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BACKGROUND

This guide was developed using a method that was transparently communicated and is described in 
detail in the “Methodology” section of the Rapport de recherche (research report) document. The 
content is based on scientific data, clinical guides, interviews conducted in various regions of Québec 
with people who use opioids, clinical teams, program managers, and community groups working 
with people who use opioids. The content of the guide is the result of a reflection process conducted 
with an expert group and two advisory committees composed of people with OUD experience. 
Competent experts were consulted in order to ensure the most accurate content possible.

However, it must be noted that this guide is not prescriptive and that the authors cannot be held 
accountable for the clinical practices of professionals. Clinicians are expected to assume the 
responsibility for being adequately trained and qualified. They must exercise clinical judgment when 
providing care and services in compliance with the professional standards and the code of ethics to 
which they are subject.
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GLOSSARY

Buprenorphine-naloxone 
Has a 4:1 concentration of buprenorphine and naloxone and is available in sublingual tablets 
in Canada. Naloxone is a low bioavailable opioid antagonist when swallowed or taken 
sublingually and is used to discourage misuse and non-medical injections. When buprenor-
phine-naloxone is taken directly under the tongue, the naloxone component has negligible 
effects while the therapeutic effect of buprenorphine predominates. However, if misused 
by way of subcutaneous, intramuscular, or intravenous injection, a sufficient amount of 
naloxone will be absorbed, causing some withdrawal symptoms in people who use opioids 
regularly. Buprenorphine-naloxone is usually taken once a day, but due to its high safety 
profile and pharmacological properties, it can also be prescribed at high doses on an alter-
nating administration schedule. In Québec, any doctor can prescribe buprenorphine-na-
loxone. Prescriber training by the Institut national de santé publique du Québec is recom-
mended.1

Clinical Opiate Withdrawal Scale (COWS) 
Objective assessment scale of opioid withdrawal symptoms. Scoring: 5-12 = mild; 13-24 = 
moderate; 25-36 = moderately severe; more than 36 = severe withdrawal.5

Drugs designed for withdrawal symptom management
Any drug that can be used to reduce opioid withdrawal symptoms, excluding opioid ago-
nists (e.g. benzodiazepines, antinauseants, anti-inflammatories, muscle relaxants, alpha-2 
adrenergic agonists).

Essential harm reduction supplies 
Essential harm reduction supplies include:

	ȩ The distribution of safer injecting and safer smoking supplies (e.g. syringe, tourniquet, 
crack pipe) and safer sex supplies (e.g. condoms, lubricant).

	ȩ The distribution of naloxone and instructions for use, for the person and their imme-
diate social circle.

	ȩ A list of available community resources including supervised injection services when 
available and accessible.
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Harm reduction, philosophy, and services
Harm reduction usually refers to policies and programs aimed at reducing the immediate 
social, economic, and health effects (e.g. transmission of infectious diseases, death due to 
overdose, criminal activity) associated with the use of psychoactive substances, but they 
do not necessarily aim to reduce drug use or achieve abstinence.15 Harm reduction encom-
passes a range of services, as well as several principles, which are grouped under the term 
harm reduction philosophy.

Harm reduction philosophy
Harm reduction philosophy focuses on reducing and preventing the risks and negative 
consequences associated with opioid use and other risk behaviours. Its aim is to improve 
the quality of life of people in care. This philosophy is implemented by ensuring a therapeu-
tic alliance between the health care professional and the client based on non-judgment, 
flexibility, empowerment, and self-determination. This philosophy has a powerful influence 
on caregivers’ values and soft skills, and on how the services offered are developed. Harm 
reduction-based care involves collaborative therapeutic positioning and structural condi-
tions that provide adequate flexibility for the deployment of the necessary actions. Harm 
reduction services for people who use opioids cannot be dissociated from harm reduction 
philosophy; however, they should not be mistakenly considered synonymous. 

Harm reduction services
Examples include needle and syringe exchange programs, take-home naloxone programs, 
supervised injection services, etc. The services to be systematically provided by teams offe-
ring OAT are the distribution of essential harm reduction supplies (see definition of essential 
harm reduction supplies), and health-related prevention and promotion activities, including 
training on and the promotion of, low-risk drug use practices. However, it is important to 
emphasize that simply implementing harm reduction services does not equate to com-
pliance with its associated philosophy.

Hierarchy of OUD care treatment (stepped care model)
The hierarchy of care, or stepped care model, aims to adapt and structure the treatment 
intensity to the characteristics of the person in treatment, thus preventing the latter from 
being directed to the wrong place and providing access to the best available resources.7 “The 
stepped care model […] incorporates the separation between care and services depending 
on the severity of concomitance, while combining them with other aspects such as gradual 
service and system integration coupled with a simultaneous or sequential engagement of 
each care step [Rush and Nadeau, 2012].” 8
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Holistic vision
This vision involves above all recognizing the person as a complex human being, rather than 
reducing them to their use of psychoactive substances, their homelessness, or their mental 
health issues.11,18 In other words, it is based on a broader consideration of the person, taking 
into account the complexity of their biological, psychological, and social characteristics.

Long-term treatment planning and support for OUD 
The partner care team, in collaboration with the individual, plan for long-term OUD treat-
ment. This treatment may include pharmacological treatment, assessments by and fol-
low-ups with several professionals, as well as psychosocial interventions, and may be offe-
red through inpatient (CRD or hospital) or outpatient services (e.g. community housing 
resources, living environments). The focus here is to avoid viewing opioid use disorder as a 
linear process or time-constrained issue and opting instead for a long-term vision.

Low threshold 
The expression “low threshold ” refers to the reduction of barriers and conditions that a per-
son may encounter when seeking to obtain access to and receiving required care.3,4

Medically assisted withdrawal management
Use of pharmacological treatment (e.g. dose tapering using opioid agonists or alpha-2 
adrenergic agonists) to alleviate withdrawal symptoms and related adverse effects when a 
person stops consuming opioids, with a goal of abstinence. This term reflects a voluntary 
distancing from the old terms “detox” and “detoxification” previously employed to describe 
medically supervised withdrawal.

Slow taper: Gradual dose reduction of opioid agonists, usually in an institution or in an out-
patient setting, over the course of a month or longer.

Rapid taper: Rapid dose reduction of opioid agonists, usually in a hospital or dedicated 
inpatient withdrawal management facility, over the course of a week or less.1

Medical management of OUD
Refers to the medical component of OUD management, including pharmacological treat-
ment, health and wellness assessments, support and advice, assessment of motivation and 
barriers to change, creation of a treatment plan, encouraging adherence to pharmaceutical 
treatment, dose optimization, support for treatment and prevention of relapse, and referral 
to appropriate health and social services.1
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Methadone 
Long-acting synthetic opioid that acts as a pure agonist of Mu (μ) opioid receptors. Its half-
life is approximately 24 to 36 hours, and it is easily absorbed. In Canada, it is usually admi-
nistered as an oral solution and generally in a single daily dose. Methadone tablets are also 
provided in limited contexts (e.g. for travel or chronic pain). In Canada, since May 2018, an 
exemption from Health Canada is no longer required for physicians to prescribe metha-
done. Physicians have the responsibility to acquire the necessary knowledge to prescribe 
methadone.1,9

Naloxone 
Naloxone is a fast-acting opioid antagonist that temporarily counteracts the effects of an 
opioid overdose.12

No Wrong Door policy
A No Wrong Door policy facilitates access to the resources a person needs to deal with any 
issues they encounter, regardless of where the issue originates. This means that any point of 
entry is good and appropriate for accepting a support request.14

One-stop shop model
Provide a wide range of interventions and services from a single location.10,11

Opioids
Substances frequently prescribed to relieve pain; they bind to opioid receptors in the brain 
and activate them to reduce the capacity for experiencing pain. High doses of opioids 
can cause euphoria, dysphoria, and respiratory depression. Opioids can be prescribed or 
obtained illegally and are available in synthetic (e.g. fentanyl, methadone), semisynthetic 
(e.g. heroin, hydromorphone, oxycodone, buprenorphine), and natural (e.g. opium, mor-
phine, codeine) forms. The term “opiate” is defined as a compound naturally derived from 
the poppy. Depending on the formulation and type of opioid, and according to personal 
preference, opioids are consumed transdermally, intrarectally, by ingestion, inhalation, 
snorting, or through subcutaneous, intramuscular, or intravenous injection.1

Opioid agonists 
Any substance that, by binding to and activating Mu (μ) opioid receptors, results in relie-
ving withdrawal symptoms and the state of withdrawal in people with OUD. Opioids also 
relieve pain when used for chronic pain management. Oral opioid agonists used to treat 
OUD include methadone, buprenorphine, and slow-release oral morphine.1 
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Opioid agonist treatment (OAT) or maintenance treatment
Opioid agonists prescribed to treat OUD. In this document, OAT is defined as the long-term 
maintenance treatment (> 6 months) using an opioid agonist whose use in application for 
OUD treatment is well documented. OAT is the term chosen as it reflects an intentional 
distancing from the terms opioid substitution therapy (OST), opioid maintenance treatment 
(OMT), and opioid replacement therapy (ORT).1 OAT is usually provided in conjunction with 
individual consultation, long-term monitoring of psychoactive substance use, comprehen-
sive primary and preventive care, and referrals to psychosocial treatment, psychosocial sup-
port, and specialized care services, as applicable.

Opioid use disorder (OUD)
Problematic use of opioids that results in clinically significant distress or disability and that 
meets the DSM-5 diagnostic criteria for opioid disorders. OUD includes the use of synthe-
tic, semisynthetic, or natural opioids, whether prescribed or illegally obtained.1

Partner care team
A care team focused on collaboration, complementarity, and knowledge sharing between 
the person in care and the health and social services network. This relationship promotes 
co-construction and knowledge sharing to develop a common understanding of a situation 
or problem, and the possible solutions.6

Peer support workers
People with lived experience who support other individuals who are living with a similar life 
experience.13 

Precipitated withdrawal
Withdrawal symptoms may occur when an opioid antagonist or partial agonist, (buprenor-
phine, for example) is administered to a patient who recently consumed a pure opioid ago-
nist. Due to buprenorphine’s high binding affinity for and its low intrinsic activity at the Mu 
(μ) receptor, a partial agonist displaces the pure opioid agonists from the Mu (μ) receptors 
without activating the receptor at a consistent intensity, which creates a significant decrease 
in effect. Precipitated withdrawal is more intense and occurs faster than typical opioid wit-
hdrawal.1

Stabilization dose (or comfort dose)
Dose of opioid agonists that relieves withdrawal symptoms for 24 hours.
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Trauma-informed care
According to SAMHSA, “A program, organization, or system that is trauma-informed realizes 
the widespread impact of trauma and understands potential paths for recovery; recognizes 
the signs and symptoms of trauma in clients, families, staff, and others involved with the sys-
tem; and responds by fully integrating knowledge about trauma into policies, procedures, 
and practices, and seeks to actively resist re-traumatization.” 2 SAMHSA has identified 6 key 
principles to a trauma-informed approach: 1) Ensure a physically and psychologically safe 
setting; 2) promote trustworthiness and transparency; 3) use peer support workers; 4) esta-
blish collaboration and mutuality; 5) based on practices that promote empowerment and 
self-determination (empowerment, voice, and choice); 6) take into account the specific 
characteristics of the person (e.g. gender, culture, ethnicity, sexual orientation).

Telemedicine
The practice of providing remote health care using information and communication tech-
nology (ICTs). In this case, the concept of remote means that the doctor and patient are not 
in each other’s presence. This definition includes the use of traditional landline telephone 
service, cellular technology and the Internet (e.g. use of virtual communication applications 
such as Zoom or Skype) but excludes fax service. By definition, postal communication is 
not included in the definition of telemedicine. Telemedicine includes teleconsultation, tele-
health, tele-expertise, telemonitoring, and tele-assistance.17

Withdrawal
Withdrawal is the metabolic process by which toxic substances are removed from the body.14 
A state of withdrawal consists of a set of symptoms of varying severity that occur during 
cessation or reduction of the use of psychoactive substances that have been consumed 
repeatedly and usually over a long period of time.16

Withdrawal management services 
Inpatient and outpatient services that provide withdrawal management, in response to an 
individual’s voluntary request to taper off a substance, including opioids.14
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INTRODUCTION

This document is based on data collected as part of two research projects: 

	ȩ Vers des meilleures pratiques pour les personnes en situation de précarité et 
dépendantes aux opioïdes : Optimiser l’accès et l’organisation des soins de santé  
et services sociaux au Québec 

	ȩ La prise en charge médicale dans le cadre de la gestion du sevrage des troubles 
de l’usage d’opioïdes (TUO) dans les CRD au Québec : Documenter les meilleures 
pratiques par l'élaboration d'un guide pratique afin de soutenir le déploiement  
et l'organisation des services 

This approach has resulted in development of 10 practice concepts to consider when addressing 
practice improvement related to the management of people who use opioids, and more specifi-
cally practices related to OUD treatment in Québec.

This guide includes an introductory preface on the principles and values underpinning the prac-
tice concepts. These elements are vital to offering and developing services for people who use 
opioids. Therefore, it is appropriate for the reader to assess the practice concepts in light of these 
ethical principles and values. 

The need to reduce stigma toward people who use opioids, both in the community and within 
the health and social services system, is at the core of these ethical principles. The results of both 
research studies highlight the significant impact of the barriers and stigma surrounding access 
to care and the path of care for people who use opioids, including those in vulnerable situations. 
Given that the objective of these practice concepts is to improve the quality of life and the health 
of people who use opioids, it is essential to strive towards eliminating the stigma they experience.

The following 10 practice concepts have been developed with the goal of providing a continuum 
of services that are in line with the multiple experiences of people who use opioids. They will 
allow different stakeholders to modify the structuring of services, to apply best practices in the 
field and to provide quality services to people who use opioids. Similarly, the practice concepts 
aim to provide a smooth and individualized organization of OUD services in Québec. They reflect 
a cross-sectional and broad vision that enables each region to implement them while taking into 
account their specific characteristics and population needs. 

