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Opioid agonist therapy

e thank Srivastava and colleagues for their comp-
Wrehensive review of the available treatments for
opioid use disorder in the March issue of Canadian Family
Physician, and for emphasizing the importance of acces-
sibility of pharmacotherapy in the primary care setting.!
As they noted, opioid use disorder has a considerable
public health effect in terms of morbidity and mortality,
and it is essential that eligible patients are offered opioid
agonist therapy, given the high risk of relapse and over-
dose associated with abstinence-based treatment.

Srivastava and colleagues! propose that methadone
should be recommended over buprenorphine-naloxone
for injection opioid users, with the rationale that a full opi-
oid agonist might be more effective in relieving withdrawal
symptoms and promoting treatment retention than a par-
tial opioid agonist is. In our clinical settings, however, we
have had success in treating patients who inject opioids
with buprenorphine-naloxone. Individuals who do not
respond to optimized doses of buprenorphine-naloxone
in the office-based setting are typically offered methadone
or referred to a higher level of care depending on their
specific needs. Based on our clinical experience and the
recent literature, we would like to advocate for the role
of buprenorphine-naloxone as another first-line treatment
option for injection opioid users.

There are limitations to using the route of opioid use
to guide clinical decision making when offering treat-
ment for opioid use disorder. There are few data com-
paring outcomes of opioid agonist therapy in injection
versus noninjection opioid users. Indeed, the system-
atic review cited by the authors echoes this point.?
Buprenorphine’s high affinity for the p-opioid receptor,
as well as its long “functional” half-life, make its effi-
cacy similar to methadone with regards to treating with-
drawal, and both are effective options.?

Several studies have specifically explored the role
of buprenorphine as a treatment for injection opioid
users.*7 While some studies have found similar treat-
ment retention rates between buprenorphine and
methadone,®? others have shown higher attrition in
groups treated with buprenorphine.?'*!"" A recent rev-
iew comparing the effectiveness of methadone and
buprenorphine concluded that while low- or flexible-
dose buprenorphine is associated with greater treatment
dropout, medium or high fixed-dose buprenorphine per-
forms similarly to methadone in terms of retention and
suppression of illicit opioid use.!? More important, attri-
tion rates seem to be independent of the route of opi-
oid use. Furthermore, the lack of information regarding
participants’ reasons for discontinuing treatment limit
our ability to draw conclusions that can inform treat-
ment protocols. Recent clinical guidelines put forth by
the British Columbia Ministry of Health recommend

buprenorphine-naloxone as a first-line option for opioid
use disorder, regardless of route of use.'?

Recommending the type of opioid agonist therapy
based on the route of drug use when the evidence to
support its clinical utility is not clear might have unint-
ended consequences. Social stigma associated with sub-
stance use is already a considerable barrier to care for
many individuals; further stratifying treatment options
by injection versus noninjection use can affect both how
forthcoming patients might be in disclosing their use
patterns, as well as how comfortable they might feel
engaging in methadone treatment. '

As Srivastava and colleagues explain,’ multiple fact-
ors should be taken into consideration when helping a
patient decide on the appropriate treatment for opioid
use disorder. While methadone maintenance programs
can provide the structure of observed dosing and have
improved treatment retention for a wider range of dos-
ing, the increased risk of overdose, greater medication
interactions, and potential for QT-interval prolongation
should be considered. While buprenorphine maintenance
might have a more favourable safety profile and greater
flexibility for patients who are unable to present for
daily care, treatment retention can be a challenge. To
our knowledge, there are no standardized criteria that
guide the decision between both forms of opioid ago-
nist therapy. Ultimately, similar approaches to over-
dose prevention are needed for patients taking both
forms of agonist therapy, as sedation can occur in both
cases when medications are combined with other cent-
ral nervous system depressants. The patient’s comorbid
medical and psychiatric conditions, as well as their life
circumstances and preferences, must be taken into con-
sideration when discussing treatment options. Providing
patients with both options regardless of route of opioid
use through a discussion of informed consent will increase
timely access to opioid agonist therapy, which can be life-
saving.'s Furthermore, an individualized patient-centred
approach can improve treatment engagement regardless
of the type of opioid agonist therapy offered.'¢
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Hospitalists reduce harm and improve
care for hospitalized patients

