. Although it is a viable alternative to methadone or LAAM
for opioid maintenance therapy, it is an abusable drug with significant street value.
Recently, a combination product containing buprenorphine and naloxone for
sublingual administration has been developed.26 If this drug were itYected, the
naloxone, which is not absorbed through the buccal mucosa, would block the effects
ofthe iv opiate.
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A study in Zurich, Switzerland suggests that prescribing heroin to opiate addicts (who
have been olrered methadone maintenance), as an adjunctive modality of treatment in
a carefully controlled setting, results in measurable benefits. The most important
benefit ofmedicalizing heroin seems to he attracting and engaging in the system of
care the opiate addict who was unwilling to go on methadone maintenance despite
adequate treatment spots.

Although these results are encouraging, it is importantto note that the contexts here
and in Zurich are significantly different. Zurich has a methadone maintenance program
that accommodates all addicts who qualifY for and are willing to participate in the
program. Although the situation is improving in B.C., there are still not enough
methadone treatment spots for the number ofeligible and motivated potential patients
in the province. To allow the medical prescription ofheroin at this time would
undermine our high quality methadone program, as many new candidates - given the
choice - would prefer to go on heroin maintenance.

As well, heroin does not meet the pharmacological criteria for an ideal maintenance
drug to he used in addictions treatment. An ideal drug has a slow onset ofaction and
long duration. While meeting the needs ofthe upregulated neuroreceptors, the ideal
drug avoids the rush, oversedation, and craving responsible for the relentless drive to
structure one's daily life around securing a drug. Heroin has rapid onset, resulting in a
wave ofeuphoria and a period ofoversedation followed by gradual decrease in
sedation and satiety as CSF levels drop and neuroreceptors become vacated over three
to six hours. At this time the person feels the beginning ofwithdrawal with craving,
emotional dysphoria, and early sympathetic and parasympathetic symptoms.

The idea with maintenance therapy is, as with selective serotoain reuptake inhibitors
(SSRIs) in the treatment ofdepression, to replace the inadequate supply of
neurotransmitter, and allow the person to fimction nonnally. With heroin, the focus
would remain on getting the high, and avoiding craving and drug-sickness.

An alternative to heroin maintenance would he to pilot a short duration, low-threshold
methadone program. This would permit the opiate addict, during a briefand
temporary window ofmotivation, to immediately access the program. The addict
would then progress to the assessment phase and he offered treatment to address
biological, psychological, and social problems identified in the assessment.

There is no evidence to suggest that cocaine prescription would he heneficial for
addicts. Pharmacotherapy to block the craving and reward ofcocaine has been the
subject ofreseareh lately. But dopamine agonisls and antagonists have proven
disappointing.

Combining pharmacological maintenance and abstinence-based treatment in both
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inpatient and outpatient settings is not common current practice, but this approach is
needed. In this type ofprogram the methadone maintained person could receive
treatment for alcohol or cocaine addiction, just as a person on antidepressant
medication is now able to do.

Positive therapeutic results have been documented when
delta-tetrahydrocanabinol, the major active metabolite of marijuana, is
used in the treatment ofglaucoma, anorexia and wasting ofHIV/AIDS
patients, and nausea of cancer chemotherapy recipients. But there are
safe and effective pharmacologic alternatives to treat all of these
conditions. Since smoking the cannibus sativa plant results in
respiratory harm and release ofa virtual pharmacopoeia of bioactive
chemicals, many of them toxic, with poor control over doses ofactive
drug, this method ofdrug delivery is unsatisfactory. Other therapeutic
compounds that exhibit these problems would never be approved for
release. Interestingly, while oral forms ofTHC (Marinol) are available,
they are not favoured by individuals advocating medicalization of
marijuana.

• Cautiously explore research projects utilizing LAAM, buprenorphine, and
other experimental drugs.

• Pilot a short duration, low-threshold methadone program.
• Encourage further research on pharmacotherapy for cocaine dependence.