Each practice concept is introduced within a context and then discussed according to its signi-
ficance for three key stakeholders: (1) Partner care teams; (2) Health and social services; and (3) 
Decision makers. Each of these stakeholders has a specific role in improving services intended 
for people who use opioids, and it is essential that changes be applied across different levels to 
develop best practices throughout the province.
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clinic-medical
HEALTH AND SOCIAL SERVICES

Pen-Alt
DECISION MAKERS

heart
PARTNER CARE TEAMS

This designation refers to the interdisciplinary team that closely 

supports the person in OUD treatment, i.e. doctor, nurse, 

psychosocial worker, peer support workers, and community 

pharmacist. Team members are part of the same department  

or collaborate through official partnerships. Based on the level 

of support required and the overall health and well-being of the 

person who uses opioids, the team may be expanded or reduced.

This designation refers to the institution providing OUD 

treatment services, i.e. partner care team program managers  

and institutions responsible for providing services.

This designation refers to the individuals or entities responsible 

for organizing care and services in Québec, i.e. the Ministère  

de la Santé et des Services sociaux and its various branches and 

interdepartmental partners. The colleges and professional orders 

of each interdisciplinary team member involved are also included 

in this category.
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ETHICAL PRINCIPLES 
AND VALUES
By Any Brouillette and Isabelle Fournier

Justice, equity, solidarity, and benevolence are the core  
values of best practices for managing opioid use disorder.  
In keeping with the ethical principle of vulnerability, they are 
also a sine qua non to ensuring respect for people with opioid 
use disorder’s autonomy, integrity, and dignity. Therefore,  
they support each of the practice concepts in this guide.

Justice and equity 
Justice and equity are closely connected; one cannot be respected without ensuring respect of 
the other. Justice is due to all affected individuals and represents an obligation to fairly distribute 
the resources and the benefits of our health care interventions. Justice is intrinsically linked to 
the concepts of impartiality, equity, and non-discrimination: it demands the righteous sharing 
between individuals or groups, and thus to “give each their due.”19

Equity focuses on the individual’s specific circumstances and the intent of the law. It strives to 
correct the concrete injustices19 that the law can generate in order to identify what is appropriate 
in individual situations and thus ensure equal opportunities in the end. Its aim is not to elimi-
nate the natural inequalities and differences among people, but to correct injustices produced 
and exacerbated by social, cultural, and political mechanisms. By providing adaptive responses, 
equity helps to address social inequality.20 Equity is not targeted in the provision of service, but 
rather in the expected end result.

In the health sector, equity and justice refer to our collective responsibility and call on our soli-
darity to ensure a fair distribution of access to care among individuals.21 Equity allows for a more 
egalitarian ideal with respect to justice and solidarity. It calls for acceptance without judgment.
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Integrity and dignity
Dignity is defined by the intrinsic worthiness and thus the right to be respected, of every per-
son, by simply being human and belonging to humanity, which is composed of many interwoven 
connections.19 Human dignity means that a person can feel respect, self-esteem, and a sense of 
personal ownership,22 which allows them to defend their integrity.

Ethically speaking, integrity is defined as a coherent integration of a person’s characteristics, in-
cluding their emotions, aspirations, knowledge, and how they understand the meaning of their 
life. It is the cohabitation of these elements that allows the person to be faithful to their moral 
values and to defend them when threatened. True autonomy is difficult to achieve without a mi-
nimum of integrity and dignity.

Solidarity
Solidarity “results from adequate reflection on what social justice requires.”23 In its quest to pro-
mote a better life for all, solidarity is based on acceptable and reasonable parameters that are 
devoid of judgment based on what is right or wrong and that enable everyone to participate. In 
this sense, society demonstrates its solidarity by preventing what appears iniquitous or is expe-
rienced as an injustice by people who are unknown to us or not necessarily part of our immediate 
social circle. A society’s strength rests on the collective effort focused on ensuring equal respect 
given by and to its members, and also on their understanding that each person’s individual free-
dom, autonomy, security, and well-being depend on it. Interdependence gives the group the 
power to effect change, to transform its world through the capacity to work together towards a 
common goal. Solidarity also recognizes and upholds the importance of expressed values and 
the implicit mutual obligations required by a decent society.24

Solidarity is closely linked to the duty of non-abandonment,25 i.e. it urges us to identify our social 
compass, our points of reference in order to resist indifference. In this perspective, we assume 
our main responsibility as caregivers through the solidarity expressed during a person’s most lo-
nely and isolated moments. 
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Autonomy 
Autonomy refers to the ability to freely think, decide, and act on one’s own initiative. This implies 
a double capacity,26 to firstly have desires, and secondly being able to recognize, assess and prio-
ritize them. As such, real autonomy is not possible without the minimum conditions allowing for 
the respect of the person’s dignity and integrity, and a minimum level of human solidarity. This 
provides options that will enable a person to make certain choices. Respecting the autonomy of 
others is not only about self-determination. It is about helping others develop their full potential 
by supporting them as they explore and make decisions while respecting their dignity. It is no 
place for a complacent or “laissez-faire” attitude, but rather the implementation of conditions 
by caregivers for continuous decision-making processes that always enables free and informed 
consent. By adapting the services and terms of care, caregivers meet their responsibilities and 
help people assert who they are or want to be. They are more likely to respect the choices of 
people who use opioids, even when the decision seems wrong to them.

Benevolence and humility of the caregiver 1, 9, 10

Benevolence is selfless and guides our actions in a compassionate manner. It evokes personal 
attention, concern, and empathy, and seeks the appropriate response to care by focusing on the 
specificity of the situation, its relational dimension, and the person in need of care as a whole; it 
attempts to explore their suffering, distress, and solitude. The combination of these two values 
helps determine fair and appropriate behaviour in situations where applying rules conflicts with 
the duty to respect a person under our care. They are thus aligned with the concept of equity by 
reaffirming that it is the person’s interests that motivate our benevolent behaviour. The caregi-
ver’s humility offsets the risk of paternalism associated with these values. When the caregiver 
provides expertise to the person who uses opioids with a pragmatic and human approach, they 
acknowledge that the person is the expert of their unique situation.

The ethical principle of vulnerability
The ethical principle of vulnerability fosters respect, concern, and the protection of others, and 
calls for protecting life in a way that goes beyond simply protecting autonomy.29 Vulnerability 
poses a risk for the person through the stifling of their ability to develop self-awareness.30 Vulne-
rability is expressed through the difficulty of expressing one’s self, and in the inability to give 
coherence to one’s life through the telling of one’s story. Free will and decision-making capacity 
are threatened, as the ability to make decisions beneficial to one’s health and life rests on a per-
son’s awareness of their goals and of what they perceive as valuable or needing to be protected. 
The principle of free and informed consent is one of the tools that can mitigate vulnerability in 
the provision of health care services.

While managing opioid use disorder, both the person in treatment and the caregiver en-
counter this vulnerability. The path of care is rarely straight and unidirectional: everyone must 
acknowledge that starting over more than once is not a failure. The ethical principle of vulnera-
bility reaffirms how this is an unavoidable intricacy of individual lives and human relations. Taking 
into account vulnerability is accepting that anyone may at some point lack the sufficient means 
or ability to protect themselves and preserve their health and well-being.
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10 PRACTICE CONCEPTS 
SUMMARY
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Practice Concept 1 – Anchor practice with people who use opioids in a 
holistic perspective and a harm reduction philosophy
People who use opioids are welcomed with respect and consideration; ongoing efforts 
are made to reduce their experience of stigma. The harm reduction philosophy guides 
interventions aimed at improving people’s quality of life without considering absti-
nence as the ultimate objective. People who use opioids are perceived holistically and 
services are tailored to their needs.

Practice Concept 2 – Democratize access to OUD treatment 
People who use opioids can easily access OUD treatment near their homes. Barriers to 
access and retention in treatment are minimized. All teams in Québec offering OUD 
treatment strive to make it flexible and individualized. Opioid agonist molecules are 
provided in a variety of locations, including specialized addiction services, but also 
emergency departments, psychiatric facilities, detention centres, and family medicine 
groups (FMGs).

Practice Concept 3 – Relax the regulatory framework for colleges 
and professional orders to enable the implementation of flexible and 
adapted OUD treatment modalities
Each person who uses opioids has flexible treatment modalities that are tailored to 
their individual situation. Such flexibility and adaptability imply relaxing the regulato-
ry framework surrounding OUD treatment. The goal of this regulatory relaxation is to 
encourage the maximum number of people with OUD to start and continue treatment 
and to support clinical teams in the delivery of personalized services. 

Practice Concept 4 – Welcome the initial request for services and 
ensure the safety of the person who uses opioids
The initial request for services submitted by a person who uses opioids, regardless of 
where it is received in the health and social services system, is routed directly and qui-
ckly to a team that provides OUD treatment. This team conducts a specialized evalua-
tion. The person is systematically provided essential harm reduction supplies, including 
naloxone, throughout the process.

Practice Concept 5 – Make an adapted assessment, quickly start OAT, 
and choose the best care setting
People who use opioids are evaluated directly by a team that offers OUD treatment. 
This initial assessment is quick, adapted, and leads to the initiation of OAT within the 
shortest possible time span. This makes it possible to refer the person to inpatient or 
outpatient services from the outset as well as at any point during treatment.
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Practice Concept 6 – Foster formal collaborations with key actors 
Formal collaborations are established with key institutional and community partners in 
the region, providing optimal support to the person in OUD treatment. These collabo-
rations facilitate access to services and foster continuity of care.

Practice Concept 7 – Incorporate requests for withdrawal 
management into a long-term treatment and support plan
Withdrawal management should be avoided for people with OUD. With this in mind, 
when a request for withdrawal management is received, the care team should have a 
comprehensive discussion with the person and inform them that withdrawal manage-
ment is strongly discouraged because of the associated risks. If the person still wishes 
to initiate withdrawal management despite contraindications, the care team should 
put into place the necessary conditions to mitigate risks and facilitate transition at any 
time and without delay to a maintenance treatment program. A withdrawal manage-
ment request should constitute a gateway to the HSSS and an opportunity to provide 
the person with access to resources that can provide long-term support.

Practice Concept 8 – Provide continuous OUD treatment based on 
the vulnerability of the person’s situation
A minimal basket of services is provided by all teams providing OUD treatment. These 
services are provided on an ongoing basis and allow people who have stopped OAT 
to resume treatment quickly. The hierarchy of care for OUD treatment considers the 
vulnerability of the person’s situation in order to determine the level of support they 
requires. This means that people in vulnerable situations have access to intensive sup-
port and, whenever possible, a broader range of services incorporated within a single 
institution (one-stop shop).

Practice Concept 9 – Promote interventions by peer support workers 
in teams providing OUD treatment
People with experiential knowledge (peer support workers) are included and are invol-
ved in teams providing OUD treatment. The addition of peer support workers in services 
intended for people in vulnerable situations is to be favoured. These professionals are 
an integral part of interdisciplinary care teams and work in complementarity with the 
other members of these teams.

Practice Concept 10 – Support the stability of teams providing OUD 
treatment
To provide quality services to people who use opioids, teams providing OUD treatment 
have access to up-to-date trainings, guides, and clinical tools. A Québec OUD mento-
ring program, interdisciplinary team meetings, and clinical support spaces are imple-
mented and formalized.
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PRACTICE CONCEPT

1
Anchor practice with people who 

use opioids in a holistic perspective 
and a harm reduction philosophy
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People who use opioids are welcomed with respect and consideration; 
ongoing efforts are made to reduce their experience of stigma. The harm 
reduction philosophy guides interventions aimed at improving people’s 
quality of life without considering abstinence as the ultimate objective. 
People who use opioids are perceived holistically and services are tailored  
to their needs.

BACKGROUND 
All services available to should adhere to the harm re-
duction philosophy, i.e. aim to reduce and prevent the 
risks and adverse consequences associated with risk be-
haviour, without considering abstinence as the final and 
absolute end goal.31 The aim is thus to improve the qua-
lity of life for while respecting their individual choices. 

Given that people who use opioids are frequently victims 
of stigmatization and discrimination, the humanistic va-
lues of harm reduction stress the importance of focusing 
primarily on establishing and maintaining a therapeutic 
alliance. Soft skills should be mandatory for working 
with these people, in order to offer a calm, authentic, 
judgment-free therapeutic setting that is conducive to 
providing support. The person should feel confident and 
accepted, regardless of their situation or condition.

Services provided to people who use opioids should be 
offered from a holistic perspective while fully taking into 
account not only their difficulties, resources, and needs, 
but also their strengths and aspirations. The person who 
uses opioids must be first and foremost acknowledged 
as a complex human being rather than being perceived 
solely through the lens of their psychoactive substance 
use. All of their dimensions: physical, mental, emotio-
nal, spiritual, and cultural must be considered. Similar-
ly, services must be adapted to the individual’s various 
characteristics such as gender, sexual orientation, pa-
renthood, aging, and cultural or spiritual identity. Final-
ly, trauma-informed care must be developed to provi-
de services that integrate the need to feel physically 
and emotionally safe and to choose and control one’s 
treatment.32
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IMPLICATIONS OF 
THIS PRACTICE CONCEPT

heart
FOR PARTNER CARE TEAMS

It is vital that people who use opioids be welcomed in a 
warm, respectful, sensitive, and stigma-free manner at 
all times. This humanistic approach must be adopted 
from the outset and maintained at all times throughout 
treatment to foster a therapeutic alliance. In congruence 
with a vision where the care team and people who use 
opioids are partners, it is imperative to understand what 
people who use opioids seek from treatment and guide 
them toward achieving these objectives, regardless of 

whether abstinence is part of the treatment plan. At all 
times, a person who uses opioids should be able to feel 
physically and emotionally safe with their care team and 
be able to choose and control their treatment. Assessing 
the physical, mental, emotional, spiritual, and cultural 
dimensions of the person who uses opioids and adapting 
the treatment plan and the physical premises to these 
considerations and needs, should be done as much as 
possible.

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

Institutions should ensure that teams working with people 
who use opioids respect the principles and values of the 
holistic harm reduction philosophy. To this end, these 
institutions must provide teams with the necessary tools 
for the practical implementation and concrete opera-
tionalization of the holistic perspective and the harm 
reduction philosophy. These tools would consist primarily 
of training, with emphasis on soft skills and may also 
take the form of consultations and clinical support for 
teams (see Practice Concept 10). Training should not 
be focused solely on theoretical knowledge, but also on 
the pragmatic application of the holistic perspective and 
the harm reduction philosophy. Special attention must 
be given to the physical layout of the premises to make 
people feel welcome. 

