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Standing Strong Together, 
Mashkowigaabowidaa: 

A Toolkit for a Northwestern Ontario RAAM Approach 

“Mashkowigaabowidaa” translates into “Standing Strong Together” from the Southern Treaty 
Three, Lac La Croix dialect, which may be different for other First Nations in the region. 
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Message from the Co-Leads 

Rapid Access Addiction Medicine clinics provide broad spectrum addiction care and have 
demonstrated their success across Canada. RAAM clinics are designed to close a significant 
gap in service between acute and primary care services, and the community addiction and 
mental health service system. RAAM models have been shown to improve access to 
addiction care, divert clients away from Emergency Departments, and serve as a referral 
source for primary care providers with clients that may be struggling with opiate 
dependency, poly-substance use, and complex mental health and medical issues. 

While this works effectively in many centres, the approach cannot be applied with a one-
size-fits-all lens. In Northwestern Ontario particularly, which is characterized by a vast 
geographical area scattered with small, rural, and remote communities, applying the urban 
model is challenging when services are fragmented and resources are limited. Many small 
communities in this region simply lack robust bricks-and-mortar hospitals or treatment 
centres. Primary care—specifically in many small northern communities—is often delivered 
through nursing stations. Clients must travel to larger centres for treatment. In many 
cases, creating new physical infrastructure is not feasible in the short term—yet the 
urgency to find solutions is ever-increasing.  

We’ve recognized these limitations. In collaboration, we have collectively put forward an 
innovative RAAM approach to identify the resources, safe spaces, and options for delivery 
of care—one that can be adapted to be relevant for northern areas and increase the 
capacity of communities to respond. 

We have considered the needs of communities and the capacities that exist. Existing 
infrastructure can be adapted for addiction care. Withdrawal management beds can be 
housed within a non-typical partnering space. Collectively re-thinking the use of existing 
resources and applying best practices to allow communities to adapt in a coordinated 
effort to unique scenarios is required to address the pressing needs of the current opioid 
crisis in the northwest. 

Standing Strong Together, Mashkowigaabowidaa: Toolkit for a Northwestern Ontario 
RAAM Approach summarizes the learnings of our collective impact. We hope this toolkit 
will be a valuable resource for other communities and organizations embarking on similar 
journeys. We are grateful to all who have shared their perspectives and wisdom in building 
a more inclusive pathway to care in the northwest.  

Sincerely, 

Nancy Black, Vice President Addictions and Mental Health, St Joseph’s Care Group 
Juanita Lawson, CEO, NorWest Community Health Centres 
Co-Leads, RAAM-Reach Partnership 
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A Rapid Access Addiction Medicine (RAAM) clinic is a low-barrier, walk-in clinic 
where direct supports are provided for substance use disorders, without the 
need for an appointment or formal referral. RAAM clinics provide time-limited 
medical addiction care including pharmacotherapy, brief counselling, and 
referrals to community services. 

RAAM clinics provide broad spectrum addiction care and have demonstrated 
their success across Canada. RAAM clinics are designed to close a significant 
gap in service between acute and primary care services, and the community 
addiction and mental health service system.  

How to use this toolkit: 

The orange icons can be used to 
navigate between sections. For 
example, click the demo icon to 
the left to proceed to the 
Introduction. 

Supplementary resources are 
embedded throughout this 
document. Pointers indicate 
when embedded documents or 
external links are available. 
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Introduction 
The Standing Strong Together, Mashkowigaabowidaa: Toolkit for a 
Northwestern Ontario RAAM Approach is an in-depth resource to support 
organizations in understanding and applying a responsive, high-quality, 
collaborative approach to support or enhance Rapid Access Addiction Medicine 
(RAAM) services.  

RAAM clinics provide timely access to specialized supports for clients who are living with 
addiction to opiates and other substances, and who require medical services combined with 
mental health and addiction supports. Services are initiated at the RAAM to stabilize clients’ 
conditions and to facilitate access to a range of additional services that cross the continuum of 
care. 

This resource was developed based on the needs of the Northwestern Ontario region. Partners 
saw the need to collaborate to address inequities across multiple sectors, with a focus on the 
health system in northwestern Ontario—specifically in strengthening community pathways to 
care for people who use substances through a robust foundation of policies and practice 
guidelines. Regional partners worked collectively to create innovative solutions for care using 
limited resources. As a result, learnings have fostered the capacity of partners and people with 
lived experience to support the design of services that address previously unmet needs. 
Pathways created through this project have focused on serving the unique needs of small, rural, 
and remote communities as well as Indigenous peoples living in Northwestern Ontario. Thus 
the learnings are relevant for practitioners and partners in any community interested in 
establishing a RAAM Clinic—but will be most salient for similar northern areas that serve a vast 
geographical region with dispersed populations and limited resources. 

In collaboration with new and existing partners, the RAAM Advisory Committee has put forward 
a ‘Hub and Spoke’ model of care to strengthen addiction care in the Northwest region, which is 
discussed in this document.  

Standing Strong Together, Mashkowigaabowidaa: Toolkit for a Northwestern Ontario RAAM 
Approach was created to help those who provide services to individuals who use substances to 
adopt the RAAM approach to care in unique workplaces and contexts, while providing best 
practices. It gives practical tools for all levels of service provision to expedite service planning 
and early response.  

The toolkit is presented in four chapters: 

1. Context for Northwestern Ontario’s RAAM Model
2. Supportive Foundation: Partnerships & Engagement
3. Supportive Environments: Safety
4. Essential Elements of a Northwestern RAAM
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1. Context for Northwestern Ontario’s RAAM Model

The vision for the Northwestern Ontario RAAM is to promote a holistic, client-
centered service that is founded on strong evidence and sound practices, 
which are embedded in cultural safety and delivered through an equity lens.  
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Achieving the Vision for the Northwest 

This toolkit blends the Northwestern Ontario context: drawing on best 
practices, evidence, and the expertise of people with lived experience, 
counsellors, medical providers, and administrative professionals. It is framed 
on a foundation of collaborative partnership and client safety. In achieving this 
vision, the northwest RAAM partners considered the geographical and cultural 
contexts of the region, combined with the unique factors associated with a 
northern area—along with the application of an evidence-informed approach. 

Leveraging an Existing Collaboration 

The RAAM approach for the Northwest builds on an existing model and partnership that was 
established in Thunder Bay. Launched in March 2018, Thunder Bay’s RAAM Clinic commenced 
operation to provide comprehensive and coordinated specialized services for individuals 
seeking treatment for any substance use issue. The Thunder Bay RAAM Clinic has been a 
coordinated approach to tackle Thunder Bay’s elevated rates of opioid and alcohol use, and to 
support overdose prevention as a community-wide effort. The RAAM provides specialized 
supports for individuals living with addiction to opiates and other substances; through RAAM, 
clients access medical services combined with mental health, addiction, and cultural supports. A 
range of partners facilitate services that cross the continuum of care.    

The Thunder Bay RAAM Clinic is a collaboration of seven community partners providing (or 
advising on) addictions medicine and client supports for individuals with substance use issues in 
Thunder Bay: Dilico Anishinabek Family Care, NorWest Community Health Centres, People 
Advocating for Change through Empowerment, St Joseph’s Care Group, Thunder Bay 
Counselling, Thunder Bay Regional Health Sciences Centre, and Thunder Bay Drug Strategy. The 
implementation of the Thunder Bay RAAM Clinic—as a multi-organization solution across the 
continuum of care—has been an excellent example of effective community partnerships and a 
collaborative practice model that focuses on providing low-barrier, timely, addiction and 
mental health services within the community.  

The Thunder Bay RAAM partnership has been successful in implementing a service model that 
is intended to be accessible, barrier-free, and relevant for people living with addictions. It 
provides timely access to specialized supports; partners facilitate access to services that cross 
the continuum of care. Yet, beyond Thunder Bay, in small rural and remote communities across 
the Northwest, the demand for services, paired with a regional opioid crisis, continues to grow. 

As such, partners came together to leverage this collaboration—to reach further into the region 
using a structured, proven response and bridging gaps through a unique approach to care. 
Notably, it has been the adaptation and innovative reframing of existing infrastructure, 
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including leveraging virtual care options and mobile clinics that have helped to connect vast 
geographical areas and fragmented service systems where resources can be extremely limited. 

Geographical Context 

Northwestern Ontario spans over 526,000 square kilometres, serving just over 230,000 people. 
Geographical distance creates challenges for clients needing to navigate health and social 
services and is especially difficult for clients needing multiple layers of service. Furthermore, 
many communities in Northwestern Ontario have limited (or no) access to health, mental 
health, and addictions services—meaning that travel to larger centres is often required. 

As shown in the map below [extracted from Statistics Canada’s report: Developing Meaningful 
Categories for Distinguishing Levels of Remoteness in Canada1], much of the area served by 
partners in Northwestern Ontario is considered remote, along with communities considered to 
be 'very remote’ which are dispersed across the region. 

1 Statistics Canada: https://www150.statcan.gc.ca/n1/en/pub/11-633-x/11-633-x2020002-eng.pdf?st=G0m_vZij 

https://www150.statcan.gc.ca/n1/en/pub/11-633-x/11-633-x2020002-eng.pdf?st=G0m_vZij
https://www150.statcan.gc.ca/n1/en/pub/11-633-x/11-633-x2020002-eng.pdf?st=G0m_vZij
https://www150.statcan.gc.ca/n1/en/pub/11-633-x/11-633-x2020002-eng.pdf?st=G0m_vZij
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Serving the Population Health Needs of the Region 

Although the need for addiction care is growing at an exponential rate, addiction services are 
one of the most difficult to access across Northwestern Ontario, due to a range of complicating 
factors including: limited services in small, rural, and remote areas; configuration of facilities; 
population distribution; lack of infrastructure for virtual care; the time-sensitive nature of 
addictions care and acute needs; and, barriers related to the social determinants of health.  

Engaging and collaborating with Indigenous partners, including those who are First Nations, 
Inuit and Métis, is key to community safety and well-being across Canada’s northern regions. 
Ontario is home to the largest Indigenous population in Canada: Indigenous peoples constitute 
approximately 3% of Ontario’s total population, and approximately 17% of northern Ontario’s 
total population.2 In Ontario, 85% of Indigenous peoples live in urban and rural areas.  

The Northwest is home to a high percentage of people who identify as Indigenous, according to 
Statistics Canada data (2016): 24.8% as compared to Ontario overall at 2.8%, as shown in the 
table below3. Thunder Bay is the Census Metropolitan Area with the largest proportion of 
Indigenous people in Canada. 

Indicator Kenora 
District 

Rainy 
River 

District 

Thunder 
Bay 

District 

Thunder 
Bay 

(City) 

Northern Northwest Ontario 

Population 
reporting 
Indigenous 
Identity (#) 

11,940 5,395 5,195 16,250 16,770 55,545 374,395 

% of Population 
With Indigenous 
Identity 

29.0% 27.3% 29.7% 13.0% 82.6% 24.8% 2.8% 

The vast geography and low population density in Northwestern Ontario create challenges in 
the equitable delivery of health services, particularly for those living in small, rural, and remote 
communities where volumes may not exist to support local delivery of complex, high-cost 
services; thus services and resources can be limited or fragmented. 

According to the 2016-2019 Integrated Health Service Plan by the North West Local Health 
Integration Network (LHIN), the health status of residents in Northwestern Ontario is poorer 
than Ontario residents overall, and the life expectancy for residents in this area is lower than 

2 Organisation for Economic Co-operation and Development (2020)  https://www.oecd.org/canada/ 
3 Statistics Canada: Canada Census Profile (2016) 

https://www.oecd.org/canada/
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/index.cfm?Lang=E
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the provincial average.4 According to the North West LHIN’s Annual Report (2016-17)5, based 
on Community Health Survey data, and in comparison to the rest of Ontario, this region has a 
high proportion of people who:  

• Are heavy drinkers
• Are obese (age 18 and over)
• Are smokers
• Have high blood pressure

The above-noted 2016-2019 Integrated Health Service Plan shows that people living in this 
region (in comparison to the rest of the province) have higher rates of: 

• Mortality for all causes;
• Colon and rectum cancer;
• Lung and bronchus cancer;
• Hospitalization for accidental injuries and chronic conditions;
• Hospitalization for Diabetes;
• Hospitalization for Chronic Obstructive Pulmonary Disease (COPD); and,
• Hospitalization for congestive heart failure.

The same annual report notes that across Canada (and similarly across the Northwest region), 
the health status of Indigenous peoples is poorer than non-Indigenous people on most 
measurable health indicators. The North West LHIN’s data shows that Indigenous adults are 
more than twice as likely to die of preventable causes, and in terms of overall life expectancy, 
to live, on average, five to seven years less than the non-Indigenous population in Canada. 

As a result of the historical and ongoing colonization of Indigenous peoples as well as trauma 
resulting from residential schools, substance use disorders and homelessness also 
disproportionately affect Indigenous individuals. Multiple studies have identified that trauma 
and intergenerational trauma—including land dispossession, residential school attendance, 
racism, and social exclusion—result in neurobiological changes that increase the probability of 
substance use. 

Substance use rates are markedly high in this region—drastically impacting individuals’ health 
and service delivery. Ontario Drug Policy Research Network’s study of opioid use across all 
Ontarians (2012 to 2017) shows the percentage of residents dispensed an opioid to treat 
addiction was higher in Ontario’s northern areas, with the highest in the Thunder Bay District 
Health Unit (“TBDHU”, 2% of residents).6 Rates continue to climb; in 2020, the yearly rate of 
Opioid Agonist Therapy (Overall & New Users) in TBDHU was 25.77 per 100,000 (vs. 4.46 per 

4 North West LHIN -- IHSP IV Integrated Health Service Plan (2016-2019) 
5 North West LHIN Annual Report (2016-17) 
6 Ontario Drug Policy Research Network (2017) 

https://odprn.ca/wp-content/uploads/2017/08/ODPRN-Report_Behind-the-Prescriptions.pdf
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100,000 for ON (Ontario Prescription Opioid Tool).7 In 2020, 48.3% of accidental opioid-related 
deaths in the TBDHU were Indigenous individuals vs. 7.1% in Ontario.8 

The Medicine Wheel Teachings 

Susan Manitowabi’s work, Historical and Contemporary Realities: Movement Towards 
Reconciliation, discusses Medicine Wheel teachings as well as ways in which the guiding values 
and principles for reaching mino bimaadiziwin, the good life, are offered. Though the teachings 
and colours may vary depending on location, the foundational concept of the Medicine Wheel 
is balance—in all four aspects (spiritual, emotional, physical and mental) of our being. “Finding 
balance among the four quadrants of the Medicine Wheel is essential for a helper; before they 
are able to help others, they should first find balance within themselves, and the Medicine 
Wheel can be used as a self-assessment to help with that.”9 

In supporting the population health needs of this region, the Medicine Wheel concepts and 
teachings are an important reflection of the holistic approach to health and healing that must 
be applied to health care and operations such as those implemented by the regional RAAM. 

7 Ontario Opioid Prescription Tool: Ontario Prescription Opioid Tool - ODPRN 
8 Coroner's Opioid Investigative Aid, Office of the Chief Coroner for Ontario (Extracted 15Sep2021) 
9 Medicine Wheel Teachings. Historical and Contemporary Realities: Movement towards Reconciliation 

Mental 
Sweetgrass 

Wisdom, Truth

N 

S 

W E 

Spiritual 
Tobacco 

Humility, Respect 

Emotional 
Cedar 

Honesty, Love 

Physical 
Sage 

Bravery, Courage 

https://odprn.ca/ontario-opioid-drug-observatory/ontario-prescription-opioid-tool/
https://ecampusontario.pressbooks.pub/movementtowardsreconciliation/chapter/medicine-wheel-teachings/
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An Evidence-informed Approach 

RAAM clinics have been shown to improve access to addiction care, divert clients away from 
Emergency Departments, and serve as a referral source for primary care providers with clients 
who may be struggling with opiate dependency, poly-substance use, and complex mental 
health and medical issues. RAAM clinics are supported by evidence demonstrating a cost 
savings to the health care system and allied service sectors as well as streamlining access to 
community resources.10 

META-PHI Pathways to Care 

The RAAM approach was first adopted by Mentoring, Education, and Clinical Tools for 
Addiction: Partners in Health Integration (META:PHI) and implemented in 2015 at seven sites; 
by 2019, the model had demonstrated successful outcomes and expanded across the province 
to 46 clinics in 35 communities including Sudbury, Ottawa, London and Guelph.11  

META-PHI is an Ontario-wide initiative to support health care providers in treating people 
struggling with substance use disorders. The model’s success lies in its provision of timely 
access to medical treatment for people most in need and immediate access to a range of 
therapeutic interventions and navigational supports based on assessed level of need.  

10 Evidence Exchange Network (2017)  
11 META:PHI Expands Access to Care for Patients with Substance Use Disorders (hqontario.ca) 

http://www.metaphi.ca/
https://www.hqontario.ca/Portals/0/documents/qi/metaphi-infographic-en.pdf
https://kmb.camh.ca/eenet/resources/metaphi--how-one-initiative-increasing-access-evidence-based-treatments-substance-use
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Thunder Bay’s approach has been centred on the foundation created by META-PHI and 
addressed a critical need—in  that Thunder Bay has minimal access to full spectrum addiction 
care. As such, a collaborative approach was required to divert unnecessary hospital admissions 
and reduce unnecessary or repeat Emergency Department visits. The Thunder Bay RAAM has 
addressed pressing needs and supports successful transitions: in Q1 of 2019/20, close to 100 
new clients were referred, accounting for 1000+ client encounters in the same period.  

A comprehensive literature review was completed by Lakehead University (Thunder Bay, 
Ontario) to understand RAAM research and best practices. In this report, Lakehead University 
reviewed and amalgamated META:PHI and current practices to set the stage for integration into 
Northwestern Ontario Clinics. 

The Literature Review 
of RAAM research and 
best practices is 
available here:  

Best Practices for Rapid Access to 
Addiction Medicine Clinics

The result of the META:PHI care pathway is a fully integrated system in which clients receive 
evidence-based care at every step. The model established in this region is framed on concepts 
developed by META:PHI, which supports the guiding philosophy and infrastructure to RAAM 
clinics. This is achieved through META:PHI principles which include: 

• Providing opportunities for clinician education, training, mentorship, and networking;
• Running an online community of practice for addiction questions and discussions;
• Facilitating the creation of integrated care pathways for addiction between emergency

departments, withdrawal management services, rapid access addiction medicine clinics, and
primary care; and,

• Creating and implementing provincial standards for addiction treatment.

Throughout this toolkit, META:PHI documents and resources are referenced and 
offered as best practices. These resources have been instrumental in supporting 
the foundation for the Northwest approach. Partners wish to acknowledge 
META:PHI’s important contribution to advancing the body of knowledge for Rapid 
Access Addiction Medicine and to supporting collaborative practices across Ontario. 
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Integrated, Client-centred Approach 

The vision for the Northwestern Ontario RAAM has been achieved through a strong, collaborative 
foundation of integrated elements. Partnerships and Safety are foundational elements working 
together to create a supportive environment for the client-centred RAAM approach. From there, 
four essential elements—peer support, medical, administration, and counselling—are operational 
keys to success. Each of these aspects will be discussed in further detail in the next sections of 
this toolkit. 

Along with the traditional walk-in model, the Thunder Bay RAAM 
Clinic piloted the delivery of virtual care using the Digital Front 
Door model, which replicates the experience of an in-person visit. 

Click icon for 
hyperlink: 

https://www.theroyal.ca/news/royals-raam-clinic-has-new-digital-front-door-and-its-wide-open
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2. Supportive Foundation: Partnerships & Engagement

In order to create a supportive foundation that is conducive to building the 
required elements for an effective RAAM approach, meaningful 
collaboration—across a range of partners that reflect the communities 
being served—is crucial.  
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Collaborative partnerships are the foundation for a RAAM approach. 
Collaborative partnerships across Northwestern Ontario have helped to 
improve access and quality in our regional healthcare systems. Building 
relationships with partners that are representative of the needs of the region 
and the people living in those spaces is crucial to success. 

The Northwestern Ontario RAAM has been founded on a partnership approach. A range of 
partners representing multiple perspectives must be included early in any planning process to 
ensure that local plans incorporate the strengths, perspectives, contributions, and needs of the 
communities that will be served. By respecting diverse priorities and perspectives, partners can 
build trust and effective relationships among one another; it is these relationships that are 
necessary, especially in regions with limited resources, to effectively leverage existing 
strengths, resources, and capacities. This section will elaborate on three elements of 
collaboration which were key to the process undertaken for the Northwestern Ontario RAAM—
and which can also be applied to similar situations elsewhere: 

1) Geographical Reach

Regional Consultation and Engagement 

As noted, the regional RAAM partnership was established based on an innovative approach that 
was initiated in Thunder Bay and then expanded across Northwestern Ontario. The goal of the 
Northwest RAAM collaborators was to improve the delivery of RAAM services by integrating 
multi-service providers to deliver these services at coordinated locations. The regional 
approach has been guided by this prevailing question:  

How do we best respond to multi-service, multi-sector clients, and 
the need to provide low-barrier, client-centered, walk-in service, 
close to home? 
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The Regional RAAM Advisory Committee and Sub-committees [refer to Appendix A for detailed 
list of members and working groups] in Northwestern Ontario met regularly to discuss, consult, 
identify barriers, strengths, needs, and strategies. It is important to note that many of these 
discussions took place during the COVID-19 pandemic; as such, partners quickly adapted to 
working and communicating in a virtual environment. Google Jamboards helped to keep track 
of ideas during these virtual engagement sessions with regional partners.  

The word clouds below summarize the results of engagement; first, the challenges involved in 
working through a collaborative model—and then, the solutions that were raised to collectively 
overcome these challenges, by identifying benefits and opportunities: 
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Defining & Formalizing Clear Agreements Among Regional Partners 

As shown, the regional RAAM partnership has evolved from an innovative approach that was 
initiated in Thunder Bay in 2018—and then expanded using similar approaches across the 
northwest region. The map below [click to enlarge] shows all current formal and informal 
RAAM site partners who have participated in the current collaborative; this map is intended as 
a living document and the version below is current as of January 2022. 

The Thunder Bay RAAM Clinic was framed on a local agreement between seven agencies—
representing  service providers across a continuum of care, including acute care and community 
services. The accessibility to service at different locations in Thunder Bay has accommodated 
client-centred service delivery, providing access to community-based care or to more intensive 
residential support services based on the clients’ assessed level of need. Each partner agency 
serves a unique function along this continuum. 

As such, clearly defined Memorandums of Understanding have been essential to navigating 
roles within these partnerships. Delineating roles, responsibilities, and expectations through 
Memorandums of Understanding with Lead Agencies and Service Delivery Agencies are 
essential to formalizing collaborative work. In this region, agreements to execute the best 
comprehensive collaborative model of care have been founded on formal partnerships with 
organizations that include representation at all levels including frontline, management, and 
senior leadership, along with external funders. It is the formal agreements and informal flexing 
that have been the foundation for success in this area. Sample templates are provided in this 
toolkit for adaptation at other sites. 

RAAM Site Partners in 
Northwestern 
Ontario are shown 
here: 

Templates for 
Memorandums of 
Understanding are 
available here: 

MOU Example 1 MOU Example 2
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The Hub and Spoke Model To Mobilize Partnerships 

An important consideration for the regional RAAM approach has been to provide care close to 
home. Partners have recognized and emphasized that close-to-home care is always the most 
appropriate and least-costly way to deliver optimal services for clients. When applied across 
Northwestern Ontario then, this care is most likely to occur in a range of small, rural, and 
remote communities.  

These factors have driven the need for an innovative, collaborative solution for the north—one 
best-suited to community needs, geographic distances—taking into account the often limited 
or fragmented services available in smaller centres. Working as a multi-site collective, several 
(local) RAAM Clinics have the capacity to serve many clients across a vast geographical reach, 
through a ‘hub and spoke’ approach. The approach is based on a guiding principle to provide 
the best care to those who need it most. The diagram below depicts this model with Thunder 
Bay as a hub, supported by multiple RAAM sites across communities in the northwest region: 
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The hub and spoke model optimizes service delivery assets through a network consisting of an 
anchor establishment (hub) which offers a full array of services, complemented by secondary 
establishments (spokes) which offer more limited service arrays but is supported by the hub. 
Hub and spoke networks afford many benefits and can greatly support healthcare practitioners 
and organization in serving clients more efficiently across a continuum of care. 

Through partnership, many issues originally perceived as barriers become opportunities, and 
collectively, innovative solutions to regional challenges emerged: 

In creating a hub and spoke approach, regional partners discussed the 
impacts of serving a vast geographic region.  

The benefits were clear: the model has the capacity to reach more clients, 
connect with transient clients, and share best practices across many 
communities.  

These were paired with equally clear challenges: the sheer distance 
between sites, the costs and barriers associated with transportation, and 
access to technology and internet connectivity. 
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To further illustrate how the hub and spoke model distributes a continuum of RAAM services 
across the region, the following map [click to enlarge] shows the current RAAM partnerships, 
RAAM clinics, and shared resources, as of January 2022: 

Each partnering Northwest RAAM organization supports, and has access to, a wide network of 
resources, ranging from primary and acute care to addictions and mental health supports, as 
well as access to health and social services. Two documents have been compiled that reflect the 
Northwest RAAM continuum of care; these contain links to partner websites and other 
community resources: 

Two repositories 
containing links to 
community resources 
across the northwest are 
available here: Community 

Resources

Mental Health and 
Addictions 
Resources 

Mobile outreach is another alternative. It is a way for RAAM clinics to fill a void in the addiction 
treatment system by providing clients with immediate access to evidence-based addiction care. 
The outreach model supports clients with counseling, peer support and case management. To 
support the clients’ recovery, mobile outreach teams work with primary care clinics and 
community partners to build community capacity for addiction treatment. Supporting the 
community’s primary care providers and other healthcare clinicians with case-by-case 
consultations and education regarding best practices in addiction medicine improves client 
outcomes.  

A video is available here, 
which demonstrates the 
mobile RAAM approach at 
work in Kenora, Ontario:  

A map of RAAM 
clinics and partners 
across the 
Northwest is 
available here: 

https://www.youtube.com/watch?v=dvIHl4awcqg


22 

Standing Strong Together, Mashkowigaabowidaa 
A Toolkit for a Northwestern Ontario RAAM Approach 

2) Collaboration

Integrated Service Delivery between Multi-service, Multi-sectoral Service Providers 

Collaboration has enhanced the capacity to be responsive, trauma-informed, and fiscally-
responsible. Collectively, the RAAM partnership has developed agreements at various levels to 
support an integrated care model; memorandums of understanding; shared staffing model; 
and, an informed consent for sharing information between front line caregivers, organizational 
partners, and the broader system. Fostering cross-sector collaboration at all levels supports 
empowerment among partners and a shared investment in mobilizing a community response. 
The result is improved efficiencies for clients. Systems-navigation becomes easier for clients 
because care pathways to all organizations are activated—supporting empowerment and 
choice for the individuals who are engaged in services.  

Establishing clear lines of communication is an essential aspect to collaborative work with 
partnering organizations, in addition to the following:   

• Involving senior leaders across organizations to guide community implementation and
impact.

• Engaging managers from partnering agencies to meet regularly and prioritize actions to
ensure timely response.

• Ensuring pre- and post-clinic team rounds are conducted so that all team members have a
voice in collective care and to establish a holistic understanding of clients’ needs, roles,
expectations. This practice not only improves teamwork and communication, but also
supports the team’s adaptability and resilience, while building  skills and capacity.

Empowerment and choice are a priority for all RAAM clients. From the outset, when a client 
first enters a RAAM Clinic, they are provided with choice: in the services they receive, whether 

Successfully engaging across multi-service and multi-sectoral partners has been achieved by: 
• Involving people with lived experience at all levels of operation;
• Ensuring that decisions are made within a Northwestern Ontario cultural context and are

reflective of the populations being served;
• Engaging Indigenous communities and organizations in shared decision-making and

service provision; and,
• Adopting a clear communications plan and supporting it at all levels of decision-making.

Inherent in the plan is a practice where no information is passed between agencies
without all partners knowing.
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these are medical or non-medical, what organization they feel most comfortable with, and how 
their care will be respected and triaged in the community.  

As a collaborative, the Northwest RAAM ensures that operations are, and continue to be, 
reflective of the populations being served—so that service delivery and options for clients are 
respectful of cultural and historical contexts as well as gender and sexual diversities. These 
principles are discussed in more detail in Chapter 4. 

3) Principles for Meaningful Engagement

Supportive environments in which all voices are heard are crucial to developing relationships 
that will have the capacity to respond to potentially challenging issues and to collaboratively 
achieving strong outcomes.  

Engagement with Partner Agencies 

Collaboration is not achieved through a one-size-fits-all approach. Each partner agency offers a 
unique perspective and may have specific governance structures, engagement processes, or 
protocols that must be respected. The following key principles, adapted from Ontario’s 
Community Safety and Well-being Planning Framework12 can be considered when engaging 
with partners: 

12 Ministry of Community Safety and Correctional Services, Community safety and well-being planning framework: 
Booklet 3 (2021) 

Take time to build trust and 
understanding 

Have reasonable timelines 
and create safe spaces 
for engagement 

Know the history 

Understand the impact 
of lived experiences 

Be prepared for the 
conversation 

Engage early and often 

Identify shared priorities 
and objectives 

https://www.ontario.ca/document/community-safety-and-well-being-planning-framework-booklet-3-shared-commitment-ontario/appendix-d-engaging-indigenous-partners
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The Northwest RAAM operates from a client-centred approach. As such, representing the 
individuals and communities being served has been, and continues to be, critical to its success. 
Meaningfully supporting a diversity of voices has been crucial to developing the model for the 
northwest. Bringing together people at all levels—from front-line to community leaders—to 
support this work is essential.  

Supporting the needs of Indigenous communities is a critical element to RAAM development 
and implementation across the Northwest. By fostering partnerships that are representative of 
the communities in the region, the Northwest RAAM has been able to collectively develop and 
refine solutions that achieve project success while also addressing regional population health 
needs and social determinants of health. Through engagement sessions across the region, three 
factors were identified that must be integrated into RAAM models for northern areas: 

1. Embed Trauma-Informed Practices: By recognizing that addiction can be  a symptom
of trauma, all practices support client safety and choice, through a trauma-informed lens.

2. Provide Education and Training for All: Both clients and staff are involved in
community health.

3. Blend Medicine and Healing: To support health and well-being, there must be a
recognition that both medicine and healing are critical aspects to an individual’s care.

Principles for Engagement with People With Lived Experience 

One of the strengths of the Thunder Bay RAAM Clinic and the regional RAAM collaborative has 
been that community partners have the capacity to leverage strong existing networks. Each 
partner has a mandate to serve a range of needs and populations, with a focus on supporting 
marginalized populations and access for underserved individuals. Many bring specific expertise 
in engaging with people with lived experience. As a result, supporting peer networks together 
to inform the design, delivery, and implementation of relevant interventions is a collective 
strength that reduces barriers to accessing services. Partners collectively strive to meet local 
needs—and recognize the need to integrate ongoing process improvements into project plans 
resulting from partner, community, and client feedback. 

Often, marginalized individuals encounter harm within helping systems. Engaging people with 
lived experience of substance use and addiction in all aspects of service design and delivery is  
essential for ensuring there is equitable power and truly informed decision-making.  

In creating an evidence-informed RAAM approach, a number of resources are available to 
support meaningful and equitable involvement of people with lived experience (PWLE). Best 
practices and a range of supporting resources have been compiled by a number of groups 
across Canada that can be used to determine equitable ways to engage PWLE in planning for a 
RAAM clinic, including aspects such as: determining policies, allocating resources, providing 
ongoing feedback, and, involving people with lived experience in quality improvement 
processes.   
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Resources 

Links to some resources are provided below: 

Centre for Addic�on and Mental Health (CAMH): Fostering Meaningful 
Engagement of Persons with Lived Experience at the System-level includes a 
review of best-prac�ce frameworks that can be considered when developing 
service-user engagement strategies. 

Click icon

Click icon: 
Employing Peers: Policy Considera�ons for Ontario Opioid Harm Reduc�on 
Programs, Grishma Dabas, MA & Deborah Scharf, PhD CPsych, Department of 
Psychology, Lakehead University Peer Policies Review

Click icon: Canadian Associa�on of People Who Use Drugs, “See Us, Hear Us, Respect Us: 
Respec�ng the Exper�se of People Who Use Drugs” has informa�on about best 
prac�ces for hiring and reten�on of people who use substances. 

The Provincial System Support Program Equity & Engagement Team created a 
guide to equitable hiring for the Ontario Structured Psychotherapy (OSP) 
Program that provides guidelines for Diversity, Equity and Inclusion in Hiring and 
Onboarding that is useful for other mental health and addic�ons care contexts. 

Click icon: 

A Practical Guide to 
Equity, Diversity, 
and Inclusion in 

Hiring & Onboarding

Toronto’s InSight Committee uses the following questions to guide its work with service users.13 
Their work is also informed by ethical research principles compiled through the Assembly of 
First Nations 2009 document, Ethics in First Nations Research. 

Five questions to ask about engagement with service users: 

1. Were service users included at the planning stage?
2. Who does preliminary research to set up ground rules and context?
3. Who manages the budget and decides how funds are allotted?
4. When service users are engaged, do they shape day-to-day decisions and outcomes?
5. Are measures in place to assess and ensure accountability?

13 Devaney, J., Costa, L., and Raju, P. More than Paint Colours: Dialogue about Power and Process in Patient 
Engagement. (Toronto: The Empowerment Council, 2017). 

http://improvingsystems.ca/img/PWLE-Fostering-Meaningful-Engagement.pdf
https://zenodo.org/record/5514066#.Ya-lu9DMKUm
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Similarly, the Northwest RAAM adopts the following considerations for meaningful involvement 
of service users and PWLE in the design, delivery, and implementation of RAAM services: 

Best Practices For Meaningful Engagement 

• Clearly communicate the goals of the initiative or meeting. Outline responsibilities.
• Establish roles for PWLE that support equity in decision-making to avoid tokenism.
• Provide equitable financial compensation for contributions and expertise of PWLE.
• Create safe and inclusive spaces for all voices to be heard.
• Encourage all perspectives; be welcoming of critical reflections.
• Provide honest responses about what can and cannot be changed, and why
• Engage with diverse advisors who are reflective of the communities being served.
• Consider how health determinants—such as sex, gender, age, race, ethnicity,

socioeconomic status, ability, sexual orientation, migration status, and geography—
may contribute to differences in accessing services

RAAMs can emphasize opportunities for choice and connection within the parameters of 
services provided. Supporting choice, collaboration, and connection involves evaluating services 
and operations on an ongoing basis. Establishing mechanisms, such as advisory committees and 
focus groups, allow for diverse voices to be heard, resulting in true partnering and leveling of 
power imbalances between staff and clients. These mechanisms ensure there are meaningful 
opportunities for clients and people with lived experience to reflect on service delivery, advise 
on service design, and to give voice to service users’ rights and grievances—ultimately resulting 
in informed decision-making and optimal client experiences. 

At an organizational level, bringing equity, diversity, and inclusion into hiring practices—by 
supporting a diverse workforce with similar sociodemographic characteristics to the population 
served –are key components to providing equitable and culturally-safe care.14 Stigma within 
workplaces can be addressed by supporting a greater diversity of backgrounds. As such, hiring 
practices must seek to actively reduce barriers to employment for Indigenous peoples, African, 
Caribbean, and Black Canadians, people with lived experience of mental health and substance 
use challenges, people with disabilities, and 2SLGBTQ+ people. Equitable hiring, pay, and 
advancement practices are required. It is critical that all team members possess a solid 
understanding of client-centered care and anti-oppressive practice—and that training supports 
this on an ongoing basis.  

14 Hattum T & Blackman A. Advancing the Diversity of the Public Health Workplace: Why Diversity, Inclusion and 
Competencies Matter. National Council for Behavioral Health (2019) https://aahd.us/wp-
content/uploads/2019/10/NCBH-DiversityPHWorkforce_10232019slides.pdf  

file:///C:%5CUsers%5Ctiina%5CDropbox%20(Arbora)%5CProjects%5CNWCHC%5C2022-03%20RAAM%20Toolkit%5CFinal%20Edits%20&%20Final%20Copy%5CHattum%20T%20&%20Blackman%20A.%20Advancing%20the%20Diversity%20of%20the%20Public%20Health%20Workplace:%20Why%20Diversity,%20Inclusion%20and%20Competencies%20Matter.%20National%20Council%20for%20Behavioral%20Health%20(2019
file:///C:%5CUsers%5Ctiina%5CDropbox%20(Arbora)%5CProjects%5CNWCHC%5C2022-03%20RAAM%20Toolkit%5CFinal%20Edits%20&%20Final%20Copy%5CHattum%20T%20&%20Blackman%20A.%20Advancing%20the%20Diversity%20of%20the%20Public%20Health%20Workplace:%20Why%20Diversity,%20Inclusion%20and%20Competencies%20Matter.%20National%20Council%20for%20Behavioral%20Health%20(2019
https://aahd.us/wp-content/uploads/2019/10/NCBH-DiversityPHWorkforce_10232019slides.pdf
https://aahd.us/wp-content/uploads/2019/10/NCBH-DiversityPHWorkforce_10232019slides.pdf
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3. Supportive Environment: Safety

RAAM Clinics encourage opportunities for working collaboratively with 
people of all ages, genders, and cultures. While collaborative partnerships 
create a supportive foundation, safe and equitable spaces create the 
supportive environment from which to build strong and trusting 
relationships and to foster engagement and healing for all individuals. 
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Safety is of critical importance to the functioning of RAAM Clinics. 

Client-centred care is a principle for the Northwest. However, in terms of safety, 
this isn’t just about finding the best techniques to help each individual. Equally 
important to a client-centred model is fostering safety within organizations and 
at systems-levels. As such, safety is also about keeping the systems in which 
the RAAM Clinics operate safe.  

RAAM Clinics call for greater sensitivity and deeper understanding of the impact of trauma and 
the impact of addiction and addiction care: a system that appreciates all levels of impact and 
responds to all levels of impact.  

Physical, emotional, spiritual, and cultural safety are important aspects to RAAM Clinics and 
trauma-informed practice. These aspects of safety are necessary for building strong and 
trusting relationships and for supporting service engagement and healing. Developing safety 
within RAAM services requires an awareness of secondary traumatic stress, vicarious trauma, 
and self-care for all levels of staff and leadership. Organizational operations and decisions are 
conducted with transparency and the goal of building and maintaining trust among staff, 
clients, and family members of those receiving services. 

This section will illustrate five aspects of safety—and specifically how these aspects impact 
service delivery, clients’ experiences, and supports required from practitioners in RAAM Clinics: 
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1) Trauma-Informed Environment

The provision of trauma-informed care is a recognition of the impact of trauma on individuals’ 
lives, and this care is guided by actively encouraging the participation and involvement of 
people with lived experience in the design, implementation, and evaluation of services.  

Engagement and input from clients, peers, and family members makes it possible to gather 
critical feedback that increases choices for clients. Integration of peer support can be 
instrumental in creating safety and choices for clients. These are keys to the service delivery 
approach and supportive for building trust, establishing safety, and empowerment. 

View the  RAAM Clinic 
Guide for thriving in 
trauma-exposed 
environments: 

A guide for thriving 
in trauma-exposed 

environments 

Historical Awareness and an Anti-oppressive Approach 

By offering gender-responsive services, leveraging healing through traditional cultural 
connections, and recognizing and addressing historical trauma, RAAM models have an 
opportunity to actively move away from traumatizing practices that are framed on stigma, 
cultural stereotypes, and biases based on race, ethnicity, sexual orientation, age and 
geography.  

In supporting a trauma-informed and anti-oppressive approach, RAAM providers play an 
instrumental role in understanding that trauma may be linked to colonization, historical events, 
war, targeted violence, and/or experiencing racism, homophobia, ableism, and other forms of 
oppression. As such, RAAM services that are trauma-informed must be culturally safe, anti-
racist, anti-oppressive and must support various forms of healing. All RAAM providers must play 
an active role in supporting trauma-informed practice and providing care from a trauma-
informed lens. 

The Smithsonian has compiled a number of resources through its Talking about Race series; 
these offer opportunities to reflect on individual, interpersonal, institutional, and structural 
racism: Being Antiracist | National Museum of African American History and Culture  

https://nmaahc.si.edu/learn/talking-about-race/topics/being-antiracist
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2) Cultural Safety

Culturally-safe care improves health outcomes, increases respect and mutual understanding 
with clients, and increases participation from the local community.15  Anishnawbe Health 
Toronto’s work shows that a harmonized western and traditional care model is the most 
efficacious—with 78% of participating clients remaining in treatment after one year, compared 
to an overall provincial average of 50%.16  

The terms cultural safety and cultural competency are often used interchangeably; however, 
there are important differences. Whereas cultural competency focuses on the ability of 
providers to adapt their approach to suit clients with different backgrounds, cultural safety goes 
a step further to incorporate understanding of power differentials present in society and the 
healthcare system and institutional discrimination.17 

By providing a culturally-safe health care environment, practitioners create spaces in which 
clients from all backgrounds can feel safe, respected, and empowered. Cultural safety places 
emphasis on the process of reflection; providers reflect on their positions in society, their 
beliefs and biases, the power differentials inherent in the provider-client relationship, and how 
these factors impact therapeutic relationships with clients.18 Providers must also examine how 
they can use their relative power and influence to advocate for change on behalf of 
marginalized clients.  

The following recommendations from the Health Policy Institute19 support healthcare 
organizations in the delivery of culturally-safe care: 

15 Health Research & Educational Trust (2013) 
16 Wynne et al., Anishnawbe Health Toronto (2018) 
17 Mathias et al. (2018) 
18 Lindsay, S., Anishnawbe Health Toronto (2019) 
19 Health Policy Institute (n.d.) 

• Access to interpretation services
• Culturally diverse staff that reflect the composition of the client population
• Access to cultural safety training
• Coordination with traditional healers and intercultural centres
• Utilization of community health worker services
• Incorporation of culture-specific attitudes and values into health promotion tools
• Inclusion of family and community members in health care decision-making if desired by the client
• Locating clinics in geographic areas that are easily accessible to vulnerable populations
• Expanding hours of operation
• Ensuring resources are offered at an acceptable literacy level for clients

https://www.aha.org/system/files/hpoe/Reports-HPOE/becoming-culturally-competent-health-care-organization.PDF
http://www.metaphi.ca/events/conferences/
https://phprimer.afmc.ca/en/part-i/chapter-3/
http://www.metaphi.ca/events/conferences/
https://hpi.georgetown.edu/cultural/
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In order to support culturally-safe care through RAAM Clinics, all partners, practitioners, and 
front-line workers must reflect on these aspects in the provision of optimal care. Organizations 
can support cultural-safety and cultural competency through training. Moreover, the provision 
of cultural competency training for all health care professionals is a call to action by the Truth 
and Reconciliation Commission of Canada—and is thus an essential commitment to be 
undertaken by all Canadian organizations.20 

Critically, cultural safety is defined by the client, not the provider or the provider’s institution; 
thus, cultural safety cannot be established without the input and guidance of the people that 
organizations intend to serve. Clients must be consulted regarding their needs, perceived 
barriers, and acceptability of the services offered—and practices to support consult on an 
ongoing basis must be considered in planning, design, and implementation of services.21 

Resources to Support Cultural-Safety in Healthcare 

Indigenous Cultural Safety Training – Online 
Indigenous Primary Healthcare Council’s Foundations of Indigenous 
Cultural Safety is an online training for individuals working in the health 
care system. This training takes approximately three hours to complete. 
The course is designed to promote a combination of cultural competency 
education and training in cultural safety so that participants understand 
historical and cultural knowledge as it applies to health settings. The 
information and curriculum are accompanied by tools, resources, 
assessments, and checklists; it supports organizations in being better 
equipped to respond and provide safer and more equitable care for 
Indigenous clients. 

Click icon

Project ECHO 
Ontario First Nations, Inuit, and Métis Wellness ECHO: 
Project Extension for Community Healthcare Outcomes (ECHO), Ontario 
First Nations, Inuit and Métis Wellness program promotes an integrated 
approach to health and wellness that values medical and Indigenous ways 
of knowing. ECHO provides an online community of practice that addresses 
mental and physical wellness from the perspective of wholism and 
supports Ontario care providers in their support of First Nations, Inuit, and 
Métis clients. 

Click icon: 

20 Truth and Reconciliation Commission of Canada: Calls to Action (2015) 
21 Curtis et al. (2019) 

https://www.iphcc.ca/ontario-ics-program/
https://camh.echoontario.ca/programs-fnim/
https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Calls_to_Action_English2.pdf
https://equityhealthj.biomedcentral.com/articles/10.1186/s12939-019-1082-3
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3) Welcoming Environment

A welcoming environment is an element that supports a client-centred model of care. A client’s 
first visit to the RAAM Clinic often informs their continuum of care; as such, a strong focus 
should be placed on establishing a safe and supportive environment. 

It is essential that RAAM values and a code of conduct are developed to inform all interactions 
between staff and clients. Further, training must be provided for staff, so that important 
interactions, such as greetings during client intake and registration, reinforce the RAAM clinic as 
a safe environment. 

Strategies & Considerations For Creating Safe And Welcoming Client Intake Process 

The following strategies, adapted from META:PHI (Strategies for brief counselling and support 
for patients with SUD in a RAAM clinic) can be integrated into policies and practices to create 
supportive intake and registration processes that foster positive interactions and reflect safety 
between clients and staff.22 

META:PHI reinforces in the above-noted resource that creating positive interactions and 
therapeutic rapport with clients has a significant positive influence not only on the outcomes of 
the initial visit but on the success of future visits and motivation for follow-up care. 

22 META:PHI, Women’s College Hospital (2019) Strategies for brief counselling and support for patients with a SUD 
in a RAAM Clinic 

• Understand that many clients may experience feelings of shame and guilt regarding
substance use disorders; recognize how these feeling may impact their self-esteem,
self-confidence, anxiety, or stress.

• Establish and implement practices that maintain clients’ confidentiality. If clients
register at a desk that also handles registration for other clinics, cue registration staff
on ways to respect confidentiality. Instruct staff to be mindful when they ask clients
why they are there, which clinic they are going to, or which doctor they are seeing.

• Establish a clear procedure for clients presenting without a health card.

• Ensure that front desk staff are trained in supporting and directing clients
appropriately when there are concerns about wait times or if medical issues arise in
the waiting area.

• Establish a clear, consistent procedure for clients who arrive outside of RAAM hours.

https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
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Considerations for Establishing Welcoming Waiting Areas 

The physical design of the RAAM Clinic waiting area can foster a safe and supportive 
environment for clients. This space often offers RAAM staff with the first opportunity to directly 
interact with clients—and also to make information and resources accessible.   

The following logistical aspects and elements of physical design can be considered when 
establishing the waiting area and in supporting welcoming interactions with clients:  

• Ensure clinic entrances and waiting areas respect clients’ privacy and confidentiality.
Consider separate entrances and service areas along with private waiting and discreet
meeting spaces, if possible.

• Establish a practice for Reception staff or Peer Support Workers to greet each client
individually when they enter.

• Support engagement by making peers available to talk with clients.
• Display client art or other features that visually support engagement and ownership.
• Provide basic needs and  harm reduction supplies (e.g., snacks, drinks, hats, mitts,

sunscreen, menstrual products, condoms, harm reduction kits, Naloxone) in easily
accessible areas.

• Make the space welcoming for people with children, by providing toys, stickers, snacks, or
books for children.

• Make community resources and information (e.g., pamphlets, cards, posters, “where to get
food”, bus schedules, etc.) in a visible and easily accessible area.

• Screen all resources posted in the Clinic to ensure they are reflective of the clients being
served as well as the values of the RAAM. Resources should support all genders and cultures
and be inclusive of 2SLGBTQ+ communities.

• Provide resources in visually accessible prints and formats; make resources  available in
locations that are physically-accessible for all clients.
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4) Reducing Barriers

RAAM Clinics are intentionally low-barrier for the purpose of providing immediate access and care, 
without the need for appointments or medical referrals. RAAM Clinic staff share with clients all 
possible substance use management strategies including medications and psychosocial 
interventions to support a holistic approach.  

The model is very flexible and can be adjusted to suit a variety of contexts. The following 
approaches help to reduce barriers and incentivize recovery for clients: 

Low-Barrier 
Clients with substance use disorders often struggle with complex health and social challenges. RAAM clinics 
are open to anyone who is seeking support in addressing their substance use. 
Walk-in 
RAAM Clinics are available without referrals or booked appointments. Clients are seen on a walk-in basis 
during specified hours. The walk-in model gives clients the flexibility to attend when they are able to, 
without the pressure of having to make and keep a scheduled appointment 
Client-centered 
There is no single approach to substance use disorder treatment; different types of care work for different 
clients. The RAAM Clinic model is intended to give each client a voice in their own care, allowing each 
individual to set their own goals and co-develop a treatment plan with the clinician. The role of the clinician 
is to provide a range of options (including harm reduction advice, counselling, and referrals to psychosocial 
treatments) and help each client decide what would work best for them. When clients are stable, they are 
transferred to a primary care or addictions care provider for long-term management. 
Access to Transportation 
Providing transportation (e.g., bus passes, taxi vouchers, rides from outreach teams) supports clients’ 
access. Availability will vary by community—especially in small, rural locations where options (such as bus 
service) may be limited or lacking. Recognize personal and community barriers.  When planning for options 
in rural or remote regions, consider the impacts (both on clients and budgets) of travelling across vast 
geographic areas.
Access to Child Care 
Childcare is a significant barrier for many clients. Consider a child-friendly environment that allows clients to 
attend their appointments privately along with the support of childcare. 
Levels of Intoxication 
Consider the level of intoxication when clients present for care. Provide each client with options that best 
allow them to meet their personal goals. Optimal timing of the RAAM visit may need to be considered. For 
example, some clients may prefer to visit the RAAM at the time of day that is most conducive for personal 
success—both in attending RAAM and in making decisions that align with goals. 

Access to Food & Basic Needs 
Consider offering snacks or small emergency food bags on-site. In addition, connect clients who may be 
facing food insecurity with other resources, such as community food hampers. These options support clients 
in being present while at the RAAM and address other determinants of health. 
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5) Harm Reduction

According to the Thunder Bay Drug Strategy, “harm reduction refers to non-judgmental, 
person-centered interventions, including programs and policies, which aim to reduce the 
adverse health, social, and economic consequences that may arise from the use of legal and 
illegal substances, and can include (but does not require) abstinence. It is widely accepted by 
many groups, including the World Health Organization and Canadian Centre on Substance 
Abuse, as an evidence-based approach to addressing substance related harms.”23 

The Thunder Bay Drug 
Strategy’s Fact Sheet, Myths 
& Facts About Harm 
Reduction, is available here:  

It is important to recognize that many clients will not return to a RAAM clinic after their first 
visit; every session with a client should be as impactful as possible. Providing each client with 
harm reduction education, supports, and tools for safer drug use increases the impact of the 
session—even if the clients does not return to the clinic. 

A variety of resources and 
harm reduction tip sheets are 
available here: 

Provide Harm Reduction 
Interventions and Advice

23 Thunder Bay Drug Strategy - Drug Awareness Committee. (n.d.). Recovery in focus – myths and facts about harm 
reduction. 

https://www.thunderbay.ca/en/city-hall/resources/Documents/ThunderBayDrugStrategy/Recovery-In-Focus-Fact-Sheet-Harm-Reduction.pdf
https://www.thunderbay.ca/en/city-hall/resources/Documents/ThunderBayDrugStrategy/Recovery-In-Focus-Fact-Sheet-Harm-Reduction.pdf
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For more harm reduction resources that were compiled by the Northern Addictions Task Team, a 
sub-group of the MHA Pandemic Response Committee of the OH North Pandemic Regional Steering 
Committee, visit the Evidence Exchange Network for Mental Health and Addictions website. 

Shkaabe Makwa Harm Reduction Webinar Series 

Shkaabe Makwa collaborates with many programs across Centre for Addiction and Mental 
Health (CAMH)  to develop and deliver training, implement system initiatives, coordinate 
knowledge exchange events and webinars, support Virtual Care services, provide resources for 
research projects, and lead Indigenous engagement for CAMH programs and initiatives.  

Shkaabe Makwa plays a key role in connecting with First Nations, Inuit and Métis communities 
and service providers across Ontario with a focus on: building relationships and collaborative 
partnerships; providing training to support workforce development; advancing culturally 
relevant systems initiatives; and improving practice through research and knowledge exchange. 

The Shkaabe Makwa webinar series, Âciwina Mayitotakowin – “They Lessen Harm”, is 
intended for Indigenous direct service providers, with a focus on health, education, and harm 
reduction. Topics include:  
• Integrating Culture into Opioid-Related Harm Reduction Programs
• Opioid Management in the time of Fentanyl
• Indigenous Knowledge and Culture are an Important Foundation to Harm Reduction
• Land-Based Healing: A Harm Reduction Approach to Addressing Substance Misuse and

Trauma
• Managed Alcohol Program: Meeting People Where They Are At
• Indigenizing Harm Reduction

Contact Shkaabe Makwa for 
program information and 
link to the full webinar series 

Email 
shkaabemakwa@camh.ca 
Training and Webinars 
https://www.camh.ca/en/driving-
change/shkaabe-makwa/training 

https://www.eenetconnect.ca/topic/safer-substance-use-for-the-north-communications-toolkit-for-mental-health-and-addictions-service-providers
https://www.camh.ca/en/driving-change/shkaabe-makwa/training
https://www.camh.ca/en/driving-change/shkaabe-makwa/training
https://www.camh.ca/en/driving-change/shkaabe-makwa/training
https://www.camh.ca/en/driving-change/shkaabe-makwa/training
https://www.camh.ca/en/driving-change/shkaabe-makwa/training
mailto:shkaabemakwa@camh.ca
https://www.camh.ca/en/driving-change/shkaabe-makwa/training
https://www.camh.ca/en/driving-change/shkaabe-makwa/training
https://www.camh.ca/en/driving-change/shkaabe-makwa
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4. Essential Elements of a Northwestern RAAM

The RAAM model is one that is fluid: it adapts to emerging needs and 
constantly challenges our understanding of the physical spaces and 
operations in relation to the clients and the communities in which we 
collectively operate.  
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The essential elements of a Northwestern RAAM have been defined through 
experience and collaboration and are framed on evidence-base practices—as 
such, the model can be effectively applied to other northern contexts.  

Yet, RAAM models are by their nature fluid and constantly challenging the way 
we understand the RAAM Clinic in relationship to the clients and to the 
communities in which they operate.  

The principles discussed so far—collaborative partnerships, engagement, and fostering safe 
environments—are aspects that support RAAM operations. This section discusses four essential 
operational elements that have been key to the successful design and implementation of the 
Northwestern RAAM to-date—with an acknowledgement that these aspects will evolve and 
change over time, just as the clinics, models, partners, and needs of service users will evolve. 
Best practices are noted throughout, and experiences from the Thunder Bay RAAM Clinic and 
its collaborators have been used to add detail and context to these elements. 
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1) Administration

RAAM Clinics are not administered through a singular technique or particular checklist. 
Administration requires constant attention, caring awareness, sensitivity—and often a culture-
shift at an organization- and community-level. Ongoing internal and external assessment and 
quality improvement as well as engagement with community stakeholders will help to embed 
localized needs within the principles and guidelines for RAAM services.  

a. Policies and Procedures for Administration

Together, policies and procedures provide a roadmap for day-to-day operations for RAAM 
Clinics and collectives. They provide a framework for compliance with laws and regulations, 
support guidance for decision-making, and help to streamline internal processes. 

The following resources provide some considerations that can guide the development of RAAM 
Clinic policies and procedures. Please note that this is not an exhaustive list of all policies and 
procedures that may be required; it is the intention that these samples will be used as a guide 
and will be adapted accordingly to suit each organization, context, or service.  

Click to access administrative 
documents: 

Administrative 
Documents 
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b. Data Collection

Creating Data Collection Systems

RAAMs are evidence-informed. Using local data to supplement other evidence is integral to 
informed decision-making and to the development of strategic approaches to client care in 
RAAM Clinics. Local data build the capacity of a RAAM to work with and report to partners and 
funders. Building the capacity to collect data early in the design and development the 
functioning of the RAAM supports longer-term needs, for example, in demonstrating 
collaborative successes or supporting expansions of programs or clinics.  

Data will support the implementation of evidence-based practices, identify challenges and 
efficiencies, and improve program services and client care. Three clusters of data support 
different types of decision-making that are essential to service delivery: 

• Performance Indicators for the Clinic are aspects that support overall RAAM operations
(e.g., number of visits, wait-times, number/type of referrals, number/type of education
sessions provided).

• Performance Indicators for the Practitioner are aspects related to care, by providers
(nurses, prescribers, counsellors), such as  substances of concern and unique visits.

• Client Demographics are aspects of the population being served (e.g. insurance coverages,
socio economic status, cultural demographics).

Integrating this variety of data into the back-end of electronic systems streamlines the ability to 
pull  information and reports effectively and efficiently on an ongoing basis. 

List of indicators 
for three types 
of clinic data are 
available here: Data Collection 

and Reporting

OPOC-MHA 

The Provincial System Support Program at the Centre for Addiction and Mental Health (CAMH) 
developed and validated the Ontario Perception of Care Tool for Mental Health and Addictions 
(OPOC-MHA). This evidence-based tool standardizes how substance use, mental health, and 
concurrent disorder services collect feedback regarding client perception of care—which can be 
used to make valuable service improvements.  

The OPOC-MHA survey meets the need for a standardized perception of care tool for informing, 
monitoring, and evaluating quality improvements and provides a consistent way to gather 
client feedback in both community and hospital settings. This brings the client voice forward as 
a source of evidence to support the program, agency, and system quality improvement efforts.  

The OPOC-MHA 
survey can be 
found here: 

http://www.opoc.ca/ 

https://www.opoc.ca/
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 WHODAS 2.0 

The World Health Organization Disability Assessment Schedule (WHODAS 2.0) is a generic 
assessment instrument developed by the World Health Organization (WHO) to provide a 
standardized method for measuring health and disability across cultures. It was developed from 
a comprehensive set of International Classification of Functioning, Disability and Health (ICF) 
items that are sufficiently reliable and sensitive to measure the difference made by a given 
intervention. This is achieved by assessing the same individual before and after the 
intervention. A series of systematic field studies was used to determine the schedule’s cross-
cultural applicability, reliability, and validity, as well as its utility in health services research. 
WHODAS 2.0 was found to be useful for assessing health and disability levels in the general 
population through surveys and for measuring the clinical effectiveness and productivity gains 
from interventions. 

WHODAS 2.0- 12 Item Version: This questionnaire asks about difficulties due to health 
conditions. Health conditions include diseases or illnesses, other health problems that may be 
short or long lasting, injuries, mental or emotional problems, and problems with alcohol or 
drugs.  

The manual is 
available here: 

https://www.who.int/publications/i/item/measuring-health-and-
disability-manual-for-who-disability-assessment-schedule-(-whodas-2.0) 

Measuring Client Satisfaction & Experiences 

As discussed throughout this toolkit, gathering feedback from peers, families, and service users 
is essential to effective design, delivery, and implementation of RAAM services. RAAM 
operations must be equipped with appropriate and effective resources to support the 
measurement of clients’ experiences on an ongoing basis; collecting data/feedback directly 
from clients (e.g., through surveys) and regularly analyzing these data will support an 
understanding of client needs and the capacity to improve the quality of clients’ experiences.  

Depending on the nature of the RAAM model and its partnership structure with collaborators, a 
number of data collection mechanisms may be required. Each partner may have specific 
requirements at the organizational level; as such, some types of data may need to be collected 
independently of other partners. However, it is important to also establish mechanisms that 
support collection or collation of data across the partners or regions—so that the collective as a 
whole can be assessed. Ongoing efforts to refresh and enhance the client experience is critical 
to the success of individual partners as well as to the RAAM partnership as a whole. 

Examples of client 
satisfaction surveys: 

RAAM/Opioid 
Prescribing Program 

Client Satisfaction 
Survey

https://www.who.int/publications/i/item/measuring-health-and-disability-manual-for-who-disability-assessment-schedule-(-whodas-2.0)
https://www.who.int/publications/i/item/measuring-health-and-disability-manual-for-who-disability-assessment-schedule-(-whodas-2.0)


42 

Standing Strong Together, Mashkowigaabowidaa 
A Toolkit for a Northwestern Ontario RAAM Approach 

2) Medical

a. Physician Engagement

Addiction Medicine is still a relatively new specialty; thus, engaging physicians as collaborative 
members of the RAAM’s supportive team and providing ongoing opportunities for learning and 
knowledge sharing among the team are essential. Offering a variety of education and 
mentorship opportunities can raise awareness of the benefit that Addiction Medicine has on 
clients’ lives and on positive health outcomes. 

Providing meaningful leadership opportunities for physicians in Addictions Medicine will foster 
engagement—which in turn enhances not only the quality of care that a RAAM clinic can 
provide, but also on the impact and capacity of the RAAM within the community.   

In northern, rural, and remote areas where access to specialists and resources may be limited, 
the following considerations can be applied to build capacity among physicians and the RAAM 
team, and also to raise the profile of RAAM models of care: 

1. Support RAAM Champions: Engaging a local or regional physician as a champion can
facilitate support for the RAAM through direct clinical care, or through shadowing or
mentoring experiences for other MDs entering this field.

2. Initiate or Engage with a Community of Practice: Initiating a community of practice (or
engaging with an existing one) is a good way for clinicians to meet colleagues and support
each other in this work. Share information regarding existing networks and communities of
practice with local physicians.
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3. Host Lunch-and-Learn Events: Knowledge-sharing sessions, such as lunch-and-learns, are
opportunities for RAAMs to build capacity among participants and for physicians to educate
and recruit other practitioners to addiction medicine. Hosting brief, topic-specific sessions
supports skill- and knowledge-building for professionals who may have time constraints or
scheduling limitations.

4. Connect with Professional Groups: Physician professional groups such as the College of
Family Physicians of Canada (CFPC) has a Member Interest Groups (MIG) that links CFPC
members across Canada who have similar practice interests to foster professional peer
connections and to explore/address issues that affect family medicine. The CFPC Addiction
Medicine group can be accessed here: https://www.cfpc.ca/en/member-services/member-
interest-groups-section.

5. Engage with META:PHI: The META:PHI group (metaphi.com) has many resources that
support physician-delivered care.

6. Connect with Local Educational Institutions: Consider fostering a formal relationship with a
local or regional medical school. Building connections and opportunities for the RAAM to
engage with learners builds awareness for addiction medicine—while also creating
potential pathways for future physicians to aspire to practice in northern areas or RAAMs.

7. Support Incentives: By offering flexible funding models that support physician engagement
within a collaborative team, RAAMs and partner organizations may be more likely to attract
and retain health care providers in rural and northern areas.

These resources provide 
guides for RAAMs regarding 
remuneration models for 
physician services: 

Family Physician 
Remuneration for 

Substance Use 
Disorders Care 

How to support your 
RAAM clinic with 
Physician services

b. Medical Policies and Procedures

Policies and procedures are essential for RAAM Clinics. Together, policies and procedures 
provide a roadmap for day-to-day operations and streamline internal processes—providing 
direction and consistency, outlining aspects necessary for compliance with laws and 
regulations, guidance for decision-making as well as practices for staff and client safety.  

The following elements of medical policies and procedures are provided to guide RAAM Clinics 
in the creation of a unique set of medical policy and procedures. It is important to note that 
each organization or Clinic must review and adapt these documents to the local context and 
unique service. 

https://www.cfpc.ca/en/member-services/member-interest-groups-section
https://www.cfpc.ca/en/member-services/member-interest-groups-section
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Medical policies and 
procedures drafts are 
available here: 

Clinical Policies, 
Procedures, Forms and 

Medical Directives

c. Pharmacotherapy

Pharmacotherapy can be an overwhelming topic for clients. RAAM teams can be supportive by 
creating a rapport with clients and an environment where clients feel they can speak freely, ask 
questions, and seek information to help them make informed decisions.   

When prescribing addiction medicine, it is important to educate clients about intended uses 
and the possible or expected side effects of medicines—to help clients determine whether a 
medication is working appropriately and to identify undesired side effects that may require 
intervention. 

Educating Clients About Pharmacotherapy 
The following tables summarize information that has been extracted from the 2019 META:PHI 
resource, Strategies for brief counselling and support for patients with SUD in a RAAM clinic.24 

The roles of AUD medications, buprenorphine/naloxone, and methadone are summarized 
below, along with criteria for giving take-home naloxone. Further information is available from 
the above-noted META:PHI document. 

Role of AUD Medications 

• Taking a medication for AUD helps with physical cravings for alcohol, making clients more
able to focus on their counselling and recovery.

