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‘S
Scientific ressearch suggeests that opio
oid dependennce is a chroonic illness w
with frequennt
reelapses. […]] Opioid dependence is often
o
comparred with othher chronic ddiseases, suchh as
hy
ypertension,, diabetes, an
nd asthma (M
McLellan et al., 2000; W
WHO, 2004). There are nno
“ccures” for ch
hronic diseasses. Neverth
heless, with aappropriate llong‐term thherapy and
medical
m
care, together wiith encouragiing behaviouural change,, it is possiblle to eliminaate or
reeduce sympttoms of the dependence
d
and
a reach a hhigh qualityy of life.i’

[I would]] like to see no more frieends having to take theirr lives by killling themsellves because they
did not get
g help when
n needed. (Su
urvey respon
ndent – 50s))
I need heelp. I want my
m old life back.
b
(Surveyy respondentt – 40s)
This meth
hadone prog
gram has hellped me devo
ote myself ass a parent too my child. T
This is a goodd
program and if peoplle can treat it right and not
n abuse it,, it could takke people to better places.
Good Luck! (Survey respondent – 30s)
I would like
l to say ho
ow grateful I am for the help of methhadone proggram. It saveed my life as well
as familyy members lives. (Surveyy respondentt – 30s)
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1.0 Introduction
This report is provided in completion of a contract between Goss Gilroy Inc. (GGI) and the Department of
Health and Community Services to undertake a gaps analysis of opioid dependence treatment (ODT) in
Newfoundland and Labrador (NL). As detailed in the Request for Proposals (RFP), the gaps analysis had the
following goal and objectives:
Goal


To provide an overview of the barriers and gaps that must be addressed to improve quality, increase
access, and enhance capacity to deliver ODT for provincial addictions clients (gaps analysis).

Project Objectives


Describe the gaps in service for opioid dependence treatment including:







Individuals seeking access/accessing ODT;
Physicians treating individuals living with opioid dependence;
Pharmacies dispensing medication for opioid dependence; and
Other health care providers and agencies that support and advocate for individuals living with
opioid dependence.

Identify the barriers that prevent client retention and success.

It is anticipated that the outcome of the gaps analysis will inform the development of a provincial policy on
ODT and provide a valuable resource when examining how to increase the capacity of ODT in NL.

2.0 Background and context
As described in the Background on opioid dependence treatment (ODT) in Newfoundland and Labrador
provided with the RFP, opioids are a family of drugs prescribed for pain relief that include morphine,
Fentanyl, Demerol, codeine, and Oxycodone. Opioids can also produce euphoria, making them prone to
abuse. Opioid addiction is a chronic and recurrent brain disease and one of the most challenging addictions
to treat. While withdrawal from opioids is not life threatening, the symptoms are so distressing that those
addicted become almost exclusively focused on avoiding withdrawal. As a result, they often lead chaotic
and high risk lifestyles, putting themselves at risk for violence, criminal activity, sexually transmitted
diseases, physical injury, overdose and death.
The World Health Organization in its Guidelines for the Psychosocially Assisted Pharmacological
Treatment of Opioid Dependenceii describes opioid dependence as ‘a complex health condition that often
requires long-term treatment and care.’ It goes on to advise that ‘as no single treatment is effective for all
individuals with opioid dependence, diverse treatment options are needed including psychosocial
approaches and pharmacological treatment.’
Goss Gilroy Inc.
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Treatment Practices across jurisdictions
Methadone treatment for opioid dependence is delivered in diverse ways in different countries. Programs
have varied regulatory frameworks, philosophies, policies, non-pharmacological treatment services,
program settings, and target populations. Efforts in the United States to increase access to methadone
maintenance treatment (MMT) have led to new approaches to program delivery, such as culturally sensitive,
family-centered treatment; methadone clinics as primary-care sites (on-site access to primary health care
services); and special primary medical care services for people living with HIV/AIDS.iii
Of interest, a number of toolkits have also been developed to support MMT, two of which were reviewed
during writing of this proposal and are footnoted herein.iv,v One – the Methadone Maintenance Treatment
Intervention Toolkit, was a combined effort of government agencies in seven Asian countries and the
Australian Agency for International Development. One would surmise a level of collaboration is demanded
among the countries involved in developing the toolkit should they move to create or update their own
MMTs.
In the Netherlands, outpatient opioid substitution treatment (OST) is the primary approach for opiate
dependence. Psychosocial interventions are more frequently provided to complement OST in order to
achieve longer-term effectiveness, reduce relapses and promote social reintegration. Frequently used
psychosocial treatments in drug treatment centres include motivational interviewing, relapse prevention
techniques, cognitive behavioural therapies, and family, community and home-based treatment therapies.
Methadone, available via various outpatient treatment providers - including office-based practitioners and
mobile units - has been the most commonly prescribed substitution substance since 1968.vi
Suboxone is the drug [treatment] of choice in the United States and France. vii One clinic which is described
as offering an innovative program employing suboxone is the Allied Addiction Recovery, a Pennsylvania
licensed drug and alcohol outpatient clinic with a commitment to providing quality care to people struggling
with addictions and mental health problems in Western Pennsylvania. Their staff includes, for example,
psychiatrists, Certified Alcohol and Drug Counsellors, master’s level therapists, social workers, as well as
qualified mental health staff members. Allied Addiction Recovery offers a program that provides suboxone
in conjunction with abstinence-based counseling. At their outpatient facility, they use suboxone to stabilize
their patients and then combine this with individual and group counseling to move them to a point where
they are completely clean and sober. Individuals are guided, supported and directed by the therapists as they
develop personal strategies and plans to achieve their goals. Success in recovery is defined individually for
each client. Counselling is designed to help clients build commitment throughout the process of behavior
and attitude modification. While medical guidelines suggest that treatment can take 18 to 24 months, this
centre works to get patients to the point where they can lower the level of Suboxone within six to 12
months.viii
While Health Canada approved suboxone for sale in Canada in 2007, the provinces have until recently
viewed the drug as a second-line treatment, to be used for patients who cannot take methadone. British
Columbia – long seen as a leader in harm-reduction strategies – added suboxone to its drug formulary as a
regular benefit in October 2015, making it a first-line treatment for opioid addiction.ix Similarly In the fall of
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2016, it was announced that Ontario was expanding the use of the suboxone as an alternative to methadone
as part of a new provincial strategy to combat an increasing number of overdoses and deaths. It was felt that
providing suboxone as a first line of treatment within a supportive primary care environment, would provide
an improved level of care for the target population. Further, having suboxone prescribed by family
physicians without a special license or training, would greatly expand access to treatment for patients who
urgently need it.x
Another approach in Canada is the use of naloxonexi which temporarily reverses the effects of opioid
overdose. Edmonton started the first naloxone program in Canada (2005), followed by Toronto (2011).
Both Ontario and British Columbia (BC) started provincial Take Home Naloxone initiatives in 2012.
In March 2016, Health Canada removed naloxone from the Prescription Drug List. Jurisdictions across
Canada now use a variety of systems to grant community programs permission to dispense naloxone.
One naloxone program of note is the "Toward the Heart Program" - a project of BC's Harm Reduction
Program. Historically, in BC, only ambulances, hospitals, and some clinics used naloxone. However, since
2012, people who use opioids and have participated in overdose response training can receive “take-home”
naloxone kits (i.e. for use in community settings) at no cost. Training and kits are available at more than 70
sites across BC.
Treatment Options in NL
In NL, treatment of opioid addiction has primarily been accomplished through methadone maintenance
treatment (MMT). Two regulatory bodies outline the delivery of these services: the Newfoundland and
Labrador Pharmacy Board (NLPB) and the College of Physicians and Surgeons of NL (CPSNL).
Further, as stated in the background paper to the RFP, this province currently has 14 physicians who are
eligible to prescribe methadone for opioid dependence, the majority of whom are located in the Eastern
Health Region. There are no prescribers in Western or Labrador, with a physician from Central who services
a limited number of clients in Corner Brook. At the time this research was initiated in October 2016, there
were 58 community pharmacies authorized to dispense methadone: 33 in Eastern; 15 in Central; 5 in
Western; and 5 in Labrador.
Although methadone has been the primary treatment for opioid dependence, alternative pharmacotherapy
options such as suboxone have recently become more available (see section 6.2.1.2).
Of note, on August 31, 2016, it was announced by the Government of NL that funding will be provided to
the AIDS Committee of NL and the four Regional Health Authorities (RHAs) to establish a province-wide
take-home naloxone program.xii
The RHAs include Eastern Health, Central Health, Western Health, and Labrador-Grenfell Health. These
bodies provide a continuum of services, including residential treatment centres, and outpatient counselling
to adults and youth who are at-risk of or experiencing addictions.
Goss Gilroy Inc.
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The background paper also cites several models of MMT practice in the province and identifies that
availability and access is often limited by geographic location. The models include:
-

The Opioid Treatment Centre (OTC) operated in St. John’s by Eastern Health, which has a
multidisciplinary team available to prescribe and dispense methadone, do urine screens, and provide
counseling.

-

Her Majesty’s Penitentiary (HMP), with approximately 30 patients, where a physician works with
individuals who have accessed MMT prior to incarceration.

-

MMT access through private physicians.

-

A MMT clinic in Corner Brook maintained by a physician from Central Health and a nurse from
Western Health. This clinic is capped at 60 patients.

As noted in the RFP, although historically limited to MMT, HCS recognizes that treatment extends beyond
methadone. For that reason, HCS refers to the treatment of opioid addiction as ‘opioid dependence treatment
(ODT)’ with the term being inclusive of the range of services available to treat opioid dependence. These
services include both community-based and more formal services.
Government – provincial programsxiii
The Humberwood Treatment Centre, located in Corner Brook and operated by Western Health, is an adult
residential treatment centre that provides three-week inpatient treatment for men and women 19+ years who
are experiencing a substance use and/or gambling problem. The Centre also offers a four-week provision for
those who undergo detox and the opportunity to extend a stay to up to 40 to 45 days for those who are
deemed to require more time in the Centre. The Centre has 10 treatment beds and four detox beds.
Individuals can refer themselves or be referred from an addictions counselor or other professional. In the
program, clients participate in individual and group counselling, relaxation and leisure therapy, and
educational sessions. An extensive follow-up program is provided through outpatient offices.
The Recovery Centre, located in St. John’s and operated by Eastern Health, is a provincial detoxification
(withdrawal management) service. Located in Pleasantville, the program provides provincial inpatient
withdrawal management for 19 individuals at a time. The service is available to anyone 16 years and older,
who is intoxicated or experiencing withdrawal from alcohol, drugs and/or gambling. Admissions can be
self-referrals or through hospital emergency units, health professionals and community agencies. The length
of stay is determined by individual need. The program focuses on stabilizing the individual’s physical and
psychological health throughout the withdrawal process. An Addictions Counselor is available to meet with
clients of the Recovery Center for assessment, crisis counselling and discharge planning purposes. Clients
also have access to in-house education and group sessions, as well as, onsite self-help meetings.
The Opioid Treatment Center (OTC) is an outpatient treatment program for opioid dependent individuals. It
provides a multidisciplinary approach to treatment rooted in methadone maintenance for individuals
experiencing opiate addiction. The patients receive support from a multidisciplinary team approach
consisting of physicians, nurses, addiction counsellors and pharmacist. Clients can receive counselling and
Goss Gilroy Inc.
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health education from the different team members, with counselling intended to help a client make different
and healthier life style choices. Clients decide how long they would like to be in the program and are
encouraged to participate for at least a year.
The Grace Centre is a provincial inpatient addictions treatment centre for male and female adults, aged 18
years and older. The Grace Centre is operated by Eastern Health and located in the Town of Harbour Grace,
NL. It is a voluntary program for individuals who require a more intensive, structured program than can be
provided on an outpatient basis. This Centre, which opened in February 2016, was described as
complementing the longstanding adult addictions treatment centre, Humberwood.
The program consists of a 28-day treatment service that is holistic in nature and addresses the individual’s
physical, social, psychological, and spiritual needs through individual, group and family counselling. An
extended stay may be available for extenuating circumstances.
The centre is staffed with a multidisciplinary team consisting of a physician, nurse practitioner (NP), nurse,
social worker, recreational therapist, occupational therapist, pharmacist, psychologist, and non-clinical
support staff.
The Hope Valley Centre in Grand Falls-Windsor serves youth between the ages of 12 and 18 years that
currently reside in NL. The Centre houses 12 residential beds. The Centre is a provincial service offering
withdrawal management and stabilization services and residential addictions treatment specifically for
youth. The Centre provides educational and recreational facilities, treatment spaces, and offices for clinical
and administrative staff. There is a generous availability of indoor and outdoor space for leisure and
recreational activities.
Other ODT initiatives referenced in the Province’s August 31, 2016 press release include:




Development of a safe prescribing course in partnership with CPSNL and Memorial University of
Newfoundland’s (MUN’s) Faculty of Medicine;
Development of a Prescription Monitoring Program; and,
Mandatory connection by all pharmacies to the Pharmacy Network by January 1, 2017.

Community-based


Choices for Youth’s Outreach and Youth Engagement Program is the first point of contact with
youth presenting at Choices. Outreach helps youth ‘work toward safe and supportive housing,
improved wellness, and increased support systems’. Staff work with the youth to build trust and
support them to meet their own needs and goals. Through housing, employment, education, life
skills, healthy lifestyles, or just access to tangible items, Outreach and Youth Engagement
Programming provides at-risk youth with the appropriate support to move forward.



The Front Step Program, launched by End Homelessness St. John`s, in March 2016, provides
immediate access to housing and supports for individuals experiencing chronic or episodic
homelessness, based on consumer choice and the belief that everyone deserves housing and that
adequate housing is a precondition for recovery and stability.xiv
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The John Howard Society of Newfoundland and Labrador offers a variety of treatment modalities to
assist offenders in making informed lifestyle changes through its Moderate Intensity Management of
Offender Substance Abuse (MIMOSA) program. The program targets adult male offenders with a
moderate to high level of alcohol and/or drug dependence.

It is clear that there is a foundation on which to build effective and collaborative practices and approaches to
ODT in the province, which can support moving individuals along a continuum to recovery. The current
project, which provides an overview of barriers and gaps in ODT in NL, should inform Provincial policy
needed to ensure improved quality of and increased access to ODT.

3.0 Methodology
3.1

Communication with HCS

Wayne Bishop, Consultant, Mental Health and Addictions – HCS, was the primary contact person for this
project. We provided regular updates via email and/or telephone to report on progress during the research
and to discuss solutions to any issues being encountered (and how these were to be addressed). Face-to-face
meetings were held as required.
In mid-December 2016, we provided a summary interim report detailing our research activities to that date,
as well as preliminary findings/key themes.

3.2

Document review

The document review focused on key provincial documents - policies, procedures, and guidelines – relevant
to inform the gaps analysis and the resulting policy development on ODT, as well as documents/websites
which informed effective practices in MMT/ODT. This included:
Newfoundland Resources:


Department of Health and Community Services. Background on opioid dependence treatment (ODT)
in Newfoundland and Labrador. 2016.



College of Physicians and Services of Newfoundland and Labrador. Methadone Maintenance
Treatment - Standards and Guidelines. Revised April 1, 2016. Available from
https://www.cpsnl.ca/web/files/Methadone%20Maintenance%20Treatment%20Standards%20and%2
0Guidelines%20-%20CPSNL%20-%20April%201%202016.pdf.



Newfoundland and Labrador Pharmacy Board Standards of Practice. Standards for the Safe and
Effective Provision of Medication for the Treatment of Opioid Dependence January 2015 Revised
August 2016. Available from http://www.nlpb.ca/media/SOPP-Medication-Assisted_ODT-revisedAug2016.pdf.
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Department of Advanced Education and Skills. Income and Employment Support Policy and
Procedure Manual. Chapter 7 (ii) Medical Transportation. November 15, 2016. Available
fromhttp://www.aesl.gov.nl.ca/policymanual/pdf/is/trans_medical.pdf.

National/International Resources:


Health Canada. Best Practices. Methadone Maintenance Treatment. 2002. Available from
http://www.hc-sc.gc.ca/hc-ps/alt_formats/hecs-sesc/pdf/pubs/adp-apd/methadone-bp-mp/methadonebp-mp-eng.pdf.



Ontario College of Family Physicians. Medical Mentoring for Addictions and Pain Network. 2015.
Available from http://ocfp.on.ca/cpd/collaborative-networks/mmap.



Ontario Pharmacists’ Association. Methadone Maintenance Treatment. Methadone Online Forum.
2017. Available from https://www.opatoday.com/professional/resources/forpharmacists/programs/methadone.



BC Pharmacy Association. More than Pills. BC Pharmacy Association 2014/15 Activity Report.
2015. Available from
http://www.bcpharmacy.ca/uploads/MoreThanPills_stakeholder-report2015_10_08_FINAL_web.pdf.



World Health Organization. How to improve Opioid Substitution Therapy Implementation. January
2014. Available from http://www.euro.who.int/__data/assets/pdf_file/0015/241341/How-toimprove-Opioid-Substitution-Therapy-implementation.pdf?ua=1.

Information from the documents/websites which was relevant to this gaps analysis was extracted and
analyzed. The full list of primary documents/websites considered for the review is provided in Appendix
“A”

3.3

Key informant interviews

Key informant interviews were undertaken to gather in-depth information from specific stakeholders. In
total, comprehensive individual or group interviews were held with 61 informants. They represented a range
of service providers who directly or indirectly support and/or provide programs, services and/or treatment to
individuals with opioid addiction, and/or provincial associations/organizations which support these service
providers.
The interview guides for each of the following informant groups were similar and so samples are found in
Appendix “B”.

Goss Gilroy Inc.

7

3.3.1 Physicians
We approached the Newfoundland and Labrador Medical Association (NLMA) for names of physicians
who they could identify who would have perspectives /views on methadone.
Physicians without an exemption to prescribe methadone/suboxone
Eight physicians who are not prescribing methadone or suboxone were included in the consultation. This
included physicians working in both a hospital as well as an individual clinic setting. They had been
working for five to 20+ years and were located across the province, including Labrador. Their areas of focus
included general practice, oncology, physical medicine and rehabilitation, pain management, psychiatric
and/or emergency services. For ease of reference, this group will be referred to as the “non-prescribing
physician informants” in this report.
Physicians with an exemption to prescribe methadone and/or suboxone
The NLMA identified four physicians with exemptions to prescribe methadone and/or suboxone. To support
our efforts, the College of Physicians and Surgeons NL (CPSNL) sent a request on our behalf to the full list
of those who have exemptions asking anyone who was interested in being consulted to contact GGI. Out of
the potential list of 14 physicians who have an exemption to prescribe methadone and/or suboxone, we
interviewed eight, as well as three other health professionals who work closely with some of these
physicians.
These 11 informants were from the Island, as at the time of writing of this report, there were no physicians
with an exemption to prescribe methadone and/or suboxone working in Labrador. Of note, of the 14
physicians who have exemptions, 10 are based in the St. John’s Metro Region, and the remaining physicians
are based in central Newfoundland, with one of these physicians supporting a methadone program on the
west coast via telehealth.
Some of the physicians have been practicing for 20+ years and others are newer in their practice. Similarly,
they varied in the length of time they have been prescribing methadone and/or suboxone. In addition to their
family/general practice, a few also were involved in the provision of psychiatric and/or emergency services
in an urban or rural setting. Their services are offered in a clinical/health setting or within the correctional
system at Her Majesty’s Penitentiary (HMP) and the Correctional Centre for Women in Clarenville.
For ease of reference, this group of informants will be referred to as the “methadone-prescribing physician
informants” in this report.
3.3.2 Pharmacists that dispense methadone and/or suboxone
The Pharmacists Association of NL (PANL) distributed a request from GGI for volunteers to participate in
the consultation for this gaps analysis. Six pharmacists with authorization to dispense methadone and/or
suboxone were consulted for this review. These pharmacists had been practicing for 10+ years and
dispensing methadone and/or suboxone for four to 15+ years.
Goss Gilroy Inc.
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For ease of reference, this group of informants will be referred to as the “pharmacist informants” in this
report.
Of note, we were not contacted by any pharmacists who do not have authorization to dispense methadone
and/or suboxone. As a result, we did not consult with this population.
3.3.3 Government departments/divisions
Interviews were conducted with six representatives from four government departments: Government of NL Advanced Education, Skills and Labor (AESL), Labrador and Aboriginal Affairs, and Justice and Public
Safety; and Nunatsiavut Government - Department of Health and Social Development. The informants were
versed in policy relevant to this gaps analysis, and/or were directly or indirectly involved in the provision of
mental health and addictions services in the community or within correctional facilities.
3.3.4 Regional Health Authorities
Consultations were held with a total of 10 representatives from the RHAs:


Eastern Health;



Central Health;



Western Health; and



Labrador-Grenfell Health.

These informants were focused on, for example, mental health and addictions, chronic pain management,
health promotion and/or psychiatry.
Overall, the RHAs are responsible for the delivery and administration of health and community services
(e.g., preventing and/or treating illness and injury, health promotion and protection, rehabilitative services,
supportive care) in community and facility/institutional settings (e.g., hospitals, health centres, treatment
centres) in their health regions. Each of the RHAs has a mental health and addictions division providing a
continuum of services including, for example, intake, screening and assessment, counselling, case
management and/or follow-up, referral to other services, as well as mental health promotion and information
on addiction.
For ease of reference, these informants will be referred to as the “RHA informants” in this report.
3.3.5 Treatment centres
Consultations were held with a total of 11 representatives from the following provincial treatment centres:


Humberwood Treatment Centre (located in Corner Brook);



Grace Centre (located in Harbour Grace);



Hope Valley Centre (located in Grand Falls-Windsor); and



Opioid Dependence Treatment Centre (located in St. John’s).
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3.3.6 Provincial associations/bodies
Nine informants from the following provincial associations/bodies were consulted for this gaps analysis:


Association of Registered Nurses NL (ARNNL);



NL Nurses Union (NLNU);



NL Medical Association (NLMA);



College of Physicians and Surgeons NL (CPSNL);



NL Association of Social Workers (NLASW);



Pharmacists Association of NL (PANL);



NL Pharmacy Board (NLPB); and



Royal Canadian Mounted Police (RCMP).

These provincial associations and bodies vary significantly in relation to their role in ODT, ranging, for
example, from prevention through to recovery. Their roles include, for example, providing educational
sessions, promoting and informing health and social policy, and providing education to support and assist
their practitioners’ needs, to regulating standards of practice and/or ensuring quality of practice (e.g., in
relation to health, safety and competencies). The Associations have significant membership across the
province and, in some cases, they and/or their members participate in regional/provincial committees and/or
working groups which have a focus on addiction/ODT.
Of note, we did not include representatives from the Opioid Dependence Treatment Working Group,
Provincial Advisory Committee on Opioid Treatment Services, or Committee on Abuse of Prescription
Medication in this consultation process. On review of their membership, it was identified that some had
been consulted for this gaps analysis in their roles with their own organizations/agencies/groups and/or their
perspectives had been covered via the broader consultation process.

