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Things I Wish Someone Had 
Told Me About Working with 
Community Suboxone Programs…



Disclosures 

• None

• First Step Clinics, Oshawa

• Women’s College Hospital, Toronto 

• Visiting and Consultant Physician to Webequie First Nation 



Objectives 

• Context and benefits of buprenorphine in the management of Opioid 
Use Disorder in (remote) FN communities

• What is a “community based program”?

• Challenges and strategies:
• Logistical

• Philosophical 

• Political







Impact of Opioid Use 

• 2010 – Chiefs of Ontario declared Prescription Drug Abuse an 
epidemic 

• 2011/2012 NAN estimated 9000 community members with opioid 
dependence

• Estimates up to 40% adults between ages 20-50 in some communities

• Consequences: Opioid related overdoses, crime, social dysfunction 





Benefits of community buprenorphine programs 

• High rates of retention in treatment - 78% of patients still in treatment 
after 12 months (vs provincial average of 50%, Mamakwa et al)

• Almost 90% of urine drug screens negative for illicit drugs among those on 
buprenorphine 

• Improvements in measures of community wellness (Kanate et al)
• 61% reduction in criminal charges
• 58% reduction in child protection cases
• 33% increase in in school attendance
• 350% increase in seasonal influenza immunizations 
• Robust attendance at community events 

• Improved A1C readings for those with type 2 DM participating in 
buprenorphine treatment vs those not being treated for opioid 
dependence (Tilbrook et al) 



What is a Community Based Program?

• Developed by the community with its particular needs in mind 

• Sits outside of the traditional/formal health-care settings and 
structures, 

• Uses existing social structures and strengths

• Delivered in a way that is person- and population-centered 
(http://www.cihr-irsc.gc.ca/e/43626.html)



Community-based buprenorphine for OUD: 
Guide for Indigenous communities

• Program Team –
• Coordinator from the Band Council, 
• mental health and addiction worker (NNADAP) 
• medication dispensers 
• Physician

• Medication is shipped in from urban pharmacy 

• Daily dispensing of buprenorphine by program staff (in some communities nursing 
station staff dispense)

• No carries in the community

• Urine drug testing 

• Counseling /Aftercare workers  

• Patients are discharged for violation of program rules – e.g. selling tablets 



Funding 

• Medication – covered by provincial and federal drug plans 
(NIHB/ODB)

• MDs – provincially funded
• per diems based on funding agreement between SLRPSI and MOH, 

administered through SLFNHA

• Travel – Health Canada for community MDs, CPSO for addiction “locums”

• Mental health workers, dispensing and aftercare staff, additional 
counseling funded through Health Canada – unstable, cyclic



Variable Elements 

• MDs – community physicians vs “locum” addiction physicians

• Carries for travel (none, vs up to 7 based on “clean” screens)

• Urine drug testing frequency (weekly, monthly, no schedule)

• Counseling –
• trained community members vs visiting counselors
• Encouraged vs “required”

• Program rules, degree of enforcement and options for re-entering the program

• Participation in Traditional Activities 

• Involvement of Health Canada nurses

• Where the program is housed



Logistics 





MDs

• Community MDs – models 
• Integrate buprenorphine into primary care

• Set aside time for specific buprenorphine assessments at community visits

• Do occasional buprenorphine initiations 

• No inductions but manage prescriptions once patients are on meds 

• “Locum” Addiction MDs
• Visit for inductions several times/year with no ongoing care

• OTN

• Ongoing prescription/program support 



• “There is no way I could manage a large group induction solo without 
compromising care for other medical issues in the 
community. However recently we haven't had large lists of people 
wanting to start. Most suboxone requests are for restarts, either 
people tapered off and relapsed or patients who had returned to the 
community after a prolonged absence. I have usually restarted 
patients as they presented. Now there are usually only a handful of 
new people requesting to start and I do the inductions during my 
weekly visits. Starting 2-3 people doesn't take an inordinate amount 
of time away from other clinical duties. The nurses much prefer this 
as well because the prep they do for inductions is time consuming 
and 1-3 a month is much more manageable than 15 every few 
months.”



Induction models/Expectations 

• Planning: assessment, blood work and UDS – RN

• Induction week followed by month of day program/counseling

• 6 week induction

• 9 days of participation over 3 weeks 

• Programming before approval for admission (exc prenatals)

• Restarts 



Contract 

• Attending DOT within appropriate time frames

• Taking medication as dispensed 

• Leaving UDS when requested

• Participation in programming/counseling 

• Following the protocols for requesting and managing carries 

Who creates the contract?
Who reviews and signs it? 

What are the consequences for not meeting it? 
Who imposes the consequences?