MEDICATION What it does Contraindications Side Effects 

Naltrexone 

• Reduces euphoric effects of
drinking

• Clients do not need to be
abstinent before starting

• Taking opioids
• Liver failure (caution

with dysfunction or
disease)

• GI upset
• Elevated liver

enzymes
(reversible)

24 META:PHI, Women’s College Hospital. (2019). Strategies for brief counselling and support for patients with a 
SUD in a RAAM clinic. 

https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
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Acamprosate 

• Reduces post-acute withdrawal
symptoms

• Clients should be abstinent for
3-4 days before starting

• Serious renal disease
• Pregnancy

• GI upset
• Nervousness

Disulfiram 

• Causes toxic reaction to alcohol 
(effects can be severe and, in 
very rare cases, fatal) 

• Clients must be abstinent for at
least 2 days before starting 

• Best outcomes when taken
under supervision of partner, 
pharmacist, or sponsor 

• Elderly 
• Cardiac disease 
• Liver dysfunction,

disease or failure
• Psychosis 
• Cognitive dysfunction
• Pregnancy

• Hepatitis
• Neuropathy
• Depression
• Psychosis

Role of Buprenorphine/Naloxone 

• Buprenorphine/naloxone relieves opioid cravings for a full 24 hours without causing
euphoria.

• Buprenorphine is a partial opioid agonist with a long duration of action and a ceiling
effect.

• Binds very tightly to opioid receptors
• Displaces other opioids (displacement of fentanyl is lower and less complete)
• Doses beyond 24–32 mg do not have any additional effects.
• Much less likely to cause overdose than methadone or other potent opioids
• It is taken as a sublingual tablet (dissolves under the tongue).

Role of Methadone 

• Methadone is considered a second line option for OAT after Buprenorphine/Naloxone.
• Often required for those with high opioid tolerance which is commonly seen in people

who use fentanyl
• Methadone is more likely to cause overdose if taken inappropriately, as compared to

Buprenorphine/Naloxone.
• Training is recommended for methadone prescribing. Practitioners should contact their

professional college prior to taking on prescribing.
• Not all pharmacies will dispense methadone.
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Criteria for Giving Take-home Naloxone 

 Not on methadone or buprenorphine/naloxone, on these medications but started in the
past two weeks, or on these medications but continuing to use substances

 On high-dose opioids for chronic pain
 Treated for overdose (or reports a past overdose)
 Injects, crushes, smokes, or snorts potent opioids (fentanyl, morphine, hydromorphone,

oxycodone)
 Buys methadone or other opioids from the street
 Recently discharged from an abstinence-based treatment program, detox, hospital, or

prison
 Uses opioids with benzodiazepines and/or alcohol

d. Best Practices

Staffing Best Practices:

Clinical staff should include at least one physician or nurse practitioner who is able to prescribe 
buprenorphine and anti-craving medications as well as one counsellor, case manager, or nurse 
who can provide assessment and brief counselling interventions and time-limited case 
management. Clinical staff must be trained in administering of buprenorphine, methadone, and 
naloxone. 

Rationale: An inter-professional team approach meets a range of medical and 
psychosocial needs. Clinicians will provide medication-assisted treatment along with 
counselling, case management, and links to community services.  

Management of Alcohol Use Disorder Best Practice: 

In the management of alcohol use disorders, the RAAM physician or nurse practitioner will offer 
anti-craving medications such as naltrexone or acamprosate on the first visit when indicated. 
The physician will manage mild to moderate alcohol withdrawal on site with lorazepam or 
diazepam when it is safe to do so; clients in more severe alcohol withdrawal will be referred to 
the emergency department.  

Rationale: The current view in many psychosocial and primary care settings is that 
alcohol use disorder is entirely a psychological disorder despite strong evidence that 
anti-craving medications reduce alcohol use and decrease ED visits and hospitalizations. 
Mild to moderate withdrawal does not necessarily require an ED visit; in many cases it 
can be managed in the office with a follow up visit at the RAAM within a day or two.  

Management of Opioid Use Disorder Best Practice: 

On the initial visit, the RAAM physician or nurse practitioner  will prescribe 
buprenorphine/naloxone if indicated and will provide information regarding take-home 
naloxone and overdose prevention strategies. Methadone may be an appropriate alternative to 
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buprenorphine/naloxone for some clients; however, as noted, methadone prescribing requires 
an appropriately-trained prescriber on-staff. If methadone is the required treatment and RAAM 
staff are unable to facilitate this, the Clinic may be able to work with local methadone providers 
to ensure that clients have this option.   

Rationale: The care provided will be flexible and client-centered. The frequency of 
follow-up visits and urine drug screens will be based on clinical need and will take into 
account the client’s resources and work and family responsibilities. Clinical visits will 
address the client’s use of opioids and other substances, necessary medication 
adjustments, and their daily mood and functioning.   

Clinical Best Practices in Addiction 
Medicine, A Guide for RAAM Clinicians; 
Mentoring, Education and Clinical 
Tools for Addiction: Primary Care-
Hospital Integration 

Clinical Best Practices 
in Addiction Medicine 

e. Medical Resources

The META:PHI website has an abundance of resources and tools to assist RAAM care providers;
key resources, available through META:PHI are listed in the table below.

Provider Resources 

• Strategies for brief counselling and support for patients with SUD in a RAAM clinic
• Clinical best practices in addiction medicine: A guide for RAAM clinicians
• Buprenorphine/naloxone microdosing guide
• A guide to the use of depot buprenorphine
• Methadone treatment for clients who use fentanyl: Plain language summary
• Methadone treatment for people who use fentanyl: Recommendations
• Primary Care Management of Substance Use

Point-of-Care Tools 

• Opioid manager
• Pre-Printed Orders for Opioid Withdrawal
• Pre-Printed Orders for Alcohol Withdrawal
• Clinical Opioid Withdrawal Scale (COWS)
• Clinical Institute Withdrawal Assessment for Alcohol, Revised (CIWA-r) Scale

Listserv 

• The META:PHI Listserv is an active online community of about 1000 doctors, nurses,
counsellors, and administrators in Ontario and across Canada. It is a discussion forum for
addiction-related questions, cases, articles, and policies.

http://www.metaphi.ca/
http://www.metaphi.ca/provider-resources/
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
http://www.metaphi.ca/provider-resources/point-of-care-tools/
http://www.metaphi.ca/provider-resources/listserv/
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3) Counselling

Counselling is critical in early recovery. The goals of counselling are to: 

• Provide encouragement and impart a sense of hope;
• Address feelings of guilt and shame that commonly accompany addiction;
• Educate clients about cognitive strategies for coping with cravings;
• Give practical guidance regarding relationships, housing, and finances; and,
• Encourage clients to make use of community resources as required, such as self-help groups

or mental health services.

The RAAM counsellor is an integral member of the interdisciplinary team—working  
collaboratively with physicians, nurse practitioners, other counsellors, Peer Support Workers, 
and administrative staff to assess, develop treatment plans, initiate treatment, and transition 
clients to other services in the community. Providing clients with therapeutic support, non-
judgmental care, rapid access, and systems-navigation have been noted as  important and 
fundamental aspects of care. Having the skills, competencies, and compassion to alleviate the 
pressure that clients feel is of critical importance to success.  

Because many clients are likely to have a history of trauma (personal and/or intergenerational), 
it is crucial that the counselling practice is delivered through a holistic approach, and is trauma-
informed, solution-focused, and culturally0safe. 



49 

Standing Strong Together, Mashkowigaabowidaa 
A Toolkit for a Northwestern Ontario RAAM Approach 

a. Counselling Best Practices

The 2019 META:PHI resource, Strategies for brief counselling and support for patients with SUD 
in a RAAM clinic, offers best practices for counselling: https://www.metaphi.ca/wp-
content/uploads/Guide_BriefCounsellingSupport.pdf  

Clinical staff will provide counselling as necessary at each office visit. In the RAAM model, the 
counselling will be trauma-informed and based on principles of motivational enhancement and 
solution-focused therapy.  

The RAAM clinic team may refer clients to long-term counselling as part of their treatment plan. 
The focus should be on developing a therapeutic rapport with clients. The strength of the 
therapeutic alliance has been found to be an important predictor of client engagement and 
retention in substance use disorder treatment, which has a significant positive influence on the 
outcomes of the visit and client motivation to come back for follow-up care. 

As shown throughout, RAAM clinics are intended to be flexible, low-barrier options (either 
walk-in or virtual) that focus on client-centred care. As such, RAAM models are generally not 
conducive to structured psychotherapy; clients are not intended to stay for the long-term, and 
many may only visit once. Therefore, it is important for clients to have a clear understanding of 
what RAAM is, what it is not, and the role of the counsellor. 

What RAAM Is (and Isn’t) How a RAAM Counsellor Can Support Clients 

✔ 
❌ 

Brief Counselling
Not long-term psychotherapy

• Use SMART goals
• Identify and support within the Stages of Change

✔ 

❌

Connect clients to community 
treatment 
Not long-term treatment 

• Be GAIN-Trained (Ontario)
• Aware of pathways to community resources

✔ 

❌

Refers back to primary care when 
stable 
Not long-term case management 

• Work collaboratively, always
• Understand the link between mental health and

substance use
• Understand pharmacological influence and impact

on addiction care

✔ 
❌ 

Ongoing support 
Not Crisis Services (i.e., Crisis 
Response, after-hours support) 

• Always offer harm reduction supplies and services
• Provide a welcoming environment

https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
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Intake & Initial Assessment 

The following considerations may need to be taken into account, in establishing systems for 
client intake: 

• Depending on the resources and structure of the RAAM Clinic, counsellors may be the first
point of contact, either as a walk-in or virtual appointment.

• Intake forms will be required, which could include:
- Referral or demographic form
- Consent to service
- Consent to obtain and release information along with limits to confidentiality. It is

important to scan and upload these into the clients EMR or file.

During the first visit to the RAAM clinic, clients receive a brief assessment. Through the 
assessment, clients discuss their history of substance use, what brought them to treatment, and 
their goals. In collaboration with the RAAM team and each client, counsellors develop a 
treatment plan that includes attainable goals based on the client’s current situation. Treatment 
planning is based on assessment to provide the best possible options for the client.  

Using brief intervention and motivational interviewing techniques maximizes the utility of a 
single session. These techniques are also helpful in assessing clients’ stages of change and 
working to enhance their motivation, and to create reasonable and realistic substance use 
goals. Identifying stages of change:  

PRE-CONTEMPLATION: Build awareness for need to change 
CONTEMPLATION: Increase pros & decrease cons for change 
PREPARATION : Commit and plan 
ACTION: Implement and revise plan 
MAINTENANCE: Integrate change into lifestyle 

The following 
forms may be 
used or adapted 
for intake and 
assessment: 

Intake & Consent 

Rapid Access 
Addiction 

Medicine Clinic 
Referral Form

Initial Assessment 

Initial Counselling 
Session 

SMART Goals 
Worksheet 

SMART Goals
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Staged Screening and Assessment 

As noted, best practice is to utilize the referral pathways already established to community 
organizations.  

The Global Appraisal of Individual Needs (GAIN Q3 MI ONT) is a comprehensive, validated 
assessment tool mandated by Ontario Health for use in addiction services. The GAIN Short 
Screener (GAIN-SS) and GAIN Q3 MI ONT are part of the Staged Screening and Assessment suite 
of tools. With the exception of crisis services, the assessment and development of a related 
treatment plan should precede all levels of addiction services to facilitate appropriate service 
matching (level and intensity) based on the client level of need. Some clients may need to 
stabilize, address social determinant of health needs, or prioritize pressing mental health 
concerns prior to administration of the GAIN Q3 MI ONT. As such, the GAIN Q3 MI ONT should 
not be administered to clients in crisis, acute intoxication, or acute withdrawal. Given that 
many clients attending a RAAM clinic are in crisis, administration of the GAIN Q3 MI ONT may 
not be appropriate for the majority of clients in this setting. If a RAAM Counsellor determines it 
is appropriate for a client to complete the assessment, the assessment may be used to facilitate 
treatment planning and/or referral to other services. 

 As part of the triaging process, the GAIN Short Screener (GAIN-SS) should be utilized to 
establish areas of client need. The GAIN-SS is a brief screening interview that quickly and 
accurately identifies clients who may have one or more behavioral health concerns, and may 
need immediate crisis services, a specialized assessment (e.g., problem gambling or eating 
disorders), or a comprehensive substance use assessment. The GAIN-SS can also help 
determine the client’s tolerance for completing a clinical tool, and if they are ready to complete 
a full assessment. The Mini Modified Screener should be used when clients score a 4 or higher 
in the GAIN-SS domain of Internalizing Disorders.    

META:PHI Best Practices for the Management of Concurrent Mental Health Disorders and 
Connection with Psychosocial Programs 

The RAAM clinic will provide counselling and medical treatment for anxiety, depression, PTSD, 
and drug-induced psychosis. The clinic will refer clients to psychiatry and to community 
agencies for more intensive, formal treatment when warranted.  

Rationale: Many clients use substances in part to cope with symptoms of an underlying 
psychiatric disorder. These clients are at high risk for relapse if their psychiatric disorder 
is not treated. Given the time-limited nature of RAAM clinic services, connection to 
longer-term community services is essential. Community referrals made early in RAAM 
treatment allow clinics to provide the client with immediate support while they are 
moved up the wait lists of community programs. The influence of concurrent mental 
health issues such as PTSD, anxiety, or depression often contribute to the onset and 
continuation of substance use.  
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RAAM teams may employ the following practices, which have been established through 
META:PHI, for clients with concurrent mental health disorders and connection with 
psychosocial programs:  

• It is helpful to explain to clients how the brain influences substance use, how trauma
influences substance use, and to reinforce that a substance use disorder is a chronic illness.

• Educating clients about substance use disorders and explaining that SUDs are not caused
by weakness or moral failing offers a message of hope that recovery is possible.

• In addition, all counselling services should provide harm reduction interventions and advice
including overdose prevention guidance and take-home naloxone kits. Clients should be
educated about harm reduction supplies and be offered tips for coping with cravings.

• Clients should be informed that relapse is common in early recovery and that they should
keep working at treatment even if they have a slip.

• Educating clients about pharmacotherapy and explaining the role of medications in
assisting with physical cravings supports clients in focusing on counselling and recovery.

• The counsellor will provide brief psychotherapy and, if indicated, arrange
pharmacotherapy with a prescriber.

• Clients with an alcohol use disorder may be prescribed naltrexone, acamprosate, or
another anti-craving medication, and clients with an opioid use disorder may be prescribed
buprenorphine/naloxone or methadone.

• It is important to identify if the client has coverage for addiction medicine early on, so the
client and counsellor can work together to attempt to secure coverage for ongoing
medication needs.

• Establishing a clear procedure for clients presenting without a health card and working
together to attempt to secure coverage for ongoing medication needs, early in the initial
process will reduce barriers to treatment.

It is helpful for the RAAM counsellor to have access to a dedicated Clinic cell phone that will be 
used for following-up with clients—for example, to schedule appointments, or to send 
reminders about upcoming or missed appointments. It is crucial to establish policies for Clinic 
cell phone use, and also to communicate clearly the guidelines, purpose of cell phone use, and 
time frames for use between the counsellor and the client.  

Find a sample Text 
Messaging Agreement 
between the RAAM Clinic 
and Client here: Text Messaging 

Agreement
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META: PHI Best Practices for Connection with Community Programs 

The RAAM clinic will refer clients to community agencies when appropriate. Beyond 
psychosocial treatment programs, clients will be referred to social service agencies as required 
for assistance in managing issues around housing, income support, Children’s Aid, legal aid, etc. 

Rationale: The RAAM clinic is intended to be one component within a broad, integrated 
care pathway of resources in a community. To ensure the RAAM model is sustainable, 
clients are referred to community agencies as required—rather than offering all services 
‘in-house’. This way, clinics can focus on accessibility to new walk-in clients.  

RAAM clinic services are intended to be offered on a short-term basis; clients should not be 
involved for longer than six months. The timeframe for clinical involvement may need to be 
individualized for each RAAM and extended to medium-term care, based on the availability of 
community resources. Being connected and aware of community resources is key to helping 
clients connect with the services available in the community.  

It is important to inform clients that they are welcome back to the RAAM, if they require service 
after discharge. The client can follow up with the RAAM Clinic for as long as necessary to be 
stabilized on an optimal medication dose, to form connections to psychosocial supports, and to 
establish a lifestyle that helps them achieve their treatment goals.  

A Discharge Note in the EMR/file must be completed upon discharge from counselling services 
and clinical providers. 

Find a Sample Discharge 
template here: 

Discharge Note

Following discharge, the client’s care is typically transferred back to their primary care provider; 
clients who do not have a primary care provider are connected to one through the RAAM clinic. 
Discharges to long-term addiction medicine clinics should also be discussed. Local methadone 
providers are key partners in service delivery and can support timely discharges until such time 
that a primary care provider can be found. The primary care provider then takes responsibility 
for prescribing addiction medications and general management, with ongoing support with the 
RAAM clinicians through phone calls, e-mails, and reassessments as required.  

For more information, see the META:PHI Resource: Serving clients who use substances 

https://www.metaphi.ca/wp-content/uploads/Guide_CommunityWorkers.pdf
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b. Counsellor Training

Training is essential for counsellors to acquire the skills they need to work effectively in a RAAM 
clinic. It is important that counsellors are oriented to the model of care, the RAAM team, and 
policies and procedures. The most important component is being able to shadow and observe 
an experienced counsellor. 

Recommended Training Topics & Links to Training Resources for Counsellors 

META:PHI Online Learnings 

http://www.metaphi.ca/provider-resources/online-learning/ 

https://www.metaphi.ca/?s=counselling 

http://www.metaphi.ca/events/monthly-calls/ 

META:PHI Strategies for 
brief counselling and 
supports for clients with a 
SUD in a RAAM clinic 

https://www.metaphi.ca/wp-
content/uploads/2021/10/RAAM_BriefCounsellingSupport.pdf 

Applied Suicide 
Intervention Skills Training 
(ASIST) 

https://www.livingworks.net/organizations 

Motivational Interviewing https://www.eventbrite.ca/o/dr-david-murphy-24725843762 

Solution Focused Therapy 

https://solutionfocused.net/online-training/ 

https://www.camh.ca/en/professionals/treating-conditions-and-
disorders/fundamentals-of-addiction#  

CAMH – Fundamentals of Addiction: Setting goals and finding solutions 

Single Session Therapy with 
Challenging Cases: Making 
the Most Difference in the 
Least Time 

https://www.safeguards-training.net/ 

https://www.metaphi.ca/
http://www.metaphi.ca/provider-resources/online-learning/
https://www.metaphi.ca/?s=counselling
http://www.metaphi.ca/events/monthly-calls/
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
https://www.livingworks.net/organizations
https://www.eventbrite.ca/o/dr-david-murphy-24725843762
https://solutionfocused.net/online-training/
https://www.camh.ca/en/professionals/treating-conditions-and-disorders/fundamentals-of-addiction
https://www.camh.ca/en/professionals/treating-conditions-and-disorders/fundamentals-of-addiction
https://www.camh.ca/en/professionals/treating-conditions-and-disorders/fundamentals-of-addiction/f-of-addiction---motivation-and-change/f-of-addiction---setting-goals-and-finding-solutions
https://www.safeguards-training.net/
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c. Client Resources

Though there are many client resources readily available online, it is important to establish, 
when providing resources, that the client has the appropriate technology to access web- or 
app-based resources. If the client does not have access, it may be more convenient to have 
paper copies on hand for distribution. The following organizations and websites offer useful 
client resources:  

META:PHI Client Resources 
https://www.metaphi.ca/client-resources/ 

Alcoholics Anonymous Meeting Guide 
https://www.aa.org/pages/en_US/meeting-guide 

The Lifeguard App Enables users to interrupt an 
accidental overdose anonymously and efficiently by 
sending a prioritized alert to the proper paramedic 
services. The app also connects users with relevant 
support services, such as a Crisis Line and Suicide 
Prevention Line. https://lifeguarddh.com/ 

Get Help with Substance Use 
https://www.canada.ca/en/health-
canada/services/substance-use/get-help-problematic-
substance-use.html 

Breaking free is a free online support tool designed to 
help reduce or stop the use of substances.  
https://www.ontariohealth.ca/breaking-free-online-
recovery-support-program 
https://www.breakingfreeonline.ca/ 
https://www.breakingfreeonline.ca/toolkit/en 

https://www.metaphi.ca/patient-resources/
https://www.aa.org/pages/en_US/meeting-guide
https://lifeguarddh.com/
https://www.canada.ca/en/health-canada/services/substance-use/get-help-problematic-substance-use.html
https://www.canada.ca/en/health-canada/services/substance-use/get-help-problematic-substance-use.html
https://www.canada.ca/en/health-canada/services/substance-use/get-help-problematic-substance-use.html
https://www.ontariohealth.ca/breaking-free-online-recovery-support-program
https://www.ontariohealth.ca/breaking-free-online-recovery-support-program
https://www.breakingfreeonline.ca/
https://www.breakingfreeonline.ca/toolkit/en
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4) Peer Support

“The path of recovery for a person with a health challenge or illness may 
include a variety of options such as bio-medical treatments, talk therapy, 
and/or admittance to a clinic, but accessing these therapeutic and support 
services can sometimes be challenging.  

This challenge can require a level of initiative, determination and/or 
understanding of a complex system that some can find to be difficult. Peer 
support is an additional option that complements other forms of treatment. 
It can be a consolidating factor in that all aspects of a person’s journey are 
considered.”25 

25 Mental Health Commission of Canada Guidelines for Recovery-Oriented Practice 

https://www.mentalhealthcommission.ca/wp-content/uploads/drupal/MHCC_RecoveryGuidelines_ENG_0.pdf
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a. Role of the Peer Support Worker

The role of the Peer Support Worker is integral to the RAAM Team. Peer support workers strive 
to empower individuals to achieve their hopes, dreams, and goals, and connect with them in 
their personal recovery journeys.  

This work can be an emotional and practical support between individuals who share a common 
experience. A Peer Support Worker has lived through similar experiences and is trained to 
support others. Peer supports are aware of community resources and can connect clients to 
services that will help them on their journey of wellness. Peer Support Canada offers the 
following values and principles of practice.26 

Peer Support Canada: Peer Support Core Values and Principles of Practice 

Mutuality We value the empathy that comes from shared experience. 

Dignity We honour and respect the intrinsic worth of all individuals.  

Self Determination We honour an individual’s autonomy and inherent right to make their own 
choices as they determine their path to recovery.  

Personal Integrity We value interpersonal relationships that honour authenticity, trust, respect, 
and ethical behavior that upholds our Code of Conduct.  

Trust We are honest, reliable, and accountable for our actions.  

Health, Well-being 
and Recovery 

We value health, well-being, recovery, and the power of hope for ourselves 
and others. 

Social Inclusion We respect diversity and value social justice. 

Lifelong Learning We value personal growth through professional and personal development. 

26 Peer Support Canada https://peersupportcanada.ca/ 

“The Peer Support Worker will listen, provide emotional 
support and most importantly, inspire Hope.” 

https://peersupportcanada.ca/
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Role of Peer Support in RAAM Clinics 

Peer Support Workers are part of the multi-disciplinary RAAM team. They are integral to 
building rapport and relationships between clients and the RAAM Clinic. Their feedback and 
dialogue with other team members—for example, through team meetings at the beginning and 
end of RAAM clinics—is essential to an ongoing evaluation of services, and to discussions 
regarding plans, strategies, and next steps for clients.  

Peers help clients feel safe, welcomed, and supported while they access RAAM services. 
Supporting opportunities for peers to build relationships with clients fosters trust and helps 
clients assess the supports they may require. Peer Support Workers may assist in the RAAM 
Clinic by: 

• Reviewing consent forms and limits to confidentiality with the client.
• Informing clients of clinic practices to navigate with other agencies and to share relevant

client information with service providers. Reviewing these consent and confidentiality forms
with clients.

• Discussing the RAAM Clinic’s response to safety concerns, specifically related to self-harm
or harm to others.

• Formally assessing immediate needs (e.g., housing, food security, income).
• Problem-solving and offering supports for basic needs (i.e., clothing, personal hygiene).
• Distributing client surveys and collecting feedback.
• Helping the RAAM team understand and overcome barriers and solutions to Clinic

operations such as client engagement, scheduling, and RAAM appointments.
• Providing clients with transportation options, when necessary.

Helpful Reminders Regarding the Role of Peer Support 

• Peer supporters provide valuable contributions—experience, skills, and aptitude—to the
communities in which we work and live.

• Peer support can help individuals progress towards regaining stability and a greater sense of
wellness.

• A peer supporter who has traveled a path of recovery can relate and offer empathy and
validation, which offers hope—a key determinant to recovery.

• Peer support can address social isolation. Isolation can impede recovery and increase
chances of relapse.

• Peer support helps to address stigma regarding addictions and mental health. Stigma is
cited as a primary reason that people do not seek mental health treatment or encourage
their loved ones to do so. Stigma can be dispelled when one person who is well says to
another who is struggling, “I have it too” or “Someone I love has it too”.
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Designing Peer Support Services Into RAAM Clinic Flow 

A number of peer support strategies can put clients at ease and make them feel comfortable in 
accessing services. After establishing trust and a relationship between clients and peers, Peer 
Support Workers are instrumental in navigating clients through issues or concerns that arise 
while accessing RAAM services. Peer support can be integrated into the RAAM clinic design and 
operations in the following ways:  

Helpful Reminders for Family Peer Supports 

• As partners, parents, family or close supporters: family peer supporters travel a different
journey. They model hopefulness through a healthy sense of acceptance and emotional
readiness to progress forward.

• For family members there may be a tendency to ‘keep the secret’ within the family. This is
neither helpful nor healthy.

• Offer Peer Support Workers as the client’s first point of contact.
- Welcome clients when they enter the RAAM in a friendly, caring manner
- Peers can introduce themselves and their role, and that they are there to help.
- Allow the client to lead the interaction with peers available to assist as needed.

• Use the waiting room as an opportunity for Peers to connect and engage with clients.
- Peer Support Workers may use this opportunity assess clients’ basic needs.
- Offer to assist as required in the completion of the intake forms.

• Help clients feel comfortable discussing their needs so they can be connected with appropriate supports
and resources.

• Engage, without overwhelming the individual when greeting:
- Ask clients how they are doing.
- Offer clients a drink or snack while they wait.
- Provide clients an opportunity to get to know the peer support work.
- Offer an activity (i.e., puzzle, colouring pages, word searches, creating positive affirmations).

• Offer a cell phone number and remind clients of the guidelines to ensure boundaries are maintained
between staff and client interactions.

• Initiate small gestures such as opening the door and walking clients to a provider’s office.
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b. Competencies

The competency standards for Peer Support, developed through Peer Support Canada describe 
the peer supporter’s abilities and skills that are developed through a combination of life and 
work experience, training and education, and include individual interpersonal effectiveness.27  

The following competencies (Peer Support Canada) are those that have been identified as 
essential in meeting the requirements for certification as a Peer Supporter: 

A Certified Peer Supporter Demonstrates Skills And Abilities Within The Following Competencies: 

HOPE DEMEANOUR 

Hope  means expressing confidence that others 
will be successful in their own personal journeys 
of recovery.  

Utilizing healthy modeling, optimism and support, 
it is believed that even in difficult situations 
positive choices can be made. 

Being sensitive to what another might be 
feeling.   
Demonstrates a capacity for non-judgmental 
empathy, and responds from an equal, genuine, 
and sharing point of view.  
Mindfully self discloses own experience in a 
manner that ensures the relationship remains 
peer focused. 

INTERPERSONAL RELATIONS COMMUNICATION 

Interacting in a manner that honours the dignity 
of others and striving to build positive respectful 
relationships.  

The goal is to generate a safe space and foster a 
congenial atmosphere that is both comfortable 
and genuine between the peer and client. 

Actively listening, paraphrasing with empathy 
and a non-judgmental attitude. 
Using communication styles and skills to 
improve understanding and adapts the style and 
tone of communication to suit the listener and 
the situation.   
Communicate using recovery language that 
emphasizes the strengths of their peers. 

SELF-MANAGEMENT & RESILIENCY FLEXIBILITY & ADAPTABILITY 

Understanding the importance of self-care and 
stress management and models the practices that 
work best for them to remain healthy while 
supporting others. 

Being open to new ideas, able to tolerate 
ambiguity, and adjusts plans or behaviour to 
better suit a given situation.  

Being willing to be open-minded and 
compromise when needed. 

27 Peer Support Canada, Competency Standards 

https://peersupportcanada.ca/wp-content/uploads/2019/06/Peer_Supporter_Competencies-ENG.pdf
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A Certified Peer Supporter Demonstrates Skills And Abilities Within The Following Competencies: 

SELF AWARENESS & CONFIDENCE INITIATIVE & COMMITMENT 

Interacting in a manner that demonstrates a 
balance of self-confidence, suspends self-biases, 
with openness to the thoughts and opinions of 
others. 

Self reflects and understands that personal 
thoughts and attitudes can influence 
their behaviour and actions. 

Demonstrating dependability and carrying tasks 
through to completion.  

Demonstrating discretion, knowing when insight 
or assistance should be requested from others 
and more importantly is trustworthy when 
working independently. 

CRITICAL THINKING TEAMWORK 

An ability to reflect to better understand a 
situation and recognize that there is more than 
one way to look at an issue.  

Considering the possible implications or outcomes 
of actions and, when asked, helping peers to 
explore the outcome or possible consequences of 
various options.  

Demonstrating sound judgement in respecting 
the limits and boundaries of their role.   

Sharing knowledge, ideas and resources with 
team members in a cooperative and 
collaborative manner.  

Striving to fulfill their role and responsibility 
within the team while respecting the roles and 
responsibilities of the other team members. 

CONTINUOUS LEARNING & DEVELOPMENT 

Approaching life and work in a curious manner, identifying areas where personal growth may be 
helpful, and taking advantage of opportunities to learn and develop.  

Recognizing the value of capacity- building and skill development. 

Maintains a connection within the peer support community and practices mindfulness as a resource 
to stay grounded. 
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c. Training

Training provides Peer Support Workers the skills to support clients who are struggling and to 
deal with situations that have escalated or require intervention. Peer Support Workers are 
trained in recognizing the need for acute care intervention as well as signs and symptoms of 
concurrent disorders, overdose, and response.  

Orientating Peer Support Workers not only to agency-specific policies and procedures, but also 
to relevant community resources ensures they have an awareness of appropriate pathways and 
confidence to navigate clients’ unique needs.  

Some important training opportunities include: 

• Mental Health First Aid Training
• ASIST (Applied Suicide Intervention Skills Training)
• Overdose prevention; Lifeguard App  https://lifeguarddh.com/
• Naloxone administration- https://ohrn.org/naloxone/
• Heart2Heart-First Aid CPR – Peer Support Responder

https://www.heart2heartcpr.com/peersupport/
• Sexual Orientation and Gender Training – Rainbow Health

https://www.rainbowhealthontario.ca/education-training/
• Peer Support Canada – RAAM Peer Support Worker Certification Level

1

https://lifeguarddh.com/
https://ohrn.org/naloxone/
https://www.heart2heartcpr.com/peersupport/
https://www.rainbowhealthontario.ca/education-training/
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d. Code of Conduct & Resources

Peer Support Canada offers the following Code of Conduct for certified Peer Supporters:28

Other Helpful Peer Support Resources 

Canadian Association of People Who Use Drugs 

https://www.capud.ca/ 

Ontario Peer Development Initiative (OPDI) 

https://www.opdi.org/training/opdi-core-training-essentials-program 

Peer Support Canada  

https://peersupportcanada.ca/ 

28 Peer Support Canada: www.peersupportcanada.ca 

• I will act ethically, according to the values and principles of peer support.
• I will treat all people with respect and dignity.
• I will respect human diversity and will foster non-discriminatory activities.
• I will honour the right, beliefs and personal values of individuals.
• I will behave with honesty and integrity in providing support to peers.
• I will respect the privacy of individuals and maintain confidentiality within the

limitations of the program policies and the law (e.g., potential harm to self or others).
• I will not knowingly expose a peer to harm.
• I will not take advantage of the peer relationship for personal benefit, material or

financial gain.
• I will respect the boundaries of peer support work and will not engage in romantic or

sexual relationships with the peers that I support.
• I will not provide peer support in a manner that negatively affects the public confidence

in peer support.

https://www.capud.ca/
https://www.opdi.org/training/opdi-core-training-essentials-program
https://peersupportcanada.ca/
http://www.peersupportcanada.ca/


64 

Standing Strong Together, Mashkowigaabowidaa 
A Toolkit for a Northwestern Ontario RAAM Approach 

References 
1. Rajendra Subedi, Shirin Roshanafshar, T. Lawson Greenberg. Developing Meaningful Categories for

Distinguishing Levels of Remoteness in Canada. 2020. Statistics Canada.
https://www150.statcan.gc.ca/n1/en/pub/11-633-x/11-633-x2020002-eng.pdf?st=G0m_vZij

2. Organisation for Economic Co-operation and Development (OECD). (2020). https://www.oecd.org/canada/

3. Statistics Canada, Canada Census Profile, 2016 Census: Statistics Canada. Canada Census Profile. 2016 Census

4. North West LHIN. IHSP IV Integrated Health Service Plan 2016-2019. Leading Health System Change –Your
Plan, Your Health.

5. North West LHIN. Advancing the future of health care North West LHIN Annual Report 2016-2017.

6. Gomes T, Pasricha S, Martins D, Greaves S, et al. Behind the Prescriptions: A snapshot of opioid use across all
Ontarians. Toronto: Ontario Drug Policy Research Network; August 2017. ODPRN-Report_Behind-the-
Prescriptions.pdf

7. Ontario Drug Policy Research Network. Ontario Prescription Opioid Tool. Toronto, ON; July 2018. DOI:
10.31027/ODPRN.2018.01. Available from: https://odprn.ca/ontario-opioid-drug-observatory/ontario-
prescription-opioid-tool/

8. Office of the Chief Coroner for Ontario, Coroner's Opioid Investigative Aid, extracted 15Sept2021.

9. Medicine Wheel Teachings. Historical and Contemporary Realities: Movement towards Reconciliation. E-
campus Ontario Open Library Pressbooks.
https://ecampusontario.pressbooks.pub/movementtowardsreconciliation/chapter/medicine-wheel-
teachings/

10. Evidence Exchange Network. (2017, February 23). EENet | META:PHI– How one initiative is increasing access
to evidence-based treatments for substance use issues (camh.ca)

11. Health Quality Ontario, Council of Academic Hospitals of Ontario. (2019)  META:PHI Improves Care for
Patients with Addictions (hqontario.ca)

12. Ministry of Community Safety and Correctional Services. (2021). Community safety and well-being planning
framework: Booklet 3 . Retrieved from Government of Ontario:
https://www.ontario.ca/document/community-safety-and-well-being-planning-framework-booklet-3-
shared-commitment-ontario/appendix-d-engaging-indigenous-partners

13. Devaney, J., Costa, L., and Raju, P. More Than Paint Colours: Dialogue about Power and Process in Patient
Engagement. (Toronto: The Empowerment Council, 2017).

14. Hattum T & Blackman A. Advancing the Diversity of the Public Health Workplace: Why Diversity, Inclusion
and Competencies Matter. National Council for Behavioral Health, 2019. https://aahd.us/wp-
content/uploads/2019/10/NCBH-DiversityPHWorkforce_10232019slides.pdf

15. Health Research & Educational Trust. (2013). Becoming a culturally competent health care organization.
American Hospital Association. https://www.aha.org/system/files/hpoe/Reports-HPOE/becoming-culturally-
competent-health-care-organization.PDF

16. Wynne, P., Lindsay, S., Saunders, L. (2018, September 21). Anishnawbe Health Toronto: Rapid access to
addiction medicine [PowerPoint]. META:PHI Conference 2018, Women’s College Hospital. Accessed at:
Conferences - META:PHI (metaphi.ca)

17. Mathias et al., 2018 Mathias, R., McLeod, L., Dickinson, J., Talbot, J., Backman, A., Libich, W., Etches, V.,
Speechley, M., Emili, J., Johnson, I., Upshur, R., Hunter, D., McDowell, I., Cox, J., Maheux, B., Donovan, D.,

https://www150.statcan.gc.ca/n1/en/pub/11-633-x/11-633-x2020002-eng.pdf?st=G0m_vZij
https://www.oecd.org/canada/
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/index.cfm?Lang=E
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/index.cfm?Lang=E
https://odprn.ca/wp-content/uploads/2017/08/ODPRN-Report_Behind-the-Prescriptions.pdf
https://odprn.ca/wp-content/uploads/2017/08/ODPRN-Report_Behind-the-Prescriptions.pdf
https://odprn.ca/ontario-opioid-drug-observatory/ontario-prescription-opioid-tool/
https://odprn.ca/ontario-opioid-drug-observatory/ontario-prescription-opioid-tool/
https://ecampusontario.pressbooks.pub/movementtowardsreconciliation/chapter/medicine-wheel-teachings/
https://ecampusontario.pressbooks.pub/movementtowardsreconciliation/chapter/medicine-wheel-teachings/
https://kmb.camh.ca/eenet/resources/metaphi--how-one-initiative-increasing-access-evidence-based-treatments-substance-use
https://kmb.camh.ca/eenet/resources/metaphi--how-one-initiative-increasing-access-evidence-based-treatments-substance-use
https://kmb.camh.ca/eenet/resources/metaphi--how-one-initiative-increasing-access-evidence-based-treatments-substance-use
https://www.hqontario.ca/Portals/0/documents/qi/artic/metaphi-results-en.pdf
https://www.hqontario.ca/Portals/0/documents/qi/artic/metaphi-results-en.pdf
https://www.cdc.gov/minorityhealth/internships/2016/WhyDiversityInclusionMattersPublicHealth.pdf
https://www.cdc.gov/minorityhealth/internships/2016/WhyDiversityInclusionMattersPublicHealth.pdf
https://aahd.us/wp-content/uploads/2019/10/NCBH-DiversityPHWorkforce_10232019slides.pdf
https://aahd.us/wp-content/uploads/2019/10/NCBH-DiversityPHWorkforce_10232019slides.pdf
https://www.aha.org/system/files/hpoe/Reports-HPOE/becoming-culturally-competent-health-care-organization.PDF
https://www.aha.org/system/files/hpoe/Reports-HPOE/becoming-culturally-competent-health-care-organization.PDF
http://www.metaphi.ca/events/conferences/
https://www.ontario.ca/document/community-safety-and-well-being-planning-framework-booklet-3-shared-commitment-ontario/appendix-d-engaging-indigenous-partners


65 

Standing Strong Together, Mashkowigaabowidaa 
A Toolkit for a Northwestern Ontario RAAM Approach 

Bonnier-Viger, Y., Donovan, C., & Kennedy, C. (2018). AFMC Primer on Population Health: Chapter 3: Cultural 
Competence. The Association of Faculties of Medicine of Canada. https://phprimer.afmc.ca/en/part-
i/chapter-3/  

18. Lindsay, S. (2019, September 20). Anishnawbe Health Toronto: Making RAAMs accessible: Delivering
culturally safe care to Indigenous clients  [PowerPoint]. META:PHI Conference 2019, Women’s College
Hospital. Accessed at: Conferences - META:PHI (metaphi.ca)

19. Health Policy Institute. (n.d.). Cultural competence in health care: Is it important for people with chronic
conditions? https://hpi.georgetown.edu/cultural/

20. Truth and Reconciliation Commission of Canada. Truth and Reconciliation Commission of Canada: Calls to
Action. (2015). Calls_to_Action_English2.pdf (exactdn.com)

21. Curtis, E., Jones, R., Tipene-Leach, D., Walker, C., Loring, B., Paine, S.-J., & Reid, P. (2019). Why cultural
safety rather than cultural competency is required to achieve health equity: A literature review and
recommended definition. International Journal for Equity in Health, 18(1), 174.
https://doi.org/10.1186/s12939-019-1082-3

22. META:PHI, Women’s College Hospital. (2019). Strategies for brief counselling and support for patients with a
SUD in a RAAM clinic. https://www.metaphi.ca/wp-
content/uploads/2021/10/RAAM_BriefCounsellingSupport.pdf

23. Thunder Bay Drug Strategy - Drug Awareness Committee. (n.d.). Recovery in focus – myths and facts about
harm reduction. https://www.thunderbay.ca/en/city-
hall/resources/Documents/ThunderBayDrugStrategy/Recovery-In-Focus-Fact-Sheet-Harm-Reduction.pdf

24. META:PHI, Women’s College Hospital. (2019). Strategies for brief counselling and support for patients with a
SUD in a RAAM clinic. https://www.metaphi.ca/wp-
content/uploads/2021/10/RAAM_BriefCounsellingSupport.pdf

25. Mental Health Commission of Canada. (2015). Guidelines for Recovery-Oriented Practice. Ottawa.
www.mentalhealthcommission.ca

26. Peer Support Canada. Peer Support Core Values. (2019). Microsoft Word - Core Values.docx
(peersupportcanada.ca)

27. Peer Support Canada. Peer Supporter Competencies. (2019). Microsoft Word - Peer Supporter
Competencies.docx (peersupportcanada.ca)

28. Peer Support Canada. Peer Support Canada Code of Conduct.(2019). Microsoft Word - Code of Conduct.docx
(peersupportcanada.ca)

https://phprimer.afmc.ca/en/part-i/chapter-3/
https://phprimer.afmc.ca/en/part-i/chapter-3/
http://www.metaphi.ca/events/conferences/
https://hpi.georgetown.edu/cultural/
https://ehprnh2mwo3.exactdn.com/wp-content/uploads/2021/01/Calls_to_Action_English2.pdf
https://doi.org/10.1186/s12939-019-1082-3
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
https://www.thunderbay.ca/en/city-hall/resources/Documents/ThunderBayDrugStrategy/Recovery-In-Focus-Fact-Sheet-Harm-Reduction.pdf
https://www.thunderbay.ca/en/city-hall/resources/Documents/ThunderBayDrugStrategy/Recovery-In-Focus-Fact-Sheet-Harm-Reduction.pdf
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
https://www.metaphi.ca/wp-content/uploads/Guide_BriefCounsellingSupport.pdf
http://www.mentalhealthcommission.ca/
https://peersupportcanada.ca/wp-content/uploads/2019/06/Peer_Support_Core_Values-ENG.pdf
https://peersupportcanada.ca/wp-content/uploads/2019/06/Peer_Support_Core_Values-ENG.pdf
https://peersupportcanada.ca/wp-content/uploads/2019/06/Peer_Supporter_Competencies-ENG.pdf
https://peersupportcanada.ca/wp-content/uploads/2019/06/Peer_Supporter_Competencies-ENG.pdf
https://peersupportcanada.ca/wp-content/uploads/2019/06/Peer_Support_Code_of_Conduct-ENG.pdf
https://peersupportcanada.ca/wp-content/uploads/2019/06/Peer_Support_Code_of_Conduct-ENG.pdf


66 

Standing Strong Together, Mashkowigaabowidaa 
A Toolkit for a Northwestern Ontario RAAM Approach 

 

Partner Organizations 

• Centre for Addiction and Mental Health (CAMH)
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• Naomi Kashak, Addiction Program Care Coordinator, NDFHT, Nipigon
• Jennifer Lawrance, Director, NWCHC, Thunder Bay
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• Darcy McWhirter, Manager, Crisis and Outreach Programs, SJCG, Thunder Bay
• Melissa Mills, Peer Support Worker, PACE, Marathon
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• Marcel Penner, Director of Mental Health and Addiction Services, DRHC, Dryden
• Hailey Surette, RAAM Coordinator, NWCHC, Thunder Bay

A special thank you and Miigwetch to Michael Roach, Regional Lead of Addictions Services, Mental 
Health and Addictions Programs at Health Sciences North (Sudbury, Ontario), for sharing his perspective 
and expertise regarding the Hub and Spoke model for RAAM clinics, created in Northeastern Ontario.  
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 Allison Crewe, RAAM Registered Nurse, LWDH, Kenora
 Pia Heikkinen, Regional RAAM Coordinator, SJCG, Thunder Bay
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 Pia Heikkinen, Regional RAAM Coordinator,  SJCG, Thunder Bay
 Melissa Mills, Peer Support Worker, PACE, Marathon
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 Jase Watford, Person With Lived Experience, Thunder Bay

Policies and Procedures for Administration Sub-committee

 Pia Heikkinen, Regional RAAM Coordinator, SJCG, Thunder Bay
 Richard Hoppe, Program Manager, Mental Health & Addictions Programs, LWDH
 Marcel Penner, Director - Mental Health & Addiction Services, DRHC, Dryden
 Hailey Surette, Coordinator, Thunder Bay RAAM Clinic, NWCHC

Toolkit Sub-committee

• Trixie Dykstra, Addiction Program Care Coordinator, MFHT, Marathon
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Harm Reduction Tips for Safer Substance Use in a Pandemic


Get enough harm reduction supplies to last  
you 2 to 4 weeks. 
Ask your medical provider about emergency 
plans for avoiding disruptions to your 
prescription medications (including Suboxone 
and Methadone)


COVID-19 can affect breathing, which can put 
you at greater risk of overdose. Remember to 
practice overdose prevention by not using alone, 
having lots of Naloxone on hand, starting with 
small amounts, and not mixing substances.


Plan & prepare for 
overdose


Stock up on supplies 
and medications


Keep your 
space clean


For more information on tips for protecting yourself, visit Canada.ca/Opioids or
for information on treatment resources or how to access services, call Connex Ontario at 1-866-531-2600


Adapted from: https://www.gov.nl.ca/covid-19/files/COVID-19-Safer-Drug-Use-Harm-Reduction-Tips.pdf 


Wash your hands first
If you can't prepare your own drugs, stay 
with the person who is preparing them and 
make sure they wash their hands


You may not be able to access your drug(s) of 
choice due to interruptions in the supply chain. 


If you are having sex or doing sex work, COVID-
19 can be transmitted by close contact like 
coughing, kissing, or direct contact with bodily 
fluids. Try to minimize close contact and use 
condoms. 


Minimize Contact


Prepare for a drug 
shortage


Prepare your 
drugs yourself


SAFER
SUBSTANCE USE
 FOR THE NORTH


Sharing drug supplies increases the risk of 
spreading the virus. This includes sharing of 
cigarettes, joints, vapes, stems, pipes, straws, 
and injecting supplies (including ties, swabs, 
filters). 


Don't share your 
supplies


Use soap & water for at least 20 seconds  or 
use alcohol-based hand sanitizer
Wash after every time you are around other 
people, use public transportation, handle 
cash, and after getting your drugs. 


Wash your hands


Wipe down all surfaces you use to prepare 
drugs, before and after use
Use disinfectant whenever possible
Wipe down drug packages when  you get 
them


Think about other medications that could 
help take the edge off
Seek medical help to get through withdrawal








 
Please check which form(s) of communication apply:  Email  Text Messaging  
  
Client Name:    
  
NOTE TO CLIENT: We want your informed consent. In order to communicate with you by text 
messaging and/or email, we need to make sure you are aware of the privacy risks and other 
issues that arise when we communicate this way and to document your agreement, knowing 
the risks involved.  
  
o I understand that text messaging and/or email is not appropriate for emergency or urgent 


situations. Confidential matters between me and RAAM will not be communicated by text 
messaging and/or email  


  
o I understand that I am not able to access my provider before or after work hours of 8:30 


am to 4:30 pm and that I should contact emergency services if I require immediate 
assistance.  


  
o I understand that text messaging and/or email with RAAM is limited to appointment 


scheduling and rescheduling.  
  


o I understand that text messaging and/or email correspondence may be included in my file.  
  


o I understand that RAAM will not forward my texts and/or email, without my consent to any 
third party except as authorized by law.  


  
o I understand that the RAAM Clinic is not liable for breaches of confidentiality caused by me 


or any third party (i.e. anyone else who accesses my cell phone or computer).  
  


o I understand the risks and limitations associated with the communication of texts and/or 
email between RAAM and me.  


  
I declare I have read, understood and agree to the contents of this Informed Consent for text 
messaging and/or electronic mail in its entirety. By signing this form, I understand the risks 
and limitations of text messaging and/or electronic mail  


  
Name:    Date of Birth    
(client)    (month/day/year)    
  
Signature:    Date:    


  
  
Distribution: Copy to Client  








 


STRONGER TOGETHER 
A toolkit for a NWO RAAM approach 


Data collection and reporting 
Reporting to the funders and stakeholders is critical to the success and expansion of RAAM 
Clinics, in a standardized way. It is necessary to understand that there are 3 components to 
build into the back end of electronic systems so that organizations can pull information 
effectively and efficiently.  


1. Performance Indicators for the Clinic 
2. Performance Indicators for the Practitioner (nurse, prescriber, counsellor, etc.) 
3. Client Demographics 


 


Performance indicators for clinics: 


Performance Indicators for Providers 


Client Demographics 


Clinics/Programs Addictions Treatment-Substance Abuse 
Consumer Survivor Initiatives - Peer/Self Help 
Number of visits 
Clinics/Programs Addictions Treatment-Substance Abuse 
Consumer Survivor Initiatives - Peer/Self Help 
Number of full-time employees hired by employee type 
Number of Physicians Full Time Equivalents  
Number of clinics held 
Average wait time from referral to first scheduled appointment 
Number of clients presenting with Opiate Use Disorder (OUD) 
Number of clients presenting with Alcohol Use Disorder (AUD) 
Number of clients presenting with mixed disorders 
Average length of stay on the Program 
Number of primary care consults provided 
Number of education events provided to various clinicians  
(physicians, RNs, NPs, counsellors) in various settings (ED, primary care, community agencies) 
Number of education attendances 


Visits 
Number of unique clients seen 
Substance of concern 
Clinics attended 


Insurance coverage 
OHIP 
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Supplemental insurance 
Drug plan membership 


Socioeconomic demographics  
Gender 
Sexual orientation 
Highest education level 
Combined annual household income 
People supported by income 
Household composition 
Housing Status 


Cultural Demographics  
Language spoken 
Race/ethnic background 
Country of origin 
Religion   


Disabilities 
Chronic illness 
Learning / developmental / sensory disabilities 
Drug / alcohol dependency. 


Wellbeing  
Sense of belonging to community 
Self-assessment of physical and mental health   








MYTH: Harm reduction encourages substance use. 


 


FACT: Numerous studies have demonstrated that harm 


reduction programs neither increase substance use, nor do 


they increase the number of new users.  Some studies have 


shown that harm reduction programs actually increase 


exposure to treatment options. 


 


 MYTH: Harm reduction takes money away from other 


programs. 


 


FACT: In Canada the trend has been that the vast majority of 


funds go toward enforcing the current drug laws.  Only a 


small fraction (~2%) goes toward harm reduction programs 


or services. 


 


MYTH: Harm reduction is a “Don’t ask, don’t tell” approach 


that implies the promotion of risky behaviour. 


 


FACT: Harm reduction takes substance use seriously and 


seeks to create opportunities for realistic conversations 


about substance use, without requiring that people stop 


using, unless the individual makes that their goal.  Harm 


reduction efforts can include objectives ranging from safer 


use to managed use to abstinence. 


 


 MYTH: By making condoms or safer drug use equipment 


available at program sites, programs will undermine 


policies that state that clients cannot have sex or use drugs 


on the premises. 


 


FACT:  Making harm reduction equipment and information 


readily available shows commitment to the health of both 


overall community.  It demonstrates that you value 


individuals’ health and well-being, and creates opportunities 


to have open and honest conversations about varying levels 


of risks associated with these practices. There is no evidence 


that making these tools available leads to an increase in the 


level of these activities either inside or outside programs.  


 


 MYTH: If a person doesn’t abstain from all substances, use 


will lead to renewed problems and possibly addiction. 


 


FACT:  People who use substances are diverse in the types of 


substances used, the different ways they consume 


substances and have varying purposes/outcomes.  Different 


people have different relationships with different drugs.  For 


some, the use of any substance can trigger intense drug use, 


while others find it possible to use substances in moderation.  


 


 MYTH: Abstinence based models are the only way people 


will get well. 


 


FACT:  Not every person can stop using or wants to stop 


using substances. Harm reduction accepts this reality and 


provides practical and immediate solutions that can be used 


rather than waiting for the individual to stop using 


substances at some unidentifiable future point.  Abstinence 


only models are useful for very few individuals. For 


individuals who continue to use substances, harm reduction 


decreases long term consequences such as Hepatitis C, HIV, 


AIDS, fatal overdose, and other serious health related issues. 


Recovery in Focus: Harm Reduction 


Harm reduction refers to non-judgmental, person-centered interventions, including programs and 


policies, which aim to reduce the adverse health, social, and economic consequences that may arise from 


the use of legal and illegal substances, and can include (but does not require) abstinence.  It is widely 


accepted by many groups, including the World Health Organization and Canadian Centre on Substance 


Abuse, as an evidence-based approach to addressing substance related harms.   


MYTHS & FACTS ABOUT HARM REDUCTION 







Key Principles of Harm Reduction 


 


 Pragmatic:  Recognizes that substance use and high risk 


behavior are near-universal human cultural phenomena. It 


acknowledges that there are risks and benefits to substance 


use. 


 


Humanistic: Respects the basic human dignity and rights of 


people who substances. It accepts a person’s use of 


substances as fact and no judgment is made either to 


condemn or support this activity. 


 


Focus on harms: Focuses on preventing long term negative 


consequences from substance use and related practices 


rather than focusing on substance use itself. 


 


Maximizing intervention options: Acknowledges that there 


is no one prevention approach that will work for everyone.  


It is the ability to have choice and access to a broad range of 


options that help to keep people safe and alive, and 


promote health. 


 


Priority of immediate goals: Meets individuals “where they 


are at” with their substance use, and focuses on the most 


pressing needs.  It recognizes the importance of small gains 


that can add up over time. 


 


Involvement of people who use substances: Recognizes 


that people who use substances are the best source of 


information about their own substance use.  It empowers 


people to join with service providers to determine what is 


best for them and respects that people who use substances 


are capable to make choices and change their lives.    


 


  


  


  


  


  


Individual harm reduction strategies and benefits: 


 


• Strategy: Avoid using substances alone, learn 


CPR/first aid strategies, know one’s dealer to 


establish the source, the strength and toxicity of the 


drug 


• Strategy: Support for physical/mental health 


concerns, housing or basic necessities, legal 


problems, employment concerns and relationship 


issues 


• Benefits: fewer overdoses; increased capacity for 


self-care; opportunities to link with sources of 


support; options to a person who may not have 


perceived any other choices 


Community harm reduction strategies and benefits: 


 


• Strategy: Needle exchange programs – access to 


clean needles and syringes for free, workers provide 


education and links into health/other support 


systems 


• Strategy: Overdose prevention programs – training 


provided to recognize and respond to symptoms of 


overdose, program can include the provision of 


naloxone (a medication to reverse the symptoms of 


opioid overdose) 


• Benefits: lower incidence of HIV, hepatitis C and 


other blood-borne pathogens in the whole 


community; fewer overdose deaths; reduced strain 


on social/health services; reduced drug-related 


criminal activity 


Sources: Non Prescription Needle Use Initiative (2001). Working with people who use drugs: A harm reduction approach. Edomonton, AB.; Canadian Centre on 


Substance Abuse (July 2008). Harm reduction: What’s in a name? Ottawa, ON.; Ontario Harm Reduction Distribution Program (2012). Community based naloxone 


distribution: Guidance document. Kingston, ON.; Neil Hunt et al (2003)  A review of the evidence-base for harm reduction approaches to drug use. Forward 


Thinking, London.; What is harm reduction? A position statement from the International Harm Reduction Association. Retrieved February 27, 2013 from 


www.ihra.net. MacMaster, S. A., (2004). Harm Reduction: A New Perspective on Substance Abuse Services. Social Work, 49, 356-362. 


For more information about harm reduction services in 


Thunder Bay: 


 


Superior Points Harm Reduction Program: (807)-625-8831 
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Introduction 
Mentoring, Education, and Clinical Tools for Addiction: Primary Care–Hospital Integration 
(META:PHI) is an ongoing initiative to improve the experience of addiction care for both patients 
and providers. The purpose of this initiative is to set up and implement care pathways for 
addiction, foster mentoring relationships between addiction clinicians and other health care 
providers, and create and disseminate tools and educational materials for addiction care. 


The practice of addiction medicine can be incredibly satisfying, as it sometimes allows us to 
make a profound difference in our patients’ lives. As addiction clinicians, we have the privilege 
and responsibility to provide care to people who have often been let down by the health care 
system. In addition to the physical, psychological, and social challenges that individuals with 
substance use disorders struggle with, these patients very often also face discrimination due to 
stigma when they seek medical help. Addressing the damage done by this stigma is a crucial part 
of our role, in addition to providing medical support.  


Although we hope that the information in this guide will be useful to clinicians in a variety of 
settings, it is primarily intended for clinicians operating within a rapid access addiction medicine 
(RAAM) clinic. RAAM clinics are designed to be low-barrier, walk-in, and patient centred, 
allowing people struggling with substance use disorders to access care when they need it. The 
purpose of this guide is to provide information that goes beyond the basics of addiction 
medicine and addresses some of the more complicated clinical challenges we might face. 
Unfortunately, addiction research tends to move slowly, and much of the literature is made up 
of relatively small trials, meaning that the recommendations presented in this guide are based 
on uncertainty. We have used focused literature reviews to summarize the available evidence 
for the topics covered here, and have otherwise based our suggestions on our clinical 
experience and discussion with colleagues. We are indebted to our patients for their courage, 
their trust, and all they have taught us over the years, and to our colleagues, especially those on 
the META:PHI Community of Practice, for sharing their knowledge and experience with us. 


The authors wish to thank the contributors and reviewers for their valuable input on this 
document. The physician authors take responsibility for the clinical information presented here. 
The writing of this guide was supported by a secondary spread grant from the Adopting 
Research to Improve Care (ARTIC) program, a joint initiative of Health Quality Ontario and the 
Council of Academic Hospitals of Ontario. 
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Approach to RAAM practice 
How do you create patient engagement? 
Tell the patient that addiction is a treatable condition. Negotiate a treatment plan. 


For many patients, their first visit to an addiction clinic is their only visit. Therefore, it is critical 
to make every initial appointment worth the patient’s while: Assume that you will never see the 
patient again, and help them leave with something concrete. 


For most medical visits, patients usually have an idea of what they are hoping for; however, 
most patients visiting a RAAM clinic for the first time are not at all sure how the clinic can help 
them.  Many feel their substance use disorder is mainly their own fault rather than a medical 
condition amenable to intervention. Therefore, on the first visit, it is important to explain what 
addiction is: a chronic biopsychosocial condition that is complicated by powerful neurological 
reinforcement. Patients should understand the following key aspects of addiction: 


 It is not the patient’s fault that they have a substance use disorder. It does not make 
them weak, stupid, or a bad person. 


 Substance use disorders have predictable causes or risk factors. The two most important 
are a family history of substance use and psychiatric conditions (e.g., anxiety, PTSD 
caused by difficult childhood experiences). People with these risk factors are more likely 
to use substances to cope with powerful negative emotions so they can function.  


 The cycle of tolerance, dose escalation, and withdrawal makes it very difficult for people 
to stop their substance use on their own. 


 Treatment is available and is often very effective. With treatment, the patient’s mood, 
energy, sleep, relationships, and overall functioning generally improve quickly and 
dramatically. 


 Treatment usually involves medication to address the biological component of addiction 
and counselling to address the psychosocial component (including anxiety, depression, 
PTSD, etc.). 


During the initial visit, some patients may be ambivalent about stopping their substance use. 
Others may be desperate for change but doubtful that they can achieve it. Whatever stage the 
patient is at, listen to them without judgment and work with them to come up with a plan that 
addresses the needs that they have identified. The patient should leave with an understanding 
of what addiction is and a clear idea of what to do next. 
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How long should a RAAM clinic appointment be? 
Allow up to an hour for initial appointments and up to half an hour for follow-ups. Flexibility is 
important.  


The length of the initial appointment depends on the needs of the patient. In most cases, an 
initial appointment will include an intake assessment and substance use history, which may 
involve a social worker, addictions counsellor, nurse, and/or physician. We suggest allowing at 
least an hour for an initial appointment. 


There is also variation in the length of follow-up appointments. A patient’s first follow-up 
appointment tends to be longer than subsequent follow-ups. During this visit, check in with the 
patient about their response to medication, their substance use, their mood, progress on their 
treatment plan, and any referrals or arrangements that need to be made. Follow-up 
appointments become shorter as the patient becomes more stable; patients who are doing well 
often just need a quick check-in and medication renewal. Longer follow-up appointments (i.e., 
first follow-ups, follow-ups for patients who are very complex and/or unstable) may take up to 
half an hour; follow-ups for stable patients may take as little as ten or fifteen minutes. 


We do not suggest imposing a time limit on appointments. When patients know from the start 
that they have your undivided attention during their appointment and that they can have as 
much time as they need with you, they may be less likely to be angry about having to wait a long 
time to see you. 


How long should we be following individuals for? 
Follow the patient until they are stable, then transfer them back to their primary care 
provider. 


Ideally, the patient is followed until they are stable, indicated by good response to medication, 
decreased substance use, resolution or improvement of problems or conditions related to 
substance use, and improved relationships. In most cases, this will take about three to nine 
months, depending on individual patient characteristics (e.g., length and severity of the 
substance use disorder, social determinants of health, etc.). Once the patient is stable, long-
term care (including prescribing addiction medications) should ideally be transferred to the 
primary care provider. This creates room for the RAAM clinic to see new patients and increases 
the confidence and capacity of primary care providers to manage patients with substance use 
disorders. 


Transferring addiction care to the primary care provider (PCP) is more complicated for patients 
being maintained on methadone. Even though an exemption is no longer required to prescribe 
methadone in Canada, many PCPs will not have the necessary confidence and skills to take this 
on. It may therefore be necessary to follow patients on methadone maintenance therapy for 
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longer than other patients. We recommend against discharging patients to clinicians you are 
unfamiliar with who work at high-volume methadone clinics, as some of these clinics provide 
inadequate care and impose burdensome program requirements (such as frequent visits and 
urine drug screens), the combination of which may contribute to treatment drop-out (1). 
Patients who are stable on methadone but cannot be sent to their PCP for ongoing care should 
only be discharged to a methadone clinic if you are very confident that the patient will receive 
care that is at least as good as what they receive at the RAAM clinic. 


Some patients may feel anxious about their primary care provider learning about their 
substance use, especially at the beginning of their treatment; they may be afraid that their PCP 
will be angry with them or refuse to see them again. They may also worry that their PCP will not 
be willing or able to manage their substance use. Tell them that when they are stable, you will 
send their PCP a transfer letter that summarizes the treatment plan and invites the PCP to 
contact you at any time with any questions, concerns, or problems. To help the patient feel 
supported, reassure them that they can reconnect with you if they ever want to. 


How do you engage PCPs in patients’ addiction care? 
Build strong relationships and encourage referral pathways. Encourage PCP involvement in 
patients’ management as early as possible. 


The best way to engage primary care providers in patients’ addiction care is to make them 
aware that having addiction medicine skills will make their jobs easier. PCPs may feel frustrated 
or guilty for not knowing how to help their patients with substance use disorders; emphasize 
that learning these skills will make their appointments with these patients much more effective 
and satisfying. 


There are many ways to reach out to PCPs: 


 Talk informally with PCPs you already know and offer your expertise. 


 Give rounds at local primary care clinics and hospitals. 


 Offer addiction in-services to groups of practitioners. This can be done a variety of ways: 
informal sessions, consultations, regular shared-care days, etc. 


 Invite interested PCPs to observe you in your clinic. 


 Sign up for a mentoring service, such as Project ECHO (https://www.echoontario.ca/) or 
Medical Mentoring for Addictions and Pain (https://www.ontariofamilyphysicians.ca/ 
education/collaborative-mentoring-networks/medical-mentoring-for-addictions-and-
pain-mmap), and encourage PCPs to sign up as mentees. 


During initial appointments, always ask patients for permission to send a consult note with their 
treatment plan to their PCP. Bringing the PCP into the patient’s addiction management at the 
beginning of treatment makes the eventual transition back to primary care easier for both the 



https://www.echoontario.ca/

https://www.ontariofamilyphysicians.ca/education/collaborative-mentoring-networks/medical-mentoring-for-addictions-and-pain-mmap

https://www.ontariofamilyphysicians.ca/education/collaborative-mentoring-networks/medical-mentoring-for-addictions-and-pain-mmap

https://www.ontariofamilyphysicians.ca/education/collaborative-mentoring-networks/medical-mentoring-for-addictions-and-pain-mmap
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patient and the PCP: It opens communication between you and the PCP, makes the PCP aware 
of the plan, and encourages the patient to think of you and their PCP as their care team. 


Building strong relationships with local PCPs will also enable you to connect unattached stable 
patients to primary care. Negotiate relationships with PCPs in which you assess their patients 
who are struggling with substance use and they take over primary care for RAAM clinic patients 
who are stable and ready to be discharged. 


How do you set up a RAAM clinic for best patient outcomes and experience? 
Ensure a safe, non-judgmental, non-stigmatizing environment. Centre the patient and their 
needs. Facilitate connections to other social and health services.  