3.4

Focus groups

Two focus groups were held with community-based representatives. In total, there were ten participants in
these groups. Additionally, the focus group guide was used in individual and/or email interviews with those
invited to but unable to participate in the focus group process due to other commitments or location.
Overall, we consulted with 19 individuals representing and/or affiliated with 13 organizations including:


AIDS Committee of NL’s Safe Works Access Program (SWAP) – St. John’s and Western sites;



Association for New Canadians;



Choices for Youth;



Front Step;



Iris Kirby House;



John Howard Society;
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NAVNET;



Salvation Army St. John’s;



Stella’s Circle;



The Gathering Place;



Thrive-Community Youth Network;



U-Turn Centre; and



Wiseman Centre.

These organizations provide supportive services to at-and high-risk individuals, including those who are
experiencing or have experienced poverty, homelessness, mental illness, and/or addictions. Their services
include, for example, safe needle exchange; emergency shelter; counselling and referral; access to medical
care; goal setting and planning; support groups; and/or peer support. Most work within a harm reduction
framework (see section 13.0) and/or support the principles of Housing First. Some of the groups also have
representation on local, regional, and/or provincial committees and working groups with a focus on ODT.
These venues provide opportunities to learn from/inform other stakeholders, collaborate on joint initiatives,
and share their clients’ voices and perspectives.
The focus group guide also is found in Appendix “B”.
3.4.1 The coast of Labrador
Due to the unique nature of the communities across the coast of Labrador, it was decided that individual
discussions would be held with representatives from this region instead of a focus group. Discussions were
held with a representative from each of the following coastal communities - Cartwright, Charlottetown,
Hopedale and Rigolet, whose populations range from 350 to 700 people.
All of those referenced in sections 3.4 and 3.4.1 will be referred to as the “focus group participants”
throughout the report.

3.5

Models of service

As a component of the consultation, we sought to gather information detailing how models of ODT service
are operationalized across settings – e.g., family physicians, multidisciplinary modes, private clinics,
correctional facilities, and community-based. Descriptions of these models of service were to include the
following elements:


Target group



Referral



Intake



Assessment



Program overview (key components)
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Ongoing treatment/maintenance



Any innovative techniques to support clients receiving ODT.

We also asked providers to identify any existing policies – at their organizational/agency level or
provincially, which support or constrain delivery of their ODT model of service.
Within the resources allocated for this project, the most efficient method for collecting this information was
through a template given to providers who deliver ODT (see Appendix “C”).
As we moved through the consultations, we were challenged to request that providers complete such a
template, primarily due to their limited time to engage in the consultation process. Given the small number
we received, we have not provided any summary information on how models are operationalized in each
setting. However, we have extracted information from these models, which is directly relevant to the
findings, and provided it herein.
Information on the few models of service we received is provided in a separate document.

3.6

Consulting the target group

3.6.1 Individuals with lived experience
The final aspect of the consultation targeted individuals with lived experience of accessing methadone or
suboxone for ODT in NL. Given the privacy considerations related to undertaking this consultation (and as
no prior agreement had been given by this target group to participate in research and/or share their contact
information), the following approach was undertaken to access this target group.
We sought and received the cooperation of four MMT service providers to distribute a survey to a number
of their patients who have lived experience accessing methadone.
The client survey sought limited demographic information (e.g., age range, gender, number of years
experiencing addiction, region of the province), focusing primarily on their experience currently or formerly
accessing methadone or suboxone. These surveys sought their perspectives on the adequacy of access to
these therapies and other ODT options, challenges to/supports needed for retaining individuals on
methadone or suboxone and ultimately moving along the continuum to recovery. It also sought their
perspectives on gaps in relation to ODT in NL and ways/means to fill these gaps.
In total, 45 surveys were completed by individuals receiving methadone. For ease of reporting, those who
responded to the methadone survey will be referred to as the "methadone survey respondents".
A copy of the methadone users survey is found in Appendix “D”.
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3.6.1.1 Profile of the methadone survey respondents
Region in which they were living
At the time they completed the survey, the majority of the methadone survey respondents (71%) resided in
the Avalon region, with 22% coming from the western and 2% coming from the eastern region. Four
percent of the respondents reported “other”–i.e., living in Newfoundland.
Table 1: Location of methadone survey respondents (N= 45).
Avalon
Eastern
Central
Western
Region
%
71%
2%
0%
22%

Other*
4%

Age and gender
Forty-nine percent of the methadone survey respondents were female; 51% were male. They ranged in age
from 21 to 63 years of age, with the majority being in their 30s (see Table 2).
Table 2: Age range of the methadone survey respondents (N= 44).
< 20
20-29
30-39
40-49
50-59
Age Ranges
%
0%
32%
52%
9%
5%

60+
2%

Marital status
As can be seen in Table 3, the majority of the methadone survey respondents were single (62%) or common
law/living together (18%).
Table 3: Marital status of the methadone survey respondents (N=45).
Common-law/
Single
Married
Separated/divorce
Marital status
living together
%
62%
0%
11%
18%

Other
11%

Level of education
The majority of the methadone survey respondents (42%) indicated that they had only completed high
school; another 26% had completed college (see Table 4).
Table 4: Level of schooling completed by the methadone survey respondents (N=43).
Level of schooling
%
No formal schooling
0%
Some schooling
21%
Completed high school
42%
Some post-secondary
12%
Completed post-secondary (college)
26%
Completed post-secondary (university)
0%
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Source of income
Of the 42 methadone survey respondents who identified their source of income, 64% were in receipt of
Income Support. Twenty-nine percent of the survey respondent received income from employment, with
five percent receiving employment insurance and two percent stating they have no source of income.
Experience with drug dependency/addiction
As can be seen from Table 5, almost a quarter of the methadone survey respondents stated using drugs for
one to four years before entering MMT, with one participant stating that they had been using drugs for 20
years. Thirty percent of participants provided a vague timeline on their prior drug usage, e.g., “years” of use.
Table 5: Length of time of taking drugs before entering the methadone program (N=44).
1-4 years
5-8 years
9-12 years 13-16 years 17-20 years
Years
%

23%

14%

18%

11%

5%

Experience in MMT
The methadone survey respondents varied in their duration in the methadone program from two weeks to 11
years. Most survey respondents had been in the methadone program for one to three years (42%), with 18%
of participants enrolled in each of the following: less than a year, four to six years, and seven or more years.
Three percent of respondents cited being enrolled in the program for “years”. (See Table 6)
Table 6: Length of enrolment in methadone program (N=33).
<1 year
1-3 years
4-6 years
Years
%
18%
42%
18%

7+ years
18%

When asked where they accessed their methadone (and they could provide multiple responses), the majority
of the methadone survey respondents reported accessing it from their pharmacist (98%), with 27% also
citing their physicians. Twenty percent of the methadone survey respondents also were accessing take-home
doses.
3.6.2 Clients seeking ODT
Given that this project is focused on a gaps analysis, it was considered to be beneficial to include a small
complement of potential ODT clients. This target group included those with addictions who have tried to
and/or who are ready to avail of existing pharmacotherapy treatment options, but are challenged to do so.
Given the privacy considerations related to undertaking this consultation (and as no prior agreement had
been given by this target group to participate in research and/or share their contact information), we sought
the support of our contacts from community-based organizations and the pharmacy informants in
identifying individuals to participate in the non-methadone users survey.
This non-methadone survey also sought limited demographic information (e.g., age range, gender, number
of years experiencing addiction, region of the province), focusing primarily on their experience currently
accessing services or their efforts to so do. The surveys sought their perspectives on, for example, the
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adequacy of access to ODT options, and on gaps in relation to ODT in NL and ways/means to fill these
gaps.
In total, 29 non-methadone surveys were completed. For ease of reporting, those who responded to the nonmethadone survey will be referred to as the "non-methadone survey respondents".
A copy of the non-methadone survey is found in Appendix “E”.
3.6.2.1. Profile of the non‐methadone survey respondents
Region in which they were living
At the time they completed the survey, the majority of the non-methadone survey respondents (79%) resided
in the Avalon region, with 3% coming from each of the central and western regions. Of those who cited
coming from “other” areas, they cited living out of province or out of country. (See Table 7.)
Table 7: Location of non‐methadone survey respondents (N= 29).
Avalon
Eastern
Central
Western
Region
%
79%
0%
3%
3%

Other*
14%

*Toronto (2); Lancaster, England (1); NL (1)

Age and gender
Thirty-eight percent of the non-methadone survey respondents were female; 62% were male. They ranged in
age from 21 to 65 years of age with the majority being in their 20s. Of note, 7% were over 60 years of age.
(See Table 8.)
Table 8: Age range of the non‐methadone survey respondents (N= 28).
< 20
20-29
30-39
40-49
50-59
Age Range
%
0%
43%
18%
14%
18%

60+
7%

Marital status
As can be seen in Table 9, the majority of the non-methadone survey respondents were single (59%) or
common law/living together (21%).
Table 9: Marital status of the non‐methadone survey respondents (N=29).
Single
Married
Separated/divorce Common-law/
Marital
living together
status
%
59%
3%
10%
21%

Other
7%

Level of education
The majority of the non-methadone survey respondents (59%) indicated they only had some schooling; 24%
of the respondents had completed college (see Table 10).
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Table 10: Level of schooling completed by the non‐methadone survey respondents (N=29).
%
Level of schooling
No formal schooling
0%
Some schooling
59%
Completed high school
10%
Some post-secondary
3%
Completed post-secondary (college)
24%
Completed post-secondary (university)
3%
Source of income
Of the 28 non-methadone survey respondents who identified their source of income, just over 70% were in
receipt of Income Support. Twenty-one percent were working or in receipt of a pension; the remaining
respondents cited having no income.
Experience with drug dependency/addiction
The majority of the non-methadone survey respondents were between 10 and 19 years of age when they first
used drugs. Of note is that 3% said they were younger than 10 years of age.
Table 11: Age at which survey respondents first used drugs (N= 29).
<10 years
10-19
20-29
30-39
Age
%
3%
66%
17%
7%

40-49
7%

Seventy-two percent of the non-methadone survey respondents indicated that there were times that they
were not using drugs. In terms of the drugs they were using at the time of the survey, marijuana, opiates and
cocaine were prevalent; just under 40% cited being on three or more different drugs. Fourteen percent of the
non-methadone respondents cited not being on drugs at that time of the survey.

4.0 Existing ODT Services
While the primary focus of the research was on gaps in ODT, those consulted for the gaps analysis were
asked to identify options (e.g., resources, programs, and services) available in the region/ province to
support individuals struggling with opioid dependency.
While few expanded on the reasons for their choices, the following resources, programs, and services were
identified.

4.1

Access to Methadone and Suboxone

Most of the informants and focus group participants spoke to access to methadone and suboxone as being
critical ODT services.
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4.1.1 Methadone
As per the MMT Standards and Guidelines (Section 1.0 Introduction):
MMT is based on a harm reduction philosophy and represents one component of a continuum of
treatment approaches for opioid‐dependent individuals. MMT is a substitution therapy that allows a
return‐to‐normal physiological, psychological and societal functioning. It is one possible treatment for
opioid dependence. […] Methadone alone does not constitute effective treatment of opioid dependency.
Effective MMT services would ideally comprise the following components:









an appropriate methadone dose
routine medical care
treatment for other substance dependence
counseling and support
mental health services
health promotion, disease prevention and education
linkages to other community‐based services
outreach and advocacy.

4.1.2 Suboxone
As per the MMT Standards and Guidelines (Section 3.3.1):
Buprenorphine/naloxone (Suboxone) is a sublingual partial agonistxvthat relieves withdrawal
symptoms and cravings for 24 hours or more when administered in appropriate doses. Suboxone
combines buprenorphine (a partial agonist), which is an effective therapy for opioid dependence, and
naloxone (an opioid antagonist), which is intended to limit
intravenous misuse and the potential for diversion.
Suboxone has a ceiling effect which means that when taken at increasingly higher doses, a user will
not derive any additional psychological euphoria from suboxone, but they will from Methadone.xvi
Because it has a ceiling effect, suboxone appears to be safer in overdose compared to methadone.
However, buprenorphine may also be somewhat less effective than methadone at retaining patients
in treatment.
The maximum dose for suboxone (24 mg) is probably less effective than methadone at doses above
60 or 80 mg; therefore, methadone may be more appropriate for patients who are dependent on large
doses of opioids. Patients who have failed at suboxone treatment may be switched to MMT;
switching from methadone to suboxone is clinically more difficult. MMT is considered first‐line
therapy.
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4.2

Community‐based services

There is a range of community-based services available in the province, although these resources are
primarily available in the St. John’s Metro Region/Avalon area. While it is acknowledged the list of
resources is long, the organization most often cited across the informant groups and focus group participants
as being a critical resource for individuals addicted to opioids was SWAP - the needle distribution service
offered by the AIDS Committee of Newfoundland and Labrador.
SWAP is a health promotion and education service for people who use drugs. Working from a public health
perspective, SWAP strives to reach people “where they are”. The goal is to reduce the negative
consequences of a particular behaviour, rather than requiring that the behaviour stop. This approach may
result in the eventual reduction of the behaviour itself. Any positive change is considered harm reduction.xvii
SWAP has offices in St. John’s and Corner Brook and provides needle distribution service across the
province via mail. As commented by one health care informant,
Preventative measures need to be supported to prevent addicts from contracting HIV, Hep C.
Treatment centres help, and we need more of them. I totally agree with SWAP. We should be looking
more at safe use – a place to go and use safely. Public washrooms and parking lots with needles
lying discarded are not the answer, and if people find discarded needles, they don’t know what to do
with/about them.
Other organizations referenced as being integral to supporting individuals struggling with drug dependency
included Choices for Youth, Stella’s Circle, U-Turn and self-help groups such as Narcotics Anonymous.

4.3

Naloxone kits

As of the fall 2016, Naloxone kits were made available in NL. Naloxone, is a safe and effective compound
that reverses the effects of opioid overdose. Through an investment of $180,000, approximately 1,200
naloxone kits are being distributed to target populations by the RHAs and SWAP.xviii This was described by
a few of the informants and focus group participants as an important recent initiative by the Provincial
Government.

4.4

Clinical services

Available clinical resources also were cited by some informants and focus group participants as being
important to support individuals struggling with opioid dependency. Examples included mental health and
addictions resources, including e-mental health services (where available), out-patient clinics, programs and
services at the Waterford, and provincial treatment centres including the Recovery Centre (St. John’s),
Opioid Treatment Centre (St. John’s), Humberwood (Corner Brook), Grace Centre (Harbour Grace),
Paradise Youth Treatment Centre, and Hope Valley Centre (Grand Falls-Windsor).
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4.5

Atlantic Mentorship Networkxix

A regional resource identified by a few of the physician informants is the Atlantic Mentorship Network,
described as the largest pain and addiction providers’ network in Canada. This network offers education,
clinical support and continuing medical education (CME) credit to health care practitioners. More
specifically, the Network provides its members with:
-

Connection to more than 200 pain and addiction providers;

-

Access to a clinic mentor;

-

A community of practice;

-

Small group learning and discussions in your home community;

-

Monthly online discussion of pain and addiction topics;

-

An annual network conference (additional fee);

-

Links to practitioners across Canada; and

-

12-15 hours of CME credit per year.

The network is primarily funded by the Nova Scotia Department of Health and Wellness and the
Newfoundland Department of Health and Community Services, with additional support from the QEII
foundation.
Mentorship program
Anyone involved in front line care of an individual suffering from chronic pain and addiction is invited to
participate in the Network’s mentorship program, fostering an interdisciplinary network. The unique group
allows participants the opportunity to access the knowledge and expertise of different disciplines to then
apply this information to their own situation.
Groups are “guided” by mentors who may not necessarily be experts in their field, however they have
training in mentorship and potentially extra training in pain or addiction management. Mentors are provided
with compensation for their time. Three times during the year, the small group of mentees and mentor met
to discuss cases, hear an expert on topic raised by the group, or have a demonstration of a technical skill.

4.6

Correctional Services

Her Majesty’s Penitentiary (HMP) in St. John’s has a health care unit including a NP, an addictions
coordinator, staff nurses, as well as a general practitioner (GP), two psychiatrists, and a psychologist.
Outside St John's, the remaining four correctional facilities are staffed by NPs who work on contract to a
maximum of 20 hours a week. All newly admitted inmates undergo a health assessment, and anyone who
presents with an issue or concern is seen by an NP. As well, inmates in these facilities have monthly access
to a psychiatrist.
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There is a psychologist on contract (five to eight hours per week) at the West Coast Correctional Institution
(Stephenville) and the NL Correctional Centre for Women in Clarenville (eight hours per week), and efforts
are now being made to institute such a service at the Labrador Correctional Centre. Women incarcerated at
the NL Correctional Centre also have weekly access to a staff from Stella’s Circle who provides genderspecific addictions services, which continue post-release to those who relocate to/live in St. John’s.
Individuals incarcerated in Lock-ups in the province also have access to NPs, and in St. John’s there is
access to psychiatrists 24/7 for suicide intervention or fitness assessments.
It was stated that there is addictions programming available in all of the province’s correctional facilities
(with some of the support provided by community-based groups and/or the RHAs). In particular, HMP has
an addictions coordinator and offers a continuum of programming (see Appendix “E”), including MMT and
a mandatory weekly group for any inmate who is receiving methadone. Of note, male inmates who are in
receipt of methadone prior to entering a correctional institution are housed in HMP; female inmates on
methadone are held at the NL Correctional Centre for Women, or possibly HMP, depending upon overflow.
4.6.1 Integrated Correctional Program Modelxx
The Correctional Service Canada (CSC) offers correctional programs that address multiple risk factors.
These factors contribute to an offender’s criminal activity. They are identified and addressed during their
sentence using the Integrated Correctional Program Model. There are three program streams in the model:
multi-target programs, Aboriginal multi-target programs, and sex offender programs, which are offered at
moderate and high intensity levels.
The Integrated Correctional Program Model is based on CSC’s most effective offender programs. These
programs have been proven to significantly reduce reoffending. The program model targets multiple risk
factors (including addictions) that most offenders have, in an efficient and comprehensive way. Offenders
learn to understand the risk factors that are linked to their criminal behaviour and to use the skills they gain
from the program in challenging or stressful situations.
The model has four components that complement the main program.
1.

The introductory phase consists of 10 to 11 group sessions. Each is 2 to 2.5 hours long. The goal is
to provide general direction to offenders and to focus on areas where they have trouble. Such areas
could include their risks, lifestyles and relationships, or their ability to manage emotions and
thoughts.

2.

The goal of the motivational component is to encourage offenders who are not motivated to
participate or stay in correctional programs. It also aims to help those who are having trouble
understanding program concepts.

3.

The community program consists of 20 to 25 group sessions. These are each 2 to 2.5 hours long. It is
offered to offenders who have not fully completed all of their required correctional programs while
incarcerated. They learn to understand their personal risk factors. They develop basic skills to help
reduce risky or harmful behaviours before they participate in the maintenance component.
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4.

The maintenance component consists of cycles of 12 group sessions. The sessions are offered in the
institution and community. They are each 2 hours long. The goal is to teach offenders how to apply
the skills they learned in the main program to real-life situations. This helps to reduce their risk of
reoffending.
The Integrated Correctional Program Model is offered in HMP, the West Coast Correctional
Institution and the Labrador Correctional Centre.

5.0 Utilizing technology to improve access to ODT
From a provincial perspective, telehealth can be utilized to offer MMT and continued follow up to
individuals who live in rural and remote communities, if the appropriate technology is in place. This is seen
to be an efficient approach, in particular since it reduces the need for long-distance travel.
For example, a methadone-prescribing physician in central Newfoundland provides services to methadone
patients in western Newfoundland (supported by nurse in that region). More recently, telehealth has been
used by a methadone-prescribing physician in the St. John’s Metro Region who has been following a patient
in Labrador.
Informants from one of the RHAs noted that they are looking to enhance their technology to connect with
individuals who cannot physically come to their offices. They also felt that email and texting are under-used
resources for connecting to their patients.
A few informants felt that use of telehealth would need to be approached cautiously and should not replace
face-to-face interaction, which is critical for individuals who might be returning to their home communities
and have given up all of their other former/negative networks. It also was stated that telehealth needs to be
supplemented by local resources on the ground. An example of this approach is the methadone nurse on the
West Coast who has face-to-face interaction with methadone patients who are being supported by the
methadone-prescribing physician from central Newfoundland.
A similar caution was exercised in relation to overuse of phones and the Internet for intake into ODT, with a
few informants stating that these approaches do not work for everyone (e.g., those who are not
technologically competent and/or are not computer literate; those with cell phones and limited plans), and
can be intimidating and impersonal. These informants felt that there must be opportunities for in-person
intake/assessment.
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GAPS IN OPIOID DEPENDENCE TREATMENT
6.0 Methadone Maintenance Treatment
6.1

The methadone providers’ roles

According to the MMT Standards and Guidelines for Physicians, the physician’s role in MMT includes the
following activities:
Intake:
During the initial patient assessment, the physician is responsible for learning about the patient’s
medical and personal history (drugs used, high risk behaviours, psychiatric history, social situation,
chronic or recurrent pain, addiction treatment history), performing a focused physical examination
(including urine drug screening) and determining whether the patient exhibits factors that might
place them at risk for methadone toxicity. Through learning about the person, physicians can
evaluate whether the patient meets the requirements of the Diagnostic and Statistical Manual of
Mental Disorders (4th edition) criteria for opioid dependency.
If the patient meets the requirements for MMT, the physician is required to go over the treatment
description, including the physician patient agreement, to ensure that both parties are aware of the
expectations.
During:
Physicians are expected to monitor the progress of the individual throughout the program. This
includes tracking their overall functioning, the start and end dates of the treatment and dose, when
witnessed ingestions occur, the number of take-home doses given to the patient (when applicable)
and the patient’s daily dose. Before changing the dose, the physician must assess the patient in
person or over the telephone, and subsequently record the change in dose. It is expected that the
physician will follow the dose administration regulations stated by the college. The physician should
counsel the patient on strategies to avoid methadone toxicity and ways to prevent overdose. These
suggestions include avoiding benzodiazepines or other drugs to relieve withdrawal symptoms, to
lessen if not eliminate the use of alcohol or other drugs, to take the dose in the morning, and to
educate other family members on signs of overdose.
For patients who are willing to receive counseling supports, physicians can provide this service
themselves or refer a patient to counseling services in the community. For those who administer
counseling, physicians should create a non-judgmental, collaborative environment so that patients
and physicians are better equipped to create a constructive relationship. This relationship will allow
the patients to feel comfortable and will provide them a platform to select their treatment goals to
work on. It is the physician’s responsibility to support the patient in developing a treatment plan,
however they are to ensure that the patient chooses their own goals. These goals may focus on
medical and wellness, life skills and practical help, and/or practical support.
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According to the NLPB’s Standards for the Safe and Effective Provision of Medication for the Treatment of
Opioid Dependence, the pharmacist’s role in MMT includes the following activities:
4) Operational Standards for Participation in Medication-Assisted Opioid Dependence Treatment
Pharmacy Layout and Design. The pharmacy must be designed and laid out to allow for all
pharmacist-patient discussions, witnessed doses, and the provision of take-home doses to take place
in a patient care environment that ensures visual and acoustical privacy and confidentiality and that
is clean, safe, and comfortably furnished for the patient.
b) Hours of Operation. When a pharmacy accepts a patient who requires daily witnessed ingestion of
medication, the pharmacy should be prepared to accommodate this dosing requirement and maintain
hours of operation necessary to do so. Pharmacies that do not operate seven days a week must
facilitate arrangements to enable the patient to acquire their doses on the days the pharmacy is
closed.
c) Pharmacy Network. In order to allow for documentation in the patient’s provincial health record,
it is strongly recommended that pharmacies participating in opioid dependence treatment are
connected to the provincial electronic health record through the Pharmacy Network.
d) Staff Education. It is the responsibility of the pharmacist-in-charge to ensure that all pharmacist
and non-pharmacist staff are appropriately educated and trained and understand the scope of their
role in the provision of medications for the treatment of opioid dependence.
[…]
5.2 Establishing the Pharmacist – Patient Relationship
a) Verbal Discussion. Pharmacists should arrange for an initial meeting with the patient to discuss
the services that they will provide, along with the obligations and expectations of both the pharmacy
staff and the patient within this relationship. The patient should be given the opportunity to ask
questions and relevant written information should be made available to supplement the discussion.
b) Written Agreement. A written Pharmacy-Patient Agreement serves to outline the roles,
expectations and obligations of both parties and can go a long way to prevent and/or handle any
misunderstandings that may occur in the future. Such an agreement must be developed by the
pharmacy and read and signed by both the patient and the pharmacist prior to methadone being
dispensed.
[…]
5.5 Releasing the Prescription
a) Providing Witnessed Doses. The pharmacist is required to witness the ingestion of the dose. This
function may not be delegated to a pharmacy technician or any other member of the pharmacy team.
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6.1.1 Perspectives of the providers
In describing what delivering the MMT entails, most of the methadone-prescribing physician informants
stated that the individuals who have opioid dependency are referred via self, as well as another health care
provider and/or service (including, for example, Emergency Departments). Intake and/or assessment can be
done by a nurse, addictions counsellor, social worker, administrative staff, and/or the physician. New
methadone patients are seen twice a week/every three to five days for the first few weeks to ensure they are
stable.
The methadone prescribing physicians varied in how frequently they see patients who are considered to be
stable and in the extent to which treatment plans for the patients are developed. For example, in some cases,
the follow-up included quick visits and provision of prescriptions; for others, there was a level of cognitive
behavioral therapy (CBT) available/provided and/or a treatment plan undertaken to ensure the patients’
psychosocial supports were in place.
In describing what dispensing methadone or suboxone entails, most of the methadone-dispensing
pharmacists described the process as detailed in section 6.1. A few of the informants stated that sometimes
the patients first come to the pharmacist and then are connected to a physician for a prescription. It also was
stated by a few of the informants that there is ample time to talk to and/or counsel the patients given they
come to the pharmacy every day. For those pharmacies that are not open 365 days a year, it was stated that
alternate arrangements are made as necessary to accommodate patients either through the provision of takehome doses (if this is warranted) or through access to another pharmacy that dispenses methadone and/or
suboxone.