Intravenous drug addiction will not be eradicated through treatment. As with all
medical epidemics, it will require a public health approach and consistent application
ofeffective prevention techniques. Substance abuse prevention approaches have been
developed and studied. Surprisingly, some oftbe methods shown to be ineffective are
still widely used. These include education about the adverse consequences ofusing
drugs, affective education (increasing self-esteem, responsible decision-making,
interpersonal growth), and alternative approaches (offering viable alternatives to drug
use, reducing boredom and alienation). On the other hand, there are effective
techniques which are taught in elementary and high schools, including resistance skills,
making personal commitment, and personal and social skills training (assertiveness to
resist drug use influences).

A public health approach to primary prevention entails setting achievable goals around
societal drug use (including tobacco and alcohol), influencing pricing and availability
ofdrugs, educating and shaping public opinions around normative drug taking
behaviours (as has happened with smoking), influencing lawmakers about sanctions on
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the production, distnbution, sale, and use ofdrugs, and influencing the demand side of
the equation through education and development of refusal skills. Socioeconomic
causes ofdisenfranchisement and resultant dysphoria need to be addressed with a
coordinated interministerial community and provincial approach. Healthier, stronger
families have fewer adolescents with substance use disorders.31 Delaying the first
cigarette, the first alcoholic drink, or first marijuana joint is effective in decreasing
future incidence of intravenous drug use and related harms. Any changes in laws that
destigmatize illegal drugs or make them more readily available will affect the demand
side ofthe equation and will most profoundly affect adolescent use oftbose drugs.

Once addiction begins, first with nicotine, alcohol, and marijuana, the earliest poSSIble
identification, intervention, and treatment results in the most cost-effective and easiest
treatment strategy. School programs designed like employee and family assistance
programs, with the ability to provide intervention, assessment, and referral, have been
shown to be effective in preventing the progression ofaddictive disorders.

In the face of later stages ofaddiction, treatment ainted at abstinence and improving
the overall medical and psychological bealth ofthe addict is effective. However, for
those unwilling or unable at the time ofentry into the system ofcare to attempt
abstinence, harm reduction techniques coupled with comprehensive psychological and
medical care have been shown to be effective means oftertiary prevention.

Needle exchanges are an important prevention component ofthe harm reduction
approach. Tbe main needle exchange in Vancouver has, in the past, significantly
limited the number ofsyringes given out at one time. With cocaine iI1iectors, during a
binge, they might inject 10 or 20 times in a day. Ifclean syringes are unavailable they
will use whatever they or their companions have available. Shared needles provide tbe
major vector for infections including mv and hepatitis C. So there is a strong
relationship between the frequency ofinjection and the likelihood oftransmission of
infection.

Cognitive therapy is useful as a technique to alter distorted patterns ofthinking
resulting in emotional dysphoria. Behavioural therapy is essential to establish healthy
alternative activities, including nutrition, exercise, socia1ization, and relapse prevention
measures. Absent coping skills, such as interpersonal communication, identifYing and
dealing with negative emotions, managing money, marketable skills, and marriage and
parenting skills must be identified and developed. Establishment ofa social support
network to provide accountability, reinforcement, and hope is very helpful.

Since addictions are chronic and relapsing, a long-term relapse prevention program
should be established. Often the primary care physician can playa role in helping to
hold the recovering patients accountable while providing reinforcement and support
for their new, healthy behaviours.
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Addictive disease does not occur in a vacuum. Social and economic conditions result
in persistent stress and dysphoria. Although these contexts do not cause addictions,
they exacerbate drug use in those already using drugs to numb pain. We live in a
drug-using society; use ofalcohol and tobacco are considered relatively normal
behaviours. Physical and emotional discomfort are to be avoided or treated with the
'Take something' approach. As Sir William Osler said, "The desire to take medicine is
perhaps the greatest feature which distinguishes man from animals. "32 The more
available and affordable, the less stigma associated with drugs, and the more likely we
are to take them. Canadians are, for the most part, law-abiding. The reason we use the
drugs we do is partly because they are legal. Ifwe legalize currently illicit drugs, we
give the message they are safe and we condone their use. Children who model their
behaviour on ours will use the drugs because it is an adult thing to do.