How a patient is greeted when they arrive at the RAAM clinic sets the tone for the entire 
encounter. Patients who are seeking help for a substance use disorder for the first time may be 
feeling frightened, guilty, or ashamed, and they may also be very sensitive to feeling judged. It is 
therefore vital to create an environment that is safe, non-judgmental, and non-stigmatizing. 
Ensure that clinic receptionists understand the importance of making patients feel welcome. 
Make the registration procedure as straightforward as possible so that patients do not feel 
overwhelmed, and make the waiting room and clinical areas as welcoming and comfortable as 
possible. 


Every clinician that the patient interacts with during their RAAM clinic visit should be 
empathetic, attentive, and non-judgmental. Practice active listening and speak to the patient’s 
specific needs and concerns. At the end of the visit, the patient should feel that they were 
heard, that their concerns and questions were addressed, and that they had a full explanation of 
what addiction is and what their treatment options are. They should leave with a sense of 
optimism and hope, and also relief that they do not have to endure shame and guilt over their 
substance use. 


Depending on your clinic resources, it may be feasible to provide patients with some degree of 
routine health screening and treatment and/or case management. However, if this is not 
possible, patients should be referred to other health and social supports according to their 
needs. To facilitate making appropriate referrals, we recommend putting together a list of local 
resources to offer to patients: 
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 FHTs, CHCs, and drop-in primary care clinics 


 ID clinics 


 Community agencies providing case management and counselling 


 Drop-in community programs 


 Drop-in meal programs 


 Sexual health clinics 


 Smoking Treatment for Ontario Patients (STOP) programs 


 HIV and hepatitis C clinics 


 Shelters and crisis beds 


 Public Health Units 


How do you create good team-based care balanced between a medical approach 
and counselling? 
Foster ongoing positive communication between all members of the care team. Reinforce a 
common understanding of the different facets of addiction care. 


Different members of a clinical team will have different areas of expertise. Addiction physicians 
and nurse practitioners are usually very familiar with addiction medications, while addiction 
nurses, counsellors, and outreach workers often have strong counselling skills. It is important to 
recognize that both medications and counselling have a role to play in addiction treatment. 
Medication helps control physical cravings, which makes patients more able to participate in 
counselling, and counselling helps patients get at the root of their substance use.  


Team-based care is most effective when team members work collaboratively. Arrange regular 
team meetings for case reviews and discussions about clinic issues. This keeps all members of 
the team engaged with one another and allows the group to build a shared understanding of 
what addiction treatment looks like. 
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What clinical resources for addiction are available? 
Visit resource websites. Look for local education and mentorship opportunities. 


If you or your colleagues are looking for clinical, educational, or mentorship resources, there are 
several organizations that provide online materials and opportunities: 


 The META:PHI website has a section on tools for providers, including some resources 
specifically for use in a RAAM clinic setting (http://metaphi.ca/provider-tools.html). 
There is also a collection of educational resources (http://metaphi.ca/provider-
education.html). 


 The British Columbia Centre on Substance Use has produced a number of clinical 
resources, including treatment agreements for buprenorphine, methadone, and slow-
release oral morphine, withdrawal scales, and information sheets 
(https://www.bccsu.ca/clinical-care-guidance/). They also offer a free online training 
program in addiction care and treatment (https://www.bccsu.ca/about-the-addiction-
care-and-treatment-online-certificate/), which is eligible for credits from both the 
College of Family Physicians of Canada and the Royal College of Physicians and Surgeons 
of Canada. 


 The Portico Network website has a collection of clinical tools 
(https://www.porticonetwork.ca/tools/clinical-tools) as well as a dedicated toolkit 
aimed at family physicians for managing addictions (https://www.porticonetwork.ca/ 
web/portico/tools/toolkits/pcat). 


 The Centre for Addiction and Mental Health offers many training courses and programs 
to health care providers, some of which are delivered entirely online 
(https://www.camh.ca/en/education/continuing-education-programs-and-courses). 


 The Machealth Opioids Clinical Primer offers a three-course module on managing opioid 
use disorder along with several clinical resources and tools (https://machealth.ca/ 
programs/opioids_clinical_primer/p/oud). 


 The Collaborative Mental Health Network and the Medical Mentoring for Addictions and 
Pain program are mentorship networks offered through the Ontario College of Family 
Physicians (https://www.ontariofamilyphysicians.ca/education/collaborative-
mentoring-networks). 


 ECHO Ontario offers an online mentorship program for addiction medicine and 
psychosocial interventions (https://camh.echoontario.ca/program-ampi/).  


We also encourage providers to engage in local education and mentorship opportunities, such 
as observerships and preceptorships, lunch-and-learn sessions, hospital rounds, or huddles. This 
facilitates the development of supportive relationships within your local network of care 
providers.   



http://metaphi.ca/provider-tools.html

http://metaphi.ca/provider-education.html

http://metaphi.ca/provider-education.html

https://www.bccsu.ca/clinical-care-guidance/

https://www.bccsu.ca/about-the-addiction-care-and-treatment-online-certificate/

https://www.bccsu.ca/about-the-addiction-care-and-treatment-online-certificate/

https://www.porticonetwork.ca/tools/clinical-tools

https://www.porticonetwork.ca/web/portico/tools/toolkits/pcat

https://www.porticonetwork.ca/web/portico/tools/toolkits/pcat

https://www.camh.ca/en/education/continuing-education-programs-and-courses

https://machealth.ca/programs/opioids_clinical_primer/p/oud

https://machealth.ca/programs/opioids_clinical_primer/p/oud

https://www.ontariofamilyphysicians.ca/education/collaborative-mentoring-networks

https://www.ontariofamilyphysicians.ca/education/collaborative-mentoring-networks

https://camh.echoontario.ca/program-ampi/
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Alcohol 
How do I determine the appropriate setting for managing alcohol withdrawal for a 
particular patient? 
Consider your resources. Ensure that patient receives aggressive treatment and appropriate 
follow-up. Avoid sending patients home with large benzodiazepine prescriptions. 


Withdrawal can be treated as a planned, elective intervention in the RAAM clinic. Planned 
withdrawal is indicated for patients who are committed to abstinence but have difficulty 
achieving it because of daily withdrawal symptoms. The patient should be instructed to have the 
last drink ten to twelve hours before attending the RAAM clinic, so that withdrawal symptoms 
will emerge when the patient arrives. 


It will be challenging to fully treat withdrawal if the RAAM clinic is only open for a few hours at a 
time. Before the withdrawal intervention is arranged, patients should be advised that they may 
need to go to the emergency department (ED) or withdrawal management if they are still in 
significant withdrawal when the RAAM clinic closes. 


Patients in alcohol withdrawal need to be treated aggressively and confidently and need very 
close (ideally daily) follow-up, either in person or by phone, for four to seven days, depending 
on the severity of the withdrawal. The patient should be assessed every hour using the Clinical 
Institute Withdrawal Assessment for Alcohol, Revised (CIWA-Ar) scale (2) or the Sweating, 
Hallucination, Orientation, Tremor (SHOT) scale (3); order diazepam 20 mg or lorazepam 4 mg 
for CIWA-Ar ≥ 10 or SHOT ≥ 21. Treatment is complete when the CIWA-Ar score is below eight or 
SHOT score is zero or one on two consecutive occasions and the patient has minimal or no 
tremor. Patients should be sent to the emergency department if they are still in moderate to 
severe withdrawal after three or four doses of benzodiazepines; if they are disoriented, 
agitated, or hallucinating; if they have repeated vomiting, profuse sweating, tachycardia, or 
rising blood pressure; or if they have medical conditions that put them at risk of complications 
(e.g., liver failure, COPD, sleep apnea, heart disease, on medications that prolong the QT 
interval, or on high doses of opioids). On treatment completion, the clinician should tell patients 
that they are now ready to achieve abstinence because they no longer have a biological need to 
drink to ward off withdrawal symptoms. The treatment plan should be reviewed with the 
patient: anti-craving medications, follow-up with the RAAM clinic, attendance at a mutual aid 
group and/or other community services, and strategies to avoid alcohol. 


                                                           
1 The SHOT scale is an alternative to the CIWA-Ar. The SHOT has not yet been validated for serial use 
outside of the ED setting, but has the advantage of being faster to administer than the CIWA-Ar.  
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If the patient is still in mild withdrawal when the RAAM clinic closes, the optimal treatment 
setting depends on a number of factors. For some patients, a three-day outpatient diazepam 
prescription may be indicated, to be either taken at home under the supervision of a family 
member, daily dispensed by a nearby pharmacy, or dispensed at a withdrawal management 
centre. Outpatient prescriptions for benzodiazepines should be scheduled, not PRN, and only 
taken if definite physical withdrawal symptoms are present; this should be written explicitly on 
the prescription (e.g., diazepam 10 mg q 4 H for tremor on the first day, 10 mg q 6 H for tremor 
on the second day, 10 mg q 12 H for tremor on the third day). Patients should be advised to 
attend the next RAAM clinic for follow-up; if the next clinic is several days away, consider 
checking in by phone if possible to see how the patient is doing. 


Emergency departments and other inpatient medical settings are well resourced, allowing 
patients to have 24-hour care and rapid access to procedures such as ECGs or IV fluids and 
medications. However, the withdrawal treatment that patients receive in medical settings is 
often not aggressive enough, which can lead to the patient leaving before treatment is complete 
and relapsing to alcohol immediately.  Additionally, patients who have had negative experiences 
receiving treatment for withdrawal may not be willing to consider an emergency department 
visit or hospital admission. Sometimes these problems can be avoided or minimized if the RAAM 
clinic calls or sends a letter with the patient with treatment recommendations for the ED. 


We recommend against writing large prescriptions for benzodiazepines for patients to take at 
home. Patients who continue to drink while taking benzodiazepines are at increased risk for 
respiratory depression. Additionally, people can become physically and psychologically 
dependent on benzodiazepines within a few weeks of regular use, compounding the problem. 
Aggressive benzodiazepine loading should only be done under medical observation, and 
outpatient prescriptions should be limited to modest scheduled doses for a maximum of three 
days. Ensure the patient understands that they should discontinue the medication if they 
resume drinking. 
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What are some benzodiazepine-sparing regimens for alcohol withdrawal in an 
outpatient setting? 
Gabapentinoids have preliminary evidence for being effective in reducing symptoms of 
alcohol withdrawal, and are preferred to benzodiazepines for treating post-acute withdrawal. 
Aggressive benzodiazepine loading is still preferred for patients in severe withdrawal and/or 
at risk for withdrawal seizures. 


Although benzodiazepines are still the first-
line treatment for alcohol withdrawal, there 
is some preliminary evidence that 
gabapentin and pregabalin are effective 
alternatives for mild to moderate symptoms 
(see lit review). They also treat post-acute 
withdrawal symptoms and have lower abuse 
potential than benzodiazepines. Trials have 
shown that gabapentin 1200 mg/day or 
pregabalin 450 mg/day are effective at 
reducing CIWA-Ar scores for patients in 
withdrawal. In the authors’ experience, 
gabapentin 600 mg tid is effective at 
relieving patients’ withdrawal symptoms 
without significant sedation or impairment. 


Lit review: Gabapentinoids 
Myrick et al. (4) conducted a four-day randomized double-blind 
trial of 100 outpatients with alcohol use disorder (AUD) and 
CIWA-Ar scores of at least 10. Participants were randomized to 
receive gabapentin 900 mg/day, gabapentin 1200 mg/day, or 
lorazepam 6 mg/day (there was initially a group receiving 
gabapentin 600 mg/day, but this group was discontinued when 
two patients had seizures). Participants in all groups showed 
CIWA-Ar score reduction; the high-dose gabapentin group 
showed the greatest reductions, and the low-dose gabapentin 
group and the lorazepam group showed the same reductions. 
Participants in the lorazepam group had a higher chance of 
drinking as the lorazepam dose was decreased, and both 
gabapentin groups had less probability of drinking during the 
post-treatment period and lower scores for cravings, anxiety, 
and sedation. 


A literature review (5) on the effectiveness of pregabalin for 
treating alcohol use disorder reviewed three trials (6-8) on its 
use in the management of alcohol withdrawal. Two of the three 
trials suggest that pregabalin is effective in the treatment of 
withdrawal, and the review suggests that the results of the third 
trial may be explained by participant selection.   


Martinotti et al. performed a randomized single-blind 
comparison trial (ITT population study) in which 111 participants 
with consumption of more than 80 g of alcohol in the past 24 
hours with CIWA-Ar score of 10+ were enrolled to receive either 
pregabalin (n=37, max dose 450 mg/day), tiapride (n=37, max 
dose 800 mg/day), or lorazepam (n=37, max dose 10 mg/day). 
Participants in all three groups showed a reduction of CIWA-Ar 
score, but the pregabalin group showed greater reductions in 
their scores for headache and orientation. Treatment retention 
was similar for the pregabalin and lorazepam groups (lower in 
the tiapride group), and the number of subjects remaining 
abstinent was higher in the pregabalin group. 
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Because the evidence for gabapentinoids as 
an alcohol withdrawal agent is still 
preliminary, this recommendation is 
conditional on the provider’s experience and 
individual patient characteristics. 
Additionally, it is important to note that 
gabapentinoids are not as effective as 
benzodiazepines at preventing withdrawal 
seizures; patients in severe alcohol 
withdrawal, especially those who have a 
history of or are at risk for DTs or withdrawal 
seizures, should be treated with 
benzodiazepines. As mentioned above, we 
recommend aggressive symptom-triggered 
treatment in which patients receive 
diazepam 20 mg or lorazepam 2 mg every 
hour for a CIWA-Ar score of ten or more; 
treatment should not be discontinued until 
the score is below eight on two consecutive 
occasions. This dosing regimen lowers the 
chances of DTs, and an outpatient prescription for benzodiazepines will likely not be necessary if 
the patient’s withdrawal is fully treated before they leave. 


What bloodwork or tests are important in AUD patients? 
Order CBC, GGT, ferritin, AST, ALT, albumin, INR, and bilirubin. Test for hepatitis C. 


Liver function tests will show signs of alcoholic liver disease: Elevated AST indicates liver 
inflammation, high bilirubin/INR or low albumin indicates liver dysfunction from cirrhosis, and 
low platelets indicate liver dysfunction from splenomegaly (confirmed by ultrasound) due to 
portal hypertension (confirmed by endoscopy with measurement of portal pressures). If you 
find evidence of alcoholic liver disease, inform patients that continuing to drink at the same rate 
will lead to worsening disease, and that abstinence will prevent further liver damage. 


The results of liver function tests are also important for medication safety. Disulfiram is 
contraindicated for patients with cirrhosis, and other medications should be used with caution 
(see below).  


GGT is a good monitor of treatment progress and is a motivator for reduced drinking. The half-
life of GGT is two to four weeks, and elevated levels usually return to normal within two to three 
months of abstinence. Patients feel proud when GGT declines. 


Lit review: Gabapentinoids (cont’d) 
Di Nicola et al. conducted an open prospective study to evaluate 
the safety and effectiveness of pregabalin for outpatient alcohol 
withdrawal. Forty participants with a diagnosis of AUD and a 
CIWA-Ar score between 10 and 20 received 150 mg pregabalin 
bid on the first day, a flexible dose (200–450 mg/day, mean dose 
289 mg) for six days, and then tapered for seven days. 
Participants showed significant reduction in withdrawal 
symptoms and cravings, significant quality of life improvement 
by day 14, an improvement in comorbid psychiatric symptoms, 
and decreased GGT and ALT. 


Förg et al. conducted a six-day randomized double-blind 
controlled trial on 41 inpatients with AUD comparing the amount 
of diazepam administered as a rescue medication between the 
pregabalin group (n=20) and the placebo group (n=21). The 
pregabalin group was not found to be superior to the placebo 
group according to this measure, and the rates of dropout were 
similar for both groups. However, the review (5) points out that 
participants had lower baseline CIWA-Ar scores (8.1 for the 
pregabalin group, 8.3 for the placebo group) than the 
participants in the other two trials, meaning the benefit may not 
have been as obvious (there were also demographic differences 
between the two groups; the pregabalin group had a significantly 
higher mean age). 
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It is also a good idea to test for hepatitis C, as patients who drink heavily have it at a higher rate, 
especially if they have a history of polysubstance use. Patients who have hepatitis C should be 
prescribed antiviral medication and told that alcohol and hepatitis C act synergistically to 
damage the liver, and that abstinence or minimal consumption is the safest course. 


At what point during treatment should anti-craving medications be considered? 
When indicated, anti-craving medications should be prescribed on the first visit. Bloodwork 
can be ordered on the first visit but should not delay initiation. 


Starting an anti-craving medication can have both physical and psychological benefits for a 
patient. In addition to the pharmacological effects of the drug, the patient’s act of taking a 
medication for their AUD reinforces that they have a medical condition and that they are 
treating it. Leaving the initial appointment with a treatment plan that includes medication may 
help the patient feel more in control of their recovery. 


Many patients are ambivalent about starting an anti-craving medication due to the pervasive 
belief that AUD is a purely psychosocial condition; they may feel that they should be able to get 
better on their own. Provide patients with education about the biological component of 
addiction: Explain that cravings and subacute withdrawal symptoms come from a deep part of 
the brain related to appetite and motivation, and that these impulses are very hard to 
overcome. Anti-craving medications target these impulses directly, enabling the patient to 
engage in counselling and other psychosocial processes that are crucial to recovery. 


Some anti-craving medications may cause elevations in AST and ALT, and bloodwork should be 
ordered at baseline and follow-ups so that levels may be monitored. However, unless the 
patient has clinical evidence of cirrhosis, we recommend against insisting on bloodwork before 
giving the patient a prescription. The liver enzyme elevations caused by anti-craving medications 
are reversible, and in our experience, some patients will drop out of treatment if they are told 
they must do a blood test before receiving their medication. The one exception to this is 
disulfiram; bloodwork should be obtained before starting this medication (see below). 


What clinical considerations go into the choice of an anti-craving medication? 
What should be tried first? 
Consider the patient’s goals and clinical factors. If patient has an inadequate response to a 
medication, a supplementary medication may increase the benefit. 


The choice of an anti-craving medication for a particular patient depends on several different 
factors, including the patient’s drinking goals (abstinence versus reduced drinking), concurrent 
medical or psychiatric conditions (e.g., cirrhosis, anxiety), and Ontario Drug Benefit (ODB) plan 
coverage. Here we present some of the considerations that may go into the clinical decision. 
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Naltrexone is one of the first-line medications for AUD. It has been studied extensively and has 
strong evidence of benefit (9-13). It works by blocking the opioid receptor, reducing the 
euphoric effects of alcohol. Patients do not need to be abstinent while taking it, making it 
effective whether the patient’s goal is abstinence or reduced drinking. It is not necessary to 
check bloodwork results before initiating naltrexone unless there is clinical evidence of cirrhosis. 
If the patient has pre-existing liver disease, order AST and ALT at baseline and at three to four 
weeks post-initiation; discontinue the naltrexone if levels rise more than three times the 
baseline level. Because it is an opioid antagonist, it will trigger opioid withdrawal in patients who 
take opioids. Naltrexone is covered by ODB with LU code 532; patients must meet the clinical 
criteria for AUD, express a commitment to reduce or abstain from alcohol, and confirm 
participation in AUD treatment. Prescribe 25 mg OD for three days to reduce GI side effects, 
then 50 mg OD; titrate to 100–150 mg OD if 50 mg does not provide sufficient relief of cravings. 


Acamprosate is the other first-line medication for AUD. It is a glutamate antagonist and relieves 
sub-acute withdrawal symptoms, such as insomnia, dysphoria, and cravings. It is of similar 
effectiveness to naltrexone (10, 12, 13), but it is only indicated for patients who have abstinence 
as a goal; it is a good choice for patients who want to stop drinking but experience dysphoria or 
insomnia on cessation. Because acamprosate is not metabolized by the liver, it is safe for 
patients with liver disease; bloodwork is not necessary prior to initiation. Acamprosate is 
covered by ODB with LU code 531; patients must meet the clinical criteria for AUD, express a 
commitment to abstain from alcohol, be abstinent for at least three days prior to initiation, and 
confirm participation in AUD treatment. Prescribe 666 mg tid (or 333 mg tid if the patient has 
renal impairment). 


Gabapentin works by modulating dopamine. It has been shown to relieve both acute (4) and 
sub-acute (14, 15) withdrawal symptoms. An advantage of this is that it can be used to treat 
alcohol withdrawal and then provided as a prescription on discharge. In addition to relieving 
cravings and reducing drinking, gabapentin also helps to relieve anxiety (4), and is therefore a 
good option for patients with a concurrent anxiety disorder. Gabapentin can cause sedation, 
and higher doses have been associated with pedal edema, particularly in elderly patients (16, 
17). Because gabapentin has abuse potential, patients should be monitored to ensure that their 
use does not become problematic. Gabapentin is covered by ODB. Start at 300 mg bid or tid; the 
optimal dose is 600 mg tid. 


Disulfiram is an aversive medication that causes a toxic reaction when combined with alcohol. It 
is very effective at preventing drinking when it is given under the supervision of a family 
member or partner, and is a good choice for patients for whom relapse would lead to serious 
social harm (e.g., loss of job or spouse). Very few patients test it once they have taken a tablet, 
and once it is in their system they stop ruminating about whether or not they should have a 
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drink. It is also reassuring for the person dispensing the medication, since they know that the 
patient is not drinking as long as they continue to take the medication. Disulfiram should not be 
prescribed to patients with cirrhosis. In rare cases, disulfiram can cause severe toxic hepatitis. 
Perform a baseline liver function test and repeat after two months; discontinue if AST or ALT is 
three times above baseline level. Disulfiram is not covered by ODB, and is only available as a 
compounded medication. Prescribe 125 mg OD; increase to 250 mg OD if the patient reports 
that alcohol consumption does not cause a reaction. 


Topiramate is an anticonvulsant that has some evidence of benefit for AUD; some small trials 
have shown it to be superior to placebo in improving drinking outcomes (18-20). Topiramate can 
cause glaucoma, renal stones, or weight loss. Topiramate is covered by ODB. Start patients with 
50 mg OD, and titrate by 50 mg to a maximum daily dose of 200–300 mg. 


Baclofen is a muscle relaxant, and can be used as an anti-craving medication. It is the only anti-
craving medication that is known to be safe in cirrhosis; however, the evidence for its 
effectiveness is uncertain (21-25). Baclofen is covered by ODB. Use doses of 20 mg tid or more 
and monitor patient for evidence of benefit. 


Varenicline is a nicotine receptor partial agonist used for smoking cessation that may also be 
useful in reducing alcohol consumption. Although the results of randomized controlled trials are 
mixed (26-28), there is some evidence that varenicline reduces heavy drinking days in men who 
smoke. Varenicline is covered by ODB with LU code 423; patients must take it as a smoking 
cessation aid, in conjunction with smoking-cessation counselling. The controlled trials started 
patients on 0.5 mg OD for three days, then 0.5 mg bid for four days, then 1 mg bid. 


Ondansetron, a serotonin 5-HT3 receptor antagonist, may be used as a second-line drug in 
patients with early-onset alcoholism (i.e., patients who developed AUD before the age of 25). 
Early-onset alcoholism has been associated with a genetic defect in the serotonin transporter 
system that increases dopamine and thus increases the euphoric effect of alcohol. Ondansetron 
modulates the serotonin system, reducing alcohol’s reinforcing effects in patients with this 
genetic defect. One controlled trial has shown that ondansetron reduced alcohol consumption 
in patients with early-onset alcoholism (29). ODB only funds ondansetron for chemotherapy-
induced nausea. The controlled trial used a daily dose of 0.5 mg; ondansetron comes in 4 mg 
and 8 mg formulations, so compounding will be required. 


Although evidence is limited, anti-craving medications that work on different neurophysiological 
systems and therefore do not interact may be combined in order to increase the benefit to the 
patient. A randomized controlled trial by Anton et al. (30) found that patients randomized to 
receive both gabapentin and naltrexone had improved drinking outcomes (i.e., a longer delay to 
heavy drinking, fewer heavy drinking days, and fewer drinks per drinking day), better self-
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reported sleep, and more self-reported control over drinking urges than patients randomized to 
receive naltrexone alone.  


How should I administer or prescribe thiamine? 
Evidence for thiamine dosing regimens is unclear. Less rigorous evidence suggests that 
patients at risk for Wernicke’s encephalopathy (WE) should be given 200 mg IM or IV OD for 
three to five days. After parenteral treatment, consider giving a prescription for 100 mg PO OD 
for at least one month. 


AUD is a significant risk factor for Wernicke’s encephalopathy (WE); other risk factors include 
malnourishment, trauma, and conditions involving recent vomiting. While thiamine is often 
administered to AUD patients to prevent or treat WE, there is not yet an evidence-based 
protocol for its use. A 2013 Cochrane review (31) found that RCT evidence for the use of 
thiamine for prevention of WE in AUD patients was insufficient to recommend a dose, route, 
frequency, or duration. Only a single study (32) identified in this review could be analyzed; this 
trial, in which IM thiamine was administered to 107 AUD inpatients once daily for two days in 
five different doses (5 mg, 20 mg, 50 mg, 100 mg, 200 mg), found that patients receiving the 
highest dose performed significantly better on a delayed alternation test than patients receiving 
the lowest dose, but found no other significant differences between the groups. Furthermore, 
the reviewers found the study to be methodologically flawed, leaving little evidence on which to 
base a clinical recommendation. 


Guidelines based on expert opinion and uncontrolled trials (33-35) and hypotheses drawn from 
retrospective chart reviews (36, 37) broadly agree that high doses of thiamine are indicated for 
AUD patients with or at risk of WE, and that the IM or IV route is recommended over the oral 
route due to thiamine’s reduced oral bioavailability for unhealthy patients. The 
recommendations of these sources converge at 200 mg IM or IV daily for three to five days for 
patients at risk of WE. One guideline (35) recommends IV administration over IM because the 
volume of the IM dose may be painful for the patient; however, IM administration may be more 
practical for both patients and practitioners. 


After the patient has received parenteral treatment, consider giving them a prescription for 100 
mg thiamine PO daily for at least one month. Oral thiamine is more readily absorbed in healthy 
patients, and this dose will help to resolve lingering thiamine deficiency. 


  







17 
 


How should I manage patients with AUD + comorbid mood or anxiety disorder? 
Naltrexone combined with sertraline has some evidence of benefit for AUD patients with 
depression or anxiety. Gabapentinoids have evidence of benefit but also have abuse potential. 


Many patients with AUD also suffer from a 
comorbid psychiatric condition, such as a 
mood or anxiety disorder. Because 
substance use disorders and mood/anxiety 
disorders tend to exacerbate each other, it 
is important to treat both concurrently. 
However, there is not yet much high-
quality evidence for interventions that 
improve both conditions (see lit review).  


To date, pharmacological options that 
have the best evidence of benefit for both 
drinking outcomes and psychiatric 
symptoms include (a) naltrexone 
combined with sertraline, (b) 
gabapentinoids, and (c) buspirone. 


Naltrexone is one of the first-line 
medications for AUD, and sertraline has 
been found to be effective and well 
tolerated as a treatment for depression 
and anxiety (50). A randomized controlled 
trial found that using the two in 
combination is successful at improving 
both drinking outcomes and mood than 
placebo or either agent alone (51). As 
noted above, gabapentinoids (gabapentin, 
pregabalin) have been found to relieve 
both alcohol cravings and anxiety (4); 
pregabalin has rapid absorption and faster 
onset of action. Because gabapentinoids 
have abuse potential, patients should be 
monitored to ensure that their use does not become problematic. Although the evidence is 
limited, the anxiolytic buspirone has been shown in one small double-blind trial to be superior 
to placebo at reducing anxiety scores and alcohol cravings without adverse effects (52).  


Lit review: AUD + psychiatric conditions 
Reviews of the literature on pharmacological treatment of 
concurrent AUD and mood/anxiety disorder (as opposed to 
treatment of AUD in patients with a mood/anxiety disorder or 
treatment of mood/anxiety disorder in patients with AUD) have 
found the evidence to be inconclusive (38-42). Agents that have 
been studied include antidepressants (sertraline, paroxetine, 
desipramine) and anxiolytics (buspirone, gabapentinoids). 


A Cochrane review of five RCTs found no high-quality evidence for 
any of the agents tested (38). One trial (43) found buspirone to be 
significantly superior to placebo at reducing symptoms of general 
anxiety disorder, but the evidence was of low quality; the study did 
not report on drinking outcomes. A synthesis of two studies (44, 45) 
found that paroxetine was superior to placebo at lowering 
symptoms of social anxiety disorder and reducing drinking, but the 
evidence was of very low quality. Desipramine was found to be 
superior to paroxetine at reducing drinking in veterans with 
concurrent PTSD and AUD, but no difference was found between 
the two agents at lowering symptoms of PTSD (46). Sertraline was 
found to be marginally superior to placebo at reducing symptoms of 
PTSD but no different from placebo at reducing drinking in one trial 
(47). 


A review of treatments for comorbid AUD and anxiety disorder 
found that buspirone, pregabalin, and gabapentin had some 
evidence of benefit for reducing both anxiety symptoms and alcohol 
cravings (39).  


A review of eight double-blind controlled trials of the effectiveness 
of antidepressants in patients with concurrent depression and AUD 
(42) reported that antidepressants were found to improve 
symptoms of depression in six of the trials, but drinking outcomes 
only improved in two trials: Desipramine  (48) and fluoxetine (49) 
were both found to reduce both depressive symptoms and drinking. 


All of the reviews concluded that the evidence is lacking for effective 
treatments of comorbid AUD and mood or anxiety disorders. More 
and higher-quality RCTs are needed to draw conclusions about the 
effectiveness of these treatments. 
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Although benzodiazepines provide rapid anxiety relief and are generally well tolerated by 
patients, we do not recommend them as anxiolytics for patients with AUD; people can become 
dependent on them quickly, and they increase the risk of respiratory depression if the patient 
continues to drink. 


What are the considerations when managing AUD in special populations? 
When treating elderly (65+) patients, consider the psychosocial reasons (e.g., loneliness) that 
might contribute to increased drinking. When treating women, bear in mind that substance 
use is more highly stigmatized in women, which can often lead to intense feelings of guilt and 
shame. 


There are many patient groups that require special consideration during treatment, and the 
communities that are most prevalent in an individual practice vary from setting to setting. 
However, all RAAM clinics are likely to serve patients with AUD from two groups with particular 
needs: elderly patients (65 years and older) and women. 


Older people are more sensitive to alcohol, and they are also likely to be on medications that 
may interact with alcohol. For these reasons, the low-risk drinking guidelines for elderly people 
are slightly lower than for non-elderly people: It is recommended that elderly people have no 
more than two standard drinks in one day, that men not exceed nine standard drinks per week, 
and that women not exceed seven standard drinks per week. When providing counselling to 
older adults about their drinking, keep in mind the psychosocial factors that may contribute to 
increased drinking: loneliness, isolation, boredom, grief over loss of a partner or friends, 
decreased mobility and activity, etc. (53) Patients should be encouraged to seek support for 
these issues from family and community services, and referrals to ongoing counselling should be 
made when indicated. 


Women face unique challenges in seeking substance use disorder treatment. Women who use 
substances are more highly stigmatized than men who use substances (54); as a consequence, 
they often experience intense feelings of guilt and shame, which are barriers to recovery. It is 
important to help your patients overcome these feelings by ensuring that your clinic is a 
welcoming and non-stigmatizing environment and by explaining in a non-judgmental way how 
people develop substance use disorders, highlighting the role that trauma can play. Explain that 
many people use alcohol (or other substances) as a way to cope with feelings of anxiety or being 
overwhelmed, but that the relief it provides is temporary. Deliver a clear message that alcohol 
use disorders can be treated successfully, and that tools such as medication and counselling can 
greatly improve one’s mood and function.  
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How should I treat patients on opioids who drink heavily? 
Consider a trial of gabapentin, but use caution. Starting patients on buprenorphine is likely to 
reduce their alcohol consumption. 


Patients who use both alcohol and opioids are at increased risk of respiratory depression and 
death. It can be challenging to find an appropriate pharmacological treatment plan for patients 
on opioids who do not have abstinence as a drinking goal: Because naltrexone is an opioid 
antagonist, it is contraindicated in patients who use opioids, and because acamprosate relieves 
sub-acute withdrawal symptoms, it is not effective in patients who continue to drink. Two 
options that may be effective are gabapentin and buprenorphine. 


Gabapentin may be a good option for some patients who use both alcohol and opioids. In 
addition to improving drinking outcomes, gabapentin is effective at treating some types of 
neuropathic pain (55). This means that some patients who use opioids to manage chronic 
neuropathic pain may find that gabapentin decreases their need for opioids in addition to 
reducing their drinking. However, concurrent use of opioids and gabapentinoids has been found 
to increase the risk of opioid overdose (56). If you prescribe a trial of gabapentin, watch closely 
for sedation and carefully monitor the patient’s drinking outcomes; reduced drinking with 
gabapentin may lower the risk of opioid-related harms compared to continuing to drink at the 
same rate while on opioids. Discontinue if the medication does not help the patient reduce their 
drinking. 


Consider starting patients who use both alcohol and opioids on buprenorphine. Because 
buprenorphine is a partial opioid agonist with a ceiling effect, it is less likely to cause respiratory 
depression than other opioids, making it less dangerous in combination with alcohol. In 
addition, buprenorphine is likely to decrease drinking in patients who use alcohol to cope with 
opioid withdrawal symptoms; buprenorphine’s long duration of action will prevent patients 
from going through opioid withdrawal several times a day. 


When is a managed alcohol program indicated? 
Consider a managed alcohol program for patients who regularly drink non-palatable alcohol, 
who have not responded to anti-alcohol medications, and who are unstably housed.  


Managed alcohol programs (MAPs) are facilities that dispense measured quantities of alcohol to 
clients at regular intervals. At the time of writing, MAPs are still relatively rare in Canada. Some 
preliminary evidence has shown that MAP participants have improved outcomes with respect to 
negative medical, legal, and social consequences of drinking (57). A MAP may be a good option 
for harm reduction for patients with severe and intractable AUD. The following traits may be 
indications for a MAP: 
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 Drinks 10+ standard drinks per day. 


 Regularly drinks non-palatable alcohol (e.g., mouthwash, hand sanitizer, cooking wine). 


 No response to an adequate trial of anti-alcohol medication. 


 Frequent emergency department visits. 


 Unable to participate in AUD treatment. 


 Unstably housed or homeless. 


The Canadian Managed Alcohol Program Study (CMAPS) at the University of Victoria maintains a 
list of MAPs in Canada (58). Please visit https://www.uvic.ca/research/centres/cisur/projects/ 
map/index.php for current information. 


  



https://www.uvic.ca/research/centres/cisur/projects/map/index.php

https://www.uvic.ca/research/centres/cisur/projects/map/index.php
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Opioids 
How can I reliably identify opioid use disorder in patients with chronic pain? 
Look for risk factors, clinical features, and patterns of behaviour. An opioid rotation, taper, or 
trial of buprenorphine might be beneficial even for patients without opioid use disorder 
(OUD). 


Even for experienced clinicians, it can be difficult to determine whether a patient taking opioids 
for a chronic pain condition has developed OUD. A major difficulty in making this determination 
is the fact that patients are very likely unaware that they have developed OUD; in many cases, 
patients do not realize that they are taking the opioids partly for the psychoactive effect rather 
than purely for the analgesic effect, and they may interpret their symptoms of withdrawal as a 
worsening of their chronic pain. The following indicators may help identify patients with OUD:  


Risk factors Personal or family history of addiction 
Underlying psychiatric disorder (particularly an anxiety disorder) 
Social factors: Boredom, isolation, unemployment, sex work, etc. 


Clinical features High dose for underlying pain condition 
Rapid escalation of opioid dose 
High drug salience in spite of minimal pain relief (i.e., “The drug 
barely takes the edge off the pain, but I would die without it.”) 


Behaviours Escalation of dose to overcome tolerance to psychoactive effects 
Running out of medication early 
Altering route of delivery (crushing, injecting) 
Accessing opioids from other sources 
Concurrent use of other substances (e.g., cocaine)  


 


The behaviours of chronic pain patients with OUD are in particular contrast to patients without 
OUD, who use opioids for analgesia alone; because analgesic tolerance develops much more 
slowly than psychoactive tolerance, patients do not escalate their dose in the same way, and do 
not have to engage in aberrant behaviours in order to obtain the desired effect. 


If a chronic pain patient does not have clear OUD but is not receiving sufficient improvement in 
pain and functioning from an adequate opioid dose, consider a modification of the opioid 
therapy (59, 60), either through switching the opioid, tapering, or initiating a trial of 
buprenorphine. We strongly recommend against abrupt cessation of long-term opioid therapy 
for any reason, as this increases the patient’s risk of overdose. 
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Once OUD has been diagnosed, what considerations go into the choice of what to 
use for opioid agonist therapy? 
Buprenorphine is the first-line option for opioid agonist therapy (OAT); use methadone if 
buprenorphine is contraindicated, not tolerated, or not preferred by patient. Consider slow-
release oral morphine if methadone and buprenorphine are not tolerated or not effective.  


Systematic literature reviews have found that both buprenorphine (either alone or combined 
with naloxone) and methadone are effective at reducing illicit opioid use and retaining patients 
in treatment (61-63). The Canadian Research Initiative in Substance Misuse (CRISM) National 
Guideline for the Clinical Management of Opioid Use Disorder (64) recommends that 
buprenorphine be the first choice of OAT whenever possible, primarily due to its safety profile 
and flexibility. However, methadone may be chosen over buprenorphine in some situations: 


 The patient experiences intolerable withdrawal symptoms and cannot abstain from 
opioids long enough to initiate buprenorphine (although see below for discussion of 
microdosing). 


 The patient is at high risk of treatment drop-out (i.e., young, transiently housed, 
injection opioid use). 


 The patient has had a previous adverse experience with buprenorphine (although if 
adverse experience was due to precipitated withdrawal caused by premature initiation, 
consider explaining precipitated withdrawal to the patient and seeing if they are willing 
to try again). 


 The patient requests to try methadone instead of buprenorphine, or the patient has 
done well on methadone in the past. 


The CRISM guideline recommends that slow-release oral morphine (SROM) be used as a third-
line option, if both buprenorphine and methadone are contraindicated or ineffective for the 
patient. The evidence for the effectiveness and safety of SROM as an OAT option is of lower 
quality than the evidence for buprenorphine and methadone, and therefore SROM should be 
used with caution as a treatment for OUD. We recommend that, unless the patient is intolerant 
to both medications, SROM only be initiated if the patient has ongoing, problematic opioid use 
despite the following: 


 A two- to three-month trial of an adequate dose of buprenorphine (up to 24 mg) 


 A two- to three-month trial of at least 100 mg of methadone (unless the patient is on 
sedating medications2) 


 Participation in a patient-centred OAT program  


                                                           
2 SROM is less risky than methadone if the patient is on sedating medications due to its shorter half-life. 
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Because prescribing methadone or SROM is riskier than prescribing buprenorphine, 
inexperienced practitioners should seek out education and/or mentorship before prescribing 
either of these agents in a RAAM setting (see Approach to RAAM Practice above). 


How do I initiate buprenorphine treatment? 
Avoid precipitated withdrawal. Consider home induction or microdosing. Have frequent 
appointments to assess patient’s response. 


The biggest risk of initiating buprenorphine treatment is triggering precipitated withdrawal, 
which is extremely uncomfortable for the patient and will make them reluctant to try 
buprenorphine again. It is therefore important to ensure that the patient has no opioids in their 
serum before initiating buprenorphine. The most effective way to do this is to use the Clinical 
Opioid Withdrawal Scale (COWS) to gauge the patient’s degree of withdrawal (65):3 


Resting heart rate 0 1 2  4  


Sweating 0 1 2 3 4  


Restlessness 0 1  3  5 


Pupil size 0 1 2   5 


Bone/joint aches 0 1 2  4  


Runny nose/tearing 0 1 2  4  


GI upset 0 1 2 3  5 


Tremor 0 1 2  4  


Yawning 0 1 2  4  


Anxiety/irritability 0 1 2  4  


Goosebumps 0   3  5 


TOTAL 
5–12 
13–24 


Mild 
Moderate 


25–36 
37+ 


Moderately severe 
Severe 


Table 1: Clinical Opioid Withdrawal Scale (COWS) 


Once the patient has a COWS score of at least twelve (including at least some definite physical 
signs in addition to more subjective ones) and at least twelve hours have passed since the 
patient’s last use of an IR opioid, give an initial dose of 4 mg. Reassess the patient after two 


                                                           
3 This scale can be downloaded from http://metaphi.ca/provider-tools.html.  



http://metaphi.ca/provider-tools.html
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hours and give an additional 2–4 mg if the patient is still in withdrawal. Repeat until withdrawal 
symptoms are relieved, up to a maximum of 12 mg. The dose should be titrated upwards until 
the patient is experiencing relief from withdrawal and cravings for a full 24 hours, to a maximum 
daily dose of 24 mg. Because buprenorphine does not accumulate in the serum, the dose can be 
titrated quickly, with daily increases if necessary, in order to control the patient’s withdrawal; 
however, adjuvant medications can also be added if necessary for symptom control (e.g., 
NSAIDs, loperamide, trazodone, dimenhydrinate). For patients who are elderly or on 
benzodiazepines, start at a lower dose (i.e., 2 mg) and titrate upwards more slowly. 


Although precipitated withdrawal can usually be avoided by ensuring that the patient’s COWS 
score is greater than twelve before starting buprenorphine, there are some barriers to this. 
Patients will not necessarily be in withdrawal when you see them in clinic, and they may not be 
willing or able to attend the clinic when they are in withdrawal. As well, the risk of precipitated 
withdrawal is increased in certain circumstances; patients who have been using long-acting 
opioids such as methadone are at risk of precipitated withdrawal for up to 24 hours after their 
last use, and in our clinical experience, patients who are using fentanyl or its analogues 
sometimes go into precipitated withdrawal during initiation even if it has been over 24 hours 
since their last use and their COWS scores are sufficient. In these cases, wait for clear and 
definite physical symptoms of withdrawal (e.g., vomiting, myalgias) before administering 
buprenorphine, regardless of COWS score. The risk of severe precipitated withdrawal can be 
minimized by giving an initial dose of 1 mg rather than 4 mg, followed by larger doses every one 
to two hours. If mild precipitated withdrawal occurs, wait until it is resolved and try again in six 
to eight hours; severe precipitated withdrawal should be treated with aggressive buprenorphine 
dosing (24 mg or more given in divided doses in one day). 


Limited clinic hours can make office inductions practically challenging. If you are seeing a patient 
for whom buprenorphine treatment is indicated but who is not yet experiencing moderate 
withdrawal symptoms, or if you will not be able to observe the patient for the duration of an 
office induction, consider giving the patient instructions on how to initiate buprenorphine at 
home. Although the evidence for the effectiveness of home induction is still limited, a literature 
review of ten clinical trials of unobserved buprenorphine initiation found that the process was 
feasible and that there were few adverse events; the review also noted that this practice seems 
to have been adopted as a standard of care at some academic hospitals in the United States 
(66). Precipitated withdrawal remains a risk for this method, as patients may take their first dose 
before they are in sufficient withdrawal; this risk can be mitigated by providing the patient with 
clear and explicit instructions about how long to wait after their last opioid dose and what the 
symptoms of moderate withdrawal are. The Subjective Opioid Withdrawal Scale (67) is a self-
administered test that patients can use to determine when they are ready to take their first 
dose. Another potential consideration of this method is the risk of buprenorphine diversion. 
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While buprenorphine is much less commonly found in overdose victims than more potent 
opioids, diverted buprenorphine is still a health risk. We have been unable to find any published 
statistics on the prevalence of buprenorphine diversion, but personal experience and anecdotal 
reports suggest that it is a greater problem in rural areas than urban areas, possibly due to 
availability. However, convenient access to medication is a factor in engagement, and attending 
the pharmacy while in withdrawal is often a barrier. We recommend that clinicians consider 
home induction when its potential benefit for a particular patient outweighs the potential harm. 


We recommend giving the patient a prescription for six to eighteen 2 mg buprenorphine tablets 
(depending on when you can see them again) with these written and verbal instructions: 


You need to be in withdrawal before you take your first dose. Wait at least twelve to sixteen 
hours after your last opioid use, then take the Subjective Opioid Withdrawal Scale (SOWS). 
Before taking the medication, make sure you’re having at least three of these symptoms: 


 Bad stomach pains, nausea, and/or diarrhea 


 Bone or joint aches 


 Yawning 


 Sweating 


 Nose running or eyes tearing up 


 Shaking 


 Restlessness, trouble sitting still 


 Goosebumps 


 Bad anxiety or irritability 


If you take the medication too soon, it will make you very sick. 


Once you’re sure you’re in withdrawal, put two tablets under your tongue (don’t swallow 
them!) and let them dissolve – it will take about five to ten minutes. 


After the tablets have dissolved, wait for two hours to see how you feel. If you’re still feeling 
sick, take another one or two tablets (depending on how sick you feel). For the rest of the 
day, if you keep feeling sick, take one or two tablets every two hours to a maximum of six 
tablets (12 mg). 


If you can see the patient the next day: Come back and see me tomorrow so that I can see 
how you’re doing and give you another prescription. 


If you cannot see the patient the next day: The next <day/two days>, take the total amount 
you took on the first day all at once. Come back and see me in <two/three> days so that I can 
see how you’re doing and give you another prescription. 
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Subjective Opioid Withdrawal Scale (67)4 
Score each of the items below based on how you feel right now. 


 Not at all A little Moderately Quite a bit Extremely 


I feel anxious 0 1 2 3 4 


I feel like yawning 0 1 2 3 4 


I am perspiring 0 1 2 3 4 


My eyes are teary 0 1 2 3 4 


My nose is running 0 1 2 3 4 


I have goosebumps 0 1 2 3 4 


I am shaking 0 1 2 3 4 


I have hot flushes 0 1 2 3 4 


I have cold flushes 0 1 2 3 4 


My bones and muscles ache 0 1 2 3 4 


I feel restless 0 1 2 3 4 


I feel nauseous 0 1 2 3 4 


I feel like vomiting 0 1 2 3 4 


My muscles twitch 0 1 2 3 4 


I have stomach cramps 0 1 2 3 4 


I feel like using now 0 1 2 3 4 


TOTAL 


If your score is 17+, it should be safe to take your first dose of buprenorphine. 
If your score is 16 or less, wait an hour and then take the test again. 


Table 2: Subjective Opioid Withdrawal Scale (SOWS)  


                                                           
4 There is a pamphlet with this information available for download at http://metaphi.ca/patient-
resources.html. 



http://metaphi.ca/patient-resources.html

http://metaphi.ca/patient-resources.html
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Microdosing might be an option for patients 
who are unable to tolerate withdrawal 
symptoms and thus cannot wait for a 
sufficient COWS score before starting 
buprenorphine. The Bernese method of 
microdosing involves administering very small 
doses of buprenorphine to a patient while 
tapering them off of their usual opioid over 
the course of several days (68). Although this 
method has only preliminary supporting 
evidence (see lit review), experienced 
clinicians may wish to use this method for 
patients who are interested in trying 
buprenorphine but are reluctant to stop their 
usual opioid because of fear of withdrawal. If 
the patient has been using fentanyl or heroin, 
it may be advisable to switch them to SROM 
daily dispense observed during microdosing. 


Lit review: The Bernese method 
The Bernese method of buprenorphine initiation was developed 
by Hämmig et al. (68). This method involves administering very 
small doses of buprenorphine concurrently with ongoing use of a 
full opioid agonist, which prevents the patient from going 
through opioid withdrawal. 


Buprenorphine has a high affinity for the μ-opioid receptor and 
separates slowly after binding; because it is a partial agonist, it 
does not fully activate the receptor when it displaces full opioids, 
which is what leads to precipitated withdrawal. However, 
Mendelson et al. (69, 70) found that administering 0.2 mg of 
intravenous buprenorphine once a day did not precipitate 
withdrawal in patients maintained on methadone. These 
properties led Hämmig et al. (68) to hypothesize that repeated 
very small doses of buprenorphine in patients using a full μ-
agonist would lead to an accumulation of buprenorphine at the 
receptor without triggering withdrawal, eventually completely 
replacing the full μ-agonist. They present a case study of two 
patients initiated onto OAT using this method. The first patient 
was gradually transitioned from 2.5 g/day of sniffed heroin to 12 
mg/day of buprenorphine (SL) according to the following 
schedule: 


Day Buprenorphine (SL) Heroin (sniffed) 


1 0.2 mg 2.5 g 


2 0.2 mg 2 g 


3 0.8+2 mg 0.5 g 


4 2+2.5 mg 1.5 g 


5 2.5+2.5 mg 0.5 g 


6 2.5+4 mg 0 


7 4+4 mg 0 


8 4+4 mg 0 


9 8+4 mg 0 


Hämmig et al. (68), p.101, their Table 1 


The second patient was taking 40 mg/day of methadone and 800 
mg/day of pharmaceutical heroin tablets, and was transitioned 
to 24 mg/day of buprenorphine over the course of 33 days. Both 
patients experienced minimal discomfort and only mild opioid 
cravings. 


This method has not yet been tested in randomized clinical trials 
and therefore cannot be recommended as an evidence-based 
practice. However, experienced clinicians may in some cases 
consider it as a way of inducing a patient who is not able to 
tolerate opioid withdrawal or of transitioning a patient on 
methadone maintenance who is interested in trying 
buprenorphine. 
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The British Columbia Centre on Substance Use wrote a microdosing protocol that is in use in 
Vancouver-area care settings (71)5: 


Day 1 0.5 mg 
Day 2 0.5 mg 
Day 3 1.0 mg 
Day 4 1.0 mg 
Day 5 1.5 mg 
Day 6 1.5 mg 
Day 7 2 mg 
Day 8 4 mg 
Day 9 6 mg 
Day 10 8–12 mg 
Day 11 16 mg 


Table 3: Vancouver buprenorphine microdosing protocol 


Doses of 0.5 mg can be achieved by cutting a 2 mg tablet into quarters. Buprenorphine patches 
can also be used to achieve smaller doses, although this is more expensive. 


Whether buprenorphine is started through office induction, home induction, or microdosing, it 
is important to have frequent follow-up during initiation to ensure that the patient’s withdrawal 
symptoms and opioid cravings are adequately managed. Regular urine drug screens to confirm 
the presence of norbuprenorphine and absence of other opioid metabolites are recommended; 
however, these screenings should be used to gauge the patient’s response to the treatment 
rather than as a coercive or punitive measure. If the patient continues to use illicit opioids in the 
early stages of buprenorphine therapy, the dose should be increased until the patient 
experiences relief from cravings and withdrawal for a full 24 hours. 


How do I initiate methadone treatment? 
Initiate conservatively to prevent overdose. Ensure that patients take daily observed doses for 
at least the first two months of treatment. 


Patients are at high risk of overdose during the first few days of methadone treatment. Because 
methadone has an extremely long half-life, especially in patients who have not taken it before, 
the onset of withdrawal is slow and insidious, and the window between a therapeutic dose and 
a fatal dose is very small; a dose that is insufficient to manage the patient’s withdrawal on the 
first day could cause overdose by the third day. The College of Physicians and Surgeons of 


                                                           
5 We usually prescribe divided doses: 0.5 mg bid on the third and fourth days, 1 mg AM + 0.5 mg HS on 
the fifth and sixth days, 1 mg bid on the seventh and eighth days, etc. 







29 
 


Ontario (CPSO) Methadone Maintenance Treatment Program Standards and Clinical Guidelines 
(72) present the following dosing schedule for the first two weeks of treatment: 


Patient factors Maximum initial dose Dose increase Frequency 
Recent abstinence from opioids 10 mg 5 mg or less Every 5+ days 
Higher risk for methadone 
toxicity6 


20 mg 5–10 mg Every 3–5 days 


No risk factors or recent 
abstinence 


30 mg 10–15 mg Every 3–5 days 


(p. 40, Tables 05 and 06) 


Prior to initiation of methadone treatment, a urine drug screen should be performed to check 
for benzodiazepines or other sedating medications; patients who take sedating drugs should be 
titrated more carefully due to the increased risk of overdose. 


Standard S6.3 (p. 36) requires that prescribers not provide any take-home doses during the first 
four weeks of treatment, and there is also a recommendation that patients not receive any take-
home doses during the first eight weeks of treatment under most circumstances (72). This is 
intended to reduce the risk of overdose to both the patient (from taking doses early) and to the 
public (from diversion). In 2017, methadone was present in 16.7% of Ontario overdose deaths, 
making it the third most frequently-appearing opioid on post-mortem toxicology tests after 
fentanyl and morphine (73). Take-home doses are an important step in methadone treatment, 
but they should be restricted to patients who have become stable because of the risk that 
methadone poses when it is not closely monitored; most methadone deaths are due to diverted 
methadone, i.e., patients who give or sell their take-home methadone dose to others who are 
methadone-naïve.  


How do I initiate SROM treatment? 
Use the once-daily 24-hour formulation. Patients should have daily supervised dispensing. 
Start with a daily dose of 60–120 mg. 


If both buprenorphine and methadone are ineffective or contraindicated as outlined above, we 
recommend a trial of SROM using the once-daily 24-hour formulation. It is important to note 
that this is an off-label use of SROM, and patients on this therapy should be monitored carefully 
in order to ensure clinical benefit. 


                                                           
6 The CPSO standards and guidelines list the following risk factors for methadone toxicity: recent use of 
benzodiazepines or other sedating drugs, heavy drinking, age 60+, respiratory illnesses, use of drugs that 
inhibit methadone metabolism, lower opioid tolerance, and decompensated hepatic disease (p. 32, Table 
03). 
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Patients on SROM therapy should have their medication dispensed daily with witnessed 
ingestion. Opening the capsules and crushing or chewing the pellets causes the morphine to be 
released rapidly, which puts the patient at risk of intoxication or overdose, and daily supervised 
dispensing mitigates this risk. The CRISM guideline (64) recommends that carries be restricted to 
patients who have achieved a high and sustained degree of stability. 


There is some variation in the recommended 
starting dose of SROM as OAT (see lit 
review). We recommend an initial dose of 
60–120 mg; the patient does not need to be 
in withdrawal prior to initiation. Titrate the 
dose upwards until the patient is 
comfortable, with dose increases spaced out 
by at least 48 hours due to SROM’s 
sustained-release properties (76). Patients 
who are taking benzodiazepines should be 
titrated more carefully due to the increased 
risk of overdose. 


The CRISM guideline states that the mean 
daily dose of SROM reported in the literature 
ranges from 235–791 mg (64). Because the 
risk of harm increases with higher doses, we 
recommend that extra caution be used for 
patients on doses above this range. 


  


Lit review: Initial SROM dose 


The use of SROM as a treatment for OUD has not been as 
extensively studied as methadone and buprenorphine have. The 
body of evidence supporting its use and informing clinical 
guidelines is therefore less robust. A Cochrane review on the 
effectiveness of SROM treatment for OUD (74) included only 
three studies, and only two of those included initial dosing 
information: one study (75) started participants on 200 mg, and 
the other (60) used an initial dose of 60–180 mg. A multi-site 
open-label randomized cross-over non-inferiority study 
comparing methadone maintenance to SROM maintenance (70) 
used a conversion rate of 1:6–1:8 for the SROM dose and 
included a one-week adjustment period to a maximum dose of 
1200 mg, but did not provide the range of initial doses. 


The Guideline for the Clinical Management of Opioid Use 
Disorder (76) recommends titrating the dose over the course of a 
week, with 48 hours between dose increases. If the patient is 
transitioning from methadone to SROM, the Guideline 
recommends an initial dose equivalence of 1:4 (e.g., 60 mg 
methadone = 240 mg SROM), to be titrated up to a stabilization 
dose equivalence of 1:7.75; if the patient is transitioning from 
another opioid, the Guideline recommends an initial dose of 30–
60 mg, to be titrated up until withdrawal symptoms are 
managed (Appendix 3, p. 51). The CRISM guideline (64) cites the 
current literature as giving a full daily dosing range of 60–1200 
mg, with the mean dose ranging from 235–791 mg, but does not 
provide information about the starting doses in the literature. 


In our view, an initial dose equivalence of methadone to SROM 
of 1:4 is risky, as the actual serum level of methadone shows a 
wide variation; a guide on opioid conversions (77) recommends a 
conversion ratio of 1:3. For patients transitioning to SROM from 
opioids other than methadone, an initial dose of 30 mg is likely 
to be too low to be effective, which increases the risk of early 
patient drop-out. In the absence of more robust evidence, we 
recommend an initial dose of 60–120 mg, which in our clinical 
experience is an acceptable balance between safety and efficacy.  
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How should I manage pain in patients on OAT? 
Ask patients on OAT about chronic pain. As with all patients, maximize non-opioid 
interventions (e.g., NSAIDs) for mild to moderate acute pain, and prescribe short-acting 
opioids for severe acute pain. Do not decrease the patient’s OAT dose. If opioids are required 
for an episode of acute pain, the patient may need higher doses for adequate pain relief. 


Chronic pain is very common among patients on OAT, and has been associated with higher rates 
of illicit opioid use (78-81). All OAT patients should be asked about any chronic pain and how it 
affects their lives; patients experiencing chronic pain that interferes with their mood or 
functioning should be connected with their PCP or a pain clinic for comprehensive pain 
management (i.e., non-opioid pharmacotherapy, mindfulness, exercise, etc.). 


Prescribers may be reluctant to give opioids for acute pain to a patient on OAT for fear of 
exacerbating the patient’s OUD. However, while acute pain in all patients should be managed 
whenever possible with non-opioid interventions, such as NSAIDs, patients on OAT should not 
be denied opioids for acute pain when indicated. Alford et al. (82) state that there is no 
evidence that opioid management of acute pain for patients on OAT increases rates of relapse, 
and suggest that inadequately managed pain is more likely to trigger a relapse than short-term 
opioid therapy for acute pain. Another possible reason for reluctance to prescribe a patient on 
OAT opioids for acute pain is a belief that the patient’s daily maintenance dose of 
buprenorphine or methadone should provide sufficient analgesia. Although buprenorphine and 
methadone both have analgesic properties, a daily maintenance dose does not provide 
sufficient pain relief for an acute injury; it relieves the patient’s withdrawal and eliminates 
cravings for a full 24 hours, but the duration of the analgesic effects is much shorter. 


If an opioid is prescribed for acute pain, the patient’s OAT dose should not be changed. Because 
buprenorphine has a high affinity for the μ-opioid receptor, it has previously been 
recommended (83) that patients on buprenorphine who require opioids for acute pain have 
their buprenorphine discontinued to avoid attenuation effects. However, it has since been 
found that the evidence does not support this recommendation (84-86). A decrease in the 
patient’s maintenance dose will cause withdrawal, heightening the patient’s perception of pain; 
as well, patients who have been on OAT for many months have developed tolerance to their 
analgesic effects. One review of strategies for acute pain management in patients who are 
opioid-tolerant (87) suggests dividing a patient’s OAT dose in order to extend the analgesic 
effects, but notes that an additional opioid may still be necessary for adequate pain relief. 
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The issue of perioperative pain 
management for patients taking 
buprenorphine has received particular 
attention (see lit review). As yet there is no 
evidence-based best practice 
recommendation; however, the general 
consensus among addiction physicians is 
that there is no need to discontinue 
buprenorphine perioperatively, and that 
doing so puts patients at risk of relapse. We 
advise that patients on buprenorphine be 
maintained perioperatively; the 
buprenorphine dose can be adjusted and/or 
divided for more consistent analgesia, and 
additional agents can be added to achieve 
adequate pain control. 


If additional opioids are indicated for an 
episode of acute pain, use a short-acting 
formulation and titrate to effect. Because 
long-term opioid use can cause opioid-
induced hyperalgesia, it is likely that a 
patient on OAT will require a higher opioid dose than an opioid-naïve patient in order to achieve 
sufficient relief.  


What considerations go into giving a patient take-home OAT doses? 
Take-home schedules can be more flexible for buprenorphine than for SROM or methadone. 
Clinicians should use their best judgment to determine what schedule works best for a 
particular patient. Other factors include the patient’s urine drug screen results, ongoing 
substance use, function, risk of treatment drop-out, and stability. 


Giving a patient take-home OAT doses as they become clinically stable increases the patient’s 
accountability for their recovery, provides them with an additional incentive for treatment 
compliance, and builds the therapeutic alliance. Determining a patient’s schedule of take-home 
doses depends on several factors, including urine drug screen results, patient-reported 
substance use and function, and clinical assessment of stability and status. However, the degree 
of flexibility of a patient’s dosing schedule is largely constrained by the type of OAT medication 
they are on. 


Lit review: Perioperative buprenorphine 
A systematic review of perioperative strategies and outcomes for 
patients on buprenorphine (86) found insufficient evidence to 
make a definitive recommendation on a course of action; the 
review found only a small number of studies, all providing low-
quality evidence and few considering patients’ preoperative 
buprenorphine indication. The adequacy of pain control in 
patients whose buprenorphine was discontinued was found to 
be dependent on the patient’s preoperative dose; according to 
the case reports included in the review, all patients experiencing 
poorly controlled perioperative pain after buprenorphine 
discontinuation had been taking a dose of at least 16 mg. 
Additionally, the case reports showed that, with one exception, 
all patients taking a dose of at least 16 mg of buprenorphine who 
were maintained perioperatively had adequate pain control. The 
authors of the review present a list of potential risk factors for 
perioperative OUD exacerbation, including discontinuation of 
buprenorphine, preoperative introduction of a full μ agonist in 
place of buprenorphine, and long duration (20+ months) of OAT. 
The authors determine from their review that “[t]here is a 
paucity of circumstances where the benefits of buprenorphine 
discontinuation (which could lead to relapse) outweigh the risks 
of continuation” (p. 12). They conclude that while clinicians 
should consider several factors when deciding whether or not to 
discontinue a patient’s buprenorphine perioperatively, there are 
few situations in which patients should not be maintained.  
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The risk of take-home doses differs significantly for SROM, methadone, and buprenorphine due 
to their safety profiles; this is reflected in guidelines regarding schedules for take-home doses. 
Buprenorphine poses a relatively low risk of overdose because it is a partial opioid with a ceiling 
effect. Because of this, prescribers may be more flexible with respect to take-home doses. 
Methadone and SROM are both potent opioids, increasing the potential risk of harm to both the 
patient and the public, and thus the criteria for take-home doses are stricter for these OAT 
medications.  


For SROM, the Guideline for the Clinical Management of Opioid Use Disorder (76) recommends 
daily witnessed doses for an indefinite period of time, due to both the lack of evidence-based 
protocols and the  high risk of overdose that diverted SROM poses. The Guideline states that 
individual exceptions to this standard can be made for patients who, based on the prescriber’s 
judgment, are very clinically stable or for whom daily witnessed doses present a significant 
barrier to treatment; in these cases, take-home doses should be given at a rate of one additional 
dose per week every one to two months, usually to a maximum of five carries per week (p. 55). 


Different provinces have different guidelines for scheduling take-home doses of methadone, 
though all provinces require that patients be clinically stable and able to store methadone 
securely before they can receive carries (88). The CPSO’s standards and guidelines document for 
the methadone maintenance treatment program (72) recommends that patients receive their 
first weekly take-home methadone dose after they have been in the program for at least two 
months and have had at least one week without problematic substance use (G8.2, p. 51); 
patients may then receive one additional take-home dose per week every four weeks, up to six 
doses per week (G8.3, p. 51). The guidelines allow for an accelerated schedule of take-home 
doses in which a patient may receive their first carry after four weeks in treatment and then 
receive one additional take-home dose per week every two to three weeks (G8.4, p. 51), but the 
standards require that this be restricted to patients who are at risk of treatment drop-out due to 
an extended period of daily pick-ups, are able to store the methadone securely, and do not have 
an comorbid psychiatric condition that would increase the risk of methadone misuse or 
diversion (S8.3, p. 50). 


Prescribers have a good deal of discretion when determining a take-home dosing schedule for 
patients on buprenorphine. While the Health Canada monograph for buprenorphine used to 
specify that patients needed to have supervised daily dosing for the first two months of 
treatment, more recent monographs do not provide a timeline for observed dosing. The 2019 
monographs for all approved Canadian formulations give the following recommendations (p. 
32): “Treatment should be initiated with supervised administration progressing to unsupervised 
administration as the patient’s clinical stability permits. During the initiation of treatment, closer 
supervision of dosing is recommended to ensure proper sublingual placement of the dose and 
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to observe patient response to treatment as a guide to effective dose titration according to 
clinical effect.” (89) The Guideline for the Clinical Management of Opioid Use Disorder (76) 
states that sufficient “clinical stability” for take-home dosing could be achieved within a few 
days of induction for some patients, considering the safety profile of buprenorphine and the lack 
of evidence that observed daily dosing of buprenorphine improves patient outcomes (90-92). In 
our experience, providing take-home doses early in treatment facilitates engagement and 
retention in many cases. 