6.2

Factors impacting individuals access to the MMT

6.2.1 Lack of physicians and pharmacists participating in MMT
The majority of the informants and focus group participants highlighted that a significant gap in ODT is the
lack of access to MMT, arising primarily from the small numbers of physicians prescribing and the few
pharmacies which are dispensing methadone, and/or those who have instituted ceilings on the numbers they
will include in their program. This concern was seen to be magnified in recent times, as it was felt that
increasing numbers of individuals are being approved for methadone. The depth of disparity in availability
between rural and urban areas is perhaps best demonstrated when comparing access to the methadone
program in the St. John’s Metro Region with rural areas.
The provincial MMT program is operated out of the OTC located in Pleasantville. (The OTC was intended
as a regional service but in the absence of comparable services elsewhere, it has taken referrals from other
regions.) As described in section 2.0, the OTC is an outpatient treatment program for opioid dependent
individuals, providing a multidisciplinary team approach (physicians, nurses, addiction counsellors and
pharmacist) to treatment mainly through methadone maintenance for individuals experiencing opiate
addiction.
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In addition to this holistic resource, individuals in the Avalon region needing access to methadone have
several physicians to which they can be referred, as well as pharmacists from which they can access their
daily dose. There also are well-established public- and para-transit systems and several taxi companies in
the City (which also service some of the neighbouring municipalities) and which methadone patients can
access to travel to and from their methadone doctor appointments and their daily visit to their pharmacy.
Contrast this with the limited services available to those in the Corner Brook Region, where one methadone
nurse works with methadone patients:
There is only one nurse working on consultation with addictions counselors. With existing resources,
we’re not going to be able to provide others. There is a wait list of up to a year, and people don’t
want to stay on it that long. They get discouraged and continue using. We have regular contact with
people who are waiting, but that is hard to do. There is no capacity for monitoring. We have about
60 clients receiving services and 29 waiting. The median wait time in days is 331.
Further, in Labrador, there are no physicians or pharmacists participating in the MMT.
6.2.1.1 Why physicians and pharmacists do or do not participate in MMT
When asked why they had decided to seek an exemption to prescribe methadone and/or suboxone, the
methadone-prescribing physician informants stated that they wanted to make a difference, reduce addiction
rates, and/or address addiction issues which arise during treatment for chronic pain.
The pharmacist informants also were asked their reasons for seeking authorization to dispense methadone
and/or suboxone. Some of these informants felt that is was their responsibility as a pharmacist to dispense
any medication including methadone; others were approached to provide a needed service when there were
no other providers in their area/region. One of the pharmacist informants spoke at length to how methadone
and suboxone can contribute to broader public safety, i.e., if they are receiving this therapy, there is less
likelihood they are committing crimes to access their street drugs and/or becoming violent because of drug
consumption.
Neither group identified any challenges or barriers in seeking an exemption to prescribe or an authorization
to dispense methadone and/or suboxone, or to maintaining their exemption or authorization.
In terms of why physicians choose not to seek an exemption to prescribe and pharmacists choose not to
seek authorization to dispense methadone or suboxone, similar reasons were identified by physician and
pharmacist informants and/or their provincial bodies/associations. These included, for example:


The target population is challenging and can “wear you down”, create a negative environment,
and/or pose a crime risk;



There is significant stigma around and fear of this population;



Delivering a methadone program is time consuming for physicians, in particular if they are to
provide CBT;
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Physicians want to continue to focus on their own areas of practice and have concerns about the
potential to sustain the added service of prescribing methadone/suboxone; and,



There are gaps in available support services to help patients in their individual offices/clinics and to
which they can refer patients.

A few of the informants and focus group participants felt that both pharmacists and physicians have their
own personal biases to treating people with addictions, noting that both groups may refuse to prescribe or
dispense methadone or suboxone, but will prescribe and dispense opiates. It also was stated that contributing
to lack of access to MMT is that many physicians and pharmacies do not embrace harm reduction.
Comments included,
The clientele being served are challenging and stigmatized. I think it relates to crime (e.g.,
shoplifting). They are a negative presence and their behaviour in the pharmacy creates a negative
image, e.g., if three or four are in the pharmacy waiting for methadone and on the other end of the
counter a mother is waiting with a sick child - negative environment.
The spectrum of patients that you treat through ODT is broad. Some are motivated and have strong
support and effective coping strategies. Others, and often more, may have experienced terrible
circumstances, have mental health or other additional health concerns. These patients may not be
truthful, punctual, and will require long-term treatment, especially as sobriety may not be the final
goal.
Because of clientele. They aren’t the neat and tidy folks that usually come to a doctor’s office.
Physicians try not to have overlap and have clinics separate from their regular patients. It’s the
same thing with pharmacists – the people coming in for their doses. Only about half a dozen
pharmacies filling prescriptions. They might lose some other clients so most won’t do it. They get fed
up with the methadone clientele.
Population is aging so an increasing number of seniors coming to pharmacies; they want to know
they are going to a safe place. If they start to feel that it is not a safe place because of those coming
to get their methadone (and they are known as many of them have tattoos and piercings and are
making noise waiting for their drink), they will go somewhere else. Pharmacies and pharmacy
owners do not want to jeopardize their regular clientele by taking on individuals on methadone who
can be a deterrent to the overall patrons.
Additional challenges cited to underlie why more pharmacies do not dispense methadone include, their sites
would have to have sufficient staff to keep up with the demand, should this be significant, and have
extended daily hours and/or days of operations (e.g., open on Sundays/holidays).
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6.2.1.2 Accessing suboxone
In early December 2016, the Minister of Health and Community Services - NL, announced that suboxone
would no longer require special authorization under the NL Prescription Drug Program (NLPDP).xxi It is
anticipated that this change will lead to increased access to this treatment.
While many informants and some of the focus group participants spoke positively to this recent
announcement, a few felt that the issues which deter physicians from prescribing methadone (e.g., a
challenging population) also will impact the number of physicians choosing to prescribe suboxone. Other
potential barriers to increasing access to suboxone are provided below.
A few of the methadone-prescribing physician informants explained that when a patient first takes
suboxone, they are monitored the first day to adjust the dose. After their first dose, the patient must come
back several hours later on the same day to see if they have achieved maximum effect and, as necessary, the
dose is adjusted. Overall, individuals who are taking suboxone are monitored more frequently initially than
those on methadone, especially the first week. It was stated that individuals on suboxone can be stabilized
sooner than those on methadone, but, on an ongoing basis, they would still be seen as often as those on
methadone (depending on the frequency of their urine checks.)
Some of the informants said that there will be resistance from pharmacists to dispense suboxone because it
takes significantly longer to administer than methadone. Witnessed dosing can be prolonged as it can take
from two to 10 minutes for the sublingual tablet to dissolve, with it being stated that it tends towards the
high end of 10 minutes. As an example, dispensing to 100 suboxone patients daily could take an extra 1000
minutes of the pharmacists’ time. If their administration time goes up four- or five-fold, their capacity to see
patients diminishes. It was stated by a few informants that not all pharmacies can afford to add more staff,
and there has not been any indication that there will be a fee increase for pharmacies dispensing suboxone.
Another factor which might inhibit an increase in the availability of suboxone is the misperception that
physicians who prescribe suboxone do not get the premium per patient per month that they are provided
when prescribing methadone. However, it is important to note, that the billing for both suboxone and
methadone is the same.
6.2.2 Stigma
Many of the informants and focus group participants referenced the stigma experienced by methadone
patients, stating, as referenced previously, that many pharmacies and physicians do not want this population
in their practice and that the approach to dispensing methadone can be very demeaning. For example, at
some pharmacies it was reported that methadone patients are lining up outside the pharmacies, often in the
cold, to access their methadone and/or are serviced in a different line than the average pharmacy patrons. It
was felt that in both situations, the methadone patients are very visible in their home communities or other
communities where they travel to access methadone and this contravenes their confidentiality.
People are lined up waiting outside in the snow to get their methadone – we do not require anyone
else to wait in the freezing cold to get access to health services. No confidentiality.
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Everywhere [around town], people can say, "I was up to the store – druggies waiting for the drink
again this morning." People do not understand the program.
Patients complain about the pharmacies treating them like different citizens. They feel everyone is
looking at them in the room at the end of the counter. Who else goes into a drugstore and drinks
their medicine? No one wants to have anything to do with that clientele.
Some of the pharmacist informants said that they make efforts to reduce the stigma associated with
methadone, citing their approach to be non-judgmental and “non-punitive” i.e., they create a supportive
space and place for the methadone patients, even if they falter in their treatment, or relapse.
A potential resource to support addressing stigma is the Centre for Addiction and Mental Health’s
“Methadone Maintenance Treatment: A Community Planning Guide”.xxiiThis community-planning guide is
intended for those communities interested in starting or expanding their MMT services. The guide provides
practical suggestions on how to raise awareness and acceptance of MMT services in the community and
foster greater public support for those struggling with opioid dependency. The manual guides the reader
through the stages of establishing a community-working group, engaging the community, and planning,
implementing and evaluating the program with the community.
More generally, it was felt by a few informants that a paradigm shift is needed to change the focus on
blaming the person with an addiction for their circumstances to viewing addictions as a chronic
problem/illness. It was felt that such a shift will facilitate programs that provide options to participants like
they do for any disease (i.e., you do not victimize a diabetes patient for developing the condition, they are
not “kicked” out of a program if they eat a chocolate bar).
6.2.3 Dispensing fees
Dispensing fees for those receiving take-home doses (or “carries”) was cited by a small number of
pharmacist informants as problematic. For those coming to the pharmacy each day for methadone, they pay
on their own in cash, via third-party payers or, for individuals of low income/on Income Support, through
the NLPDP. However, there is an issue that arises for those accessing take-home doses.
It was stated that the level of effort to prepare the carries is no different than for individual daily methadone
doses and so the dispensing fee should be levied for each day the carries cover. However, it was stated that,
currently, for those on Income Support or covered under the NLPDP, only the cost of the medication is
covered. Hence, these individuals are required to pay the difference in the price, and it was felt this is a
burden to those on low income and as well a deterrent to carries, a contributor to diversion (so the
individuals can access the funding needed to cover their carries), and/or a reason people can drop off the
program.
6.2.4 Perspective of the methadone survey respondents
Almost all of the methadone survey respondents cited having challenges entering the methadone program.
The most often cited issues included: waitlist, transportation costs and having to leave work. Of those
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respondents who selected "other", challenges included financial limitations and admitting they had an
addiction. On average, respondents cited at least two challenges when entering the program.
Table 12: Methadone survey respondents’ challenges in entering a methadone program (N=41).
%
Challenges in entering the program
Waitlist
61%
Transportation cost
39%
Having to leave work to access my methadone
37%
I worried that someone would find out I am in the program
34%
No methadone program in my area
22%
My employer is not supportive of me leaving to get methadone
17%
Finding a physician/pharmacist to dispense the methadone
15%
Lack of information on the program
12%
I did not have any challenges
12%
No outreach into the community
10%
Criteria to get into the program
7%
Other*
7%

6.3

Factors impacting individuals’ ongoing participation in MMT

6.3.1 Witness urines
Section 6.0 of the MMT Standards and Guidelines (Urine Drug Screening - UDS) speak to the specific
requirements for the urine drug screening procedure. Excerpts from relevant sub-sections are presented
below.
6.1 Overview
Urine Drug Screening (UDS) is one tool to verify patients’ self‐reported substance use, assess
response to MMT and determine suitability for take‐home doses.
6.1.1
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Standards
The MMT physician shall obtain and interpret urine drug screening (UDS) tests for routine
screening of opioids (including methadone), cocaine, amphetamines and benzodiazepines for
the purpose of monitoring and managing the patient.
The MMT physician shall obtain and interpret a UDS prior to MMT initiation.
The MMT physician shall obtain and interpret weekly UDS for 4 weeks prior to and for 4
weeks following acquisition of take‐home doses (See Standards, Section 7: Take‐Home
Doses).
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6.1.2 Guidelines
1. […]
2. The MMT physician should monitor the UDS collection to minimize the risk of receiving a
tampered urine sample. The MMT physician should use strategies such as:
a. witnessed collection or supervised collection,
b. checking the bathroom before the patient goes in for bags or extraneous items,
c. requiring the patient to remove bulky clothing and boots, and
d. temperature monitoring, measurement of pH, creatinine, or specific gravity.
2. The MMT physician should conduct UDS on a random schedule. If a random schedule is not
possible, then a fixed schedule should be conducted on a weekly basis.
3. The physician’s response to positive UDS should be non‐punitive, and should assist the
development of a treatment plan that promotes patient recovery.
4. The MMT physician should order UDS at a minimum of once monthly for all patients on
methadone maintenance.
5. The MMT physician should take into consideration treatment benefits, as well as the effect
on treatment retention, and cost where weekly (rather than monthly or bi‐weekly) UDS is
used during the maintenance phase.
6. Providing a tampered urine sample or failure to attend for a requested UDS within 24 hours
(48 hours in occasional exceptional circumstances) should be handled in the same fashion as
if the UDS is positive.
[…]

6.6. UDS Collection Schedule
 UDS should be obtained 1 to 4 times a month during the induction, stabilization and
maintenance phases. Physicians need to consider the potential benefits of more frequent UDS
tests (more likely to detect sporadic drug use and encourage accurate self-disclosure) and the
interference in the patient’s work and family obligations.
 Patients are expected to provide a urine sample within 24 hours of being notified.
 In cases of take-home doses, weekly UDS should be obtained for a minimum of 4 weeks
after take-home doses have been initiated. It can then be decreased to twice a month for two
months and once a month depending on the clinical situation.’
A few of the methadone-prescribing physician informants spoke to delays in receiving lab results from urine
samples. While it is recognized that lab analysis is generally reliable, specific, and sensitive, providing
accurate results, it was noted that sometimes the results take more than 10 days to get back to the
physicians, as opposed to the expected three or four days. This is not only considered inconvenient, but as
stated by one informant, it is a safety concern – e.g., in a situation where a patient is using other drugs
without the methadone-prescribing physician being aware of this substance abuse.
A second issue relates to the process of witnessing urines. A few of the methadone-prescribing physicians
said this is not the prevalent practice – leading to inconsistencies in approach and increased room for
tampering with the sample. While it is felt there should be some flexibility for physicians to make decisions
regarding frequency of undertaking witnessing urines, considering the risk and reward, lack of consistency
could be reinforcing negative behaviour without any sense of accountability.
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6.3.1.1 Punitive consequences for “dirty” urines
With regards to “dirty” urine and other non-compliance with the program, there appear to be varying
consequences depending on the methadone-prescribing physicians consulted. As an example:


One of the methadone-prescribing physicians said he gives a warning after the initial dirty urine and
a second dirty urine results in the individual’s full dose being cut, regardless of the dose;



Another physician gives three strikes and then the patients are cut off abruptly and completely;



Another physician stated that they give individuals additional chances should they have a dirty urine,
as there are not set rules regarding “three strikes and you are out”, and there are many false negatives
and positives with urine testing as well as interference from other substances;



Another physician said he does not do “three strikes and you are out” for dirty urine. He may see ten
or twelve dirty urines. He noted that he will cut them off when he is working harder than they are
and when they are not trying to get help.



Within the correctional facilities, individuals can accumulate three strikes from having dirty urine (as
well as by hoarding medication, sharing their methadone, and/or not coming to the weekly
methadone groups) and they can be cut off immediately or tapered off their dose.

A few of the methadone-prescribing physician and government informants, as well as focus group
participants could speak to the delivery of MMT within correctional facilities. Some felt that delivery of the
program must be strict and rigorous to prevent the methadone from being abused, e.g., diverted. However,
others felt that mitigating circumstances needed to be considered when assigning “three strikes” to one of
the methadone patients including:


Patients could be sharing their methadone due to fear of reprisal;



They might not be attending the weekly methadone groups because of other participants; it might not
be a safe place for them; and



It is questionable whether the approach of “three strikes and you are out” is effective within a
correctional system where individuals can be incarcerated for up to two years and have no other
options for accessing methadone if they are “cut off” while incarcerated.

This inconsistency in approach to addressing “dirty” urine was concerning to some of the methadoneprescribing physicians and methadone-dispensing pharmacists. Some of the approaches were considered
punitive and contrary to the philosophy of the program as stated in the MMT Standards and Guidelines –
section 6.1.2 (3).
Involuntary withdrawal from the program
Some of the punitive approaches described above conflict with the approached detailed in Section 8.3.2 of
the MMT Standards and Guidelines in relation to the process for involuntary withdrawal.
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8.3.2 Process for Involuntarily Withdrawing a Patient
Recommendations to end the doctor‐patient relationship effectively where MMT is being provided
are as follows:
1. If possible, arrange a transfer to another MMT physician.
2. Communicate your decision clearly to the patient. This should include the details of a tapering
schedule and/or end date of their methadone prescription.
3. Involuntary tapering may begin while the patient is searching for another physician. Once an
appointment for transfer is confirmed, involuntary tapering should be stopped at the current dose
until the patient enters the new methadone program.
4. Once involuntary tapering has begun, all methadone doses must be daily witnessed ingestion.
The MMT physician should decrease the methadone dose at a rate of 5‐10 mg every 3 to 7 days
until a dose of 50 mg is achieved. Below 50 mg, the rate of decrease should be no more than 5
mg every 3 to 7 days.
5. Provide the patient with reasonable help to find another MMT physician. Provide the CPSNL
Methadone Program phone number for assistance in finding MMT physicians in the patient's
community that are accepting new patients.
6. […]
7. In extreme circumstances related to the safety of the staff or physician or others, a
patient may be discharged without tapering.