Decriminalization advocates often cite the fililure ofprohibition in the U.S. when
arguing for a change in drug laws. But prohibition did, in fact, "work".
Well-documented epidemiological data collected before, during, and after prohibition
showed a dramatic decrease in alcohol-related medical complications such as deaths
due to cirrhosis and Korsakoff's psychosis during the period legislation was in place.33
Following removal ofprohibition there was a gradual increase in alcohol consumption
and alcohol-related consequences. In B.C., it is interesting to note that alcohol is by
far the main substance used by clients accessing alcohol and drug services. In 1993/94,
67.1 percent ofclients reported a primary alcohol dependence, while 11.5 percent
reported a primary cocaine/crack dependence.

Holland was one ofthe first countries to experiment with easing enfurcement ofthe
laws on possession and personal consumption ofmarijuana. Between 1984 and 1992,
Dutch adolescent marijuana use increased 250 percent; in the same period, marijuana
use among American adolescents dropped 66 percent.

Those arguing for decriminalization ofdrug laws say drug use should he seen as a
health matter, and not a criminal one. There is an alternative to changing the laws on
drug possession: de facto decriminalization, a scenario in which the police and the
courts use discretion in exempting prosecution ofminor drug possession offences. But
this has been selectively applied across the country, contributing to a concentration of
drug users in certain regions including B.C. A cautiously and more uniformly applied
de facto decriminalization could work in concert with addictions treatment. In some
parts ofthe U.S., an effort is made to engage individuals who have committed drug
law infractions. Disposition ofthese cases occurs in drug courts where people facing
drug charges are offered diversion or conditional discharge depending on attendance
and comprtance with assessment and treatment for addiction.36 Programs utilizing
diversion, coupled with long-term contingency behavioural contracts, have been
shown to be effective in increasing rates oflong-term relapse prevention.

For every complex problem there is a solution which is quick, easy, and wrong. To
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solve a problem mainly affecting Vancouver's Downtown Eastside we might be
tempted to make some sweeping changes in law and policy. Before we make changes
in the delicate and dynamic balance offactors affecting drug use, which in turn affect
the whole continuum ofaddictive behaviours right up to harms due to intravenous
drug use, we must first very carefully consider the possible implications on all the
people ofB.C., especially youth.

• Ensure that any initiatives to change existing drug laws
carefully take into account whether harm is reduced or created
by the presence or absence ofspecifIC laws.

• Consider establishing drug courts with the power to give
conditional discharges contingent on changed behaviour.

• Promote the utilization ofevidence-basedprevention programs
in B. C schools.

• Increase needle distribution sites and the number ofneedles
distributed.

• Remove limits on the number ofneedles that can be exchanged
at one time.

The number of!DUs seen in British Columbia hospitals has been increasing over the
past decade. The average number of beds occupied by !DUs at SI. Paul's Hospital in
Vancouver rose from eight in 1992 to 25 in 1995. The total average days per month
that beds were occupied by !DUs increased from 217 to 642 during the same
period.37 !DUs make up about 90 percent ofthe patients in tbe hospital's AIDS ward.

Data from the Vancouver Hospital CDRT shows a nearly fourfold increase from
1991/92 to 1995/96 in the number ofreferrals ofnarcotics users (including oral
narcotics users). The number ofHIV-positive narcotics users referred to the team
increased from nine in 1992/93 to 78 in 1995/96.

The problem ofdrug use, particularly intravenous drug use, increased in prevalence,
severity, and complexity even before the arrival ofHIV in this population. The health
care system, including a variety ofdisciplines, urgently needs to take a coordinated
approach. Partly in response to this issue, St. Paul's Hospital initiated a diversified
community forum which became a wolking group in 1995. This group developed a
strategy to improve the hospital's management ofpatients who are drug users.
Community representatives (providers and users) and a number ofhospital
departments including medicine, nursing, pharmacy, social work, hospital planning,
health records, and security provided input.