Within these confines, we recommend more observed doses for patients who have been using 
opioids via non-oral routes, who have regularly acquired opioids from sources other than their 
doctor, and/or who continue to use opioids. This allows the prescriber to intervene quickly if the 
pharmacy reports concerns such as intoxication or missed doses and allows the patient to 
become used to taking scheduled doses. Fewer observed doses (i.e., weekly or bi-weekly) are 
recommended for patients whose only source of opioids is their physician, who only take 
opioids orally, and who do not have concurrent substance use disorders. If the patient has daily 
work or family responsibilities, or if travel to the pharmacy is very difficult, dispensing two to 
three times a week may be tried even if the patient acquires opioids from other sources; in most 
cases, the risks of the patient refusing or dropping out of treatment far outweigh the benefits of 
daily dispensing. More frequent dispensing may be necessary if the patient is unable to manage 
take-home doses (e.g., they often lose their medication or prescription). Prescribers should not 
require patients to attend a particular pharmacy; patients should be allowed to choose their 
own pharmacy in order to minimize the difficulty and inconvenience of observed dosing. 


How frequently should I test an OAT patient’s urine? 
Urine drug screens should be approached in a patient-centred way. Perform an immunoassay 
test at every clinic visit. Send samples for chromatography if the patient has legal involvement 
or if a result differs from a patient’s report.  


Urine drug screens are an important measure of a patient’s clinical status. Their therapeutic 
purpose is to identify concurrent substance use, to identify relapse, and to motivate change. 
Point-of-care testing using immunoassay strips allows the practitioner to quickly verify the 
patient’s self-reported substance use, informing clinical decision-making. Urine drug screening 
should be approached in a patient-centred way rather than as a coercive or punitive measure; 
the results of a urine test provide the clinician with information that should be used to help the 
patient’s recovery. A strong therapeutic alliance, in which the provider knows and trusts the 
patient’s history and the patient feels respected and heard, is crucial to this part of treatment. 


The guidelines governing methadone treatment and buprenorphine treatment differ slightly 
with respect to their recommended schedules for urine drug screening. The CPSO Methadone 
Maintenance Treatment Program Standards and Clinical Guidelines (72) recommend one or two 
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urine samples per week for testing during the first two months of methadone treatment, and 
the Buprenorphine/ Naloxone for Opioid Dependence Clinical Practice Guideline (93) states that 
testing during each appointment is generally appropriate.  In almost all cases, the simplest and 
most practical approach is to perform an immunoassay test on every clinic visit; the frequency 
of visits should be determined by the patient’s stability. This will be more frequent (i.e., once or 
twice a week) for unstable patients early in treatment and less frequent (i.e., once every one to 
three months) for stable patients. We recommend against requiring patients to leave urine 
samples between appointments, as this potentially violates the Methadone Maintenance 
Treatment Program Standards and Clinical Guidelines’ recommendation that urine schedules 
not interfere with patients’ work and family obligations (p. 48). 


Because chromatography is more sensitive and specific than point-of-care immunoassays, it 
should be used on samples from patients with legal involvement who may require or benefit 
from laboratory-confirmed results. It should also be used to confirm point-of-care results that 
conflict with a patient’s report; chromatography has a lower rate of false positives and false 
negatives than immunoassays do. However, it often takes a long time to get results. If the 
clinical cost of immunoassay strips presents a logistical challenge, more judicious screening may 
be possible for some patients: testing during every visit may not be necessary if a patient 
acknowledges substance use or reports no use and has had negative screens in the past. 


What substances should I test a patient’s urine for? 
Always test for norbuprenorphine, EDDP, benzoylecgonine, morphine, oxycodone, and 
fentanyl. If a patient discloses use of any substance not obtained directly from a pharmacy, 
test urine for the presence of fentanyl. Some new fentanyl analogues cannot be detected with 
current tests. 


At a minimum, the urine of OAT patients should be tested for norbuprenorphine (metabolite of 
buprenorphine), EDDP (metabolite of methadone), benzoylecgonine (metabolite of cocaine), 
morphine (detects use of morphine, heroin, and codeine), oxycodone, and fentanyl. Detection 
time for these substances varies between two and five days, depending on the patient’s 
hydration level, dose, and other factors. Other substances should be tested for according to 
patients’ needs. Hydromorphone is not detected by a morphine strip and should be tested for 
separately if the patient has a history of use; detection time is two to five days. Benzodiazepines 
have the most variable detection time; diazepam can be detected for weeks in the urine, 
whereas clonazepam is difficult to detect except at higher doses. 


If a patient discloses use of cocaine, crystal methamphetamine, heroin, or any prescription 
opioid or benzodiazepine not obtained directly from a pharmacy, inform the patient that you 
need to perform a urine drug screen in order to check for the presence of fentanyl. Health 
Canada has reported that fentanyl is contaminating Canadian street drugs (94), and alerting 
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patients that fentanyl is in their urine may encourage them to take harm-reduction measures 
and/or to engage in treatment. A new and growing concern is the appearance of new fentanyl 
analogues, such as carfentanil, that cannot be detected by current testing methods. Patients 
should be told that even if no fentanyl is detected in their urine, they still could be using 
contaminated drugs, which puts them at very high risk of overdose death. The uncertainty of 
testing in these cases makes a strong and trusting relationship between the patient and the 
provider even more important; when urine drug screens cannot reliably identify opioid use, 
patient-centred history-taking becomes an indispensable tool. 


What measures should I take to ensure the integrity of a urine sample? 
Supervised sampling is not recommended in most circumstances. Check the sample’s 
creatinine level and specific gravity to test for dilution. If you suspect that a patient has 
provided an adulterated sample, request another one.  


Supervision of urine sampling with cameras or direct observation is not practical in most RAAM 
clinics. While observation may discourage tampering, patients find it humiliating and 
demeaning, and it may diminish their trust in their care provider. A less invasive method of 
ensuring that the sample is authentic is requiring that the patient leave all bags and outerwear 
behind before entering the bathroom. It is important to emphasize to the patient that urine 
drug screening is done to ensure their safety and evaluate their status, not to punish or 
embarrass them. Patients are less likely to provide adulterated samples if they have a positive 
and open relationship with their provider.  


The most common form of urine tampering is adding water to the sample to dilute it below the 
threshold concentration for detection. Urine can also be diluted by the patient drinking large 
quantities of liquid before providing a sample. Point-of-care strips measure specific gravity and 
creatinine; a specific gravity level of <1.003 and/or a creatinine level of <20 mg/dL indicate that 
the sample has been diluted. If you have reason to suspect that the sample is either diluted or 
not from the patient, we suggest requesting that they wait a while in order to provide another 
sample.  


How should I manage a slip or relapse? 
Identify the reason for the relapse. If the patient has ongoing withdrawal symptoms and 
cravings, adjust their OAT. If the patient has used for another reason, increase the frequency 
of their visits and provide counselling as appropriate. Patients experiencing a prolonged 
relapse should have daily observed dosing until they are stable. 


Even stable patients will have slips or relapses on occasion, and appropriate management 
depends on the reason for the relapse. We do not necessarily recommend revoking take-home 
doses for patients unless the relapse is an indication of ongoing instability. 
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One common reason for a slip or relapse is ongoing withdrawal symptoms and cravings, which 
usually indicates an insufficient OAT dose. Patients who are not getting adequate relief from 
their OAT may benefit from a dose increase or, in the case of patients on the maximum dose of 
buprenorphine, switching to methadone. Another reason for a slip or relapse is exposure to 
someone who offered them drugs. If this was a voluntary encounter (for example, a friend or 
someone at a party), the patient needs to commit to avoiding people or situations that expose 
them to drug use. If the patient’s exposure to drugs is ongoing and unavoidable (for example, 
the patient lives in a building where drug use is pervasive), we recommend solution-focused 
counselling that will allow the patient to come up with some strategies for avoiding and/or 
dealing with triggers. In both cases, a period of more frequent office visits will allow you to 
check in with the patient and monitor their progress. 


If the patient’s relapse is prolonged and does not respond to these interventions, the prescriber 
should consider limiting the patient’s take-home doses until they achieve stability. This will 
reduce the risk of OAT misuse and diversion, and it may also motivate the patient to “earn” the 
carries back. 


What should I do if the patient repeatedly misses appointments and/or has gaps 
between prescriptions? 
Do not discharge patients for missing appointments. Work with the patient to determine what 
the barriers are. Fax prescriptions if required so that the patient will not experience 
withdrawal, but ensure prompt follow-up for monitoring. If the patient is on an optimal dose 
of buprenorphine and is stable, see them less frequently or transfer their care back to their 
primary care provider. 


It can be frustrating for clinicians when patients frequently miss their appointments. There are 
several potential reasons why a patient might repeatedly miss appointments, including 
instability, poor function, or relapse. However, patients should not be discharged from your 
clinic due to missed appointments, as the known harms of discontinuing treatment, like relapse, 
loss of tolerance, and overdose, outweigh the potential harms of prescribing to a patient who is 
difficult to monitor. We recommend instead that you work with the patient to overcome the 
barriers to clinic attendance and prescribe OAT in a way that encourages re-engagement and 
minimizes risk.  


One potential consequence of missed or cancelled appointments is the patient running out of 
medication. It is generally not problematic to fax in a prescription for the occasional missed 
appointment, but you cannot judge a patient’s clinical status without regular engagement. If 
missed appointments become a regular occurrence, consider including a note to the patient 
with their faxed prescription saying that you need to see them and suggesting an appointment 
time. You may also need to reduce the number of take-home doses if you are concerned about 
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the patient’s clinical stability. If a patient presents to the pharmacy after their prescription has 
lapsed for several days or more, arrange to see them immediately and/or talk to them on the 
phone while they are at the pharmacy. Patients on buprenorphine may need repeat induction if 
they have been using opioids regularly; patients on methadone should be given a prescription 
for 30 mg and told to come in as soon as possible for a dose adjustment. 


If a patient misses appointments due to relapse, they may feel too guilty or ashamed to come 
back to see you. We recommend providing strong and consistent messaging from the initial 
appointment that relapses are common and can be dealt with, and that the patient should 
reconnect as soon as possible. Here are some clear messages you can deliver to patients: 


 If you miss doses of your medication, you need to come and see me – it’s not safe for 
you to stop and start on your own. 


 Relapsing is part of recovery. If you use, please come back and see me as soon as 
possible. 


 It’s important that I see you regularly in order to check in about how you’re doing. If this 
dose isn’t controlling your cravings, we can try increasing it. 


If a patient is clinically stable but is missing appointments because their work or life 
responsibilities are keeping them too busy, they might be ready for less intensive care. If the 
patient is being prescribed buprenorphine, you should suggest that their primary care provider 
take over their addiction care (with your support as required). If the patient is being prescribed 
methadone, consider reducing the frequency of their visits and providing longer prescriptions. 


What should I do if a patient wants to stop OAT in order to attend residential 
treatment? 
Advise the patient that OAT has the best medical evidence for OUD recovery, and if the 
patient is benefitting from OAT they should remain on it. If the patient will be attending a 
residential facility that does not allow OAT, taper the patient off their dose as slowly as 
possible and ensure that they have access to naloxone during and after their stay. If possible, 
reach out to the residential treatment facility to offer education on the effectiveness of OAT. 


Addressing the psychological component of substance use disorder is an important part of 
recovery for many patients, and residential addiction treatment is often a requirement for 
patients with substance use disorders who are involved with the justice system. There has 
historically been a sharp ideological and practical divide between OAT and psychosocial 
treatment of opioid use disorder: Many residential treatment facilities have traditionally not 
allowed clients to be on OAT, and some OAT clinics provide minimal psychosocial support for 
their clients. In recent years, efforts have been made to bridge this gap between OAT and 
psychosocial treatment, and many residential facilities now permit clients to be on methadone 
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or buprenorphine during their stay; however, several Ontario facilities impose a maximum dose 
of methadone for their clients, and some still ban OAT altogether. 


All OUD patients should be told that OAT has the best medical evidence for OUD recovery. In 
many cases, a patient who is doing well on OAT should be advised to remain on their dose, even 
if that means not attending a particular residential program that requires them to decrease or 
discontinue their medication; if possible, encourage them to attend a program that allows them 
to remain on their maintenance dose.7 If, however, the patient needs to attend a program that 
requires them to decrease or discontinue their maintenance dose, they should be tapered as 
slowly as possible, ideally no faster than 5 mg three times per week for methadone or 2 mg once 
per week for buprenorphine, as rapid tapers are associated with higher rates of relapse, 
hospitalization, and mortality (95, 96). Consider prescribing clonidine and other adjuvant 
medication to treat withdrawal symptoms, which are likely to be most severe towards the end 
of the taper. Patients are at significantly increased risk of overdose death after OAT has been 
discontinued (97, 98); therefore, it is vital that OUD patients who decline or stop OAT for any 
reason have access to naloxone, including during and after residential addiction treatment. Tell 
patients that opioid tolerance is lost within a few days of abstinence and advise them to restart 
OAT as soon as possible after leaving residential treatment if they experience withdrawal 
symptoms or cravings. A similar protocol should be followed for all patients who decline or stop 
OAT for any reason: perform a slow taper,8 using adjuvant medication to control any withdrawal 
symptoms, warn patients about lost tolerance, and provide access to naloxone. 


One way of effecting change is to reach out to residential treatment facilities that place 
restrictions on clients’ use of addiction medications in order to dispel myths and offer education 
about the effectiveness of OAT and the ways in which it facilitates psychosocial treatment. 
Addressing common misconceptions that many people have about OAT (e.g., that patients on 
methadone are unable to participate in group therapy, that people on OAT are not really drug-
free, that there is no real difference between using heroin and using methadone, etc.) may 
invite dialogue about what it would mean to lift medication restrictions. There is evidence that 
clients on OAT do just as well in residential treatment as clients not on OAT (99), and clients on 
OAT are often highly motivated. Both medication and psychosocial interventions can be helpful 
to people with OUD, and requiring people to choose between the two cuts them off from an 
important potential tool.  


                                                           
7 Please refer to “Serving clients who use substances: A guide for community workers”, available online at 
http://metaphi.ca/provider-tools.html, for a list of Ontario residential treatment facilities and their 
medication policies. 
8 If the patient has declined long-term maintenance therapy, we recommend tapering them using 
buprenorphine. 



http://metaphi.ca/provider-tools.html
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Benzodiazepines 


How do I know when a benzodiazepine taper is indicated? 
Long-term chronic benzodiazepine use is not indicated for anxiety disorders. The majority of 
patients on benzodiazepines for more than 12 weeks should be tapered. 


Benzodiazepines are recommended as a short-term adjunctive treatment for anxiety and PTSD 
by the Canadian clinical practice guidelines (100). The first-line agents for most anxiety disorders 
are SSRIs and SNRIs. Buspirone and pregabalin may also be used. 


Benzodiazepines are recommended as adjunctive therapy early in treatment while the first-line 
agent reaches a therapeutic effect. Pregabalin may also be used for this purpose. 
Benzodiazepines are also used as a short-term treatment for acute, severe episodes of anxiety. 
Some of the risks associated with long-term benzodiazepine use include sedation, falls, sleep 
apnea, and dependence. Elderly patients who take benzodiazepines are at higher risk for falls 
and cognitive impairment. However, a survey of a Canadian population sample (101) found that 
more than 80% of subjects reporting benzodiazepine use had been taking benzodiazepines for 
more than a year. 


There are very few instances in which long-term benzodiazepines should not be tapered. Even in 
patients who do not report side effects, tapering can have therapeutic benefits, such as 
increased energy and alertness, and avoidance of future adverse events, such as falls. For 
patients with anxiety that is inadequately managed with pharmacotherapy, psychological 
approaches, such as cognitive behavioural therapy, are a better long-term solution than ongoing 
benzodiazepine use. Patients suffering from PTSD should be referred to trauma therapy. 


Should a patient be tapered using their regular benzodiazepine or switched to 
another agent? 
If the patient is resistant to tapering or repeatedly runs out early, consider switching to 
another agent. Diazepam may result in a smoother withdrawal, but clonazepam has lower 
abuse potential and is less likely to cause adverse effects. 


It is generally safest to taper with the patient’s regular benzodiazepine. However, in cases where 
the patient is emotionally attached to their benzodiazepine and resistant to tapering, or when 
the patient is attempting to taper but frequently runs out of medication early, consider 
switching to another agent to complete the taper. 


There is little clear evidence on the best agent for benzodiazepine tapering. Because diazepam 
has a long duration of action, the onset of withdrawal is slower and smoother, with fewer 
breakthrough symptoms; however, clonazepam has lower abuse potential and is less likely to 
cause prolonged sedation, particularly in patients who are elderly or who have liver impairment. 
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If switching agents is indicated, start the patient on the equivalent of half the dose of the 
original agent. Increase the dose until the patient is comfortable, but do not raise the dose of 
the new agent above the fully equivalent dose of the original agent. Use the following 
equivalency table to calculate the appropriate dose9 (102): 


Benzodiazepine 


Alprazolam 
Bromazepam 
Chlordiazepoxide 
Clonazepam 
Clorazepate 
Flurazepam 
Lorazepam 
Nitrazepam 
Oxazepam 
Temazepam 
Triazepam 


Equivalent to 5 mg diazepam 


0.5 mg (uncertain) 
3–6 mg  
10–25 mg 
0.5–1 mg 
7.5 mg 
15 mg 
0.5–1 mg 
5–10 mg 
15 mg 
10–15 mg 
0.25 mg (uncertain) 


Table 4: Calculating benzodiazepine equivalency 


What is the recommended outpatient tapering protocol? 
Taper slowly, using scheduled doses. Ensure that patients with underlying anxiety disorders 
have appropriate pharmacological treatment (e.g., SSRIs) and adequate psychosocial support 
to manage anxiety and develop coping skills. 


Explain to the patient that you are tapering the dose not because they are addicted, but because 
they will probably have more energy, better clarity of thought, and better functioning if they are 
off benzodiazepines. Reassure them that you will taper as slowly as they need, and that you will 
hold the taper if withdrawal symptoms or rebound anxiety are having a negative impact on their 
daily functioning. Review other options for treating anxiety. At each office visit during the taper, 
ask about withdrawal symptoms, benefits of the taper, such as improved energy and alertness, 
and the re-emergence of positive, high-energy emotions such as enthusiasm and joy. 


We suggest the following tapering protocol (103): 


  


                                                           
9 Equivalences are approximate. Careful monitoring is required to avoid over-sedation, particularly in 
older adults and those with impaired hepatic metabolism. 
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Dosing interval Scheduled doses rather than PRN. 
Keep dosing interval the same for as long as possible (e.g., bid or tid). 
Advise patients not to skip or delay doses (in an attempt to speed up 
the taper), as this can cause a sharp increase in anxiety. 


Rate of taper Taper slowly, no more than 5 mg diazepam equivalent/day at each 
office visit. 
Can taper as slowly as 1–2 mg diazepam equivalent/month. 
Can taper according to proportional dose remaining: Taper by 10% of 
dose every visit until at 20% of original dose, then taper by 5%. 
Let patient choose which dose is decreased (AM, PM, or HS). 
Adjust rate of taper according to patient response. 
Slow pace of taper once daily dose below 20 mg diazepam equivalent. 
Work collaboratively with the patient. Hold the taper during times of 
high stress.  


Dispensing interval If patient runs out early, increase dispensing frequency to weekly, 
alternate days, or daily. 


 


Patients with anxiety should have a treatment plan in place before tapering in order to ensure 
that their anxiety is appropriately managed. The first-line pharmacological treatments for 
anxiety disorders are SSRIs, SNRIs, and pregabalin (104). A systematic review and network meta-
analysis of randomized trials (105) found that duloxetine, pregabalin, venlafaxine, and 
escitalopram were effective at reducing symptoms of anxiety and acceptable to participants; 
mirtazapine, sertraline, fluoxetine, buspirone, and agomelatine were also found to be effective 
and acceptable, although the sample sizes were small. There is good evidence that cognitive 
behavioural therapy is also an effective treatment for anxiety disorders (106-109). Ensure that 
the patient has adequate support, including psychological and/or pharmacological treatment, 
before beginning the taper. 


How do I manage benzodiazepine use disorder? 
Prescribe daily dispensed clonazepam and taper as above, monitoring with chromatography. 
Provide counselling for anxiety. 


Most patients with long-term benzodiazepines prescriptions do not develop a true 
benzodiazepine use disorder, even if they develop physical dependence. However, there is a 
recent trend of people getting addicted to benzodiazepines purchased from the internet, 
particularly alprazolam. Patients with benzodiazepine use disorder should be switched to 
clonazepam according to the protocol described above and tapered with daily dispensing. The 
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patient should be seen frequently and monitored with urine chromatography (110). If the illicit 
benzodiazepine use started due to underlying anxiety, provide brief counselling focused on CBT 
techniques and refer to an appropriate therapist. 


How can I identify benzodiazepine withdrawal? 
The symptoms of benzodiazepine withdrawal are similar to those of alcohol withdrawal. 
Symptoms of mild withdrawal include anxiety and sleep disturbances, while severe 
withdrawal can involve seizures or psychosis. The risk of severe withdrawal is greatest if the 
patient has abruptly stopped a high daily dose of a short-acting agent. If a patient is showing 
signs of benzodiazepine withdrawal, give lorazepam SL 2–4 mg or send to the emergency 
department. 


Tapering and cessation of therapeutic doses of benzodiazepines can cause a mild 
benzodiazepine withdrawal syndrome, characterized by anxiety, poor concentration, emotional 
lability, and sleep disturbances; however, if a patient has been on benzodiazepine therapy for 
underlying anxiety or insomnia, it can be difficult to tell whether these symptoms are 
withdrawal-related or the re-emergence of the underlying condition (111). Abrupt cessations of 
very high daily doses (i.e., 50 mg of diazepam or equivalent) can cause symptoms similar to 
severe alcohol withdrawal, such seizures, delirium, psychosis, and hypertension, especially with 
shorter-acting agents such as alprazolam. Because of this, benzodiazepines should not be 
stopped abruptly. 


If a patient is showing signs that could indicate severe withdrawal (e.g., confusion, hypertension, 
tachycardia, sweating), immediately give lorazepam SL 2–4 mg if possible. If this improves the 
symptoms, resume their regular dose and begin a slow taper with close follow-up; otherwise, 
send to the emergency department. If a patient has abruptly discontinued a benzodiazepine but 
is not yet showing signs of withdrawal, consider re-starting their regular dose and then making a 
plan for a slow taper. 


Are there any agents that can be used to help a patient taper off of 
benzodiazepines? 
The evidence for using other agents to help a benzodiazepine taper is unclear. Some agents 
have been found to have low-quality evidence of benefit for relief of withdrawal symptoms or 
for rebound anxiety during discontinuation. We suggest tapering the benzodiazepine slowly in 
order to avoid withdrawal; prescribe an antidepressant or anxiolytic as appropriate for 
rebound anxiety. 


There is not enough evidence to recommend a particular agent to assist a benzodiazepine taper. 
A Cochrane review on pharmacological interventions for benzodiazepine discontinuation (112) 
found low-quality evidence that benzodiazepine withdrawal symptoms may be relieved by 
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pregabalin, captodiame10, paroxetine, tricyclic antidepressants, and flumazenil, and that 
rebound anxiety during benzodiazepine discontinuation may be relieved by carbamazepine, 
pregabalin, captodiame, paroxetine, and flumazenil. The review cautions that flumazenil (a 
benzodiazepine antagonist) may cause severe precipitated withdrawal, and further notes that 
more and better-conducted RCTs are needed. As stated above, we recommend against abrupt 
discontinuation; the benzodiazepine should be tapered at a rate that prevents the patient from 
experiencing withdrawal. For rebound anxiety, consider prescribing gabapentin, pregabalin, or 
an SSRI. 


Are there circumstances in which a benzodiazepine taper should be stopped? 
Slow or reverse the taper if the patient experiences a marked decline in functioning. 


In elderly patients who have been on benzodiazepines for many years, tapering can cause a 
marked exacerbation of anxiety and a decline in daily functioning. In patients with severe 
concurrent anxiety and depression, tapering can sometimes trigger marked worsening of their 
anxiety and mood, accompanied by suicidal ideation. In these cases, the dose should be 
increased until the patient’s baseline mood and functioning are restored.  


Can I prescribe a short-term benzodiazepine to a patient on OAT? 
Consider the stability of the patient. Inform the patient about the increased risk of respiratory 
depression. Provide only short-term prescriptions for time-limited situations. 


The safety of prescribing a benzodiazepine to a patient on OAT depends largely on the stability 
and history of the patient. Risk factors include being on methadone or SROM (as opposed to 
buprenorphine); a high methadone or SROM dose; ongoing illicit opioid use; heavy alcohol 
consumption; and current or past illicit benzodiazepine use. While long-term benzodiazepine 
prescriptions are not recommended, a short-term lorazepam prescription (i.e., one or two 
doses) for a patient on a stable dose of buprenorphine with no illicit opioid or benzodiazepine 
use may be appropriate if there is a discrete and time-limited anxiety-provoking situation that 
warrants it (for example, an upcoming plane trip for someone with a fear of flying); ensure that 
this decision is clearly documented in the patient’s chart, and explain that taking opioids and 
benzodiazepines concurrently increases the risk of respiratory depression.  


If the request for a benzodiazepine prescription is related to the patient’s OAT (for example, 
anxiety about initiating), ensure that the patient has adequate psychosocial support and provide 
a referral if indicated. 


                                                           
10 Captodiame is not approved in Canada. 
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Stimulants 
Are there any evidence-based pharmacological approaches to stimulant use 
disorder? 
There are currently no evidence-based pharmacological approaches to stimulant use disorder. 
There are a few medications that have been found to potentially have beneficial effects on 
patients with stimulant use disorders, but the evidence for all of them is insufficient to permit 
a clear recommendation. In our clinical experience, patients are most likely to benefit from a 
pharmacological approach if they are highly motivated and engaged in treatment but having 
difficulty abstaining from use due to strong cravings. 


There are currently no first-line pharmacological approaches to stimulant use disorder. There 
have been a number of trials testing the efficacy of long-acting stimulants as agonist therapy for 
stimulant use disorder (analogous to OAT), as well as the efficacy of anticonvulsants and other 
agents, all with unclear results. No systematic reviews (113-117) have found sufficient and clear 
evidence for any agent to recommend use. Many of the trials included in the reviews were small 
and of short duration, and although some of the trials had positive results, they were of 
uncertain significance; because substance use disorder is a chronic condition, medications 
should show that at least some patients are able to achieve sustained abstinence or reduced use 
for a period of six to twelve months, with corresponding improvements to other areas of life. 
These caveats aside, the agents that have been found to have potential benefit are listed here: 


Modafinil is a eugeroic (i.e., a wakefulness-promoting agent); it has a different mechanism of 
action and fewer side effects than typical stimulants do. It has been found to be more effective 
than placebo at reducing cocaine use (118-122) and may help medication-compliant patients 
reduce their amphetamine use (123-125). (Note that modafinil is potentially a drug of abuse, 
though the risk is lower than that of typical stimulants (126).) 


Lisdexamfetamine has been found to significantly reduce cocaine cravings (but not use) in 
patients with cocaine use disorder (127), and has less potential for abuse than other stimulants 
because it is long acting. We could not find any published trials of lisdexamfetamine as a 
treatment for amphetamine or methamphetamine use disorder.  


Bupropion is an atypical antidepressant and smoking cessation aid. There is some evidence that 
it is more effective than placebo at helping patients achieve sustained abstinence (i.e., at least 
three weeks) from cocaine, particularly in patients being treated for opioid use disorder with 
OAT (128-130), and at helping patients reduce methamphetamine use, particularly in men and 
in people with lighter use (131-134). (Note that bupropion is potentially a drug of abuse.) 


Dexamphetamine, a long-acting stimulant, may be effective at helping patients achieve 
sustained abstinence (i.e., at least three weeks) from cocaine, particularly in patients being 
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treated for opioid use disorder with OAT (135-137). It may also be effective at reducing 
methamphetamine use and cravings and at retaining patients with methamphetamine use 
disorder in treatment (138-140). 


Mixed amphetamine salts have been found in a single study to be safe and effective at reducing 
cocaine use in patients with comorbid ADHD and cocaine use disorder (141). 


Methylphenidate, a dopamine agonist, has been found to be better than placebo at reducing 
amphetamine use and cravings (142-144). 


Naltrexone, an opioid antagonist, has weak evidence of lowering amphetamine use, reducing 
cravings, and retaining patients in treatment (145-147). As it reduces alcohol cravings, it may 
also reduce cocaine use in patients who use cocaine while drinking. (Note that naltrexone 
cannot be used by patients on opioid medications.) 


Although anticonvulsants have been investigated as potentially beneficial for cocaine use 
disorder, a Cochrane review (117) found no significant difference from placebo with respect to 
any outcome for any of the agents studied (carbamazepine, tiagabine, gabapentin, phenytoin, 
lamotrigine, topiramate, and vigabatrin). The reviewers note, however, that anticonvulsants are 
a heterogeneous group and that the agents tested have very different pharmacodynamics; they 
recommend more and larger clinical trials in order to acquire more relevant data. 


A therapeutic trial of one of these medications may be indicated if the patient is highly 
motivated and engaged in treatment but still struggling with cravings. In our opinion, modafinil 
and lisdexamfetamine are the first and second choices respectively in most cases due to their 
safety profiles and low abuse potential; naltrexone is the first choice for patients who use 
alcohol and cocaine concurrently (but do not use opioids). Before initiating any of these agents, 
tell the patient that no medication for stimulant use disorder has met the standard of evidence 
of multiple RCTs showing safety and clinically important benefit, and document the discussion 
and the patient’s consent. Because of their higher potential for misuse, methylphenidate and 
mixed amphetamine salts should be prescribed in their sustained release form, and daily 
dispensing under pharmacist observation is recommended. Follow the patient closely and 
monitor with urine drug screens, and discontinue the medication if the patient is not improving. 


How should I approach a patient with stimulant use disorder? 
Focus on engagement and building rapport. Have a detailed discussion about the underlying 
cause of use. If possible, consider offering contingency management. Refer the patient to 
ongoing therapy. 


A major challenge in managing patients with stimulant use disorders is the absence of effective 
pharmacotherapy, particularly during the withdrawal period. As patients are very likely to be 
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tempted to use in order to relieve withdrawal and cravings, engaging the patient early in 
treatment is paramount. During your initial appointment with a patient with a stimulant use 
disorder, focus on developing rapport and assessing the patient’s stage of change. Find out 
about the underlying cause of the patient’s use and their motivation for change. Empathic 
listening should be tempered with observations and questions that challenge any unrealistic 
plans or rationalizations that the patient may have. Work with the patient to come up with a 
plan that enables them to focus on their motivation and addresses their underlying reason for 
stimulant use. As with all patients with substance use disorders, patients should be given 
behavioural strategies for coping with cravings and encouraged to engage with positive social 
influences, such as family and friends who do not use drugs. 


If resources are available, consider offering patients contingency management (i.e., rewards 
such as gift cards or increased prescription lengths for negative urine drug screens) as an 
incentive for abstinence. This may be particularly helpful for patients who are pre-contemplative 
or contemplative: external motivation may facilitate abstinence and treatment retention in 
those without strong internal motivation, which both enables the patient to establish new 
habits and gives the clinician more time to establish a strong therapeutic alliance. A Cochrane 
review (148) found that of six different psychosocial interventions for stimulant use disorder 
(contingency management, CBT, motivational interviewing, twelve-step facilitation, 
interpersonal therapy, and psychodynamic therapy), contingency management has the 
strongest evidence of benefit for treatment retention and length of abstinence.  


Patients are likely to benefit from additional counselling. In the Cochrane review mentioned 
above (148), all psychosocial interventions were found to be more effective than no 
intervention for patients with stimulant use disorders. A subsequent network meta-analysis 
(149) found that contingency management combined with community reinforcement approach, 
a structured behavioural intervention involving analysis of the consequences of substance use, 
skill development, and emphasis on all dimensions of life, has the strongest evidence of benefit. 
The mode of therapy recommended for a particular patient should be determined by available 
resources and by the patient’s needs. Like all substance use disorders, stimulant use disorders 
have a high rate of co-occurrence with other psychiatric disorders, including depression, PTSD, 
and psychosis. It is important to address these mental health needs simultaneously with the 
substance use. 


How should I manage patients with concurrent stimulant use disorder and ADHD? 
If possible, confirm the ADHD diagnosis. Consider a trial of methylphenidate ER or mixed 
amphetamine salts in cases where the potential benefits outweigh the potential harms. Long-
acting formulations probably have a lower abuse potential than immediate-release 
formulations. 
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A correlation has been established between substance use disorder and ADHD. Adult ADHD is 
not an easy diagnosis to make, and comorbid stimulant use disorder complicates the diagnosis 
further, given that the behaviours associated with ADHD and with stimulant use are very similar: 
executive dysfunction, impulsivity, inattention, and hyperactivity. If you suspect that an 
undiagnosed patient who uses stimulants may have ADHD, or if the patient suspects that they 
have it, consider administering a validated test, such as the Adult ADHD Investigator Symptom 
Rating Scale (150). Ideally, the patient’s history of symptoms would be confirmed by a partner or 
a family member, but this is often not possible.  


In most cases, the first-line treatment for ADHD is stimulant pharmacotherapy, usually with 
methylphenidate or mixed amphetamine salts, although non-stimulant medications can also be 
used. The evidence for this treatment in patients with concurrent stimulant use disorder is 
uncertain; a Cochrane review of thirteen studies on the pharmacological management of ADHD 
in patients with concurrent substance use disorder (151) found that none of the tested 
interventions (atomoxetine, methylphenidate, bupropion, lisdexamfetamine, and pemoline) 
improved ADHD symptom severity in patients with psychostimulant dependence. Furthermore, 
clinicians may be concerned that treating ADHD with stimulants will worsen the patient’s 
addiction. However, there have been two randomized placebo-controlled trials that have had 
positive results for both ADHD symptoms and stimulant use. One trial (141) found that high 
doses of mixed amphetamine salts (60 mg and 80 mg) were better than placebo at reducing 
both the severity of ADHD symptoms and cocaine use in patients with co-occurring ADHD and 
cocaine use disorder, and the other trial (152) found that high doses of osmotic release oral 
system methylphenidate (up to 180 mg) were better than placebo at reducing ADHD symptoms, 
reducing illicit substance use, and retaining participants in treatment among incarcerated men 
with concurrent ADHD and amphetamine use disorder. Both trials were small and had non-zero 
rates of attrition, but the results suggest that high doses of methylphenidate or mixed 
amphetamine salts may be beneficial for patients with concurrent ADHD and stimulant use 
disorder. 


A review of clinical strategies for managing co-occurring ADHD and substance use disorder (153) 
advises that clinicians weigh the potential risk of stimulant medications for ADHD against their 
potential benefit. Although non-stimulant therapies are generally not as effective as stimulant 
therapies, they may be preferable (at least initially) for some patients, particularly in those who 
have been using prescription stimulants as opposed to cocaine or crystal methamphetamine. In 
all cases, but particularly when prescribing stimulant medications, follow the patient closely and 
monitor their stimulant use with urine drug screens. If the illicit use does not stop or 
significantly reduce, discontinue the medication. 
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What do I have to be aware of when screening the urine of patients with stimulant 
use disorder? 
Amphetamine immunoassays are highly cross-reactive. If a patient tests positive for 
amphetamine but denies illicit use, take a detailed medication history to identify any cross-
reactive agents and send the sample for confirmatory chromatography. Always test for the 
presence of fentanyl. 


Cocaine immunoassays test for the presence or absence of benzoylecgonine, its primary 
metabolite, which is not known to be cross-reactive with any other agents. However, the 
antibody used to detect amphetamine use has poor specificity; the assay reacts to 
amphetamine, methamphetamine, their isomers, and other compounds that contain amines, 
making amphetamine immunoassays very challenging to interpret. Bupropion, chlorpromazine, 
desipramine, DMAA, doxepin, ephedrine, labetalol, metformin, ofloxacin, phenylephrine, 
promethazine, pseudoephedrine, ranitidine, selegiline, thioridazine, and trazodone have all 
been found to give positive results on amphetamine immunoassays (154-156). A clinical guide 
(156) recommends that immunoassays that are positive for amphetamines be considered 
alongside a detailed medication history, including all supplements, herbal agents, and over-the-
counter medications; stimulants, weight-loss aids, and decongestants are particularly likely to 
cross-react with the amphetamine immunoassay. Samples should also be sent for confirmatory 
chromatography if the patient denies use; although gas chromatography/mass spectrometry 
can provide false positives for methamphetamine if the patient is taking an agent containing the 
l-methamphetamine isomer, chiral chromatography, a type of column chromatography, can 
differentiate this isomer from the d-methamphetamine isomer, which is the compound that 
produces central nervous system effects (156). 


As mentioned previously, the presence of fentanyl and its analogues in Canadian street drugs is 
causing opioid overdose deaths. People who use street stimulants should always have their 
urine tested for fentanyl and should be informed about the serious risks of contaminated drugs 
(see below). 


What can I do to encourage harm reduction in patients who use stimulants? 
Provide harm reduction supplies. Ensure that patients are aware of the risk of fentanyl-
contaminated drug supplies and advise them on how to avoid opioid overdose. Always 
recommend safer sex practices. 


Clinicians should always recommend and facilitate the use of harm reduction practices and 
supplies appropriate to the patient’s usual substance. To promote safer crack smoking, the 
Working Group on Best Practice for Harm Reduction Programs in Canada (157) recommends 
that harm reduction kits minimally contain a Pyrex stem (to prevent burns and breakage), a 
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mouthpiece (to prevent burns), push sticks made of smooth wood that are appropriate in size 
relative to the Pyrex stem, and screens made of a heat-resistant and non-reactive substance, 
such as steel or brass. They also recommend including alcohol swabs, antiseptic wipes, matches 
or a lighter, lip balm and chewing gum (for keeping the mouth hydrated and preventing lip 
cracks), packets of ascorbic acid (to make substances water-soluble), and bandages. The 
Working Group found that the evidence of benefit for harm reduction kits for people who 
smoke crystal methamphetamine is less clear (158); more research is needed to determine how 
best to facilitate safer use for these patients. Advise patients who use intranasal cocaine to snort 
using small spoons or plastic straws, rather than dollar bills or keys, to reduce the risk of 
infection. For patients who inject drugs, the Working Group recommends providing patients 
with needles and syringes, cookers, filters, sterile water, alcohol swabs, and tourniquets (157). 
Connect with your local Public Health Unit to find out how to obtain supplies for your patients. 


As previously mentioned, people who use any street drugs are at high risk for opioid overdose 
due to the possible presence of fentanyl or its analogues. Thus, in addition to facilitating safer 
use practices associated with the patient’s usual substance, clinicians should also provide all 
patients who use stimulants with information about and supplies for reducing the risk of opioid 
overdose: always test patients’ urine for fentanyl, tell patients to never use alone, and distribute 
take-home naloxone kits. Consider prescribing naltrexone if a patient who uses cocaine or 
methamphetamine has a positive urine screen for fentanyl or one of its analogues but denies 
intentional opioid use; naltrexone has a longer duration of action and a higher affinity for the 
opioid receptor than naloxone does, making it effective in preventing overdose. 


There is an association between stimulant use and high-risk sexual behaviours, particularly in 
men who have sex with men (159-161). A survey of outpatients being treated for substance use 
disorder (162) found that individuals being treated for methamphetamine or cocaine use 
disorder had a strong association between drug use and sexual behaviours; furthermore, 44.6% 
of cocaine-using respondents and 53.8% of methamphetamine-using respondents indicated that 
they were more likely to engage in riskier sex practices during drug use (compared to 5.1% of 
opioid-using respondents). In addition to the potential health consequences of high-risk sexual 
activity, the authors of this study point out that a strong connection between substance use and 
sex can be a challenge in treatment: if substance use contributes to sexual pleasure, the patient 
will likely find it difficult to abstain from use, and if the patient has a strong mental association 
between sex and drugs, then sexual desire or activity may cause cravings. Washton and Zweben 
(2009) recommend asking patients about their stimulant-sex connection (163): for example, 
whether there are particular sexual practices (such as unprotected insertive sex, sexual activities 
that carry a risk of physical harm, etc.) that they are more likely to engage in while using. The 
purpose of these questions is to generate a discussion with the patient about the connections 
they make between stimulants and sex; this will allow you to help the patient to identify 
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potential sexual triggers for drug use and ways to deal with those triggers. Washton and Zweben 
(2009) suggest that a time-limited period (e.g., one month) of sexual abstention may be 
beneficial for some patients: if sexual behaviours are associated with stimulant use, temporarily 
abstaining from those behaviours will obviate triggers arising from those contexts (163). In all 
cases, patients should be given advice on safer sex practices: for example, use barriers, engage 
in activities that do not involve fluid transmission, only use sterile sex toys, and get regular STI 
testing. When appropriate and possible, offer patients safer-sex supplies (e.g., condoms, gloves, 
dental dams) and/or refer them to sexual health clinics. 


What can be done for amphetamine-induced psychosis? 
There are no evidence-based guidelines yet for managing amphetamine-induced psychosis. 
Case studies suggest that benzodiazepines should be administered in a quiet, non-stimulating 
environment. Antipsychotics may be used if the psychotic symptoms are severe, or if they 
persist for more than a few days after the last use. 


There have been few large randomized 
controlled trials on the management of 
stimulant-induced psychosis, meaning that 
there are no evidence-based guidelines yet. 
A review of case studies (168) found that 
patients with amphetamine-induced 
psychosis should be provided with a quiet, 
calm environment to minimize stimulation. 
Benzodiazepines are recommended to 
minimize agitation and anxiety; in the case 
of severe psychosis, antipsychotics may be 
used (see lit review).  


  


Lit review: Antipsychotics for 
amphetamine-induced psychosis 
There is a limited amount of evidence that olanzapine, 
risperidone, haloperidol, aripiprazole, and quetiapine are all 
effective in reducing the symptoms of amphetamine-induced 
psychosis. Based on a small number of trials, olanzapine and 
risperidone appear to have the greatest evidence of benefit 
while causing the fewest adverse effects. 


A Cochrane review (117, 164) found only one trial meeting their 
inclusion criteria. This trial compared olanzapine and haloperidol 
for their effectiveness in treating symptoms in patients 
experiencing psychosis caused by amphetamines; both were 
found to be effective, but olanzapine was better tolerated and 
was associated with fewer extrapyramidal symptoms (165). 


A small double-blind randomized controlled trial (published after 
the Cochrane review was last updated) compared quetiapine and 
haloperidol, and found quetiapine to be as effective in treating 
methamphetamine-induced psychosis as haloperidol (166). 
Another small randomized controlled trial compared aripiprazole 
and risperidone in methamphetamine-induced psychosis (132, 
144, 167); while both medications were found to reduce 
psychotic symptoms, risperidone was associated with 
significantly superior treatment retention and significantly 
reduced cravings for methamphetamine. 


Use caution when giving antipsychotics to children and 
adolescents, as they are more vulnerable to adverse effects. 
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Counselling 
How should I approach counselling in a RAAM clinic setting? 
Focus on developing a good therapeutic rapport with patients. Explain how substance use 
disorders develop and offer a message of hope that recovery is possible. Provide harm 
reduction advice and supplies. Inform patients that relapse is common in early recovery and 
let them know that they should keep working at treatment even if they have a slip. 


The strength of the therapeutic alliance has been found to be an important predictor of patient 
engagement and retention in substance use disorder treatment (169). Some RAAM clinics have 
access to a dedicated counsellor or caseworker, meaning that the prescriber may not be solely 
responsible for patients’ psychosocial management. However, no matter how the counselling is 
divided among clinicians, it is crucial for prescribers to develop a strong, supportive therapeutic 
rapport with patients. 


Patients attending a RAAM clinic for the first time may be feeling scared, angry, ashamed, or 
hopeless. It is likely that many will have internalized the ideas that their substance use disorder 
is their own fault and that they should be able to stop on their own; previous unsuccessful 
attempts to quit may be a source of shame. A guide on providing psychosocial support to 
patients in a RAAM clinic setting (170) recommends giving patients the following information 
about substance use disorder in an initial appointment: 


Main messages 
Substance use disorder is a chronic illness, not a weakness or a moral failing. There are 
effective treatments, and people can and do recover. 


Influence of the brain 
The reward centre in the brain releases dopamine when we perform an activity that is 
essential for survival (e.g., eating), which makes us feel good. The dopamine spike registers in 
the memory and the command centre, so we remember the pleasure of the activity and are 
motivated to repeat it. Drinking and using drugs cause an even bigger release of dopamine, 
reinforcing substance use even when it is harmful. 


Influence of trauma 
People with a history of trauma or adverse childhood events have abnormal neuro-
development, resulting in dysfunction in dopamine and serotonin pathways; problems with 
affect-regulation, attachment, identity, relationships, and sense of meaning; and high levels 
of anxiety, depression, and suicidality. Using substances can help people to cope with these 
feelings and allow them to feel at ease and relaxed. 







53 
 


Influence of concurrent mental illness 
Mental illnesses like PTSD, anxiety, or depression often contribute to the onset and 
continuation of substance use. Treating one disorder is likely to help the other (i.e., 
addressing your substance use disorder will likely improve your mental health, and addressing 
your mental health will likely improve your substance use), but it is best to treat them both at 
the same time. 


 


Written patient materials (e.g., pamphlets) reinforce these messages and give patients 
something to bring home and refer to. Some materials that might be useful to patients are 
available for download at http://metaphi.ca/patient-resources.html.  


Offering harm reduction advice and supplies helps to create an environment that welcomes 
patients at any stage of substance use disorder treatment. All patients should be given advice on 
how to reduce harms related to substance use and tips for coping with cravings, and RAAM 
clinics should provide harm reduction supplies (i.e., naloxone kits, safer crack use kits, safer sex 
supplies, drug-testing kits) to all patients whenever possible. 


Avoiding opioid 
overdose 


Never use alone. 
Always carry naloxone. 
Do not inject. 
If you are using opioids after any period of abstinence (even just a 
few days), take a much smaller dose than usual. 
Take a test dose of any drug you did not get directly from a 
pharmacy and/or use a drug-testing kit. 
Do not mix opioids with alcohol or benzodiazepines. 
If someone appears drowsy, has slurred speech, or is nodding off: 


 Do not leave them alone. 


 Do not let them sleep, even if someone watches them 
overnight. 


 Shake them and call their name. 


 Call 911. 


 Administer naloxone and start CPR. 


  



http://metaphi.ca/patient-resources.html
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Reducing alcohol 
harms 


Eat before and while drinking. 
Drink a less preferred drink. 
Sip drinks rather than gulping them. 
Alternate alcoholic drinks and non-alcoholic drinks. 
Start drinking later in the day. 
Avoid non-palatable alcohol. 
Do not drive while or after drinking. 
If you are attending an event where there will be intoxicated 
people, either avoid becoming intoxicated yourself or go with 
someone who will avoid intoxication. Have a plan to leave early if 
necessary. 


Reducing harms 
related to stimulants 


Test stimulants before using to make sure they are not 
contaminated with fentanyl. 
Do not share pipes, especially if you have sores or cuts on your 
mouth. 
Carry safer-sex supplies, like condoms and dental dams. 
Clean your hands and equipment with an alcohol swab before 
using. 
Make sure you have food and a safe place to sleep after use. 


Techniques for coping 
with cravings 


Delay: “I will not act on this craving right away. I will wait five (or 
ten or fifteen) minutes to decide whether to act on this craving.” 
Distract: Prepare a list of distractions ahead of time (e.g., call a 
friend or sponsor, go for a walk or run, listen to music, watch your 
favourite TV show, have something good to eat). Select from the 
list of distractions when having a craving. 
Urge surfing: Picture the urge as an ocean wave and imagine 
yourself surfing, using your breath as the surfboard. Ride this wave 
through its peak and its decline, without being submerged or 
wiped out by its enormity. 


 


A patient who has a slip may feel too ashamed to come back to treatment. From the initial 
appointment, emphasize that relapses are very common in early recovery, and that they can 
provide valuable information about gaps in the treatment plan. Let the patient know that you 
will not be angry or disappointed if they have a slip, and that they should come back so that you 
can work together to adjust the treatment plan. 
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What are some specific techniques or principles that work in a RAAM clinic 
setting? 
Use brief intervention techniques to assess patients’ stage of change and enhance their 
motivation, and work with them to create reasonable and realistic substance use goals. 
Motivational interviewing principles can be helpful as a therapeutic stance. Ensure that your 
practice is trauma informed and culturally sensitive. 


RAAM clinics are generally not conducive to structured psychotherapy; patients are not 
intended to stay there long-term, and many may only visit once. It is therefore a good strategy 
to use brief intervention techniques in order to maximize the utility of a single session. 
Motivational interviewing techniques are helpful in resolving patients’ ambivalence about 
change. Because many patients are likely to have a history of trauma (personal and/or 
intergenerational), it is crucial that your practice be trauma informed and culturally safe. 


Brief intervention techniques (171) are intended to encourage and facilitate behaviour change 
by providing information and support and by enhancing the patient’s motivation. RAAM clinic 
patients will all be at different points in their substance use and recovery; the clinician’s role is 
to assess the patient’s current stage of change and tailor the intervention to the patient’s 
current state. The transtheoretical model of behaviour change recognizes six stages (172): 


Precontemplation Patient is not ready to change their substance use, and may be unaware 
that their use is problematic. 


Contemplation Patient is becoming aware of the ways in which their use is problematic 
and can identify advantages to change. Contemplative patients are 
considering making a change within six months. 


Preparation Patient has committed to change and is planning and goal-setting. 


Action Patient is actively engaged in change and experiencing the consequences 
of changing their pattern of substance use, both positive (e.g., improved 
health and finances) and negative (e.g., withdrawal symptoms, loss of 
social circle).  


Maintenance Patient is working to sustain the new habits they have developed and 
learning to deal with challenges and setbacks that the change has 
prompted. 


Relapse Patient is returning to old behaviours. Relapse is a normal part of the 
change process; it offers patients an opportunity to identify and address 
triggers and recommit to change. 
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Identifying the patient’s stage of change enables you to help them develop realistic goals. The 
Center for Substance Abuse Treatment recommends different strategies for enhancing patients’ 
motivation, depending on their current stage of change (173). These strategies are summarized 
here: 


Precontemplation: Opening the door 
Focus on relationship building. 
Make space for discussion by asking the patient how they see their substance use and what 
role it has in their life. 
Present facts, express concern, and offer help without pressure. 


Contemplation: Weighing the options 
Discuss the pros and cons of substance use and change. 
Find alignments between change and the patient’s values. 
Acknowledge the difficulty of change and normalize hesitation and ambivalence. 
Emphasize the patient’s choice. 
Express your willingness to help. 


Preparation: Negotiating the details 
Keep the patient’s goals and desires as the driving force of change. 
Work together to create a concrete plan: What is your goal? What are your strategies/tools? 
What is your timeline? Who/what are your supports? What are possible barriers and 
setbacks? How will you address them? 
If the patient is willing, offer feedback and advice. 


Action: Providing support 
Offer frequent contact for check-in and support. 
Acknowledge successes, even if minor or temporary. Ask what enabled or contributed to 
these successes. 
Address setbacks. 
Support change through small steps. 


Maintenance: Sustaining change 
Acknowledge successes. 
Work with the patient to create long-term goals. 


Relapse: Re-engaging with treatment 
Encourage the patient to re-enter the change cycle. 
Explore reasons for relapse and look for new strategies. 
Maintain frequent contact. 







57 
 


 


Motivational interviewing (MI) is a brief intervention technique designed to be used in short-
term therapeutic relationships, typically for four sessions or fewer. The goal of MI is to provide 
space for a precontemplative patient to discuss their ambivalence about changing their 
substance use and to explore and reinforce their identified reasons for change (174). Even in 
settings where structured psychotherapy is not practical, the principles underlying MI can be 
used as a therapeutic position, and its techniques can be helpful for increasing patient 
engagement, fostering collaboration, and drawing out patients’ own motivations for change. 
The main techniques of MI are open-ended questions, affirmations, reflections, and summaries, 
which enhance the patient’s feeling of agency in the process of behavioural change. The 
elements making up the “spirit of MI” (p. 15) are partnership, acceptance, compassion, and 
education (174). By avoiding a directive stance and instead approaching the patient as a partner 
in the therapeutic process, MI techniques allow you to guide a precontemplative patient 
towards their own realizations of the benefits of change. 


For contemplative patients, a decisional balance table can be a very helpful tool for exploring 
the reasons for and against changing their substance use. The patient fills out a two by two table 
with their own reasons in favour of and against continued use versus change: 


Pros of substance use 


1.  
2.  
3.  


Cons of substance use 


1.   
2.   
3.  


Pros of stopping substance use 


1.   
2.   
3.  


Cons of stopping substance use 


1.   
2.   
3.  


Table 5: Decisional balance table 


As you go through the cells with the patient, emphasize the positive aspects of change and 
strategize around dealing with the challenges of change. Find alignment between the patient’s 
beliefs and values and their motivations for stopping their substance use. Offer practical advice 
and problem-solving ideas to help tip the balance in favour of change. 


It is crucial for clinicians to be culturally competent when treating special populations; this is 
particularly important with respect to Indigenous patients. Indigenous people in Canada 
continue to experience systemic barriers to health care; in many cases, past experiences of 
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racism in health care settings dissuade people from seeking care at all (175). Non-Indigenous 
clinicians should educate themselves on providing culturally safe care to Indigenous patients; 
the Ontario Indigenous Cultural Safety Program (https://soahac.on.ca/ics-training/) offers a 
series of CFPC- and RCPSC-accredited courses to provide training to Ontario health care 
providers. If your clinic has a large proportion of Indigenous patients but few Indigenous 
practitioners, consider hiring a specialized service provider, such as an Aboriginal Patient 
Navigator, in order to make your setting safer for Indigenous patients. 


The RAAM clinic is generally not a good setting for trauma therapy; RAAM clinics are not 
intended to be long-term therapy settings, and RAAM clinicians will not necessarily have the 
required training to provide trauma therapy. Nevertheless, clinicians should be mindful of the 
fact that many of their patients are very likely to have a trauma history. Your practice should 
reflect the principles of trauma-informed care: 


Acknowledgment Listen, empathize, normalize, validate. 


Trust Be honest about your knowledge, skills, and limitations as a care 
provider. 
Provide transparency and shared power in decision making. 
Enforce consistent boundaries. 


Collaboration Emphasize the patient’s choice and control in determining treatment. 


Compassion Reframing: Not “What’s wrong with you?” but “What happened to 
you?” 
Identify the patient’s needs and explore the implications of those needs 
for care. 


Strength-based Acknowledge the patient’s resilience in survival. 
Acknowledge that coping mechanisms, like substance use, are an 
understandable and logical response to trauma. 


Safety Ensure that your space is physically safe: Provide a comfortable and 
well-lit office in a safe building. 
Ensure that your practice is emotionally safe: Avoid re-traumatizing the 
patient. 


 


How do I address current domestic abuse? 
Always ask patients about domestic abuse. Explain the ways in which substance use can be 
used to exploit victims of domestic violence. Facilitate connections to treatment. 



https://soahac.on.ca/ics-training/
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A meta-analysis of 85 studies found that substance use was a risk factor for both perpetrators 
and victims of intimate partner violence (176). The connection between alcohol use and 
intimate partner violence perpetrated by men against women is particularly well studied; for 
example, meta-analyses have shown that alcohol use in men is correlated with greater 
aggression and higher rates of intimate partner violence towards women (177), and that there is 
a bidirectional correlation between women’s alcohol use and intimate partner violence 
victimization (178).  


In our clinical experience, substance use can be used to exploit victims of domestic violence in 
several ways. An abusive partner may sabotage their victim’s recovery (and potential escape) by 
supplying alcohol or drugs, discouraging treatment attendance, or cutting the victim off from 
their supports; they may involve the victim in drug dealing; they may use the victim’s substance 
use to threaten to take the children away; they may use the victim’s substance use as a 
justification for violence or as a way to demean the victim and keep them dependent; or they 
may use their own substance use as an excuse for violence. All patients should be asked if they 
are experiencing physical, verbal, or sexual abuse from a partner or a member of their family; 
patients who disclose abuse should be told about these strategies and helped to challenge 
them. 


Patients who are in a dangerous living situation should be encouraged to leave; if possible, 
secure a place for them at a withdrawal management centre or a shelter, and reassure them 
that their abuser will not be able to find them. Encourage the patient to report the abuse to the 
police. If the patient is afraid of getting the abuser in trouble, explain that making a report now 
will help prevent the abuser from doing something that will put them in prison for a long time. 
Even if the patient is not able to leave the situation yet, offer practical advice that will help them 
start preparing to leave: 


 Start documenting the abuse (e.g., photograph injuries, keep text messages, record 
threats) to show police. 


 Build a support network that is separate from the abuser. 


 Keep any plans and contact information in a secret place (e.g., create a new e-mail 
account and password that the abuser does not know about). 


 Keep coming to the RAAM clinic; reducing or stopping substance use will make it much 
easier to make the necessary decisions. 


The Ontario Network of Sexual Assault/Domestic Violence Treatment Centres 
(https://www.sadvtreatmentcentres.ca/) has a map of treatment centres that offer health care 
and counselling to victims of domestic violence, and the Victim Services Directory 
(https://www.justice.gc.ca/eng/cj-jp/victims-victimes/vsd-rsv/index.html) allows people to 
search for services by postal code. The Government of Canada website provides specific 



https://www.sadvtreatmentcentres.ca/

https://www.justice.gc.ca/eng/cj-jp/victims-victimes/vsd-rsv/index.html
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information and resources for victims of domestic abuse who are not Canadian citizens 
(https://www.canada.ca/en/immigration-refugees-citizenship/services/immigrate-
canada/family-sponsorship/abuse.html). Patients may be too scared to access these websites 
from home; if the patient is willing to reach out to one of these services, find an appropriate 
service during the appointment and give the patient the number, and facilitate them making the 
call if possible. 


What is the landscape for psychosocial treatment options? 
Consider the type of psychosocial treatment that would work best for the patient. For patients 
on addiction medications (e.g., naltrexone, buprenorphine, methadone), recommend 
programs that do not require them to taper or discontinue their dose. 


Psychosocial treatment is an important part of recovery for most patients, and different people 
have different treatment needs; the duration, intensity, and focus of treatment should suit the 
patient’s work and family responsibilities, their available resources, and their goals, along with 
any individual considerations (e.g., faith-based, Indigenous-focused, women-focused, etc.). 
Patients who are in crisis and need immediate support, especially those who are underhoused 
or in an unsafe environment, may benefit from immediate referral to a residential withdrawal 
management centre; these programs often offer transitions to longer-term residential programs 
or day treatment. Residential treatment programs may be suitable for people who have the 
time and resources to attend, and are sometimes required for patients who are involved with 
the justice system. However, there are often wait times and/or costs associated with residential 
treatment programs, which can be a significant barrier; in 2011, 83% of publicly funded 
residential addiction treatment programs in Ontario reported having a waiting list, and the wait 
time between assessment and admission to treatment ranged from a couple of days to seven 
months (179). Lower-intensity programs, such as community addiction treatment, often have 
shorter waiting periods; a report by Health Quality Ontario and the Institute for Clinical 
Evaluative Sciences found that while the average wait time for a residential treatment program 
was 42 days in the 2012/13 fiscal year, the average wait time for a community treatment 
program was sixteen days (180). Many individuals find mutual aid groups, such as twelve-step 
programs, to be supportive and helpful to them in their recovery; these groups are usually 
immediately accessible. 


The ConnexOntario services directory (https://www.connexontario.ca/addictions-mental-
health-services-search) allows you to search for services based on location, patient 
demographics, type of service, and/or type of disorder. As previously mentioned, some 
psychosocial programs do not permit patients to be on addiction medications. In most cases, if a 
patient is benefitting from an addiction medication, they should be advised against 
discontinuing that medication to attend a particular treatment program and encouraged to 



https://www.canada.ca/en/immigration-refugees-citizenship/services/immigrate-canada/family-sponsorship/abuse.html

https://www.canada.ca/en/immigration-refugees-citizenship/services/immigrate-canada/family-sponsorship/abuse.html

https://www.connexontario.ca/addictions-mental-health-services-search

https://www.connexontario.ca/addictions-mental-health-services-search
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attend a program that will allow them to remain on their current dose.11 Similarly, not all mutual 
aid groups are welcoming to individuals on addiction medications (particularly OAT). Patients 
taking pharmacotherapy should be encouraged to find a group that will not make them feel that 
they are “cheating” or “not really sober”. 


What are some helpful apps that I can recommend to patients? 
Consider the apps listed below. Encourage patients to look for other apps that might help 
them reach their goals. 


Apps are a convenient and accessible way to help patients stay motivated, accountable, and on 
track. They can be used for goal-setting, tracking, journaling, connecting with others in recovery, 
and sharing progress with family. There are many apps to choose from, and patients will have 
their own criteria and priorities (i.e., operating system, cost, focus, features, etc.). 


The following apps are free, can be used on any mobile device, and have been found to be 
useful by some of our patients: 


I Am Sober Community of people in recovery 
App users renew their sobriety pledge every day 
Facilitates connections between app users based on substance and length 
of sobriety 


SoberTool Twelve-step–based messages to encourage and motivate 
App users can select from a list of themes (e.g., lonely, higher power, urges) 
in order to read messages related to that theme 
Forum for connecting with other app users 
Note: This app uses language that clinicians should avoid (e.g., addict, dirty, 
clean), but patients who are involved in twelve-step programs may be used 
to and connect with this terminology. 


Nomo Keeps track of sober days 
Features include journal, motivational exercises, and sharing with 
accountability partners 


Saying When Alcohol-specific app that allows users to track their drinking and urges 
App users set goals and can monitor progress over time 
Not intended for people with moderate to severe AUD 


                                                           
11 Please refer to “Serving clients who use substances: A guide for community workers”, available online 
at http://metaphi.ca/provider-tools.html, for a list of Ontario residential treatment facilities and their 
medication policies. 



http://metaphi.ca/provider-tools.html
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There are many other apps designed to help people with substance use disorders maintain 
sobriety and meet their goals. Encourage patients to look at what is available to them and try 
different apps in order to see what they find helpful. 


What resources can I offer to patients and their families? 
Print and share patient resources on the META:PHI website. Tell patients to explore the 
Centre for Addiction and Mental Health’s health information library and the Canadian Mental 
Health Association website. Provide information about patient and family support groups. 


There is a wealth of information and resources on substance use disorders and recovery 
available online for free. The META:PHI website has a collection of patient resources, including 
pamphlets about alcohol and opioid use disorder and a list of books and podcasts about 
addiction and recovery, that can be printed and given out (http://metaphi.ca/patient-
resources.html). The Centre for Addiction and Mental Health has an online health information 
library that includes handouts, guides, and tutorials on many topics (https://www.camh.ca/en/ 
health-info/). The Canadian Mental Health Association is another hub of information and 
resources (https://ontario.cmha.ca/). 


Patients may be interested in trying mutual aid groups as a way to add structure and social 
support to their lives. You can refer them to the following organizations: 


 Alcoholics Anonymous (https://www.aa.org/) 


 Narcotics Anonymous (https://www.orscna.org/english/index.php) 


 Crystal Meth Anonymous (https://crystalmeth.org/index.php) 


 Secular Organizations for Sobriety (http://www.sossobriety.org/) 


 Women for Sobriety (https://womenforsobriety.org/) 


 SMART Recovery (https://www.smartrecovery.org/) 


Some of your patients may be accompanied by family members, who may also be seeking 
support. Here are some resources and support groups you can recommend to your patients’ 
loved ones: 


 Al-Anon/Alateen (www.al-anon.org) 


 Canadian Mental Health Association (www.cmha.ca) 


 Psychology today (www.psychologytoday.com) 


 ConnexOntario (www.connexontario.ca) 


 Families for Addiction Recovery (www.farcanada.org) 


 The Sashbear Foundation Family Connections program (www.sashbear.org/en/family-
connections) 


 Family Association for Mental Health Everywhere (www.fameforfamilies.com) 



http://metaphi.ca/patient-resources.html

http://metaphi.ca/patient-resources.html

https://www.camh.ca/en/health-info/

https://www.camh.ca/en/health-info/

https://ontario.cmha.ca/

https://www.aa.org/

https://www.orscna.org/english/index.php

https://crystalmeth.org/index.php

http://www.sossobriety.org/

https://womenforsobriety.org/

https://www.smartrecovery.org/

http://www.al-anon.org/

http://www.cmha.ca/

http://www.psychologytoday.com/

http://www.connexontario.ca/

http://www.farcanada.org/

http://www.sashbear.org/en/family-connections

http://www.sashbear.org/en/family-connections

http://www.fameforfamilies.com/
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Peers are individuals who have lived experience with a condition or issue that defines a 
population served, such as mental illness and/or substance abuse. Opioid harm reduction 
programs can benefit in many ways from employing peers. Employing peers, however, requires 
special policy considerations by the employing agency to address issues such as peers’ previous 
or ongoing substance use and/or potential prejudice, discrimination and stigma from coworkers 
and partner organizations.  
 
There is a large amount of publically available information from national, provincial/state and 
community organizations about policies related to peer employment. In this document, we 
provide a high-level summary of these organizational considerations. Resources from the 
agencies listed below are particularly well developed and they make provide the foundation for 
this report: 
 


• Peer Support Accreditation and Certification Canada (PSACC) 
• Mental Health Commission of Canada (MHCC) 
• Substance Abuse and Mental Health Services Administration (SAMHSA). 