The Methadone Maintenance Treatment Agreement
Of note, as per Section 4.4.1 of the MMT Standards and Guidelines, any patient seeking initiation of MMT
must sign the Methadone Maintenance Treatment Agreement, which provides information about the
program’s rules and expectations. A review of this Agreement, which is found in Appendix “D” of the
Standards and Guidelines, speaks to consequences that “may” happen if an individual in the MMT program
contravenes these rules and expectations. For example, this section details several actions (e.g., arriving late;
hurting or threatening to hurt the staff or other patients) which the patients are not allowed to do while in the
program. Should they undertake these actions, then they “may not” get their methadone and/or they “may”
have to leave the methadone program.
6.3.2 Lack of access to primary care
Some of the informants and many of the focus group participants referenced the gap which methadone
patients can experience in receiving holistic, primary care. It was felt that the majority of the methadoneprescribing physicians are not providing such care to their methadone patients, but only addressing any
presenting issues related to methadone (e.g., prescription, dose). Should the patients have other medical
issues/concerns that they want addressed, they have to access their own physician (if they have one) or
access an Emergency Department (if the staff can “look past” the fact an individual has addictions/is under
the influence), or their ailments remain untreated.
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Methadone is a segregated service - socially and spatially –providing a singular service: here is
your prescription and bugger off; if you have Hep-C or a broken finger or need counselling, go
somewhere else. Why should people who are receiving a health service be segregated from the
regular population? The original intent of methadone service providers was to get them stabilized on
their methadone and then shift them over to GPs once they are able to be contributing members of
the workforce. May not work for everyone but could for some.
6.3.3 Lack of counselling and related services
Section 9 of the MMT Standards and Guidelines reflects on the fact that methadone programs should be
more than simply writing prescriptions:
Most methadone patients struggle with several challenges, such as poverty, inadequate housing, lack
of education, exposure to violence, poor nutrition, serious physical or mental health problems,
interpersonal conflicts with self, family and friends, inability to secure and maintain employment,
and involvement with the criminal justice system. These problems do not disappear just because the
patient receives a daily dose of methadone. Methadone programs should incorporate a
comprehensive biopsychosocial and, where appropriate to the patient, spiritual approach to help
patients cope with their problems.
It is important for methadone prescribers not to adopt the perception that counseling is a task to be
taken on exclusively by other staff or caregivers. All MMT physicians share in this significant
responsibility as part of their overall mission to facilitate treatment and, ultimately, recovery.
As previously referenced, the MMT Standards and Guidelines also state that “methadone alone does not
constitute effective treatment of opioid dependency” and that an effective service would include counselling
and support, mental health services, and linkages to other community-based services. This perspective was
reiterated by many of the informants and focus group participants with a few of the health care provider
informants identifying that methadone and suboxone are tools for withdrawal over an extended period,
which alone are not likely to enable individuals to focus on their recovery.
Despite this understanding, the lack of available CBT/counselling for the individuals receiving methadone
or suboxone was cited as a significant concern. The majority of the focus group participants and many
informants, including a few of the methadone-prescribing physicians, highlighted that there is no “program”
attached to MMT and without counselling and support to address the root causes of their addiction,
methadone on its own does not promote recovery. They cited the lack of CBT from the physicians who
prescribe methadone, with some noting that visits to these physicians are short and “in and out”, as the focus
is on checking urine test results, managing dosage and writing prescriptions.
A small number of the health care provider informants felt that the fee-for-service pay structure for
methadone-prescribing physicians creates incentives to move patients through quickly. This fee structure
does not entice physicians to spend time to provide CBT and/or does not provide compensation for services
such as, for example, case management and advocacy. Comments included:
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Patients are being evaluated and given prescriptions, then walking out the door. This is not a
complete service.
There need to be provincial clinics around the island with salaried physicians who are not worried
about numbers and who can take the time to work with patients and support and/or refer them.
I do not believe that access to methadone on its own is overly helpful to individuals if the root cause
of the addiction issue is not dealt with and worked through.
Physicians have to be compensated for their time. If the system has not set up a certain code for a
certain service – the system deems it unimportant. A doctor will adjust his/her scope of practice if
there is a sensible program with codes to bill. It is not about maximizing income, it is about getting
paid properly for the time.
A few of the informants felt that the methadone-prescribing physicians lack time to provide counselling due
to their overall patient base and/or, for those in urban/urbanized areas, due to large caseloads of patients on
methadone. As an example, in relation to other chronic illnesses, once a patient is stable, they may be seen
two or four times a year; in contrast, individuals on methadone are seen weekly, biweekly, and then monthly
over a two-year period (much more time intensive). In addition, in rural areas without additional support
(e.g., methadone nurse, addiction counsellor), the physician also might be doing the witness urines and/or
trying to provide CBT with no other supports.
Time is the biggest barrier when running a practice and ensuring that you can handle the additional
workload without reducing the quality of service you provide to your patients. As an example, if you
are a busy physician and doing other work (e.g., rotations in emergency, teaching) then it can be a
time crunch adding addictions treatment.
There are also too many clients to counsel for at least 30 minutes each. There is no time to do it.
Some in [rural NL] might have time because they don’t have the same numbers of clients as in the
city. On-going assessments are quick and dirty, e.g., any trouble with your dose, any side effects?
[Counselling] is not mandatory. If it was, there would only be half as many on methadone. More
flexibility and more resources are needed.
A comparison was offered by a few of the informants and focus group participants between the approach to
MMT provided by some of the physicians prescribing methadone and that offered at the OTC in
Pleasantville. This treatment centre was described as having a wraparound approach and interdisciplinary
team with comprehensive supports – e.g., a methadone-prescribing physician, pharmacists, nurse, and staff
to provide psychosocial supports to help with crises, basic needs, and connect them with community
organizations.
The majority of pharmacists indicated that they are involved in counselling and supporting the individuals
receiving methadone; the remaining pharmacist said that due to volume, they are unable to undertake
anything except dispensing the drug. Those who are providing more support stated that they were focused
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on treating the individuals as people – asking how they are/checking in/having a conversation, advocating
for the additional help they need, and/or partnering with treatment centres/organizations for educational
purpose.
The pharmacists with [me] are and should be a big part of the treatment continuum. They are a
resource for those who are coming, e.g., checking in to see how they are and advocating for the help
they need. As an example, those on methadone can show up at Emergency and no one will see them
because they are addicts. Pharmacists have taken them to Emergency to vouch that there is
something wrong and they do need to be seen.
A few of the pharmacists suggested that new pharmacists could be provided training to support addictions
counselling and cognitive behavioural skill development to the methadone patients as they are in the
pharmacy every day. It also was stated however, that pharmacists who chose to undertake such an expanded
role would have to be appropriately compensated for their time and efforts.
6.3.4 Take‐home doses
Section 7 of the MMT Standards and Guidelines discusses take-home doses and describe this practice as
being key to the success of MMT. Standards set out the conditions under which an individual can avail of a
take-home dose and as well when take-home doses should not be allowed.
While, generally, the methadone-prescribing physicians and methadone-dispensing pharmacist informants
cited the value of carries, they also spoke to the challenges this presents, including knowing who can be
trusted. It was highlighted that only individuals who are sufficiently stable should have access to take-home
doses of methadone and/or suboxone, as if not, they could choose to take more of it than prescribed per day
to their detriment.
Diversion of the carries was acknowledged to occur, although it was highlighted that it can be difficult to
prove. Diversion was described as a significant safety risk to those who are accessing this drug without
education on its impacts and effects, and thus, for example, the risk of overdose.
The focus group participants cited, for example, individuals waiting for clients to leave pharmacies with
their doses so they could purchase them, and/or to grant sexual favors behind clinics in exchange for
methadone. A few of the key informants cited doses being diverted in correctional facilities – including
through the methadone patients’ vomiting up their dose for provision to someone else.
Some of the informants and focus group participants highlighted that it is important for some methadone
patients to get carries to, for example, support their education and employment and/or more generally, to
support those who are contributing to society. It also was noted that carries offset some of the stigma
experienced by going to a pharmacy daily to access methadone.
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For those who are unable to get carries, and must get to a pharmacy each day to access their daily
methadone, how does this impact their quality of life, access to education and/or employment? As
well, it is embarrassing.
However, it was acknowledged that there must be checks and balances in place to ensure that this
opportunity is not abused.
Accessibility is a good thing but the concerns are the support and structure – How much? Who
should get carries? Is this in the public interest? Increasing access is a good idea but checks and
balances have to be in place.
It was stated by a few of the methadone-prescribing physicians and methadone-dispensing pharmacist
informants that in addition to differing approaches to the witness urines, the checks and balances for takehome doses are inconsistent across physicians. They differ in when and under what circumstances, they
might take away the carries and require the methadone-patients to return to daily visits to the pharmacy.

6.3.5 Perspectives of the survey respondents
The methadone survey respondents spoke to the challenges they have experienced since being in the
program. Since entering the program, 45% of the respondents cited transportation, 28% stating the lack of
counselling in the program and 25% stating having to leave work to access their methadone as a challenge.
For those who selected “other challenges”, these included financial strains, having to leave school, and a
decreased connection with their doctor. On average, respondents faced two challenges when accessing
methadone treatment.
Table 13: Challenges to accessing methadone treatment while participating in the program.
Challenges in the program
%
Transportation
45%
Lack of counselling in the program
28%
Having to leave work to access my methadone
25%
I worry that someone will find out I am in the program
20%
No funds for child care
18%
Other*
15%
The hours for the methadone clinic do not work well for me
15%
I do not have any challenges
13%
Lack of privacy when I get my methadone
13%
No outreach into the community
8%
My employers are not supportive of me leaving to get methadone
5%
The majority of the non-methadone survey respondents identified that they had tried suboxone or
methadone, with slightly less than half noting this had not been successful because, for example, they were
barred from the program and relapsed; had no income to pay the up-front cost of methadone while waiting
for Income Support and so could not stay in the program; and/or were unable to access transportation.
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6.4

Factors that can impact an individual’s success in MMT

All of the pharmacist informants and the majority of the physician-prescribing informants cited low
numbers/percentages of patients being successful in the methadone program. Some factors that have
contributed to success include having stable mental health, an education, and/or wanting to be clean for their
children and/or to prevent them from being taken into care; access to psychosocial supports including family
support and employment; and individuals with better insight into their issues and/or motivation to quit.
Factors which can inhibit success include lack of support; maintaining the same negative social
circles/networks once entering the program and not understanding the time needed to experience success on
methadone or suboxone. It also was suggested by a few informants that having numerous patients coming to
a pharmacy at any one time to access methadone can negatively impact success, as this perpetuates social
networks of individuals with addictions.
About 70% that started have completed. Of that 70, less than 20% are clean. Relapse is quite high.
We’ve had some back here again and some who are now with other physicians. They relapse as they
don’t change their social situation. They want to get on and off the methadone in six months, but
that’s impossible. At least two years are needed. Either they don’t, can’t or won’t change their social
milieu, are living in same place, or hanging out with the same group so they can’t get out of that
situation.
6.4.1 What defines success?
Some of the informants commented on the concept of “success” within the MMT, with a few stating there is
a need to more specifically define the goal of the program. All spoke to the view that success encompasses
more than being weaned off methadone, abstinence from all drugs and/or full recovery. Rather, they stated
there must be realistic expectations set for the methadone patients and success measured in relation to
functionality and/or public safety. Successful outcomes were considered to include:





Ongoing attachment to the methadone program;
Improvements in their capacity to function in their communities/lives;
Increased engagement in their communities, training and/or employment; and
Reduction of their criminal behavior, which contributes to enhanced public safety.

Comments included:
We have to ensure there are realistic expectations for people. Some may never get off methadone, and
if there is an ongoing focus on doing so, it is very self-defeating and impacts self-esteem.
The success should be measured in terms of public safety. If someone gets off and reforms that is
great, but if they stay on the same dose for the rest of their life and never cause any trouble, this is
success.
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If someone can be content in their lives and feel like they can be an active member of society despite
taking methadone on a daily basis, is that a poor outcome of the program? Do they need to be "off"
methadone and drugs to be successful?
Success is the ability to function – if they can get to a point where they are functional, this is success.
This view on success is articulated in Section 1.2 of the MMT Standards and Guidelines:
For some people, MMT may continue for life, while others may be able to eventually discontinue
MMT and remain abstinent while preserving the normal level of function they attained while on
MMT.
This same section of the MMT Standards and Guidelines also speak to successful outcomes through MMT
as requiring knowledge, experience, vigilance, and diligence on the part of the MMT physician, the patient,
and all of those involved in treatment.
It was stated by a few of the informants that while many of the existing formal services assume everyone
with a dependency is interested in cessation, this is not reality. Therefore, there needs to be a focus on
decreasing people’s risk and providing services that support individuals to gain some stability (e.g., SWAP)
which may create the environment for them to be ready to make change in their lives and address the issues
which led them to opioid dependence.
6.4.2 Perspectives of the methadone survey respondents on the helpfulness of MMT
Ninety-seven percent of the methadone survey respondents believe that methadone treatment will help them
stay off drugs, and additionally that they will eventually be able to stop using methadone. Those who do not
believe that the program will help them attribute this to the availability of drugs, their inability to cope with
external stressors, and/or the strength of their cravings.
When asked to rate how helpful the methadone program has been in their life on a scale of one to ten, 82%
provided a high rating of 8 to 10 out of 10, with 58% of this group providing a 10 out of 10. One participant
wrote in ‘15’ and therefore was categorized as "other".

Table 14: Level of perceived helpfulness of methadone program by survey participants (N=33).
1
2
3
4
5
6
7
8
9
10
Other*
Rank of
helpfulness
%
3%
9%
3%
21% 3% 58%
3%
When providing reasons for their rating, the most common responses included the respondent achieving a
sense of normalcy, the support the program provided, the ability to be free from their addictions, and/or the
program "saved" their life. The respondents who gave a lower score attributed the ranking to a bad reaction
to methadone, the duration of the treatment was longer than anticipated and the trouble of transferring
between doctors. Comments included:
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My life has improved 100%. My [providers] are so supportive. All and all I am finally happy with
my life and who I am.
Well, I would have say 10 because it helped more than I can put into words. Over the years, my
addiction progressed and I might not still be here if I didn't go on the methadone program.
The methadone program has changed my life around for the better and has helped me to become a
normal person in society.
I have been using drugs a long time. This is the first time in [many] years that I am not using drugs,
that I wake up happy.
The program has been very helpful for me in my life because it has taken away all withdrawals
allowing me to go to work daily and feel 'normal'. Its helped me stay completely away from drugs
and I'm feeling better physically and mentally. Also, it has let me form new friendships and realize I
can have fun without drugs. Also, I've earned back trust with people I had lost from it.

6.5

Perspectives on improving MMT

As detailed in section 6.2.1, lack of access to physicians and pharmacists who prescribe and dispense
methadone respectively, is considered a significant gap in ODT in the province, in particular in Labrador
which to date does not have any such resources. Suggestions for addressing this gap were provided, with
two different approaches presented:


A small number of the pharmacist informants and focus group participants felt that methadone treatment
should be considered a specialty. Like any other specialty area, once a patient has been started on
treatment and then stabilized by the specialist (a methadone-prescribing physician), they should be seen
by their GP/Family Physician who can renew their prescription and monitor their condition. If the
individual relapses or encounters any issues, they can be referred back to their methadone doctor until
they are once again stable.



Most of the focus group participants and many of the informants spoke to the need to increase the
number of methadone-prescribing physicians and methadone-dispensing pharmacies in the province.
Some felt that this should be mandated – i.e., all physicians and pharmacies should participate in MMT
as a component of their scope of practice, given it was questioned how this fundamentally differed from
prescribing and dispensing opioids for chronic pain or medications for other chronic conditions. The
majority of the pharmacist informants cited it is ethically wrong and/or irresponsible for pharmacists to
not dispense methadone.
Further, it was stated that having all of the physicians involved in MMT would result in a dispersion of
methadone patients across physicians, thus reducing wait-times for access to the program and the
physicians’ caseload of methadone patients. As well, having small numbers of this population accessing
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services offsets the concern cited by many non-prescribers and non-dispensers, that large volumes of
patients create negative/unsafe environments for their general patient populations/patrons. It also should
reduce the stigma experienced by those accessing methadone.
Family physicians should have to prescribe methadone so people are not stigmatized and
warehoused going to see special doctors.
Until negotiations with the General Practitioner (GP) population in the province come to a point
where physicians will take a few patients, at the end of the day, the majority of the individuals will
always be "someone else's patients to take care of". Most GPs don’t want the headache. Yet if every
GP had five patients - one in a waiting room at a time, this would help to address the concerns re
safety and comfort of the other patients and as well, the stigma of the individual accessing
methadone.
Some of the informants spoke to the need for other health care professionals, e.g., nurses, to be able to
administer methadone, thus increasing the number of providers who can play an integral role in MMT.
A few of the informants also spoke to the need for methadone-prescribing physicians to provide primary
care to their methadone patients as needed, instead of the patients going back to their own physicians (if
they have one).
A few of the informants also felt the fee structure for MMT should be reviewed. This direction is one which
has been recommended in two other provincial studies:
In British Columbia’s Pharmacy Association’s 2014/2015 Activity Report – More Than Pillsxxiii, it makes
recommendations surrounding fee structures as follows:
1. Create an independent financial oversight group that is charged with looking at physician and
pharmacist fee structures to ensure no inadvertent perverse incentives exist that result in
compromised care for patients.
2. Restructure the current Methadone Maintenance Payment Program to a payment program that
provides a patient-focused plan with a single payment for all clinical and dispensing services
received by patients on methadone.
In the Methadone Treatment and Services Advisory Committee - Final Reportxxiv (2016) out of Ontario, the
following was recommended:
Ministry of Health and Long-Term Care should work with the Ontario Medical Association and
Local Health Integration Networks to support the variety of service models that meet patients’
individual physical and mental health needs. This should include consideration around alternative
physician remuneration structures in order to ensure high quality care is provided in all settings,
including in high volume clinics.
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7.0 Lack of Collaboration and Cooperation Among Service
Providers
7.1 Lack of cooperation and connection between and among formal
government health providers
Some of the informants and focus group participants said there is a lack of cooperation between and among
formal government services in some regions. Examples were cited of treatment centres having no
connection to physicians in their regions who are prescribing methadone or suboxone; and of decisions
being made by health care professionals about patients’ addiction treatments who do not share this
information with their primary physician or others involved in their care, even when the patients have given
consent for this sharing.
A few of the methadone-prescribing physician informants spoke to the lack of formal support from their
RHAs and/or mental health and addiction services in supporting their methadone patients. Comments
included:
These programs function at arm’s length. This places the burden solely on me to be the physician,
counsellor, advocate, and addictions counsellor.
We don’t have a good understanding of the process, of how services are delivered. How can we
prescribe methadone without collaboration with other service providers? How do we support the
provider and patient without collaboration with others involved?

7.2

Health care practitioners lack of connection to community‐based resources

Some of the informants and a few focus group participants identified a lack of connection between health
care providers and community-based organizations whose mandate includes addictions services and/or
supporting individuals who have addictions. Reasons for this disconnect included health care practitioners
lack of time to dedicate to finding out what is available and/or to establish and maintain relationships. Some
of the focus group participants also cited the need for community-based resources to work more closely
together to support a shared client group.
A few of the focus group participants also highlighted that a major barrier to supporting their clients to
access services was the lack of direct access via telephone to an appropriate staff person within the formal
health care system (e.g., the RHAs). They stated there is no clarity on who to call and no contact numbers
available.

7.3

Lack of continuity of service between and among communities and regions

A few of the focus group participants felt there was no continuity of service for individuals moving between
and among communities and/or regions. For example, while they might receive services in one region,
moving to another region requires starting the application program again and perhaps being on a waitlist.
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7.4

Community and government/RHA relations

It was reported by several of the focus group participants that government and RHA staff do not always
respect the perspectives or views of community-based workers who have significant experience and
expertise. These participants stated that they are professional in their activity and if they are looking for
help/advocating, they are asking because of an individual need.
As an example, it was stated that even if a client says they are suicidal, the client has to be the one to tell the
official in the department or agency they are calling for help. Staff with community organizations cannot
talk on behalf of the individuals in those situations. Therefore, if they client does not (or cannot) tell the
official on the phone what is wrong, the emergency response team will not come.
In addition, it was stated that government services are often too formal and thus intimidating to clients, in
particular offices which have locked doors/keyed entry, glass partitions and/or security guards.

7.5

Increased levels of cooperation and collaboration are required

Many of the informants and focus group participants highlighted the need for community and government to
collaborate on concrete actions and solutions to address addictions. There must be enhanced and collective
efforts towards policy development and service delivery by all stakeholders to ensure complementarity of
service. This would be particularly relevant to rural areas which have fewer providers; collaborative efforts
should build needed capacity and maximize use of existing resources.
I believe we do a fantastic job of listening to each sector’s experiences, statistics and opinions, but
we unfortunately often fail to take this process of partnering to the next level by actually fostering
change.
There needs to be a shared vision and a model of addictions services, and providers need to know where
they fit in that model and how all stakeholders can effectively work together. Comments included:
We have to determine what is needed and create the system for it.
We also want equitable services: this is currently limited for some regions. To do this we need to
develop a network of people willing to work together and provide supports.
7.5.1 Opportunities for networking and collaborating
It was stated that inter-professional forums should be held regularly, bringing together the continuum of
urban and rural government and community providers who have a critical role on the addiction to recovery
continuum. This should include front-line services providers and those with lived experience.
These forums would provide a venue for learning about the available services in each region, clarifying each
other’s roles in working with individuals along the addictions continuum, information sharing, facilitating a
common language in relation to addictions and related treatment, reducing duplication of effort, and
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identifying joint initiatives. It was noted that technology could be used to provide cost-effective ways to
ensure representation from across the province.
With technological advances, there is no reason all of the various groups and individuals from
across the province cannot be around the same table sharing information and planning to address
opioid addiction. To address these gaps, a collaborative partnership is needed with the Department
of Health, physicians, health boards and health and community allied groups. Community programs
will be vital in helping with service allocation.

8.0 Opioid Dependence in Labrador
Informants who could speak to the Labrador experience with opioid dependence indicated that currently,
this is not an overarching concern in this region – e.g., there is “little to no narcotic use” in their
communities. Most of the informants indicated that alcohol is the prevalent addiction, with marijuana also
being available. It was noted, however, that since the inception of Muskrat Falls, opioid use in HappyValley Goose Bay has increased with a few individuals sent out of the region for treatment.
A few of the informants felt that reasons for this lack of opioid dependence is in part because all of the
physicians are salaried and with Labrador-Grenfell Health and so individuals cannot “shop” around to get
multiple prescriptions. As well, for the Aboriginal people accessing their drugs/medications through a
centralized non-insured health benefits program, their drug usage can be monitored and tracked.

8.1

Barriers to accessing ODT

It was identified by a few of the informants that one of the barriers to accessing addictions counselling in
Aboriginal communities (if it were needed) is the speculation about and discomfort with some service
providers, in particular in relation to their level of cultural competency. It was suggested that to offset this
perception and concern, counsellors should be visibly engaged in the community and, for example,
participating in outdoor and culturally relevant activities.
A few of the informants spoke to past breaches of trust, resulting in some residents being concerned about
sharing personal information. This concern has been magnified when counsellors are from the community in
question.
It was felt by a few of the informants that efforts must be made to reduce the layers of administration
through which the Aboriginal populations sometimes have to wade should they need to access treatment
services. As well, it was felt that efforts should be made to streamline access to treatment in the province.
For example, representatives of one of the Aboriginal populations stated that to access a provincially run
treatment facility (in Newfoundland or out of province), individuals have to be assessed by a LabradorGrenfell Health mental health staff. One of their own Aboriginal government mental health staff cannot
complete the assessment. In contrast, if they are accessing a National Native Alcohol and Drug Abuse
Program Treatment Centrexxv, one of their own staff can complete the assessment.
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9.0 Residential treatment centres
Residential treatment centres were cited as an important component on the opioid dependence treatment
continuum, although several of the focus group participants and informants highlighted concerns with their
policies and approaches.
Generally, it was stated that wait times to get into treatment centres can be a deterrent to those who “in the
moment” (in particular, youth) decide to seek help. This is considered a significant barrier, given the lack of
access to other services such as addiction counselling while waiting for a treatment centre.
Criteria for accessing some of the treatment centres (e.g., the need to be abstinent before entry) was
considered unreasonable for many of the target group. Further, the RHA’s no smoking policy limits
individuals’ access to treatment as it is estimated that most of those with addictions also smoke, and so they
can struggle with having to simultaneously give up smoking as well as their drugs, resulting in some leaving
their programs.
The focus group participants and some of the informants also highlighted the inadequacy of the short stays
at the province’s treatment centres. They stated that three to four weeks is insufficient to address the
increasing complexities of the target population and the range of drugs which are now available to them.
Comments included:
A three-week stay in the Humberwood program is next to useless. Pleasantville, useless. Harbour
Grace almost useless. Three weeks in a centre will not get you out of your situation. Clients can’t
even smoke in the centres.
Three and four week programs were fine 30 years ago, when alcohol was the prevalent drug; but
with the changes in the type of drugs, people having concurrent disorders and rising addictions, we
need longer programs. Twenty-eight days might be enough to level out, but then you are thrown
back into the community with no follow-up. The results are poor.
The long-standing six to nine month centres are the best chances. If centres would have longer
programs, it would work better. If clients smoke, they’re kicked out - foolishness! Programs need to
be longer and more lenient in terms of clients’ other problems.
[Why would a centre] have a requirement for individuals to be “clean” before admittance? Would
you need rehabilitation if you had the ability to stay clean for two weeks [on your own]?
Most of the informants associated with the treatment centres spoke to the need for more comprehensive
inter-disciplinary resources to build their capacity to address the increasingly complex caseload. This would
include, for example, NPs, methadone nurses and/or other health care professionals who can administer
methadone, addiction counsellors and other clinical support staff, recreation therapists, and staff to support
vocational rehabilitation and planning for after care.
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When looking at resource allocation, look at it equitably. We are all working with this population
who are more chronic and near the end of the continuum with more issues. No one person or one
physician or one nurse can do it all. We need support for the patients and our teams.
Interdisciplinary teams can support each other and offset turnover and burnout.
Lack of available psychosocial supports. There is no [ready]access to psychiatric follow-up. Many
clients come through with drug addictions and when they get through that, the mental health issues
emerge. We try to touch base with the client every couple of days, return their calls, etc., but there is
no time for that, and we’re not psychiatrists and aren’t sure what to do. It’s hard to run a centre
with a main focus on addictions knowing your client isn’t able to be adequately treated.