In 1996, the Council ofUniversity Teaching Hospitals (COUTH) formed a Task Force
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on Management of Substance Users in Vancouver Hospitals. The task force met
several times to discuss the St. PauI's!DU protocols and to develop a comprehensive,
integrated approach to treating !DUs in all Lower Mainland teaching hospitals.
COUTH developed a philosophy statement outlining an approach to the issue of
substance users in hospital which was distributed to member hospitals for review and
action. As a reault ofthe group's work, protocols were devised for the care of!DU
inpatients for various departments. Other protocols have heen developed in other
hospitals.

This group addressed a specific problem involving management ofopiate withdrawal.
Substitution oforal methadone, by a physician with methadone prescribing
authorization from the College ofPhysicians aad Surgeons ofRC., has been
considered the only acceptable approach to opiate replacement in treating heroin
dependence. COUTH approached the College to obtain approval for use oforal
morphine in a holding protocol until a physician able to prescribe methadone, where
appropriate, may assess the patient.

But while COUTH's efforts have contributed to a more comprehensive approach to
treating !DUs, more work needs to be done. The BCMA Committee on Alcohol and
Other Drugs has recommended that the "BeMA, College ofPhysicians & Surgeons of
B.C., Ministry ofHealth aad Community Addiction Medicine practitioners develop
practice guidelines for the screening, diagnosis, detoxification, assessment, aad
treatment ofsubstance dependent patients in British Columbia hospitals. "

• Destigmatize addictions in hospital departments so that people
with this disorder receive as much dignity and humane care as
patients with conditions such as schizophrenia, diabetes, or
cancer.

• Establish standards ofcare and education programsfor
screening, diagnosis, assessment, and treatment ofpatients with
substance use disorders, especially IDUs.

• Encourage formation ofin-hospital centres ofexcellence, using
interdisciplinary consulting/teaching teams to serve as role
models.

• Ensure all hospitals have identifiedphysicians with expertise in
treating substance use disorders with methadone.

• Ensure hospitals skilfully refer (using motivational
@ha~~~p~~w~od~®nsroro~~~~~~fr

further treatment.
• Change policies thatforce opiate dependent patients to go into
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withdrawal, simply because they are in a hospital.
• Ensure that in medical management o/withdrawal, the clinician

utilizes a standardized symptom-driven withdrawal assessment
instrument.

British Columbia is experiencing a major epidemic ofsuhstance dependence.
Addictions represent a continuum ofillness, starting with respiratory and oral
ingestion ofnicotine and alcohol, and extending to intravenous use ofopiates and
stimulants. Many medical, psychological, and social consequences result from this
epidemic. We have already put together many ofthe pieces ofthe difficult addictions
puzzle. Since the problem is biological, social, psychological, and even spiritual, the
approach to solving it must also be comprehensive and well-coordinated.

And above all, we must do no further harm.

AppendiIA

• Decrease waiting timesfor initial contact or triage visit by addiction
lreatmelll professionals to a maximum of48 hours.

• Ensure adequate numbers oftreatment spots in detox, outpatient assessment
and counselling, and supportive recovery homes are available to avoid long
waiting lists.

• Increase servicesfor streetyouth with substance dependence.
• Increase system sensitivity about the fear ofchild custody situationsfor

addictedparents seeking treatment.
• Provide more treatmentfor addictiOlIS within the corrections system.
• Alterpolicies and capabilities ofexisting inpatient and outpatient treatment

programs to acceptpeople with active physical dependence. Ensure treatment
agencies are able to engage the client in care, even if the client is not at that
time Willing to be entirely abstinentfrom all mood-altering drugs.

• Provide inpatient and outpatient treatmentfacilities with the capability of
handling severe cases ofdual diagnosis (addictions plus psychiatric
co-morbidity).

• Provide inpatient treatmentfacilities capable ofhandling serious medical
co-morbidity (ASAM Patient Placement Criteria levellV).

• Couple full medical care (including administration ofAIDS treatments) with
methadone maintenance in physicians' offices and community clinics.

• Ensure the Methadone Maintenance Program encourages more physician
involvement by offering tratning and incentives.
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• Develop wuifund supportive recovery homes willing to accept opiate
dependell/ people receiving methadone maintenance.

• Ensure the Methadone Maintenance Program includes supportfor
psychosocial wuiaddictions counselling. wui incentives such as carriesfur
decreasing use of/abstainingjrom drugs such as cocaine.