 
We provide policy information in nine key areas to help organizations get started, as well as 
links to other publically available resources for further learning. These are: 


1. Identifying and defining peers 
2. Foundational values and principles for peer work 
3. Peer worker scope of practice 
4. Essential peer competencies and skills 
5. Training peers 
6. Supervision of peers 
7. Compensation for peers 
8. Special considerations for harm reduction programs 
9. Special considerations for northern, rural and remote contexts 


 
We hope that readers of this report can use this summary and the associated resources to help 
ensure that current and emerging peer support programs are safe, effective, sustainable, ethical, 
and positive for individuals and communities. 
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1. WHO ARE PEERS? 
 
Organizations must first decide who qualifies and who does not qualify as a “peer”. At present, 
there is consensus across provincial and federal agencies that peers and the individuals they serve 
share a similar lived experience (AMHO, 2017; CMHA Kelowna, 2018; Excellence in Peer 
Support, 2019; MHCC, 2013; Peers for Progress, n.d.; PSACC, 2016; SAMHSA, 2020). The 
unique knowledge and experience peers possess about a life with a particular condition is 
assumed to put peers in a special position to help others who are facing similar challenges (Peers 
for Progress, n.d.). This shared lived experience may be a mental health or substance use-related 
challenge or illness (Excellence in Peer Support, 2019; MHCC, 2013; PSACC, 2016; SAMHSA, 
2015). Of note, peers need not have the specific illness or challenge that their clients have, but 
rather familiarity and empathy for the psychological and emotional pain associated with mental 
health and substance use-related experiences in general (MHCC, 2013).  
 
Recovery. Many organizations specify that peers are individuals who are in recovery from their 
challenges. Individuals who are in recovery can model success and instill hope in others to stay 
engaged in care (AMHO, 2017; MHCC, 2013; PSSAC, 2016; SAMHSA, 2020). Importantly, 
recovery in this context does not equate to being “cured” (MHCC, 2013). Organizations 
frequently conceptualize recovery as a “process of change through which individuals improve 
their health and wellness, live self-directed lives, and strive to reach their full potential” 
(SAMHSA, 2015, p. 2).  
 
Individual vs. Family Peers. MHCC (2013) and SAMHSA (2015) distinguish between peer 
support and family-based peer support. Individual peer support is support from peers who 
themselves have personal experiences of mental health or substance abuse challenges. Family-
based peer support, in contrast, refers to the common experience of having a loved one with 
these challenges. In this report, we focus on individual peers with personal lived experience.  
 
 


2. FOUNDATIONAL VALUES & PRINCIPLES 
 
PSACC, MHCC, and SAMHSA have identified foundational values and principles for peer 
support workers through literature review and survey of peer workers.  
 
Values. Peer values describe general ideals and ethics that should guide the development of peer 
principles of practice. Box 1 lists the guiding values highlighted by MHCC and PSACC. Further 
discussion of these values is in the PSACC National Certification Handbook (PSACC, 2016) and 
MHCC Guidelines for the Practice and Training of Peer Support (MHCC, 2013). Organizations, 
of course, may develop and include other relevant peer provider values based on their unique 
needs.  
  



http://www.psac-canada.com/assets/home/PSACC-Certification-Handbook-2016.pdf

https://www.mentalhealthcommission.ca/sites/default/files/peer_support_guidelines.pdf.pdf
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Box 1. Foundational Values for Peers  


1. Recovery and Hope 
2. Self-Determination 
3. Mutuality: Empathetic and Equal Relationships 
4. Dignity 
5. Social Inclusion 
6. Trust 
7. Personal Integrity 
8. Health and Wellness 
9. Lifelong Learning 


Adapted from PSACC, 2016 and MHCC, 2013 
 
Principles. Principles of practice, resulting from the values in Box 1, more specifically define 
the philosophy and intent of peer support and should inform related policy decisions. Box 2 lists 
peer support foundational principles identified by SAMHSA (2015) through consultation with 
members of the mental health consumer and substance use disorder recovery communities.  
SAMHSA (2015) offers more information on these principles, and PSACC (2016) and MHCC 
(2013) contain descriptions of other proposed principles of practice. 
 
Box 2. Foundational Principles of Peer Support Practice 


1. Recovery-Oriented 
2. Person-Centered 
3. Voluntary 
4. Relationship-Focused 
5. Trauma-Informed 


Taken from SAMHSA, 2015 
 
 


3. SCOPE OF PRACTICE 
 
Employing organizations must clearly outline peer workers’ scope of practice. “Best Practices in 
Peer Support” proposed by Addictions and Mental Health Ontario (AMHO; 2014) state that 
organizations must clearly define peer roles in order to prevent burnout and emotional strain and 
to reduce peer-client and staff-peer boundary issues.  
 
Range of Peer Roles. Organizations should distinguish among different peer roles and levels 
(e.g. peer support workers, peer educators, peer navigators, peer advocates, etc.), each with their 
own distinct scope of practice. The “Best Practices in Peer Support” document provides detailed 
information about the many different types of peer roles (AMHO, 2014).  
 
Range of Peer Activities. Each organization’s foundational values and essential competencies 
should guide the development of a document outlining the scope of practice. Box 3 summarizes 
the range of activities peer workers may engage in as suggested by SAMHSA. These activities 



https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/core-competencies_508_12_13_18.pdf

http://www.psac-canada.com/assets/home/PSACC-Certification-Handbook-2016.pdf

https://www.mentalhealthcommission.ca/sites/default/files/peer_support_guidelines.pdf.pdf

https://www.mentalhealthcommission.ca/sites/default/files/peer_support_guidelines.pdf.pdf





4 
 


pertain to peer work in general, so organizations should further specify the activities relevant for 
each type of peer role.   
 
Box 3. Potential Peer Worker Activities and Roles 
Peer support workers engage in a wide range 
of Activities, such as: 


● Advocating for people in recovery 
● Sharing resources and building skills 
● Building community and relationships 
● Leading recovery groups 
● Mentoring and setting goals 


Peer support Roles may also extend to:  
1. Providing services and/or training 
2. Supervising other peer workers 
3. Developing resources 
4. Administering programs or agencies 
5. Educating the public and 


policymakers 
Taken from SAMHSA webpage on Peer Workers 
 
We also refer the reader to the Interior Health Peer Support Toolkit (CMHA Kelowna, 2018) for 
a discussion of the roles, responsibilities and rights of peer workers. It also includes a sample 
role description in the context of a program providing services to people living with HIV and/or 
Hepatitis C.   
 
Finally, organizations should consider a range of ethical, care quality, and sustainability issues 
(discussed individually below) when identifying peer activities and defining peer roles. Peer 
activities and roles will likely differ based on organizations’ unique contexts and needs and 
should be adapted accordingly.  
 
 


4. ESSENTIAL SKILLS & COMPETENCIES 
 
Our literature review identified a range of essential skills and competencies for peer support 
workers (MHCC, 2013; PSACC, 2016; SAMHSA, 2015). These organizations do not 
differentiate between competencies required for different peer roles; thus, organizations should 
consider which competencies are most relevant for the peer roles within their program.  
 
Below, we summarize the skills and core competencies provided by SAMHSA and MHCC 
because they are most relevant to mental health and substance abuse service settings and because 
they largely overlap with the competencies identified by PSACC, suggesting a level of national 
organizational consensus. Box 4 lists the essential skills identified by MHCC and Box 5 lists the 
core competencies identified by SAMHSA.  
 
Box 4. Essential Skills and Personal Attributes of Peer Support Workers  


1. Lived Experience 
2. Interpersonal Communication 
3. Critical Thinking 
4. Teamwork and Collaboration 
5. Ethics and Reliability 


Taken from MHCC, 2013 
 



https://www.samhsa.gov/brss-tacs/recovery-support-tools/peers

https://www.interiorhealth.ca/YourCare/HIVHealthOutreach/Documents/1GettingStarted.pdf
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Box 5. Core Competencies of Peer Support Workers  
1. Engages peers in collaborative and caring relationships 
2. Provides support 
3. Shares lived experiences of recovery 
4. Personalizes peer support 
5. Supports recovery planning 
6. Links to resources, services, and other supports 
7. Provides information about skills related to health, wellness, and recovery 
8. Helps peers to manage crises 
9. Values communication 
10. Supports collaboration and teamwork 
11. Promotes leadership and advocacy 
12. Promotes growth and development 


Taken from SAMHSA, 2015 
 
Readers interested in the PSACC competencies should refer to the PSACC National Certification 
Handbook. SAMHSA (2015) and MHCC (2013) also provide more information on these skills 
and competencies, their development, and potential applications. 
 
 


5. TRAINING 
 
Peer workers benefit when they receive introductory training and ongoing professional 
development opportunities. Several organizations have identified fundamental peer training 
needs, ranging from broad to specific objectives. Here we summarize what a comprehensive 
training program should look like, based on recommendations from MHCC (2013) (Box 6). We 
also list the general training areas identified within the AMHO (2017) Best Practices in Peer 
Support (Box 7) for further refinement of specific training objectives. Organizations may 
identify and tailor additional training content to address the unique needs of their peer support 
program and its workers.  
 
Box 6. Comprehensive Training Requirements for Peer Support Workers 


1. Basic peer support: Overview of role and responsibilities; communication, 
interaction, decision making and support skills 


2. Family peer support: Overview of the special circumstances that may arise within 
family/circle of care support 


3. Crisis management: Identify and safely manage a crisis situation 
4. Continuing education (annual refreshers):  


• Facilitate networking of peer support workers 
• Promote ongoing self-care, and  
• Provide additional skills training opportunities 


Adapted from MHCC, 2013 
  



http://www.psac-canada.com/assets/home/PSACC-Certification-Handbook-2016.pdf

http://www.psac-canada.com/assets/home/PSACC-Certification-Handbook-2016.pdf

https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/core-competencies_508_12_13_18.pdf

https://www.mentalhealthcommission.ca/sites/default/files/peer_support_guidelines.pdf.pdf
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Box 7. Additional Peer Training Needs to Assess and Address  


1. Interpersonal Skills  
2. Personal Development and Learning (e.g. managing compassion fatigue, boundary 


training, confidentiality, role definition, how to be objective, personal safety and 
nonviolent crisis intervention) 


3. Self-Assessment/Self-Evaluation 
4. Working with Changes and Transitions  
5. Supervision 
6. Information Toolkit (i.e. access and utilize provincial/regional resources) 


Adapted from AMHO, 2017 
 
Additional Training Resources. We refer the reader to MHCC (2013) and the Peers for 
Progress Program Development Guide (Peers for Progress, n.d.) for more comprehensive 
discussion of potential training objectives, content, approaches and resources. The Toronto 
Community Hep C Program (TCHCP) Peer Manual developed by South Riverdale Community 
Health Centre (SRCHC, 2018) provides a detailed breakdown of their training focuses in the 
context of a harm reduction program. AMHO (2017) has compiled existing Ontario and 
internationally based training programs for peer workers. Further, Peers for Progress (n.d.) and 
SRCHC (2018) also discuss evaluation of peer training outcomes. 
 
 


6. SUPERVISION 
 
Access to supervision is necessary for all peer workers and is particularly important for those 
early in their careers (SAMHSA, n.d.). Supervision is also vital to effectively integrate peer 
workers into the workplace and promote good ethical practices. Both organizations and peers can 
benefit from ongoing supervision to ensure the quality of service provision by peers and to 
promote peer skill development (SAMHSA, n.d.). SAMHSA Guidelines for Peer Supervision 
describe three types of supervision that organizations should provide to all peer workers (Box 8).  
 
Box 8. Types of Supervision for Peer Support Workers  


Administrative Educative/Formative Supportive 
Implementing the 
organization’s policies and 
procedures effectively and 
basic support related to work 
coordination, communication, 
and administration  
 
e.g. work quality, workload, 
using human resources, using 
resources/time effectively, 
adhering to the program 
model, record keeping 


Professional development of 
knowledge skills and attitudes 
related to the organization as 
well as for their role and 
profession via training, 
modeling and other learning 
experiences 
 
e.g. individualized training 
and support, time and space 
to reflect on their practice 


Helping peer workers 
perform the job as well as 
possible while maintaining 
self-care, strengthening self-
awareness and interpersonal 
skills, and boosting morale 
and job satisfaction 
 
e.g. giving feedback, 
discussing personal reactions 
to work, promote self-care, 
and validate experiences 


Adapted from DBHIDS, 2017 and SAMHSA, n.d. 



https://www.mentalhealthcommission.ca/sites/default/files/peer_support_guidelines.pdf.pdf

http://peersforprogress.org/resource-guide/chapter-5/

http://peersforprogress.org/resource-guide/chapter-5/

https://www.srchc.ca/wp-content/uploads/2018/11/TCHCP-Peer-Manual-Final-PDF-web.pdf

https://www.srchc.ca/wp-content/uploads/2018/11/TCHCP-Peer-Manual-Final-PDF-web.pdf

https://amho.ca/wp-content/uploads/Best-Practices-in-Peer-Support-Final-Report-2017.pdf

https://www.samhsa.gov/sites/default/files/guidelines_peer-supervision_ppt_withpresenternotes_cp2.pdf
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Supervision Format. Supervision may be provided in individual, group, co-supervision, or peer-
to-peer formats (SAMHSA, n.d. & Peers for Progress, n.d.). In fact, MHCC suggests that peer 
workers be supervised by other peers rather than professionals (MHCC, 2016). Organizations 
with larger peer support programs may offer multiple supervision formats to peer workers, 
depending on peer worker needs. SAMHSA (n.d.) provides a discussion of the advantages and 
disadvantages of a range of peer supervision formats.  
 
Special Considerations for Supervising Peers. Guidelines outline the challenges and benefits 
associated with peer worker supervision, as well as the competencies supervisors require to 
provide effective supervision. Without specific training in the supervision of peers, supervisors 
may lack necessary knowledge of and experience with peer roles and practice, have a more 
clinical approach to providing services, and may not operate from a recovery-oriented 
framework. The Peers for Progress Program Development Guide discusses characteristics of 
good supervision and provides potential solutions to common challenges in the provision of 
supervision such as time constraints and integration of peer workers into teams. Further, we 
advise readers to consult the Department of Behavioural Health and Intellectual Disability 
Services (DBHIDS) Peer Support Toolkit (DBHIDS, 2017) for recommended organizational 
practices to guide delivery of effective supervision.  The Interior Health Toolkit and Centre for 
Excellence in Peer Support (2019) Toolkit include examples of supervision formats implemented 
by various Canadian peer support programs. Resources and tools to support supervision can be 
found in the Interior Health Toolkit and Peers for Progress Program Development Guide. 
 
 


7. COMPENSATION 
 
Here we outline important considerations when determining compensation for peer workers. In 
general, the Interior Health Toolkit (CMHA Kelowna, 2018) recommends that peer workers are 
compensated for work and expenses monetarily and through other benefits. They further 
recommend that organizations design compensation methods and procedures in collaboration 
with peer workers (BC Centre for Disease Control, 2018).  
 
Employee vs. Volunteer Peer Workers. According to DBHIDS (2017), volunteers and 
employed peer staff should have different responsibilities assigned to them because access to 
resources, training, and supervision is different for volunteers and employees. Similarly, 
assigning volunteers the exact same responsibilities as paid staff with a reduced case-load is not 
advisable. Box 9 lists the benefits of hiring peer employees for both the organization and the 
employee. Please see the DBHIDS Toolkit for further guiding questions to help clarify the roles 
of volunteer and paid peer staff.   
  



https://www.samhsa.gov/sites/default/files/guidelines_peer-supervision_ppt_withpresenternotes_cp2.pdf

http://peersforprogress.org/resource-guide/ongoing-monitoring-supervision-and-support/

https://dbhids.org/wp-content/uploads/1970/01/PCCI_Peer-Support-Toolkit.pdf

https://dbhids.org/wp-content/uploads/1970/01/PCCI_Peer-Support-Toolkit.pdf

https://www.interiorhealth.ca/YourCare/HIVHealthOutreach/Documents/1GettingStarted.pdf

https://cmhawwselfhelp.ca/wp-content/uploads/2016/11/Supervising-Peer-Workers-Toolkit-CMHA-WW-2019.pdf

https://cmhawwselfhelp.ca/wp-content/uploads/2016/11/Supervising-Peer-Workers-Toolkit-CMHA-WW-2019.pdf

https://dbhids.org/wp-content/uploads/1970/01/PCCI_Peer-Support-Toolkit.pdf
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Box 9. Benefits of Paid Employee Peers  
Organization 


1. Encourages long-term sustainable peer 
engagement 


2. Increases workers’ sense of 
responsibility and agency 


3. Less disruption in services to clients 
as higher standards of availability and 
time commitments can be held 


Employee 
1. Stigma reduction 
2. More advancement opportunities 
3. Building official employment history 


that can aid housing applications and 
broaden future employment options 


4. Benefits through EI and CPP 


Adapted from CMHA Kelowna, 2018 and DBHIDS, 2017 
 
Payment Format. For organizations that choose to include peers through paid work, unlike 
other employees, several groups state that the best practice is to pay peer workers in cash 
because many peers using illegal drugs do not have access to bank accounts (e.g., Canadian 
HIV/AIDS Legal Network, 2006; CMHA Kelowna 2018). Cash should not be offered in the 
form of gift cards as it implies the payer is dictating where the peer worker should spend their 
money (BC Centre for Disease Control, 2018). At the same time, peers themselves may have 
concerns about receiving large sums money in cash (e.g., potential relapse trigger, risk of theft), 
highlighting the importance of consulting with individual peers about the safest and most 
effective way for them to receive wages on a regular basis.  
 
Paid Employment Types. Peer support workers can be employed through a variety of formal 
arrangements. Box 10 lists different forms of paid employment and their advantages and 
disadvantages. The Interior Health Peer Support Toolkit includes more information about each 
employment arrangement for peers.  
 
Box 10. Peer Support Worker Paid Employment Types  
 
 Advantages Disadvantages 
Contractor 
with Set 
Tasks/ 
Pay 


May pay as lump sum or on-
going work; payment can be 
issued in a timely and ongoing 
manner; benefits offered such as 
CPP and EI; can pay contractors 
with e-transfers  


A delay in pay during initial set up period, 
difficult to add additional hours 
 


Hourly 
Staff with 
Time-
sheets 
 


Flexible; may pay as lump sum; 
number of hours per week can 
vary 


Often must set a minimum number of hours; 
employee must have ability to open bank 
account; delays in receiving pay; conflicts 
with income assistance; must track, submit 
hours, obtain signatures each pay period 


Salary 
Position 


Titled position; full benefits 
available 
 


Social insurance number required; long 
process of getting position approved; 
restraints based on job description; may 
require criminal record check 


Adapted from CMHA Kelowna, 2018 



https://www.interiorhealth.ca/YourCare/HIVHealthOutreach/Documents/1GettingStarted.pdf
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Organizational Compensation Procedures. The Interior Health Toolkit includes important 
considerations for the peer compensation process, such as reconciliation of discrepancies in 
payment and/or payment procedures, and whether peers will pay for work-related expenses (e.g., 
transportation to and from work, cell phone minutes to make work-related calls) out-of-pocket. 
The BC Centre for Disease Control (2018) Peer Payment Standards includes a discussion of 
payment methods, amounts, and processes. Their recommendations include being transparent 
about compensation, providing options for payment method and timing, and covering other 
work-related costs.  
 
The Interior Health Toolkit provides two illustrative examples of how funded peer support 
programs in Canada have implemented an honoraria system: One which provides a standard 
payment for each service activity only, and another that covers some work-related expenses in 
addition to all training, support and service activities with an hourly wage.  
 
Pay Rates. Regardless of which form of compensation organizations choose, the pay scales 
devised for peer support jobs should be comparable to other paid positions that have similar 
qualifications within the organization (DBHIDS, 2017).  
 
Benefits and Overtime. The DBHIDS Toolkit highlights that many peer workers end up 
working additional hours outside of regular business hours due to the demanding nature of the 
job and the empathetic quality of peers. It is important that policies and procedures for overtime 
pay or flexible work hours are developed to address this. Aside from monetary compensation, 
peer workers can also be offered other benefits including workshop and conference attendance, 
professional development opportunities, social events, vouchers, gift certificates and food 
(CMHA Kelowna, 2018).  
 
 


8. SPECIAL CONSIDERATIONS: HARM REDUCTION CONTEXT 
 
Peer workers participating in harm-reduction support programs for substance abuse have unique 
challenges that organizations must be consider when developing peer positions, hiring, training, 
and supervising peer staff. Here we highlight a subset of these challenges deserving special 
consideration: respectful job titles for peer workers in substance abuse settings (Box 11); dual 
roles with clients and coworkers (Box 12); and harm reduction at work (Box 13). The TCHCP 
Peer Manual (SRCHC, 2018) includes discussion of additional considerations. 
 
Job Title. The TCHCP Peer Manual stresses that peer workers’ past and/or present drug use 
automatically becomes public knowledge when working in harm reduction settings. This can 
lead to stigma in the workplace. While clients may already be privy to this knowledge, using less 
revealing job titles allow workers to decide the degree of disclosure when using job titles in other 
contexts. Box 11 is a list of appropriate job titles that peers may choose from to reduce 
inadvertent sharing of peers’ personal information.  
  



http://www.bccdc.ca/resource-gallery/Documents/Educational%20Materials/Epid/Other/peer_payment-guide_2018.pdf

https://dbhids.org/wp-content/uploads/1970/01/PCCI_Peer-Support-Toolkit.pdf

https://www.srchc.ca/wp-content/uploads/2018/11/TCHCP-Peer-Manual-Final-PDF-web.pdf

https://www.srchc.ca/wp-content/uploads/2018/11/TCHCP-Peer-Manual-Final-PDF-web.pdf
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Box 11. Job Titles for Harm-Reduction Peer Workers  


● Community Support Workers 
● Harm Reduction Workers 
● Outreach Workers 
● Interns 
● Paid Apprentices 


Taken from SRCHC, 2018 
 
Dual Roles and Boundary Issues. Peer workers are often subject to dual roles with clients and 
coworkers, through pre-existing connections in the community and service system (Box 12), and 
they must learn to navigate these new boundaries (SRCHC, 2018). The TCHCP Peer Manual 
recommends that definitions and expectations in relation to boundary issues be clearly 
communicated to peer workers at the outset and throughout supervision and work. Annual 
workshops discussing boundaries and related ethical issues can also benefit all staff. Such 
workshops may focus on confidentiality, disclosure and boundary issues pertaining to specific 
workplace situations.  
 
Box 12. Dual Roles with Clients and Coworkers 


● With Clients: “Dual role as a as a community member with personal connections with 
other members of that community and as an employee that is expected to refrain from 
personal relationships with community members” 


● With Coworkers: Dual role as a service provider and a service user 
Adapted from SRCHC, 2018 
 
Harm Reduction. Organizations that employ a harm reduction philosophy to clients can and 
should extend this philosophy to peer workers as well. We refer the reader to the Harm 
Reduction at Work Guide (Balian & White, 2010), which suggests harm reduction policies for 
employees, strategies to address various challenges in the employment of drug users. Two 
Toronto-based, harm reduction case studies employing drug users offer policy language related 
to harm reduction approaches for staff (Box 13).  
 
Box 13. Harm Reduction at Work  
“While at work, employees do not use substances in order to get ‘high’. Not all substance use 
occurs to get high. Sometimes people use substances in order to be functional. […] Good harm 
reduction policies are good employment policies. Fostering an environment of acceptance, 
nonjudgement and support in the workplace is essential for growth of both the program and 
agency as well as individual workers.” 
 
Sample Policies:  
“Employees and peers may not come to work showing signs of inebriation. All staff—
including outreach workers—are expected to perform their professional duties in a coherent, 
competent, and respectful manner” 
“Management may not conduct witch hunts or drug testing to determine drug use by 
employees.” 


Taken from SRCHC, 2018 and Balian & White, 2010 



https://www.issuelab.org/resources/12296/12296.pdf

https://www.issuelab.org/resources/12296/12296.pdf





11 
 


 
9. SPECIAL CONSIDERATIONS: CANADIAN RURAL/REMOTE SETTINGS 


 
Peer support programs based in rural and/or remote settings face unique challenges. 
Rural/remote communities create confidentiality concerns because they are smaller and close-
knit (Jackson et al., 2020). Peer workers need support to create and maintain client boundaries so 
that the community feels comfortable accessing services. Secondly, the “Making the Case for 
Peer Support” Report emphasizes that programs in rural communities often struggle with having 
few resources to reach out to a dispersed population (MHCC, 2016). Box 14 lists 
recommendations for peer programs for chronic conditions in rural/remote settings identified 
through a scoping review of the academic literature (Lauckner & Hutchinson (2016). The 
“Handbook of Rural, Remote and Very Remote Mental Health” similarly includes more 
information about peer workers in rural settings (Jackson et al., 2020). 
 
Box 14. Recommendations for Rural Peer Support Programs 


1. Increase accessibility to peer programs via a combination of telecommunications and 
in-person support services 


2. Mass media campaigns to reach dispersed population 
3. Consultation with local leaders and members of the community, including ethnic 


minorities, to provide a program that is sensitive to local cultural values and beliefs 
4. Consider ways to mitigate stigma and increase program participation 
5. Appropriate and ongoing training and supervision of peer workers 


Adapted from Lauckner & Hutchinson, 2016 
 
 
CONCLUSION 
 
Clients and organizations can benefit in myriad ways by employing peers in harm reduction 
programs. Several national, provincial/state and other community stakeholder organizations have 
policy and procedural considerations for organizations employing peers. In this report, we have 
summarized these recommendations in several areas including defining peers, foundational 
values and principles for peer workers, scope of practice, competencies and skills, training, 
supervision, compensation, and special considerations for harm reduction programs, and norther 
contexts. Following this report is a list of selected readings for more in-depth reading on each of 
these issues to ensure that current and emerging peer support programs are safe, effective, 
sustainable, ethical, and positive for individuals and communities. 
 
 
RESOURCES FOR FURTHER LEARNING 
 


1. AMHO (2017): Addictions & Mental Health Ontario (AMHO) Best Practices in Peer 
Support 


2. CMHA Kelowna (2018): Interior Health Peer Support Toolkit 
3. PSACC (2016): Peer Support Accreditation and Certification Canada (PSACC) National 


Certification Handbook 



https://pubmed.ncbi.nlm.nih.gov/26943760/

https://link.springer.com/referenceworkentry/10.1007%2F978-981-10-5012-1_21-1

https://amho.ca/wp-content/uploads/Best-Practices-in-Peer-Support-Final-Report-2017.pdf

https://amho.ca/wp-content/uploads/Best-Practices-in-Peer-Support-Final-Report-2017.pdf

https://www.interiorhealth.ca/YourCare/HIVHealthOutreach/Documents/1GettingStarted.pdf

http://www.psac-canada.com/certification-handbook/

http://www.psac-canada.com/certification-handbook/
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4. MHCC (2013): Mental Health Commission of Canada (MHCC) Guidelines for the 
Practice and Training of Peer Support 


5. SAMHSA (2015): Substance Abuse and Mental Health Administration (SAMHSA) Core 
Competencies for Peer Workers in Behavioral Health Services 


6. Peers for Progress (n.d.): Peers for Progress Programs Development Guide 
7. South Riverdale Community Health Centre (2018): Toronto Community Hep C Program 


(TCHCP) Peer Manual 
8. SAMHSA (n.d.): SAMHSA Guidelines for Peer Supervision 
9. MHCC (2016): MHCC Making the Case for Peer Support 
10. BC Centre for Disease Control (2018): Peer Payment Standards 
11. DBHIDS (2017): Department of Behavioural Health and Intellectual Disability Services 


(DBHIDS) Peer Support Toolkit 
12. Centre for Excellence in Peer Support (2019): Centre for Excellence in Peer Support 


Toolkit 
13. Balian & White (2010): Harm Reduction at Work Guide 
14. Lauckner & Hutchinson (2016): Peer support for people with chronic conditions in rural 


areas: A scoping review 
15. Jackson et al. (2020): Handbook of Rural, Remote and Very Remote Mental Health 
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Orientation of New RAAM Staff  


Orientation of new RAAM staff shall occur once staff have been oriented to their respective 
organization (if relevant). An orientation checklist is attached. The hiring manager is responsible 
for ensuring the orientation is complete, however the onsite orientation will be facilitated by 
the RAAM Coordinator.  


Orientation to the service will include the following: 


• Orientation to the model of care, including Meta Phi Best Practice Guidelines; 


• Orientation to the team, including introduction to members, overview of how the team 
works together, and time with each staff to review roles and responsibilities; 


• Health and Safety Orientation at each site (see health and safety checklist); 


• Referral, intake and discharge policies and procedures; 


• Administrative and clinical policies and procedures; 


• Referral forms and procedures; 


• Observerships and Learner policy and procedures; 


• Shadow shifts with RAAM staff; and 


• Observation of a RAAM clinic at each site, including huddle and debrief. 
 
The orientation will occur over a period of two weeks. The completed orientation checklist will 
be given to the hiring Manager and kept in that employee’s Human Resource file. 
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RAAM Orientation Checklist 


 


Service Component  Responsible Person  
Date 


completed  
Initials of 


completion  
RAAM Service Overview   Hiring Manager         
RAAM Partnerships and history   Hiring Manager         
RAAM Model of Care, including Meta 
Phi BPG’s   


Hiring Manager         


Team composition, roles and 
responsibilities   


Hiring Manager         


Shadow RAAM MD / NP   RAAM Site Managers         
Shadow RAAM RN   RAAM Site Managers         
Shadow RAAM Counselor   RAAM Site Managers         
Shadow RAAM Peer Support   RAAM Site Managers         
Orientation with RAAM Administration   RAAM Site Managers         
Scheduling of Clients   RAAM Administration         
Missed Appointments   RAAM Administration         
Phones / Efaxing / EMR   RAAM Administration         
Ordering of Office Supplies   RAAM Administration           
Ordering of Clinical Supplies and 
Medications   


RAAM Registered Nurse         


Confidentiality and Consents   RAAM Administrative lead          
Client Transportation   RAAM Site Managers and 


Coordinator   
      


Absenteeism and Vacation   Hiring Manager and 
Coordinator   


    


Interdisciplinary Rounds   RAAM Coordinator       
Education Requests   Hiring Manager       
Data Collection, Tracking and 
Reporting   


RAAM Site Managers      
  


   


RAAM Intake and Discharge   RAAM Administration         
Clinical policies, procedures and 
medical directives   


RAAM Registered Nurse       


Counseling policies and procedures   RAAM Counselors         
Peer Support   PACE Manager and Peer 


Support Worker   
      


Health and Safety orientation for each 
clinic site. See health and safety 
checklist (SJCG site).   


RAAM Site Managers         


   
The completed checklist should be reviewed by the hiring manager and kept in the employee’s 
HR file.   
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Addictions 101 Orientation Power Point 


 


  







 


STRONGER TOGETHER  
(Draft) Administrative Policies and Procedures for a NWO RAAM approach 


 
 


 
 
 
 
  







 


STRONGER TOGETHER  
(Draft) Administrative Policies and Procedures for a NWO RAAM approach 


 
 


 
 
 
 
 







 


STRONGER TOGETHER  
(Draft) Administrative Policies and Procedures for a NWO RAAM approach 


 
 


 
 
 
 
 







 


STRONGER TOGETHER  
(Draft) Administrative Policies and Procedures for a NWO RAAM approach 


 
 


 
 
 
 
 







 


STRONGER TOGETHER  
(Draft) Administrative Policies and Procedures for a NWO RAAM approach 


 
 


 
 
 
 
 







 


STRONGER TOGETHER  
(Draft) Administrative Policies and Procedures for a NWO RAAM approach 


 
 
 







 


STRONGER TOGETHER  
(Draft) Administrative Policies and Procedures for a NWO RAAM approach 


Scheduling of clients 


Initial appointments are arranged through physician /agency referral or through self referral. 
Walk-in clinic is open to all clients seeking services that meet the RAAM admission criteria.  
Upon presentation of a client either through walk-in or referral to the RAAM Clinic, the client 
completes admission intake forms answering questions regarding substance of concern, current 
health status, symptoms of withdrawal as well as motivation for seeking treatment. 
Based upon answers to these questions along with physical presentation of observable 
symptoms client is booked in with: 


a) Registered Nurse-assess any notable immediate/urgent needs, history, vitals etc.  
b) Nurse Practitioner/ Physician-alcohol, opiates, based on schedule availability.  
c) Counsellor- crack/cocaine, treatment centre options, relapse prevention, etc  
d) Peer Support services     


Appointment Slip 


Appointment slip is given by care provider following appointment to receptionist who books 
follow up appointment prior to the client leaving the clinic.  
 


BOOK FOLLOW-UP APPOINTMENT WITH: 


Dr: _________________ 


NP: _____________________ 


RN:_________________________ 


Counsellor:____________________ 


Peer Support:____________________ 


OTHER:____________________________ 


Missed Appointments 


Missed initial appointments that are received from a referral by a Health Care Provider are followed up 
by the Administrative Lead and encouraged to rebook another date. The walk-in clinic is offered 
as an alternative. If a client misses an appointment who has self-referred, they are expected to 
rebook. If the client is unable to make 3 appointments, they will be offered the walk-in clinic for future 
bookings. Client responsibilities are outlined on admission in the consent for treatment form.  Client 
who has lapsed in treatment are encouraged through multiple avenues to reconnect with the 
clinic. Peer support is a key role in nonjudgmental approach of encouraging reengagement.  


 


(Source: Meta-Phi Clinical Best Practice in Addiction Medicine)   



http://www.metaphi.ca/provider-resources/guides/
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It can be frustrating for clinicians when patients frequently miss their appointments. There are several 
potential reasons why a patient might repeatedly miss appointments, including instability, poor function, 
or relapse. However, patients should not be discharged from the clinic due to missed appointments, as 
the known harms of discontinuing treatment, like relapse, loss of tolerance, and overdose, outweigh the 
potential harms of prescribing to a patient who is difficult to monitor. We recommend instead that you 
work with the patient to overcome the barriers to clinic attendance and prescribe OAT in a way that 
encourages re-engagement and minimizes risk.    


One potential consequence of missed or cancelled appointments is the patient running out of 
medication. It is generally not problematic to fax in a prescription for the occasional missed 
appointment, but you cannot judge a patient’s clinical status without regular engagement. If missed 
appointments become a regular occurrence, consider including a note to the patient with their faxed 
prescription saying that you need to see them and suggesting an appointment time. You may also need 
to reduce the number of take-home doses if you are concerned about the patient’s clinical stability. If a 
patient presents to the pharmacy after their prescription has lapsed for several days or more, arrange to 
see them immediately and/or talk to them on the phone while they are at the pharmacy. Patients on 
buprenorphine may need repeat induction if they have been using opioids regularly; patients on 
methadone should be given a prescription for 30 mg and told to come in as soon as possible for a dose 
adjustment.  If a patient misses appointments due to relapse, they may feel too guilty or ashamed to 
come back to see you. We recommend providing strong and consistent messaging from the initial 
appointment that relapses are common and can be dealt with, and that the patient should reconnect as 
soon as possible. Here are some clear messages you can deliver to patients:   


• If you miss doses of your medication, you need to come and see me – it’s not safe for you to stop and 
start on your own.  


• Relapsing is part of recovery. If you use, please come back and see me as soon as possible.  


• It’s important that I see you regularly in order to check in about how you’re doing. If this dose isn’t 
controlling your cravings, we can try increasing it.   


If a patient is clinically stable but is missing appointments because their work or life responsibilities are 
keeping them too busy, they might be ready for less intensive care. If the patient is being prescribed 
buprenorphine, you should suggest that their primary care provider take over their addiction care (with 
your support as required). If the patient is being prescribed methadone, consider reducing the frequency 
of their visits and providing longer prescriptions  
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RAAM Telephones 


Lead Administrative person operates the multiline telephone system. He/she receives all incoming calls 
from main RAAM phone number, answers questions, provides information, triages call to the 
appropriate care provider. If the care provider is in an appointment the receptionist will takes messages. 
RAAM employee contact numbers/extensions are located at the reception desk.  


After hours voicemail phone greeting is updated by the receptionist who also returns voicemails when 
he/she returns. The password to retrieve messages/change greeting is located at the reception phone. 
The main phone line is forwarded to the location of the clinic during operation hours when the clinic is 
mobile.  


Emergency over head announcements are communicated though the telephone system. The phone 
system emergency procedure is based on site location (see site specific emergency procedures located 
in the health & safety section of this manual). 


Scanning  


Items that are not automatically generated into the Electronic Medical Record (EMR) such as some 
diagnostics, consents or clinical assessments are manually scanned by the receptionists. These 
documents are entered through an EMR scanning application. Once loaded into the RAAM file it is 
electronically linked to the clients EMR and becomes a permanent addition to their medical records.  
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RAAM Reception Intake Triaging Script 


The RAAM receptionist will triage clients into services to reduce risks to the clients while promoting 
access to all available supports.  


Good Morning/Afternoon. Thank you for calling the RAAM Clinic.  ____________ speaking how can I 
help you?  


In the RAAM clinic we protect privacy and ensure confidentiality if you are comfortable can you describe 
your use of the substance of concern. (Attempt to obtain substance of concern, brief physical & 
physiological symptoms, desired goals for attending the clinic, primary care provider, any addiction 
counselling / medical services already received through a different provider/agency, If Client has 
disclosed a recent ER visit and is self-referring, ask what services they received).  


 


Thank you for providing that information. If the symptoms of withdrawal are high or if client is in crisis, 
triage to the Registered Nurse (RN) to assess for risk. RN will offer urgent short-term solutions until the 
client is able to make appointment date or may recommend admission to Withdrawal Management 
Centre or Emergency department  


Based on what you have described for me I think it would be beneficial for you to be booked in with 
_________________(one of our counsellors &/or our medical team). Counselling here within RAAM is 
short-term, solution-focused and focused on stabilization. Our counsellors can offer access to traditional 
healing practices along with clinical counselling – is this an option you would also like to explore?  


What site do you prefer to access services at?  


We also offer peer support services, which is a person with lived experience in mental health and 
addictions. They are able to listen and offer hope during these difficult times while providing emotional 
support. Would you be interested in having peer support contacting you? Peer support is available 9-9 
via text/phone.  


Book in to RN, MD or NP and Counselling. Give peer support contact information if the client indicated 
they would be interested in Peer Support.   


Please be advised the initial appointment can take 1-2 hours in length. You will be meeting multiple care 
providers that will be assisting in your care. Explain for how services can be delivered (phone, OTN) what 
and who to bring. Obtain information needed to creating chart in EMR. 


You are finished and booked in for your appointments. If for any reason you are unable to make your 
appointment, we would appreciate as much notice as you are able to provide. We want to serve as 
many clients as possible. 


Take care,  
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Ordering of RAAM Clinic Office Supplies 


Administrative Lead person monitors inventory levels of the RAAM clinic office supplies and is 
responsible for ordering office supplies. All clinic supply requirements are submitted to the NWCHC 
clinical purchaser and then the NWCHC finance department. RAAM Lead Admin is notified when 
supplies have arrived and are picked up from the shipping and receiving department. 


Ordering of RAAM Clinic Medical Supplies 


The RAAM Registered Nurse monitors inventory levels of the RAAM clinic medical supplies and is 
responsible for ordering supplies. All clinic supply requirements are submitted to the NWCHC finance 
department. RAAM Admin is notified when supplies have arrived and are picked up from the shipping 
and receiving department. 


Accessibility 


RAAM Staff are expected to follow the Accessibility Policies of their organization, in compliance with the 
Accessibility for Ontarians with Disabilities Act: 



https://www.ontario.ca/laws/statute/05a11
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RAAM Team Meeting Agenda (Template) 


 


Date:     


 


1. Wellbeing Check-In  
 


2.  Rounds 
 


a. Efficiencies, information shared, common treatment goals (SMART) 
 


b. Quarterly with whole team  
 


3. Client flow: 
 


a. Sick vs Not Sick instead of Substance directed 
 


b. Physical movement through space (Norwest/Balmoral/Dilico) 
 


4. Current Work-in Progress: 
 


5. Template Development: 
 


a. Medical:  
 


b. Counselling:  
 


c. Other 
 


6. Constructive feedback 
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Client’s Rights & Responsibilities 


Rights of Clients  


Service Delivery Philosophy Policy: we believe that health is determined by many factors, 
including housing, environment, education, social support, employment and opportunities and 
contributions to society. 


We believe that people have the right and the capacity to participate in and make informed 
choices about the factors that affect their health and their health care. 


The Centre will inform clients, in an appropriate manner, of their rights to independent 
expression, choice to accept or refuse treatment or services, to be treated with respect, dignity, 
consideration, privacy, in a safe and secure service environment that is inclusive and free of 
discrimination. 


Your Rights and Responsibilities 


Thank you for becoming a client of the ___________________. We encourage you to learn as 
much as you can about your health and well-being and to recognize the things that affect it.  
We operate within the context of a multi-disciplinary team to provide comprehensive care.  We 
believe that everyone has the right to be treated with respect, dignity and privacy.  As well as 
rights, you have the responsibility to ensure you get the best care possible. 


Everyone has rights and responsibilities 


• Everyone has the right to health care…and the responsibility to take care of themselves. 


• Everyone has the right to healthy, affordable food, every day…and the responsibility to 
make healthy food choices. 


• Everyone has the right to be taken seriously…and the responsibility to listen to others. 


• Everyone has the right to a clean environment…and the responsibility not to pollute it. 


• Everyone has the right to be included whatever their abilities…and the responsibility to 
respect others for their differences. 


• Everyone has the right of an education…and the responsibility to seek out lifelong learning. 


• Everyone has the right to safe and affordable housing…and the responsibility to ensure it is 
safe and well maintained. 


• Everyone has the right to make mistakes…and the responsibility to learn from their 
mistakes. 


• Everyone has the right to be proud of their heritage and beliefs…and the responsibility to 
respect cultures and beliefs of others. 


• We respect the client's right to seek a second opinion about their medical management. 


• We respect the client’s right to make a complaint without fear of any consequence to their 
care. 


Based on, "I’ve got them" from Save the Children Canada (United Nations Convention of the Rights of the 
Child - December 1991). 
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Client Rights 


As a client at ___________________ I have the right to: 
 
Excellent Care 


▪ Have access to a variety of services that acknowledge my physical, mental, spiritual, 
social, cultural, vocational, educational and recreational needs 


▪ Be recognized as an expert in my needs and have the opportunity to be a leader in 
making decisions about my care 


▪ Have opportunity to choose who I want to include in my care team to help make 
decisions about my care 


▪ Be provided information about my health, treatment options and consent to treatment 
in a way that I understand and at my request 


▪ Be provided information, resources and other supports to help me make decisions 
about my care 


Privacy of Personal Information 
▪ Be assured that my personal information (including health, financial and other 


information) is kept confidential 
▪ Be assured that my personal information is only made available to authorized persons 
▪ Be informed about how to access my personal information 


A Comfortable Environment 
▪ Receive care in a clean and safe environment 
▪ Receive a timely orientation to the space where I receive care 
▪ Be afforded privacy during treatment to the best extent possible 
▪ Be kept informed about rules and regulations that govern the care environment 


Share my Voice and Help Make Improvements 


▪ Be made aware of opportunities to provide feedback (e.g. compliments, concerns and 
suggestions) 


▪ Be assured that my feedback is only made available to those who have a right of access 
▪ Be provided a fair and timely process to manage my concerns without negative impact 


on my care 
▪ Have engagement activities (including surveys, focus groups, research studies and other) 


explained to me before being invited to voluntarily participate 
▪ Provide my consent to participate and withdraw my consent and participation at any 


time during any engagement activity 


 


Client Responsibilities 


By partnering with others on my care team to make decisions about my care, and by treating 
others with respect and dignity, I am able to experience the best care possible. 
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As a client of ____________________ I have responsibilities to other clients, family members, 
staff, physicians, volunteers and visitors. 


As a client at _____________________ I have the responsibility to: 


Show Respect 
▪ Treat others with courtesy and consideration at all times 


Maintain Confidentiality 
▪ Respect the confidentiality of others 


Be a Leader in my Care 
▪ Participate in making decisions about my care 
▪ Ask questions when I don't understand information provided to me 
▪ Provide relevant information to members of my care team to help them in making 


decisions about my care 
▪ Be on time for appointments and call if I cannot keep an appointment 
▪ Report any concern to staff or a manager 


Support Safety 
▪ Recognize and follow safety practices 
▪ Treat supplies, equipment and furnishings with care and respect 
▪ Report to staff anything I believe needs attention with regard to safety or security 


 


Formal Complaints 


Complaints will be managed according to the relevant organization’s policies and procedures. 
Please refer to the respective partner agencies’ policy and procedures for complete policies and 
procedures. All RAAM employees should be aware of this respective organizations policies to 
ensure a consistent, fair and just approach to all those involved in the complaint process. 
Complaints can be submitted verbally or in written form to any employee.  When a staff is 
approached by a complainant they will find a private area where the complaint can be 
discussed. Many times the complainant just needs to be listened to, reassured or to have 
someone clearly explain the care to them. Ask the complainant if they are satisfied with any 
agreed upon solutions. If immediate resolution can not be reached, or staff feels more 
comfortable, or if more appropriate, the site managers or coordinator is called to meet with the 
complainant.  


When a complaint is received the employee will inform the coordinator as soon as possible. If 
the complaint is a site specific health and safety concern the site manager will be notified 
immediately. Critical or serious incidents give rise to more serious quality of care concerns and 
need to be acted upon immediately.  Staff determines the seriousness of the complaint and 
begins investigation as appropriate. Employees receiving a complaint RAAM partner agencies 
will work together to resolve complaints involving the RAAM service and /or multiple agencies 
in a timely manner (under 5 business days). Complainant also always have the right to voice 
concerns and to request no follow up. Complaints will be documented. 
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RAAM Client Complaint Protocol Flow Chart 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Staff or Volunteer forwards information to the 


Manager/Director 


Appropriate Manager/Director reviews the complaint with 


Client, Staff and others and attempts to resolve the complaint 


If Manager/Director 


is not available or 


there is no resolution 


Manager/Director 


communicates 


resolution to Client 


C.E.O. and/or designate reviews 


the complaint and communicates 


a resolution to Client 


Client raises complaint with staff or volunteer. 


Staff/volunteer gathers basic information from 


the Client about the complaint 


The resolution of the complaint will be reported at the next Management Team meeting 
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Clients without a Fixed Address – Ontario 


Health Insurance Plan 


If a RAAM client states they have no definite address, are vulnerably housed or experiencing 
homelessness, a health card can be obtained using ________________ address for the return address. 
The staff at the RAAM Clinic will help the client to call/fill out a health card application form and send it 
to the appropriate office to be processed or refer client to the Identification Clinics. Once the card has 
been processed and sent to ____________, the client will be provided with the card. Counsellors will 
also assist in housing application and access to community services to address housing needs as needed. 


RAAM Consent to E-mail/text Messaging 


Electronic Communication Policy (RAAM Clinic) 


Communication with individual clients normally occurs in person, by telephone or in writing 
(e.g. letter).  


The RAAM Partnering Agencies may communicate information to populations served via official 
websites, the Health Screen, Facebook pages, or electronic newsletter. Individual requests 
received through our website will be forwarded to the appropriate staff for a response by 
either email or telephone, as indicated by the individual.  


Electronic communication outside of our secure system, such as use of personal devices, 
external emails, text, and instant-messaging, may not be secure and compliant with privacy 
legislation.  


Providers and client should be aware that text and instant messages:  


1. Are not encrypted.  
2. Could be read by anyone.  
3. Can be forwarded to anyone.  
4. Likely stay forever on both the sender’s and receiver’s phone.  
5. The receiver of the message cannot be authenticated.  


Electronic communication outside of our secure system should be kept to a minimum and for 
appropriate exchanges.  


Videoconferencing  


In circumstances in which providers or clients are not able to attend traditional face to face 
appointments for reasons such as, but not limited to, geographical distance, safety issues, 
disease outbreaks, pandemic situations and in order to increase accessibility and quality of 
care, upon client consent and waiver, encounters may be managed by leveraging 
videoconferencing tools, as follows:  
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• Ontario Telemedicine Network (OTN, eOTN) as preferred medium. 
• EMR Virtual visits 
• Webex/Zoom 


Email 


Receiving or sending personal health information (PHI) by email must be in accordance with 
PHIPA professional standards and rules. Email communication with clients containing PHI must 
be received or sent through a corporate email address and may be used only once the client 
has given specific consent for this.  
Email communication carries significant risks including but not limited to breach of privacy, 
authentication of the recipient, delay delivering the information to the recipient, or delay with 
the recipient receiving the information, and delays in documenting the content on the health 
record.  
Email communication for PHI may be acceptable in some circumstances, but other means of 
communication must be considered first, including but not limited to, phoning, faxing, mailing 
or handing the information in person. The added risk of using email must be weighed against 
convenience and preference.    


RAAM staff must identify themselves in all emails containing PHI, including replies.  


RAAM staff shall, when appropriate, ensure that the recipient of an email 
containing PHI has read and received the message by asking for confirmation of receipt and if 
the message was understood.  


Consents and Waiver 


Client consent for email communication and videoconferencing will be collected verbally over 
the phone and documented in the client chart. During the verbal consent collection, clients 
will:  


• be made aware of high level risks of these types of communications as specified in the Script 
to collect initial consent for electronic communications (Appendix I);  


• be informed that the Consent and Waiver for Electronic Communication, as in Appendix 
II, will be sent by email;  


• receive instructions to respond the email with the Consent and Waiver for Electronic 
Communication, expressing their acceptance of it.   


The email thread/message with the acceptance of the Consent and Waiver for Electronic 
Communication will be documented in the client chart.  


  
Texting and instant messaging is strongly discouraged as a means of communication with 
clients and should only be used if there are no other means of contacting the client, such as a 
telephone call. RAAM recognizes that these options may be the only means of contacting 
clients. If any texting and instant messaging is to occur with a client:   
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• The client must be informed of the insecure nature of the communication by signing the 
informed consent for text messaging as in Appendix III;  


• This should also be documented in the client chart.   
• No exchange of information that would contravene the Privacy Policy of your employer is 


permitted.  
• It is only permitted for staff who have designated RAAM Corporate phones and these phones 


are required to have the correct security protocols in place.  
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Appendix I – Script to collect initial consent for electronic communication 


We would like to make you aware that electronic communications, such as by email or video 
calls, are not secure in the same way as a private appointment in an exam room and there is 
potential for your health information to be intercepted or unintentionally disclosed to third 
parties.    
In order to improve privacy and confidentially, please ensure a private setting for your virtual 
appointments.   
Please be also aware virtual care is not a substitute for attending an Emergency Department if 
urgent care is needed.  If you continue, you are consenting to the use of electronic 
communication to provide you with care. Are you ok to continue?  
We will be sending by email to you a document with the Consent and Waiver for Electronic 
Communication. Please read it carefully and respond the email with your acceptance of its 
terms. 


Appendix II - Consent and Waiver for Electronic Communication 


I understand and accept that there are significant risks associated with email communications 
and video calls, including these:    


1. The use of electronic communication, such as email and video calls, can increase the risk 
of such information being disclosed to third parties.  


2. Despite reasonable efforts to protect the privacy and security of electronic 
communication, it is not possible to completely secure the information.  


3. Employers and online services may have a legal right to inspect and keep electronic 
communications that pass through their system.  


4. Electronic communications can introduce malware into a computer system and 
potentially damage or disrupt the computer, networks and security systems.  


5. Electronic communications can be forwarded, intercepted, circulated, stored or even 
changed without the knowledge or permission from RAAM or the patient.  


6. Deleted copies of electronic communications, backup copies may exist on a computer 
system.  


7. Electronic communications may be disclosed in accordance with a duty to report or a 
court order. 


8. Videoconferencing services may be more open to interception than other forms of 
videoconferencing. 


9. Email, text messages can more easily be misdirected, resulting in increased risk of being 
received by unintended and unknown recipients. 


10. Someone other than me may send an email in my name, and this impersonation may 
not be detected by the recipient. 


11. Email, text messages can be easier to falsify than handwritten or signed hard copies. It is 
not feasible to verity the true identity of the sender or to ensure that only the recipient 
can read the message once it has been sent. 


12. RAAM has to be informed of any types of highly sensitive confidential information you 
do not want sent via email or video calls.  
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13. RAAM is not responsible for any costs related to data usage of text/email 
correspondence. 


14. Care provided through electronic communication cannot replace the need for physical 
examination or an in person visit for some disorders or urgent problems and the patient 
understands the need to seek urgent care in an Emergency Department as necessary. 


15. RAAM is not liable for breaches of confidentiality caused by me or any third party (i.e. 
anyone else who accesses my cell phone or computer). 


16. To withdraw my consent to communicate by email or to use video calls for my care, I 
may do so at any time, but I must do so in writing and ensure all relevant email 
correspondents receive a copy of my withdrawal notice. 


 
I declare I have read, understood and agree to the contents of this Consent and Waiver for 
Electronic Communication, in its entirety. By accepting these terms, I understand the risks and 
limitations of electronic communications, such as email and video calls, as well as I waive and 
hold harmless the RAAM (Rapid Access Addiction Medicine) from and against all claims, 
damages, losses, expenses and costs, including reasonable legal fees relating to or arising from 
any information shared due to my use of the above mentioned electronic communications with 
RAAM. I agree that RAAM will not be liable for any breaches of confidentiality, whether caused 
by me, RAAM employees, or a third party. I have read or have had read to me the Consent and 
Waiver for Electronic Communication. I consent to exchanging personal health information by 
email and/or video calls and agree to waive and hold harmless RAAM as outlined in the Consent 
and Waiver for Electronic Communication. 


Please check which form(s) of communication apply:   Email   Text Messaging  
  
Client Name:    


  
NOTE TO CLIENT: We want your informed consent. In order to communicate with you by text 
messaging and/or email, we need to make sure you are aware of the privacy risks and other 
issues that arise when we communicate this way and to document your agreement, knowing 
the risks involved.  
  
o I understand that text messaging and/or email is not appropriate for emergency or urgent 


situations. Confidential matters between me and RAAM will not be communicated by text 
messaging and/or email  


  
o I understand that I am not able to access my provider before or after work hours of 8:30 


am to 4:30 pm and that I should contact emergency services if I require immediate 
assistance.  


  
o I understand that text messaging and/or email with RAAM is limited to appointment 


scheduling and rescheduling.  
  


o I understand that text messaging and/or email correspondence may be included in my file.  
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o I understand that RAAM will not forward my texts and/or email, without my consent to any 


third party except as authorized by law.  
  


o I understand that the RAAM Clinic is not liable for breaches of confidentiality caused by me 
or any third party (i.e. anyone else who accesses my cell phone or computer).  


  
o I understand the risks and limitations associated with the communication of texts and/or 


email between RAAM and me.  
  


I declare I have read, understood and agree to the contents of this Informed Consent for text 
messaging and/or electronic mail in its entirety. By signing this form, I understand the risks and 
limitations of text messaging and/or electronic mail  
 
Client Name:     Date of birth:       


Month/Day/Year 
  
Signature:       Date:        
 
 
Distribution: Copy to Client  
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Protocol for the Prevention of Loss, Theft & 


Diversion of Controlled Substances and for 


Unidentified Substances Left Behind at RAAM 


BACKGROUND  


This protocol provides RAAM staff with additional direction regarding how to prevent and 
address the loss, theft and diversion of illicit and controlled substances or their precursors and 
how to manage any of these left behind by clients in the RAAM area. Measures to prevent loss 
and theft are also outlined below.  


Any controlled or unknown substances that are reported lost, stolen, or left in the RAAM area 
will immediately be brought to the attention of the site manager on duty for safe storage and 
reporting to police. Unknown or controlled substance left behind will not be returned to service 
users.    


PROTOCOLS  


PREVENTION OF THEFT, LOSS, AND DIVERSION OF CONTROLLED SUBSTANCES  


Registration/Intake:  Through the RAAM registration and intake process, RAAM staff will 
ensure that new clients are aware of their responsibilities as they relate to loss, theft and 
diversion of controlled substances. These measures are further outlined in the Client’s Rights 
and Responsibilities & Consent for Treatment Form. RAAM staff will inform clients that:   


MANAGING SUBSTANCES LEFT BEHIND  


In the event that any substance(s) or precursors are left behind in the RAAM service area by a 
service user:  


• The Key Staff Member will put on gloves and place the substance in an envelope, which 
is then sealed, dated and initialed.   


• The Key Staff Member will inform the Responsible Person in Charge or Alternate  


• The envelope will be placed in the locked Unidentified Substances Left Behind Safe, 
which will be stored in a locked cabinet in the Medication Room or in the SIS Nursing 
Station area.  Only the Key Staff Members, Responsible Person(s) in Charge and 
Alternative Person in Charge will have access to the keys.  


• The Thunder Bay Police Services (TBPS) will be contacted immediately and a request will 
be made for the substance to be picked up.  The TBPS staff member will log out the 
envelope(s).  


• The occurrence will be logged into a record-keeping book.  The log book will contain the 
following information:  


o Entry Number (label envelop with this number)  
o Date and time substance was found 
o Location where substance was found  
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o Name of staff person completing the log/placing substance in locked box  
o Date and time that the Thunder Bay Police Service was requested to pick up the 


substance  
o Name, badge number, and signature of Police Officer who removed substance 


Date and time substance was removed from NWCHC  
o Name, signature and initials of witnessing authorized staff member (i.e. Key Staff 


Member, RPIC or the A/RPAC)  


All records will be kept for a period of two years from the date that substance was found.  


Loss or Theft of Substances between Clients  


If a client reports the loss or theft of a substance in the RAAM area, the following steps will be 
taken:  


1. Staff will inform the Responsible Person in Charge or Alternate with any reported details 
of the incident. A formal incident report from will be submitted as per ____________-
wide policies within 24 hours. See Centre-wide Incident Reporting Policy.  


2. If appropriate, Key Staff member will report the incident to Police Service.  
3. Staff will follow up and address the incident with the service users involved. 


Theft includes the acts of stealing, taking or removing corporate or personal property, including 
intellectual property, monetary or other physical goods, without appropriate authorization. 


Fraud is an act of deceit, falsehood or other fraudulent means (acts a reasonable person would 
consider dishonest) that defrauds any person of property, money or valuable security. Fraud 
can also be the intentional or reckless misrepresentation of fact in the face of a duty to disclose, 
which deceives another and causes that other legal injury. Actions constituting fraud include 
but are not limited to: 


• Any dishonest act; 


• Forgery or alteration of any document or account belonging to_________ 


• Forgery or alteration of a check, bank draft, or any other financial document; 


• Misappropriation of funds, supplies or other assets (including claiming pay for work not 
performed or making a false short term disability claim); 


• Impropriety in the handling or reporting of money or financial transactions; and/or 


• Any similarly or related inappropriate conduct. 
 


It is the responsibility of all employees and managers to: 


• Ensure the safety and security of __________ property through the establishment and 
maintenance of adequate internal controls appropriate to their functions and areas of 
responsibility (ie. conducting random inspections); 


• Detect and prevent fraud, misappropriations and other inappropriate conduct; 


• Immediately report to their supervisor and assist in the investigation of all losses of 
___________property; and/or 
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• Immediately report to their supervisor and assist in the investigation of any fraud that is 
detected or suspected. 


Investigations of suspected acts of fraud or theft are to be conducted in strict confidence, under 
the guiding principle of Just Culture. 


At the discretion of senior management, those found to be directly responsible for theft and/or 
fraud will be subject to any or all of the following: 


• The requirement to make full restitution of all direct and related costs; 


• Prosecution to the full extent of the law; and/or 


• Discipline up to and including termination of employment. 


The manager for the area in which the theft and/or fraud took place is responsible for the 
coordinating of investigations, reporting of findings and making recommendations to senior 
management on the implementation of controls to prevent future occurrence. 


If satisfied that there may be fraud or theft involved after investigation, the matter may be 
reported to police, and the employee’s professional college, if applicable. 


Investigations must include the participation of Human Resources and may include 
representatives from Finance, Administration, and any other resources deemed necessary. 


Anyone witnessing suspicious or unusual behaviour by visitors, clients or employees will notify 
security via telephone, email or in person following site specific security procedures. 
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Incident Reporting 


Staff are expected to follow organizational policy and procedures. A full report must be 
submitted to the site at which the incident occurred. Incident will also be immediately reported 
to the RAAM coordinator and their manager. Near misses and potential hazards will also be 
reported in a timely manner. Example of ____________ Incident reporting forms are included 
below. 
Full policy and procedures for each organization can be found in organizational policy and 
procedure manuals. Managers will be informed of all incidents at the RAAM managers meeting.  
 
Incident Reporting: 
_______ site:    _________site:    ________ site:  
 
Date and Time Reported to a Manager:          (within 24 hours) 
  
Date and Time Reported to the Chief Executive Officer:           (within 24 hours) 
 
Report Completed By:          (staff name) 


 
Today’s Date:       Incident Date:        Time:        
 
Place of Incident:       
 
This Incident Involves:  Staff   Client  Visitor Student   
 


 Volunteer  Property 
 


 
Individual(s) Involved – Client Chart Number and Initials:  
 
Contact Info:  
 
Type of Incident:           
     Communicable Disease   Fall 
     Abuse/Assault    Accident 
     Injury     Fire 
    
     Other:        
 
Description of incident: (brief factual account of what happened including statements about 
incident by client, visitor and/or staff) 
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Contributing Factors: 
 


  Language Barrier    Hearing/Sight Impairment       Physical Disability 
 


  Improper Footwear   Obstacle/Furniture                        Floor Wet 
 


  Floor Debris    Equipment Malfunction   Travel Off Site 
 


Other (specify):   
 
Action Taken: 
 
Witnessed By:    
Current Status/Condition: (e.g. broken bone) 
 
 
Who Was Notified: 
 
 
Further Immediate/Future Action Proposed by Staff Member Completing Form: 
    
TO BE COMPLETED BY THE CHIEF EXECUTIVE OFFICER 
Outcome: 
 
 
Management Action Plan: 
 
 


 Completed by CEO Date        
 
 
Please send the completed electronic copy to Executive/Communications Assistant or 
Designate 
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Client Transportation 


Access and or affordability of transportation is frequently identified as a barrier for client’s accessing 
services. Client are offered public transportation vouchers by the admin lead or peer support worker 
when scheduling follow-up appointments. Clients may be given a taxi voucher if unable to safely take 
public transportation, or if urgent care is required or as deemed necessary by the provider.   


Scanning 


Items that are not automatically generated into the Electronic Medical Record (EMR) such as some 
diagnostics, consents or clinical assessments are manually scanned by the lead admin. These documents 
are entered through a EMR scanning application. Once loaded into the RAAM file it is electronically 
linked to the clients EMR and becomes a permeant addition to their medical records. 


Data Collection   


Client demographics are collected on initial visits and entered in the Client’s EMR   


Demographics included are as follows:    


• Insurance coverage (OHIP, supplemental insurance, Drug plan membership)  


•  Socioeconomic demographics (Gender, sexual orientation, highest education level, combined 
annual household income, people supported by income, household composition, 
homeless status)  


•  Cultural Demographics (Language spoken, race/ethnic background, country of origin, religion)   


•  Disabilities, chronic illness, learning / developmental / sensory disabilities, drug / 
alcohol dependency. 


• Wellbeing (sense of belonging to community, self-assessment of physical and mental health).   


Data is also collected on providers visits such as number of clients seen, number of 
initial visits, substance of concern, clinics attended.   


Items for our funding agreements and performance indicators are collected through the electronic 
medication system.  Items non related to client care that are performance indicators such as number of 
community engagement sessions are tracked manually.  
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Referral 
 


RAPID ACCESS ADDICTION MEDICINE CLINIC 


REFERRAL FORM 
Phone:     Fax:      Address: 


PATIENT INFORMATION 


Name: Phone: 


Date of birth: Health Card #: 


Address: 


Can a confidential message be left?   Yes ❑  No ❑ Referral discussed with patient: 


REFERRAL SOURCE INFORMATION 


Name: OHIP Billing #: 


Phone: Fax: 


Primary Care Provider: 


REASON FOR REFERRAL 


 


SUBSTANCE OF CONCERN 


Alcohol Nicotine 


Amphetamines Opiates 


Cannabis Sedatives and Hypnotics 


Cocaine Hallucinogens 


Other 


RELEVANT PSYCHIATRIC HISTORY 


 


RELEVANT MEDICAL HISTORY 


 


CURRENT MEDICATIONS 


 


 


Signature________________________________________ Date_______________________________ 
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Initial Assessment 


 


Client  


Name: 
 
Address:                                                                                   Postal Code: 
                                                                               
Phone #: 
 
Date of Birth: 
 
Health Card #:                                         


 ALLERGIES:    No     Yes:______________________________________________________________ 


 
Family Doctor/Nurse Practitioner   No     Yes: __________________________________________ 
 
Address: ____________________________________________________________________________ 
 


 
PHARMACY Name & Address: 
 
_____________________________________________________________________________________ 
 


 
Who should we contact in Case of Emergency? 
 
Name:                                           Relationship to you:                               Phone #: (     )- 
 


 
Identifiers – This information is required to fully understand you & to meet your health care needs. 