The criteria for hiring and training staff working in OUD 
treatment services must be based on holistic perspec-
tive values and harm reduction philosophy. These criteria 
must take into account the ability of professionals to work 
from a partner care team perspective and to consider the 
person as a whole. 
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Pen-Alt
FOR DECISION MAKERS

To foster the development of OUD treatment services 
which integrate a harm reduction philosophy with a 
holistic view of the individual, it seems important to 
update the various documents providing a framework 
for these services (e.g. the regulatory framework for 
professional orders, the OUD clinical guide, and the 
ministerial reference framework). These updates would 
provide concrete guidance to teams by providing clear 
guidelines on how to implement the principles of the 
holistic perspective and the harm reduction philosophy. 

Similarly, due consideration must be given to the incor-
poration of the harm reduction philosophy, holistic view, 
and related soft skills as well as to the initial and ongoing 

training of the various professionals working with people 
who use opioids. Moreover, the creation of spaces for 
facilitated dialogue and experience sharing in the various 
regions of Québec would be conducive to the application 
of such skills (see Practice Concept 10).

Finally, performance indicators must be established that 
take into account the complexity of the process and 
the time commitment necessary for implementing the 
holistic view and establishing a therapeutic alliance with 
people who use opioids, particularly those in situations of 
vulnerability.

The application of Practice Concept 1 
would enable a person who uses opioid to say:

The services provided to me are in line  
with my goals, my reality, and my preferences  

and aim to improve my quality of life.

Abstinence is not a mandatory goal of my treatment 
unless I express such a desire. 

I am welcomed with respect and without judgment, 
no matter where I seek services. 

I feel physically and emotionally safe with my care 
team and feel that my choices are taken into account.

The support provided to me takes into account  
the many dimensions of my personality.

My strengths, aspirations, difficulties, and needs are 
at the heart of my interactions with my partner team.
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PRACTICE CONCEPT

2
Democratize access 
to OUD treatment
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People who use opioids can easily access OUD treatment near their homes. 
Barriers to access and retention in treatment are minimized. All teams in 
Québec offering OUD treatment strive to make it flexible and individualized. 
Opioid agonist molecules are provided in a variety of locations, including 
specialized addiction services, but also emergency departments, psychiatric 
facilities, detention centres, and family medicine groups (FMGs).

BACKGROUND 
To limit barriers to access and retention in OUD treat-
ment, it is important to always adapt services to people, 
not the other way around. Differentiation between so-
called low-threshold services and regular services in-
tended for people who use opioids should no longer be 
systematic in addiction treatment services in Québec. 
People using this type of service perceive the term low 
threshold as stigmatizing and condescending. In this 
sense, this term, frequently used to designate an organi-
zation providing services that are adapted, flexible, and 
personalized to the person’s needs, should be discarded 
so that all OUD treatment teams in Québec incorporate 
these characteristics. Subsequently, the service basket 
and level of support provided should be adjusted based 
on the degree of vulnerability of the person’s situation 
(see Practice Concept 8). 

All services intended for people who use opioids should 
aim to minimize barriers to access, be adapted to the in-
dividual’s reality, and be offered in a warm, flexible, and 
non-stigmatizing manner (see Practice Concept 1). Bar-
riers at organizational, geographical, administrative, and 
relational levels must be considered. For example, all 
OUD treatment services should try to limit the criteria for 
admission and expulsion, as well as waiting times. 

Geographical obstacles should also be limited as much 
as possible. In this regard, access to OUD-related ser-
vices should be possible in proximity to the living envi-
ronments of people who wish to obtain treatment. In 
cases where services may not be offered throughout 
the territory, remote care, such as telemedicine, should 

A	 See the results of project SuboxED: Retrospective case study: Evaluation of the implementation of naloxone dispensation and of a buprenorphine-naloxone 
prescription in three Québec emergency departments and satisfaction questionnaires. Report to the MSSS, March 31, 2020.

be put in place. In addition, outreach services should be 
established for people who are more isolated or who ex-
perience difficulties approaching health care institutions. 
Furthermore, a person should be able to access a phar-
macy near their place of residence, where they can ob-
tain opioid agonist molecules. In this regard, these mo-
lecules should be offered in all community pharmacies 
in Québec, in the same way as the majority of drugs for 
long-term treatment.

Any opportunity to initiate OAT should be seized at every 
level of the health and social services system. In this 
sense, all CRDs in Québec should have the capacity to 
initiate and monitor OAT. In addition, specific professio-
nal settings should, as a priority, be trained and equipped 
to initiate OAT, such as emergency departments,A psy-
chiatric facilities, detention centres, and FMGs. Rapid ini-
tiation would limit the evolution of OUD-related issues, 
including overdoses, and prevent the situation of the 
person seeking care from deteriorating. After initiating 
OAT, the person should receive long-term support from 
a team able to provide services that are tailored to their 
needs and to the level of support that they require (see 
Practice Concept 8). 
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IMPLICATIONS OF 
THIS PRACTICE CONCEPT

heart
FOR PARTNER CARE TEAMS

Caregiving for people who uses opioids should be 
flexible, warm, non-stigmatizing and tailored to their 
reality, not the other way around. As part of best care 
practice, efforts should be made to understand and re-
duce the barriers to access and retention in treatment 
that a person who uses opioids may face.

When a person who uses opioids expresses the wish to 
initiate OAT and meets the criteria for doing so, seize 
every opportunity to rapidly start treatment with the 
molecule before transferring the person to the most 
suitable institution for follow-up, if your team is not able 
to offer it. It is also important to establish outreach mea-
sures for the most vulnerable clients.

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

OUD services should be established on a broader scale 
to make them accessible no matter where the person 
who uses opioids resides. Formal collaborations should 
be established and maintained, in particular among 
teams that provide OUD treatment monitoring and 
teams that are likely to initiate OAT, such as emergen-
cy departments, psychiatric facilities, detention centres, 
and FMGs. Such regional collaborations would make it 
possible to provide each person with services adapted 
to the level of support they require for successful treat-
ment. Moreover, rapid initiation of OAT would limit the 
evolution of OUD-related issues, including overdoses, 
while providing services to people who uses opioids be-
fore their situation deteriorates.

Due consideration should be given to the use of infor-
mation technology, including telemedicine, to ensure 
easy access to OUD services to people living in remote 
areas or in the event of a lack of services in a given ter-
ritory. Outreach services that support access to treat-
ment should also be established to assist in supporting 
those most isolated or who experience difficulties ap-
proaching health care institutions.

A local assessment of barriers to access and retention 
should be conducted periodically to ensure that the 
services are in line with the needs of individuals.
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Pen-Alt
FOR DECISION MAKERS

In order to provide rapid initiation of OAT for people who 
request it, resources should be allocated to increase the 
number of qualified OUD professionals, particularly 
with respect to the number of prescribing physicians. 
Similarly, efforts should be made to foster the initiation 
of OAT in various clinical settings, including emergency 
departments, psychiatric facilities, detention centres, 
and FMGs. This would make it easier to accommodate 
requests for care and would ensure that treatment could 
be initiated and monitored from various points of care 
within the health and social services system. In order 
to adequately and efficiently meet the different needs 
and treatment objectives of people who use opioids, it 
would be relevant to consider establishing a hierarchy 
of care for the treatment of OUD. This approach would 
clarify the roles of the various actors and assure that 
different levels of support and services are available. 

Resources should also be provided to identify and ex-
pand the network of community-based partner phar-
macies offering OAT. This would enable people in treat-
ment to receive their treatment within their community. 
Measures should be put in place, including training and 
support, to ensure that the various molecules available 
for OAT in Québec are offered in all community pharma-
cies, affording the person in treatment with real choices. 

Finally, in order to ensure equitable access to OUD 
treatment services, the analysis and establishment of 
various models for delivering services using information 
technology, including telemedicine, should be conside-
red in regions that lack qualified personnel and where 
the territory is vast, causing lower coverage for OUD 
treatment.

The application of Practice Concept 2 
would enable a person who uses opioid to say:

The services are adapted to my needs and 
characteristics, not the other way round.

These services are available near my home,  
including the pharmacy where I receive my OAT.

I can quickly begin my treatment in different settings. 
Afterwards, my maintenance treatment is provided 

by the team that is best suited to my needs.
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PRACTICE CONCEPT

3
Relax the regulatory framework 

for colleges and professional orders 
to enable the implementation of flexible 
and adapted OUD treatment modalities
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Each person who uses opioids has flexible treatment modalities that are 
tailored to their individual situation. Such flexibility and adaptability imply 
relaxing the regulatory framework surrounding OUD treatment. The goal  
of this regulatory relaxation is to encourage the maximum number of people 
with OUD to start and continue treatment and to support clinical teams  
in the delivery of personalized services.

BACKGROUND 
Traditionally, in Québec, the Collège des médecins 
(CMQ) and the Ordre des pharmaciens (OPQ) 
produced the guidelines governing both the clinical 
practice and the professional standards and legal 
aspects regarding the delivery of OAT. The latest 
guidelines, entitled Utilisation de la méthadone dans le 
traitement de la toxicomanie aux opiacés, were drafted 
in 1999 and amended in 2004, and the guideline La 
buprénorphine dans le traitement de la dépendance 
aux opioïdes was published in 2009. In the summer 
of 2019, the CMQ, OPQ, and l’Ordre des infirmières 
et infirmiers du Québec (OIIQ tabled a draft of a new 
guideline specific to professional practice in Québec 
related to the treatment of people with OUD. This new 
guideline no longer concerns the clinical component 
of practice, but only the regulatory context and ethical 
rules (herein referred to as the regulatory framework).

Updating this regulatory framework should be based 
on the harm reduction philosophy and a holistic view of 
the individual (see Practice Concept 1). This regulatory 
framework should allow for some flexibility in the 
professional approach in order to place adaptability 
and personalization of treatments at the forefront and 
thus promote access to and retention in treatment (see 
Practice Concept 2). Thus, clinical judgment should 
take precedence over unilaterally applied professio-
nal standards. Teams should be encouraged to use an 
approach in which the risks and benefits to the person 
in treatment are constantly being assessed and where 
their safety and that of others is at the heart of the inter-
ventions. An updated clinical guide should accompany 
the release of the regulatory framework. This joint effort 
would provide concrete support for professionals and 
ensure that their interventions and interpretations of 
the regulatory framework are based on the most recent 
and relevant data. More specifically, the therapeu-
tic contract, urine drug screens, access to take-home 
doses, and the role of the pharmacist should be relaxed 
and updated according to the most recent and relevant 
scientific data and clinical guides (see Appendix 1). 
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IMPLICATIONS OF 
THIS PRACTICE CONCEPT

heart
FOR PARTNER CARE TEAMS

In order to provide individualized care tailored to the 
reality of people who use opioids, it is important that you 
benefit from updated tools that emphasise your clinical 
judgment, such as a relaxed OAT regulatory framework 
of colleges and professional orders and an updated cli-
nical guide. Beyond meeting the standards of practice 

established within the regulatory framework of colle-
ges and professional orders, clinical judgment, and the 
safety of the individual and their social circle should 
guide your interventions. Thus, a risk-benefit approach 
should be adopted and constantly reassessed when 
making clinical decisions.

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

Professionals on partner care teams are governed by 
their relevant college and professional order’s regulato-
ry framework. These teams should therefore be familiar 
with this framework and know how to navigate it, but 
also know how to implement it in a suitable and flexible 
way. In this regard, providing continuing education and 

clinical support spaces will foster the use of clinical judg-
ment for the individualization of treatment (see Practice 
Concept 10).

Pen-Alt
FOR DECISION MAKERS

Provincial college and professional order regulatory 
frameworks should be relaxed to make OUD treatment 
attractive and thus promote access to and retention in 
OAT while ensuring the safety of people who use opioids 
and their immediate social circle. Regulatory framework 
should be accompanied by an up-to-date clinical guide 
to support an approach based on the clinical judgment 

of care teams. In particular, regulatory framework should 
review the therapeutic contract, the use of urine drug 
screens, access to take-home doses, as well as the re-
quirement for OAT to be administered under the surveil-
lance of a pharmacist. These elements are considered 
to be restrictive by people in treatment and, therefore, 
reduce access to and retention in OAT (see Appendix 1).
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The application of Practice Concept 3 
would enable a person who uses opioid to say:

My care team provides me with a flexible and individualized treatment that  
is adapted to my situation. My treatment enables me to achieve my goals  

while ensuring my safety and that of my immediate social circle. 
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PRACTICE CONCEPT

4
Welcome the initial request  

for services and ensure the safety 
of the person who uses opioids
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The initial request for services submitted by a person who uses opioids, 
regardless of where it is received in the health and social services system, 
is routed directly and quickly to a team that provides OUD treatment. 
This team conducts a specialized evaluation. The person is systematically 
provided essential harm reduction supplies, including naloxone, throughout 
the process.

BACKGROUND
There is currently a major issue in Québec regarding 
accessibility to OUD treatment services. Under the Plan 
d’action interministériel en dépendance 2018-2028, all 
services within the health and social services network 
have the responsibility to apply the No Wrong Door 
policy to facilitate the reception and referral of a request 
to obtain OUD treatment services. In addition, efforts 
should be made ensure that outreach teams encourage 
people who use opioids who are isolated or who 
experience difficulties approaching health care institu-
tions to request treatment. 

A harm reduction philosophy and a holistic perspective 
should be used to build a trusting relationship between 
people who use opioids and all health and social 
services (see Practice Concept 1). In the context of the 
current overdose health emergency, it is imperative that 
the health and social services system seize every oppor-
tunity to quickly refer people who use opioids wanting 
OUD treatment to teams providing OUD treatment. 

Immediate, effective, and direct referrals should be 
provided to spare the person who uses opioids from 
navigating the maze of the health care system. Teams 
that offer OUD treatment should be able to conduct a 
precise and adapted specialized assessment and then 
refer the person who uses opioids to the best context of 
care (see Practice Concept 5).

The department receiving the initial request for 
care should ensure that, pending this specialized 
assessment, a “safety net” for this person is put in 
place. This “safety net” would consist of providing the 
person with essential harm reduction supplies (Figure 
A). The provision of harm reduction supplies should 
be systematic and mandatory for all staff in the health 
care system in contact with people who use opioids, 
including workers who perform OUD screening.