r Ladouceur’s editorial in the April 2017 issue of

Canadian Family Physician' is the latest in a long
series of the journal’'s commentaries** in which the
authors nostalgically reminisce about a bygone era when
family doctors did everything and “comprehensive fam-
ily practice” was the norm. A common thread among
these editorials is the assertion that the traditional family
practice model is the criterion standard and the prog-
ressive subspecialization of family doctors and the emer-
gence of areas of focused practice is a perversion of
family medicine. Interestingly, other than personal anec-
dotes and nostalgic references to the past, no actual
evidence is provided by the authors that the quality of
care delivered by family doctors during this presumed
“golden era” was actually better than what is currently
being provided by more focused general practitioners.

Ladouceur’s April editorial,’ however, is particularly
disturbing on a number of levels. First, it is simply not
true that hospitalist care is associated with increased
harm levels for patients. In fact, an increasing body of
Canadian evidence suggests the opposite. In an analysis
of more than 30000 patients admitted to the hospital-
ist program in a large community hospital in Ontario,®
Chong and I found that compared with traditional family
physicians, hospitalist care was associated with a 12%
to 75% reduction in mortality odds. Our study of course
had a number of limitations, particularly that it was lim-
ited to 1 particular institution. Since that study, White
has demonstrated that hospitalists in Ontario statistically

significantly reduce the odds of mortality for patients
admitted with 4 common conditions (delirium, pneum-
onia, congestive heart failure, and chronic obstructive
pulmonary disease) by 7% to 31%.¢ White's study used a
robust methodology to look at care outcomes for more
than 55000 patients admitted to 151 hospitals in Ontario.
Both studies, as well as a number of others,”® have also
shown similar reductions in readmission rates when
hospitalists are involved. These studies certainly raise
a number of questions: Should community-based fam-
ily physicians with low volumes of inpatients be allowed
to continue working in hospitals? Are family physicians
who continue to maintain a broad practice able to main-
tain the competencies required to provide inpatient care?

The second reason why Dr Ladouceur’s article! is
upsetting is that physicians with family medicine train-
ing continue to comprise most hospitalists in Canada.’
While the growing number of internists who are now
working as hospitalists!® is helping the specialty to
evolve, hospital medicine in Canada continues to main-
tain strong ties with the family medicine community.!'' At
the Regional Department of Hospital Medicine at Fraser
Health Authority in British Columbia where I practise,
95% of more than 300 individuals in the Department of
Hospital Medicine have Certification in Family Medicine,
and many of the Divisions of Family Practice in British
Columbia are making efforts to strengthen their ties to
hospitalists in their local communities. Results of the
2012 National Hospital Medicine Survey also showed
that most respondents had more than 10 years of exp-
erience in clinical practice, with many having spent
years practising community-based family medicine
before making a career change to focus on hospitalist
work. Undermining the quality of the work of hospital-
ists also brings into question the ability of the family
medicine establishment to train qualified individuals to
do the kind of inpatient care that hospitalists engage in.

Finally, using a study of residents and interns in the
United States (with all the limitations that Dr Ladouceur
himself outlines)' and somehow tying that to hospitalists
in Canada and concluding that their care might result in
more harm for patients is a rather large leap that is rem-
iniscent of the acrobatics observed in a Cirque du Soleil
theatre! The suggestion that being a hospitalist is no
different than being a medical trainee is insulting to the
many thousands of experienced, highly skilled individu-
als who work under extremely stressful circumstances
to look after an increasingly complex and multimorbid
hospitalized patient population.

The nostalgia expressed by Dr Ladouceur and many
others about family medicine’s past fails to recognize
the reality that the era of comprehensive family medi-
cine is long gone. Apart from a small number of fam-
ily physicians who work in rural areas, most primary
care doctors who practise in urban areas (where more
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