What is Your Gender?  
O Female    O Male     O Intersex    O Trans – Female to Male    O Two-Spirit     O Trans – Male to Female    O 
Other (specify)_______________________ O Do Not Know    O Prefer Not to Answer 


Highest Level of Education Received (CHECK ONE) 
O Primary or Equivalent (grades 1 – 8)    O Secondary or Equivalent (grades 9 – 12) 
O College/University or Equivalent          O Other    
O No Formal Education                             O Do Not Know                  
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Combined Annual Household Income (CHECK ONE) 
O $0 - $14,999            O $15,000 - $19,999          *Number of People Supported by this Income: ______ 
O $20,000 - $24,999   O $25,000 - $29,999    
O $30,000 - $34,999   O $35,000 - $39,999           
O $40,000 - $59,999    O $60,000 or greater    
O Do Not Know           O Do Not Want to Answer 
 


Current Household Set Up (CHECK ONE) 
O Mother/Father Child(ren) O Couple Without Child O Single Parent Family (father head) 
O Sole Member   O Same Sex Couple  O Single Parent Family (mother head)   
O Extended Family  O Unrelated Housemates O Grandparent(s) With Grandchild(ren)                      
O Siblings   O Do Not Know  O Do Not Want to Answer             
O Other                                  


Do you have any of the following? (CHECK ALL THAT APPLY) 


O Drug or Alcohol Dependence   O Chronic Illness    O Developmental Disability   O Learning Disability    
O Mental Illness    O Physical Disability   O Sensory Disability   O Other (Please Specify)_______________ 
O None    O Do Not Know   O Prefer Not to Answer 


What is your sexual orientation? (CHECK IF YOU ARE BETWEEN AGES 13-18)  
O Bisexual    O Gay   O Heterosexual (Straight)   O Lesbian   O Queer    O Two-Spirit   O Do Not Know    
O Prefer Not to Answer O Other (Please Specify)______________________________________________ 


Which of the following would best describe your racial or ethnic group? (CHECK ONE) 
O Asian - East    O Asian - South   O Asian South East   O Black - African   O Black – Caribbean 
O Black – North American   O First Nation   O Indian – Caribbean O Indigenous/Aboriginal    O Inuit 
O Latin American  O Metis   O Middle Eastern   O White – European  O White – North American    
O Mixed Heritage (please specify)_______________________   O Do Not Know    O Prefer Not To Answer    


Do you identify with any of these population groups? (CHECK ONE) 
O Aboriginal   O Senior   O Youth   O Poverty   O Racialized   O Rural 
 


What is your substance(s) of concern? __________________________________________________ 


____________________________________________________________________________________ 


On a scale of 1 to 10: 


Please rate your overall physical well being today:    (Very poor) 1  2  3  4  5  6  7  8  9  10 (Excellent) 


Please rate your overall emotional well being today: (Very poor) 1  2  3  4  5  6  7  8  9  10 (Excellent) 


Please rate your overall well being today:          (Very poor) 1  2  3  4  5  6  7  8  9  10 (Excellent) 


Why have you come for treatment today? 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
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RAAM Code of Conduct 


Client Rights: 


• To feel safe, respected and treated with dignity. 


• To be in a place of respite. 


• To be unharmed physically, emotionally, or psychologically by Turning Point staff. 


• To receive appropriate support and attention. 


• To access services even while under the influence of drugs or alcohol. 


• To have a voice in the operations and functioning of the site, in conflict resolution processes and in 
regards to complaints or concerns. 


Responsibilities: 


• To respect others while on site. 


• To help create and maintain a safe place. 


• To not cause physical harm to other participants or staff. 


• To use the site for self-administration only; no “doctoring.” 


• To not deal, exchange, share or pass drugs to anyone else on-site. 


• To not use alcohol, smoke or ingest drugs other than by injection while on-site. 


• To reduce harm by not sharing injection equipment, disposing of used supplies in the sharps 
container, and not walking around with uncapped syringes. 


• To not display weapons or money on-site. 


• To not bring outside conflicts into the site. 


• To not engage in solicitation of any kind on site. 


• To respect the property and privacy of others in the site. 


• To follow the reasonable directions of RAAM staff. 


• To bring concerns or complaints to the attention of one of the RAAM Managers.  


 


Signature____________________________________  Date _______________________ 
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Consent 


 
        TERMS OF SERVICE       RAPID ACCESS ADDICTION MEDICINE CLINICS 


Rapid Access Addiction Medicine Clinics are designed to provide timely access and a collaborative 
approach to care provided by a multidisciplinary team, which includes physicians, nurse practitioners, 
registered nurses, traditional healers, addiction counsellors and peer support workers.  By signing this 
agreement, you are consenting to come into a program that involves multiple agencies who are working 
together in service to clients of the RAAM Clinics.  The purpose of a team based approach is to enhance 
the quality of person centred care through collaborative efforts and a coordinated, holistic model of 
service delivery.  The agencies who are partners in the RAAM Clinics are as follows:   


RAAM PROGRAM STAFF 


The RAAM staff are skilled professionals who combine educational qualifications with field experience.  A 
team approach is used and some elements of your situation may be shared with partner agencies on a 
need to know basis. All staff adhere to the Code of Ethics of their professional organization and/or 
regulatory bodies to adhere to a standard for professional behaviour. 
 


CONFIDENTIALITY 


All staff, students and volunteers are bound by the policies of their respective agency.  Information about 
clients entering into service is entered into an information database.  These systems are confidential and 
access is limited to authorized personnel.  Clinical data may be accessed for program evaluation or 
research purposes, accreditation review or file audits. 


In order for us to release or obtain information about you outside of RAAM Clinic partners, you must first 
give permission for us to do so.  This permission must be documented in writing and recorded in your 
clinical file.  At any time, you may revoke the Consent to Release or Obtain Information, preferably in 
writing.  


There are some limits to confidentiality, required by law, where information may be given without your 
consent. 


Limits to confidentiality include: 


• Threat to harm self and/or others; 


• Sharing of information in an emergency situation; 


• Reporting of suspicion of child abuse or neglect (CFSA, R.S.O. 1990, c C11, s.28); 


• Reporting of suspected abuse of an adult in a Long Term Care/ retirement home (LTC Homes Act 
S.O. 2007, c.8. or retirement Homes Act, S.O. 2010, c. 11) 


• Court Subpoenas or Court Orders, as these apply (CFSA, R.S.O. 1990, 496/06, s2); 


• Reporting of information required by the government (i.e. Serious Occurrence) 


• Reporting of information about a regulated health professional sexually abusing a client 
(Regulated Health Professions Act, S.O. 1991, c. 18); and/or 


• Sharing of information with those staff internal to the Centre who, by virtue of their job 
responsibilities, need to know. 


RAPID ACCESS ADDICTION MEDICINE CLINICS (RAAM) 


CONSENT TO SERVICE 
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APPOINTMENTS 


Walk-in Services are available, however follow up appointments will be scheduled as needed.  We strongly 
encourage you to keep your scheduled appointments to ensure continuity of service.  Failure to keep an 
appointment may result in your file being closed.  If your appointment time is not convenient for you, ask 
your care provider about making alternative arrangements.  If you are unable to keep an appointment, 
please call the clinic as soon as possible. The RAAM Clinic is a short term service offering, urgent, 
treatment for substance use disorders. Clients will be transitioned to a community addictions clinic, 
primary care physician, or other care setting. 
 


ACCESS TO RECORDS 


It is standard professional practice to keep a record of clinical activities such as medical treatments or 
counseling notes.  RAAM clients have the right to access information (also known as Personal Health 
Information) that pertains to them, which is contained in their client record.  This access is based on the 
client’s capacity to provide legal consent.  If a client requests a copy of any parts of their clinical record, 
they will be asked to sign a release of information and a fee may be charged for this service. Sources 
outside of RAAM and will be directed to access that information from the original source.    


COMPLAINTS AND CONCERNS 


If you have any questions, concerns, or comments about any aspect of our service, any of the RAAM 
clinic staff or management will be available to talk or meet with you.   
 


QUALITY ASSURANCE 


 
It is important for us to know what you think about our programs and services.  We may ask you to tell us 
your thoughts or to complete a questionnaire about our services.  Your feedback will be held in the 
strictest confidence.  Case data may be accessed for research purposes, accreditation review or file audit. 


SIGNATURES 


I _____________________________________, understand this information and accept the 
              (please print name) 


Terms of Services offered by: 


I understand this information and accept the Terms of Service offered by the RAAM Clinic I have 
signed to indicate that I have read, understood and agree to the above. 
 
Signature: _______________________________________ Date: __________________________ 


Witness: _______________________________________ 
 
Copy Given:  Yes   No  Reason:  


-Please retain original on client record- 
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RAAM Consent to Obtain / Release Information 


The protection of your privacy and the delivery of high quality care is our priority.  In order to 
best serve you, a group of service providers, all committed to the protection of your privacy, 
are working together to support your decisions regarding your care.  With your permission, we 
will share information with each other and with other agencies to support you in developing a 
plan of care that is designed to support your choices and decisions. 


The following agencies are part of a service system which is designed to support you in reaching 
your personal goals. 


 


 


 


 


If you are in agreement for the above named agencies and related programs to share 
assessment, treatment and case management information, please indicate your authorization 
by initialing beside each relevant agency. 


In addition, there may be cause to share your personal health information with other care 
providers and agencies to support you in meeting your personal goals.  If you are in agreement 
for the agencies listed below to obtain/release information with the authorized agencies in 
Rapid Access Addiction Medicine Clinics (RAAM) please sign beside each agency indicating your 
authorization. 


Consent to release information from the following person/agencies listed below  


Person /Agency  Date  Signature  


 
 


  


 
 


  


 
 


  


Having read and understood this form, I hereby authorize the identified agencies of Rapid 
Access Addiction Medicine (RAAM) Clinics to Release/Request Information to/from each other 
and to/from the persons/agencies listed above.  I also understand that I can withdraw my 
consent in writing at any time and that I can restrict the nature and type of information shared.  
This consent is considered valid for a period of six (6) months from the date of signature when 
it will be reviewed and renewed as required. 


______________________________________________________________________________ 
Name (Please Print)   D.O.B. (DD/MM/YYYY) Signature 
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______________________________________________________________________________ 
Reviewed and Witnessed by      Date 


 


RAPID ACCESS ADDICTION MEDICINE CLINICS (RAAM) 


Guidelines for Completing Form 


 Healthcare Provider will review the Consent to Obtain/Release Information with the 
client and address any questions/concerns prior to obtaining a signature. 


 Healthcare Provider will review the Consent to Service prior to obtaining client 
signature. 


 Copy of the Consent to Service and Consent to Obtain/Release Information will be filed 
on the clients’ record. 







 


STRONGER TOGETHER  
(Draft) Administrative Policies and Procedures for a NWO RAAM approach 


RAAM Discharge Procedure 


Client Discharge Procedure 
Rapid Access Addiction Medicine Clinic 


Written April 2018  


Review Date: Nov 
2020 


RAAM #003 


Purpose  
This procedure is a guidance document for the discharge of clients of the Rapid Access Addiction 
Medicine Clinic (RAAM).  


Procedure  
1. All addiction related medical therapies have been stabilized. 
2. Counselling has developed a collaborative treatment plan with community services for 


on-going community treatments or client is stable and an individualized relapse 
prevention plan is in place. 
• RAAM counsellors will refer to longer term counselling and supports through 


established pathways early in treatment if required. Counsellors will support clients until 
transfer of care is complete. Counsellors will schedule follow up sessions at defined 
intervals for up to 1 year for on-going health assessments. 
• Discharge summary documented in the EMR will be completed upon discharge from 


counselling services. 
3. Client has a willing physician/nurse practitioner in the community to continue any 


required medications. 
If client is deemed complex, then suggest discharge transfer to addiction specialty clinic 
AND/OR SJCG. 


4. 1-2-page discharge summary is completed and sent along with counselling discharge 
summary to receiving physician/nurse practitioner or agency.  


5. Evaluation tools complete World Health Organization Disability Assessment Scale 
(WHODAS). 


Care Providers will document a note in the ERM if a client chooses to discontinue services for any 
of the below reasons  


a) Choose to not accept ongoing care or participate in treatment agreement  
b) Client repeatedly demonstrates unacceptable behaviour as outlined in the client rights and 


responsibilities 
c) Chooses to obtain addiction treatment/services with an another care provider/clinic.  


Who can implement this procedure?  
RAAM MD/NP/RN/RPN/Counselor  


 
This material has been prepared solely for use at the Rapid Access Addiction Medicine Clinic (RAAM). The RAAM 
clinic and partnering agencies accepts no responsibility for use of this material by any person or organization not 
associated with RAAM. No part of this document may be reproduced in any form for publication without 


permission of RAAM.  
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OVERVIEW 


 


What is RAAM? 


 


The Rapid Access to Addiction Medicine (RAAM) clinic model was developed in 2015 by 


Mentoring, Education and Clinical Tools for Addiction: Partners in Health Integration 


(META:PHI). The RAAM model was developed in response to calls for more integrated and 


holistic addiction services such as those in Canada’s first national substance use treatment 


strategy (National Treatment Strategy Working Group, 2008) and other provincial and federal 


reports (Rush & Furlong, 2020). The RAAM model is designed to meet these goals by providing 


walk-in, low-barrier and patient-centred care to those struggling with substance use (Clarke et 


al., 2019). Importantly, RAAM clinics are intended to be short-term services that stabilize 


patients before connecting them to longer-term care services (Clarke et al., 2019). RAAM clinics 


are not intended to serve as primary care clinics, offer long-term case management or 


psychotherapy, nor treat severe or acute withdrawal or mental health crises. Preliminary 


evaluations of the RAAM model’s efficacy demonstrate a reduction in substance use , substance 


use-related emergency department visits, wait times, stigma, and greater retention in treatment 


(Rush & Furlong, 2020; Taha, 2018; Wiercigroch et al., 2020). As a result, RAAM clinics have 


begun to open across the country.  


 


RAAM Uptake in Canada 


 


RAAM services presently exist in five provinces across Canada (Ontario, Manitoba, 


Saskatchewan, Alberta and British Columbia) (Alberta Health Services, n.d.; Government of 


Ontario, 2020; Island Health, n.d.; O’Connor, 2021; Saskatchewan Health Authority, n.d.) , with a 


sixth (New Brunswick) allocating funding for the development of a RAAM clinic in 2021 (Brown, 


2020). A seventh (Newfoundland and Labrador) has opioid-specific rapid access services (Main 


Street Medical Clinic, n.d.), and an eighth (Yukon) has a rapid access mental health counselling 


service that includes some addictions support (Government of Yukon, 2020). Though the 


services offered at these clinics vary, RAAM services across Canada generally offer services 


that fall within five categories: assessment, pharmacotherapy, counselling services, referrals to 


other healthcare and social services, and provider education. There are also RAAM 


administrative parameters relevant to all f ive service categories that are required to implement 


the RAAM model with fidelity.  
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RAAM Best Practices 


 


The RAAM model is presently six years old and as such there is a paucity of literature 


pertaining to it. META:PHI has published some guidelines and best practices for their model, but 


with caveats that they are based on uncertainty as addiction research is slow moving and based 


on small trials (Clarke et al., 2019). New and evolving RAAM clinics, such as the NorWest 


Community Health Centres and St. Joseph’s Care Group partnership RAAM clinic in Thunder 


Bay, Ontario, and others in the greater district of Thunder Bay, need information on RAAM best 


practices to guide their development and continuous quality improvement.   


 


Purpose of This Report  


 


Thunder Bay’s RAAM clinic contracted with Lakehead University to review and 


summarize RAAM research and best practices. In this report, we (Lakehead University) 


reviewed and amalgamated META:PHI’s guidelines with information presented at the annual 


META:PHI conferences and common practices in RAAM clinics across the country to determine 


best practices for RAAM clinics based on how they fulfil the intended purpose of RAAM clinics.  


 


 


METHODS 


 


 As contracted by NorWest Community Health Centres, Lakehead University researchers 


sought to “identify best practices for RAAM or RAAM-like models across Canada and identify 


the aspects that are relevant to or that must be tailored for large geographical areas such as 


Northern Ontario”. In order to identify best practices we examined: the purpose of the RAAM 


model, the gaps in service it was intended to fill, the guidelines provided by META:PHI, and 


common practices across existing RAAM clinics in Canada. To do this, we broadly followed the 


structure and processes described in Lau and Kuziemsky’s Handbook of eHealth Evaluation 


(2017). 


 


Literature Search 


 


 This document is based on a limited review of the existing published literature, 


META:PHI conference recordings and webpages. We searched databases including the 


META:PHI website archives, Google, Google Scholar, Lakehead University Library, and the 


Northern Ontario School of Medicine Library. We also reviewed the reference list of some key 


documents and supplemented RAAM-specific literature with references to key papers 


describing core elements of RAAM that appear in other healthcare literatures. A list of search 


terms included, but was not limited to “RAAM”, “Rapid Access Addiction Medicine”, “Best 


Practices”, “Clinical Management”, “Administration”, “META:PHI”, “Resources”, “Efficacy”, 


“Implementation”, “Northern Ontario” and various combinations there of .  


 


Inclusion Criteria, Quality Assessment, Data Extraction and Data Analysis 


 


 Literature and webpages were included in this report if: they were published in the 


English language; published by reputable sources including peer-reviewed academic journals, 


government agencies, or health care organizations; and the topic was related to RAAM clinics in 
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Canada. Information relevant to the research questions as outlined above was included in this 


report.  


We categorized our findings into three over-aching areas: (1) strategies to improve 


access to care, (2) clinical best practices, and (3) administrative best practices (Clarke et al., 


2019). We also call out special considerations for clinics serving northern populations.  


 
 
FINDINGS 
 


1. Access to Care  
 


New and developing RAAM clinics can address access to care issues in a number of 
ways, including: practices to improve wait times, expanded service eligibility criteria, f lexible 
appointment practices, physical accessibility of the clinic space, and formalized connections to 
community partner services (“Hub and Spoke” model of care) . 
 
Wait Times 
 


One of the most substantial barriers that patients face when looking to access addiction 
medicine services is wait time. Waiting lists for opioid addiction treatment programs in Canada 
vary from immediate service to about three months, while in Northern Ontario, typical wait times 
vary from one to three months in outpatient settings and three to six months for in -patient 
settings (Wells et al., 2019).  


RAAM clinics are intended to make addiction medicine services accessible by providing 
rapid access to low-barrier care. META:PHI states that RAAM services should be walk-in 
accessible (Clarke et al., 2019) and Wells et al. (2019) argue that ideally treatment should begin 
immediately. Substance use creates a vicious cycle in which people feel motivated to continue 
using in order to experience the dopamine release that comes with it. This use-reward cycle 
makes finding motivation to seek treatment very difficult, and as such when people do feel 
motivated their desire should be facilitated promptly before it can dissipate (Clarke et al., 2019). 
Thus, timely access to RAAM services is essential for their efficacy.  


META:PHI states that all patients should have access to their clinic within seven days of 
referral, and ideally within three days (Hardy & Clarke, 2018). To facilitate timely access, RAAM 
clinics should take care to develop a standardized, straightforward intake procedure that 
maximizes efficiency and minimizes frustrations and anxieties for patients (Clarke et al., 2019). 
The first step of developing a smooth intake process is developing a standardized referral 
process between organizations, including eligibility criteria, a standardized referral form 
including patient contact information, access to relevant patient records, provision of  an 
information sheet on RAAM services, and direct transportation to the clinic if feasible. If a 
referred patient doesn’t attend, the RAAM clinic can contact them using the contact information 
provided on the referral form and encourage them to attend (Corace & Willows, 2018). 
 
Eligibility Criteria 
 


Another barrier that patients face when trying to access addiction services is strict 
eligibility criteria (Wells et al., 2019). Many services have a minimum age requirement and only 
serve those with specific addiction types (Island Health, n.d.; St. Joseph’s Healthcare Hamilton, 
n.d.). These exclusions leave many feeling that they have no place to go to receive help.  


RAAM clinics may have age and addiction type restrictions. Nonetheless, RAAM can 
help increase the accessibility of additions services by building capacity to offer their services to 
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the widest patient population possible. At the 2018 META:PHI Conference, RAAM clinics and 
other stakeholders were encouraged to expand their admittance criteria to populations of 
special consideration including youth, older adults and pregnant women and were provided with 
information on how to do so (Cirone, 2018; Turner, 2018; White-Campbell, 2018). Such 
information can be found in the META:PHI 2018 conference archives (Mentoring, Education and 
Clinical Tools for Addiction: Primary Care-Hospital Integration [META:PHI], 2018). 
 
Geographical Location 
 


Some patients accessing the clinic may come from unstable situations and as such 
flexibility in appointment scheduling such as extended business hours is also important in order 
to increase the accessibility of these services (Henry, 2020). Not imposing time-limits on 
appointments similarly helps reduce frustrations and anxieties for patients (Clarke et al., 2019). 
Flexibility in length of treatment is also important as recovery is different from one person to the 
next and waiting times for other treatment programs may be lengthy. On average, RAAM clinics 
in northeastern Ontario follow patients for between 3-6 months, however recently it has been for 
longer durations (Roach, 2021). The regional RAAM coordinator for the northeast LHIN states 
that it is important not to put a time limit on recovery (Roach, 2021). Offering an option for set 
appointment times at regular intervals may also be helpful if patients have difficulties 
remembering to come to their appointments or have transportation barriers. Other strategies for 
mitigating poor attendance might include consent to notify a case manager if they exist, 
conditions for prescription release, rebooking policies and small gift cards as incentives to 
continue in care (Henry, 2020). 
 Geographic distance between patients and clinics can also be a barrier to accessing 
addiction services, particularly in northern Ontario (Wells et al., 2019). Locating clinics in central 
areas and spacing them appropriately may help decrease distance of travel for patients (Henry, 
2020). Public transit routes are also worth considering when determining an ideal location for a 
clinic. RAAM clinics may also provide transportation supplements such as subway, bus or taxi 
vouchers, or chauffeuring services if feasible (Corace & Willows, 2018; Henry, 2020). RAAM 
clinics may also collaborate with other community partners to see if they can arrange 
transportation for their mutual patients (Henry, 2020). 
 
Formalized Connections to Partner Services 
 


Removing barriers when providing addiction medicine services is necessary due to a 
shortage of resources, particularly in rural, remote and northern communities (Wells et al., 
2019). For some communities, a “hub and spoke model” may help. A hub and spoke model has 
service delivery assets arranged into “a network consisting of an anchor establishment (hub) 
which offers a full array of services, complemented by secondary establishments (spokes) 
which offer more limited service arrays, routing patients needing more intensive services to the 
hub for treatment” (Elrod & Fortenberry, 2017). In Northeastern Ontario (Franklyn et al., 2018; 
Roach, 2021), for example, a RAAM hub and spoke includes a regional RAAM coordinator, and 
physician, mental health, and addiction leads, all of which support the development of hub clinic 
sites, communicate with funders and ensure fidelity to the META:PHI RAAM model. Hub sites 
have more specialized resources which are used to support the establishment of spoke sites. 
Hub sites identify locations for spoke sites, support their development and implementation, 
serve as paymasters, collect data and statistics for the subregion, develop care pathways for 
spoke sites, facilitate communication between sites, share resources, and help find prescribers 
to work spoke sites. Hubs may also provide virtual prescriber support for spoke communities 
having diff iculty finding prescribers (Roach, 2021). Hubs are also responsible for ensuring 
support is fairly distributed, consistent and conducted in a standard way across sites (Franklyn 
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et al., 2018). Spoke sites are responsible for providing locally appropriate services and reporting 
to hubs on a scheduled basis (Roach, 2021). Spokes are established one at a time to ensure 
proper establishment and to ensure hub resources are not spread too thin. The goal is to build 
capacity locally at spoke sites. A regional committee meets quarterly to share learning and 
progress (Franklyn et al., 2018). 
 


2. Clinical Best Practices  
 


META:PHI lists 10 core responsibilities of a RAAM clinic, which fall under five broad 
categories: assessment, pharmacotherapy, counselling, referrals, and provider education  
(META:PHI, 2019a). Care culture, continuity of care and considerations for at-risk populations 
are also important parameters relevant to all f ive service categories that are required to 
implement the RAAM model with fidelity. 
 
Assessment 
 


RAAM clinic staff are responsible for diagnosing substance use disorders and 
concurrent mental health disorders (META:PHI, 2019a). This means that RAAM clinics must 
employ healthcare providers who are properly trained and credentialed to make mental health 
and substance use diagnoses. Substance use is also a well known risk factor for domestic 
violence, thus META:PHI recommends that all patients should be screened for it (Clarke et al., 
2019; Kahan, 2019) and referred to appropriate community services when it is identif ied. 
 
Pharmacotherapy 
 


RAAM clinic staff are responsible for initiating pharmacotherapy when indicated, 
including naltrexone, acamprosate, gabapentin and disulfiram for alcohol use disorders  and 
buprenorphine/naloxone and methadone for opioid use disorders. It is recommended that take-
home naloxone kits be incorporated as a part of harm-reduction (META:PHI, 2019a). While the 
RAAM model focuses on alcohol and opioids, RAAM clinics across the country offer 
pharmacotherapy services for other types of substance use such as stimulants and marijuana 
(Cirone, 2018; Clarke et al., 2019). It is important to tailor the service offered to the needs of the 
population served. META:PHI has released a clinical best practices guide largely focused on 
pharmacotherapy that can be accessed through their website (Clarke et al., 2019). 
 
Counselling 
 


META:PHI suggests that counselling at RAAM clinics focus on brief solution-focused 
counselling methods such as motivational interviewing, patient education on the nature of 
addictions, harm reduction techniques, kits and advice, and overdose prevention guidance 
(META:PHI, 2019a). RAAM clinics may also offer connections to support groups (Alberta Health 
Services, n.d.; Government of Yukon, 2020).  


Some rapid access services across Canada offer cognitive behavioural therapy (CBT) 
and dialectical behavior therapy (DBT) (Alberta Health Services, n.d.; Government of Yukon, 
2020), however these are not brief interventions and may be at odds with other aspects of the 
short-term nature of RAAM services.  


META:PHI recommends that staff counsel patients within a chronic disease model 
framework (Clarke et al., 2019). Specifically, patients may benefit from conceptualizing addiction 
as a chronic, relapsing condition that requires treatment and long-term management like other 
chronic conditions such as diabetes, asthma or heart disease. Symptom flare-ups, relapses, 
and other long-term challenges should be expected, and managed as part of the condition as 
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opposed to a failure by the individual or their treatment (Clarke et al., 2019). Data suggest that it 
may be particularly important for patients to hear disease model messaging from a physician as 
it may help reinforce that substance use is a medical condition (Kahan, 2018).  


What is critical for all kinds of therapy is that RAAM clinics must create and monitor 
positive therapeutic alliance between patients and therapists and ensure counselling continuity 
of care. Specifically, it is recommended that at least one member of the team have an ongoing 
relationship with the patient (continuity of care). Within this relationship, empathy, honesty, 
concern and high regard for the patient should be emphasized to create therapeutic alliance and 
ensure that the patient feels that the therapist is on their side and can be trusted (Kahan, 2019). 
A strong therapeutic bond is critical for effective counselling and is a strong predictor of 
treatment retention (Clarke et al., 2019). Relatedly, RAAM staff may choose to use active 
listening skills throughout all aspects of care to ensure that patients feel that they were heard, 
that their concerns and questions were addressed, and that they had a full explanation of what 
addiction is and what their treatment options are (Clarke et al., 2019). Active listening can be a 
useful clinician tool to ascertain what information patients have retained and can therefore 
consider and use. 


Finally, RAAM clinics should not only offer treatment to patients but to their families as 
well. RAAM clinics are already set up to provide education on addictions and connections to 
services that can benefit the entire family unit (Njoroge & Molnar, 2018b). Supporting families 
can lead to improved family functioning, better supports for patients, and better mental health 
and addiction outcomes for family members caring for persons with addiction, as well (Family 
Mental Health Alliance, 2006). 
 
Referrals  
 


RAAM clinic staff are responsible for making appropriate links to community services for 
addiction, psychosocial, and social services, linking patient back to primary care when they are 
stable and connecting patients to primary care providers if they are unattached (META:PHI, 
2019a). This means that RAAM staff should have a deep knowledge of community resources 
and supports and dedicated time to ensure that all necessary referrals are completed, 
recognizing that patient follow-through challenges and community provider capacity and access 
issues often get in the way.  


Specifically, RAAM staff should support patients throughout the referral process, 
including “relentless follow-up” (Pincus et al., 2016) to ensure that lasting connections with long-
term services are made. Similarly, patients should be made aware that they can always return 
to the RAAM clinic should they need to (Corace & Willows, 2018). Some RAAM clinics schedule 
30-day follow ups with referred patients (Corace & Willows, 2018; Kahan, 2018). When making 
referrals, staff should consider the cost of the services that they are referring to as not all 
patients may have access to federal, provincial or private health insurance (Wells et al., 2019).  


Similarly, staff are to have an understanding of the eligibility criteria for federal, provincial 
and private health insurance plans, be able to assist with the application process, have 
connections to ID clinics if available, and should have information on monetary supplements 
such as travel grants and alternative drug payment methods such as Trillium benefits on hand 
(Corace & Willows, 2018; Henry, 2020). Having established relationships and care pathways 
with organizations that RAAM clinics will refer to in addition to those that may refer to RAAM 
may help streamline the process for patients. RAAM clinics can refer to any organization that 
they believe their patient may benefit from. Some examples may include community health 
centres or family health teams, hospital emergency departments, withdrawal management 
services, shelters, victim services, anti-human trafficking services, crisis services, supportive 
and social housing, Ontario Works, Ontario Disability Support Program, food banks, local 
situation tables, the district jail, parole and probation offices, Indigenous services, consumption 
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and treatment centres, and intercultural centres (Henry, 2020). RAAM clinics may explore 
memoranda of understanding with service-related quid pro quo arrangements with other 
community services to ensure that RAAM patients are seen quickly and reliably by partner 
agencies (see Scharf et al., 2014).  
 
Supports to Community 
 


Another core responsibility of RAAM clinics is provider education. It would be beneficial 
for RAAM clinics to provide education, advice and support to emergency department, hospital 
and primary care providers about addiction treatment (META:PHI, 2019a). Many providers are 
hesitant to provide addiction medicine services because they feel that they do not have the 
necessary training and skills (Clarke et al., 2019). RAAM clinics can mitigate these concerns by 
providing education and ongoing support to clinicians, and incentivising them by framing the 
matter as an introspective exercise and demonstrating how it will make their jobs easier and 
improve the care they provide to their patients (Clarke et al., 2019; Franklyn et al., 2018). 
Offering placements for physicians and learners in the RAAM clinic also helps support the 
community and increases the likelihood of new physicians and other health professionals (e.g., 
social work, psychology, nursing) offering addiction medicine services (Nijmeh, 2018). 
 
Care Culture 
 


Patient-centred. Patient-centred care is a widely employed concept in Canadian 


healthcare with established positive impacts on patient satisfaction and outcomes (The College 


of Family Physicians of Canada, 2014). There are many different definitions of patient-centred 


care. The College of Family Physicians of Canada (2014) describes three core values of patient 


centred care: (1) consideration of the patients’ needs, wants, perspectives and experiences; (2) 


offering opportunities to patients to provide input and participate in their care; and (3) enhancing 


partnership and understanding in the patient-physician relationship.  


In keeping with centering care around the needs and wants of a patient, META:PHI 


states that it is important to recognize that many patients will not return after their f irst visit, and 


thus it is important to make every appointment as impactful as possible (Clarke et al., 2019). A 


theme common to all RAAM clinics across the country is imbuing messages of hope that 


recovery is possible, that patients are not at fault for their addictions and that having an 


addiction is not a measure of their character or worth (Clarke et al., 2019). META:PHI 


recommends educating patients on the nature of addictions and what services are available to 


them should they wish to proceed with treatment (Clarke et al., 2019). Imparting harm reduction 


strategies also increases the impact of a session by giving patients tools for safer drug use that 


they can utilize even if they never return to the clinic. 


In keeping with the holistic nature of patient-centred care, screening for and addressing 


social determinants of health in patients is also an important part of providing care (Henry, 


2020). Patient-centred care is also trauma-informed and culturally safe care. 


 


Trauma-informed. It is imperative that all care received at RAAM clinics is trauma-
informed. Trauma is very common with 64% of adults having experienced at least one adverse 
childhood event (ACE) (Njoroge & Molnar, 2018a). Trauma is also a well-studied risk factor for 
developing substance use disorders, with one half to two thirds of drug addictions being 
attributed ACEs (Njoroge & Molnar, 2018a). Trauma-informed care has the potential to improve 
patient engagement, treatment adherence, health outcomes, and provider and staff wellness 
(Menschner & Maul, 2016). Six core principles of trauma-informed care can help guide 
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interactions with patients: acknowledgement, trust, collaboration, compassion, strengths-based 
and safety (Njoroge & Molnar, 2018a). Acknowledgement includes recognizing that trauma is 
pervasive and communicating this to patients and staff. Trust involves being open and honest 
about your skillset, knowledge and limitations, and developing a transparent , accommodating 
system with clear and consistent boundaries. Collaboration with patients can be facilitated by 
creating safe environments that foster a patient’s sense of efficacy, self -determination, dignity 
and personal control. Service providers are encouraged to communicate openly, equalize power 
imbalances in relationships, allow the expression of feelings without fear of judgment, provide 
choices as to treatment preferences, and work collaboratively (Canadian Centre on Substance 
Abuse, 2014; Njoroge & Molnar, 2018a). Providing compassionate care involves being polite, 
demonstrating personal interest, considering the patient’s context and experiences, 
acknowledging their feelings, and acknowledging your own feelings as well to prevent 
compassion-fatigue (Case Western Reserve University, 2019). Strengths-based care involves 
identifying patient’s strengths and building upon them to foster healthy coping mechanisms and 
resiliency. Skills may include recognizing triggers, calming, centering and staying present 
(Canadian Centre on Substance Abuse, 2014; Njoroge & Molnar, 2018a) . Lastly, the principle of 
safety includes physical and emotional safety. Physical safety includes exploring and adapting 
the physical space such as by having a safe, well-lit and secure building housing the clinic 
(Njoroge & Molnar, 2018a). Emotional safety is geared toward avoiding re-traumatization of the 
patient with some strategies including welcoming intake procedures; providing clear information 
about programming; ensuring informed consent; creating crisis plans; demonstrating predictable 
expectations; and scheduling appointments consistently (Canadian Centre on Substance 
Abuse, 2014; Njoroge & Molnar, 2018a). Many clinicians may feel that it is not their place to ask 
if a patient has experienced trauma, however research suggests that “it is not the disclosure that 
leads to harm, rather it is the negative reaction to the disclosure” (Njoroge & Molnar, 2018a). 
There are various trauma-informed care training programs and tool kits available that may be 
helpful for RAAM staff, such as ECHO by the Centre for Addiction and Mental Health and 
University of Toronto (Centre for Addiction and Mental Health & University of Toronto, 2017) . 
 


Culturally-safe. It is also important for care offered at RAAM clinics to be culturally safe. 


Ontario is home to Canada’s largest Indigenous population , and while they constitute 


approximately 3% of Ontario’s total population, they comprise approximately 17% of northern 


Ontario’s total population (OECD, 2020). Furthermore, substance use disorders are 


overrepresented in Indigenous peoples with alcohol and drug use considered problems in 73 


and 59 per cent of First Nations communities respectively (The Royal College of Physicians and 


Surgeons of Canada, 2013). Culturally safe care has the potential to improve health outcomes, 


increase respect and mutual understanding from patients, and increase participation from the 


local community (Health Research & Educational Trust, 2013). Anishnawbe Health Toronto 


(2018) notes the need for culturally safe RAAM services and suggests that a harmonized 


western and traditional care model is the most efficacious with 78% of participating patients 


remaining in treatment after one year, compared to an overall provincial average of 50%. The 


terms cultural safety and cultural competency are often used interchangeably, however there 


are important differences that should be noted. Where as cultural competency focuses on the 


ability of providers to adapt their approach to suit patients with different backgrounds, cultural 


safety goes a step further to incorporate understanding of power differentials present in society 


and the healthcare system and institutional discrimination that can result from historic 


relationships between peoples of different origins (Mathias et al., 2018). As implied by the 


name, cultural safety aims to create a health care environment in which patients from all 


backgrounds can feel safe, respected and empowered. Cultural safety places emphasis on the 
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process of reflection. Providers reflect on their position in society, their belief and biases, the 


power differentials inherent in the provider-patient relationship, and how these factors impact 


their therapeutic relationships with patients (Lindsay, 2019). It also calls on providers to examine 


how they can use their relative level of power and influence to advocate for change on behalf of 


their marginalized patients (Mathias et al., 2018). Critically, cultural safety is defined by the 


patient, not the provider or the provider’s institution, thus cultural safety cannot be obtained 


without the input and guidance of the people it is intended to serve. Patients need to be 


consulted regarding their needs, perceived barriers and acceptability of the services offered  


(Curtis et al., 2019; Mathias et al., 2018).  


In order to equip a health care organization to be able to deliver culturally safe care, the 


following should be recommended: 1) access to interpretation services, 2) culturally diverse staff 


that reflect the composition of the patient population, 3) access to cultural safety training, 4) 


coordinate with traditional healers and intercultural centres, 5) utilize community health worker 


services, 6) incorporate culture-specific attitudes and values into health promotion tools, 7) 


include family and community members in health care decision making if desired by the patient, 


8) locate clinics in geographic areas that are easily accessible to vulnerable populations, 9) 


expand hours of operation, and 10) ensure resources are offered at an acceptable literacy level 


for patients (Health Policy Institute, n.d.). There are various cultural safety and cultural 


competency training courses available for health care providers such as the Ontario Indigenous 


Cultural Safety Program offered by the Indigenous Primary Health Care Council (2014).  


 
Technology-driven. Utilizing technology at RAAM clinics provides opportunity to make 


clinics more accessible, efficient, and evidence-informed. Working with community partners to 
obtain access to electronic medical records (EMR) for referred patients improves 
communications between partners and reduces the need for repeat testing (Corace & Willows, 
2018; Pricewaterhouse Coopers LLP, 2013). Utilizing telecommunications as an alternate 
method of attending appointments can also help increase the accessibility of clinics, particularly 
for those without adequate transportation and who live rurally. Similarly, utilizing email and text 
messaging as alternate forms of communication with patients can help increase the accessibility 
of services for those who do not have access to phone services. Some RAAM programs such 
as those run through CMHA in Parry Sound and the Scarborough Health Network have had 
success with phone donation to patients so that all patients can take advantage of distance 
services, regardless of their means (Henry, 2020). Technology-supported clinics can also 
engage in efficient and sustainable, data-driven quality improvement processes. Clinics whose 
EMRs contain report-generating functions can look at important RAAM-specific quality 
indicators such as time to first appointment, patient engagement (e.g., # of patients who return 
for second or third appointments), use of harm reduction approaches, continuity of care, and 
referral completion to primary care and other community services.  
 
Continuity of Care 


 
The literature hints at the importance of relational continuity of care (Kahan, 2019; 


University of Manitoba, 2020), although the discussion of it is less developed here in RAAM 
than elsewhere in the health sciences (Canadian Institute for Health Information, 2015). 
Relational continuity of care means patients work with the same providers as often as possible 
when they seek care (Rosser & Schultz, 2007). This can promote patient-centered care 
because providers remember likes, dislikes, related care needs, and other individual factors that 
are pertinent to meeting the individual’s needs (Canadian Institute for Health Information, 2015). 
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Special Population Considerations 
 
 Underlying demographic, social and economic factors can place people at a greater risk 
for substance use and negative outcomes (Government of Canada [GOC], 2018; U.S. 
Department of Health and Human Services [U.S. DHHS], 2016). Factors such as sex, gender, 
race, age, sexual orientation, ethnicity, religion, disability, culture and social determinants of 
health amongst others shape the unique needs of patients. In order to meet the needs of the 
population the clinic is intended to serve, it is recommended that populations of special 
consideration be identified and services be tailored accordingly to increase the approachability, 
acceptability and appropriateness of their services (GOC, 2018; Levesque et al., 2013; U.S. 
DHHS, 2016). For example, clinic administration may consider posting signage, advertisements 
and resources in multiple languages and employing a culturally diverse staff reflective of the 
patient demographic. The GOC (GOC, 2018) and U.S. DHHS (U.S. DHHS, 2016) offer more 
information on populations of special consideration in addiction medicine.  
 


3. Administrative Best Practices 
 
Workforce Development and Supports 
 


It is recommended that RAAM clinics aim to hire at least one prescriber and one 
navigator for referrals (Franklyn et al., 2018). However, the physician shortage in Canada is a 
considerable barrier to providing addiction medicine (Wells et al., 2019). The shortage in 
northern areas is even more pronounced and has in part been attributed to provider 
remuneration and recruitment strategies. Patients with substance use disorders are often more 
complex, challenging and time-consuming than other patient groups, and no-show 
appointments are common in the addiction medicine setting (Wells et al., 2019). This is a 
disincentive for fee-for-service providers as they may make less money serving this type of 
patient. Offering salaried positions in collaborative teams may be more likely to attract and 
retain health care providers. Recruitment strategies to date have also largely been focused on 
short-term recruitment with monetary incentives rather than long-term retention (Mian et al., 
2017). Strategies for long-term retention may include marketing the community by portraying it 
as not only a place to work but a place to raise a family, pursue hobbies and recreation, be part 
of a community and live a fulfilling life (Kornelsen & Carthew, 2018). Similarly, relaying that 
offering addiction medicine services can be a very fulfilling job as providers have the opportunity 
to make a profound difference in their patient’s lives may also be useful in tailoring recruitment 
strategies to target providers interested in settling in a community (Clarke et al., 2019). The 
RAAM clinics in the northeastern LHIN have found that giving clinicians the flexibility to offer 
care in collaborative, flexible formats has been good for increasing provider engagement and 
retention. Specifically, small group case-based learning sessions with follow-up in-office 
addiction consultation, opioid substitution induction and ongoing support has been particularly 
effective in engaging providers (Franklyn et al., 2018). 


Peer support is an important component of addiction treatment (Richardson & Coke, 
2020; Tracy & Wallace, 2016). Peer support has been demonstrated to decrease substance 
use, improve treatment engagement, decrease risk-taking behaviours, decrease cravings and 
increase self-efficacy (Tracy & Wallace, 2016). In keeping with the value of patient-centred care, 
it is recommended that input from people with lived experience (PWLE) be incorporated into the 
development of RAAM policies and practices. Thus, PWLE should be included in advisory 
boards and other administrative committees. Examples of clinic activities demonstrating 
integrated practitioner and PWLE perspectives include peer-run substance use supports, joint 
research projects, and the development of institutional norms and policies that recognize lived 
experience as a legitimate form of knowledge and expertise. PWLE may fulfil many roles in a 
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RAAM clinic such as outreach worker, policy advisor, recovery coach, group therapy assistant, 
harm reduction worker and inpatient support worker (Richardson & Coke, 2020). Employing 
peers requires unique considerations in many areas including scope of practice, competencies 
and skills, training, supervision, and compensation amongst others. Peer Support Canada 
(PSC) (PSC, n.d.), the Mental Health Commission of Canada (Cyr et al., 2016), and Substance 
Abuse and Mental Health Services Administration (SAMHSA) (SAMHSA, 2020) offer more 
information on best practices when employing peers. 


 
Relationship Building 
 


Patients. It is critical for staff to engage and build rapport with patients. Engaging 
patients is a complex task that begins before patients even arrive at the clinic. Advertising 
methods for the RAAM clinic may portray a message of hope that people can and do recover 
from addictions and that RAAM can help them stop or reduce their substance use if they want 
(Corace & Willows, 2018). It is important to include a brief description of services, clinic 
locations, hours, and contact information, and emphasize that all services are confidential and 
walk-in accessible (Nijmeh, 2018).  


Staff. It is important to ensure that the clinic team is cohesive, supportive and engaged. 
Engaged staff more effectively engage patients, and so it is important for administration to listen 
to and incorporate staff feedback in their quality improvement measures. Regular team 
meetings with clinical and evaluation staff can help facilitate open communication and work 
toward identifying and resolving any issues (Corace & Willows, 2018). Clinic directors can and 
should routinely assess staff attitudes and opinions about workplace culture and strategies to 
improve it. 


Partners. Having strong relationships with partnering healthcare and social services is 
essential to the proper functioning of the RAAM clinics (Corace & Willows, 2018). Strong 
relationships help facilitate a seamless referral process and add breadth of service. In order to 
facilitate strong relationships, partners should meet regularly to review successes, challenges 
and next steps in strengthening relationships and improving the partnering process for both staff 
and patients. In order to ensure a seamless referral process, partners need to know that the 
RAAM clinic exists, what services they offer, who is eligible for their services, and how to 
contact and refer to them. All community partners should have a list of this information for each 
service. It is also important to identify the needs of the patient population and ensure the 
partnerships include a reflective set of services (Kieth, 2018). Partnerships are a continuous 
networking process, with an agreement to work together to advance mutual interests such as 
the health of mutual patients, sharing of relevant information and resources, and the soliciting of 
feedback. It is important to solicit feedback frequently from partners, coworkers and patients to 
ensure the partnerships are working appropriately. Feedback should look specifically at  if 
patients are getting what they need, if anyone is frustrated, if the services offered are as 
advertised, if changes are needed, and how changes can be made (Kieth, 2018). Strong 
relationships with partners have good communication, share information and resources with 
each other and facilitate consistency of practice (Hardy & Clarke, 2018). Research on networks 
of community partnerships have identified arrangements from formal (i.e., written contract) to 
moderate (i.e., memoranda of understanding) to least formal and least preferred verbal 
agreements (Scharf et al., 2013). 


Public. It is also important for RAAM clinics to build rapport with the public. Public 


opposition to addiction medicine services perpetuates stigma for both patients and providers 


and decreases the likelihood of the development of such services (Wells et al., 2019). It has 


also lead to the development of zoning laws that restrict where addiction medicine services can 


be located in some areas, disrupting the ideal distribution of clinics and timely access to their 
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services (Wells et al., 2019). Public opposition is generally built on misinformation, for example 


the idea that safe injection sites and the provision of injection supplies promotes substance use 


(Kerr et al., 2017). RAAM services can combat public opposition by participating in public 


education and advocacy on the benefits of addiction medicine services. 


 
Atmosphere 
 


Upon arriving at the clinic, it is imperative that patients feel safe, free of judgement and 
free of stigma. Adverse experiences in health care settings are common among those that use 
substances and can contribute to negative health outcomes as they may delay or avoid seeking 
care or leave the facility before completing treatment (META:PHI, n.d.). A safe environment may 
have a breathalyzer, point of care drug tests, naloxone kits, clinic protocols and safety plans for 
violent behaviour and intoxication, and a crash cart and code system if hospital-based (Corace 
& Willows, 2018). Non-judgemental and non-stigmatizing environments offer collaborative, 
patient-centred, culturally safe, gender safe and trauma-informed care, often with signs and staff 
buttons or other swag explicitly stating as such. The physical space of the clinic is also 
important to consider. For example, the Ottawa RAAM clinic has a private medication room, a 
quiet room with a reclining chair for patients who are feeling unwell and a secondary waiting 
room in case of increased volume (Corace & Willows, 2018). It is important that receptionists 
understand the importance of their position as the first person patients talk to at the RAAM clinic 
and ensure that they are able to make patients feel welcome upon arrival (Clarke et al., 2019; 
META:PHI, 2019b). The Ottawa RAAM clinic also offers beverages, food and transportation to 
patients to help them feel safe, cared for and welcome, further supporting access to care 
(Corace & Willows, 2018). 
 
Continuous Quality Improvement 
 


It is important for RAAM clinics to engage in continuous quality improvement. This 
involves collecting patient, staff and partner feedback and incorporating it into a quality 
improvement plan moving forward. Several resources offer RAAM, addiction, mental health, and 
primary care (among other) reliable and valid quality metrics that clinics can use to assess their 
services. Such metrics are extremely important to collect and monitor to ensure the functioning 
and development of programs and also to leverage external funding sources such as grants and 
stimulus payments from government and/or insurance payers. We list several quality metrics in 
the section on technology-supported practice, as clinics can and should plan to integrate these 
metrics into their EMRs when they initially set them up.   


Patient satisfaction may be obtained through survey tools such as the Ontario 
Perception of Care survey (Franklyn et al., 2018). Staff and partner feedback may be obtained 
through regular surveys or meetings. Formal third-party program evaluation can also be a useful 
tool for periodic assurance that quality, evidence-based (or evidence-informed) services are 
being delivered with fidelity to the RAAM model (Corace & Willows, 2018).   
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Pathways for Treatment by Primary Substance of Use 


RAAM Initial Visit 


Step 1: 
Acute withdrawal & triage, vitals, UDS, history and assessment tools, Meditech search 
by MD/NP, pharmacy records by RN if indicated 


Step 2: MD/NP assessment for subacute medical treatment addictions 


Step 3: Acute medical needs related to substance use or withdrawal 


Step 4: Brief counselling assessment 


Step 5: Co-occurring acute psychiatric assessment and treatment  


Step 6:  
Follow-up arrangements: E.g. F/U MD/NP, counselling sessions, traditional 
healer/cultural supports, peer support 


A. Nicotine  


As an adjunct to other substance use disorders: can not sustain smoking cessation as a 
standalone due to staffing/resource limitation 


1. Acute withdrawal: Nil 


2. Brief counselling: Assess goal, set quit date, discuss medical assistance medications 


3. MD/NP: 
Further discuss medical aids, if identified as an interest in counselling 
session 


4. Co-occurring acute 
psych needs: 


Brief screen to see if triggering smoking (not applicable as much 
for nicotine) 


5. Acute medical needs: CPD/Asthma should be identified 


6. Follow-up:  Bridge Norwest smoking cessation program 


B. Alcohol 


1. Acute withdrawal: PRIORITY. CIWA/SHOT/PAWS RN 


2. MD/NP:  
Treat mild to moderate withdrawal with CIWA type protocol (see 
attached) 


3. Acute medical needs: 
Liver disease, Wernicke’s, Encephalopathy (CHESS score) – typically 
not assessed at first visit unless acute presentation, malnutrition 
(thiamine, multivitamin), GI bleed (all considered for PPI) 


4. Counselling: 
Touch base if MD/NP not available, but priority is to see MD/NP 
ASAP.  


5. Co-occurring psych 
needs: 


Consider withdrawal mgt. agents that may be useful for other psych 
conditions. Re-start existing medications 


6. Follow-up:  


Consider for home withdrawal if no history of seizures and has home 
support that can help monitor withdrawals. This may require extra 
steps including phone call with RN/NP/MD to check in during process, 
etc. Detox often full, may be a reasonable option for some.  
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C. Opioids 


1. Acute withdrawal: 
COWS, UDS, treatment options (Suboxone, methadone, 
naltrexone, medical supported withdrawal mgt.) 


2. MD/NP:  


Initiate treatment. See protocol for each treatment option. Initial 
visit may end if methadone med of choice and patient needing 
treatment asap. Assess if the client has picture ID and medical 
coverage. If they do not, set up a password on prescription with 
the client and send it to the pharmacy that is able to 
accommodate this.  


3. Acute medical needs: Cellulitis/abscess, Hep/HIV screen. 


4. Counselling: 
Safety counselling, narcan kits, safe injection/overdose, goal-
setting (COUNSELLING INPUT NEEDED).  


5. Co-occurring psych 
needs: 


Identify and prioritize 


6. Follow-up:  
Follow-up in 3 days maximum for methadone. Suboxone dosing 
may be daily if rapid titration is required. Others as above 


 


If a client has a safe home situation and prefers suboxone but is 
not in withdrawal at time of visit, consider home induction. 
Alternatively, make arrangements for the client to present the 
next day (morning if possible) for induction. If methadone is 
present in urine drug screen but suboxone is a preferred 
treatment option, plan induction for minimum 3 days post-use or 
consider micro-induction. 


D. Cocaine  


Note: no current evidence based medical therapies 


1. Acute withdrawal: Supportive measures, may need early counselling 


2. Brief counselling:  Assess goals, set quit date, and examine triggers 


3. MD/NP: 


Any possible medical psych treatment for triggering conditions. 
(Depression, anxiety, PTSD). May consider treatment for ADHD if 
documented history exists.  


4. Acute medical: Htn, PTX(Crack lung) CAD, cellulitis/abscess 


5. Follow-up: 
Goal setting and close F/U is essential, consider using smoking 
cessation program model, phone check in, etc.  


6. Pharmacotherapy: 


Consider pharmacotherapy (at prescriber discretion). E.g. 
Mirtazapine, Topirimate, N-Acetyl-cysteine, Bromocriptine, etc. 
***Consult with MD/NP around these suggestions. 
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E. Stimulants  


(Amphetamine crystal/speed, Ritalin ect) 


1. Acute withdrawal: Supportive therapies 


2. Brief counselling:  
Assess goals, SMART, Motivational Interviewing (COUNSELLING 
INPUT) 


3. MD/NP: Psychiatric medications  


4. Acute medical: Coronary artery disease, hypertension 


5. Follow-up: Follow-up as above 


6. Pharmacotherapy: As above (#6) re: pharmacotherapy options 


 


F. GHB (Similar to alcohol) 


 


G. Benzodiazepine (consider taper plan, seizure risk) 
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Urine drug screens  


Create a saved form into the electronic medical records for Point of Care UDS Results and 
enter them directly.  
 
Point of Care Urine Drug Screen Results 


Date:                                                                              HCP Initials: 


HMO + - 


COC + - 


AMP + - 


EDDP + - 


OPI + - 


OXY + - 


BZD + - 


FYL + - 


BUP + - 


Chemistry Abnormal Normal 


 
Notes: 


 
Sent for Broad Spectrum Toxicology: Yes No 


 
Seen By:     MD__________________ NP____________________ 
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Temporary Medication Coverage 


Clients who meet the following criteria may be supported with temporary financial coverage for 


medications that aid in recovery. This service is not to be disclosed to the public. Clients will 


only be notified of this service once the Prescriber and/or Registered Nurse has determined 


they meet the below criteria and received approval from the coordinator or manager. 


▪ The client is unable to afford medications that are recommended by the RAAM Nurse 


Practitioner / Physician, and no alternative coverage options are available at this time.  


▪ The client agrees to engage with a RAAM Councillor within 1 week to secure coverage for 


ongoing medication needs. Applications for coverage (Trillium / ODSP / OW) are to be 


deemed high priority by the RAAM counselling team. 


▪ Medication coverage is expected to be obtainable within a month’s time. 


▪ The Client will be instructed that abrupt discontinuation of prescribed medications will 


result in potential negative health outcomes.  


▪ The client will commit to attending follow up appointments with the RAAM prescribers 


and Register Nurse as part of their recovery process. The client will be informed and must 


be agreeable that if funding cannot be secured after 4 weeks’ time that the medications 


may be tapered or discontinued by the RAAM prescriber.  


 


If the client meets the above criteria and approval has been obtained, the following listed 


medications can be covered for a 30 day supply:  


✓ Salbutamol  
✓ Gabapentin 
✓ Fluticasone 
✓ Antibiotics 
✓ Methadone 
✓ Topiramate 


✓ Suboxone  
✓ Trazadone 
✓ Pregabalin 
✓ Antidepressants 


(too broad to list) 
✓ Pantoprazole 


✓ Diazepam 
✓ Clonidine 
✓ Naltrexone 
✓ Acamprosate 
✓ Olanzapine 
✓ Quitiapine 
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Ontario Disability Support Program   


Rapid Access Addiction Medicine (RAAM) clients requesting to have assistance in completing 
forms such as the Ontario Disability Support Program (ODSP) or Ontario Works 
application completed, the following needs to be in place:  


1. Is a client of RAAM clinic and actively engaged in service;  
2. The client will meet with a counsellor to have release of information forms completed to get 


past medical records, along with history of where they have sought treatment in the past;  
3. The client must have been seen a minimal of four visits or at the discretion of the 


prescriber. 
4. Following the appointments with the CHW and provider, the provider will have time booked 


out time to complete the forms; and  
5. Once completed they are to be given to the RAAM Administration for scanning, billing and 


mailing.   


Referrals from Emergency Department  


Clients who have presented in the Emergency Department with a substance use disorder will be 
offered a referral to the RAAM clinic by the prescriber either for formal referral (see referral 
form) or by self referral.  The Emergency Department Addictions Coordinator will facilitate the 
referral.  


Chronic Pain Clients 


Pathways for Chronic Pain  


Ontario Standard for prescribing, monitoring and tapering of opioid in chronic pain 
clients recommends that primary care providers perform a comprehensive assessment 
including consideration of their functional status and social determinants of health. Set goals 
for pain management and functional improvement in partnership with their health care 
professionals. These goals are evaluated regularly.  


First-line treatment with non-opioid Therapies people with chronic pain receive an 
individualized and multidisciplinary approach to their care. They are offered non-opioid 
pharmacotherapy and non-pharmacological therapies as first-line treatment.  


Clients and Physician should have shared decision making and information on the potential 
benefits and harms of opioids for chronic pain. People with chronic pain, and their families and 
caregivers, receive information about the potential benefits and harms of opioid therapy for 
chronic pain at the time of both prescribing and dispensing so that they can participate in 
shared decision-making.  


Initiating a Trial of Opioids for Chronic Pain  


Persons who are prescribed opioids for chronic pain who are subsequently diagnosed with 
opioid use disorder should have access to opioid agonist therapy. Prescriptions of opioids 
should be initiated on a trial basis which is frequently revaluated.  
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All people with chronic pain on long-term opioid therapy, especially those taking 90 mg 
morphine equivalents or more per day, should be periodically offered a trial of tapering to a 
lower dose or tapering to discontinuation. 


Due to various reasons such as lack of health teaching, time limitations, accessibility of primary 
care or physician experience, these standards are not always achieved. 


The RAAM Physician can also provide support to the client's primary care provider.  Also, 
targeted education initiatives should occur by the RAAM MDs/NPs to a variety of prescribers, to 
increase knowledge and comfort of delivering safe opioid agonist therapies.    


Baseline Laboratory Work and Diagnostics  


• Urine Drug Screen (UDS), 
• Complete Blood Count (CBC) 
• Creatinine (CR) 
• Electrolytes (Lytes) 
• Liver Functioning Tests (AFT) 
• Aspartate Aminotransferase (AST) ,  
• Alanine transaminase test (ALT)  
• BUN (Blood Urea Nitrogen), 
• Electrocardiogram (ECG) 
• HIV/Hepatitis B & C 


 
Clients who refuse laboratory or diagnostics are given health teaching and are strongly 
encouraged to work with the healthcare team. Lack of clinical information required for 
treatment could result in changes to prescriptions or even discontinuation of clinical services.   
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Naloxone  


(Adapted from NWCHCs) 


Introduction 


In response to the influx of opioid related overdoses across Canada, naloxone has been made 
available for emergency use for opioid overdose outside hospital settings. Accidental overdoses 
can occur in both individuals who use opioids as prescribed by their physician, and those using 
opioids for non-medical reasons. The goal of providing naloxone in community pharmacies is to 
increase public access to this life-saving medication.  


Naloxone is a non-addictive opioid antagonist that temporarily reverses the effects of opiates 
including respiratory depression, sedation and hypotension. Naloxone is a safe and effective 
therapy: with proper administration naloxone is a drug that can save lives in opioid overdose 
situations when a person appropriately identifies the overdose and takes the required action. In 
the absence of an opioid, naloxone exhibits no effects and the only contraindication to the use 
of naloxone is in clients known to be hypersensitive to it. Naloxone does not increase the 
likelihood of risk-taking behaviours, and cannot be abused. 


In an effort to reduce the risk of fatality in clients identified to be at risk of future opioid 
overdose, RAAM staff will administer Naloxone in a situation where overdose seems likely. 
Further, RAAM partner agencies will ensure their staff are trained in the administration of this 
life saving medication. Staff training will be provided by local pharmacists for the injectable and 
by the Thunder Bay District Health Unit or trained staff for the nasal spray. Staff who are 
trained in the administration of the nasal spray will provide education to clients when 
distributing the nasal spray kits for personal use. 


 


Purpose:  


To reduce the number of fatalities which occur as a result of opiate overdose by the proper pre-
hospital administration of naloxone.   
 


Policy 


RAAM partner agencies will ensure the following: 


• All RAAM staff will be trained in the administration of nasal Naloxone. 
• All RAAM medical staff (RNs, NPs, MDs) will be trained in the administration of injectable 


Naloxone. 
• RAAM staff will be responsible for maintenance and storage of their Naloxone kit. 
• RAAM staff will keep a Naloxone kit readily available for staff use. Injectable Naloxone will 


be kept in the medication cart or anaphylaxis kit 
• RAAM will distribute nasal spray to clients, in partnership with the Thunder Bay District 


Health Unit. The nasal spray kits will be stocked where staff can access them and staff shall 
sign them out to distribute. 


• An Employee shall not administer naloxone without receiving the proper training. 
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Scope 


RAAM agencies will train and equip staff members to prepare for opiate overdose emergencies. 
RAAM will work with physicians associated with its programs to ensure that it meets or exceeds 
the standards associated with Naloxone provision. 


Definitions 


Opiate:  


An opiate is any controlled substance containing or compounded to be a derivative of 
morphine, morphine sulfate. The term opiate describes any of the narcotic opioid alkaloids 
found as natural products in the opium poppy plant, Papaver somniferum. Commonly 
encountered opiates in police service include heroin, morphine, codeine, methadone, 
buprenorphine, fentanyl, and oxycodone (in Oxycontin, OxyNEO, Percocet and Percodan). 


Opiates belong to the large biosynthetic group of benzylisoquinoline alkaloids, and are so 
named because they are naturally occurring alkaloids found in the opium poppy. The major 
psychoactive opiates are morphine, codeine, and thebaine. Papaverine, noscapine, and 
approximately 24 other alkaloids are also present in opium but have little to no effect on the 
human central nervous system, and as such are not considered to be opiates. Semi-synthetic 
opioids such as hydrocodone, hydromorphone, oxycodone, and oxymorphone, while derived 
from opiates, are not opiates themselves. 


While the full synthesis of opiates from naphthoquinone (Gates synthesis) or from other simple 
organic starting materials is possible, they are tedious and uneconomical processes. Therefore, 
most of the opiate-type analgesics in use today are either directly extracted from Papaver 
somniferum or synthesized from the natural opiates, mainly from thebaine. 


Naloxone 


Naloxone is an opioid antagonist drug developed by Sankyo in the 1960s. Naloxone is a drug 
used to counter the effects of opiate overdose. Naloxone is specifically used to counteract life-
threatening depression of the central nervous system and respiratory system. It is marketed 
under various trademarks including Narcan, Nalone, and Narcanti, and has sometimes been 
mistakenly called "naltrexate". It is not to be confused with naltrexone, an opioid receptor 
antagonist with qualitatively different effects, used for dependence treatment rather than 
emergency overdose treatment. 


Body substance isolation:  


Body substance isolation, herein after referred to as BSI shall mean, in the context of a First 
Responder responding to a medical emergency, equipment that is provided to members of 
NWCHCs which is including, but not limited to, nitrile or vinyl protective gloves and a respirator 
mask. 
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Legal Premises for Implementation of the Medication 


RAAM relies on the Ontario Good Samaritan laws which offer legal protection to people who 
give reasonable assistance to those who are, or who they believe to be, injured, ill, in peril, or 
otherwise incapacitated. The protection is intended to reduce bystanders' hesitation to assist, 
for fear of being sued or prosecuted for unintentional injury or wrongful death. 


Equipment and Maintenance 


It shall be the responsibility of personnel assigned Naloxone equipment to inspect assigned 
equipment on a monthly basis. An inspection of injectable naloxone kits will be performed to 
ensure that syringes are intact. An inspection of nasal kits will be performed to ensure the nasal 
spray packaging is intact and there are two bottles per package. 


Damaged equipment shall be reported to the staff member’s immediate supervisor promptly. 


Response subject to Opiate Overdose 


• Prior to the assessment of a client, body substance isolation shall be employed by 
responding officers. Members of the RAAM team who have been issued Naloxone 
equipment for preparedness to respond to medical emergencies shall appropriately assess 
the client.  


• Prior to leaving the scene of a suspected overdose, family members/friends of the involved 
will be provided with resources for assistance and support. 


Administration of Naxolone during Opiate Overdose Emergencies 


The Emergency Code and / or Overdose policy of the organization at which the overdose occurs 
should be followed. Refer to Section 10 of the manual for codes for each site. 


• RAAM staff shall appropriately assist member of the City of Thunder Bay’s Emergency 
Services Departments or incoming EMS team at the scene of a medical emergency. 


• When responding members of the RAAM staff have arrived at the scene of a medical 
emergency prior to the arrival of EMS and have made a determination that the client is 
encountering an opiate overdose based upon an initial assessment or witness accounts of 
the consumption of an opiate by the client prior to the emergency, responding members of 
the RAAM team may administer Naloxone according to their training. 


Procedure 


The following steps should be taken when suspecting an overdose outside of the consumption 
and treatment services program: 


• CALL 911! 
This should be the first step in all situations. Delivering naloxone is just one measure taken 
to keep a person alive until they receive medical attention by a first responder. The person 
will require care at a Medical Centre (i.e., hospital).  