Consequences for diversion

• First chance vs immediate suspension x 2 months

• Rapid taper 

• Challenges:
• Determining contract breaches 
• Conditions to restart?
• Availability of MD to restart

• Crushing – almost all communities crush tablets – either for everyone or all 
doses over 4mg 



Medication Management 

• Safe and secure storage, safe staff 

• Systems:
• Blister packs sent q2 weeks - ideally on the same day of the week 

• Order tracking sheets checked and sent back to pharmacy

• Process for returning unused medication

• Long Rx so not renewed all the time

• Process for Rx renewal 

• Forms for dose change requests

• Determine method of communication with MD and expectations around timeframes

Strong relationship with primary pharmacy 







Dispensing

• Space

• Hours

• Sign-in sheets

• Crushing

• Confidentiality



Carries vs Travel Rx  

Eligibility:
2 months on the program
1 carry for every “clean” urine up to 7
return all unused carries on return to the community 

Challenges: 
no regular urine screening
forms come in late – after someone has left the community 
pharmacies don’t receive fax
pharmacies aren’t open on Sundays 

Some programs allow no carries
Some programs allow everyone carries up to 4mg 



Name
Birth Date
Band Number
Dose
Specific Pharmacy 
Start and end dates



Urine Drug Screens

• Where? By who?

• How often?

• Random?

• What happens with results?

• Confidentiality

• Tracking sheet 



Team:

Where
Who
Training
Turnover 
Direction
Communication
EMR  





Pregnancy: Suboxone vs Subutex?







Harm Reduction vs Community Expectations



Systems 
Model 



Common 
Cultural 
Interventions 















What factors contribute to the success of 
community-based buprenorphine programs?
• Staying local

• Relationship with treatment team

• Building relationship with community 

• Grounded in First Nations understanding of addiction and of wellness

• Encourages participation in community and cultural activity





How providers contribute

• Relationship with treatment team

• Building relationship with community 

• Supporting First Nations understanding of addiction and of wellness

• Encouraging participation in community and cultural activity

• Being conscious of systemic racism, cultural humility and cultural safety 

• http://www.fnha.ca/wellness/cultural-humility





Provincial Regulations – have lifted requirement to have a 
methadone exemption 

• BC – no methadone exemption as of July 2016

• Alberta – must be registered to provide Triplicate Prescription; completion of the CAMH Buprenorphine course or 
equivalent is recommended 

• Saskatchewan-methadone exemption OR minimum of 1 day with an MD with methadone exemption and 6 hours of 
addiction education every 2 years 

• Manitoba - 2017– can prescribe buprenorphine with completion of the CAMH course 

• Ontario – never required exemption; completion of buprenorphine course “recommended”

• Quebec?

• NB 

• Nova Scotia – no exemption 

• PEI – complete buprenorphine prescribing course, completion of fundamentals of addiction within first 2 years and 
minimum of 20 hours of addiction related CME every 5 years 

• Nfld – complete CAMH Opioid Dependence core course and buprenorphine prescribing course 

• Territories – cw B.C.



Ontario



Summary: Five years of experience has showed that opioid substitution 
therapy with Buprenorphine-Naloxone (both induction and ongoing 
maintenance) in remote, primary care settings shows this is safe and 
effective. The partnerships between medical staff, community workers, 
and community leadership have been crucial to this success. We 
strongly encourage governments, policy makers, and colleagues across 
Canada to expand access to and the use of Buprenorphine-Naloxone to 
allow for the appropriate treatment of opioid use disorders to be 
integrated in primary care settings.

http://www.healthcarecan.ca/wp-
content/themes/camyno/assets/document/Reports/2017/HCC/EN/OpioidsBackgrounder_EN.pdf





Thunderbird Partnership Foundation PDA Priority Actions 

• Governance and coordination of care must support First Nations 
governance of services

• First Nations health care providers and addiction medicine institutions 
should develop online training courses and long distance clinical support 
for primary care physicians working in FN communities

• When invited to do so, addiction physicians should be supported to assist 
in buprenorphine treatment in FN communities

• Nurse practitioners should be allowed to prescribe buprenorphine 



Thunderbird Partnership Foundation PDA Priority Actions 

• NIHB and FNIH, Health Canada need to ensure sustainable, stable 
operational funding for PDA programs, including treatment with 
buprenorphine, addictions recovery, relapse prevention counseling, 
culture and land-based programing 

• Health Canada should provide training and support for recovery from 
intergenerational/historical trauma and PTSD

• Indigenous communities should be offered support in establishing 
local, community based treatment programs 

• Patients requesting to transfer from methadone to buprenorphine 
programs should be supported in doing so 



First Nation Profiles Interactive Map 

http://fnpim-cippn.aandc-aadnc.gc.ca/index-eng.html
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