�

Distribution
of naloxone and 

instructions for use

�
Distribution

of safer injecting,
safer smoking and
safer sex supplies

�
A list of available

community resources 
including supervised 

injection services
when available
and accessible

Figure A: Essential harm reduction supplies
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heart
FOR PARTNER CARE TEAMS

As a team offering OUD treatment, you will likely be re-
ferred requests from people who use opioids by various 
actors in the health and social services system. Upon 
contact with the referring service, it is important that 
you verify that the people who use opioids has been 
provided essential harm reduction supplies and is recei-
ving proper support while waiting for your assessment. 

During this first contact, an assessment appointment 
must be scheduled for the earliest available date. For 
people in vulnerable situations, this initial appointment 
would ideally be scheduled the same day. Some people 
may benefit from outreach efforts promoting the avai-
lable OUD treatment services and generating interest 
in starting treatment.

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

Formal and sustainable service “corridors” should be es-
tablished between non-specialized addiction treatment 
services (prioritizing 811 services, emergency depart-
ments, and CLSCs) and teams providing OUD treat-
ment, which would allow for quick and direct referrals. 
In addition, outreach services should be established to 
provide access to treatment for people who use opioids 
who are isolated or who experience difficulties reaching 

out to health care institutions. Teams offering OUD 
treatment could be used to train and support health 
care workers who are not specialized in addiction and 
are in contact with people who use opioids. Coordina-
tion among the various stakeholders and knowledge of 
their respective services is essential in order to avoid a 
multiplication of steps for people requesting services 
and to apply the No Wrong Door policy.
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Pen-Alt
FOR DECISION MAKERS

Health care staff, including those involved in OUD de-
tection, should be able to transfer requests for services 
from people who use opioids directly to teams providing 
OUD treatment. In addition, clear instructions should 
be issued to these various stakeholders, starting with 
811 services, emergency departments, and CLSCs, so 
that they can provide essential harm reduction supplies. 

They should also be able to rely on updated training and 
tools that limit repetition of information during the ser-
vice access process and that take into account the spe-
cific characteristics of people who use opioids.

In addition, it would be beneficial to create or reinforce 
outreach teams.

The application of Practice Concept 4 
would enable a person who uses opioid to say:

When I request services related to my opioid use, I am quickly referred to a team 
offering OUD treatment in my region. This team meets with me as soon as possible.

In some situations, health and social services professionals 
can reach out to me and help me find the resources I need.

The person receiving my request for services gives me harm reduction 
supplies, naloxone, and a list of resources from which I can get support.
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PRACTICE CONCEPT

5
Make an adapted assessment, 
quickly start OAT, and choose 

the best care setting
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People who use opioids are evaluated directly by a team that offers  
OUD treatment. This initial assessment is quick, adapted, and leads  
to the initiation of OAT within the shortest possible time span. This  
makes it possible to refer the person to inpatient or outpatient services  
from the outset as well as at any point during treatment.

BACKGROUND 
People who use opioids should be assessed by a team 
offering OUD treatment so they can get quick and easy 
access to OAT. The assessment should be adapted to 
the reality of the person and split over more than one 
session if necessary, first prioritizing the key aspects 
required to initiate OAT. This assessment should be 
based on trauma-informed care, which implies that 
the person is under no obligation to recount traumatic 
experiences if they do not wish to. The delay between 
the assessment and initiation of OAT should be as short 
as possible, and ideally the person should be able to 
start the pharmacological part of their treatment on 
the day of the assessment. When immediate medical 
management is not possible, the team ensures that the 
person is supported during the waiting period.

This assessment should also be used to refer the person 
with OUD to inpatient or outpatient services based 
on their needs, request, and situation (physical health, 
psychological health, psychosocial situation, risk of 
withdrawal, type of opioid use, personal preferences, 
social circle, fear of relapse, etc.). Inpatient services, both 
in hospitals and in CRDs, should be accessible when 
deemed appropriate for the person, both at the initiation 
of and during treatment. 

Following the assessment, the people who use opioids 
should be referred to a team that is able to provide 
services that are tailored to their needs and to the level 
of support their circumstances and overall health and 
well-being require (see Practice Concept 8). From the 
initial assessment appointment and at each subsequent 
contact, the person should be provided essential harm 
reduction supplies.
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heart
FOR PARTNER CARE TEAMS

The assessment of the person referred to your services 
should be quick and adapted to their reality. This assess-
ment may be split over more than one session according 
to the person’s desire or your clinical judgment. The key 
aspects required to initiate OAT should be prioritized in 
order not to delay the initiation of treatment. If the as-
sessment is split over more than one session, it should 
be done in such a way as to limit redundancies and to 
avoid having the person recount their narrative multiple 
times. In addition, this assessment should be based on 
trauma-informed care, which implies that the person is 
under no obligation to recount traumatic experiences if 
they do not wish to. A welcoming and non-judgemental 
reception of the person and ensuring their well-being 
should be the focus of this first contact. 

During the assessment, you will have to collaborate with 
the people who used opioids to choose the care setting 
that best meets their needs and circumstances. Identi-
fication of the best care setting should be based on a 

specialized assessment of the person (physical health, 
psychological health, psychosocial situation, risk of wit-
hdrawal, type of opioid use, personal preferences, social 
circle, fear of relapse, etc.). Inpatient services should be 
available to the individual, where appropriate, both at 
the beginning (initiation) and over the course of treat-
ment (stabilization of the person, management at the 
end of treatment, etc.). 

OAT should be initiated as soon as possible following 
the assessment, ideally on the same day. If your team 
is unable to initiate treatment immediately, you should 
ensure that the person is supported during the waiting 
time. Following assessment, you should be able to refer 
the person to a team that is able to provide services that 
are tailored to that person’s needs and the level of sup-
port they require (see Practice Concept 8).

At the end of each assessment, you should provide es-
sential harm reduction supplies.

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

Services should be organized in such a way as to reduce 
the delay between the assessment and initiation of OAT. 
In addition, they should allow people in treatment to 
benefit from outpatient or inpatient services as needed, 
both initially and over the course of treatment. For exa-
mple, care paths for early inpatient treatment should be 
implemented, both in hospitals and in CRDs when re-
quired. Spaces for consultation and fluid service “cor-
ridors” between inpatient and outpatient service teams 
should be established.

Seamless collaboration between the various treatment 
service points would ensure that once OAT has been 
initiated, the person is directed to a team that is able 
to provide them with services that meet their needs 
and the level of support they require (see Practice 
Concept 8). Care teams should be trained in the use of 
essential harm reduction supplies and have this equip-
ment on site at all times in order to provide it to people 
seeking services and their immediate social circle.
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Pen-Alt
FOR DECISION MAKERS

The assessment tools currently used should be reviewed 
to further reflect the realities of people who use opioids 
and the details specific to OUD treatment services. It 
seems particularly important that changes be made in 
terms of their duration and their ability to be split while 
identifying the key aspects that must be assessed be-
fore initiating pharmacological treatment.

The criteria for referral and the function of inpatient or 
outpatient services for people who use opioids should 
also be reviewed to provide a care setting tailored to the 
needs of each people who use opioids. To this end, the 
roles and services offered by each stakeholder, espe-
cially those from the inpatient services of hospitals and 
CRDs, should be clarified.

If efforts are made to have people who use opioids as-
sessed directly by teams providing OUD treatment, we 
can expect that the number of assessments carried out 
by these teams will increase. 

With regard to OUD management, performance in-
dicators should be reviewed to now assess the delay 
between the initial service request and the initiation 
of OAT in order to reduce it to a minimum. Ideally, it 
should be possible to provide access to OAT on the day 
of the request.

The application of Practice Concept 5 
would enable a person who uses opioid to say:

When I request services related to my opioid use,  
I have quick access to an assessment by a team  

that offers OUD treatment.

I can quickly start medication, when appropriate,  
the assessment is short and can be split over  

several appointments.

I have no obligation to disclose 
painful elements of my life  

if I do not wish to do so. 

At each appointment, I am given naloxone and instructions  
on how to use it, as well as harm reduction supplies. I am also given  

a list of resources that can support me during the steps ahead.

The person who conducts my assessment helps me choose  
the care setting that best suits my needs. I can start treatment  

in an inpatient setting, i.e. have access to a resource that will provide  
me with temporary accommodations. Otherwise, I can opt for an  
outpatient setting and begin treatment in my living environment. 

I was informed that,  
over the course of treatment,  

I can ask to use inpatient  
services if I feel the need.
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6
Foster formal collaborations 

with key actors
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Formal collaborations are established with key institutional and  
community partners in the region, providing optimal support  
to the person in OUD treatment. These collaborations facilitate  
access to services and foster continuity of care.

BACKGROUND 
Formal collaborations are important in order to support 
people who use opioids, limit barriers to access to OUD 
treatment, and foster continuity of care. The characte-
ristics and needs of people in treatment and regional 
aspects could influence the nature of the collabora-
tions to be established. However, in all cases, it would be 
crucial that partnerships be at least formalized between 
care teams and community pharmacies, community 
organizations, RHDs, hospitals, detention centres, and 
psychiatric facilities in each region.

With regard to partnerships with community pharmacies, 
awareness and clinical support should be provided to 
pharmacists so that they can benefit from up-to-date 
information on OUD best practices, the harm reduction 
approach, and the molecules used in OAT. In addition, 
given that pharmacists play an essential role in the 
partner care team, it is important to consider them as 
part of the team and to ensure the transmission of infor-
mation, with the consent of the person in treatment.

Community organizations are also important actors in 
facilitating access to care for people who use opioids, 
particularly those in vulnerable situations. They also 
provide the person with support to achieve their goals 
and address their psychosocial situation. In Québec, the 
valuable field work carried out by community organi-
zations with people in vulnerable situations involves 
providing connection, referrals, support, accompa-
niment, prevention, harm reduction, advocacy, and 
empowerment. In addition, community community 
workers	 have skills, knowledge, and advice that may 
complement those of clinical teams. In this sense, it 
would be wise for clinical teams and community organi-
zations to establish formal collaboration agreements and 
spaces for consultation in order to clarify roles, enhance 
skills, and facilitate access to care and follow-up for 
people who use opioids. 

It would be beneficial that these same partnerships be 
formalized with addiction recovery housing resources 
(RHD) to facilitate access to accommodation before, 
during, and after OUD treatment. These close collabo-
rations would provide a secure framework for the person 
in treatment. It would also provide people who use 
opioids information on the regional resources available 
to assist them in improving their quality of life. In this 
regard, a clear and regularly updated list of RHDs that 
can accommodate people who have started OAT should 
be available in all regions of Québec. 

Given that the democratization of access to OUD 
treatment is rooted in the rapid increase of stakeholders 
able to initiate OAT (emergency departments, psychia-
tric facilities, detention centres, and FMGs), coordi-
nation among these key actors is essential to provide 
optimal, continuous, adapted support to the person in 
OUD treatment (see Practice Concept 2).

A variety of environments would also be likely to be 
leveraged to create formal collaborations to support 
people in OUD treatment in achieving their goals. 
Examples include police departments, the employment 
assistance network, front-line services, services for 
people in vulnerable situations, and different housing 
resources.
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FOR PARTNER CARE TEAMS

Positive collaborations with key stakeholders in the 
health and social services system and the community 
network, including community pharmacies that offer 
OAT, community organizations, RHDs, hospitals, deten-
tion centres, and psychiatric facilities should be establi-
shed, strengthened, formalized, and maintained. In this 
sense, you should make sure that you are aware of the 
resources available in your region, in terms of their ser-
vice offerings, admission criteria, and approach to inter-

vention, to foster these partnerships. These resources 
should be regarded as partners that can provide sup-
port to people in treatment through complementary 
services. In other words, the expertise and skills of these 
stakeholders should receive greater recognition and be 
taken into account within your team. In more complex 
situations and with the consent of the person in treat-
ment, individualized collaborative service plans could 
be developed.

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

Formal collaborations with the various aforementioned 
stakeholders should be encouraged, created, and main-
tained on a regular basis. Ultimately, these formalized 
collaborations should enable the establishment of ef-
fective and sustainable service “corridors” for people 
with OUD, and in some complex cases even encourage 
collaborative intervention and task sharing as part of an 
individualized service plan.

Knowledge transfer activities and spaces for consulta-
tion involving the various organizations that may be in 
contact with people who use opioids should be establi-
shed. These spaces would allow various professionals to 
coordinate their actions with the aim of facilitating ac-
cess to OUD treatment, ensuring continuity of care, and 
enhancing support for people in treatment.
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Pen-Alt
FOR DECISION MAKERS

A model should be developed to establish hierarchi-
cal care paths for people who use opioids to clarify the 
partnerships to be created, as well as the roles and res-
ponsibilities of each partner. 

In addition, spaces for consultation and knowledge 
sharing should be established to facilitate coordination 
among the various partners, including hospitals, front-
line services, detention centres, community organi-
zations, RHDs, and police departments. These spaces 
would also ensure stronger relationships and close col-
laborations among stakeholders. 

A regularly updated list of RHDs that can accommodate 
people who have started OAT should be available in all 
regions of Québec.

The valuable contribution of community organizations, 
particularly to people in vulnerable situations, should be 
recognized and reinforced.

The application of Practice Concept 6 
would enable a person who uses opioid to say:

My care team works with me to create collaborations 
with various community organizations and professionals 

that can support me in my efforts.
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PRACTICE CONCEPT

7
Incorporate requests 

for withdrawal management 
into a long-term treatment 

and support plan
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Withdrawal management should be avoided for people with OUD. With  
this in mind, when a request for withdrawal management is received, the 
care team should have a comprehensive discussion with the person and 
inform them that withdrawal management is strongly discouraged because 
of the associated risks. If the person still wishes to initiate withdrawal 
management despite contraindications, the care team should put into  
place the necessary conditions to mitigate risks and facilitate transition  
at any time and without delay to a maintenance treatment program.  
A withdrawal management request should constitute a gateway to the  
HSSS and an opportunity to provide the person with access to resources  
that can provide long-term support. 

BACKGROUND
Due to the associated risk of treatment drop-out, relapse, 
overdose, morbidity, and mortality, withdrawal manage-
ment should never be recommended for people with OUD. 
When a request for withdrawal management is received, the 
care team should have a comprehensive discussion with the 
person (see Appendix 2). During this discussion, the risks 
associated with withdrawal management and standards for 
best OUD treatment, i.e. a maintenance treatment, should 
be clearly communicated to the person (see Appendix 3).