• Body substance isolation should be employed 
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• A medical assessment of the client should be conducted. If conditions indicate a suspected 
opiate overdose, the naloxone kit should be deployed. 


 


Injectable Naloxone 


Injectable naloxone comes packaged in several different forms- a multi dose 10 mL vial and single 
dose 1mL flip-top vials with a pop-off top. With all formulations of naloxone, it is important to 
check the expiration date and make sure to keep it from light if it is not stored in a box.  If 
someone has an injectable formulation of naloxone, all of the steps in recognizing and responding 
to an overdose are the same except how to give the naloxone.  


To use injectable naloxone: 


1. Do rescue breathing for a few quick breaths if the person is not breathing. 
2. Use a long needle: 1 – 1 ½ inch (called an IM or intramuscular needle). Needle exchange 


programs and pharmacies have these needles. 
3. Pop off the orange top vial 
4. Draw up 1cc of naloxone into the syringe 1cc=1mL=100u. This will contain 0.4mg of 


naloxone.  
5. Inject into a muscle – upper thigh and arm are best areas. 
6. Inject straight in to make sure to hit the muscle (90 degree angle). 
7. After injection, continue CPR (chest compressions) for 2-3 minutes. 
8. If there is no change in 2-3 minutes, administer another dose of naloxone 


and continue CPR. If the second dose of naloxone does notrevive them, something else 
may be wrong—either it has been too long and the heart has already stopped, there are 
no opioids in their system, or the opioids are unusually strong and require more naloxone 
(can happen with Fentanyl, for example). 


Nasal Spray Naloxone: 


Prior to initiating treatment place on the PPE (stored with the emergency kits onsite). Nasal spray 
naloxone comes in single use spray bottles. 


1. Provide stimulation: shout the person’s name (if known) and shake their shoulders, being 
careful not to bang their head. 


2. Call 911 
3. Make sure the person is on their back. 
4. Remove the nasal spray from the package. 
5. Insert the nasal spray in nose until fingers touch the nostrils. 
6. Press the plunger to release the naloxone. 
7. Give chest compressions. 
8. If the person is not breathing after 3-5 minutes give another dose of naloxone. 


Once naloxone has been delivered and if the person is not breathing, continued rescue 
breathing is important until help arrives. 
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Naloxone only lasts between 30 – 90 minutes, while the effects of the opioids may last much 
longer. It is possible that after the naloxone wears off the overdose could recur. It is very 
important that someone stay with the person and wait out the risk period just in case another 
dose of naloxone is necessary. Also, naloxone can cause uncomfortable withdrawal feelings 
since it blocks the action of opioids in the brain. Sometimes people want to use again 
immediately to stop the withdrawal feelings. This could result in another overdose. Try to 
support the person during this time period and encourage him or her not to use for a couple of 
hours. Caution should be taken for the rapid reversal of opiate overdose. Conditions of rapid 
reversal of opiate overdose include projectile vomiting by the client and violent behavior. 
It is imperative that incoming EMS be updated as to the treatment and condition of the client. 


Possible Adverse Reactions 


The most common reactions include hypotension, hypertension, ventricular tachycardia and 
fibrillation, cardiac arrest, hyperventilation, dyspnoea, pulmonary oedema, less commonly 
agitation, excitement and paraesthesia.  


• Do not give to anyone who has had a known allergic reaction to naloxone in the past. 


• Naloxone may last only 20-30 minutes hence it is imperative emergency response is 
called. 


Client Care 


• All individuals are instructed to contact the ambulance services by dialing on 911. 


• Ensure the client, client’s representative or staff member is competent in basic life 
support as specified by the Naloxone Training Program. RAAM will follow the 
Occupational Health and Safety Act requirements. Explain treatment and course of action. 
Information leaflets on “Guidelines for administering” will be dispensed with each kit. 


• If supplies are used, lost or expired naloxone can be obtained from the pharmacy. Kits are 
to be kept at room temperature, away from direct light and heat.  
When expired, the pharmacy will contact the person/organization to advise of expiry and 
dispense new naloxone. 


• Should an individual use naloxone, it is imperative they contact the pharmacy so a 
replacement kit can be dispensed.  


Communication/Documentation 


• Staff are to complete an incident report form and notify the manager on call. 


Reporting 


• A written inventory documenting the quantities and expirations of injectable naloxone 
replacements supplies shall be kept. A separate log documenting the issuance of 
replacement units shall also be kept. Both logs will be stored with the replacement 
supplies.  


• Nasal spray naloxone distribution shall be documented on the sign-out sheet. Staff will 
sign-out a kit documenting the date, time and initialing. 
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Replacement  


• Pharmacy partner shall replace naloxone units that are used during the course of a 
response to an opiate overdose. It is the responsibility of the individual to request 
replacement units from the pharmacy.  


Duration: 


This policy shall be subject to changes or amendments that shall be consistent with the most 
current statutory, legislative or executive requirements. 
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Anaphylaxis  


Epinephrine Injection Administration for Anaphylaxis   


Anaphylactic shock is defined in Mosby’s Medical & Nursing Dictionary as a severe and 
sometimes fatal systemic hypersensitivity reaction to a sensitizing substance such as a drug 
vaccine, certain food, serum, allergen extract, insect venom, or chemical. This condition may 
occur within seconds of exposure to the sensitizing factor and is commonly marked by 
respiratory distress and vascular collapse.  


 


Client conditions/circumstances that must exist before implementing the procedure  


Signs and Symptoms  


The first symptoms are intense anxiety, weakness, sweating and shortness of breath. Other 
symptoms may include hypotension, shock, arrhythmia, respiratory congestion, laryngeal 
edema, nausea, and diarrhea.  


Contraindications  


If the client has had phenothiazines such as Stemetil® (prochlorperazine), Methotrimeprazine 
(Nozinan™) Chlorpromazine (Largactil™), make sure that he/she is not having a dystonic 
reaction rather than anaphylaxis. Dystonic reactions cause increased tone in the muscles and 
may affect breathing.  Giving epinephrine when hypotension is due to phenothiazine(s) may 
cause a further fall in blood pressure and phenothiazine(s) may also predispose to ventricular 
fibrillation.  


Epinephrine should be administered with caution to clients taking beta-blockers since it may 
not have its usual effects in the treatment of anaphylaxis.  


Epinephrine is the preferred treatment for serious allergic or other emergency situations even 
though this product contains sodium metabisulfite. The alternatives to using epinephrine in a 
life-threatening situation may not be satisfactory. The presence of a sulfite in this product 
should not deter administration of the drug for treatment of serious allergic or other 
emergency situations.  


Implementing the Order  


This medical directive can be implemented by Registered Nurses (RN) or Registered Practical 
Nurses (RPN) upon recognizing the signs and symptoms of anaphylactic shock.  


If it is assessed that the client is having a severe anaphylactic reaction and the physician is not 
present, the nurse will:  


1. Administer oxygen; begin resuscitation and call Code Blue if necessary. Notify the 
physician.  


2. Administer Epinephrine 1:1000 concentration, 0.5 mL intramuscularly (IM) into the mid-
anterolateral thigh. 


3. This may be repeated in 5 - 15 minutes if adequate response does not occur.  
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4. If the client has an intravenous (IV) infusion in situ, disconnect the current IV solution and 
tubing in case the tubing contains contaminants. Hang 0.9% Sodium Chloride (normal 
saline) 500 mL with new tubing.  


Monitoring Procedures  


If the client received a medication that resulted in anaphylaxis, a Client Safety Report must be 
completed.    


References  


Mosby's Dictionary of Medicine, Nursing & Health Professions (8th ed.). (2009). St. Louis, Mo.: 
Mosby.  
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HIV Testing  


Confidential HIV testing will be offered to RAAM Clients by the NorWestCHC Registered Nurse, 
including pre- and post-test counselling. 


Anonymous HIV testing is not available at NorWest CHCs. Clients requesting anonymous testing 
will be referred to local anonymous testing sites. (See list at the end) 


Background Information 


Window Period 
The time between infection with the HIV virus and the development of antibodies to the HIV 
virus.  During the window period, an individual infected with HIV will test negative since they 
don’t produce the antibodies that are detected by the HIV serology test. In Ontario, the window 
period is 3 months because 99% of infected individuals will develop detectable antibodies 
within three months after their exposure.  


HIV Antibody Test 
The standard test used to diagnose HIV infection is a two-part test. Any sample that tests 
reactive on the screening test is screened a second time. If the second screen is also reactive, 
then the sample is tested again using a confirmatory test (the Western Blot) that rules out 
everything except HIV. It takes up to two weeks to receive a test result. If an individual tests 
positive for antibodies to HIV and the result is confirmed, they are infected with the HIV virus. If 
an individual tests negative for HIV, two scenarios are possible:  


• Not infected with HIV 


• Infected with HIV but tested during the window period (seroconversion has not occurred 
yet) 


P24 Antigen Test 
Test used to detect HIV infection in the early stages prior to seroconversion. The public health 
laboratory will routinely do p24 antigen test for clients who meet the following criteria: 


• The possible exposure was at least 7 days ago 


• The client is still in the window period 


• The client is experiencing symptoms (i.e. flu like symptoms)  


• The client has had a high risk exposure (e.g. condom break during sex with a positive 
partner, sexual assault) 


Anonymous Testing 
The name or identity of the person being tested is not requested, recorded or reported. The 
test is ordered using a code known only to the person being tested. 


Non-nominal Testing 
The practitioner ordering the test knows the name or identity of the person being tested but 
orders the test using a code. If the test is positive, the laboratory is required to report the result 
to the local medical officer of health. 


Nominal Testing 
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The practitioner orders the test using the person’s name. If the test is positive, the laboratory is 
required to report the result to the local medical officer of health. 


HIV Transmission 
HIV transmission can only occur when body fluids that have high concentrations of virus such as 
blood, pre-ejaculate, semen, vaginal fluid and breast milk enter another person’s bloodstream, 
usually through small breaks or tears in the vagina, anus, mouth or skin or through contact with 
blood in the uterus. Other body fluids such as saliva, sweat, tears and urine do not carry enough 
virus to transmit HIV. 


Activities During Which HIV Transmission May Occur 


• Unprotected anal or vaginal sex 


• Unprotected oral sex 


• Sharing uncleaned sex toys 


• Using contaminated needles to inject substances or for piercing or tattooing 


• Sharing drug equipment such as crack pipes, cookers, filters, burners, cotton and water 
(See p. 28 of 1Guidelines for HIV Counselling and Testing) (Guideline Section: HIV Testing - 
Appendix #3) 


• During pregnancy, childbirth or breastfeeding 


Partner Notification 
By law all past, current and future sexual and drug use partners of a person who is HIV positive 
must be notified. Under the Health Promotion Act, the medical officer of health and his/her 
designates are legally obliged to safeguard a person’s confidentiality and to ensure a person’s 
sexual and drug partners are notified. With both nominal and non-nominal testing the medical 
officer of health (or designate) will request the names of the person’s contacts and follow up 
with the practitioner to ensure that contacts are notified that they may have been exposed to a 
sexually transmitted infection (without disclosing the person’s name) and encourage to go for 
testing. 


 


Procedures 


The following clients should be offered HIV testing: any client who requests HIV testing, any 
client with risk factors for HIV (see background information). 


• Clients meeting the criteria for p24 antigen testing (see background information) should be 
identified. The need for p24 antigen testing must be clearly indicated on the public health 
lab requisition that is sent with the client’s blood sample. 


• Clients should be informed of the different HIV testing options including: Nominal, Non-
nominal, Anonymous and Point of Care testing. Clients requesting Non-nominal, 
Anonymous or Point of Care testing should be referred to appropriate testing locations. 
(Appendix 1 attached) 


• If clients choose to proceed with nominal testing, informed consent should be obtained. 
This requires that clients understand information about HIV transmission, harm reduction 
and prevention and antibody testing. Furthermore, clients’ questions should be addressed 
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prior to testing. The information required for informed consent should be conveyed during 
the pre-test counselling period. Once clients understand the relevant information, a formal 
Informed Consent Form must be signed and placed in the client record. 


• Clients must be provided with Pre-Test Counselling  
(See Pre-Test Counselling Check List from:1 Guidelines for HIV Counselling and Testing.) 
(Guideline Section: HIV Testing -Appendix #1) 
Every population affected by HIV faces unique issues and will have distinct counselling 
needs. Detailed information regarding population specific counselling issues is available on 
p. 23. Of 1Guidelines for HIV Counselling and Testing. (Guideline Section: HIV Testing - 
Appendix # 2) 


• Follow-up appointments must be scheduled in order to review the results of the HIV test. 


• Clients must be provided with Post-Test Counselling including: 
a. Communicating the test result 


Information on giving a positive result located on p. 31 of 1Guidelines for HIV 
Counselling and Testing. (Guideline Section: HIV Testing - Appendix # 6) 


b. Assessing the client’s understanding of the result  
c. Referring the client for medical treatment and follow-up care and support 
d. Reinforcing the importance of harm reduction 
e. Reinforcing the importance of prevention including safer sex  
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Methadone Consent / Treatment Agreement 


Methadone Maintenance Treatment Agreement from CPSO 


The prescribing and dispensing of methadone is regulated by provincial guidelines, as well as 
policies unique to Dr / NP _______________’s practice. This contract has been prepared to 
both inform you about methadone maintenance therapy (MMT), as well as to document that 
you agree to the rules/ obligations contained in this agreement. 


MMT Program Rules 


It is important that the patient receive clear information about the MMT program rules and 
expectations. Policies on take-home doses, urine drug screens, appointments, and treatment 
withdrawal should be specified. The MMT physician should provide a copy of the treatment 
agreement to the patient and revisit it once the patient is stabilized. 


 


Acknowledgments: 


I acknowledge that: 


1. Methadone is an opioid (opioids are drugs like heroin, codeine, morphine, Percocet, etc.), 
and that I will develop a physical dependence to this medication. Sudden decreases in 
dose or discontinuation of this medication will likely lead to symptoms of opioid 
withdrawal. 


2. I am already physically dependent on at least one form of opioid and I’m unable to 
discontinue the use of opioids. 


3. I have tried to the best of my ability other possible treatments for opioid dependence, and 
these attempts have been unsuccessful. 


4. Taking any mood altering substance with methadone can be potentially dangerous. There 
have been reported deaths caused by the combination of methadone with alcohol, 
opioids, cocaine, barbiturates, and/or tranquilizers. 


5. I may voluntarily withdraw from the methadone treatment program at any time. 
6. It is important to inform my physician/dentist who is prescribing an opioid that I am taking 


methadone. I understand that a failure to do so is considered double doctoring, which is a 
criminal offence. 


7. Regarding pregnancy, I understand that there can be effects on the developing fetus 
caused by methadone, and that specialized care will be required to reduce any harm to 
my fetus if I am or become pregnant while on methadone. 


8. It is unsafe to drive a motor vehicle or operate machinery during the stabilization period 
after starting methadone and during dose adjustments. 


9. Poppy seeds and certain over-the-counter medication may result in a positive urine drug 
screen. 


10. The common side effects of methadone are sweating, constipation, decreased sexual 
function, drowsiness, increased weight, and water retention. These are usually mild and 
can be lessened with assistance from my doctor. There are no known serious long-term 
effects from taking methadone.  
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11. I acknowledge that Dr. _______________ is not my family doctor. 
12. Methadone treatment will be discontinued or tapered if my physician determines that it 


has become medically unsuitable (i.e., the treatment is not effective or I develop a 
medical condition that could be made worse by methadone administration). 


Behaviour while in our clinic 


I understand the following behaviour is not acceptable in the clinic and may result in the 
termination of treatment: 


1. Any violence or threatened violence directed toward the staff or other patients. 
2. Disruptive behaviour in the clinic or the surrounding vicinity of the methadone clinic. 
3. Any illegal activity, which includes selling or distribution of any kind of illicit drug in the 


clinic or the surrounding vicinity of the methadone clinic. 
4. Any behaviour that disturbs the peace of the clinic or the surrounding vicinity of the 


methadone clinic. 


I agree to maintain positive, respectful behaviour towards other program patients and staff at 
all times when in the clinic. Threats, racist or sexist remarks, physical violence, theft, property 
vandalism or mischief, the possession of weapons, and selling or buying illicit substances while 
on clinic property are extremely serious program violations and may result in the termination of 
my treatment. 


Obligations of being on this program 


1. I agree to take only one dose of methadone a day, and to have the ingestion of my dose 
witnessed on those days that I don’t have carries (take-home methadone). 


2. It is important to inform any prescribing physician or dentist who may treat me for any 
medical or psychiatric condition that I am receiving methadone, so my treatment can be 
tailored to prevent potentially dangerous interactions with methadone. I will bring any 
prescriptions and/or medication bottles that I receive from other doctors to appointments 
with Dr. / NP _____________. 


3. I agree to provide a supervised urine drug screen sample for a drug screen when I receive 
a prescription for methadone. 


4. Failure to provide a UDS drug screen sample may mean that my record will be marked as 
a sample assumed to contain drugs and that this could reduce my level of carries. 


5. I understand that tampering with my UDS drug screen sample in any way is a serious 
violation of the program, and it may affect my future status in the program. 


6. I understand that counselling is highly recommended while I am in the program. 
7. I agree to keep all my appointments with the physician who is prescribing methadone for 


me. Repeatedly missing appointments may result in the reduction of my carry status and 
could interfere with the doctor-patient relationship. The physician is not obligated to fax a 
methadone prescription without an assessment. 


I understand that I will not be given a dose of methadone if I: 
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• Appear to be intoxicated or under the influence of some other substance. I may be asked 
to see a physician. For the sake of my own physical safety, I may be asked to wait before 
receiving my dose, or refused a dose for that day. 


• Arrive late, after the clinic/pharmacy hours. 


• Exhibit threatening or disruptive behaviour towards any staff member or another patient. 


• Do not show proper identification before receiving methadone, if asked for identification. 


• Miss more than three doses of methadone in a row. 


Consents 


1. I allow my physician to report to the CPSO of Physicians and Surgeons of Ontario (CPSO) 
my name, date of birth, OHIP number, city of residence, and the date methadone was 
initiated. The CPSO will keep this information confidential. This is done to prevent double 
doctoring.  


2. I allow the CPSO or its designate permission to review my medical chart. This is done to 
assess the care provided by my physician and is not meant to judge my recovery. 


3. I allow my methadone prescribing physician to speak to other doctors or health care 
professionals about my care. 


4. I allow the clinic’s pharmacist and nursing staff to speak to pharmacists or other health 
care providers to verify my recent methadone dose(s), which I received in another 
pharmacy or facility. 


Confidentiality 


Everything that you tell the clinic staff is confidential, although it is important to realize that 
under exceptional circumstances, we can be obliged to report something you tell us to the 
appropriate authority. This can occur under the following conditions: 


1. If we suspect that a child is at risk of emotional or physical harm or neglect, under the Child 
and Family Services Act, it is the law that we report this information. 


2. If you become suicidal, homicidal, or are unable to take care of yourself due to a 
psychiatric condition, you might be held to be assessed by a psychiatrist against your will. 


3. If you reveal to the staff that you intend to harm another person, we will be obliged to 
protect that person by notifying the appropriate authority. 


4. If a Court subpoenas your medical chart, we must release it in accordance with the 
subpoena. 


5. If it is suspected that you are unable to drive an automobile due to a medical condition 
(which includes intoxication from alcohol or drugs), we are obliged to notify the Ministry of 
Transportation of this. 


6. Certain infections must be reported to the local public health department, e.g., 
tuberculosis, HIV. 
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I agree to respect the confidentiality of other patients in the program. My signature below 
indicates that I agree to follow the obligations and responsibilities outlined in this agreement. 
Should I fail to meet the terms of this agreement, I understand that I may be asked to leave 
the methadone program. 


I have had an opportunity to discuss and review this agreement with my attending physician 
and my questions (if any) have been answered to my satisfaction. 


     


Patient’s Name 


     


Patient’s Signature 


     


Date 


     


Physician or Nurse Practitioner’s 
Name 


     


Physician or Nurse Practitioner’s 
Signature 


     


Date 
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Buprenorphine/naloxone (Suboxone) treatment agreement 


Suboxone treatment agreement 


This consent form contains information about Suboxone treatment. By signing this document 


you indicate that you understand the information, agree to follow all patient requirements, and 


provide consent to the medical procedure. Please read this consent form carefully. Do not 


hesitate to ask any questions about any of the information in it 


About Suboxone: 


Suboxone is the brand name for a medication that includes two drugs: buprenorphine and 


naloxone. 


• Buprenorphine: is a long-acting partial opioid that is used to treat addiction to full 


opioids such as heroin, fentanyl, hydromorphone, morphine, codeine, and oxycodone. 


• Naloxone: is a medication that reverses the effects of opioids. 


Suboxone binds to the same receptors in your brain as other opioids, such as morphine. It does 


not produce the same effect, but it binds to the receptors tighter, preventing other opioids 


from acting. Since it binds to the receptors for much longer than other opioids, it decreases the 


frequency and severity of withdrawal symptoms, cravings, and the ups and downs you might 


experience when you are using other opioids. 


Suboxone tablets are placed under your tongue until they dissolve (2-10 minutes). The 


medication enters your body through the lining of your mouth. It will not work if it is chewed or 


swallowed. A pharmacist, nurse, or trained worker must dispense the Suboxone and observe 


you taking it every day. Some clients who are stable on Suboxone for a long time will be eligible 


for take-home doses, however the criteria for this are strict and are at the discretion of the 


prescribing physician. This is for safety reasons. 


You are required without opioids for at least 12-24 hours and be in moderate opioid 


withdrawal, as assessed by the clinic physician prior to initiation of Suboxone.  


To qualify for Suboxone you must meet be: 


• Age 18 to 65 years or deemed eligible by the clinic physician. 


• Physically and psychologically dependent/addicted to opioids; as determined in clinic 
screening. 


• Able to understand and consent to treatment based on the information in this 
agreement 


• Agreeable to urine drug tests as directed by clinic physician.  


• Able to attend regular appointments with the clinic physician.  


• Able to attend the pharmacy daily.  


Suboxone side effects:  
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Most people are not bothered by side effects or experience them early on but find they 
diminish once stable on a dose. Typically, the same side effects occur as with other opioids may 
occur. Potential side effects may include:  


More Common Less Common 


• Headache, dizziness 
• Nausea, vomiting 
• Fatigue, insomnia 
• Constipation or difficulty urinating 
• Lower sex drive, sweating 
• Anxiety/depression 
• Itching sensation 


• Liver damage 
• Severe allergic reaction 
• Irregular heartrate 
• Fainting, blurred vision 
• Swelling in hands and feet 
• Back pain 


*Please talk to your doctor, if you experience side effects that do not go away. 


Suboxone is a partial opioid agonist, so it can cause respiratory depression as opioids can. 


Respiratory depression is a condition in which breathing becomes too shallow or slow, causing 


a lack of oxygen in the body. Respiratory depression is perhaps the most severe of the side 


effects of Suboxone. If you experience this side effect, you should seek medical help 


immediately. There is increased risk of overdose and death when Suboxone is taken at the 


same time as other opioids, alcohol, sleeping medications, barbiturates, and/or 


benzodiazepines (i.e. diazepam, lorazepam, clonazepam). The use of other street drugs 


including cocaine and methamphetamine is also dangerous. 


There may be risks associated with Suboxone use in pregnancy. Please inform your doctor if 


you are pregnant or plan to become pregnant. If you become pregnant, continue Suboxone 


until you can see a doctor because it is dangerous to stop it abruptly. 


Length of Suboxone Treatment:  


There is no set time limit for treatment with Suboxone. Many people will require this therapy 


for several months, years or for life. A doctor or NP can decrease your dose and help you stop 


Suboxone at any time that you feel ready. You may voluntarily withdrawal from the treatment 


program at any time. It is safest to do this by asking your doctor to gradually reducing your 


Suboxone dose. 


Urine Drug Screening:  


Urine drug tests are a way to know how you are doing on treatment and to ensure safe 


prescribing. If your urine tests positive for opioids or other drugs, it might mean that you are 


not feeling stable yet. 


PROGRAM RULES AND RESPONSIBILITIES 


I acknowledge the following rules and responsibilities of this program and understand that I 


may have to leave the program if I am unable to follow them. 
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• I agree to attend my appointments as scheduled with the doctor/NP who are prescribing 


Suboxone for me. If I am unable to attend an appointment due to special circumstances, I 


will call the clinic to reschedule. When I see the doctor/NP as part of my Suboxone 


treatment program, this will be the focus of the appointment and other health concerns 


will have to be addressed with my Primary Care provider. 


• I agree to inform any physician/NP or dentist who prescribes medications for me with that 


I am receiving Suboxone, so that my treatment can be adjusted to prevent potentially 


dangerous drug interactions. I will bring any new prescription or medication bottles to my 


doctor’s appointments and to the pharmacy for review. 


• I understand that it is my responsibility to make appointments with a doctor before my 


Suboxone prescription runs out. Prescriptions will not be sent to the pharmacy after hours 


and Suboxone will not be dispensed in the Emergency Room. 


• I agree to provide routine urine samples as requested by program staff. I understand that 


tampering with my urine sample in any way is a serious violation of the program. I am also 


aware that poppy seeds and certain over-the-counter medications, such as codeine, may 


result in false positive urine drug screens.  


• I understand that it is not safe to drive, use a boat, or operate heavy machinery for a few 


days after starting or adjusting my dose. 


• I understand that I am required to make appointment times at the clinic consistently and 


pick up opioid agonist treatments at the pharmacy. 


• I understand we are limited with pharmacies in the city/town that provide Suboxone and 


that if I find myself banned, I may be required to transfer to another clinic in order to 


continue treatment, as this clinic does not dispense. This clinic can still provide withdrawal 


support; talking with the clinic counselor. If you choose to continue on Opiate Agonist 


Therapy (OAT) after being banned from local pharmacies or need to leave the community, 


this clinic will assist you with the transfer to another provider.  


• I understand the clinic requires a minimum of two weeks’ notice for travel arrangements 


and that the clinic will make every effort to accommodate but that there is no guarantee 


that they will be able to secure OAT dispensing in my travel area. 


• I understand that when the physician is unavailable there will be no prescription changes. 


• I understand if I go to jail during the first week of treatment, there is a chance I will not be 


continued on my Suboxone, at discretion of jail physician due to instability of dosing and 


required monitoring. 


• I understand that it also an expectation to treat healthcare providers with respect and 


that they will treat me with respect.  


CLINIC AND PHARMACY EXPECTATIONS: 


I understand that I will NOT be given a dose of buprenorphine if: 


• I appear to be intoxicated or under the influence of some other substance. 


• I arrive late or after the dispensing hours. 
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• I exhibit threatening or disruptive behavior toward any staff member, pharmacy or 
patient. 


• I do not show proper identification. 


• I miss 5 doses of buprenorphine, requiring that a physician/NP assess me in order to re-
start it. 


• I Shoplift or steal from the clinic or pharmacy 


LOSS OF TOLERANCE 


I understand that when I stop Suboxone therapy, my tolerance to opioids will have changed. 
This means I am at risk of fatal overdose if I start using the same amount of opioids as I did prior 
to this treatment program. 


Should I return to using opioids after leaving this treatment, I will use much less than I used 


before to reduce my risk of fatal overdose and death. 


CONFIDENTIALITY 


 PHIPA Initial Form reviewed and signed.  


CONSENT 


I give permission for physicians prescribing Suboxone for me to communicate with other 
doctors or health care professionals within my circle of care. 


I understand that the College of Physicians and Surgeons of Ontario or its designate may review 


my chart. This is done to assess the care provided by my physician and is not meant to judge my 


recovery. 


TREATMENT AGREEMENT 


My signature below indicates that I agree to the statements outlined in this agreement. Should 


I fail to meet these responsibilities, I understand that I may be asked to leave the Suboxone 


treatment program. 


I have had the opportunity to discuss and review this agreement with my attending 


Physician/Nurse Practitioner and my questions have been answered to my satisfaction. 


     


Client’s Name 


     


Client’s Signature 


     


Date 


     


Witness Name 


     


Witness Signature 


     


Date 


Updated April 2021; College of Physicians and Surgeons of Ontario (CPSO) (2011). Methadone 


Maintenance Treatment Program Standards and Clinical Guidelines. 4th Edition February 2011.  
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Sublocade Treatment Agreement 


This consent form contains information about Sublocade treatment. By signing this document 


you indicate that you understand the information, agree to follow all patient requirements, and 


provide consent to the medical procedure. Please read this consent form carefully. Do not 


hesitate to ask any questions about any of the information in it 


About Sublocade:  


Sublocade is the brand name for a medication that includes buprenorphine-extended release 


injection is recommended for the treatment of moderate to severe opioid use disorder. 


Sublocade should be used as part of a complete treatment program that includes counselling 


and psychosocial support. 


Buprenorphine is a long-acting partial opioid that is used to treat addiction to full opioids such 


as heroin, fentanyl, hydromorphone, morphine, codeine, and oxycodone. 


Sublocade binds to the same receptors in your brain as other opioids, such as morphine. It does 


not produce the same effect, but it binds to the receptors tighter, preventing other opioids 


from acting. Since it binds to the receptors for much longer than other opioids, it decreases the 


frequency and severity of withdrawal symptoms, cravings, and the ups and downs you might 


experience when you are using other opioids. 


Sublocade is a slow release medication administered by injection subcutaneously at the clinic 


every month. Before you start Sublocade, your healthcare provider will start you on Suboxone 


sublingual every day for at least 7 days or as deemed stable before your first injection. You will 


be started on a higher dose for the first 2 injections then transitioned to a lower maintenance 


dose. Your provider may increase your maintenance dose if needed. If you miss a dose of 


Sublocade, see your provider right away.  


To qualify for Sublocade you must meet be: 


• Age 18 to 65 years or deemed eligible by the clinic physician. 


• Physically and psychologically dependent/addicted to opioids; as determined in clinic 
screening. 


• Able to understand and consent to treatment based on the information in this 
agreement 


• Agreeable to urine drug tests as directed by clinic physician.  


• Able to attend regular appointments with the clinic physician.  


You are required to inform your provider if you:  


• are allergic to buprenorphine or any of the ingredients in this product,  


• have severe asthma, trouble breathing, or other breathing problems,  


• have serious problems with your liver,  


• suffer from or have a history of alcoholism, 


• have any heart problems,  
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• have bowel blockage or narrowing of the stomach or intestines,  


• have severe pain in your abdomen,  


• have a head injury or suffer from convulsive or seizure disorder,   


• are pregnant or planning to become pregnant. 


Sublocade Side Effects:  


Most people are not bothered by side effects or experience them early on but find they 


diminish once stable on a dose. Typically, the same side effects occur as with other opioids may 


occur. Potential side effects may include:  


More Common Less Common 


• Headache, dizziness, sedation 
• Nausea, vomiting 
• Fatigue, insomnia 
• Constipation, sweating 
• Lower sex drive, 
• Itching & soreness at injection site 
• Anxiety / Depression 


 


• Liver damage 
• Severe allergic reaction 
• Low blood pressure 
• Fainting,  blurred vision 
• Fertility issues with long term use 


Please talk to your doctor, if you experience side effects that do not go away. 


Sublocade is a partial opioid agonist, so it can cause respiratory depression as opioids can. 


Respiratory depression is a condition in which breathing becomes too shallow or slow, causing 


a lack of oxygen in the body. Respiratory depression is perhaps the most severe of the side 


effects of Sublocade. If you experience this side effect, you should seek medical help 


immediately. There is increased risk of overdose and death when Sublocade is taken at the 


same time as other opioids, alcohol, sleeping medications, barbituates, and/or benzodiazepines 


(i.e. diazepam, lorazepam, clonazepam). The use of other street drugs including cocaine and 


methamphetamine is also dangerous. 


There may be risks associated with Sublocade use in pregnancy. For women of childbearing age, 


we request you utilize two effective and reliable methods of contraception while on Sublocade. 


Please inform your doctor if you are pregnant or plan to become pregnant. If you become 


pregnant, contact the clinic as soon as possible. 


Length of Sublocade Treatment:  


There is no set time limit for treatment with Sublocade. Many people will require this therapy 


for several months, years or for life. A doctor or NP can decrease your dose and help you stop 


Sublocade at any time that you feel ready.  You may voluntarily withdrawal from the treatment 


program at any time. It is safest to do this by asking your doctor to gradually reducing your 


Sublocade dose. 
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Urine Drug Screening:  


Urine drug tests are a way to know how you are doing on treatment and to ensure safe 


prescribing. If your urine tests positive for opioids or other drugs, it might mean that you are 


not feeling stable yet. 


PROGRAM RULES AND RESPONSIBILITIES 


I acknowledge the following rules and responsibilities of this program and understand that I 


may have to leave the program if I am unable to follow them. 


➢ I agree to attend my appointments as scheduled with the doctor/NP who are prescribing 


Sublocade for me. If I am unable to attend an appointment due to special circumstances, I 


will call the clinic to reschedule. When I see the doctor/NP as part of my Sublocade 


treatment program, this will be the focus of the appointment and other health concerns will 


have to be addressed with my Primary Care provider. 


➢ I agree to inform any physician/NP or dentist who prescribes medications for me with that I 
am receiving Sublocade, so that my treatment can be adjusted to prevent potentially 
dangerous drug interactions. I will bring any new prescription or medication bottles to my 
doctor’s appointments and to the pharmacy for review. 


➢ I understand that it is my responsibility to make appointments with a doctor before my 
Sublocade prescription runs out. Prescriptions will not be sent to the pharmacy after hours 
and Sublocade will not be dispensed in the Emergency Room. 


➢ I agree to provide routine urine samples as requested by program staff. I understand that 
tampering with my urine sample in any way is a serious violation of the program. I am also 
aware that poppy seeds and certain over-the-counter medications, such as codeine, may 
result in false positive urine drug screens.  


➢ I understand that it is not safe to drive, use a boat, or operate heavy machinery for a few 
days after starting or adjusting my dose. 


➢ I understand that I am required to make appointment times at the clinic consistently. If I am 
unable to attend my monthly appointment for injection, I agree to notify my clinic as soon 
as possible, however understand that I may miss if provider is unavailable to reschedule 
within the timeframe injection is required. 


➢ I understand that when the physician is unavailable there will be no prescription changes. 
➢ I understand if I go to jail during my Sublocade treatment I will be unable to receive my 


injection or alternatively switch to Suboxone while in custody. 
➢ I understand that it also an expectation to treat healthcare providers with respect and that 


they will treat me with respect.  
➢ In the event something unexpected occurs in which your physician/NP is unavailable, you 


may need to be transferred to another certified Sublocade provider.  
➢ If I move to another community, there is no guarantee that there will be a Sublocade 


provider in my area. 
➢ I understand that it also an expectation to treat healthcare providers with respect and that 


they will treat me with respect.  
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LOSS OF TOLERANCE 


I understand that when I stop Sublocade therapy, my tolerance to opioids will have changed. 


This means I am at risk of fatal overdose if I start using the same amount of opioids as I did prior 


to this treatment program. 


Should I return to using opioids after leaving this treatment, I will use much less than I used 


before to reduce my risk of fatal overdose and death. 


CONFIDENTIALITY 


 PHIPA Initial Form reviewed and signed.  


CONSENT 


I give permission for physicians prescribing Sublocade for me to communicate with other 


doctors or health care professionals within my circle of care. 


I understand that the College of Physicians and Surgeons of Ontario or its designate may review 


my chart. This is done to assess the care provided by my physician and is not meant to judge my 


recovery. 


TREATMENT AGREEMENT 


My signature below indicates that I agree to the statements outlined in this agreement. Should 


I fail to meet these responsibilities, I understand that I may be asked to leave the Sublocade 


treatment program. 


I have had the opportunity to discuss and review this agreement with my attending 


Physician/Nurse Practitioner and my questions have been answered to my satisfaction. 


 


Client Name:    


Client Signature:  Date:  


Witness name:     


Witness Signature:   Date:   


 


Updated April 2021; Indivior Incorporated (2021). Sublocade. https://www.sublocade.com/  


  



https://www.sublocade.com/
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Medication Inventory List 


RAAM CLINIC-Fax 623-6314 MEDICATION LIST  Date:      


MEDICATION STOCK ON HAND ORDER 


Acetaminophen 500 mg tab 25 
  


Ibuprofen 200 mg tab 25 
  


Dimenhydrinate 25 mg Oral 25 
  


Dimenhydrinate 25 mg Injectable 2 
  


Odansetron 4 mg wafer 10 
  


Odansetron 4 mg tab 10 
  


Imodium 2 mg tab 10 
  


Naproxen 500 mg tab 25 
  


Clonidine 0.1 mg tab 50 
  


Clonidine 0.025 mg tab 25 
  


Clonidine 0.2 mg tab 25 
  


Lorazepam 0.5 mg SL/po tab 20 
  


Lorazepam 1 mg/po tab 20 
  


Diazepam 2 mg tab 20 
  


Diazepam 5 mg tab 20 
  


Suboxone 2/0.5 mg tab 50 
  


Suboxone 8/2 mg tab 50 
  


Gabapentin 100 mg tab 25 
  


Gabapentin 300 mg tab 25 
  


Olanzapine 5 mg tab 10 
  


Thiamine 100 mg tabs 50 
  


Step 1 nicotine patches 20 boxes 
  


Step 2 nicotine patches 10 boxes 
  


Nicorette Quickmist Berry flavour 10 
  


Nicorette Quickmist Mint flavour 10 
  


Nicorette Inhalers  5 
  


Nicorette Inhalers-Trial Size 5 
  


Nicorette 2 mg gum 3 boxes 
  


Ceftriaxone for IM injection 5 mL 2 
  


Lidocaine for IM ceftriaxone 1 
  


Keflex 500 mg tab 28 
  


Septra DS tabs 28 
  


Baclofen 10 mg tab 25 
  


Lactulose 15 mL  20 
  


TAKE HOME KIT-7 DAY BLISTERPACK 
Rabeprazole 20 mg OD 


25 kits 
  


Thiamine 300mg OD 


Vit D 1000 u OD 


B12 OD 250mcg 


Multivitamin OD 


Staff Signature _____________________________  
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Medication Dispensing 


Purpose: For all staff who are legally eligible to dispense medication in the RAAM clinic to do so 
in a safe and appropriate manner. 


POLICY 


For the purpose of this document, eligible staff are physicians, nurse practitioners, registered 
nurses and registered practical nurses employed at the RAAM Clinic Sites. 


As per CPSO and CNO Practice Standards, “Dispensing” involves: 


• receiving and reading the medication order (this applies when the physicians, nurse 
practitioners, registered nurses and registered practical nurses) is dispensing a medication 
ordered by a colleague on the health care team); 


• selecting the medication and the correct amount of the medication to dispense; checking the 
expiry date; reconstituting the product using accurately measured liquids or diluents, if 
required; 


• repackaging the medication in an appropriate container, if required; 
• labelling the product accurately; and, completing a final physical check to ensure the 


accuracy of the finished product prior to dispensing. 


According to CPSO (Policy statement #1-10) a licensed physician is authorized to prescribe, 
dispense, sell or compound a drug in accordance with all relevant legislation1. 


According to CNO Standards of Practice and the Nursing Act, a nurse practitioner is authorized 
to prescribe, dispense, sell or compound a drug in accordance with all relevant legislation.2  


According to CNO Practice Standard: Medication (2014) “Dispensing is a controlled act that 
authorizes a nurse to select, prepare and transfer stock medication for one or more prescribed 
medication doses to a client or his or her representative for administration at a later time. All 
nurses (registered nurses, registered practical nurses) have access to the controlled act of 
dispensing but they cannot delegate dispensing”.3   


The distribution of samples should not involve any form of material gain for the physician or 
nurse practitioner, or for the practice with which he or she is associated. 


PROCEDURE  


When dispensing any type of medication which may be prescribed, OTC, samples, herbal 
alternatives etc., eligible staff are accountable for: 


1. Ensuring that the medication is dispensed to RAAM clients, or who have been 
appropriately assessed by the MD or NP who is providing the prescription for 
dispensation. 


2. Ensuring the medication is appropriate for the client. 


 
1 CPSO dispensing standards http://www.cpso.on.ca/policies-publications/policy/dispensing-drugs 
2 CNO Practice Standards for NP’s http://www.cno.org/Global/docs/prac/41038_StrdRnec.pdf 
3 CNO Practice Standards Medication 2014- RN/ RPN http://www.cno.org/Global/docs/prac/41007_Medication.pdf 



http://www.cpso.on.ca/policies-publications/policy/dispensing-drugs

http://www.cno.org/Global/docs/prac/41038_StrdRnec.pdf

http://www.cno.org/Global/docs/prac/41007_Medication.pdf
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3. Withholding the medication when there are concerns about how it has been obtained 
or stored (for example, if the medication may have been damaged or improperly 
stored). 


4. Ensuring the medication will not expire before the client is expected to take the last 
dose. 


5. Using proper methods of procurement in order to be assured of the origin and chain of 
custody of medications being dispensed. 


6. Storing all medications securely and appropriately. 
7. Having an audit system in place in order to track medication dispensation, and identify 


possible medication loss. 
8. Disposing of drugs that are unfit to be dispensed (expired or damaged) safely and 


securely and in accordance with any environmental requirements. 
9. Packaging medication in a container that is appropriate for the client and maintains the 


integrity of the medication. 
10. If the medication requires repackaging the medication container or packaging is to be 


labelled with the following required information: 
1. an identification number, if applicable 
2. client’s name 
3. date the medication is being dispensed 
4. name and if applicable, the strength of the medication 
5. manufacturer of the medication (if available) 
6. dose, route of administration, frequency and if applicable, the duration of the 


therapy.  
7. quantity of medication dispensed 
8. special instructions 
9. expiry date of the medication, if applicable 
10. NP’s name and protected title 
11. the name, address and telephone number of the organization from which the 


drug is dispensed. 


For medication that was prescribed by another prescriber staff are responsible for: 


1. Ensuring the prescriber’s name and title is clearly indicated in the label of the container 
in which the medication is dispensed. 


2. Providing education to the client, or client’s representative, that includes:  
1. purpose of the medication,  
2. dosage regime,  
3. special instructions,  
4. expected benefits, side effects and  
5. storage requirements 


3. Handing the medication directly to the client or the client’s representative. 
4. Documenting in the health record specifics of the medication dispensed, including:  


a. the rationale for dispensing the medication which specifically includes which 
circumstances apply 
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b. the particulars from the label that are not already reflected in the client’s health 
record (identification number; medication name, strength, and manufacturer; 
directions for use; special instructions; quantity dispensed and expiry date). 


Repackaging Drugs Already Dispensed 


As per CNO Practice Standard: Medication- It is not a controlled act to repackage medication 
that has already been dispensed. When providing clients with their repackaged medications, 
Physicians, NP’s and Nurses are accountable for:  


• ensuring that the medication has been repackaged safely, 
• ensuring that the label includes information clients need to administer their own 


medication safely. 


Dispensing of over-the-Counter (OTC) medication, without an Order 


OTC refers to medications and preparations that do not require a prescription; for example, 
herbal therapies and acetaminophen. 
Physicians, NP’s and Nurses are solely accountable for recommending OTC medications to 
clients and for any outcomes of those recommendations. Before recommending an OTC 
medication, Physicians, NP’s and Nurses must have the knowledge, skill and judgment about 
the client’s situation; the client’s condition and medication profile; and the medication. 
The Dispensing Process will be followed. 
OTC medications are not part of the act of prescribing; however, in some circumstances the 
nurse’s role may include administering or recommending OTC medications to clients. 
Legislation or organizational policies may require an order from an authorized prescriber in this 
case.  


Dispensing of Medication samples 


Medication samples (clinical evaluation packages) should only be distributed to clients by staff 
with prescribing authority (Physician and NP).  Medication samples may be dispensed in order 
to allow Physicians/NP’s to evaluate the clinical performance of the medication outside of the 
context of post marketing surveillance studies, to initiate therapy, or for a similar Purpose. 
Any departure from this must be justifiable in terms of principles of ethical medical practice - 
for example, where the normal means of obtaining drugs or other medical products would 
result in an excessive financial burden or other hardship to the client. 
All samples provided to clients must be recorded in the client health record.  (CPSO Practice 
standard – drug samples) 
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Preventing and Managing Medication Errors  


POLICY 


To support safe medication practice, systems need to be in place for monitoring, addressing 
and learning from any medication errors that occur in the practice environment. 


PROCEDURES 


Prescribing Medication 


Health Care Providers must specify all the information necessary for properly prescribing 
medication, including: 


a. Name and address of client 
b. Name of drug, drug strength and quantity 
c. Full instructions for use of drug 
d. Full date (day, month, and year) 
e. Refill instructions, if any 
f. Printed name and signature of prescriber (include address and telephone 


number of NorWest CHC) 
g. In cases where client is a child, consider adding clients weight/age on 


prescription for dosing adjustments 


All prescriptions and medication orders must be clearly understandable and written in a legible 
manner. 


Consult other sources of information for further information on prescription specifications i.e. 
colleagues, current CPS manual, drug formularies and pharmacist. 


Dispensing Medication 


When dispensing medications, the following will be verified: 


a. Right client 
b. Right medication 
c. Right reason 
d. Right dose 
e. Right frequency 
f. Right route 
g. Right site 
h. Right time 
i. Within expiry date 


All Health Care Providers will 


1. Perform independent double-checks as needed on prepared medications; 
2. Have knowledge of confusing drug names (Appendix # 3: ISMP’s List of Confused Drug 


Names); 
3. Be aware of medications with potential for life-threatening injury (Appendix # 1: ISMP’s 


List of High-Alert Medications); 
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4. Avoid use of error-prone abbreviations, dose designations and symbols (Appendix # 2: 
ISMP’s List of Error-Prone Abbreviations, Symbols and Dose designations); and, 


5. Assess their own abilities regarding knowledge of the medication, skills to reconstitute 
and administer, judgment to identify and respond to outcomes. 


In the event of a medication error/near-miss 


1. Contact client immediately 
2. Consult with physician and have client go to Emergency Room if there is a possibility of 


life threatening injury 
3. Fill out the Near Miss Report/Medication Treatment Error Incident Report to outline 


system issues that contributed to the error, including: 
a. Describe the error or preventable adverse drug reaction. What went wrong? 
b. Was this an actual medication error (reached the client) or are you expressing 


concern about a potential error or an error that was discovered before it 
reached the client? 


c. Client outcome. 
d. The generic name of all products involved. 
e. The brand name of all products involved. 
f. The dosage form, concentration or strength, etc. 
g. How was the error discovered/intercepted? 
h. State recommendations for error prevention in future instances. 


 


References 


1. College of Nurses of Ontario, Practice Standard: Medication, Revised 2008.  www.cno.org 
2. The College of Physicians and Surgeons of Ontario, Preventing Medication Errors, 2007, www.cpso.on.ca 
3. Institute for Safe Medication Practices, 2008, www.ismp.org 
  



http://www.cno.org/

http://www.cpso.on.ca/

http://www.ismp.org/
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Incident Reporting Form – Medication Treatment Error or Near Miss 


Part 1: General Information 


Date of incident: Time of incident: 


Incident discovered by: Date discovered:  


Site:  


☐ Thunder Bay      ☐ Outreach Site (please specify): 


Health care provider(s) involved in medication/treatment error/near miss:  


Client initials:  Client Record Number:  


Client or Substitute Decision Maker informed (if applicable)?  ☐ Yes or ☐ No    


Part 2: Description of incident 


Type of Incident:  


☐ Harmful Incident ☐ Near Miss ☐ No Harm Incident 


Classification (check as many as apply:  


☐ Medication error or potential error ☐ Incorrect Medication    ☐ Incorrect Dose 


☐ Failure to prescribe a necessary medication    ☐ Incorrect route 


☐ Allergies or Contraindications not documented   
 


☐ Other (please specify):  


☐ Incorrect Order/Communication:  
 


Description of the incident (include specific details such as adverse reaction, type/name of 
products involved):  


 


How was the error or near miss discovered/intercepted?  


 


Indicate the possible cause(s) and contributing factor(s) to the error or near miss:  
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Action Taken:  


 


Recommendations to prevent future recurrence:  


☐ Product/labeling/packing 


☐ Incorrect Procedure 


☐ Failure to process test results 


Part 3: Follow-up 


Steps undertaken to investigate and analyze the error/near miss:  


Comments and Conclusions:  


 


Action taken to prevent recurrence:  
 


Further recommendations:  


Follow up completed by:  


 


Signature: Date: 


☐ Report to Manager/Director     Date:  


☐ Manager Reported to CEO      Date: 


 


Please send a completed electronic copy to the Director of Health Services.   
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Narcotic & Controlled Drugs Count-Discrepancy Report 


 
Please fax to Pharmacy immediately when form is completed  


LUCERO-Syndicate Fax: 625-5490 


RAAM Clinic Fax: 623-6314 


 


RAAM CLINIC       


Date: ______________________________________ 


 
Name, Quantity & Form of Drug 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
_____________________ 


Date & Time Error Found: 
________________________________________________________________ 


 
Narcotic Count Sheet Number: 
___________________________________________________________ 


 
Reported by (RN, NP): _________________________________________________________ 


 
Discrepancy detail & steps taken to correct or clarify the problem: 
_______________________________ 


______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
__________________________________________ 


Clinical Manager: 


__________________________________________________________ 


Date:______________________________________________________ 


Send original copy to Pharmacy 
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Narcotic and Controlled Drug Protocol 


Narcotics are regulated under the Controlled Drugs and Substances Act, which is a federal 
legislation that is administered by the Office of Controlled Substances of Health Canada. 


Each organization is responsible for following these regulations and deciding which methods 
they use to store and count narcotics within their specific setting. 


The College of Nurses of Ontario sets provincial standards for practice standards to support 
nurses to provide safe and ethical care of the people of Ontario. All nurses in Ontario are 
expected to stay current in these standards. The practice standards outline the expectations for 
nurses that contribute to public protection. They inform nurses of their accountabilities and the 
public of what to expect of nurses. The standards apply to all nurses regardless of their role, job 
description or area of practice. 


The medication practice standard describes nurses’ accountabilities when engaging in 
medication practices, such as administration, dispensing, medication storage, inventory 
management and disposal. Three principles outline the expectations related to medication 
practices that promote public protection. 


The principles are:  


• Authority 


• Competence 


• Safety. 


This practice standard applies to all nurses. In addition, Nurse Practitioners are accountable for 
the medication practices outlined in the Nurse Practitioner practice standard. 
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Narcotic / Controlled Drug Inventory Record 
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Reporting of Reportable Illnesses 


Reporting Reportable Diseases is required by law. It is important to ensure confidentiality of 
this information. 


Reporting diseases of public health significance 


In keeping with the "Health Protection and Promotion Act", (1983) (Ontario Regulations 
559/91, "A physician or a person registered under R.H.P.A. (regulated Health Professions Act) to 
practice a health discipline or a person registered as a drugless practitioner under the Drugless 
Practitioners Act who, while providing professional services to a person who is not a client in or 
an outpatient of a hospital, forms the opinion that the person has or may have a reportable 
disease shall, as soon as possible after forming the opinion, report thereon to the medical 
officer of health of the health unit in which the professional services are provided."    
The health care provider is also to report refusal or neglect of treatment for a communicable 
disease. 


• When a positive report of a reportable communicable disease is received, the client should 
be contacted as soon as possible, informed of the result, and treated appropriately. Refer 
to Thunder Bay District Health Unit for contract tracing. 


• The client should be notified that reporting of the communicable disease to the Medical 
Officer of Health is mandatory. 


• The information shall be reported by phone to the Communicable Disease Nurse at the 
Thunder Bay District Health Unit (THBHU) (625-5900), by the health care provider who is 
handling the case.  Any necessary forms will be sent from the TBDHU and completed 
appropriately.  Contact tracing can also be done by the Communicable Disease Nurse. 


• This list is to be amended when updated by the Thunder Bay District Health Unit. 
 
Reporting Diseases of Public Health Significance. Effective Date January 2003. Last Reviewed 
Date August 2019    
Reportable Disease List – Thunder Bay District Health Unit See Below   
http://www.e-laws.gov.on.ca/html/regs/english/elaws_regs_910559_e.htm  


Clinical Institute Withdrawal Assessment for Alcohol 


The CIWA-Ar is a validated instrument for monitoring the severity of withdrawal. It can be 
completed in a few minutes by a primary care provider. The CIWA consists of 10 items that 
measure the severity of symptoms such as anxiety and hallucinations, and signs such as tremor 
and sweating. A score of 10 or more indicates the need for benzodiazepines. Treatment is 
completed when the patient scores less than 8 on two consecutive readings at least one hour 
apart. CIWA-Ar can be found in this manual under ‘Medically Supported Alcohol Withdrawal 
Order Protocol’ 
  



http://www.e-laws.gov.on.ca/html/regs/english/elaws_regs_910559_e.htm
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Clinical Opioid Withdrawal Scale 


The Clinical Opiate Withdrawal Scale (COWS) is an 11-item scale designed to be administered 
by a clinician. This tool can be used in both inpatient and outpatient settings to reproducibly 
rate common signs and symptoms of opiate withdrawal and monitor these symptoms over 
time. The summed score for the complete scale can be used to help clinicians determine the 
stage or severity of opiate withdrawal and assess the level of physical dependence on opioids. 
Practitioners sometimes express concern about the objectivity of the items in the COWS; 
however, the symptoms of opioid withdrawal have been likened to a severe influenza infection 
(e.g., nausea, vomiting, sweating, joint aches, agitation, tremor), and patients should not 
exceed the lowest score in most categories without exhibiting some observable sign or 
symptom of withdrawal. 
 


   
RAAM Clinical Opioid Withdrawal Scale (COWS) 


Date: 
 
Time:  


Interval 


0 30 Min 
2 


Hours 
4 


Hours 


        


Score 


Resting Heart Rate (measure after lying or sitting for 1 minute): 
0     HR 80 or below    1    HR 81-100   
2     HR 101-120           4    HR greater than 120  


        


Sweating (preceding 30 min and not related tp room/activity)  
0 no report of chills or flushing     
1 subjective report of chills or flushing   
2 flushed or observable moistness on face   
3 beads of sweat on brow or face   
4 sweat streaming off face  


        


Restlessness (observe during assessment):   
0 able to sit still   
1 reports difficulty sitting still, but is able to do so   
3 frequent shifting or extraneous movements of legs/arms   
5 unable to sit still for more than a few seconds  


        


Pupil size: 
0 pupils pinned or normal size for room light 
1 pupil is possibly larger than normal for room light 
2 pupils moderately dilated 
5 pupils so dilated that only the rim of the iris is visible 


        


Bone or joint aches (not including existing joint pains): 
0 not present 
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1 mild diffuse discomfort  
2 patient reports severe diffuse aching of joints/ muscles 
4 patient is rubbing joints / muscles plus unable to sit still due to 
discomfort    


Runny nose or tearing (not related to URTI or allergies): 
0 not present   
1 nasal stuffiness or unusually moist eyes 
2 nose running or tearing 
4 nose is constantly running or tears streaming down cheeks 


        


GI upset (over last 30 minutes): 
0 no GI symptoms 
1 stomach cramps 
2 nausea or loose stool 
3 vomiting or diarrhea 
5 multiple episodes of vomiting or diarrhea 


        


Tremor (observe outstretched hands): 
0 no tremor 
1 tremor can be felt, but not observed 
2 slight tremor observable 
4 gross tremor or muscle twitching 


        


Yawning (observe during assessment): 
0 no yawning 
1 yawning once or twice during assessment 
2 yawning three or more times during assessment 
4 yawning several times/minute 


        


Anxiety or irritability 
0 none 
1 patient report increasing irritability or anxiousness 
2 patient is obviously irritable or anxious 
4 patient so irritable or anxious that participation in the 
assessment is difficult 


        


Gooseflesh skin   
0 skin is smooth   
3 piloerection (goosebumps) of skin can be felt or hairs standing up 
on arms 
5 prominent piloerections 


        


SCORE INTERPRETATION:         
 5-12   = MILD             25-36= MODERATELY SEVERE 
13-24 = MODERATE    > 36 = SEVERE WITHDRAWAL 
  
 Action taken / Comment:   
  
   


Total  Total   Total   Total  


  
  


      


Initials   
  


Initials  Initials  Initials  


Medical directive: Alcohol Withdrawal Protocol with Diazepam 
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Alcohol Withdrawal Protocol 
with Diazepam (Rapid Access 
Addiction Medicine Clinic) 


Written 
April 2018  


Review 
Date: Nov 
2020  
RAAM Protocol 
001 


Alcohol Withdrawal Protocol with Diazepam (Rapid Access Addiction Medicine Clinic)  
Purpose 


This procedure is a guidance document for the administration of diazepam for alcohol 
withdrawal, for clients of the Rapid Access Addiction Medicine Clinic (RAAM).  


Procedure 


All clients will be assessed by the RAAM nurse practitioner / physician prior to medication 
administration or initiation of the procedure. An order is required for this procedure. The 
NorWest Community Health Centre registered nurse (RN) / registered practical nurse(RPN) 
must enter the order into the client’s electronic medical record (EMR).   


Prior to implementing the following protocol  


• Complete vital signs 
• Urine drug screen on admission to RAAM.  
• Compete CIWA-Ar Assessment  
• Obtain order  


If CIWA –Ar score 20 or over:  


• Give diazepam 20 mg PO x 1 dose STAT, if urine drug screen negative for 
benzodiazepines. 


• Send client to Emergency Department via ambulance.  If client condition worsens or 
additional support is required initiate code blue procedure and don appropriate PPE. 


If CIWA score 11-19, moderate withdrawal:  


• CIWA-Ar hourly and before each dose of diazepam while patient is on site. 
• Give diazepam 10 mg to 20 mg PO every 1 to 2 hours until CIWA-Ar is less than or equal 


to 10, or until a maximum of 3 doses are given. 
• If CIWA-Ar remains above 10 after three doses diazepam, contact physician or nurse 


practitioner. 
• Consider admission to residential withdrawal management program at Balmoral Centre. 


 
If CIWA-Ar 10 or below, mild withdrawal: 


• Continue to observe, repeat CIWA –Ar in one hour. 
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Once client’s CIWA-Ar is 10 or below. 
• Gabapentin 300 mg PO TID for seven days.     
• Thiamine 300mg PO OD for three days. 
• Daily dispensing from local pharmacy. 


Clients are to be reassessed the next day in person or by telephone by a RAAM Registered 
Employee 


Contraindications 
• Known allergy or hypersensitivity reaction to medication(s) named in this directive. 


Consult physician/nurse practitioner  
• Any condition that prevents reliable implementation of CIWA-Ar (e.g. advanced 


neurocognitive deficits, extreme language barrier) 
• Advanced liver disease 
• Severe respiratory impairment 
• Acute narrow-angle glaucoma  


Possible Adverse Reactions 


The most common reactions include unsteadiness, trembling, problems with muscle control 
or coordination, ataxia, hypertonia, irritability, abdominal discomfort. 


Who can implement this procedure? 


A RN/RPN who has competency, knowledge, skill and judgment about the client’s situation; 
the client’s condition and medication drug profile. If the RN/RPN lacks any of these or feels 
that future consultation is required, he/she will contact the prescriber. 


References 
• CNO Practice Standards Medication 2019- RN/ RPN 
• CNO Dispensing FAQ  RN/ RPN 
• CNO Practice Standards for NP’s 
• CPSO dispensing standards 


This material has been prepared solely for use at the Rapid Access Addiction Medicine Clinic 
(RAAM). The RAAM clinic and partnering agencies accepts no responsibility for use of this 
material by any person or organization not associated with RAAM. No part of this document 
may be reproduced in any form for publication without permission of RAAM. A printed copy of 
this document may not reflect the current latest version.


  



https://www.cno.org/globalassets/docs/prac/41007_medication.pdf
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Medically Supported Alcohol Withdrawal Order Protocol 
  


Allergy (to be transcribed from 
Allergies/Sensitivities form): 


 
CROSS OFF UNWANTED ORDER(S)         


 
 Diazepam (Valium) 20mg po q1h x 3  ( 
CIWA-Ar hourly and prior to each dose) 


 Start Date 
(dd/mm/yyyy)_______________ 


 (A minimum of 3 doses for clients/patients 
with a history of Seizures, Delirium 
Tremens  


 or   Alcohol Hallucinosis  or CIWA-Ar value 
equal to or greater than 18 (severe 
withdrawal) 


        


 
If above order is  applies, begin order 
below 1 hr after 3rd dose 


Diazepam (Valium) 20 mg po q1-2h 


for CIWA-Ar greater than or equal to 15 


Start Date 
(dd/mm/yyyy)__________________ 


If CIWA-Ar score is above 15 after the 4th 
dose of Diazepam(Valium) 20 mg then 
notify the  


DUTY DOCTOR and consider hospital 
admission/transfer.  


        


 
For CIWA-Ar (11-17) consider this moderate 
withdrawal. CIWA-Ar hourly and prior to 
each dose 


Diazepam (Valium)  10-20mg po Q1-2h 
repeat until CIWA-Ar is less than or equal to 
10. If CIWA-Ar is persistently above 10 after 
40mg contact M.D. 


Start 
Date(dd/mm/yyyy)____________________
___ 
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For CIWA-Ar equal or less than 10 consider 
this mild withdrawal continue to observe, 
repeat CIWA hourly with no Diazepam 
(Valium)  required. If less than or equal to 8 
then CIWA-Ar every 4hrs. If CIWA-Ar above 
10 follow protocol above. 


        


 
POST CIWA-Ar ORDER - DAY 2 for CIWA -Ar 
(greater than or equal to 10) 


Diazepam (Valium) 5-10 mg  po q3-8h prn, 


maximum 30 mg in 24 hrs 


Start Date 
(dd/mm/yyyy)_________________ 


IF CIWA-Ar is above 10 notify the DUTY 
DOCTOR. 


        


 
POST CIWA-Ar ORDER - DAY 3 for CIWA-Ar 
(greater than or equal to 10) 


Diazepam (Valium)  5-10 mg  po q3-8h prn, 


maximum 20 mg in 24 hrs 


Start 
Date(dd/mm/yyyy)____________________ 


        


 
POST CIWA-Ar ORDER - DAY 4 for CIWA-Ar 
(greater than or equal to 10) 


Diazepam (Valium) 5 mg  po q3-8h prn, 


maximum 10 mg in 24 hrs 


Start Date 
(dd/mm/yyyy)____________________ 


        


Allergy (to be transcribed from 
Allergies/Sensitivities form): 
 


         


CROSS OFF UNWANTED ORDER(S) 
    


 


Administer Thiamine before 
glucose or food to prevent 
precipitating Wernicke-Korsakoff 
Syndrome 
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Initial dose, Thiamine 
100mg/ml,  3mls IM (gluteal 
injection) x 3days 


Start Date 


(dd/mm/yyyy)_____________ 


If gluteal injection declined then 
Thiamine 100mg/ml , 2mls IM 
(maximum deltoid injection) 


Start Date 


(dd/mm/yyyy)_____________ 


    


 


Administer Thiamine before 
glucose or food to prevent 
precipitating Wernicke-Korsakoff 
Syndrome 


Then, Thiamine 100mg po TID x 6 
days 


Start Date 


(dd/mm/yyyy)________________
__ 


    


 


Acetaminophe (Tylenol) 325mg-
650mg po Q6H prn to a maximum 
of Acetaminophen   


(Tylenol) 1800mg in 24hrs. 


Start date 
(dd/mm/yyyy)_____________ 


    


 


Dimenhydrinate (Gravol) 50mg-
100mg po/subcut/IM Q6h prn. 


Start Date 
(dd/mm/yyyy)________________
___ 


    


 


Folic Acid 5 mg OD x 7 days 


Start Date 
(dd/mm/yyyy)_______________ 


    


 


Multivitamin (Centrum) once/day 
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Start Date 
(dd/mm/yyyy)________________
___ 


MD/NP (signature): 
 


    
 


Date to Start (dd/mm/yyyy): 
 


    
 


                                                                                                                                                                            
                                                                                          Check when completed                  Staff 
Initials 


Health teaching provided to patient/client on risk of falls due to impairment, sedation, 
and/or the physical environment. 


  


Pregnancy excluded. 
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Medical directive: Alcohol Withdrawal Protocol with Lorazepam. 


  


Alcohol Withdrawal Protocol with 
Lorazepam (Rapid Access Addiction 
Medicine Clinic) 


Written April 2018 


Last Review Date:  
Nov 2020 


RAAM Protocol #002 


Corresponding 
Protocol # 


Purpose 
This procedure is a guidance document for the administration of lorazepam for alcohol 
withdrawal, for clients of the Rapid Access Addiction Medicine Clinic (RAAM).  
Consideration for patients with liver dysfunction, elderly, known low serum albumin, clients 
on methadone or high dose opiates. 


Procedure 
All clients will be assessed by the RAAM nurse practitioner / physician prior to medication 
administration or initiation of this protocol. An order must be received prior to 
implementation. The registered nurse (RN) / registered practical nurse(RPN) must enter the 
order into the client’s electronic medical record (EMR). 


Prior to implementing protocol 
1. Complete vital signs and urine drug screen on admission to RAAM. 
2. Compete CIWA-Ar Assessment 
3. Obtain order  


If CIWA –Ar score 20 or over: 
• Give lorazepam 4 mg PO/sublingually x 1 dose STAT, if urine drug screen negative for 


benzodiazepines 
• Send Client to Emergency Department via ambulance.  If client condition worsens or 


additional support is required initiate code blue procedure and don appropriate PPE. 