• Increase dissemination ofinformation explaining the scientific basisfor
methadone maintenance to overcome the stigma wui bias against this
approach influencingpeople in the community. including treatment
professionals.

• Remove the financial barriers to accessing methadone maintenance.
• Increase detox wui treatmentfacilities, both iopatient wuioutpatient. in areas

ofgreatest needs.
• Develop detoxfacilities with the flexibility to accommodate patients on a

short-term. methadone taperingprotocolfor situations such as heroin
withdrawal.

• Remove limits on the number oftimes a person may re-enter detox.
• Establish residential treatment centres offering nursing. medical. and

psychiatric care (ASAM levels III and IV) to supplement the psychosocial
residential treatment currently available.

• Offer residential treatmentfacilities specializing in care ofHIV-infected
substance-dependentpatients.

• Increasefundingfor addictions prevention wui treatment services in B.C.
• Return responsibilityfur managing wuifunding alcohol wuidrug services to

the Ministry ofHealth, wui hove an arms-length organization. distancedfrom
politics. administer the funds.

• Educate staffin the ministries responsible for families, social services and
housing, justice. corrections. education. wui labour about the management of
addictions.

• Coordinate ministries responsible for families, social services and housing,
justice. corrections. education, wui labour in assisting the prevention,
intervention. and treatment ofaddictions.

• Increase trainingfor allphysicians in screening, diagnosing, wui motivating
for further treatment patients with substance use disorders, wui then provide
patients with relapse prevention counselling.

• Encourage allphysicians to utilize "Substance Use Disorders: Guidelines For
The Care OfPatients", listed in the College ofPhysicians wui Surgeons June
1995 Policy Manual S 4:1-3. (See page 20.)

• Encourage physicians, therapists. wuicounsellors to use twelve-step
facilitation therapy andmotivational enhancement techniques to moIivate
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their patients andclients to engage in mutual suppart groups such as
Alcoholics Anonymous, Narcotics AnonymOtJs, Cocaine Anonymous, and
Rational RecOllery.

• Provick incentivesfor physicians to receive training andaccreditatioll in
addiction medicine.

• Have the B.C. Centrefor Disease Control provick epickmiologic data on
patterns ofdrug use, drug using behaviour, and conC1l"ent complications of
addictions including infectiollS and other morbidity andmortality.

• CQ1itiously explore research projects utilizing LAAM, buprenorphine. and
other experimental drugs.

• Pilot a short duration. law-threshold metJuufone program.
• Encourage further research on pharmacotherapyfor cocaiJle ckpendence.
• Ensure that any initiatives to change existing drug laws carefully take into

account whether harm is reduced or createdby the presence or absence of
speCifiC laws.

• Consickr establishing drug cOtJrts with the power to give conditional
discharges contingent on changed behaviour.

• Promote the utilization ofevicknce-basedpreventionprograms in B. C.
schools.

• Increase needle distribution sites and the number ofneedles distributed
• Remove limits on the 1lUmber ofneedles that can be exchangedat one time.
• Destigmatize addictions in hospital ckpartments so that people with this

disorckr receive as much dignity and hamane care as patients with conditions
such as schizophrenia. diabetes, or cancer.

• Establish standards ofcare andeducation programsfor screening, diagnosis,
assessment, and treatment ofpatients with substance use disorckrs, especially
IDUs.

• Encourage formation ofin-hospital centres ofexcellence, using
interdisciplinary consulting/teaching teams to serve as role mockls.

• Ensure all hospitals have ickntifiedphysicians with expertise in treating
substance use disorckrs with metJuufone.

• Ensure hospitals skilfully refer (using motivational enhancement) people with
addictions to community agenciesfor further treatment.

• Change palicies thatforce opiate ckpendentpatients to go into withdrawal,
simply because they are in a hospital.