If a person wants to start withdrawal management despite 
contraindications, the care team should respect their choice 
(see Appendix 4) and ensure that the person can continue 
to receive support and withdrawal management under the 
least harmful conditions possible (see Appendix 5). Cold 
turkey withdrawal and the sole use of withdrawal symptoms 
management drugs without an opioid agonist (e.g. cloni-
dine, benzodiazepines, dimenhydrinate, loperamide) are 
considered high-risk and are to be completely prohibited. 
The same applies to a rapid taper of the opioid agonist 
molecule (less than 30 days). 

When a person begins treatment with an opioid agonist 
molecule in an inpatient service (with an aim toward 
maintenance treatment or with a persistent request for 
withdrawal management), monitoring and re-evaluation 
of their pharmacological treatment should be ensured until 
the person is put in contact with a long-term care team.

It should also be recalled that opioid use disorder is not a 
linear process and is rarely a problem with a circumscribed 
timeline. A request for withdrawal management should 
therefore be considered as a gateway to the HSSS and an 
opportunity to connect the person with resources that can 
provide long-term support. 

In addition, harm reduction supplies, particularly the dis-
tribution and instruction on the use of naloxone, should 
be systematically given to the person and their immediate 
social circle, given the increased risk of overdose following 
withdrawal management.

Since withdrawal management is not a recommended 
practice, the inpatient withdrawal management services 
traditionally used for this purpose may be used as a starting 
point for treatment using an opioid agonist molecule (re-
gardless of the intended duration of treatment). Inpatient 
services could also allow for the integration of people in 
maintenance treatment who need time to stabilize their 
situation. 

When a person already stabilized with OAT wants to termi-
nate their treatment, a gradual taper over several months or 
even years should be implemented. This should be accom-
panied by long-term follow-up (psychosocial interventions, 
stay in CRD or RHD, resuming OAT if necessary, etc.) and 
access to essential harm reduction supplies.
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IMPLICATIONS OF 
THIS PRACTICE CONCEPT

heart
FOR PARTNER CARE TEAMS

Withdrawal management should be avoided, and main-
tenance treatment should always be encouraged. Quit-
ting cold turkey and the sole use of withdrawal symptoms 
management drugs without an opioid agonist are consi-
dered high-risk and are to be completely prohibited. The 
same applies to a rapid taper of the opioid agonist mole-
cule (less than 30 days). When a request for withdrawal 
management is received, the care team should have a 
comprehensive discussion with the person to provide 
them the necessary information so they can make an 
informed decision regarding their treatment (e.g. risks 
associated with withdrawal, preferred treatment, treat-
ment modalities) (see Appendices 2 and 3). 

When a person persists in their request for withdrawal 
management, your team should fill out the consent form 
(see Appendix 4) and accompany the person so that 
they can continue to receive support, taper off under 
the least harmful conditions possible (see Appendix 5) 
and have the opportunity to transition to a maintenance 
treatment at any time. In any case, you will have the 

responsibility to ensure ongoing monitoring and re-as-
sessments of their pharmacological treatment until they 
are put in contact with a long-term team able to provi-
de services that meet their needs and the level of care 
they require (see Practice Concept 8). Harm reduction 
supplies, particularly the distribution and instruction 
on the use of naloxone, should be systematically given 
to the person and their immediate social circle, given 
the increased risk of overdose following withdrawal 
management.

Requests for withdrawal management should be an 
opportunity to inform the person about the various ser-
vices available, establish a relationship, and discuss how 
to meet all of their needs based on a holistic perspective 
and a harm reduction philosophy. Thus, the informa-
tion collected during the specialized assessment (see 
Practice Concept 5) should be used to ensure that all 
requests for withdrawal management are incorporated 
into a plan for treatment and long-term support for the 
person with OUD.



© Institut universitaire sur les dépendances, 2020	 51

P
R

A
C

T
IC

E
 C

O
N

C
E

P
T 

7

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

Given that withdrawal management is not a recom-
mended practice, it would be important to engage in a 
reflection concerning the name and mandate of inpa-
tient withdrawal management services, which are tradi-
tionally used in this objective. These services could thus 
be used as a place for induction using an opioid agonist 
molecule, regardless of the intended duration of treat-
ment. Services could also allow for the integration of 
people in maintenance treatment who need time to sta-
bilize their situation. In this sense, a reassessment of the 
criteria for referral to inpatient services should ensure 
access to people with OUD at various points of their 
care path, such as the initiation or termination of their 
treatment, or in the event of psychosocial instability.

Cold turkey withdrawal and the sole use of withdrawal 
symptoms management drugs without an opioid ago-
nist (e.g. clonidine, benzodiazepines, dimenhydrinate, 
loperamide) are considered high-risk and should be 
completely prohibited. In addition, inpatient services 
should no longer allow for rapid tapering (less than 30 
days) for a person with OUD, as this practice is dange-
rous. Considering these changes, teams should master 
the tools annexed to this proposal in order to provide 
sound support to decision-making by people reques-
ting withdrawal management and to encourage the 
best choice of treatment, i.e. OAT.

Despite contraindications, some people may persist 
in their request for withdrawal management. In such a 
case, teams should follow the clinical recommendations 
to begin tapering with the least harmful conditions pos-
sible (see Appendix 5) and encourage the person to 
transition to a maintenance treatment at any time. No 
matter the situation, teams should be able to ensure 
the continuity and reassessments of pharmacological 
treatment until the person has been put in contact with 
a team able to provide the level of services and the sup-
port that meet their needs (see Practice Concept 8). 
Inpatient services should thus be able to coordinate the 
extension of care on an outpatient basis, with addiction 
recovery housing resources, or rehabilitation centres. In 
this sense, systematic and close collaborations between 
teams providing maintenance treatments and inpatient 
service teams should be established and maintained to 
enable better continuity of OUD services.

In addition, inpatient service teams should have de-
tailed knowledge of the service offerings of partner 
organizations in the region (see Practice Concept 6). 
Thus, coordinated planning with the different key actors 
would ensure long-term management of the person’s 
needs. Essential harm reduction supplies, including the 
distribution of and instruction in the use of naloxone, 
should be available on site for people requesting wit-
hdrawal management and their immediate social circle.
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Pen-Alt
FOR DECISION MAKERS

Clear instructions should be issued should be issued 
to all HSSS teams that provide services to people with 
OUD, stating that withdrawal management is to be 
avoided. Moreover, democratized access to adaptive, 
flexible, and individualized maintenance treatment (see 
Practice Concept 2) would very likely limit the number 
of requests for withdrawal management. Considering 
this, the traditional distinction between withdrawal ma-
nagement and maintenance services should be aboli-
shed, given that in the presence of an OUD, the use of 
opioid agonists is indispensable. Inpatient withdrawal 
management services could thus be used as a place for 
induction using an opioid agonist molecule (regardless 
of the intended duration of treatment). They could also 
allow for the integration of people in maintenance treat-
ment who need time to stabilize their situation.

When a request for withdrawal management is sub-
mitted, specialized tools to determine the level and 
context of care required (e.g. NID-EP and NID-EM) 
should be updated to reflect the particularities of OUD 
and to provide an appropriate care setting. In addition, 
rehabilitation services and addiction recovery housing 
should be part of the continuum of services to enable 
that people who insist on withdrawal management may 
do so by tapering an opioid agonist molecule over more 
than 30 days.

Finally, a clinical guide should be drafted to address the 
management of withdrawal management and its mul-
tiple scenarios (end-of-treatment tapering for people 
stabilized with OAT, opioid tapering for people not sta-
bilized with OAT, for people who do not meet DSM-5 
diagnostic criteria, for people with chronic pain, etc.).
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The application of Practice Concept 7 
would enable a person who uses opioid to say:

When I submit a request for withdrawal management, I am advised that this  
practice is dangerous and carries risks to my health. My team helps me make  

an informed decision by giving me up-to-date information.

If I wish to go ahead with withdrawal management despite the associated risks,  
my care team respects my will and suggests the least harmful conditions possible to do so.

My care team monitors and adjusts my medication 
if I feel uncomfortable..

At any time, I can stop tapering and resume a comfort dose.  
I may change my mind at any time and opt for maintenance treatment. 

Because of the significant risk of mortality resulting from an overdose associated  
with withdrawal management, I and my immediate social circle have access  
to naloxone, instruction on its use, and all essential harm reduction supplies.
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PRACTICE CONCEPT

8
Provide continuous  

OUD treatment based  
on the vulnerability  

of the person’s situation



Essential harm 
reduction supplies

Screening and 
treatment of STBBI 
(excluding HIV and HCV 
treatment)* 

Contraception
and pregnancy tests 

OAT
(i.e. the molecule)

Management
of polydrug use

Vaccination

Mental health 
assessment
and treatment

Minimal basket 
of services 

for teams providing 
OUD treatment 
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A minimal basket of services is provided by all teams providing  
OUD treatment. These services are provided on an ongoing basis  
and allow people who have stopped OAT to resume treatment quickly.  
The hierarchy of care for OUD treatment considers the vulnerability  
of the person’s situation in order to determine the level of support they 
requires. This means that people in vulnerable situations have access  
to intensive support and, whenever possible, a broader range of services 
incorporated within a single institution (one-stop shop).

BACKGROUND
Some components seem essential to ensure quality of 
care for anyone in OUD treatment in Québec. First, the 
team that accompanies a person in treatment should 

provide a minimal basket of services related to OUD. 
This service offering should include the components 
listed in the figure below.

Figure B : Minimal basket of services for teams providing OUD treatment

*	 HIV and HCV treatment are not included in the minimal basket however they should be strongly encouraged, specifically 
for HCV treatment as it is short and time-limited.
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Interdisciplinarity is also a guarantee of quality and 
makes it possible to use an approach based on a holistic 
view of the person, whether through teams working in a 
single location or in partnership.

With the objective of long-term treatment and support 
of people with OUD, it would be important to maintain 
a relationship with those who quit OAT and not to delay 
resumption of pharmacological treatment when neces-
sary, since many people drop in and out of treatment. In 
no case should a person in OUD treatment be subjec-
ted at any time to an involuntary interruption of the care 
and services they receive, for example, during hospitali-
zation or incarceration.

However, it is important to recognize that people who 
use opioids do not constitute a homogeneous group. 
Each person has a myriad of characteristics and needs 
that should be considered during OUD treatment. In 
order to provide OUD treatment adapted to the reality 
of each person, it would be important that the level of 
support offered be based on the degree of vulnerability 
of the person’s situation.

Figure C : Level of service integration
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People in vulnerable situations, i.e. those with many 
vulnerability factors as well as complex and often 
concomitant physical and mental health issues, should 
be able to receive intensive support from their teams. 
They should also be able to benefit from a more exten-
sive offering of services incorporated within a single ins-
titution (one stop shop), to the extent possible. These 
services should systematically include outreach ser-
vices, as well as accompaniment and support, in cases 
where it is not possible to offer certain services on site. 
Furthermore, formal collaborations with the major insti-
tutional and community partners would foster this more 
comprehensive response to the various needs of the 
person (see Practice Concept 6). In addition, peer sup-
port workers should be systematically integrated into 
these teams (see Practice Concept 9) and it would be 
essential to use a harm reduction philosophy and a trau-
ma-informed care approach (see Practice Concept 1). 
The criteria for a person to have access to these teams 
or remain under their care should therefore be based 
on their degree of vulnerability (OUD being only one of 
many criteria) and the level of support they need, rather 
than the presence of a specific diagnosis or the willin-
gness to use OAT or not. These people will require more 
time and support from such a team as well as a high 
degree of flexibility, adaptability, and individualization 
of services. Barriers to access and retention in services 
should be reduced for these people; these include re-
quiring identity or health insurance documents, the 
obligation to attend appointments at scheduled times, 
waiting times, complex administrative procedures, and 
rigid intervention plans and frameworks that are not di-
vided into multiple steps.



Outreach services

Accompaniment and support

Instruction on safer 
drug use and harm 
reduction

On-site
blood tests

Primary care 
Treatment for problems 
frequently related to drug use 
(soft-tissue infections, wounds, 
abscesses, etc.)

HIV and HCV treatment; 
Pre-exposure and 
Post-exposure
prophylaxis (PrEP/PEP)

Answers for basic needs:
ȩ access to housing and accommodations
ȩ food
ȩ clothing
ȩ identity documents, including 

Health Insurance Card
ȩ etc.

In addition to the minimal basket of services of Figure B:

Service o­er
for teams dispensing 

OUD treatment
to people in situations 

of vulnerability
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Figure D : Service offer for teams dispensing OUD treatment to people in situations of vulnerability

People whose situation is relatively stable could use 
teams providing low- to moderate-intensity OUD sup-
port and be referred to other services when these are 
not available on site. However, accompaniment and 
support should be considered as needed. In all cases, 
the minimal basket of services (Figure B) described 
above should always be available on site.

People who are gradually becoming stable should be 
able to transition to less intensive support in a fluid man-
ner. Coordination should also be established between 
teams offering different levels of support to enable 

adequate accompaniment and support for people ex-
periencing a situation of temporary instability without 
immediately referring them to another team. Such flexi-
bility regarding levels of support would allow the person 
in treatment to continue being accompanied as much 
as possible by the care team with which they have esta-
blished a relationship and thereby avoid the frequently 
experienced, sense of failure.
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heart
FOR PARTNER CARE TEAMS

You should be able to rely on an interdisciplinary team, 
either within your own institution or through the imple-
mentation of strong partnerships. In conjunction with OUD 
treatment, you should be able to provide a minimal basket 
of care and services to any person in treatment (Figure B). 
You may also be required to offer several other services de-
pending on the vulnerability of the person’s situation and 
their needs. If you are unable to provide all the necessary 
services on site, formal collaborations with your partners, 
as well as accompaniment and support when necessary, 
would enable you to meet the person’s various needs. To 
the extent possible, people in vulnerable situations should 
be able to benefit from more extensive service offerings 
which are integrated within a single institution (one-stop 
shop), (Figure D). People in vulnerable situations require 
more time and support from your team, as well as a higher 

degree of flexibility, adaptability, along with individua-
lization of services to assist with limiting barriers where 
possible.