10.0

Access to resources and waitlists

Many of the focus group participants spoke to the fact that when individuals are living with an addiction,
accessing help when they identify being ready for change is critical to a successful recovery. However, there
are barriers to such immediate access including that individuals often must first try and find a program or
service, and, as possible one in their region; meet the criteria, which can be quite restrictive; and then go on
a waiting list, sometimes for months. Numerous health care informants also said that they struggle to
identify an available and appropriate counselling and supporting resource to whom they can refer their
patients with addictions. Comments included:
When they are ready to reach out for help, the help has to be there. We have a [very long] waitlist
for methadone services…It is just as well we say we do not provide the service, although we are
monitoring [those on our list] and do what we can. Without any more resources, it will be a long
time before they are getting services. Yet, we know we have to get people when they are ready. If
they have to wait - some will die and some will be lost. Help has to be available when it is needed.
Longstanding issue is timeliness of access. Had a young person call the Recovery Centre from a
service provider’s phone. Wanted to come right away – was told to call back the next day and
perhaps they could do assessments. Assessments are now only done Monday to Friday and most
before 3 o’clock. No weekend assessment. This is because they now do medical detox and as such
need a prescriber on staff; while the nurse practitioner can prescribe, she is only there during the
week.
Monday to Friday 9 to 5 does not work for the population. There is no timeline for crisis. Why not
work 12 to 10 and open weekends?
Many of the informants and focus group participants identified waiting lists for critical ODT- related
services such as methadone programs (depending on where one is living in the province); mental health and
addictions counsellors, psychologists and psychiatrists; and residential treatment centres.
As an example, as of September 2016, it was stated that waitlists for Eastern Health were:


Addictions Counselling, St. John’s - three to nine months (78 on the waiting list)
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Addictions counselling, rural – no wait to six months (55 on the waiting list)



OTC – two weeks (26 on the waiting list)

One contributing factor to waiting lists for these and other ODT services is lack of capacity. For example, it
was stated by one provider that they could avail of telehealth services from a methadone-prescribing
physician, if they had a local on-the-ground methadone support staff (e.g., nurse or NP).
The issue of waitlists is a concern not only for those who wish to initially access services, but also for those
coming out of treatment centres who need follow-up. As well, it was stated that even when an individual
accesses services, sometimes there is too long a period between one appointment and the next to sustain a
person’s resolve or treatment plan.
The follow-up waitlist is extremely challenging. Had a client who went to detox – no follow-up; then
came out of [residential] treatment, went through intake and went on to a waitlist. All these
processes and no follow-up. How do we ensure people’s[status] is maintained?
Few answers were provided to the issue of lack of available resources and/or waitlists. Overall, the message
was that services (in particular, counselling) must be readily available to those who need it. Individuals
should not be waiting months for services, when their motivation to change might be diminished and/or
their circumstances might have changed.
Scheduled appointments
A significant challenge cited by a few of the informants and many of the focus group participants is the
expectation that individuals with opioid dependency will have the capacity to adhere to a schedule for
appointments without any flexibility within the relevant systems. Examples provided included:


Individuals who are addicted to opioids may not have transportation, or a place to live and, therefore, to
expect them make a scheduled appointment is unrealistic.



Due to the rigidity of appointment structure, individuals are likely missing their appointments, resulting
in wasted time for the service providers and a reluctance to reschedule the individuals.



Some service providers have an informal policy of following up with an individual three times by
phone. Lack of response results in the individual being placed at the bottom of the waiting list. Again,
for individuals with complexities and vulnerabilities, they may or may not be reached by phone and/or notice
calls and messages.

Comments included:
We expect people who are pre-occupied and fixated on their next fix to show up on Tuesday morning
for an appointment? This is not going to work for those whose lives are in chaos. They can’t get
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themselves to appointments Monday to Friday 8 to 4. If they miss an appointment, they are labeled
as “unmotivated”. Case management pieces are missing.
The response for this population in particular is a need to get immediate assistance, as opposed to
“we will prioritize you and you will go through central intake and maybe in six months to a year
we’ll get you in. We will send you a letter to an address where you don’t live – you don’t answer and
then have to go back to doctor and start again.”
In the moment, many say they want to access counselling, but then they do not follow through. The
result is that counsellors close them out, either because they are no-shows or they come once or
twice and then are no-shows.
Can’t assume people have a telephone or that they are at the same address; can’t assume literacy. Those
who do not show up are not just sitting back saying, “I do not want to go.”. [Serious] implications for
those who cannot get to an appointment and then are kicked off when they think they are on a list. The
“system” has decided they did not show up and so they are not serious about the response.

Some of the focus group participants and a few of the informants provided suggestions for alternative
approaches to working with individuals who have an opioid dependency.


They cited the need for more flexible opening hours, e.g., noon to 10 p.m. and weekends, and enhanced
access to drop-in clinics without a need for specific appointment times. It also was stated that such dropin clinics should be based in the community as well as out of government offices/centres as some
individuals might not approach what they consider a “formal” site. As commented by one health care
provider informant,
We only have enough resources for clinics to open 8:30 – 4:30 Monday to Friday. We need evening
and weekends to respond to needs. We need additional resources to increase time available.



Another critical component would be enhanced outreach services to those who can’t or won’t come,
wherein staff could meet the individuals out in the community.
It was suggested that outreach workers should be in emergency rooms and the Waterford, for example,
and be linked with those presenting with opioid addiction. This could begin a coordinated process of
effectively connecting them to the larger system. As stated by health care provider informants,
Now, our clients come to meet with us; we don’t go to them. They would be better served if we had
the ability to meet them where they are instead of them being responsible for coming to us.
We would like to start doing more outreach, being more flexible. Our office hours are 8:30-4:30.
Maybe we should spend more time going into community organizations where clients go. That way
they don’t have to come to our offices.
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We look at the population and realize we have to do something different. We need the ability to go to
the client. They don`t want to come to us if they feel we`re above them, e.g., the way we dress. We
need more flexibility to go to them, to help them, to take away the isolation…If they’re on the
ground, I want to sit on the ground with them. I don’t want to put myself at risk but…we’re missing
the boat. We have made things so complicated.
A related initiative would be implementing patient navigators to guide those who are seeking access to
treatment for ODT (or any addiction) to connect to and move through relevant systems and access
needed psychosocial supports, in particular housing. It was suggested that this resource could be
modeled after the patient navigation offered through the Cancer Care program of Eastern Healthxxvi. As
described on their website,
Through the Cancer Care program of Eastern Health, specially trained oncology (cancer) nurses act
as compassionate and effective guides. The patient navigator offers practical help to bridge the gap
and assist patients, families and caregivers understand and work through the series of treatments,
services and challenges encountered on their cancer journey.
Cancer patient navigators are highly resourceful. They can help problem solve, assist with
counseling, and coordinate support care services through referrals. Navigators are trained to
anticipate, address and overcome barriers to care and help with timely access to services.
Having mental health and addictions counsellors and/or social workers located in community
organizations several hours per week can be very beneficial for clients who, for example, do not interact
well with formal systems/authorities and/or who have been barred from government offices.


Case management supports modeled on the existing case management approaches for individuals with
complex mental health issues and/or those who are homeless (e.g., Front Step Program in St. John’s)
would be a critical resource for the target population. These staff would build relationships and trust
with the individuals, go to where they are, support them with appointments, document their activities
and facilitate connections to relevant providers.

10.1 Perspectives of the survey respondents on access to resources
All of the non-methadone survey respondents said they had tried to get off drugs in the past, with 96%
saying they had tried to get clean on their own. In addition, 89% of these respondents said they had tried to
find a program or service to help them get off drugs/get clean.
Just over half (54%) of the methadone survey respondents have accessed another form of treatment or
service at some point in their addiction journey besides the methadone program.
The respondents from both survey groups referenced accessing resources such as Front Step, Stella’s Circle,
John Howard Society, U-Turn, Narcotics and/or Alcoholics Anonymous, residential treatment programs
and/or counselling from an RHA.
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10.1.1 Past barriers to accessing programs and services
The survey respondents identified a range of barriers they faced in the past when trying to access programs
and services to help them get off drugs/get clean. The barriers most often cited included waitlists,
transportation to a service and program, and programs and services not available when they are ready for
access. Fifty percent or more of the non-methadone survey respondents also said that stigma and the
location of the services/programs were barriers. For those who cited “other" barriers, these included fear and
anxiety about trying to access services, loss of their ID to get blood work and/or financial challenges.
On average, the non-methadone survey respondents faced five barriers to accessing other programs and
services; the methadone survey respondents faced two barriers.
Table 15: Barriers faced survey respondents in the past when trying to get clean
Non-methadone survey
Methadone survey
Barrier faced in the past
respondents (N=29)
respondents (N= 30)
%
%
Waitlist
88%
50%
Transportation to get to the service/program
67%
40%
Programs/Services not available when I was
63%
30%
ready
Stigma
54%
20%
Location of service/program
50%
27%
There is no program in my town/region
29%
10%
Only short-term help available; I need long25%
27%
term program/service
Having to take time off work
21%
27%
Other*
21%
3%
No one provides this type of help, service or
17%
3%
program
I don’t meet the program criteria
13%
3%
I did not have any barriers
13%
27%
Child-care
8%
10%

10.1.2 Current barriers to accessing programs
The non-methadone survey respondents also were asked where they would go for help if they wanted to get
off drugs at the time of the survey. They referenced several community-based services (e.g., Stella's Circle,
U-Turn, Choices for Youth, and Thrive-Community Youth Network), as well as their parents, physicians,
and more formal services such as counselling and the Recovery Centre.
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These respondents once again cited the following barriers to accessing services: waitlists, transportation to
and/or location of a service and program, and stigma. On average, the non-methadone survey respondents
faced five barriers to accessing other programs and services.

11.0

Community capacity

Community-based groups/organizations often lack the needed human and financial resources to provide
ODT and related services. This deficiency is even more apparent in rural and remote locations of the
province where organizations often have one or no staff person and rely heavily on volunteers.
It was felt by a small number of focus group participants that there should be more resources allocated for
self-help activities, innovative approaches, and peer support.

12.0

Naloxone kits

While the availability of naloxone kits was considered an important step in prevention of overdoses in this
province, some concerns were expressed in relation to their availability and usage. A few of the informants
and focus group participants felt that naloxone kits should be more widely available through, for example,
community groups and pharmacies, in particular to facilitate a wider geographical distribution to those who
might need access to same.
A few of the informants and focus group participants expressed concern that the Government of NL does
not have a Good Samaritan Law or legislation. It was felt that this would impede the program from reaching
its full potential because individuals would hesitate to administer the naloxone or monitor the person
following the injection, if they thought they could be held liable for any deleterious effects.
Of note, however, is that the Province does have legislation which appears to provide the same protections
to an individual helping another in the case of overdose: Emergency Medical Aid Act (Amended 1997 c23
s13). As per this legislation:
Protection of certain persons from action
3. Where, in respect of a person who is ill, injured or unconscious as the result of an accident or other
emergency,
(a) a physician or registered nurse, voluntarily and without expectation of compensation or reward,
renders emergency medical services or first aid assistance, and the services or assistance are not
rendered at a hospital or other place having adequate medical facilities and equipment; or
(b) a person other than a person mentioned in paragraph (a) voluntarily renders emergency first aid
assistance, and that assistance is rendered at the immediate scene of the accident or emergency,
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the physician, registered nurse or other person is not liable for damages for injuries to or the death of that
person alleged to have been caused by an act or omission on his or her part in rendering the medical services
or first aid assistance, unless it is established that the injury or death was caused by gross negligence on his
or her part.xxvii

13.0

Harm reduction

Harm reduction is a public health approach with a priority to decrease the negative consequences of drug
use. This approach tries to reduce problems associated with drug use and recognizes that abstinence is not
the only acceptable or important goal. It aims to provide or enhance the skills, knowledge, resources, and
support that people who use drugs need to be safer and healthier.
Harm reduction is based on the belief that moral condemnation of groups at-risk will lead to less contact
with health services, and that the majority of people who use drugs are willing and able to change behaviour
if the right conditions apply.xxviii The harm reduction philosophy:


Considers risk-taking behaviour as a natural part of our world and suggests that work should be
focused on minimizing the harmful effects of these behaviours rather than focusing on the stopping
the behaviour;



Supports the involvement of individuals in the creation and/or delivery of programs and services that
are designed to serve them; these programs and services should be offered in a non-judgmental and
non-coercive manner;



Recognizes the impact of issues such as poverty, classism, racism, homophobia, social isolation, past
trauma, and other social inequities on both people's vulnerability to, and capacity for, effectively
dealing with risk-taking behaviour.xxix

A few of the informants and focus group participants specifically raised the concerns that many existing
ODT programs and services are high barrier i.e., individuals must be clean, dry or sober to access or be
maintained in a program. It was felt that the likelihood is low that individuals who have addictions,
including opioid dependence, can be abstinent to access a program and be maintained in a program without
a relapse or “falling off the wagon”. The informants and focus group participants stated that ODT programs
and services should be operating within a harm reduction framework, which would allow people to “slip”
without losing access to their program while simultaneously trying to address the issues that caused this slip.
While it was noted that abstinence should be on the recovery continuum, it cannot be the primary entry
criteria nor the only outcome.
It makes no sense to have a program where they have to stop using a substance which they might be
addicted to, prior to getting services, e.g., someone comes in and smells of alcohol or had some coke
and is not inebriated, but a lack of harm reduction [approach] and the worker says, “come back
when you are sober”.
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All aspects of the continuum must embrace and practice harm reduction. A significant attitude
change is needed particularly for people working long-term in government and community.
Programs which could provide some learning in relation to employing harm reduction include SWAP, the
Front Step program (which is founded on Housing First and operates within a harm reduction framework)
and The Works in Toronto – a harm reduction-based clinic that provides its clients with methadone and
buprenorphine/naloxone in addition to harm reduction supplies, counseling, support, and referrals to
housing and other community services. The clinic states that it is “a self-directed, client-centred program
that does not require abstinence” and only administers single dose treatments.xxx

13.1 Lack of respect for individuals accessing ODT
Many focus group participants raised a concern about the lack of professionalism, confidentiality and/or
respect displayed by some health care providers when interacting with individuals who have addictions. It
was stated that when individuals who have addictions try to access Emergency Rooms, they are barred
because they have addictions; disparaging comments are made about them; and/or their physical complaints
and ailments are not treated as they are viewed as “an addict” and their medical issues are ignored.
Some of the focus group participants cited sexual harassment and abusive attitudes from some methadoneprescribing physicians. Examples included physicians who say to their patients:
If you continue that kind of use, you will be in a body bag.
You are a sex worker and you have no STIs – how does that happen?
You messed up three times before and now you are back.
A few of the informants spoke to concerns that inmates who have addictions often are viewed even more
negatively than individuals who have addictions living in the broader community. They felt that efforts must
be made to ensure they are provided adequate, appropriate and respectful treatment.
It was felt by a few of the focus group participants that if harm reduction approaches were employed within
systems, these judgmental attitudes and comments would be mitigated.

14.0

Lack of an effective awareness campaign

A few of the informants spoke to the need for a provincial awareness campaign focused on addiction and
prevention. While they noted that celebration of National Addictions Awareness Week across the province
is a good initiative, it was felt there should be more consistent messages from the health sector across the
province. Again, it was stated by a few of the informants that while the province has done good work in
relation to raising awareness of mental health and providing services, there is less focus on addiction.
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Overall, it was noted by some of the focus group participants and informants that there is a need for service
providers and the public to better understand the continuum of those who can experience addiction, how
addiction “happens”; the impacts on the individuals, their family, and communities; and the treatment and
supports available. If individuals who have experienced addiction are included in such a campaign, they
would have to represent the continuum and be from all sectors of society. Comments included,
When we have consumers speaking out, we need to have consumers from all walks of life. The
impression is that addiction is only for the poor and marginalized street people. it is our mothers our
fathers. Nobody is exempt from addiction.

15.0

Overprescribing

A few informants felt that over-prescribing of opioids was an ongoing concern and one which contributed to
the prevalence of addiction. Reasons suggested for overprescribing were many and varied, including:


Physicians, their patients and the public lack information and education on the need to use narcotics
wisely and sparingly, recognizing that in the past opioids were touted as being a safe treatment with little
information provided about the potential risks;



Lack of a provincial addiction medicine specialist who could be accessed for training and effective
practice;



Physicians do not have sufficient expertise in managing benign pain;



Patients' expectations for pain medication together with some physicians who take the quick "path of
least resistance", rather than taking time to counsel or outline options;



Individuals who are drug seeking can be challenging. Some physicians give into them rather than fight
with them;



Physicians want to prescribe alternative treatments (e.g., massage, acupuncture, physiotherapy) but
patients' insurance and/or Income Support does not always cover these treatments; and



The fee-for-service system does not encourage physicians to spend time counselling patients in relation
to their pain/alternative treatments.

Comments included:
For both treatment and prevention, physicians need to be re-educated in relation to their prescribing
habits. Why give Atasol 30 or Percocet for a toothache?
Does a patient need Percocet for a week for an abscess on their tooth?
We need better options for treating pain. For the size of our population, the amount of drugs prescribed
is out of control.
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Conversely, it was stated by a few informants that some physicians won't prescribe narcotics because they
are afraid to encourage addiction. They felt that physicians do not have sufficient expertise in managing
benign pain.

15.1 Improving physicians’ prescribing practices
It was stated that individuals with chronic pain and an opioid addiction needed to have both their pain and
addictions addressed. A few of the informants identified the need for enhanced pain management services
through a province-wide chronic pain program founded on province-wide standards and delivered through
and with support from the RHAs. This program should have a significant focus on educating physicians on
effective prescribing habits for chronic pain and alternative treatments. As well, it was stated that a review
will be needed of the coverage for these alternative treatments under the province’s NLPDP.
Of note, all physicians must be registered with either the Royal College of Physicians and Surgeons of
Canada or the College of Family Physicians Canada (certifying bodies) to be licensed by the CPSNL. In
every renewal cycle, the licensed physicians are required to undertake mandatory CME from these national
bodies. As well, during peer review, the CPSNL also reviews physicians’ prescribing practices - e.g., how
are they treating chronic non-cancer pain?
In addition, and as referenced in section 2.0, in partnership with MUN, the CPSNL is developing a new
online safe prescribing course, which physicians will have to complete six months before they get a license.
15.1.1 Resources which could provide learnings to support safe prescribing habits
 Canadian Guidelines for Safe and Effective Use of Opioids for Chronic Non-Cancer Painxxxi
In response to physician and other stakeholder’s request for guidance on safe and effective use of opioids,
the National Opioid Use Guideline Group with support from provincial and territorial medical regulatory
bodies, released a national guideline for opioid prescription in 2010. This guideline was released in two
sections, with the first section providing an executive summary and background information of the present
research. The second section contains recommendations for practice including monitoring long-term opioid
treatment and suggestions for dealing with opioid misuse and addiction. For example, this document
presents several recommendations for physicians in advance of initiating opioid therapy including to ensure
comprehensive documentation of the patient’s pain condition, general medical condition and psychosocial
history, psychiatric status, and substance use history; consider using a screening tool to determine the
patient’s risk for opioid addiction; consider the evidence related to effectiveness in patients with chronic
non-cancer pain; and ensure informed consent by explaining potential benefits, adverse effects,
complications and risks. A treatment agreement also may be helpful, particularly for patients not well
known to the physician or at higher risk for opioid misuse.
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 Ontario Pharmacists Associationxxxii
Methadone discussion forum
The Ontario Pharmacists Association’s methadone discussion forum is designed to give methadone
practitioners a place where they can share best practices, discuss tough practice questions, and interact with
other pharmacists and physicians who prescribe or dispense methadone. Registration is free and the forum is
open to all methadone dispensers and prescribers. Members can log on to the forum to interact with subject
matter experts in areas including (but not limited to) the administration of methadone maintenance therapy
in pregnancy and lactation, concurrent psychiatric illness, and handling difficult situations.
Methadone drug information line for professionals
This service is free for all healthcare professionals who prescribe or dispense methadone — including
pharmacists, physicians, and nurses — and who have clinical or therapeutic questions about the use of
MMT in the treatment of addictions.
Calls are answered by the Association's Drug Information and Resource Centre pharmacists who are
specifically trained in the use of methadone in opioid withdrawal and have access to various references.
They can provide support on a wide range of issues related specifically to methadone use to treat addiction,
including questions about side effects, the use of methadone during pregnancy, and drug interactions, to
clarifications about policy and reimbursement.
Medical Mentoring for Addictions and Pain Networkxxxiii
The Ontario College of Family Physicians and the College of Physicians and Surgeons of Ontario partnered
to develop a shared-care model in the fields of addictions, pain management, and methadone prescribing.
Patients presenting with the complications of opioid addiction and chronic pain are difficult to manage in
the context of a family practice. Physicians who have focused practices in pain management or mental
health and addictions, especially those skilled in methadone prescribing, are often isolated from family
physicians and unable to share their expertise with them.
Modeled after the College of Family Physicians’ Collaborative Mental Healthcare Network, the Medical
Mentoring for Addictions and Pain (MMAP) initiative is intended to support physicians with expertise in
pain management and addictions including methadone prescribers to mentor family physicians interested in
chronic pain and or addictions.
The MMAP network connects family doctor mentees to mentors in psychiatrist and Family Practice-focused
practice in pain and addictions through telephone, email, and fax. Matched based on clinical interest and
geographical location, mentees may contact their mentors on an informal basis for guidance and support in
the areas of diagnosis, psychotherapy, and pharmacology. Formal continuing professional development
workshops, small group teleconferences and sessions take place regularly to foster group cohesion. These
tools help to support and augment the case-by-case mentoring program.
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As well, and of note, in the Methadone Treatment and Services Advisory Committee - Final Report,
Recommendation 26 states:
The Ministry of Health and Long-Term Care should provide sustainable funding to expand existing
programs such as the Medical Mentoring in Addiction and Pain Network, and establish new
programs if necessary, to facilitate long distance clinical support and mentorship programs to assist
in the safe prescribing and dispensing of opioids and in the management of opioid use disorders.