• Ensure that in medical management ofwithdrawal, the clinician utilizes a
standardizedsymptom-driven withdrawalassessment instrument.
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CAIN REPORT

The extensive report of the Task Force Into lliicit Narcotic Overdose Deaths in British
Columbia, chaired by fonner ChiefCoroner Vince Cain, was released in 1994. The
report is an important document highlighting the problems associated with illicit drug
use in RC. While the report contains enlightening, first-hand anecdotal description of
the effects of substance dependence, it does not incorporate much of the
evidence-based knowledge regarding the biological, psychological, and societal areas
of prevention and treatment ofsubstance use. The intention of this TASC Report is to
contribute the science in a comprehensive analysis ofRC.'s addiction epidemic.

As to diseases, make a habit oftwo things - to help, or at least to do no harm. 
Hippocrates

I. Components ofCare Management should include performance ofcomprehensive
assessment, investigations, diagnosis, treatment plan, medically supervised
detoxification when indicated, appropriate referrals, supportive follow-up, and relapse
prevention measures.

2. Assessment Assessment should include: medical history and physical exam; alcohol,
tobacco, and other drug history; psychosocial history; mental status exam; evidence of
criteria for DSM III-R diagnosis: negative consequences in major life areas, episodic
loss ofcontro~ obsessive thinking, compulsive hehaviour, and possibly changes in
tolerance andlor evidence ofwithdrawal.

3. Diagnosis Comprehensive diagnoses, such as the multiaxial system utilized in DSM
III-R, should include psychiatric, medical, and psychosocial stressors as part ofthe
problem list (biopsychosocial).

4. Treatment Plan A treatment plan should be developed, based upon the diagnoses
and problem list.

5. Referral Referral may be necessary for assessment, diagnosis, and treatment as
indicated, depending upon the skills ofthe primary care physician. It is important to
recognize one's limitations and enlist the help ofother caregivers in management of
patients with substance use disorders.

6. Treatment Team A multidisciplinary approach to care should be used where
possible, utilizing counsellors, support groups, outpatient and inpatient treatment
resources, therapists, and specialists, as indicated and determined by the primary care
physician's level ofcompetence.

7. Benzodiazepines and Snbsta""e Use Disorders Avoid, ifat all possible, use of
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benzodiazepines in management ofchemically dependent patients other than during
medical detoxification (period not to exceed one month).

8. Opiates, Substance Use Disorders, Acute Pain Management a) For
pharmacological detoxification ofopiate-addicted patients, the only acceptable opioids
in addition to methadone are: codeine for codeine dependence, pentazocine for
pentazocine dependence, and propoxyphene for propoxyphene dependence.

b) When possible, avoid prescribing addictive drugs for the management of chronic,
non-malignant pain.

9. Coordination of Care Establish one physician as the prescribing physician in cases
where more than one doctor is involved. In cases of methadone maintenance, opiates
other than methadone, as well as benzodiazepines, are generally contraindicated.
Regular communication and cooperation are necessary to coordinate tbe efforts of
both physicians.

10. Psychiatric Conditions Psychoactive drugs should be prescribed only when
accepted indications for their use exist.

In the case ofdual diagnosis, the treatment plan and treatment team should include
comprehensive management techniques and personnel for thorough management of
both disorders.

I I. Prevention Physicians should question a patient's use ofaddictive substances,
through the use ofscreening questionnaires for substance use disorders, and offer brief
interventions in the form ofeducation and advice about health risks associated with
the use oftbese drugs. Educational efforts directed at the public, industry, and
government by physicians with knowledge ofaddictions is to be encouraged.

(From College ofPhysicians & Surgeons ofBritish Columbia Policy Manual, June
1995)

Dr. Ray Baker, Chair, TASC on Narcotics Harm Reduction; Medical Director,
HealthQuest Comprehensive Care Ltd.
Dr. John Anderson, Policy Advisor, Clinical Support Unit, B.C. Ministry ofHealth
Dr. Stanley deV1aming, Head, Addiction Medicine, St. Paul's Hospital
Peter Hickey, Executive Director, Administration, College ofPhysicians & Surgeons
ofBritish Columbia
Dr. Rob Ross, family physician
TASC Report on Narcotics Harm Reduction
Executive Editor: Dr. Ray Baker
Editor I Desktop Publisher: Chris Wong
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