When a person in OUD treatment is experiencing a situa-
tion of temporary instability from a biopsychosocial pers-
pective, you should be able to increase the level of the 
support so as to avoid referring that person too quickly to 
another team. You should then be able to rely on teams of-
fering a higher level of support to help you as needed.

Given that OUD does not follow a linear process, many 
people will drop in and out of treatment. You should be 
able to allow people who have stopped OAT to resume 
treatment quickly.

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

It would be beneficial to foster interdisciplinarity, either 
directly or through strong partnerships, within all teams 
providing OUD treatment. In addition, collaborations with 
key regional institutional and community partners should 
be formalized and maintained to encourage a more com-
prehensive response to the various needs of individuals. 
Administrative procedures should be simplified as much as 
possible to allow people who have stopped treatment to 
resume it quickly. 

A minimal basket of common care and services should be 
provided by all OUD treatment teams (Figure B). Clinical 
teams should have the necessary equipment to provide 
care and the required services. To ensure the provision of 
services to all people with OUD within the territory, the 
level of support should be adapted to the vulnerability of 
the situation of the person receiving services. 

With regard to the organization of services for people in 
vulnerable situations, they should be able to count on 
teams with the capacity to provide a high level of support 
(including outreach services) and integrate as much as pos-
sible a more extensive offering of services within a single 
institution (one stop shop) (Figure D). If it is impossible to 
provide on-site care and services, formal collaborations 
with various stakeholders should be established, including 
with community organizations, and accompaniment and 
support should be provided. Peer support workers should 
be systematically integrated into these teams. As for trau-
ma-informed care, while useful for any person with OUD, 
it should be considered essential in this setting. The orga-
nization of services for these people should address the 
different barriers to access and retention they face.
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The application of Practice Concept 8 
would enable a person who uses opioid to say:

My follow-up is without interruptions, 
even in the event of hospitalization  

or incarceration.

If I decide to end my treatment, I can stay in touch with my team. 
Should I decide to resume treatment, I can do so quickly. 

My personal characteristics  
and needs are considered  
in determining which team  
can offer me the best help.

If I am in a vulnerable situation, I have access to intensive  
support from my team. My team can meet most of my needs  

in a single location. I do not have to navigate through  
numerous services to get the help I need.

If my situation is rather stable, I can  
receive less intensive support. If necessary,  

I am referred to other professionals and  
I am offered accompaniment and support 

through the process should I need it.

When I experience a temporarily difficult situation,  
my team acts in coordination with other professionals  

to support me. I continue my follow-up as much as possible 
with the team that knows me and with which I have 

established a relationship of trust.

Pen-Alt
FOR DECISION MAKERS

Clarifying the minimal basket of services that should 
be provided by any OUD treatment team would ensure 
consistency, uniformity, and quality across teams, in addi-
tion to outlining the training and equipment necessary to 
roll out such services. 

The continuity of OUD treatment should be ensured 
through the participation of multiple stakeholders, inclu-
ding detention centres and hospitals. 

Developing a hierarchy of care for OUD treatment would 
make it possible to provide services to all people with OUD 
based on their needs. This development would also help 
to clarify the roles of the different stakeholders. This future 
hierarchy of care could be based on the level of support 
required by the person receiving services.

New models for the organization of de-compartmentalized 
services should be considered for people in vulnerable si-
tuations whether they struggle with addiction, mental 
health disorders, homelessness, etc. These models should 
no longer be based on the presence of a specific diagno-
sis or the willingness or unwillingness to follow specific 
treatment, but rather on the level of support the person 
requires to meet their needs. These models should include 
an integrated (one-stop shop) and interdisciplinary service 
offering within a single location, to the extent possible.
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Promote interventions 

by peer support workers 
in teams providing 

OUD treatment
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People with experiential knowledge (peer support workers) are included 
and are involved in teams providing OUD treatment. The addition of peer 
support workers in services intended for people in vulnerable situations is to 
be favoured. These professionals are an integral part of interdisciplinary care 
teams and work in complementarity with the other members of these teams.

BACKGROUND 
Interventions by peer support workers are based on the 
principle that people who have personally experienced 
a situation, such as OAT, could offer emotional and 
practical support to other people going through similar 
situations. Although informal support may be offered 
among people who use opioids, interventions by peer 
support workers formalize this relationship and confer 
institutional legitimacy to this type of support by utili-
sing experiential knowledge.

Peer support workers should be part of partner care 
teams, with priority given to teams supporting people in 
vulnerable situations, and work with other professionals 
in these teams in a spirit of complementarity. Thus, peer 
support workers could provide safe and adapted sup-
port that would help people with OUD better unders-
tand their treatment and achieve their care goals. These 
peer support workers could also help change the atti-
tudes, language, and habits of teams and help reduce 
the stigma surrounding people who use opioids.
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heart
FOR PARTNER CARE TEAMS

Including a person with experiential knowledge into 
your team could be beneficial to your practice. This per-
son would work in complementarity with other profes-
sionals in the partner care team to contribute skills and 
knowledge related to their experiences. This role should 
be acknowledged and valued by all team members. The 

team should seek to collaborate with the peer support 
worker and incorporate them into the various aspects 
of the team’s work. Like the other professionals in the 
team, the peer support worker should have a voice 
in decision-making, clinical discussion, and service 
improvement.

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

Peer support worker positions should be created wit-
hin teams providing OUD treatment in the different re-
gions of Québec, with priority given to teams suppor-
ting people in vulnerable situations. The peer support 
workers should be hired based on having experienced 
OUD treatment and having a life path similar to that 
of the people using the services provided by the team. 
Continuing education and supervisory opportunities 
should be provided to peer support workers as part of 

their mandate. Similarly, the role and task definition of 
these professionals should be clearly defined to foster 
effective collaboration with the team and to provide a 
specific framework for intervention. Employers should 
also ensure that people in these positions are paid 
fairly and that peer support workers benefit from the 
same employee benefits and union rights as the rest of  
the team.
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Pen-Alt
FOR DECISION MAKERS

Resources should be allocated to support the creation 
of positions for peer support workers in teams providing 
OUD treatment, with priority given to teams supporting 
people in vulnerable situations. Guidelines should also 
be established to supervise the practice and training of 
peer support workers in the field of addictionB.

B	 Guidelines for peer support in mental health were published in 2013 by the Mental Health Commission of Canada. Although they are very relevant to the 
implementation of interventions by peers, they do not provide specific guidance on interventions with opioid-dependant individuals.33

The application of Practice Concept 9 
would enable a person who uses opioid to say:

I have the opportunity to benefit from the support  
and accompaniment of a peer support worker  

who is part of my OUD care team.

The peer support worker helps me understand the treatments that are offered to me,  
listens to me if I need to speak with someone who went through a similar experience,  

and accompanies me through the various steps associated with the treatment. 

The peer support worker can help me better understand my rights 
and ensure that they are respected throughout my care path.
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providing OUD treatment 
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To provide quality services to people who use opioids, teams providing  
OUD treatment have access to up-to-date trainings, guides, and clinical 
tools. A Québec OUD mentoring program, interdisciplinary team meetings, 
and clinical support spaces are implemented and formalized.

BACKGROUND 
In order to ensure a high-quality OUD service offering, 
several forms of support for team practice should be put 
in place and encouraged. These different forms of sup-
port would also improve team stability.

First, continuing education sessions should be deve-
loped and made available to all members of the inter-
disciplinary teams. These trainings should be based on 
the latest scientific data and address a variety of themes 
related to OUD best practices. It would be beneficial to 
quickly set up continuing education sessions on a few 
important topics, including relational and soft skills, 
trauma-informed care, OUD adaptability and indivi-
dualization, and best practices regarding requests for 
withdrawal management. A clinical guide and related 
tools should also be provided to teams in order to sup-
port clinical judgment consistent with the holistic pers-
pective and the harm reduction philosophy. In addition, 
a provincial mentoring program should be established 
to help teams deal with complex situations, enhance 
their knowledge, and familiarize them with such situa-
tions. The creation of a mentoring program would also 
formalize an interdisciplinary network of OUD experts 
in Québec.C 

C	 Outside of this project, further work has been carried out to determine the training needs related to OUD in Québec. For additional information, you may 
consult the following report: Perreault, M., Archambault, L., Gabet, M., Ponsot, A.S., Cohen, J., Artunduaga, A. 2019. “Rapport sur les besoins de développement 
des compétences en matière de traitement du trouble lié à l’utilisation d’opioïdes ”, 69 p.

Teams should regularly hold interdisciplinary mee-
tings to support their decisions and foster team cohe-
sion. These meetings would enable team members to 
address complex cases, new issues, crisis management, 
service improvement, etc. The discussions held in these 
meetings would ensure flexible, adapted, and individua-
lized practices.

Lastly, special attention should be given to the creation 
of clinical support spaces for individuals and groups. The 
objective of these spaces would be to help teams main-
tain a balance despite the difficult realities they face. 
They would be particularly important for teams providing 
a high level of support to people in vulnerable situations.
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FOR PARTNER CARE TEAMS

Implementing a set of support measures in your prac-
tice should enable you to ensure the provision of 
flexible, adapted, and individualized interventions with 
people who use opioids. An up-to-date clinical guide 
and tools, mentoring, continuing education, regular in-
terdisciplinary meetings, and clinical support spaces for 

individuals and groups should be provided. These mea-
sures should provide you with the necessary support 
to operate your practice. They should also be updated 
regularly to ensure your practice is based on the most 
up-to-date data.

clinic-medical
FOR HEALTH AND SOCIAL SERVICES

Given the specificity and complexity of working with 
people who use opioids, teams should be able to rely 
on a set of measures to ensure quality interventions in 
OUD services. Therefore, all team members should be 
given time to pursue continuing education based on 
up-to-date data and practices. In addition, interdiscipli-
nary meetings should be held on a regular basis to foster 
team cohesion and to enhance flexibility, adaptability, 
and individualization of treatment.

It would also be important to encourage the establish-
ment of a Québec OUD mentoring program to leverage 
knowledge sharing. Such a program would help teams 
feel more comfortable when handling complex situa-
tions. Clinical support spaces for individuals and groups 
should also be provided to support team members in 
their practices.

Pen-Alt
FOR DECISION MAKERS

It would be important to prioritize the development of 
clinical tools adapted to the specific characteristics of 
OUD, the creation of a clinical guide, and the develop-
ment of continuing education to ensure the provision of 
services based on up-to-date data and best practices. 
The creation of an official interdisciplinary mentoring 
program in Québec should also be considered. Teams 

providing OUD treatment, particularly those that provi-
de a high level of support to people in vulnerable situa-
tions, must be realistic about the difficult realities expe-
rienced by people in treatment. It would be important 
to recognize that appropriate support is essential to the 
efficient functioning and stability of these teams.
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The application of Practice Concept 10 
would enable a person who uses opioid to say:

My care team provides me with treatment based on best practices.

If complex and specific situations arise, my team may have to discuss  
my situation with experts in order to find the best solutions.  

This process will always be anonymous and confidential.
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Choose the best
long-term care team

to o�er the intensity
of support required

PRACTICE CONCEPT 5

PRACTICE CONCEPT 8 PRACTICE CONCEPT 10

C

B

A

Determine the best care setting
Inpatient or outpatient service 

PRACTICE CONCEPT 5

Specialized assessment 
conducted by an OUD expert

PRACTICE CONCEPT 5

Begin the OAT
as quickly as possible

buprenorphine-naloxone (1st choice), 
methadone or slow-release oral morphine 

Plan for treatment
and long-term support

based on the intensity of support required
and the degree of vulnerability of the

person’s situation

PRACTICE CONCEPT 2

PRACTICE CONCEPT 2

Avoid opioid withdrawal 
management

PRACTICE CONCEPT 7

If OUD:
Propose an opioid agonist 

treatment (OAT)

If the person wish to begin
opioid tapering:
ȩ  Detailed explanation of risks 

involved (appendix 2+3)
ȩ  Signature of the consent form 

(appendix 4)
ȩ  Frequent reassessments and 

transfer to OAT at any time

Provision of essential 
harm reduction 
materials at all stages
of the process 

�
Distribution
of naloxone and
instructions for use

�
Distribution of safer 
injecting, safer smoking
and safer sex supplies

�
A list of available 
community resources 
including supervised 
injection services when 
available and accessible

After the consultation, if the 
person persists in their request 
for withdrawal management:
ȩ  Reduce the risks associated 

with withdrawal management 
(appendix 5)

If the person is ending a 
maintenance treatment:
ȩ  Slowly taper the dosage over 

several months or even years

Possible induction sites: 
CRD, emergency 
departments, psychiatric 
facilities, detention centres, 
and FMG

Quickly

Begin treatment with an opioid agonist
molecule quickly, ideally the same day 

PRACTICE CONCEPT 6

Key partners:
Pharmacies, community 
organizations, front-line 
services, employment 
assistance network, services 
for people in vulnerable 
situations and di�erent 
housing resources

A maintenance treatment
is indefinite and long-term
It is important to maintain contact 
with the person since many people 
drop in and out of treatment.

Support the stability
of care teams

At all times, ensure the 
application of the  holistic 
perspective and the harm 
reduction philosophy 

The service o�er is 
flexible, adapted 
and individualized

Request for support
in a specialized or non-specialized 

addiction treatment service

PRACTICE CONCEPT 4
PRACTICE CONCEPT 1

PRACTICE CONCEPT 9

PRACTICE CONCEPT 2+3

Interventions by 
peer support workers

CRD

FMG

French for Centre de 
réadaptation pour les 
personnes ayant une 
dépendance (Addiction 
Rehabilitation Centre)

Family Medecine Group
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APPENDIX 1
Request for Adaptation of the Proposed Regulatory Framework 
for the Treatment of Opioid Use Disorder (OUD) 
Excerpt from the document submitted to the Inter-Professional Order Committee (CMQ, OPQ, OIIQ) on September 24, 2019.

In the summer of 2019, the CMQ, OPQ, and OIIQ pre-
sented a draft version of forthcoming new guidelines 
on the regulatory context and ethical rules (regulato-
ry framework) based on professional practice in Qué-
bec in terms of the treatment of people with OUD. 
The research team was asked to comment on this draft 
version.