16.0

Pharmacy network

The Pharmacy Network is a province-wide, real time system that feeds all prescriptions filled in the
province to a central database. When a patient presents to a connected pharmacy, their prescription is added
to their network profile (a compilation of all prescriptions they have had filled in the province), and any
messages resulting from the drug utilization review are returned to the pharmacy. These messages include,
but are not limited to, duplication of therapy, duplicate drugs, and drug interactions. If double-doctoring or
polypharmacy is detected, the pharmacist can refuse to fill the prescription. In addition, physicians have
access to these medication profiles so they can check to see what the patient has had filled before they even
write the prescription. Such a system should address double/poly-doctoring.
The deadline for connection was January 1, but pharmacies that were unable to meet the connection
deadline were eligible to apply for conditional licensing to extend their compliance deadline. A January 25,
2017 news article in The Telegramxxxiv indicated that 81% per cent of all licensed community pharmacies in
the province are now connected to the Pharmacy Network with the remaining 19% to connect by March
2017.

17.0

Policy Concerns

17.1 Advanced Education, Skills and Labour
Some of the focus group participants asked, “How much more of a story do they need?”, in reference to
their interactions with some AESL staff. It was reported that these staff are asking, for example, how
people with addictions acquire money to buy drugs and how much sex workers charge. It was felt that these
departmental staff are not respecting individuals’ privacy and are going beyond what policy dictates they
need for decision-making.
A related issue was raised by a few of the methadone-prescribing physician informants who stated that
AESL is requesting information in relation to their methadone patients which they feel is confidential. As
stated by one of these informants:
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AES has requested to see proof that I am treating a patient, the appointment dates, and a copy of the
patient agreement. I am reluctant to give them the agreement as I feel this is a breach of
confidentiality. The policy should be changed.

17.2 The Newfoundland and Labrador Prescription Drug Program
A few of the methadone-prescribing physician informants also raised concerns about information requests
from the NLPDP that were considered unnecessary for securing confirmation that an individual could
receive methadone or suboxone. Comments included:
Why does the [NLPDP] need to know extraneous information about a patient when a physician is
applying for methadone for this patient? Why should they want to know if someone has tried detox
or what drugs they are on? They only need to know that the individual has a substance use
disorder; after all the physician already has their exemption from Health Canada.
The only identified challenge is NLPDP who requests information about the patient’s history
including number of times they have tried detoxing, whether they took the drug orally or through IV.
I do not understand why this information is required, as it does not impact the level of treatment.

17.3 Lack of timeliness in approving individuals for MMT
A few of the informants spoke to policy concerns surrounding delays in funding for individuals entering the
MMT. They reported on individuals who have been taken off the program/had to leave the program because
the approval for their prescription coverage was delayed, and they could not afford the prescription in the
interim. It was felt this was a lack of coordinated efforts between and among relevant providers that could
be remedied by creation of a fast-track policy.

17.4 Methadone patients entering/exiting hospital
One of the pharmacists spoke to what they describe as a recent policy lapse in relation to methadone patients
who enter/exit a hospital setting. They said there used to be a policy in place which detailed a protocol to
follow should a methadone patient enter the hospital. The pharmacy which is supplying the patient’s
methadone is to call the hospital to verify dose and when the individual is leaving the hospital, staff are
supposed to let the pharmacist know the individual is being discharged and will, once again be coming for
their medications.
As of late, this pharmacist described a change, noting that when the methadone patient leaves the hospital,
they are doing so without a prescription. The individual comes to the pharmacy expecting to continue their
treatment, but they cannot access their methadone without the prescription. It was stated that both the
individual’s physician and pharmacist need to be notified prior to the individual’s release and the individual
should have a prescription provided as they leave the hospital.
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18.0
Factors That Impact Individuals’ Access to and/or
Success in ODT
In identifying the factors that impact individuals access to and/or success in ODT, it is important to reiterate
that the MMT Standards and Guidelines state that methadone alone does not constitute effective treatment
of opioid dependency. Effective MMT services would ideally comprise several components as previously
described in section 4.1.1 and repeated here for ease of reference:


An appropriate methadone dose;



Routine medical care;



Treatment for other substance dependence;



Counseling and support;



Mental health services;



Health promotion, disease prevention and education;



Linkages to other community‐based services; and



Outreach and advocacy.

18.1 Transportation
Chapter 7 of the Income and Employment Support Policy and Procedure Manualxxxv, Transportation
Benefits (ii) Medical Transportation identifies factors which need to be considered in order to determine
eligibility for medical transportation and the circumstances warranting approval:
Overview: (if applicable)
Income Support recipients may require financial assistance in attending medical appointments or
treatment facilities. This service may be provided by a physician, psychiatrist, or by other
professionals such as social workers, psychologists and nurses employed under the RHAs or nonprofit agencies.
Policy: (a) Eligibility Criteria
In determining eligibility for medical transportation, staff must assess the need based on the distance
that the client must travel to receive the treatment, the frequency of the required travel and the most
cost effective means of transportation.
Eligibility Criteria
1) The medical treatment must be beyond 60 km round trip (as determined by Google maps). If
clients living within a 60 km return trip of their medical appointment demonstrate a need for
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2)

3)
4)
5)
6)
7)
8)

frequent trips (a minimum of 8 return trips in a 30-day period) for medical treatment is
required.
The individual must visit the nearest (from the client’s residence) doctor, medical clinic,
optometrists, dentist or hospital. They are only able to visit a different provider in
extenuating circumstances as approved by a manager.
Where possible, a client should arrange transportation through their own vehicle, family or
friend, who will be reimbursed at $0.30 per km.
Public transportation may be the recommended form of travel as the most economic mode of
transportation is used.
Clients must obtain prior approval from the department.
If an escort is required, proof of medical need (not just emotional support) is required.
Waiting times for taxis should be kept at a minimum.
If a patient moves farther away than they originally were from their treatment center, they
will only be funded the original amount.

Annual Limit:
-

Effective July 1, 2016, an annual limit of $3,000 will be applied to the approval of medical
transportation.
In cases when that budget is surpassed, the Income Support Division can be consulted to
determine if an exception should be made for that case.

A recurring issue identified by most informants and focus group participants was the 2016 change to
AESL’s Medical Transportation policy, in particular as it was said to impact program participants’ access to
their methadone treatment. A small number of pharmacist and physician informants felt that the changes in
the policy were appropriate and not impacting people’s access.
Concerns arise in relation to the few transportation options available to individuals needing same in small
and rural communities. As well, while in St. John’s bus travel is the lowest-cost option, it can be
problematic for some, in particular those travelling with small children/infants.
It was stated that methadone patients often are travelling to other communities to access their dose. This is
not only problematic from a cost perspective, but also because it impacts patients’ quality of life and
functionality, as they spend so much of their day in transit. One example was provided of a private provider
in one community that has offered a transportation service for methadone patients to go to a nearby
community to access their methadone. The service leaves around noon/early afternoon and returns late
afternoon.
A few of the focus group participants said they are getting regular calls from individuals who cannot get to
appointments with one noting that AESL is saying you should be “budgeting” – to get to medical
appointments. It was also stated that there can be waitlists for methadone services in a region, but because
this service exists in that region, AESL will not pay for clients to access available service in another region.
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It also was reported that AESL will cover the cost of transportation to a treatment centre one time, but will
not cover if the person wants to re-admit themselves into the program.
Comments included:
One of the pharmacies in [our community] refuses to service methadone as, [many] years ago, [they
had an issue] and now they refuse to provide the service. Therefore, whenever a participant wants to
enter the program, we ask the patient to state what pharmacy they would use and then ask the
pharmacy if it is possible. We have had patients who would rather use opiates than have to travel
long distances.
Parents who are accessing public transportation, trying to get their children to school or day care
and then to a pharmacy or clinic on time, it can be stressful and problematic.
One of the barriers for patients is the lack of services in proximity to the patients. I see only people
living on the Avalon. Transportation is more of a barrier in the last six months due to the limit on the
transportation stipend. Many have missed appointments with physicians and pharmacies due to
transportation difficulties. People outside the city only have $3000/year for transportation. They
need a urine sample two times a week, to get to pharmacies daily and their physician weekly. There
was definitely abuse when transportation funding was available, but everyone used to get there. Now
six to eight clients don’t show for all their appointments…Bus schedules are inflexible and don’t run
on weekends.
While informants and focus group participants cited the Income Support Medical Transportation policy as
being a significant barrier, representatives of AESL stated that the policy always should have been based on
the least cost option, but, in the past, regions were interpreting the policy differently, e.g., some were
focused on distance of travel and some on the frequency of travel. As a component of the last provincial
budget, and to try to limit the growing expenditures on medical transportation, a cap of $3000 was imposed.
It was noted that departmental staff contacted clients and explained the change and that to the point of the
writing of this report, they have not had to enforce the cap, i.e., no one has been cut off. However, it was
stated that this measure has helped bring the cost to a more reasonable expenditure.
Of note, the Provincial Government's document, “The Way Forward: A Vision of Sustainability for
Newfoundland and Labrador”xxxvi, references the following initiative in terms of medical transportation in
the province:
Focus Area - A More Efficient Public Sector: Transportation Policy: “Implement a Single Entry
Medical Transportation Assistance Program (Action 1.4, Pg. 12)
The government will launch a single provincial medical transportation finance assistance program
that will combine existing resources into a single program. Over a six-month period, the government
will plan this approach with selected clients and looking to implement it fully in 2017.
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18.2 Fear of Child Protection Services
A few of the informants expressed that people living in poverty are often already challenged to be
considered “good” parents. They stated, for example, that this challenge is magnified when addictions are
present. It was said, for example, that parents who have addictions often do not seek help for fear a service
provider will report them to Child Protection Services and/or might remove the children from the home.

18.3 Lack of access to child care
Lack of access to child care also was cited as a barrier to accessing addictions services, including methadone
and suboxone. As an example, it was noted that single parents do not want to bring their children with them
when they are going for their methadone as they do not want their children to see them taking their dose;
yet, they often lack funding for child care.

18.4 Lack of access to psychosocial supports/resources
The majority of the informants and focus group participants spoke to the need for access to psychosocial
supports, as fundamental for addressing addictions. It was stated by a few informants that individuals can be
well-supported in programs and/or residential treatment programs but when they leave they are provided
little or no after care, and are left to fend for themselves in terms of getting the supports they need while
endeavouring to continue in their recovery.
Primarily, individuals need access to low barrier housing/Housing First approaches as it is recognized they
cannot achieve stability if they do not have safe, affordable, and appropriate housing. In addition, safeguards
must be put in place to ensure that individuals do not lose access to their housing or other needed supports
when they enter residential treatment programs, so that on completion, these supports are still in place.
Other critical supports include access to transitional housing, vocational supports, transportation, adequate
income (without having to struggle each day), childcare (as needed), family support, peer support and
planned opportunities for community engagement.
Comments included:
One of the main gaps we see, when discharging clients [from a treatment centre] is time is up and
they are ready to go out, but psychosocial supports are lacking. We know if people are going back to
a boarding home with no vocational and family supports, they are not able to maintain their sobriety
or to maintain their status. When you move beyond St. John’s, there is no emergency housing here.
This is a real challenge when planning after care and support to people…we are sending them back
out after treatment in their most at-risk time. Yes, they cannot stay inside a treatment centre. Having
access to some kind of transitional housing to bridge the move from the centre would be helpful from
a treatment [perspective].
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Housing is another issue, and we don’t have resources on site to connect clients with a new place to
live. We rely on them to make changes. Clients voluntarily come in and complete the program. Then
it is their own responsibility to ensure recovery continues.
The clients are largely people who for most of their lives, focused on getting and using drugs. It is a
big shift trying to develop a fresh start, if psychosocial supports aren’t in place.
A small number of informants did state that individuals experiencing and/or recovering from addictions
need access to activities which support their capacity to cope physically and emotionally– e.g., exercise,
meditation, acupuncture, physiotherapy, and chiropractic services. These resources need to not only be
accessible, but also affordable, in particular such restorative services should be covered by those in receipt
of Income Support.
It also was noted by a few focus group participants and informants that there are many community-based
organizations which need their funding increased or maintained as many provide housing and access to
other psychosocial supports, that are critical at every step in the addiction continuum.
18.4.1 Perspectives of the survey respondents on their challenges in addition to addictions
The need for psychosocial supports is evidenced by the numerous challenges faced by both groups of survey
respondents.
Almost all of the methadone survey respondents cited having challenges in their lives in addition to
addictions. The most often cited challenges included those related to relationships, mental health, childhood
abuse and trauma, unemployment, and other health issues. A lack of transportation and a decreased selfesteem were stated by respondents as “other challenges” to addiction. On average, the respondents cited at
least three challenges.
Table 16: Methadone survey respondents’ challenges in addition to addiction (N=39)
Challenges in addition to addiction
%
Relationship challenges
54%
Mental health issues
51%
Childhood trauma/abuse
33%
Unemployment
33%
Other health issues
33%
Lack of support
31%
Involvement with the legal system
28%
Poverty
28%
Lack of education
18%
Housing/homelessness
15%
Other addictions
10%
No challenges
8%
Other*
8%
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Almost all of the non-methadone survey respondents also cited having challenges in their lives in addition to
addictions. The most often cited issues included those referenced for the methadone survey respondents, i.e.,
unemployment and mental health issues. The non-methadone survey respondents also often cited lack of
education, poverty, criminality and housing/homelessness as challenges. On average the respondents cited at
least five challenges.
Table 17: Non‐methadone survey respondents’ challenges in addition to addiction (N= 28)
%
Challenges in addition to addiction
Unemployment
71%
Mental health issues
64%
Other addictions
61%
Lack of education
57%
Poverty
54%
Involvement with the legal system
54%
Housing/homelessness
50%
Relationship challenges
46%
Lack of support
46%
Childhood trauma/abuse
25%
Other health issues
21%
Other*
7%
I have no challenges
4%

18.5 Accessing employment
Some of the focus group participants and informants felt that random urine checks and daily trips to the
pharmacist as well as histories of addiction, constrain people’s ability to get and keep a job and/or continue
with their education. Finding employers who will employ someone with an addictions history and/or on
methadone, or who will be flexible and supportive of an employee having to get to a pharmacy or a clinic
during working hours was considered to be difficult.
It was felt that those who are unable to have carries due to their instability and/or experience, are severely
negatively impacted in relation to efforts to attach to the labour force. Yet, individuals struggle to return to
their regular lives when they are unable to accept a job.
One of the methadone-prescribing physician informants recounted an anecdote of one of their patients who
had to decline employment because they did not have sufficient time in the program to access carries and
lived too far from the pharmacy to access their methadone during lunch. He stated that some of those
receiving methadone referred to it as the “liquid handcuff”.
Another of the methadone-prescribing physicians spoke to the constraints of carries for those working in
rural and remote regions of the province, asking how, for example, individuals working in remote areas of
Labrador or out to sea fishing access their methadone without carries. He stated that he has had to give more
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carries than allowed under the program to ensure individuals can access their medication, maintain their
stability and their employment.

18.6 Rural and regional disparity
It also was recognized across all of the informants and the focus group participants that there is disparity in
the level and scope of resources across rural areas and regions, which can be challenging to service due to
their vast geography. For example, one of the physicians cited the pockets of opioid dependency in regions
of the west coast with few or no services to support their recovery (Port aux Port, Deer Lake, Hampton).
As previously referenced, there are significantly more MMT physicians and pharmacists in the Avalon
region, and a well-developed transportation system in the St. John’s Metro Region resulting in improved
access. In addition, this region has the most well-established community-based organizations which have
long histories of working with individuals (adults and youth) with mental illness and addictions, including,
for example, Choices for Youth, Thrive-Community Youth Network, Stella’s Circle, John Howard Society,
ACNL-SWAP, and the Canadian Mental Health Association’s Justice Program. Newer initiatives which
also have this focus include Front Step, NAVNET and U-Turn.

19.0

Addressing the Continuum of Treatment Needs

There is a continuum of individuals who are opioid dependent – e.g., varying in age, gender, sexual
orientation, ethnicity, economic status, marital status, and criminal involvement. As well, there are different
categories of opioid dependent patients – i.e., those who are narcotic naïve (e.g., who might become
addicted because of medication taken for chronic pain or due to what they thought would only be
occasional/recreational use); those with predisposition to addiction; those who already experiencing
addiction – some for the long-term; and/or those with mental illness. Given the variability in who can
experience addiction, the treatment approaches and options cannot be unilinear.
During the consultations, the informants and focus group participants were asked what, if any, are the key
considerations for designing and implementing ODT services for specific populations. The following
sections provide a summary of their perspectives in relation to a diverse target group.

19.1 New Canadians
Access to health care is often a challenge for New Canadians who may not know what is available or why it is
needed. Services must be culturally relevant and sensitive. It was felt that health care providers must have
time to gather knowledge about the individuals’ cultures and backgrounds, as trauma-informed care might
be necessary depending on their home country experience.

Information on health care services, including ODT, must be in multiple languages and interpretation
services must be available. One health care provider informant referenced using “CanTalk” which is
described as providing access to high quality, immediate language services (interpretation – verbal, and
translation – written) such as onsite interpretation; in-language voice mail box; language testing; translation,
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as well as e-mail translation and transcription over-the-phone interpretation.xxxvii This informant stated that a
phone-based translation service is a useful resource for working with New Canadians, citing that such a
service avoids the fear associated with using a translator from their local community and their addictions
becoming known.

19.2 Persons with disabilities
Providers should ensure that services for persons with disabilities are fully accessible – e.g., physical access,
sign language, information available in plain language and alternative format. Assumptions about disability
must be discarded and the focus must be on determining what is needed.

19.3 Individuals who have mental illness
Individuals with mental illness have many and wide-ranging barriers, including experiencing and address
their addictions. It was stated, for example, that if individuals with mental illness in the Metro Region try to
access emergency services for an issue emanating from their addictions, they can be told to go to the
Waterford Hospital; once at the Waterford, they can be refused admittance because they are under the
influence of drugs.
For individuals who have mental illness and addictions issues, there is a need for an integrated approach to
treatment, i.e., it is of little benefit to address the addictions issue if the individual is not supported to
stabilize their mental illness and get well. This integrated approach should include ready access to
psychiatrists and case managers.

19.4 Aboriginal people
In working with Aboriginal people, it was highlighted that responses must include empowering
communities to support their residents and build their own self-efficacy. In relation to Aboriginal youth who
have addictions, suggestions included that there be a focus on re-connecting with their families and the
community, as well as allowing for intergenerational, cultural and land connections.
Service providers must work with Aboriginal groups and populations, and their leaders, including the Chiefs
and Elders, to design services that are culturally sensitive, relevant, and respectful of their traditions and
ways of healing. Resulting programs must provide holistic treatment and acknowledge the potential physical
and emotional harm Aboriginal people may have experienced.
As an example, in Northern Ontario, a community-developed opioid treatment program was implemented
that combined the strength of Western and traditional medicine.xxxviiiIn the first 28 days of the program,
community and mental health workers provide patients with buprenorphine. At the same time, community
leaders and healers deliver group and individual sessions on addiction recovery, relapse prevention,
understanding early-life trauma, grief counseling and traditional health techniques to assist the patient
through their addictions. A year follow up saw a decrease in criminal charges by 61.1%, and an increase in
school attendance (33.3%) and sales at the local store (20%).
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Non-aboriginal practitioners need to participate in culturally relevant sensitivity training and ensure that the
information and services provided also are culturally responsive. A small number of informants felt that
emphasis should be placed on employing Aboriginal staff as possible.

19.5 Women
There should be more female-only programming (including female service providers and physicians) to
increase women’s comfort level and, thereby increase the likelihood women will engage in addictions
programming. It was stated that programs and services must be sensitive to the fact that women may be
victims of violence, sexual abuse and/or engaged in the sex trade.
Pregnant and post-natal women should be a priority. They should have access to non-judgmental, quality
pre- and post-natal care and clinics. As well, women who have addictions should have increased
opportunities for education on safe sex and birth control, and be informed about the likelihood of their
babies being born addicted to opioids and the ramifications of same.
There must be efforts made to support women who have children to maintain the children in a safe and
protective environment. It was noted that some women’s “biggest fear about accessing treatment is they will
lose their children” and some are “terrified to state that they have children when getting service as they will
be viewed as unfit parents”.
To support women with children to engage in programs and services, they must have access to child-care as
needed. As well, there must be a focus on women moving forward with their lives and engaging in
education, training and/or the workforce.

19.6 Seniors
Seniors were identified as a population with emerging addictions concerns. It was stated for example, that
like any other population, seniors are at risk of becoming addicted to opioids prescribed for chronic pain.
This population needs to be educated on opioids, the risks associated with prescription and illicit opioids, as
well as available resources to support them should they become addicted and how to access these resources.

19.7 Recreational users
Another population which must be considered when designing and developing ODT programs and services
is recreational users. As commented by one health care professional, “It is important to remember that not
everyone who is using opioids would consider themselves users or addicts, but rather as recreational users.
This population [also] can be at risk – e.g., of ingesting fentanyl that is cut into other drugs.”
It was stated that there is a need to include and reach out to this population in any media and/or public
awareness campaigns to address the harms/risks they face in their recreational use.

Goss Gilroy Inc.