The team used the preliminary results of the research 
projects Vers de meilleures pratiques pour les per-
sonnes en situation de précarité et dépendantes aux 
opioïdes  : optimiser l’accès et l’organisation des soins 
de santé et services sociaux au Québec and La prise 
en charge médicale dans le cadre de la gestion du se-
vrage des troubles de l’usage d’opioïdes (TUO) dans 
les centres de réadaptation en dépendance du Qué-
bec and sought the opinion of the working group (com-
prised of experts in the treatment of OUD in Québec) 
from the first project. The presentation of the prelimi-
nary results to the working group resulted in proposals 
to amend certain recommendations regarding the re-
gulatory framework. These proposals are based on up-
to-date data from scientific articles, clinical guides, and 
the results of interviews conducted with the different 
populations, during the two research projects. On Sep-
tember 24, 2019, the research team met with represen-
tatives of the Inter-Professional Order Committee to 
table and present these proposals.

1.	 Use of urinary tests

1.1.	 Original wording of the regulatory framework
“Like the patient questionnaire, urine drug or substance 
testing should be seen as a tool to enhance patient 
safety and improve the patient’s treatment plan. The 
frequency at which urine tests are to be performed varies, 
depending on the patient’s treatment phase and clinical 
progress.” 
“In the event of suspected falsification of urine tests, urine 
samples may be collected under direct supervision.”

“Urine screening tests, where available, are conducted 
randomly.”

1.2.	 Proposed amendment 
Urine tests are a clinical tool that can be useful to com-
plement anamnesis or to help the person who uses 
opioids concede to uncertain use when there is fear of 
contamination. They may be used if anamnesis does 
not reflect clinical outcomes or if there is reason to sus-
pect misuse. Frequent and systematic use of urine tests 
is not recommended. In addition, they should not be 
used as a punitive recourse, such as through direct cor-
relation with the number of take-home doses. To foster 
a relationship of trust, the person in treatment should 
also be informed that the test has an informative and 
non-coercive value. The frequency of urine tests, if 
used, must not affect the rehabilitation of the person or 
the continuation of treatment. The person in treatment 
has the right to refuse to be tested. Urine tests under 
direct supervision are incompatible with respect for the 
privacy of the person and should be avoided. A person 
in treatment also has the right to be informed that a test 
will be requested. The majority of people should not re-
quire frequent and regular testing during treatment.

2.	 Take-home doses

2.1.	 Original wording of the regulatory framework
“No take-home dose, save for few exceptions (recorded 
on file), shall be given to a new patient during the first 
three (3) months of methadone treatment.” 
“Take-home doses should not be allowed or continued 
if the patient in treatment: (…) – has relapsed. (…) – has 
recently been released from a prison setting.” 
“The granting of take-home additional doses is to be 
gradually introduced for medication based on the 
timetable proposed in Appendix 5, up to a maximum of 
6 doses (…)” 
“Moreover, it should be noted that lost, stolen, or 
destroyed doses will not be replaced.” 
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2.2.	Proposed amendment

Take-home doses require more flexibility based on the 
physician’s judgment and the minimum requirements 
and anchored in international best practices. 

For example:
From the beginning of treatment, take-home doses 
may be given for weekends if necessary for practical 
reasons (pharmacies closed on weekends or no avai-
lable means of transportation). The safety profile of 
buprenorphine-naloxone allows for greater flexibility 
in the provision of take-home doses right from the be-
ginning of treatment. It is also possible to give up to 1 
month of take-home doses if the person has been cli-
nically stable. 

For workers with atypical schedules (seasonal, contract, 
on call, weather dependant, etc.), people experiencing 
difficulties making it to their appointments, or anyone 
who can benefit from it, some flexibility may also be 
given regarding the doses taken under supervision in a 
pharmacy by asking the person to bring the doses that 
are at home. 

The provision of take-home doses should be reas-
sessed in the following cases: 

	ȩ inability to store doses in a safe place; 
	ȩ risk of black-market diversion;
	ȩ suicidal ideations, cognitive impairment, 

psychosis, or risk of misuse;
	ȩ significant psychosocial instability.

3.	 Initiation of treatment with 
buprenorphine-naloxone

3.1.	 Original wording of the regulatory framework
No mention of the possibility of initiating treatment at 
home.

3.2.	 Proposition de modification
It is also possible to give the patient additional doses of 
buprenorphine-naloxone to complete treatment initia-
tion at home if withdrawal symptoms occur before the 
regular dose scheduled for the next day. Alternatively, 
each additional dose required to complete initiation 
may be given by the community pharmacist. 

Take-home doses as part of initiation are distinct from 
take-home doses given during long-term treatment.

4.	 Therapeutic contract

4.1.	 Original wording of the regulatory framework
“It is recommended that a therapeutic contract with 
the patient be signed as soon as they begin treatment.”

4.2.	 Proposed amendment
The treatment plan should be discussed with the per-
son requesting care to fully understand their objectives 
and obtain their free and informed consent. The cli-
nician may decide to use a written document with no 
legal value as an information medium for the patient. In 
no case should this document contain rules or threats 
that impede access to health care (e.g. expulsion in the 
event of non-compliance), except in cases of danger, 
for example in the presence of violent behaviour or 
threats to the care team.

5.	 Programme Alerte (Drug monitoring 
program)

5.1.	 Original wording of the regulatory framework
“It is therefore strongly recommended that the patient 
be introduced to and offered the program and that 
their consent to enroll in the program be obtained as 
soon as possible.”

5.2.	 Proposed amendment
The systematic application of this security measure for 
all people under OAT is discriminatory and restrictive.

The Alert program should only be used if the physi-
cian has a significant doubt about the misuse of drug 
prescriptions. 
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6.	 Role of the pharmacist

6.1.	 Original wording of the regulatory framework
“The pharmacist who chooses to provide this service 
must, in addition to monitoring drug therapy, organize 
the pharmaceutical service and implement reasonable 
measures to prevent black-market diversion.” 
“(...) verify that the tablets are completely dissolved before 
discharging the patient, including a visual inspection 
under the patient’s tongue.”

6.2.	 Proposed amendment
The pharmacist is a health care professional who is an 
integral part of a care team whose work is based on the 
patient partner principle.

The emphasis on the pharmacist’s monitoring role 
should be reviewed and refocused on ensuring the 
well-being of the person under OAT. 

Pharmacists play an important therapeutic role in OAT. 
They are the members of the care team who are most 
frequently in contact with the person under OAT. There-
fore, they have the potential to exert a positive influence 
on improving the person’s health and quality of life.

Monitoring of the dissolution or intake of OAT should 
only be carried out when there is doubt about possible 
diversion.



78	 Québec Guide to Improving Practices in the Management of OUD



© Institut universitaire sur les dépendances, 2020	 79

A
P

P
E

N
D

IX
 2

APPENDIX 2
Making an Informed Choice Regarding Opioid Addiction

This document has been designed to demystify opioid addiction and 
highlight the various components to consider in order to make a safe  
choice regarding the long-term planning of each person’s specific  
addiction treatment.

What are opioids?

Opioids are substances in the depressants category that 
act on the brain to relieve pain and that may also create 
euphoria. They may be prescribed or purchased on the 
illicit market. Currently in Canada, several psychoactive 
substances produced on the illicit market, including 
heroin, are contaminated by very powerful opioids such 

as fentanyl and its analogues. This contamination signi-
ficantly increases the risk of overdose and mortality in 
people who use opioids. 

One of the characteristics of opioids is that regular use 
rapidly develops tolerance and withdrawal symptoms. 

Are there effective treatments?

When a person develops an opioid addiction, now 
known as opioid use disorder (OUD), and their use of 
opioids results in impaired functioning or considerable 
suffering, scientific evidence has shown that long-term 
opioid agonist treatment (OAT) is the most effective 
and safe treatment. 

OAT is described as a “maintenance” treatment sup-
ported by the administration of a drug that alleviates 
withdrawal symptoms, decreases the urge to use, and 
causes little sleepiness or euphoria. In Québec, the 
drugs usually offered to people in treatment include 
buprenorphine-naloxone (SuboxoneTM), methadone, 
or slow-release oral morphine (KadianTM). In addition, 
when a person begins OAT, psychosocial support is 
offered and encouraged. This adapted support provides 
help in reorganizing certain aspects of everyday life that 
may require changes.

OAT has been demonstrated to improve the living 
conditions of people with OUD. OAT has several benefi-
cial effects, including reducing:

	ȩ opioid use; 

	ȩ criminalization of people who use opioids; 

	ȩ mortality;

	ȩ infections associated with intravenous opioid 
use (e.g. HIV, HCV);

	ȩ infections such as endocarditis, abscesses, etc. 
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What is opioid withdrawal?

Withdrawal is defined as “the metabolic process by 
which toxins are removed from the body.”  1 In this 
context, this term refers to the rapid and complete ces-
sation of opioid use in a person who has been using 

these substances repeatedly and usually over a long 
period of time. These opioids may have been obtained 
through a prescription or on the illicit market.

Is withdrawal management recommended 
for individuals who are addicted?

No! It is important to note that up-to-date scientific 
data shows that withdrawal management is dangerous 
for people with opioid use disorder. It exposes the per-
son to a high risk of relapse and overdose as their opioid 
tolerance diminishes. An overdose may cause serious 
harm, including brain damage, coma, or even death.

Indeed, studies show that withdrawal management alone 
without other interventions leads to significant health 
risks: 

	ȩ High rate of relapse — A rapid process 
of decreasing opioid intake results, in the 
vast majority of cases, in a relapse, i.e. rapid 
resumption2–12 of use. 

	ȩ High risk of overdose and mortality — 
People who relapse after withdrawal mana-
gement are at an increased risk of overdosing 
given the rapid decrease in  
their opioid tolerance.13–17

	ȩ Increased risk of infection — People who 
use intravenous drugs and who attempt 
withdrawal management are more likely to 
contract viruses such as HIV or hepatitis C 
because of the increase in risk behaviours 
following a relapse.18,19

In addition, it has been shown that people who wish to end 
OAT, even those who have been in treatment for a long 
period of time, must do so slowly and on a planned basis, 
with the support of a competent team. This approach will 
reduce the risks mentioned above. 
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The “least harmful” withdrawal management approach: 
Slow tapering using a decreasing dose of opioid agonist 

Scientific evidence indicates that cold turkey withdrawal 
in combination with drugs to relieve symptoms of wit-
hdrawal (e.g. clonidine, Gravol™, Imodium™, Ativan™) 
should be prohibited. The same data indicate that if a 
person insists on withdrawal management after having 
properly understood the risks, the recommended 
approach is to use opioid agonists.

Buprenorphine-naloxone should be the primary mole-
cule used, given its numerous benefits in terms of 
safety, rapid initiation, and flexibility (e.g. easy transi-
tion to methadone, faster take-away doses). However, if 
the person prefers methadone, this option may also be 
considered if there is no contraindication.

Once treatment with the molecule has begun and the 
comfort dose has been reached with the chosen opioid 
agonist, the person should be allowed to remain on that 
dose for as long as they wish before tapering. This period 
allows the person to become accustomed to a comfort 
dose and better understand the benefits of an opioid 
agonist. If the person still decides to begin tapering, this 
should always be done slowly, over a period of more 
than 30 days and using a decreasing dose of opioid 
agonist. During tapering, the person should have the 

option of changing their mind and returning to the 
comfort dose, stopping the withdrawal management, 
and transitioning to a maintenance treatment. 

People who ask for withdrawal management and aim for 
complete abstinence from opioids will often reconsider 
their choice when faced with the intensity and severity 
of withdrawal symptoms. This is not a failure, but rather 
an opportunity to transition to a maintenance treat-
ment, which is the safest and most effective approach.

Psychosocial interventions should also be included with 
this process to provide appropriate support to the per-
son and enable their long-term management of opioid 
use disorder. Indeed, opioid addiction should be seen 
not as an isolated problem that will be resolved after 
withdrawal management, but rather over the long term. 
People with opioid use disorder must therefore be 
monitored over time, taking into account both the risk 
of relapse and their changing needs.

Choosing the appropriate care setting

When a person has given their free and informed 
consent to treatment for their opioid use disorder, the 
next step is to determine the care setting in which they 
will be treated. There are several possible options, inclu-
ding inpatient services such as in a hospital or rehabilita-
tion centre, or outpatient services (in the person’s living 
environment). This choice should be made based on a 
specialized assessment of the person (physical and psy-
chological health, psychosocial situation, preferences, 
environment, fear of relapse, etc.).

For people who decide to begin maintenance treatment, 
inpatient services may also be used for the treatment 
initiation period. This option provides a safe place to 
stay where qualified staff is present to support the per-
son at the start of treatment. However, most people are 
able to go through this period in an outpatient setting. 
In addition, inpatient services may be offered to a per-
son under OAT after the initiation period, which would 
provide them, for example, with the necessary support 
should they experience moments of vulnerability.
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Naloxone and harm reduction supplies:  
Everywhere, always, and for everyone!

Document based on::
British Columbia Centre on Substance Use (BCCSU), British Columbia Ministry of Health. A Guideline for the Clinical Management 
of Opiod Use Disorder, [online]. Vancouver, BC, 2017 [accessed Jan. 9, 2020]. Available at: http://www.bccsu.ca/wp-content/
uploads/2017/06/BC-OUD-Guidelines_June2017.pdf.

Regardless of the treatment that the person chooses, at 
the first assessment and at each subsequent appoint-
ment they should be offered essential harm reduction 
supplies, including naloxone and instruction on how to 
use it. Naloxone saves lives by reversing the effects of 
an opioid overdose. It is therefore important that the 
immediate social circle of the person in treatment be 
involved in the provision and instruction of naloxone 
use. Providing safer injecting, safer smoking and safer 
sex supplies also reduces the increased risk of infection.

Health and social services institutions can now distri-
bute naloxone to specific populations through their own 
services. People in treatment and their immediate social 
circle may also receive naloxone at a pharmacy and from 
certain community organizations.

To find a place to get naloxone, please consult:  
https://sante.gouv.qc.ca/en/
repertoire-ressources/naloxone/

To better understand naloxone: 
https://www.quebec.ca/en/health/ad-
vice-and-prevention/alcohol-drugs-gambling/
rescuing-a-person-from-a-possible-opioid-over-
dose/

To better understand the risks associated with 
opioid use: 
https://www.quebec.ca/en/health/ad-
vice-and-prevention/alcohol-drugs-gambling/
risks-of-opioid-use/

For information on drugs: 
https://publications.msss.gouv.qc.ca/msss/fi-
chiers/2019/19-804-03A.pdf

http://www.bccsu.ca/wp-content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf
http://www.bccsu.ca/wp-content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf
https://sante.gouv.qc.ca/en/repertoire-ressources/naloxone/
https://sante.gouv.qc.ca/en/repertoire-ressources/naloxone/
https://www.quebec.ca/en/health/advice-and-prevention/alcohol-drugs-gambling/rescuing-a-person-from-a-possible-opioid-overdose/
https://www.quebec.ca/en/health/advice-and-prevention/alcohol-drugs-gambling/rescuing-a-person-from-a-possible-opioid-overdose/
https://www.quebec.ca/en/health/advice-and-prevention/alcohol-drugs-gambling/rescuing-a-person-from-a-possible-opioid-overdose/
https://www.quebec.ca/en/health/advice-and-prevention/alcohol-drugs-gambling/rescuing-a-person-from-a-possible-opioid-overdose/
https://www.quebec.ca/en/health/advice-and-prevention/alcohol-drugs-gambling/risks-of-opioid-use/
https://www.quebec.ca/en/health/advice-and-prevention/alcohol-drugs-gambling/risks-of-opioid-use/
https://www.quebec.ca/en/health/advice-and-prevention/alcohol-drugs-gambling/risks-of-opioid-use/
https://publications.msss.gouv.qc.ca/msss/fichiers/2019/19-804-03A.pdf
https://publications.msss.gouv.qc.ca/msss/fichiers/2019/19-804-03A.pdf
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APPENDIX 3
List of Items to be Addressed When People Who  
Use Opioids Request Withdrawal Management

When a person who uses opioids requests withdrawal management, you must make sure to give 
them all of the following information. As a health and social services professional, it is your res-
ponsibility to ensure that the person understands the risks associated with opioid withdrawal 
management.

	Ú 1.	 Explore the reasons behind the request for opioid withdrawal management.

	Ú 2.	 Give them the document: Making an Informed Choice Regarding Opioid Addiction.

Read the document Making an informed choice regarding opioid addiction with the 

person and answer their questions to ensure they understand the following:

	Ú A)	 What are opioids?
Currently in Canada, several psychoactive substances produced on the illicit market, 

including heroin, are contaminated by very powerful opioids such as fentanyl and its 

analogues. This contamination significantly increases the risk of overdose and mortality 

for people using opioids.

	Ú B)	 Are there effective treatments?
For opioid use disorders, opioid agonist treatment (OAT) is the most effective and 

safest treatment (improvement in the person’s living conditions, decrease in opioid 

use, mortality, morbidity, and infections).

	Ú C)	 What is opioid withdrawal?
As used here, this term refers to the rapid and complete cessation of opioid use in a 

person who has been using these substances repeatedly and usually over a long period 

of time.

	Ú D)	 Is opioid withdrawal management recommended?
Opioid withdrawal management is to be avoided because of the significant risk of re-

lapse, infection, overdose, and mortality.

	Ú E)	 The “least harmful” withdrawal management approach: Slow tapering using 
a decreasing dose of opioid agonist
If the person still decides to begin opioid tapering, discuss withdrawal management 

using a gradual decrease in opioid agonist doses (30 days or more), while encouraging 

a transition to a maintenance treatment at any time and without delay. Cold turkey wit-

hdrawal or using drugs to reduce symptoms should be prohibited.

	Ú F)	 Choosing the appropriate care setting
The person may choose to gradually taper off opioids in outpatient services or start 

tapering in inpatient services, depending on their needs and your assessment.
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	Ú G)	 Preventing and responding to opioid overdose
Give the person naloxone and instructions on how to use it before they leave your of-

fice (include the people who accompany them, if applicable).

Ask the person if they use alcohol, benzodiazepines, or GHB. If so, explain the increased 

risk of overdose associated with the combined use of these substances with opioids.

	Ú H)	 The importance of essential harm reduction supplies
Make sure to offer safer injecting, safer smoking and safer sex supplies to the person 

before they leave your office.

	Ú 3.	 Make sure you ask the person for a telephone number to reach them. If they do not 

have one, ask for the contact information of someone who can reach them (e.g. street 

worker, community organization, pharmacy, someone in their immediate social circle).

Remember...

	\ You should avoid opioid withdrawal management and encourage maintenance treat-
ment with opioid agonists at all stages of the process.

	\ Upon reception of a request for opioid withdrawal management, the care team should 
have a comprehensive discussion with the person to provide them with the necessary 
information so they can consent to care in a free and informed manner. The risks asso-
ciated with opioid withdrawal and the best treatment for OUD (i.e. OAT) should be 
addressed in this discussion.

	\ When a person persists in their request for opioid withdrawal management, your team 
should always begin treatment with an opioid agonist in a care setting that is appro-
priate to their situation in such a way as to facilitate transition to a maintenance treat-
ment at any time.

	\ Buprenorphine-naloxone should be the first-line molecule, as it offers several advan-
tages. Methadone may also be used if the person prefers this option and if no contrain-
dications exist. Tapering should always take place over a period of more than 30 days, 
by gradually decreasing the dose and extending the stabilization periods. Treatment 
modalities should be flexible, i.e. adapted to the person’s needs.

	\ One of the main objectives of withdrawal management services is to act as a bridge 
with long-term addiction services and to encourage the person’s commitment to long-
term addiction treatment.

	\ You should always provide access to essential harm reduction supplies, including 
naloxone and instruction on how to use it.
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APPENDIX 4
Consent Form Associated with a Withdrawal Management 
Request Linked to an Opioid Use Disorder (OUD)

IDENTIFICATION 
LABEL

By checking the boxes below and signing at the bottom of this form, I acknowledge that I am 
making an informed choice and that I agree with the following statements:

	Ú I understand that I have opioid use disorder (opioid addiction).

	Ú I understand that, according to current scientific evidence, opioid agonist maintenance 
treatment (OAT) is the safest therapeutic option that maximises the chances of recovering 
from opioid use disorder. The recommended duration of OAT varies based on the specific 
circumstances and needs of each person but is always long-term.

	Ú I understand that opioid withdrawal management is to be avoided, and that if I decide to 
opioid taper, I will be exposed to a high risk of relapse and overdose. Overdose may cause 
serious harm, including brain damage, coma, or even death. 

	Ú I understand that if I choose to begin withdrawal management, I should use an opioid ago-
nist over a period longer than 30 days, and I should not attempt a withdrawal using other 
types of medication or cold turkey withdrawal.

	Ú I understand that withdrawal management as a standalone therapeutic option is contrain-
dicated.

	Ú I understand that if I opt for a slow taper using an opioid agonist, I may change my mind 
and may be encouraged to do so in order to transition to opioid agonist maintenance treat-
ment.

	Ú I understand that withdrawal management will not cure my opioid use disorder. OUD 
requires long-term treatment and support.

	Ú I acknowledge that I have had sufficient time and opportunity to ask questions regarding 
the items mentioned above and I also acknowledge that I have received satisfactory clari-
fication and advice in this regard.
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I hereby make the following decision today:

	Ú I want to undergo opioid agonist maintenance treatment (OAT).
I agree to undergo opioid agonist maintenance treatment under the care of the partner team 

and have decided not to begin opioid withdrawal management.

	Ú I want to begin a slow taper using an opioid agonist over a period longer than 30 days.
I acknowledge that this is not the best therapeutic option. I may change my mind at any time 

and I am encouraged to switch to opioid agonist maintenance treatment.

	Ú I want to begin withdrawal management using a different method.

Please specify: 
I understand that this is not the appropriate therapeutic option. I may change my mind at any 

time and I have been encouraged to switch to opioid agonist maintenance treatment.

Signature of the person making the request:

Date :

Signature of a health professional as witness:

Date :

Document based on:
British Columbia Centre on Substance Use (BCCSU), British Columbia Ministry of Health. A Guideline for the Clinical Management of Opiod Use Disorder, [online]. 
Vancouver, BC, 2017 [accessed Jan. 9, 2020]. Available at: http://www.bccsu.ca/wp-content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf.

http://www.bccsu.ca/wp-content/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf
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APPENDIX 5 
Conditions to Reduce the Risks Associated with Withdrawal 
management

Following a comprehensive discussion detailing the risks associated with 
withdrawal management and the best treatment for OUD (i.e. maintenance 
treatment), the person may still wish to begin opioid tapering despite 
contraindications (see appendices 2 and 3). It would be advisable for the team 
to fill out the consent form in Appendix 4 and to accompany the person to 
ensure they still receive support and begin tapering under the least harmful 
conditions possible.

Opioid agonist molecule and tapering period 

The care team should then introduce an opioid agonist 
according to standard initiation methods (use bupre-
norphine-naloxone in first line, see Appendix 6). The 
opioid agonist molecule should be introduced to allow 
the person to attain a comfort dose and to enable them 
to experience a stable period. Then, if the person still 
wants to opioid taper, the agonist molecule doses may 
be gradually decreased. This decrease should take place 
over at least 30 days, but should ideally be spread over 
a longer period. At all of these stages, the person should 
be reassessed frequently and immediately switched to a 
maintenance treatment if they so desire. 

The use of buprenorphine-naloxone during tapering 
offers many advantages over methadone, including 
rapid initiation (1-3 days), a safety and flexibility profile 

that makes it conducive to initiation in various locations 
and contexts, a quickly achieved comfort dose, ease of 
transition to maintenance treatment, and greater safety 
than methadone, especially at the start of treatment 
(lower risk of overdose). Cold turkey withdrawal and the 
sole use of withdrawal symptom management drugs 
without an opioid agonist (e.g. clonidine, benzodiaze-
pines, dimenhydrinate, loperamide) are considered 
high risk and are to be completely prohibited. The same 
applies to rapid tapering of an opioid agonist molecule 
in under 30 days.
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	\ In addition, essential harm reduction supplies, particularly naloxone along with instruction on how 
to use it, should be systematically given to the person and their immediate social circle, given the 
increased risk of overdose following withdrawal.

Appropriate care setting 

Treatment plan and long-term support 

Withdrawal management should always be combined 
with immediate access to psychosocial interventions as 
well as the possibility of integrating addiction housing 
resources. In addition, withdrawal management should 
always be integrated in a long-term treatment and sup-

port plan for the person. It would therefore be impor-
tant to maintain contact with the person, even after dis-
continued use of the agonist molecule, and to not delay 
resumption of pharmacological treatment when neces-
sary, since many people drop in and out of treatment.

The choice of setting (inpatient or outpatient) for wit-
hdrawal management should be based on a specialized 
assessment of the person (physical health, psycholo-
gical health, psychosocial situation, risk of withdrawal, 
type of opioid use, personal preferences, social circle, 
fear of relapse, etc.) (see Practice Concept 5). Opioid 
withdrawal management should not be directly asso-
ciated with internal medical care, and may be offered 
through inpatient services (hospital or CRD institution) 
or outpatient services (e.g. living environments, addic-
tion housing resources). Opioid withdrawal manage-
ment in outpatient settings would have the advantage 
of allowing for a gradual decrease under a flexible, indi-
vidualized protocol, therefore providing multiple oppor-
tunities to transition to maintenance treatment, which 

is the safest treatment. The management of opioid wit-
hdrawal in inpatient services would keep people under 
observation, ensure a more thorough management of 
symptoms, provide a drug-free environment, enable 
the person to experience a stable period while using an 
opioid agonist, and provide for the provision of appro-
priate care based on the person’s needs. 

When a person initiates treatment with an opioid ago-
nist molecule in an inpatient service following a request 
for opioid withdrawal management, monitoring and 
reassessment of their pharmacological treatment 
should be ensured when necessary until they are put in 
contact with the long-term care team that is most sui-
table to meet their needs (see Practice Concept 8).

	\ It should also be reminded that opioid use disorder is not a linear process and is rarely a problem with 
a circumscribed timeline. The request for opioid withdrawal management should thus constitute a 
gateway to the HSSS and an opportunity to connect the person with resources that may support 
them in the long term.
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APPENDIX 6
Summary of Data from the Literature on Buprenorphine-
Naloxone Induction Procedures

*	 This figure reports data from the review of the literature of the research project on the medical management of opioid withdrawal: Rapport combiné de 
recherches. The doses indicated are for buprenorphine. The authors cannot provide any guarantees and cannot be held responsible for clinical practices of 
OAT. Care and service providers must ensure that they are properly trained and competent to provide care and services in accordance with their professional 
standards and codes of ethics.

Day 1 Day 2 and 
subsequently

Experiencing opioid withdrawal
8 or over on the COWS scale1
Over 12 on the COWS scale2
For short-acting opioids: 12 hours to 24 hours3
For long-acting opioids: 24 hours or more4

Presence of withdrawal symptoms 
or the Day 1 dose did not achieve 
the comfort dose?

Administer
buprenorphine-naloxone
Individualized dose
Initial dose:
Between 2 mg and 8 mg

If withdrawal 
symptoms worsen 
after the first dose: 
Likelihood of 
precipitated
withdrawal

Wait 1 hour to 3 hours.
Have the withdrawal symptoms disappeared?

Yes
End of induction 
for Day 1.

Consider o�ering 
tablets to the individual 
to complete induction 
at home. Possibility of 
cravings in the evening 
or night.

The comfort dose, i.e. that relieves withdrawal 
symptoms for 24 hours, may be established 
in 1 to 3 days.

No
Administer 2 mg or 4 mg. 
Possibility of administering
a dose every 1 hour to 3 hours 
if withdrawal symptoms
do not disappear.

Maximum dose for Day 1: 
8 mg 5
12 mg 6
16 mg 7

Yes
Add 2 mg or 4 mg 
to the Day 1 dose. 
Possibility of 
administering doses 
every 1 hour to 3 hours 
if withdrawal symptoms 
do not disappear.
 
Maximum dose:
16 mg (Day 2) and 24 mg 
(subsequent days)9
32 mg (subsequent 
days)10

No
Same dose 
as Day 1

http://dependanceitinerance.ca/wp-content/uploads/2020/06/Rapport-combine-des-recherches-TUO.pdf
http://dependanceitinerance.ca/wp-content/uploads/2020/06/Rapport-combine-des-recherches-TUO.pdf
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