66

19.8 Youth
Perhaps the most critical message in designing services for youth who have addictions is “access in the
moment”, i.e., when youth identify the need, even waiting a short period can impede their resolve to get help.
It was suggested, for example, that harm reduction services should be onsite where other supports are
available to this population (e.g., at community-based organizations where this population are known to be).
ODT for youth must be founded on relationship-building; youth must feel a connection and a sense of trust
to engage in programming. They may not be willing at the outset to give up drugs and so there must be a
focus on harm reduction to support them on a path to being drug-free.
A Review of Youth Substance Use Services in B.C.xxxix found that the most effective programs provide
youth with one stop shopping, do not require sobriety and have flexible operating hours beyond 9 to 5, with
access on weekends being critical. Additionally, flexible referral pathways resulted in a greater number of
youth entering the program. In terms of areas of improvements, programs need to be aware of the challenges
faced by transgender youth and the different requirements of males and females. Community programs need
to collaborate with health practitioners and each other to be able to provide holistic treatment to youth.
A few informants commented on the availability of methadone and suboxone for youth, with differing
opinions as to the degree of access this population should have to these treatments. Some felt that
methadone and suboxone should not necessarily be the first option or avenue for treatment for youth, as it
can set them on a life-long path of dependence to these drugs. Some felt that with good screening and
assessment and well-managed medical withdrawal through methadone or suboxone, youth can be directed to
more appropriate treatment options.
Comments included:
A lot of newer patients are very young. If you are addicted to Oxy and Percocet and placed on a
methadone program right away, are there not other alternatives? [Methadone was intended] for
hard core opioid dependent addicts. When you are 17 or 18, and [for example,] addicted to
morphine and Percocet – can they not do medical withdrawal. Why set them on this path?
When you have youth 16 years of age who want methadone, there are life-long impacts…For young
people, this should not be first line of treatment.
I see a number of people who are using a bunch of drugs. It is beyond me why someone in their late
teens or early 20s is on methadone…Are we utilizing harm reduction enough?
A small number of health care providers felt that the requirements for methadone treatment should allow for
some flexibility, especially in relation to the removal of an age requirement. They felt that there is a need to
provide methadone to youth to safely address the intense cravings associated with opioid addictions and the
difficult withdrawal process. It was reported that while youth in withdrawal can be provided clonidine in
addition to gravel, and trazadone, this works for about 80% of the population; and clonidine can lower blood
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pressure which can be risky for youth who enter a treatment program and have not eaten for days. Further, it
was highlighted that on leaving a treatment program or centre, some youth still need support for a period of
time to address their cravings, and that methadone would be the most effective prevention for relapse.
Prevention and early intervention
Education on drugs and addiction and related consequences should be undertaken early in a child’s school
life. As well, there should be a focus on social and emotional learning, which can equip children and youth
with the skills and coping strategies needed to address the issues which often precipitate drug use (e.g.,
negative peer pressure, poor impulse control.
There also is a need to provide parents and caregivers with education on drugs/addictions and how to best
support their children to develop these coping skills. Case managers also should have ease of access youth
in schools, as it is unlikely that youth will source out a treatment program.
Educators within the school system need to be able to recognize the signs of drug use and abuse and how to
engage/support and/or refer youth appropriately. Suspension and expulsion should not be only solutions to
youth who are using/selling drugs in school or on-school property.
We want to do more around prevention. We focus on being reactionary. We need to start focusing on
prevention. The best thing is to focus on children’s mental health to build resiliency in children and
community. We want to educate parents on supports and coping skills. We tend to look to the
schools, but parents need work too. We need to work with the education system on how to integrate
into the curriculum so there is a consistent message going out.

19.9 Gender and sexual orientationxl
The LGBTQ community is comprised of gay, lesbian, bisexual, transgender, and questioning individuals.
Each of these subgroups has a unique set of needs, mental health disorders, and social problems that require
specific treatments. A few of the focus group participants highlighted that assumptions are sometimes made
about patients’ sexual orientation and gender identity, which can result in lack of consideration of these
issues in their treatment plans and inadequate and inappropriate referrals.
Most alcohol and drug treatment facilities do not have designated LGBT treatment programs, nor are they
prepared to handle the types of physical, psychological, or psychiatric problems that confront these patients.
As a result, many LGBT patients are more likely to remain silent about physical problems for example,
because of fear of stigmatization and/or fear of substandard care in the face of staff bias.
Providers need to be aware that because LGBTQ patients often have a reluctance to receive medical
treatment, they may have incomplete medical history. Having LGBT staff can support deeper understand of
the unique challenges this population faces and ensure more responsive services. For example, there could
be a focus on teaching participants how to address job discrimination or healthy ways to deal with
discrimination from family members. Programs additionally can support individuals as they accept their
sexual orientation or gender identity.
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Further information on considerations when designing and developing LGBTQ addiction treatment is
available from the following:


Recovery Connection: “What to look for when seeking LGBT-friendly addiction treatment”. 2011.
Available from http://www.recoveryconnection.com/wp-content/uploads/2016/04/what-to-look-forwhen-seeking-lgbt-friendly-addiction-treatment.pdf; and



Rehabs.com: “LGBTQ Addiction Rehab Programs”. 2017. Available from
http://www.rehabs.com/about/gay-lesbian-bisexual-transgender-rehab/.

19.10

Individuals in correctional facilities

As expressed by a small number of the informants, individuals with addictions who are incarcerated have a
longer period to address their issues than in any of the existing provincial residential treatment centres.
There are no barriers to accessing service (e.g., transportation, funding, and child care are not barriers) and
so a continuum of services should be available and delivered respectfully.
It was stated that the norm across the country for access to methadone while incarcerated is often similar to
that in NL. If an individual is receiving methadone prior to entering the system, they can remain on
methadone; if not, they do not get access to methadone while incarcerated. A few of the informants
considered this a gap given the need within the provincial correctional facilities for access to this treatment,
along with counseling to support inmates to develop coping strategies to offset relapse, and 12-step
programs and education. They felt methadone should be accessible to those in prison as needed. As well,
MMT delivered in correctional facilities should be responsive to the realities and needs of those
participating in treatment.
A few informants felt that there should be enhanced connections between the correctional facilities and the
RHAs, noting that the RHAs should have significant in-reach to the inmates and provide services as they do
to any other population out in the community. Such an approach would allow for more continuity of service
in exiting the facilities, as the inmates would already be involved in programming and not have to be
waitlisted for service. Psychosocial supports also must be in place prior to an individual leaving their
correctional facility.
We need to be able to have services available during incarceration. While they are there, there is
hope they can be sober. We need to ask how we can help them prepare for release, to provide them
with the appropriate tools. People should be supported with methadone treatment on release instead
of having to start over.
Many of these sentiments were echoed those found in two reports undertaken in the last ten years which
have reviewed and/or commented on operational aspects of Adult Corrections in the province.
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The 2008 report “Decades of Darkness – Moving Towards the Light: A Review of the Prison System in
Newfoundland and Labrador”xli spoke to the need for broad scale MMT in correctional institutions in the
province:
MMT has been used for more than a decade in the federal prison system and a team, including a
nurse, has been in place to incorporate MMT into the inmate’s correctional plan. Consideration
should be given to expanding the program to include new methadone recipients subject to the
capacity to offer quality care, support, and monitoring of each inmate. The service should include
those who are assessed as needing MMT, but who are not receiving it upon arrival; and mechanisms
should be put in place to ensure that there is a continuity of service between the prison and
community methadone treatment program.
It is recommended that consideration be given to expanding the current Methadone Maintenance
Program to include those who are assessed as needing MMT, but who are not receiving treatment
upon arrival at Her Majesty’s Penitentiary and the Newfoundland and Labrador Correctional Centre
for Women; and that further consideration be given to expanding the program to other correctional
institutions in the province. (Pg. 110)
Speaking to the challenges inmates face upon discharge, the report also recommended:
…that all provincial prisons partner with community stakeholders and service providers to ensure
that offenders generally, and mentally ill offenders in particular, are provided with a continuity of
care and continue to receive support to address housing, employment, addictions and mental health
needs in the community. (Pg. 125)
In the more recent 2011 report, “Citizens’ Representative Investigation of Psychiatric Services in Provincial
Correctional Facilities”,xliiit was stated that,
Inmates should have the reasonable expectation that they will receive the same type and level of
medical care which is available to all citizens. (Pg. 21)
The Canadian Centre on Substance Abuse provided a list of best practices for substance abuse programs in
prisons. Their key three principles are:xliii
1. Individuals at high risk of reoffending should receive more intensive programing;
2. Treatment should target criminogenic factors or needs that are predictive of criminal behaviour; and
3. Treatment should be customized to the person, with further attention placed on multiple factors
including their orientation, and cognitive and learning style.
The report further identifies techniques that have been shown to reduce post-treatment substance use
including:
 Social skills training;


Problem-solving skills;



Coping skills training;
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High risk identification skills;



Structured relapse prevention;



Goal-setting in treatment;



Motivational Interviewing/Enhancement techniques;



Employment skills;



Behavioural marital training;



Stress management training;



Maintenance, monitoring, and aftercare; and



Community reinforcement techniques.

20.0

Overall Considerations

Opioid dependence is an ongoing and growing concern. It is critical that services and resources be
developed for the continuum of individuals who experience opioid dependence with specific initiatives
undertaken for vulnerable, marginalized populations. There must be sufficient resources to systematically
support this growing demographic at every step on the continuum. These resources should be available in
rural and urban regions of the province.
The following sections provide key considerations for HCS as they move forward on developing their
policy on opioid dependence treatment, arising from the findings of the gaps analysis. In summary, the
critical areas of focus are designed to build capacity within systems to enable the target population to have
increased access to and success in opioid dependence treatment. Considerations include:


Increasing the number of physicians and pharmacists, as well as other health care professionals, who
participate in MMT;



Increased accountability for physicians in relation to their prescribing habits and/or participation in
MMT;



Enhanced education for the continuum of health care service providers on opioids and ODT related
topics;



Development of multi-disciplinary, harm reduction ODT sites across the province;



Increased access to psychosocial supports for individuals who have addictions and/or who are in
recovery; and,



Enhanced collaboration between and among community and government service providers.

20.1 Governmental initiatives
Initiatives detailed in the “The Way Forward: A vision for sustainability and growth in Newfoundland and
Labrador” should support improvements in the delivery of ODT in the province. Examples include:
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Adopt a Health-in-All-Policies Approach (Action 1.29)
Government will build health impact considerations into all policy decisions, from infrastructure planning to
labour market support. The goal is to create a healthy environment needed to support and promote not only
healthy people, but also a healthy economy.
Response to Recommendations from the All-Party Committee on Mental Health and Addictions (Action
1.30)
The government pledges to transform the way mental health and addiction services are delivered, with a
promise to enhance access to community-based services and improving access to acute care services, where
and when they are required across the province. They are presently preparing to address gaps in their
system, strengthen existing programs and services, break down barriers of stigma and provide timely access.
Implement an Individualized Funding Model (Action 2.11)
In this new model, individuals will participate in developing their support plan and will have control over an
individualized amount of funding for personalized supports that are applicable to their identified need. This
allows patients to tailor their funding based on the supports they require to aid in the development of daily
living skills; improved care of self and home, find or maintain suitable housing; support access to recreation
and other community resources; and, increase their capacity to undertake paid or volunteer work.

20.2 Enhanced education and training for health care service providers
Many of the informants felt that there needs to be additional education and training on pain management,
addictions, new and emerging opioids, and ODT and related resources (government- and community-based)
for both pharmacists and physicians in-training and practicing. Others felt this training should be more
inclusive across the continuum of health care providers and include RNs, occupational therapists, and
physiotherapists. Further, it was felt that this training should include front-line experience with and exposure
to individuals who have addictions and/or who are receiving suboxone or methadone. As previously
referenced, in partnership with MUN, the CPSNL is developing a new online program which physicians
will have to complete six months before they get a license.
A few of the focus group participants stated that administrative staff in government offices also should have
additional training in how to address an aggressive person, particularly what the potential risks are and how
to mitigate them, while still affording the person respect. Similarly, a few informants and focus group
participants also felt that all service providers should be mandated to complete cultural and gender
sensitivity training, which should support working with the continuum of groups that experience addiction.
As commented by one informant, “Moving forward, cultural competency is fundamental as it is important
to learn the cultural context of a group, [thus] fostering open dialogue.”
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20.3 Accountability and oversight
20.3.1 Physicians role in MMT
Some of the methadone-prescribing and non-prescribing physician informants highlighted the need for more
accountability in relation to the physicians’ role in MMT.
It was highlighted that the majority of these prescribers are primary care providers. It was stated that some
of the physicians might not recognize their gaps in knowledge, and not seek a tertiary consult when it is
required. It was suggested that it would be of benefit to have overarching expertise available to the MMT.
This resource could be available (e.g., a consultant) at the provincial government level to coordinate and
oversee MMT throughout the province.
20.3.2 Physicians prescribing opioids
Some of the physician and pharmacist informants highlighted the need for more accountability in relation to
the physicians’ role in prescribing opioids.
Peer to peer reporting was considered an option for monitoring physicians’ prescription habits. They could
review their prescribing patterns in comparison to the average of their peers regionally, provincially, and
nationally. If discrepancies were found, then the contributing factors could be identified (e.g., high number
of cancer patients) and mitigative actions taken as necessary.
In tandem with this increased accountability in relation to prescribing opioids is the need for enhanced and
provincial chronic pain management services, including a focus on alternative treatments (e.g., massage,
acupuncture, physiotherapy).

20.4 Multi‐disciplinary sites
There was wide-spread support across informants and focus group participants for provincially run,
community-based, multi-disciplinary, harm reduction ODT sites in urban and rural areas of the province.
These sites, which would be delivered through the RHAs, should have sufficient and appropriate funding,
human resources, and infrastructure; operate within a set of consistent standards and approaches; and
facilitate access to a continuum of health and psychosocial supports. This would include, for example,
physicians who can prescribe and pharmacists who can dispense methadone, as well as other health care
professionals who could administer methadone, Income Support staff and SWAP. These ODT sites should
result in quicker access to programs and services for the target population and would allow for case
management and planning.
There need to be provincial clinics around the island with salaried physicians who are not worried
about numbers and who can take the time to work with patients and support and/or refer them.
Multi-disciplinary, well-resourced, harm reduction practices where individuals can be sent down the
hall to social workers, addictions specialists, etc. [It would be staffed by] professionals sensitive to
the individuals’ realities.
Goss Gilroy Inc.

73

It would be awesome to have a true methadone clinic where clients can come for one-stop shopping,
e.g. physicians, counselling, access to supplies, and the ability to utilize a harm reduction approach
treatment.
It was suggested that these sites could be modeled on the OTC.
Of note, given the large geographical area of the province, it was recognized that these clinics would not
replace the need for a continuum of physicians to prescribe methadone, particularly in rural and remote
areas.
This direction of wraparound supports and multi-disciplinary harm reduction clinics is similar in intent to
that identified in the 2016 Methadone Treatment and Services Advisory Committee - Final Report out of
Ontario:
Recommendation 6: The Ministry of Health and Long-Term Care should allocate funding to develop
rapid access treatment clinics/services for those seeking immediate help for opioid use disorder. In
addition to medical treatment, clinics/services must include and provide access to a broad range of
health care services and supports, including mental health and addictions counselling, and have
plans, protocols, and timelines in place for transferring stable patients to appropriate care for
ongoing management
Recommendation 22: The Ministry of Health and Long-Term Care should support and fund
evidence-based practice to include harm reduction programming, including but not limited to: access
to safer injecting and smoking supplies, and supervised drug consumption.
20.4.1 Mobile ODT services
It also was suggested that to supplement these sites, there should be investments in mobile ODT services
which could provide a level of multi-disciplinary outreach. It was felt that this approach would be beneficial
to more rural and remote areas, in particular for individuals who are receiving methadone. A model which
could be reviewed to inform the development of mobile ODT services in the province is the 180 Bailey Bus
- a program of Direction 180, a community-based methadone clinic located in the North End of Halifax.xliv
The 180 Bailey Bus is an interim, wait-list management program that provides methadone treatment to
individuals with opioid dependency while awaiting admission into a comprehensive methadone
maintenance program. The 180 Bailey Bus is a mobile service that broadens access to methadone treatment
in various communities throughout the city. They currently have four sites including Halifax, Dartmouth,
Fairview, and Spryfield. This is a daily witnessed ingestion program in which all clients receive their
medication daily, administered by a registered nurse, on board the mobile unit. Client admission, treatment,
and progress is conducted and monitored on board the mobile unit by the prescribing physician, nursing
staff, intake coordinator, and case manager. The goal of the program is to reduce the risks and harms
associated with ongoing intravenous drug use while awaiting entry into a treatment program.
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20.4.2 Increased use of technology and telehealth
The benefits of using telehealth to access patients is evidenced in MMT, given that such technology
provides methadone patients on the West Coast access to a methadone-prescribing physician. This helps to
fill a gap in MMT services on this part of the island and offsets the patients having to potentially travel long
distances (if they can afford such travel) to access these services elsewhere.
It is suggested that opportunities for increasing access to ODT using technology and telehealth be a specific
focus of HCS and the RHAs, with pilot projects implemented (and evaluated) as possible.
Examples which could provide some learnings in this regard include the following:
 Based on youth’s comfort utilizing technology Inner Changexlv, a British Columbia addictions
program, provides their clients access to E-Health. The platform is designed to educate and support
youth in addition to help them build social connections with peers in five geographical hubs (Island,
Fraser, Northern, Interior, Vancouver).
 iRecover Alberta, a residential treatment centre, provides all clients with a tablet equipped with
educational materials, workbooks, and videos to better customize their treatmentxlvi. Upon leaving
the program, participants can contact their counselor at any time through technology.

20.5 Increase access to psychosocial supports
Medications are useful in the treatment of opioid dependence. However, providing medications without
offering any psychosocial assistance fails to recognize the complex nature of opioid dependence, loses the
opportunity to provide optimal interventions and requires treatment staff to go against their clinical
inclination to respond to the holistic needs of their patients. At a minimum, services should attempt to assess
the psychosocial needs of patients, provide whatever support they can, and refer to outside agencies for
additional support where necessary.xlvii
This need for psychosocial interventions to support those with opioid dependence is evidenced by the
survey respondents who spoke to their many and varied challenges, in addition to their addictions. The most
often cited issues included relationships, mental health, childhood abuse and trauma, unemployment, lack of
education, poverty, and housing/homelessness. The provision of required psychosocial interventions is
integral to the recovery of those who have opioid dependence.
To address both an individual’s opioid dependence, as well as their psychosocial support needs, there must
be emphasis placed on developing continuums of care for the target population. It is suggested that
clinicians and administrators “envision admitting the client into the continuum through their program rather
than admitting the client to their program.” This early focus on moving the client along the continuum also
prompts clinicians to look ahead to the next step in a client's treatment. This, in turn, helps clinicians engage
in the treatment planning that is integral not only to the client's ongoing care but also to the transition from
one level of treatment to the next.xlviii
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20.5.1 Develop an employment strategy for those in MMT
As referenced previously, methadone patients are often challenged to engage in education and/or
employment due, for example, to the time spent travelling each day to access their methadone, the random
nature of the witness urine checks and/or the instability of their lives. It was felt that there should be an
employment strategy in place to support the methadone patients in attaching to the labour force and thus
improving their capacity to be contributing members of society and as well to have an enhanced quality of
life.
This employment strategy should be developed by relevant departments of the provincial government,
including AESL, the Department of Education and Early Childhood Development and HCS, together with
community-based organizations which have both a focus on addressing addictions and employment barriers
for the target populations.
20.5.2 Address transportation concerns
HCS and AESL should collaborate to address transportation concerns faced by those accessing MMT, while
ensuring cost-control measure to offset additional growth in the program budget.

20.6 Enhanced collaborative activity across service providers
Approaching treatment through a continuum of care will demand enhanced collaborative activity between
and among government and community-based service providers. It will be imperative that those involved in
the continuum of care know who the various providers are, have clarity on each other’s roles and be focused
firmly on the effective use of resources to address the needs of a shared target group.

20.7 Informing HCS's ODT policy development process
In relation to HCS’s policy development process, the following considerations emerged during the
consultations:
 HCS must have a vision for ODT services in the province – one founded on collaboration and
coordination of service, with clearly defined outcomes;
 There should be ongoing collaborative consultations across provincial government departments as
HCS is developing their ODT policy. Community and individuals with lived experience also should
be included because they can provide on-the-ground feedback on whether policies can translate into
effective and realistic protocols for service;
 The policy must be client-focused and responsive across the continuum of potential users. It should
be built around the needs of the target population, not around the needs of the departments. Meeting
basic needs must be fundamental to this policy;
 Any future initiatives must respond to the realities of rural and remote areas across the province. The
focus cannot be solely in urban and urbanized areas. Further these initiatives must allow for
numerous entry points; and
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 It must be recognized that new initiatives likely will not be cost-neutral, but should be cost-effective
in the long-run. HCS should consider implementing and evaluating pilot projects.
20.7.1 Perspectives of the survey respondents on critical elements of an effective ODT program

In terms of the critical elements of an effective ODT program, survey respondents highlighted the
following:


Medical staff who are supportive and positive;



Flexible programming to respond to individuals’ needs and lives;



Access to a methadone program with mandated one-on-one counselling that would address
coping strategies, mental health issues, relapse prevention, and provide further knowledge about
methadone;



Psycho-social supports, e.g., access to transition support and after care, with a focus on finances,
life skills/strategies to avoid relapse, housing/rent control, transportation, employment, and
access to activities/hobbies;



Access to one-on-one counselling, (including drop-in centres);



Access to an in-patient rehabilitation treatment centres with sufficient length of stay and aftercare;



Access to non-traditional treatment programs, e.g., massage, acupuncture, and those which take
individuals out in the country to live off the land; and



Peer support/Access to group counselling facilitated by individuals with experience of opioid
dependence.

20.8 Evaluation and data collection
A few of the informants spoke to the need for ongoing data collection and evaluation in relation to ODT
programs and services. Evaluation activity should include opportunities for client feedback – e.g., surveys.
It was stated that outcomes should be clearly outlined, and data should be used to identify which programs
and services are most beneficial to the target group, highlight effective practices and assess achievement of
outcomes and cost-effectiveness.
However, it was stated by a few informants that given the population and their complexities, and the longterm nature of recovery, effective programs should not be discontinued because of low numbers of positive
outcomes.
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20.9 The World Health Organization
The recommendations and directions provided herein mirror some of those detailed by the World Health
Organization in its January 2014 publication – "How to improve Opioid Substitution Therapy
Implementation"xlix. It highlights that to increase access to OST and make it more universal, interventions
should be:


Physically accessible – there should be a broad geographical distribution, e.g., OST should not only
be available in the major cities or unavailable in hard‐to‐reach locations such as prisons;



Equitable and non‐discriminatory – there should be no exclusion criteria except medical ones, e.g.,
OST should not be limited to those over a certain age or only available to those opioid dependent
individuals who are HIV infected or who have “failed” other drug dependence treatments; and



Non‐rationed– the supply of OST should be determined by need and not limited by costs or other
considerations; ideally there should be no waiting lists.

Further, it discusses a series of actions for ensuring the quality of OST programs including:


Implementing a multidisciplinary approach and coordination of multidisciplinary staff,
e.g., through a case manager;



Developing a system of referrals to external medical, social and legal services and collaborating with
them (general practitioners, infectious disease specialists,
hospitals, social care services, shelters, probation, child protection agencies, etc.);



Implementing a system of continuous external and on‐site training for professionals;



Maintaining an adequate and, as much as possible, user‐friendly environment at the
OST sites; and



Asking OST clients regularly (including anonymous client satisfaction surveys) about
their opinion of the services and whether their needs are addressed.
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Gaps analysis for ODT in NL
Key informant guide – Physicians with an exemption to prescribe methadone for opioid dependence (oneon-one interview)
Background
1. How long have you been a practicing physician? What, if any, is your particular area of focus or specialty?
2. How long have you been prescribing methadone?
2.1 What does the service entail (e.g., goal of the service, assessment, intake) and why did you decide to
provide this service?
3. What, if any, challenges/barriers did you experience to acquiring and/or maintaining your exemption to
prescribe methadone? (Prompt for any issues pertaining to the standards and/or regulatory regime.)
4. Why do you think so few physicians decide to seek an exemption to deliver a methadone program? (Prompt
for issues related to the exemption and the delivery.)
5. What, if any, other ODT services (e.g., counselling) do you deliver?
[If delivering other services, ask:]
5.1 How long have you been providing these services/programs? (Prompt for any challenges to delivery and
potential solutions.)
6. What, if any, innovative techniques and/or technology do you employ to deliver your methadone program
and/or any other ODT?
Yes
No

If yes, what? __________________________________________________________________
Demographics of those receiving methadone
7. About how many people are currently participating in your methadone program? What is the maximum
number you can accommodate? (If there is a difference in the numbers, please ask for the reason.)
7.1 Is there a waiting list? If yes, on average how long would people be on the list before participating in the
program?
8. How would you describe the demographics of the individuals in your methadone program - e.g., age, gender,
employment, education?
8.1 Have you seen a change in this demographic over time (e.g., is there a predominant demographic)?
Yes

No

If yes, please explain.
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Experience delivering methadone program
9. What, if any, challenges do you face in delivering the methadone program? Prompt for (and ask for specific
examples, as available):
Instability in the patients’ lives -e.g., difficulty getting to appts, transportation
take-home doses
Diversion
Time and resources constraints – e.g., no consistent client evaluation process; lack of time to provide
counselling
Lack of communication with pharmacists
Lack of connection to other needed agencies/organizations
Existing government policies
Policy gaps
Other?

For each of the identified challenges, ask, “What if anything can be done to address these challenges?
10. What factors positively or negatively impact clients’ access to and/or their ongoing participation and success
in the methadone program?
Prompt for (and ask for specific examples, as available):
Transportation
Child-care
Employment-related
Stigma
Lack of available psycho-social supports
Existing policies
Policy gaps
Other?

For each of the identified factors, ask, “What if anything can be done to address these factors?

11. What percentage of your clients have finished the methadone program and stayed clean? What might have
contributed to their success?
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Broader ODT services
12. What other ODT options (e.g., resources, programs and services) are available in the region/the province to
support individuals struggling with opioid dependency? (Prompt for regional variations.)
12.1

Which would you describe as the critical resources, programs and services and why?

13. What are the existing and/or emerging gaps in ODT resources, programs and services in your region/the
province - e.g., recruitment/retention of physicians to deliver MMT, lack of/limited psycho-social
interventions, lack of residential services, regional disparity? (Prompt, in particular, for policy gaps.)
13.1
What is needed to address these gaps (e.g., specific policy changes and/or development) and who
should take the lead?
14. What, if anything, is needed to ensure better coordination and/or complementarity of ODT resources,
programs and services to support both clients and service providers?
14.1
What factors positively or negatively impact clients’ access to, ongoing participation and success
in ODT services? (Prompt for whether or not the issues are the same as noted in Q#10. Record any
additional factors/solutions.)
15. What, if any, are the key considerations for designing and implementing ODT services for specific
populations (e.g., Aboriginal people, new Canadians, persons with disabilities, people in correctional
facilities, youth)?
16. What are critical considerations for HCS as they are developing the provincial ODT policy?
17. Do you have any additional comments?
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Gaps analysis for ODT in NL
Interview guide – RHAs, Treatment Centres (Humberwood, Opioid, Grace and Hope Valley), Labrador
Friendship Centre and NLHHN
Background
1. What is the mandate of your centre/division?
1.1

What is your role within the RHA/Centre/organization? In particular, what, if any, is your role
in relation to the development, delivery and/or oversight of ODT programs/services regionally
and/or provincially (including policy development/delivery that impacts ODT programs and
services)?

[If providing ODT:]
2. Do you have any challenges in relation to the development and/or delivery of ODT?
2.1

If yes, what and what are potential solutions to these challenges?

Can you please complete the attached template if your division/centre provides ODT programs and
services. If you are responsible for several programs, please provide information on one or two main
programs, and provide links to descriptions of the other programs, as possible.
Provincial/Regional ODT service
3. In addition to any programs/services your division/centre/organization might provide, what other ODT
options (e.g., community-based and government resources, programs and services) are available in the
province to support individuals struggling with opioid dependency? (Prompt for regional variation.)
3.1

Which of these ODT programs/services would you describe as the critical services and why?

4. What are the existing and/or emerging gaps in ODT resources, programs and services in the province
(e.g., recruitment/retention of physicians to deliver MMT, lack of/limited psycho-social interventions,
lack of residential services, regional disparity, policy gaps)?
4.1

What is needed to address these gaps (e.g., specific policy changes and/or development) and
who should take the lead?

5. What, if anything, is needed to ensure better coordination and/or complementarity of ODT resources,
programs and services to support both clients and service providers?
6. What factors positively or negatively impact clients’ access to, and/or their ongoing participation and
success in ODT services?
Prompt for (and ask for specific examples, as available):
Transportation
Child-care
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Employment-related
Stigma
Lack of available psycho-social supports
Existing policies
Policy gaps
Other?
What can be done to address these factors and who should take the lead?
7. What, if any, are the key considerations for designing and implementing ODT services for specific
populations (e.g., Aboriginal people, new Canadians, persons with disabilities, people in correctional
facilities, youth)?
8. What are critical considerations for HCS as they are developing the provincial ODT policy?
9. Do you have any additional comments?
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Gaps analysis for ODT in NL – Focus group guide
Background
1. Please briefly provide your role in your organization. In particular, do you/does your organization have a role
in relation to the development, delivery and/or oversight of ODT programs/services regionally and/or
provincially (including policy development/delivery that impacts ODT programs and services; supporting
clients)?
2. What, if anything, might challenge your efforts in relation to ODT? Solutions to these challenges?
Can you please complete the attached template if your organization does provide ODT programs and
services. If you are responsible for several programs, please provide information on one or two main
programs, and provide links to descriptions of the other programs, as possible.

Provincial/Regional ODT service
3. What would you identify as the critical ODT resources, programs and/or services in the region/the province
to support individuals struggling with opioid dependency? Are there regional variations?
3.1 Why did you choose these resources, programs and services?
4. Can you identify on any innovative techniques or technology being used to deliver ODT services and/or
support clients receiving ODT? If yes, what?
5. What are the existing and/or emerging gaps in ODT resources, programs and services in the province (e.g.,
recruitment/retention of physicians to deliver MMT, lack of/limited psycho-social interventions, lack of
residential services, regional disparity, policy gaps)?
5.1 What is needed to address these gaps (e.g., specific policy changes and/or development) and who should
take the lead?
6. What, if anything, is needed to ensure better coordination and/or complementarity of ODT resources,
programs and services to support both clients and service providers?
7. What factors positively or negatively impact clients’ access to, and/or their ongoing participation and success
in ODT services?
Check all that apply and please provide examples and potential solutions as possible to the issues.
Transportation
Child-care
Take-home doses
Employment-related
Stigma
Lack of available psycho-social supports
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Existing policies
Policy gaps
Other?
8. What, if any, are the key considerations for designing and implementing ODT services for specific
populations:
a.
b.
c.
d.
e.
f.
g.
h.

Aboriginal
New Canadians
Persons with disabilities
People with mental illness
People in correctional facilities
Youth
Women
Other (Please list the groups)

9. What are critical considerations for HCS as they are developing the provincial ODT policy?
10. Do you have any additional comments?
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APPENDIX “C”: Models of Service template
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1. Name of service provider/organization/department:

2. Name of program: What is the name of your opioid dependence treatment program/service?

a. How long has this program/service been operating?
3. Source of program/service funding: How is your program/service funded? (As possible, for external
funding sources, please identify the funding stream/program.)

4. Goal/Focus: What is the goal and/or primary focus of the program/service?

5. Target group: Who is the target group for your program/service (e.g., youth, seniors, age group, all
ages…)?

a. What, if any, are the eligibility criteria for access to the program/service?

b. Is participation

mandatory

 voluntary

c. What is the maximum number of people who can access your program/service at any one time?
Have you reached capacity?

 Yes

 No

d. What, if any turnover, do you have in your program/service: each month? Each year? (i.e. do people
move on from your program or do they need ongoing support from your service/program)?
e. What if any are the main considerations for designing and implementing ODT services for your target
population?
6. Location: Is your program/service:
Local
Regional

Provincial

a. If local or region, what geographic area is serviced?

7. Referral: Who refers to your program/service and how (e.g., external providers, formal/informal
referrals, self-referral)?
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8. Assessment: Describe your assessment process (e.g., formal/standardized or informal, tool/s used, who
conducts the assessment).

9. Intake: Describe your intake process (e.g., formal/informal; time between intake and assessment).

a. Is there a waiting list for your program/service?  Yes  No
b. If yes, about how many people are on the list?

c. What is the average wait time to access the program/service (# of weeks or # months)?

10. Program overview: Please describe the key aspects of your program/service (e.g., services provided,
schedule of service, any cap on services- i.e., maximum time for participation, maintenance
phase/ongoing treatment/service, potential for re-entry to program…).

a. Do you work with other providers to support your clients/patients?  Yes

 No

If yes, who and what do they provide?

11. Innovation: Would you describe any aspect of your program/service as innovative?  Yes
If so, please explain.

 No

12. Technology: Do you use technology to deliver any aspect of your program/service? Yes  No
a. If yes, please explain how technology is used.

13. Future: Do you have any plans to expand/reduce your program in the next year?  Yes  No
a. If yes, what are you planning to do and why?

14. Policies:
a. Are there policies within your organization/department that restrict or facilitate the target group’s
access to/engagement in your program/service?  Yes  No
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If yes, please identify the policies and explain how they impact the target group.

b. Are there policies in other organizations/government departments that restrict or facilitate the target
group’s access to/engagement in your program/service?  Yes  No
If yes, please identify the policies and explain how they impact the target group.

Other comments:
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APPENDIX “D”: Methadone Users’ Survey
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METHADONE USERS’ SURVEY
Physician’s/Pharmacist’s name: __________________________________
Survey Number
xx
Introduction / Consent to be interviewed
The provincial Department of Health and Community Services would like to hear about your experiences in
getting help for your addiction/drug dependency. They are hoping you might be able complete this survey to
tell them about:
 Your experience in the methadone program, and
 What other services are needed to help people with their addictions.
You can complete the survey yourself or you can call Genietoll free at 1- 855-805-2065 and she will do the
survey over the phone with you. Genie works for Goss Gilroy (not for government) and we are helping the
Department with this survey.
IF YOU CHOOSE TO DO THE SURVEY:
 Your answers will be kept confidential and your name will not appear on this survey or any report
coming out of the survey information.


If there are any questions that you do not want to answer, that is okay!



This survey will take about 15 minutes.



You will receive $10 for helping us by doing the survey. Please write your address on the bottom of this
page and we will send you the money in the mail.

If you would like to participate, please complete the attached survey or call Genie.
(Leave a message if she is not there and she will call you back.)
If you do not want to participate, please give the survey back to your physician/pharmacist.
Thanks very much.
Marie Ryan, Project Manager
Goss Gilroy

Your mailing address: ____________________________________
When you have finished, please put your survey in the envelope provided and mail it.
We will send the $10.00 to the address you provided.
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1. Gender? ___________________
2. What year were you born? ________
3. What region of the province OR which town/city do you live in? ___________________________
4. How long have you been in the methadone program? # months ______ OR # years _______
5. How long were you taking drugs before you started taking methadone?
# months ______ OR # years _______

6. Did you have any challenges getting into a methadone program: (Check √ all that apply to you.)













Lack of information on the program
Wait list to get into the program
Criteria to get into the program
Finding a physician/pharmacist to dispense the methadone
No methadone program in my area
Transportation costs
No outreach into the community
I worried that someone would find out I am in the program
Having to leave work to access my methadone
My employer is not supportive of me leaving to get methadone
Other ________________________________________
I did not have any challenges

7. Do you get your methadone from: (Check √ all that apply to you.)
Your doctor
At the hospital
Your pharmacist
At HMP
A nurse
Take-home doses
Staff at a clinic
Other __________
8. Do you have any challenges now that you are in the program? (Check √ all that apply to you.)

Transportation

No outreach into the community

No funds for child care

The hours for the methadone clinic do not work well for me

Lack of counselling in the program

I worry that someone will find out I am in the program

Lack of privacy when I get my methadone

Having to leave work to access my methadone

My employer is not supportive of me leaving to get methadone

Other ________________________________________

I do not have any challenges
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9. On a scale of 1 – 10 where 1 = not very helpful at all and 10 = very helpful, how helpful has the methadone
program been in your life? (Please circle your rating.)
Not very helpful = 1 2 3 4 5 6 7 8 9 10 = very helpful
Please explain why you gave this rating:

10. Do you think the methadone program will help you stay off drugs/stay clean?
If no, why not?
Yes
No

11. Do you think you will reach a point when you can stop using methadone and stay off drugs/stay clean?
If no, why not?
Yes
No

Other services

12. Have you gotten any other help for your addiction, besides methadone?

 Yes  No (Go toQ#13)

If YES, what organization or individual helped you and what did they help you with? (E.g. one on one support;
help get you into a program)

13. Do you need other services or programs to help you get off and stay off drugs?
Yes

No (go to Q#14)

If yes, what do you need?

13.1 What, if any, barriers are there to accessing any of the programs or services you listed above? (Check √ all
that apply to you.)
I don’t meet the program criteria (e.g., age range; being clean)
Waitlists
Programs/Services not available when I was ready
There is no program in my town/region
No one provides this type of help, service or program
Only short-term help available; I need long-term program/service
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Transportation to get to the service/program
Location of service/program
Child-care
Stigma (someone might see me going to the program/service)
Having to take time off work
Other (please list) ____________________
I did not have any barriers

14. If you could create your own program to help people get off drugs – what services and resources would it
include?

Personal - Profile

15. What is your marital status?
Single
Married
Separated/divorced

Common-law/living together
Other (please specify: __________________________)

16. What is the highest level of education you completed?
No formal schooling
Some schooling
Completed high school

Some post-secondary
Completed post-secondary (college)
Completed post-secondary (university)

17. What is your main source of income? (e.g. income support, work, pension, Worker’s Compensation)
__________________________________________________

18. Do you have other significant challenges in your life? (Check √ all that apply to you.)
Relationship challenges
Housing/homelessness
Poverty
Other addictions
Mental health issues
Other health issues
Involvement with the legal system

Childhood trauma/abuse
Lack of support
Unemployment
Lack of education
Other (please list)___________________
I have no other challenges

19. Do you have anything else you would like to say?
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APPENDIX “E”: Non‐Methadone Users’ Survey
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Organization distributing survey_______________________

Survey Number

xx

Introduction / Consent to be interviewed
The provincial Department of Health and Community Services would like to hear about any experiences
you might have had in trying to get help for your drug addiction/drug dependency. They are hoping you
might be able complete this survey and:


Tell them about your efforts to try to get help and/or get into a program, and



Tell them what services you think are needed to help people with their addictions.

You can complete the survey yourself or you can call Genie toll free at 1- 855 805-2065 and she will do the
survey over the phone with you. Genie works for Goss Gilroy (not for government) and we are helping the
Department with this survey.
IF YOU CHOOSE TO DO THE SURVEY:


Your answers will be kept confidential and your name will not appear on this survey or any report
coming out of the survey information.



If there are any questions that you do not want to answer, that is okay!



This survey will take about 15 minutes.



You will receive $10 for doing the survey and helping us. Please write your address on the bottom of
this page and we will send you the money in the mail.

If you would like to participate, please complete the attached survey or call Genie.
(Leave a message if she is not there and she will call you back.)
If you do not want to participate, please give the survey back to [name or organization].
Thanks very much.
Marie Ryan, Project Manager
Goss Gilroy
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Your address: ____________________________________
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Demographics

1. Gender: ____________
2. What year were you born? _______
3. What region of the province OR which town/city do you live in?
___________________________
Your experience with drug dependency/addiction
4. About how old were you when you first used drugs? _______ years of age
5. Have you had times when you were off drugs?

 Yes  No

6. What drugs, if any, are you using now? Please list:

Access to other services

7. In the past, have you tried to get off drugs/get clean?

 Yes  No (Go to question #11)

7.1 If yes, did you try on your own to get off drugs/get clean?

 Yes  No

8. Did you find a program or service to help you get off drugs/get clean?
Q#9)

 Yes  No (Go to

If yes, what program, service, organization or individual (e.g., a community group, methadone
program...) helped you and what did they help you with? (E.g. one on one support; help get you into
a program)

9. Did you need any other services or programs to help you get off drugs/get clean?  Yes No
(Go to Q#10)
If yes, what did you need and were you able to access these other programs and services?
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10. What, if any, barriers did you face in the past when trying to access programs and services to
help you get off drugs/get clean? (Check √ all that apply to you.)
I don’t meet the program criteria (e.g., age range; being clean)
Waitlists
Programs/Services not available when I was ready
There is no program in my town/region
No one provides this type of help, service or program
Only short-term help available; I need long-term program/service
Transportation to get to the service/program
Location of service/program
Child-care
Stigma (someone might see me going to the program/service)
Having to take time off work
Other (please list) ____________________
I did not have any barriers

11. If you wanted to get off drugs right now, where would you go for help? (E.g. is there a
person/an organization and/or a government agency, program/service which could help you?)

11.1

What, if any, barriers are there to accessing any of these programs or services?
(Check √ all that apply to you.)
I don’t meet the program criteria (e.g., age range; being clean)
Waitlists
Programs/Services not available when I was ready
There is no program in my town/region
No one provides this type of help, service or program
Only short-term help available; I need long-term program/service
Transportation to get to the service/program
Location of service/program
Child-care
Stigma (someone might see me going to the program/service)
Having to take time off work
Other (please list) ____________________
I do not have any barriers

12. If you could create your own program to help people get off drugs – what services would it
include?
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13. What is your marital status?
Single
Married
Separated/divorced

Common-law/living together
Other (please specify: __________________________)

14. What is the highest level of education you have completed?
No formal schooling
Some schooling
Completed high school
Some post-secondary
Completed post-secondary (college)
Completed post-secondary (university)
15. What is your main source of income (e.g. income support, work, pension, E.I., Worker’s
Compensation)?
___________________________________________________
16. Do you have other significant challenges in your life? (Check √ all that apply to you.)
Relationship challenges
Childhood trauma/abuse
Housing/homelessness
Poverty
Other addictions
Mental health issues
Other health issues

Involvement with the legal system
Lack of support
Unemployment
Lack of education
Other (please
list)___________________
I have no other challenges

17. Do you have anything else you would like to say?

THANK YOU VERY MUCH!
Goss Gilroy Inc.

104

Please put your survey in the envelope provided and mail it.
We will send the $10.00 to the address you wrote on the first page of the
survey.
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APPENDIX “F”: Addictions Programming at HMP
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1. Addictions Awareness Program
Facilitated by the HMP Addictions Counselor, this eight-session structured program is designed
to help participants become more aware of the impact that substance use has had on their life,
explore the stages of change, and introduce options for recovery. Through motivational
interviewing techniques and a stages of change model, inmates who are in the pre-contemplative
or contemplative stages of change are educated about the addictions programs available to them
within the institution, as well as community organizations that may be able to provide service to
them upon release. This is achieved through a psycho-educational and therapeutic approach.
2. MIMOSA- Moderate Intensity Management of Offender Substance Abuse
MIMOSA is a continuous intake, moderate-intensity substance abuse program for participants
with moderate to high level of alcohol or drug dependency, or gambling addiction. Done through
a partnership with HMP and the John Howard Society of NL, the seven-week program aids
inmates as they complete a detailed, individualized relapse prevention plan. Utilizing a number
of techniques, including psycho-education, values clarification, goal setting, and cognitive and
social skills training, two counsellors from Howard House facilitate all twenty-one sessions.
Based on the design of the program, participants are required to be assessed by the HMP
Addictions Coordinator, to ensure that the program will best meet their needs.
3. Addictions Recovery Program
This is a group for any inmate who has successfully completed a program such as MIMOSA
while in custody, or a community-based program or counselling prior to incarceration.
Facilitated by the HMP Addictions Coordinator and an Addictions Counsellor from Eastern
Health, the group meets once a week for open dialogue and sharing through a process-oriented
and therapeutic approach. The group is open to all qualifying inmates with the primary goals to
reinforce positive changes that participants have made while in prior programs or counseling,
and provide participants with ongoing support and encouragement in their own individual
recovery.
4.

Healthy Minds Program
This eighteen-session structured program is designed for inmates who have concurrent disorders
(people who experience both addiction and other mental health problems or diagnosed illness).
Facilitated by the HMP Addictions Coordinator and a social worker from the Canadian Mental
Health Association’s Justice Program, participants create a recovery plan by reflect on their
individual recovery and then work on the life skills needed now and upon release

5. Methadone Maintenance Program
The Methadone Maintenance Program is a mandatory group for any inmate who is receiving
methadone as a treatment for addiction at HMP. This weekly group is open, offering continuous
intake to inmates. Facilitated by the HMP Addictions Coordinator, the group provides inmates
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the opportunity to customize the weekly topics with common examples including experiences of
methadone maintenance treatment, cycle of addiction, relationships in recovery, cravings and
triggers, stages of change and motivation in recovery. The group is both psycho-educational and
therapeutic in nature
6. Peer Support Group
The Peer Support Group at HMP meets once a week to discuss issues related to recovery from
substance abuse and/or other mental health issues. Inmates facilitate the group with no staff
person/professional in attendance. The emphasis is placed on peer support through common
lived experiences with the participants selected by the inmates in consultation with the HMP
Addictions Coordinator.
7. Guided Meditation Classes
Guided meditation classes take place once a week for 30 minutes. In the class, the HMP
Addictions Coordinator guides the participants through a meditation that focuses on breathing
and self-awareness (awareness of thoughts, feelings, and body sensations) with the use of
aromatherapy and music. The meditation is used as a tool in recovery to cope with difficult
feelings and encourage relaxation.
8. Individual Addictions Counselling
Prior to starting any of the above-noted programs, the HMP Addictions Coordinator meets with
inmates individually to complete an assessment and make appropriate referrals. The Addictions
Coordinator also provides the individual with addictions counselling for those who are unable to
access group programs and/or to inmates who may need extra support while attending groups
and serving their sentence.
9. Additional Supports provided by Community Services Providers in partnership with
HMP:


Weekly AA meetings on Monday nights;



Weekly ACOA (Adult Children of Alcoholics) meetings on Wednesday afternoons;



Monthly Harm Reduction Workshops offered by the AIDS Committee of NL (SWAP
Program for safer needle use);



Weekly Yoga Classes for inmates who are in recovery from addiction and/or other mental
health problems;



Faith-based recovery programs including Celebrate Recovery and Life’s Healing Choices
programs offered through Pastoral Care;



Impaired Driving workshops for inmates convicted of this offence, facilitated by
Classification Officers; and
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Periodic workshops and projects offered through various partnerships with the community.
Examples in the past have included “Healthy Eating in Recovery” workshop with a dietician
from Eastern Health and Horticultural Therapy/Mindfulness with MUN Botanical Gardens.

Updated on December 22, 2016
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