If CIWA-Ar score 11-19, moderate withdrawal: 
• CIWA-Ar hourly and before each dose of lorazepam while patient is on site 
• Give lorazepam  2 mg PO/sublingually every 1 to 2 hours until CIWA-Ar is less than or 


equal to 10, or until a maximum of 3 doses are given 


If CIWA-Ar remains above 10 after 3 doses of lorazepam, contact physician or nurse 
practitioner. 


• Consider admission to residential withdrawal management program at Balmoral 
Centre. 


If CIWA-Ar 10 or below, mild withdrawal: 
• Continue to observe, repeat CIWA –Ar in one hour. 
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Once patient CIWA-AR is 10 or below. 
• Gabapentin 300mg TID for seven days. 
• Thiamine 300mg PO OD for three days. 
• Dispensed daily from local pharmacy. 
• Patient to be assessed the next day. 
• To be assessed by NP or MD if appropriate for prescription 


Clients are to be reassessed the next day in person or by telephone following 
implementation of this protocol. 


Contraindications 
• Known allergy or hypersensitivity reaction to medication(s) named in this directive. 


Consult physician/nurse practitioner  
• Any condition that prevents reliable implementation of CIWA-Ar (e.g. advanced 


neurocognitive deficits, extreme language barrier) 
• Advanced liver disease 
• Severe respiratory impairment 
• Acute narrow-angle glaucoma 


Possible Adverse Reactions 
The most common reactions include drowsiness, unsteadiness, trembling, problems with 
muscle control or coordination, ataxia, hypertonia, irritability, abdominal discomfort. Sever 
reaction could include respiratory depression/distress, extreme fatigue, coma or death 


Who can implement this procedure?  
The RAAM RN/RPN who has competency, knowledge, skill and judgment about the client’s 
situation; the client’s condition and medication drug profile. If the RN/RPN lacks any 
competency’s or feels that future consultation is required, he/she will contact the prescriber 
immediately.   
References 


• CNO Practice Standards Medication 2019- RN/ RPN 
• CNO Dispensing FAQ  RN/ RPN 
• CNO Practice Standards for NP’s 
• CPSO dispensing standards 


This material has been prepared solely for use at the Rapid Access Addiction Medicine Clinics 
(RAAM). The RAAM clinic and partnering agencies accepts no responsibility for use of this 
material by any person or organization not associated with RAAM. No part of this document 
may be reproduced in any form for publication without permission of RAAM. A printed copy of 
this document may not reflect the current latest version.


 


  



https://www.cno.org/globalassets/docs/prac/41007_medication.pdf





 


STRONGER TOGETHER  
(Draft) Medical Policies and Procedures for a NWO RAAM approach 


Client Discharge Procedure  


 


Client Discharge Procedure 
(Rapid Access Addiction Medicine Clinic) 


Written  
April 2018 


Review Date:  
Nov 2020 


RAAM #003 


Purpose 
This procedure is a guidance document for the discharge of clients of the Rapid Access Addiction 
Medicine Clinic (RAAM). 


Procedure 
1. All addiction related medical therapies have been stabilized. 
2. Counselling has developed a collaborative treatment plan with community services for on-going 


community treatments or client is stable and an individualized relapse prevention plan is in 
place. 
• RAAM counsellors will refer to longer term counselling and supports through established 


pathways early in treatment if required. Counsellors will support clients until transfer of care 
is complete. Counsellors will schedule follow up sessions at defined intervals for up to 1 year 
for on-going health assessments. 


• Discharge summary documented in the EMR will be completed upon discharge from 
counselling services. 


3. Client has a willing physician/nurse practitioner in the community to continue any required 
medications. 
If client is deemed complex, then suggest discharge transfer to addiction specialty clinic 
AND/OR SJCG. 


4. 1 -2-page discharge summary is completed and sent along with counselling discharge summary 
to receiving physician/nurse practitioner or agency. 


5. Evaluation tools complete World Health Organization Disability Assessment Scale (WHODAS). 


Care Providers will document a note in the ERM if a client chooses to discontinue services for any of 
the below reasons: 


a. Choose to not accept ongoing care or participate in treatment agreement  
b. Client repeatedly demonstrates unacceptable behaviour as outlined in the client rights and 


responsibilities   
c. Chooses to obtain addiction treatment/services with an another care provider/clinic. 


Who can implement this procedure? 
RAAM MD/NP/RN/RPN/Counselor 


This material has been prepared solely for use at the Rapid Access Addiction Medicine Clinic 
(RAAM). The RAAM clinic and partnering agencies accepts no responsibility for use of this 
material by any person or organization not associated with RAAM. No part of this document 
may be reproduced in any form for publication without permission of RAAM
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Client Emergency Food Distribution 


Short term food distribution is available to clients in need in the form of emergency food bags. 
These supply roughly 2000 calories for the recommended nutritional needs of one individual for 
one day. Packages consist of 2 proteins, canned soup, sleeve of crackers, granola bars, fruit 
cups and juice boxes. Food is stored within the RAAM clinic. Inventory and packaging is 
organized by the peer support worker. The lead admin orders large volumes through the 
NWCHC Health Promotion officer.  


RAAM Brief Counseling Support 


Strategies for brief counselling and support for patients with SUD in a RAAM clinic 


Goal of first RAAM clinic visit: 
The primary goal should be to establish a good therapeutic rapport with the patient, which has 
a significant positive influence on the outcomes of the visit and patient motivation to come 
back for follow-up care. 


Registration process: 
Train registration staff on how to greet and interact with RAAM patients. 
• Emphasize the issue of shame and guilt that many patients with SUD feel, and how this 


impacts their self-esteem/self-confidence or their anxiety and stress. 
• Identify ways to maintain confidentiality. If patients register at a desk that also registers 


patients for other clinics, cue registration staff on ways to maintain confidentiality: Instruct 
staff to be mindful when they ask patients why they are there, which clinic they are going 
to, or which doctor they are going to see. 


• Establish a clear procedure for patients presenting without a health card. 
• Ensure that front desk staff know how to support patients or direct them appropriately 


when there are concerns about waiting times or if medical issues arise in the waiting room. 
• Establish a clear, consistent procedure for patients who show up outside of RAAM hours 


Assessing substance use disorders 
Educating patients about substance use disorders 


Main messages: 


• Explain that substance use disorders are not caused by weakness or moral failing. 
• Explain that there are effective treatments for substance use disorders. 
• Provide advice on avoiding substance-related harms. 
• Address patient questions and concerns. 
• Refer to physician for medication-assisted treatment when indicated and/or psychosocial 


counselling resources. 
• Explain how the brain influences substance use 


o Humans have a reward centre in the brain and when an essential activity for 
survival is performed (e.g. eating), dopamine is released. Dopamine makes us 
feel good, so we are motivated to repeat the activity. 
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o Drinking and using drugs also cause a release of dopamine, more powerful even 
than with survival activities. This is what reinforces people’s substance use, even 
when rationally they know it is harmful to them. 


• Explain how trauma influences substance use 
People with a history of trauma or adverse childhood events have abnormal neuro-
development: 


o Dysfunction in dopamine and serotonin pathways 
o Problems with affect-regulation, attachment, identity, relationships, sense of 


meaning 
o High levels of anxiety, depression, suicidality 
o Rarely feel at ease and relaxed 
o Using substances can help people to cope with these feelings. 


• Explain how concurrent mental illness influences substance use 
People with substance use disorders often suffer from other mental health issues, which 
may have contributed to their initial and ongoing substance use. Common concurrent 
disorders: 


o PTSD 
o Anxiety 
o Depression 


These disorders must be addressed (along with substance use) through counselling. 


• Explain that a substance use disorder is a chronic illness 


People with substance use disorders often have the following four traits: 


1. They cannot control their substance use. 
2. They continue to use substances despite knowing it is harmful. 
3. They spend a lot of time using substances. 
4. They have powerful urges or cravings to use substances. 


Substance use disorders have nothing to do with character, will power, or morals. 
Having a substance use disorder does not make you a bad or weak person. 


Harm reduction counselling 


Tips to reduce alcohol intake for at-risk drinkers or patients with mild AUD: 


• Set a goal for reduced drinking. The goal should specify the amount on each drinking day 
and the circumstances (e.g., have no more than three drinks on Thursday, Friday, and 
Saturday, and no drinking alone). The goal should include non-drinking days. 


• Record drinks in a calendar, logbook, or smartphone application. 
• Arrive and leave drinking events at predetermined times. 
• Eat before and while drinking. 
• Start drinking later in the evening or night. 
• Switch to a less preferred alcoholic drink. 
• Pace your drinking (e.g., no more than one drink per hour). 
• Sip drinks slowly. 
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• Alternate alcoholic drinks with non-alcoholic drinks 
• Have a 20-minute time-out between the decision to drink and actually having the drink. 


Early recovery tips for patients with moderate or severe AUD 


• Make recovery your top priority in first few months. 
• Avoid “triggers” (e.g., pubs, drinking buddies). 
• Avoid stresses (e.g., overwork, interpersonal conflict). 
• Find methods to reduce stress, such as exercise or meditation. 
• Eat and sleep at regular hours. 
• Spend time with supportive family and friends. 
• Have daily contact with a close friend, family member, or AA sponsor for support. 
• Use AA or other support groups if available. 
• Have a contingency plan to interrupt a slip or relapse. 
• In case of a relapse, immediately contact your physician, counsellor, or sponsor. 


Advice for patients with OUD on preventing overdose 


• Do not inject. 
• If you have been abstinent for any length of time (even just a few days), take a much 


smaller dose than usual. 
• Take a test dose unless you got the drug directly from a doctor’s prescription. 
• Do not mix opioids with alcohol or benzodiazepines. 
• Always have a friend with you while using opioids. 
• Always carry naloxone. 
• If someone appears drowsy, has slurred speech, or is nodding off after taking opioids: 


o Do not leave them alone. 
o Do not let them sleep, even if someone watches them overnight. 
o Shake them and shout their name. 
o Call 911. 
o Administer naloxone if available and start CPR. 


Techniques for coping with cravings 


• Delay technique: “I will not act on this craving right away. I will wait 5 (or 10 or 15) 
minutes to decide whether to act on this craving.” 


• Distract technique: Prepare a list of distractions ahead of time (e.g., call a friend or 
sponsor, go for a walk or run, do some housecleaning). Select from the list of 
distractions when having a craving. 


• Urge surfing technique: Picture the urge as an ocean wave and imagine yourself surfing, 
using your breath as the surfboard. Ride this wave through its peak and its decline, 
without being submerged or wiped out by its enormity. 


Educating patients about pharmacotherapy 
Role of AUD medications 
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• Taking a medication for AUD helps with physical cravings for alcohol, making patients 
more able to focus on their counselling and recovery. 


• Naltrexone 
o Reduces euphoric effects of drinking 
o Patients do not need to be abstinent before starting 
o Contraindications: Taking opioids, liver failure (caution with dysfunction or 


disease) 
o Side effects: GI upset, elevated liver enzymes (reversible) 


• Acamprosate 
o Reduces post-acute withdrawal symptoms 
o Patients should be abstinent for three or four days before starting 
o Contraindications: Serious renal disease, pregnancy 
o Side effects: GI upset, nervousness 


• Disulfiram 
o Causes toxic reaction to alcohol (effects can be severe and, in very rare cases, 


fatal) 
o Patients must be abstinent for at least two days before starting 
o Best outcomes when taken under the supervision of partner, pharmacist, or 


sponsor 
o Contraindications: Elderly, cardiac disease, liver dysfunction, disease, or failure, 


psychosis, cognitive dysfunction, pregnancy 
o Side effects: Hepatitis, neuropathy, depression, psychosis 


Role of buprenorphine/naloxone 


• Buprenorphine/naloxone relieves opioid cravings for a full 24 hours without causing 
euphoria. 


• Buprenorphine is a partial opioid agonist with a long duration of action and a ceiling 
effect. 


o Binds very tightly to opioid receptors 
o Displaces other opioids (displacement of fentanyl is lower and less complete) 
o Doses beyond 24–32 mg do not have any additional effects 
o Much less likely to cause overdose than methadone or other potent opioids 


• It is taken as a sublingual tablet (dissolves under the tongue). 


Criteria for giving take-home naloxone 


• Not on methadone or buprenorphine/naloxone, on these medications but started in the 
past two weeks, or on these medications but continuing to use substances 


• On high-dose opioids for chronic pain 
• Treated for overdose (or reports a past overdose) 
• Injects, crushes, smokes, or snorts potent opioids (fentanyl, morphine, hydromorphone, 


oxycodone) 







 


STRONGER TOGETHER  
(Draft) Medical Policies and Procedures for a NWO RAAM approach 


• Buys methadone or other opioids from the street 
• Recently discharged from an abstinence-based treatment program, detox, hospital, or 


prison 
• Uses opioids with benzodiazepines and/or alcohol 


Women’s College Hospital (2019, June 10). Strategies for brief counselling and support for 
patients with SUD in a RAAM clinic. Retrieved from 
http://metaphi.ca/assets/documents/provider%20tools/RAAM_BriefCounsellingSupport.pdf. 
Reproduced with permission. 



http://metaphi.ca/assets/documents/provider%20tools/RAAM_BriefCounsellingSupport.pdf
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Initial Counselling Session 


Reason for Presenting: 


 


Substance Use: 


 


Current Goals: 


 


Involved with other 
Providers? 


 


Mental Health History: 


 


Diagnosis: Yes/No 


 


Emotional Wellbeing: 


 


Suicide 
Risk/Assessment: 


 


Social supports: 


 


Basic Needs: 


 


Legal Issues: 
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Community Resources 
Connex Ontario: https://www.connexontario.ca/en-ca/ 


 


Thunder Bay 
 
 Alpha Court Non Profit Housing 


http://www.alphacourt.ca/ 
https://www.connexontario.ca/organization?o=1723 


 
 Brain Injury Services of Northern Ontario  


https://bisno.org/ 
https://www.connexontario.ca/organization?o=7239 


 
 Crossroads Centre Inc. 


https://crossroadscentre.ca/ 
https://www.connexontario.ca/organization?o=1591 


 
 Children’s Centre Thunder Bay 


http://www.childrenscentre.ca/en 
https://www.connexontario.ca/organization?o=1592 


 
 CMHA Thunder Bay Branch 


https://thunderbay.cmha.ca/ 
https://www.connexontario.ca/organization?o=1762 


 
 Confederation College 


https://www.confederationcollege.ca/counselling-services/personal-counselling 
https://www.connexontario.ca/organization?o=9047 


 
 Lakehead University 


https://www.lakeheadu.ca/students/wellness-recreation/student-health-and-
wellness/counselling-services 
https://www.connexontario.ca/organization?o=9022 


 
 NAN Hope Nishnawbe Aski Mental Health and Addictions Supports Access Program 


https://nanhope.ca/ 
https://www.connexontario.ca/organization?o=30290 


 



https://www.connexontario.ca/en-ca/

http://www.alphacourt.ca/

https://www.connexontario.ca/organization?o=1723

https://bisno.org/

https://www.connexontario.ca/organization?o=7239

https://crossroadscentre.ca/

https://www.connexontario.ca/organization?o=1591

http://www.childrenscentre.ca/en

https://www.connexontario.ca/organization?o=1592

https://thunderbay.cmha.ca/

https://www.connexontario.ca/organization?o=1762

https://www.confederationcollege.ca/counselling-services/personal-counselling

https://www.connexontario.ca/organization?o=9047

https://www.lakeheadu.ca/students/wellness-recreation/student-health-and-wellness/counselling-services

https://www.lakeheadu.ca/students/wellness-recreation/student-health-and-wellness/counselling-services

https://www.connexontario.ca/organization?o=9022

https://nanhope.ca/

https://www.connexontario.ca/organization?o=30290
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 Oshki-pimache-O-win: The Wenjack Institute 
https://www.oshki.ca/ 
https://www.connexontario.ca/organization?o=30259 


 
 PACE Inc. (People Advocating for Change Through Empowerment) 


https://pace-tbay.net/ 
https://www.connexontario.ca/organization?o=1812 


 
 Sexual Abuse Centre 


http://www.tbsasa.org/ 
https://www.connexontario.ca/organization?o=1860 


 
 St Joseph’s Care Group 


https://www.sjcg.net/ 
https://www.connexontario.ca/organization?o=725 


 
 Thunder Bay Counselling Centre 


https://www.tbaycounselling.com/ 
https://www.connexontario.ca/organization?o=1580 


 
 Thunder Bay Regional Health Sciences Centre 


https://tbrhsc.net/ 
https://www.connexontario.ca/organization?o=1737 


 
 United Way of Thunder Bay 


https://uwaytbay.ca/ 
https://www.connexontario.ca/organization?o=30155 


 
 Ka-Na-Chi-Hih Long Term Residential Treatment Program-Specialized Solvent Abuse 


Treatment Centre 
https://www.kanachihih.ca/ 
https://www.connexontario.ca/Program-Details?ProgramId=34265 


 
 Dilico 


https://www.dilico.com/article/mental-health-and-addictions-5.asp 
https://www.connexontario.ca/Program-Details?ProgramId=1261 
https://www.connexontario.ca/Program-Details?ProgramId=1223 
https://www.connexontario.ca/Program-Details?ProgramId=34581 
https://www.connexontario.ca/Program-Details?ProgramId=34582 
https://www.connexontario.ca/Program-Details?ProgramId=35211 
https://www.connexontario.ca/Program-Details?ProgramId=35210 



https://www.oshki.ca/

https://www.connexontario.ca/organization?o=30259

https://pace-tbay.net/

https://www.connexontario.ca/organization?o=1812

http://www.tbsasa.org/

https://www.connexontario.ca/organization?o=1860

https://www.sjcg.net/

https://www.connexontario.ca/organization?o=725

https://www.tbaycounselling.com/

https://www.connexontario.ca/organization?o=1580

https://tbrhsc.net/

https://www.connexontario.ca/organization?o=1737

https://uwaytbay.ca/

https://www.connexontario.ca/organization?o=30155

https://www.kanachihih.ca/

https://www.connexontario.ca/Program-Details?ProgramId=34265

https://www.dilico.com/article/mental-health-and-addictions-5.asp

https://www.connexontario.ca/Program-Details?ProgramId=1261

https://www.connexontario.ca/Program-Details?ProgramId=1223

https://www.connexontario.ca/Program-Details?ProgramId=34581

https://www.connexontario.ca/Program-Details?ProgramId=34582

https://www.connexontario.ca/Program-Details?ProgramId=35211

https://www.connexontario.ca/Program-Details?ProgramId=35210
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https://www.connexontario.ca/Program-Details?ProgramId=30247 
 
 Opioid Agonist Program- Canadian Addiction Treatment Centres (CATC) 


https://www.oatc.ca/ 
https://www.oatc.ca/clinic-locations/thunder-bay-south-clinic/ 
https://www.oatc.ca/clinic-locations/thunder-bay-north-clinic/ 
https://www.connexontario.ca/Program-Details?ProgramId=30573 
https://www.connexontario.ca/Program-Details?ProgramId=30572 
https://www.connexontario.ca/Program-Details?ProgramId=30571 
https://www.connexontario.ca/Program-Details?ProgramId=30570 


 
 Crisis Response Service- CMHA 


https://thunderbay.cmha.ca/programs-services/crisis-response-services/ 
https://www.connexontario.ca/Program-Details?ProgramId=20104 
https://www.connexontario.ca/Program-Details?ProgramId=36183 
https://www.connexontario.ca/Program-Details?ProgramId=34691 
https://www.connexontario.ca/Program-Details?ProgramId=34692 
https://www.connexontario.ca/Program-Details?ProgramId=34694 
https://www.connexontario.ca/Program-Details?ProgramId=34693 
https://www.connexontario.ca/Program-Details?ProgramId=4522 
https://www.connexontario.ca/Program-Details?ProgramId=4498 


 
 Thunder Bay Indigenous Friendship Centre 


https://tbifc.ca/ 
https://www.connexontario.ca/Program-Details?ProgramId=34306 
https://www.connexontario.ca/Program-Details?ProgramId=34305 


 


Dryden 
 
 Dryden Regional Health Centre 


https://www.drhc.on.ca/programs-services/mental-health-and-addictions/ 
https://www.connexontario.ca/organization?o=1584 
https://www.connexontario.ca/Program-Details?ProgramId=35275 
https://www.connexontario.ca/Program-Details?ProgramId=34563 
https://www.connexontario.ca/Program-Details?ProgramId=34564 
https://www.connexontario.ca/Program-Details?ProgramId=34568 


 
 Opioid Agonist Program- Canadian Addiction Treatment Centres 


https://www.oatc.ca/clinic-locations/dryden-clinic/ 
https://www.connexontario.ca/Program-Details?ProgramId=30540 



https://www.connexontario.ca/Program-Details?ProgramId=30247
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https://thunderbay.cmha.ca/programs-services/crisis-response-services/

https://www.connexontario.ca/Program-Details?ProgramId=20104

https://www.connexontario.ca/Program-Details?ProgramId=36183

https://www.connexontario.ca/Program-Details?ProgramId=34691

https://www.connexontario.ca/Program-Details?ProgramId=34692

https://www.connexontario.ca/Program-Details?ProgramId=34694
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https://www.connexontario.ca/Program-Details?ProgramId=34306

https://www.connexontario.ca/Program-Details?ProgramId=34305

https://www.drhc.on.ca/programs-services/mental-health-and-addictions/

https://www.connexontario.ca/organization?o=1584

https://www.connexontario.ca/Program-Details?ProgramId=35275

https://www.connexontario.ca/Program-Details?ProgramId=34563

https://www.connexontario.ca/Program-Details?ProgramId=34564

https://www.connexontario.ca/Program-Details?ProgramId=34568

https://www.oatc.ca/clinic-locations/dryden-clinic/

https://www.connexontario.ca/Program-Details?ProgramId=30540
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https://www.connexontario.ca/Program-Details?ProgramId=34573 
 
 Teen Challenge 


https://teenchallenge.tc/locations/dryden-on/ 
 
 Dryden Friendship Centre 


https://ofifc.org/friendship-centre/dryden-native-friendship-centre/ 
 
 Paawidigong First Nations Forum 


https://www.pfnf.ca/ 
 
 Eagle Lake First Nation Health Centre 


https://www.northwesthealthline.ca/displayservice.aspx?id=152464 
 


Kenora 
 
 CMHA Kenora Branch 


https://www.cmhak.on.ca/ 
https://www.connexontario.ca/organization?o=1690 
https://www.connexontario.ca/Program-Details?ProgramId=18747 
https://www.connexontario.ca/Program-Details?ProgramId=33361 
https://www.connexontario.ca/Program-Details?ProgramId=33362 
https://www.connexontario.ca/Program-Details?ProgramId=33653 


 
 Opioid Agonist Program- Canadian Addiction Treatment Centres (CATC) 


https://www.oatc.ca/clinic-locations/kenora-clinic/ 
https://www.connexontario.ca/Program-Details?ProgramId=30559 


 
 Kenora’s Chief Advisory 


https://www.kenorachiefs.org/ 
https://www.connexontario.ca/organization?o=1612 
https://www.connexontario.ca/Program-Details?ProgramId=1555 
https://www.connexontario.ca/Program-Details?ProgramId=5499 
https://www.connexontario.ca/Program-Details?ProgramId=5371 
https://www.connexontario.ca/Program-Details?ProgramId=19931 
https://www.connexontario.ca/Program-Details?ProgramId=19775 


 
 Kenora Association for Community Living 


https://www.kacl.ca/index.php/ojb/ 
https://www.connexontario.ca/organization?o=1842 
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 Kenora Sexual Assault Centre 


https://kenorasexualassaultcentre.ca/ 
https://www.connexontario.ca/organization?o=1843 


 
 Lake of the Woods District Hospital 


http://www.lwdh.on.ca/index.php/programs-and-services/mental-health-and-
addictions-programs.html 
https://www.connexontario.ca/organization?o=1579 


 
 Migisi Alcohol and Drug Treatment Centre 


https://www.northwesthealthline.ca/displayservice.aspx?id=140528 
https://www.connexontario.ca/organization?o=1425 


 
 Waasegiizhig Nanaandawe’iyewigamig  


https://www.wnhac.org/ 
https://www.connexontario.ca/organization?o=4839 


 
 Changes Recovery Home 


https://www.changesrecovery.ca/ 
https://www.connexontario.ca/Program-Details?ProgramId=31938 


 


Fort Frances 
 
 CMHA Fort Frances Branch 


https://fortfrances.cmha.ca/ 
https://www.connexontario.ca/organization?o=1903 


 
 Fort Frances Family Health Teams 


https://www.ffht.ca/welcome-fort-frances-family-health-team 
https://www.connexontario.ca/organization?o=8514 


 
 Fort Frances Tribal Health Services Inc. 


https://www.fftahs.com/ 
https://www.connexontario.ca/organization?o=4519 


 
 Gizhewaadiziwin Health Access Centre 


https://www.gizhac.com/ 
https://www.connexontario.ca/organization?o=4979 


 



https://kenorasexualassaultcentre.ca/
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 Riverside Health Care Facilities Inc. 
https://www.riversidehealthcare.ca/ 
https://www.connexontario.ca/organization?o=1597 


 
 Wheechi-it-te-win Family Services Inc. 


https://www.weechi.ca/ 
https://www.connexontario.ca/organization?o=1595 


 
 Canadian Mental Health Association (CMHA)- District Peer Support Program 


https://fortfrances.cmha.ca/ 
https://www.connexontario.ca/Program-Details?ProgramId=33357 
https://www.connexontario.ca/Program-Details?ProgramId=33356 


 
 Canadian Addiction Treatment Centres 


https://www.oatc.ca/clinic-locations/fort-frances-clinic/ 
https://www.connexontario.ca/Program-Details?ProgramId=30541 


 
 United Native Friendship Centres 


https://www.unfc.org/ 
https://www.connexontario.ca/Program-Details?ProgramId=32815 


 


Nipigon 
 
 People Advocating for Change Through Empowerment (P.A.C.E.) Inc. 


https://www.facebook.com/people/PACE-Nipigon/100057364393109/ 
https://www.connexontario.ca/Program-Details?ProgramId=34583 
https://www.connexontario.ca/Program-Details?ProgramId=34583 


 
 Dilico Anishinabek Family Care 


https://www.dilico.com/ 
https://www.northwesthealthline.ca/displayservice.aspx?id=140081 
https://www.connexontario.ca/Program-Details?ProgramId=34634 
https://www.connexontario.ca/Program-Details?ProgramId=34636 
https://www.connexontario.ca/Program-Details?ProgramId=34638 
https://www.connexontario.ca/Program-Details?ProgramId=34637 
https://www.connexontario.ca/Program-Details?ProgramId=34639 
https://www.connexontario.ca/Program-Details?ProgramId=34635 
https://www.connexontario.ca/Program-Details?ProgramId=34633 
https://www.connexontario.ca/Program-Details?ProgramId=34632 


 



https://www.riversidehealthcare.ca/

https://www.connexontario.ca/organization?o=1597

https://www.weechi.ca/

https://www.connexontario.ca/organization?o=1595

https://fortfrances.cmha.ca/

https://www.connexontario.ca/Program-Details?ProgramId=33357

https://www.connexontario.ca/Program-Details?ProgramId=33356

https://www.oatc.ca/clinic-locations/fort-frances-clinic/

https://www.connexontario.ca/Program-Details?ProgramId=30541

https://www.unfc.org/

https://www.connexontario.ca/Program-Details?ProgramId=32815

https://www.facebook.com/people/PACE-Nipigon/100057364393109/

https://www.connexontario.ca/Program-Details?ProgramId=34583

https://www.connexontario.ca/Program-Details?ProgramId=34583

https://www.dilico.com/

https://www.northwesthealthline.ca/displayservice.aspx?id=140081

https://www.connexontario.ca/Program-Details?ProgramId=34634

https://www.connexontario.ca/Program-Details?ProgramId=34636

https://www.connexontario.ca/Program-Details?ProgramId=34638

https://www.connexontario.ca/Program-Details?ProgramId=34637

https://www.connexontario.ca/Program-Details?ProgramId=34639

https://www.connexontario.ca/Program-Details?ProgramId=34635

https://www.connexontario.ca/Program-Details?ProgramId=34633

https://www.connexontario.ca/Program-Details?ProgramId=34632
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 North of Superior Community Mental Health Program 
https://www.nosp.on.ca/locations/ 
https://www.northwesthealthline.ca/displayservice.aspx?id=140076 
https://www.connexontario.ca/Program-Details?ProgramId=34904 
https://www.connexontario.ca/Program-Details?ProgramId=35010 
https://www.connexontario.ca/Program-Details?ProgramId=35040 
https://www.connexontario.ca/Program-Details?ProgramId=34909 
https://www.connexontario.ca/Program-Details?ProgramId=33821 
https://www.connexontario.ca/Program-Details?ProgramId=35028 
https://www.connexontario.ca/Program-Details?ProgramId=33820 
https://www.connexontario.ca/Program-Details?ProgramId=33824 
https://www.connexontario.ca/Program-Details?ProgramId=33822 
https://www.connexontario.ca/Program-Details?ProgramId=33836 
https://www.connexontario.ca/Program-Details?ProgramId=33823 
https://www.connexontario.ca/Program-Details?ProgramId=35048 
https://www.connexontario.ca/Program-Details?ProgramId=34984 
https://www.connexontario.ca/Program-Details?ProgramId=33819 
https://www.connexontario.ca/Program-Details?ProgramId=35020 


 


Marathon 
 
 North of Superior Community Mental Health Program Corporation 


https://www.nosp.on.ca/ 
https://www.northwesthealthline.ca/displayservice.aspx?id=142106 


 
 People Advocating for Change Through Empowerment (P.A.C.E.) Inc. 


https://www.northwesthealthline.ca/displayservice.aspx?id=140069 
 
 Biigtigong Mno-zhi-yaagamin Health Centre 


https://www.northwesthealthline.ca/displayservice.aspx?id=147663 
 
 Biidaaban Healing Lodge - Biigtigong Nishnaabeg 


http://www.biidaaban.com/ 
 
 Northeast Mental Wellness and Crisis Team - Biigtigong Nishnaabeg 


https://www.picriver.com/community/health-services/ 
 
 OATC Pic Mobert Clinic - Netmizaaggamig Nishnaabeg 


https://www.oatc.ca/clinic-locations/pic-mobert-clinic/ 
 



https://www.nosp.on.ca/locations/

https://www.northwesthealthline.ca/displayservice.aspx?id=140076

https://www.connexontario.ca/Program-Details?ProgramId=34904

https://www.connexontario.ca/Program-Details?ProgramId=35010

https://www.connexontario.ca/Program-Details?ProgramId=35040

https://www.connexontario.ca/Program-Details?ProgramId=34909

https://www.connexontario.ca/Program-Details?ProgramId=33821

https://www.connexontario.ca/Program-Details?ProgramId=35028

https://www.connexontario.ca/Program-Details?ProgramId=33820

https://www.connexontario.ca/Program-Details?ProgramId=33824

https://www.connexontario.ca/Program-Details?ProgramId=33822

https://www.connexontario.ca/Program-Details?ProgramId=33836

https://www.connexontario.ca/Program-Details?ProgramId=33823

https://www.connexontario.ca/Program-Details?ProgramId=35048

https://www.connexontario.ca/Program-Details?ProgramId=34984

https://www.connexontario.ca/Program-Details?ProgramId=33819

https://www.connexontario.ca/Program-Details?ProgramId=35020

https://www.nosp.on.ca/

https://www.northwesthealthline.ca/displayservice.aspx?id=142106

https://www.northwesthealthline.ca/displayservice.aspx?id=140069

https://www.northwesthealthline.ca/displayservice.aspx?id=147663

http://www.biidaaban.com/

https://www.picriver.com/community/health-services/

https://www.oatc.ca/clinic-locations/pic-mobert-clinic/
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https://northwestaccesspoint.ca/ 
https://northwestaccesspoint.ca/ 
 
 



https://northwestaccesspoint.ca/

https://northwestaccesspoint.ca/






 


 


 


 
 
 
How to support your RAAM clinic with Physician services 
 
Physician service integration into Ontario Ministry of Health funded RAAM clinics can be 
a challenge.  At the time of this writing the Ontario Ministry of Health has not agreed to 
provide physician funding outside of the OHIP Fee For Service (FFS) model.  This 
means that RAAM funding proposals can not include requests for physician services and 
so your RAAM clinic will need to work to find alternate funding.  There are various 
options for funding that may or may not be available in your region.  Each funding 
system has some benefits and some drawbacks, we will try to outline these below: 
 
Fee For Service Model 
 
This funding model allows the MD to bill under their own provincial billing number.  The 
physician will need to hire a billing agent or utilize an EMR that can submit their billings 
for them. 
 
Benefits: 
-Billing and MD pay are the responsibility of the MD. 
-No administrative work for MD pay. 
-Pay is based on volume, the MD will need to see a certain number of patients in order 
to garner a reasonable wage. 
-Depending on your arrangement the clinic may negotiate some overhead cost 
recuperation. 
 
Drawbacks: 
-Pay is based on volume, the MD will need independence to see however many patients 
they feel is necessary to earn a wage they are comfortable with. 
-FFS funding preferentially pays for Opioid Assisted Therapy (OAT).  If your clinic is 
predominantly non OAT then MD pay is significantly lower. 
-Other physician-led clinics in your community may be financially penalized if the RAAM 
MD does not acquire special designation from the MOH.  This applies mostly to Family 
Health Teams and Organizations who have rostered patients. 
-The MD will not be funded for non-clinical work such as team rounds, leadership 
activities, and administrative tasks. 
 
 







 


 
 
 
Salary 
 
A salaried MD would work and be paid as per any other salaried employee in your 
organization. 
 
Benefits: 
-The MD is paid to participate in rounds, leadership activities, meetings, and 
administrative work. 
-The MD’s workflow will align with the team, eliminating competing interests with 
regards to patient numbers and flow. 
-The MD will be paid the same regardless of the substance of abuse. 
-Having the MD funded by the same organization and in the same manner as other 
team members helps to foster team based care. 
 
Drawbacks: 
-The MD may have less drive to see more patients. 
-There will be more administrative needs to administer the salary and other benefits 
and/or organizational requirements. 
-There may be challenges with recruitment and retention. 
 
Stipend 
 
This funding model usually pertains to larger organizations such as Hospitals.  The 
manner in which this funding arrangement is negotiated is at the organizational level.  
There may still be provincial regulatory barriers to overcome 
 
Sessional 
 
Organizations can ask for sessional dollars which can be spent on MD services.  The 
scope of how these dollars can be spent is variable.  Many of these arrangements 
involved funding for non-direct clinical care such as education and or medical support. 
 
 
Other Options 
 
If you do not have access to front line addiction medicine expertise your primary care 
clinicians can access Addiction Medicine consults in Ontario by accessing the OTN 
econsult service: 
 
https://otn.ca 
 
Meta:Phi is also an excellent resource to access expertise in addiction medicine to 
support your clinicians: 



https://otn.ca/





 


 
 
 
https://www.metaphi.ca 
 
 
 
 
 
 
 
 


 



https://www.metaphi.ca/






RAAM/Opioid Prescribing Program Client Satisfaction Survey 
 
 


1. Please choose the best answer for each of the following questions. 
 


Services Provided Strongly 
Disagree 


Disagree Agree Strongly 
Agree 


Not 
Applicable 


I felt welcome from the start 1 2 3 4 N/A 
I received enough information about the 
programs and services available to me 1 2 3 4 N/A 


I had a good understanding of my treatment 
services and support plan 1 2 3 4 N/A 


Staff and I agreed on my treatment services and 
support plan 1 2 3 4 N/A 


Responses to my crises or urgent needs were 
provided when needed 1 2 3 4 N/A 


I received clear information about my medication 
(side effects, purpose etc.) 1 2 3 4 N/A 


Did staff help you to access/refer you to other 
services and supports when needed, including 
alternative approaches (e.g. exercise, meditation, 
culturally appropriate approaches)? 


Yes, definitely Yes, I think 
so 


No, I don’t 
think so 


No, definitely 
not 


Not 
Applicable 


Do you feel you have enough say in planning your 
care? 


Yes, definitely Yes, I think 
so 


No, I don’t 
think so 


No, definitely 
not 


Not 
Applicable 


Therapists/staff/healthcare providers Always Usually Sometimes Never  


How often do staff listen carefully to you? 1 2 3 4  
How often do you feel staff treat you with dignity 
and respect? 1 2 3 4  


I found staff knowledgeable and 
competent/qualified 1 2 3 4  


Overall Strongly 
Disagree 


Disagree Agree Strongly 
Agree 


Not 
Applicable 


The services I have received here have helped me 
deal more effectively with my life’s challenges 1 2 3 4 N/A 


I think the services provided here are of high 
quality 1 2 3 4 N/A 


Overall, how would you rate the care and 
services you received? Excellent Very Good Good Fair Poor 


If a friend were in need of similar help, would you 
recommend this program? 


Yes, definitely Yes, I think 
so 


No, I don’t 
think so 


No, definitely 
not  


 
2. What more can we do to improve the quality of care you have received? 


 
 
 
 


3. Do you have any other comments or suggestions? (use back of page if you need more room) 
 
 
 
 


Merci/Miigwetch/Thank You!! 
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A guide for thriving in trauma-exposed 
environments 
 
Compassion:  “It is a feeling common to all mankind that they cannot bear to see others 
suffer….This feeling of distress is the first sign of humanity.”   
-Mencius  
 
There is no doubt that working with individuals struggling with significant substance use/mental 
health struggles means working in a trauma-exposed environment. “Trauma-exposed” referring 
to environments where confronting, working to manage, responding to, situations which are 
highly distressing, disturbing and are a threat to safety, are common. Clients will come through 
the clinic doors in all manner of states. They may be injured, disheveled, emotionally 
distraught, angry or aggressive in their demeanor. They may have given up hope that their lives 
can change. Most clinic clients will be trauma survivors with stories of abuse, abandonment, 
loss and grief. Clients also face very real threats to their personal safety in terms of the 
circumstances related to their use and from their use alone. Clinic clients will be at high risk for 
serious injury/health consequences, victimization, loss and early death.  
 
All of this human suffering is directly experienced by the health care providers tasked to 
provide support. Clinic staff must also be mindful of safety risks related to the client’s overall 
state. For example, exposure to dangerous substances on the client’s person, to the symptoms 
of untreated mental illness, i.e., psychosis, and to the negative consequences of active 
substance use such as aggressive behaviour. The psychological impact of this daily trauma 
exposure on helpers has been well documented. Routine exposure to the suffering of others 
can significantly challenge a helper’s ability to remain healthy themselves 
 
Much has been learned about the psychological impact of working in trauma exposed 
environments. Literature and presentations now abound in considering and examining the 
experience of compassion fatigue, (vicarious traumatization, secondary traumatic stress, or, 
empathic strain) Much has also been learned about how to mitigate the impact of working in 
trauma exposed environments. Efforts have focused on understanding the impact of trauma 
exposure with a detailing of symptoms and signposts for compassion fatigue, followed by an 
enhanced understanding of how to mitigate the impact.  Today’s efforts are increasingly 
exploring the concept of resilience.  How can an individual/team build resilience to the impact 
of trauma exposure. How can we prevent the development of compassion fatigue, the negative 
impact of workplace trauma exposure.  
 
The following guide is intended as a quick reference to draw attention to this important issue 
and to provide practical skills for staff at all levels in reducing the impact of working in a trauma 
exposed environment.  Resources will be provided at the end of this guide with an 
encouragement for the reader to continue to expand one’s understanding of this critical issue.   
 







 


STRONGER TOGETHER 
A toolkit for a NWO RAAM approach 


1.  For the Manager:  The Work Environment 


It is critical in creating a resilient culture that management at all levels recognize the 
importance of this endeavour and are fully invested in both its creation and sustainability.  
Without management support, efforts to manage and work through the impact of working in a 
trauma-exposed environment rests solely on the shoulders of individual staff.  This alone, while 
valuable and necessary, is not sufficient to create and maintain strong resilience in the face of 
human suffering. Below you will find key factors known to support a resilient culture.  


 
• Nurture social support – it is known that good social support is a strong factor which helps 


to mitigate the impact trauma exposure.  A positive team atmosphere whereby team 
members are supportive of one another, offer assistance when needed and “have each 
other’s backs” provides a strong protective barrier. Routine and ongoing efforts to build and 
strengthen team bonds and relationships is invaluable as a source of team resilience.   


• Promote and engage in good communication.  Share information openly and honestly with 
team members in a timely manner.  This can be challenging at times and there will be times 
when full information cannot be provided.  However, as a rule of thumb, sharing what you 
can, especially about situations which will have an impact on the team, is highly valuable in 
creating a bond of trust between management and front line staff. This is especially 
important when a critical incident has occurred and receiving up to date information is key 
in supporting staff successfully through the event. 


• Make the teaching of and use of conflict resolution skills a foundational cornerstone of the 
program.  Without a manner in which to resolve conflicts within the team, tensions will go 
underground, wreaking havoc on the efforts to create a supportive environment.  


• Validate and acknowledge the psychological/emotional/spiritual/physical impacts of the 
work the team does everyday.  Provide education forums on compassion fatigue/empathic 
strain. Teach about resilience. As a routine, check in with the team and with individual team 
members as to how they are managing the strain of the work.   


• Teach about both the importance of self care and the different means by which self care 
can be built into individual staff member’s daily routines. Engage the team in self care 
activities routinely to underscore the importance of this resilience tool. This can include 
encouraging walking groups during break time, offering a coffee/tea break during the day, 
offering mindfulness activities, any activity which reinforces taking a break away from the 
work on a daily basis for the purpose of tending to oneself.  


• Create an environment whereby conversations about compassion fatigue/empathic strain 
and steps to mitigate its impact are routine.  Ensure team members are aware of Employee 
Assistance Programs both what they have to offer and how to engage in services.   


• Engage staff in ongoing discussions around workplace safety.  This can be an item that is 
included routinely on a business meeting agenda.  Staff work best when they trust that a 
strong working relationship exists between management and staff in regards to the safety 
of all staff.  
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Work to create an environment that is “pro-learning”, emphasizing that all staff are learners.  
Often frontline staff fear reprisals should they share that they lack knowledge in a particular 
area or that they lack the skills needed to confidently and successfully tend to a task.  When a 
“pro-learning” environment exists, it supports staff members to identify their learning needs 
and to pursue education/training to build their skills.  Ongoing skills training becomes the norm 
which further supports resilience within the team as skills deficits are not ignored nor put 
“under the carpet”.  A skillful team is a resilient team.  
 
Lastly, make sure that as a manager/supervisor, that you take care of yourself.  Look after your 
own health being a role model for the team in how to live and work resiliently.  
 
2. For Staff Members:  The Team 


All team members play an important role in the creation of a resilient culture.  Team members 
can be role models for each other in terms acting in ways that increase resilience and mitigate 
workplace stress.  Building one’s resilience to the arduous task of caring for those who suffer is 
every professional caregiver’s responsibility.  It is a personal responsibility to ensure one’s 
health throughout one’s care giving career.  It is also a responsibility toward one’s team 
members and the clients who are in receipt of services.  Building resilience increases confidence 
and one’s ability to respond effectively to challenges in life and living whether they occur in the 
workplace or within one’s personal life. The following identifies elements of building personal 
resilience which have as much to do with one’s outlook as it does one’s actions.  
 
• Make effort daily to support one another in the work. Offer to attend a client visit with a 


peer or sit in on a session which may be challenging. Ask how peers are doing.  Offer 
positive feedback as often as possible.  Let peers know you appreciate their efforts.   


• Get to know each other as people first, workers second. Strive to know others personal 
style, i.e., are they introverted or extroverted, how do they show they are stressed, what 
kind of selfcare works best for them, what are their hobbies.  


• Believe that everyone is doing the best that they can and this includes you!  
• Deal directly with each other when conflict occurs with an intention to resolve the issue 


together. Avoid unhelpful, negative dynamics such as gossip.  If conflict cannot be resolved 
directly, engage the supervisor/manager to assist.  The bottom line is not to let tensions 
within the team simmer and grow unabated.  This will damage the overall cohesion of the 
team leading to reduced resilience overall.  


• Remember that life can be difficult and everyone comes to the job with their own personal 
histories and current life challenges. Encourage peers to access professional supports when 
needed, referring peers to the Employee Assistance Program.  If you yourself have accessed 
counselling services in the past, consider sharing this with peers so as to further normalize 
reaching out for help.  


• Go easy on each other. Go easy on yourself.  The work that you do is difficult, challenging.  
It is important to remain positive in your tone with both yourself and your peers while 
avoiding internal negative self talk.  Statements such as, “You’ve got this!”, “You can do it.”, 
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“You have all that you need to get the job done.”, work to increase one’s sense of self 
efficacy, therefore, increasing one’s resilience.  Engaging in this positive internal dialogue 
and sharing your practice with peers builds individual and team resilience. “We’ve got this!” 


• Develop a team and/or a personal mantra to provide focus and encouragement, i.e., “Today 
we help to make someone’s life easier”, “Today I help to make someone feel heard.”  This 
can provide a buffer from feelings of being overwhelmed by the sheer number of people 
requiring care and the weight of their struggles.  


• Develop a self care plan and follow it, encourage others to do the same.  This cannot be 
overstated.  To do this work, one must actively build self care activities into the daily 
routine.  Throughout the day, taking a break from the work, i.e., taking a walk outside, 
reading a leisure book on a break, or, knitting during break time.  Having a ritual for 
disengaging from the work day such as taking a longer route home and listening to music, 
stating your intentions before leaving the workplace to shift now to your personal life, 
leaving work behind until the next day.  These actions provide an important break for your 
mind/body from the rigors of the day.  They provide a break from exposure to difficult 
material while providing a means by which to digest and process the sights, sounds, images 
of the day.   


• Have interests outside of work that you enjoy to do. This creates a balance to the suffering 
witnessed while on the job.  


• Develop a support system outside of your work.  Avoid isolating whether that is at work or 
in your personal life.   


 
All of the above, create protective factors which serve to buffer/mitigate against the impact of 
working daily in trauma exposed environments. There are other factors worth exploring and 
references are provided at the end of this section to encourage further exploration by the 
reader.  
 
It is this joint investment by both management and staff to create a stress resilient environment 
that workplace stress is routinely mitigated and reduced. A supportive, cohesive team that 
works to make the day to day work easier, more manageable, as a routine practice, and which 
values and encourages commitments to self care practices, is resilient to both daily stresses and 
particularly high stress events which we might call critical incidents.  A resilient team can 
tolerate higher levels of stress and when faced with a critical incident, already have the tools 
with which to respond to the event in a supportive, validating manner.  This alone may mitigate 
the impact of a critical incident and lessen the need for formal debriefing interventions.  
However, critical incidents do have the power to derail the efforts of the most resilient teams 
by virtue of the stress load generated by the event.  The following seeks to provide some 
guidelines in terms of how to respond to an event that is out of the ordinary and/or an event 
which has crested the individual/team’s ability to manage its impact.  
 
3. Critical Incidents   
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A critical incident is “any event that causes unusually strong emotional reactions that have the 
potential to interfere with the ability to function normally” (ICISF website). 


Critical incident stress responses are subjective, what may negatively effect one person may 
have little to no impact on another.  A person’s response to a critical incident is impacted by 
many factors:  their personal history, their current life circumstances, their preferred coping 
style, proximity to the event, one’s belief system, among other factors. Following a critical 
incident, the key concerns are to support the team/individuals ability to both process the event 
while remaining able to function successfully.   


In the preceding sections on building both individual and team resilience, the goal was to 
develop a degree of immunity to the symptoms of distress related to working in a trauma 
exposed environment.  A resilient individual/team has what we might call “psychological body 
armor” which provides protection from the adverse impact of both the day to day stresses, as 
well as, critical incidents.  To augment an individual or team’s ability to process a critical 
incident, an event that has overwhelmed the individual or the team, the following provides a 
template for helpful responses immediately after the event.   


The SAFER-R Model 


This model was developed by George S. Everly, Jr. PhD and Jeffrey T. Mitchell, PhD as a field 
guide for responding to individuals following a critical incident.  It is a widely used approach of 
psychological first aid with a goal of restoring and/or shoring up a person’s ability to both 
process and cope through a critical incident. It is intended to be used with individuals following 
an event, not as a group intervention. The following is adapted from the “Critical Incident Stress 
Management (CISM):  A Study Guide”.  George S. Everly, Jr., PhD, ABPP, FAPA & Jeffrey T. 
Mitchell, PhD, 2015. 


A. Stabilize the Situation 


• Assess the impact the immediate environment is having on the person 
• Remove the person from any provocative stressors (people or things) that are sustaining 


the crisis 
• Attend to basic needs, i.e., food, water, shelter, safety, clothing, etc. 
• “This seems really hard, how can I help?” 
• “What do you need right now?” 
• “What can I do for now that might be of some assistance?” 


B. Acknowledgment of the Crisis 


• The person struggling is encouraged to tell their story…..IF THEY WISH TO DO SO…. 
• The person is encouraged to give a basic description of the event and their personal 


reactions to the event 
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• The person struggling does not need to give a detailed description of what happened in 
order to reap the benefits of sharing their experience 


• Ask:  “Can you tell me what happened?”, “What can you tell me about the incident?” 
• This allows the person to release emotion, to express what is inside….a cathartic 


ventilation 
• However, if emotional expression is escalating the distress….it may be 


counterproductive at this time and the person may be better served by focusing on the 
here and now….what will help them right now 


• If the person is able to tolerate their emotions, having them tell their story diverts their 
attention to the facts, i.e., where were they when it happened, what happened, who 
else was there, what did they do, etc. 


• After the person has described what has happened…..the story… the individual is asked 
about their current psychological state… 


• “How are you doing?”, “What was the worst part of this for you?”, “What reactions have 
you had to this incident?” 


• These questions allow for more emotional release but in a structured manner 


C. Facilitation of Understanding 


• At this stage, the person struggling is brought back to the cognitive domain 
• The person providing support responds to what has been said, “It is understandable that 


this has impacted you so strongly.”, “Most people would have a hard time with what has 
happened.” 


• Normalize the person’s reactions 
• Normalize reactions to abnormal events 
• Gently challenge negative self talk from the person, i.e, that they are weak, vulnerable, 


they could have done better 
• “You did all that you could”, “You got through the situation.” 


D. Encourage Adaptive Coping 


• The goal here is to enhance a person’s coping 
• Explain why the incident had such a powerful impact, “No one could have expected this 


to happen.”, “A situation like this is going to create a lot of fear for everyone involved.” 
• Encourage a sense of self efficacy for the person, “You thought/acted quickly.”, “Even 


though you were afraid, you were able to think and act.”, “You were able to keep the 
situation from getting worse.” 


• Engage the person in problem solving, “What would be the most helpful thing for you 
to do for yourself right now?”, “Is there anyone you need to contact?”, “What do you 
need right now to continue to calm your body?” 


• Continue to reframe and challenge any negative self talk the person is engaged in 
• Caution the individual from making any big decisions right at the moment, i.e., quitting 


their job, leaving for an extended vacation 
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• The goal is to help the person return to as normal a routine as possible 
• Big, immediate life changes may exacerbate a person’s sense that the world is now 


upside down, normalcy in this circumstance can be a grounding factor…..something 
that helps the person return to their pre-incident level of functioning 


Sometimes following a critical incident, we remove the person from the situation/scene 
altogether out of a belief that what is best for the person is for them to get away from work 
entirely.  We might strongly encourage or even advise a person to go home, to take a break 
from what has happened.  While the intention here is a positive one, we may inadvertently 
make the person’s situation worse.  The person’s normal work routine has already been 
interrupted, having them go home at a time when they would normally be working can serve to 
emphasize that “nothing is normal”.  The person goes home to an empty house without the 
grounding of normal routine.  If the person is choosing to leave, it can be helpful to ask them 
how they will spend the day, i.e., do they have chores they can occupy themselves with such as 
grocery shopping, or cooking dinner, house work etc.. If they can identify “normal” activities 
that they feel will help them continue to move through the day, then leaving the workplace 
may in fact be a wise choice.  Another option is to offer on-site, modified work, i.e., having 
someone do paperwork or work in another area for the duration of the day.  The goal is to 
restore a person, a team’s ability, to cope even in the midst of the event.   Having the team, 
individual members, stay in proximity to one another promotes normalcy.  As well, individuals 
who are continuing to struggle will be further calmed by being around other team members 
who have steadied themselves.  Emotions are contagious.  Anxiety fuels agitation and calm 
fuels groundedness.  Removing someone who is struggling leaves them unable to tap into the 
calm reached by other team members.  


E. Restoration of Adaptive, Independent Functioning or Referral 


• The goal of the preceding steps is to help a person re-establish adaptive, independent 
functioning 


• In most situations, this will have been achieved by the time you reach this step 
• The person, while still upset, rattled, identifies that they are okay, they can continue 


doing what needs to be done 
• In some situations, the person struggling may remain in a highly distressed, unstable 


condition, i.e., crying, shaking, stating, “I can’t believe this has happened.” 
• At this point, the person providing support will want to make efforts to connect the 


person with continued acute care 
• This could be connecting the person to family/friends who will be able to continue to 


provide support, or perhaps connecting the person to the Employee Assistance 
Program or other counselling services, perhaps clergy 


• The idea is to have follow up in place for the individual who remains highly distressed, 
should there be concern that a person’s degree of distress requires immediate acute 
care above what can be provided by other sources, emergency or police assistance may 
be required 







 


STRONGER TOGETHER 
A toolkit for a NWO RAAM approach 


Throughout the process, instill hope that a person will be able to move forward, that they have 
and will continue to successfully navigate through the event.  


F. Follow Up 


• It is very important to follow up on how the individual, the team, is doing after a 
critical incident 


• Up to 2 or 3 contacts are recommended with the SAFER-R Model in order to allow you 
to ensure that a person is in fact managing through the event successfully 


• For some people, their struggle doesn’t make itself known right away, it may be 
delayed 


• Should any team members need added support, referrals can be made at that time. 


In regard to critical incident debriefings, as this is a group intervention which requires 
specialized training it is not included in this manual.  The SAFER-R Model is easily used by a 
wide range of individuals who might find themselves in a position of providing support 
following a critical incident.  As such, it seemed most fitting for this manual, a model for how to 
respond most effectively and safely to support individuals impacted by a critical incident.   


All clinic supervisors/managers are encouraged to locate critical incident supports in their 
community and develop a relationship with these resources.  Often they are offered through 
Employee Assistance Programs. However, many communities have developed a network of 
resources related to critical incident support.  Should an event occur which exceeds the ability 
of the clinic/team to manage on their own, critical incident supports are an invaluable resource 
whether it is in offering a group debriefing or other services aligned with the same goal, helping 
the individua/team restore adaptive functioning. Events which might require an outside critical 
incident team may include, death or serious injury of a staff person/client or events which have 
had a profound impact on the entire team. 


This section of the manual is intended to provide a framework from which to develop a resilient 
culture within the team and within individual staff members.  Some have used the term 
“antibodies” in regards to resilience.  The idea being that the more resilient, the more 
“psychological body armor” a team or individual has, it is akin to having “antibodies” to 
mitigate not only the day to day stress of the work done but also from the negative impacts 
generated by critical incidents.  This section is of course the tip of the iceberg in terms of the 
knowledge base available to those working in the helping professions.  This section will 
conclude with references that will hopefully provide a pathway for further learning.   


“Clients and patients will not stop needing help and support. Disasters will continue to arise, 
children will continue to get sick; trauma will occur. Helping professionals need to continue to 


explore ways to remain healthy while doing this deeply challenging and rewarding work.” 
- Francoise Mathieu, 2012. 







 


STRONGER TOGETHER 
A toolkit for a NWO RAAM approach 


Sites to access for training related to trauma, workplace trauma exposure, critical incident 
stress: (Managers are highly encouraged to enrol staff in training related to workplace trauma 
exposure; much of this training is now online and easily accessible)  


• www.psychink.com (Traumatology Institute) 
• http://www.icisf.org (The International Critical Incident Stress Foundation) (Offers handouts 


related to critical incident stress as well as handouts related to the SAFER-R Model) 
• http://tendacademy.ca (The TEND Academy) 


Articles: 


• https://www.psychink.com/ti2012/wp-content/uploads/2013/10/Compassion-Resiliency-A-
New-Attitude.pdf 


• https://scholarworks.montana.edu/xmlui/bitstream/handle/1/15635/Mayer_Medsurg_201
8.pdf?sequence=1 


• https://istss.org/clinical-resources/treating-trauma/vicarious-trauma-toolkit (a toolkit that 
is in the public domain, provides a template for assessing an organizations vicarious trauma 
readiness)  


• https://greencross.org/wp-content/uploads/2017/11/Standards-of-Self-Care-Guidelines.pdf 


Books: 


• Stronger:  Develop the Resilience You Need to Succeed.  George S. Everly Jr., PhD., Douglas 
A. Strouse, PhD., & Dennis K. McCormack, PhD..  2015 


• The Secrets of Resilient Leadership:  When Failure is Not an Option.  George S. Everly Jr., 
PhD., Douglas A. Strouse, PhD., with George S. Everly, III.  2010. 


• Surviving Survival: The Art and Science of Resilience. Laurence Gonzales. 2012. 


Respectfully Submitted by 


Pirjo Smith, HBSW, MSW, RSW 
Clinical Traumatologist 



http://www.psychink.com/

http://www.icisf.org/

http://tendacademy.ca/

https://www.psychink.com/ti2012/wp-content/uploads/2013/10/Compassion-Resiliency-A-New-Attitude.pdf

https://www.psychink.com/ti2012/wp-content/uploads/2013/10/Compassion-Resiliency-A-New-Attitude.pdf

https://scholarworks.montana.edu/xmlui/bitstream/handle/1/15635/Mayer_Medsurg_2018.pdf?sequence=1

https://scholarworks.montana.edu/xmlui/bitstream/handle/1/15635/Mayer_Medsurg_2018.pdf?sequence=1

https://istss.org/clinical-resources/treating-trauma/vicarious-trauma-toolkit

https://greencross.org/wp-content/uploads/2017/11/Standards-of-Self-Care-Guidelines.pdf






Sample Memorandum of Understanding Template 


Memorandum of Understanding 


 


Between 


 


(Partner) 


 


and 


 


(Partner) 


 
This Memorandum of Understanding (MOU) sets for the terms and understanding between the 
(partner) and the (partner) to (insert activity). 
 
Background 
(Why partnership important) 
 
Purpose 
This MOU will (purpose/goals of partnership) 
 
The above goals will be accomplished by undertaking the following activities: 
(List and describe the activities that are planned for the partnership and who will do what) 
 
Reporting 
(Record who will evaluate effectiveness and adherence to the agreement and when evaluation 
will happen) 
 
Funding 
(Specify that this MOU is not a commitment of funds) 
 
Duration 
This MOU is at-will and may be modified by mutual consent of authorized officials from (list 
partners). This MOU shall become effective upon signature by the authorized officials from the 
(list partners) and will remain in effect until modified or terminated by any one of the partners by 
mutual consent. In the absence of mutual agreement by the authorized officials from (list 
partners) this MOU shall end on (end date of partnership). 
 







Contact Information 
Partner name 
Partner representative 
Position 
Address 
Telephone 
Fax 
E-mail 
 
 
Partner name 
Partner representative 
Position 
Address 
Telephone 
Fax 
E-mail 
 
 
 
 
________________________Date: 
(Partner signature) 
(Partner name, organization, position) 
 
________________________Date: 
(Partner signature) 
(Partner name, organization, position) 


 








Public Health Agency of Canada, Supporting Pathways to Care for People Who Use Drugs Project- January 2022 


* This is a living document subject to change  
*This map represents communities engaged in the PHAC project and does not encompass all addiction services in NorthWestern Ontario. 
 


i 


FORT FRANCES AREA- NEW SITE- POTENTIAL  
Fort Frances Tribal Health -10 Area First Nations 
Riverside Health Care  
Health Access Centre  
Northwest Health Unit 
Family Health Team 
Canadian Mental Health Association (CMHA) 


KENORA AREA 
Lake of the Woods District Hospital 
Waasegizhig 
Nanaandawe’iyewigamig (WNHAC) 
District Services Board 
Northwest Health Unit 
 


 


 


DRYDEN AREA- POTENTIAL 
NEW SITE  
Eagle Lake First Nation 
Dryden Friendship Centre 
Dryden Regional Health Centre 
Teen Challenge 
Methadone Tx Programs 
 


THUNDER BAY/FORT WILLIAM FIRST NATION 
St. Joseph’s Care Group 
Dilico Anishinabek Family Care 
People Advocating for Change (PACE) 
Thunder Bay Counselling 
NorWest Community Health Centres 
 


NIPIGON AREA 
Nipigon Family Health Team 
People Advocating for Change (PACE) 
North Superior Counselling (NOSP) 
Nipigon Hospital 
Dilico Anishinabek Family Care 
 


 


Formal and Informal 


RAAM Site Partners 


MARATHON AREA 
Marathon Family Health Team 
Netmizaaggamig Nishnaabeg (Pic Mobert First 
Nation) 
Biigtigong Nishnaabeg (Pic River First Nation) 
People Advocating for Change (PACE)  
North Superior Counselling (NOSP) 
Dilico Anishinabek Family Care 
 
 


LONGLAC AREA 
North of Superior Counselling (NOSP) 
NorWest Community  Health Centres 
Dilico Anishinabek Family Care 
People Advocating for Change (PACE ) 
 








 


RAPID ACCESS ADDICTION MEDICINE CLINIC 
REFERRAL FORM 


Phone: Fax:  
Address: 


PATIENT INFORMATION 
Name: Phone: 
Date of birth: Health Card #: 
Address: 
Can a confidential message be left?   Yes   No  Referral discussed with patient: 


REFERRAL SOURCE INFORMATION 
Name: OHIP Billing #: 
Phone: Fax: 
Primary Care Provider: 


REASON FOR REFERRAL 


 


SUBSTANCE OF CONCERN 


Alcohol Nicotine 
Amphetamines Opiates 
Cannabis Sedatives and Hypnotics 
Cocaine Hallucinogens 
Other 


RELEVANT PSYCHIATRIC HISTORY 


 


RELEVANT MEDICAL HISTORY 


 


CURRENT MEDICATIONS 
 
 


Signature________________________________________ Date_______________________________ 







Substance Use Service - Initial Assessment 
 


Client  


Name: 
 
Address:                                                                                   Postal Code: 
                                                                               
Phone #: 
 
Date of Birth: 
 
Health Card #:                                         


 ALLERGIES:    No     Yes:______________________________________________________________ 


 
Family Doctor/Nurse Practitioner   No     Yes: __________________________________________ 
 
Address: ____________________________________________________________________________ 
 
 
PHARMACY Name & Address: 
 
_____________________________________________________________________________________ 
 
 
Who should we contact in Case of Emergency? 
 
Name:                                           Relationship to you:                               Phone #: (     )- 
 
 
Identifiers – This information is required to fully understand you & to meet your health care needs. 
What is Your Gender?  
O Female    O Male     O Intersex    O Trans – Female to Male    O Two-Spirit     O Trans – Male to Female    
O Other (specify)_______________________ O Do Not Know    O Prefer Not to Answer 


Highest Level of Education Received (CHECK ONE) 
O Primary or Equivalent (grades 1 – 8)   O Secondary or Equivalent (grades 9 – 12) 
O College/University or Equivalent         O Other    
O No Formal Education                            O Do Not Know                  
 


  







Combined Annual Household Income (CHECK ONE) 
O $0 - $14,999            O $15,000 - $19,999          *Number of People Supported by this Income: ______ 
O $20,000 - $24,999   O $25,000 - $29,999    
O $30,000 - $34,999   O $35,000 - $39,999           
O $40,000 - $59,999   O $60,000 or greater    
O Do Not Know          O Do Not Want to Answer 
 


Current Household Set Up (CHECK ONE) 
O Mother/Father Child(ren)   O Couple Without Child    O Single Parent Family (father head) 
O Sole Member                      O Same Sex Couple           O Single Parent Family (mother head)   
O Extended Family                 O Unrelated Housemates   O Grandparent(s) With Grandchild(ren)                      
O Siblings                               O Do Not Know                 O Do Not Want to Answer             
O Other                                  
Do you have any of the following? (CHECK ALL THAT APPLY) 
O Drug or Alcohol Dependence   O Chronic Illness    O Developmental Disability   O Learning Disability    
O Mental Illness    O Physical Disability   O Sensory Disability   O Other (Please Specify)_______________ 
O None    O Do Not Know   O Prefer Not to Answer 
 
What is your sexual orientation? (CHECK IF YOU ARE BETWEEN AGES 13-18)  
O Bisexual    O Gay   O Heterosexual (Straight)   O Lesbian   O Queer    O Two-Spirit   O Do Not Know    
O Prefer Not to Answer O Other (Please Specify)______________________________________________ 
 
Which of the following would best describe your racial or ethnic group? (CHECK ONE) 
O Asian - East    O Asian - South   O Asian South East   O Black - African   O Black – Caribbean 
O Black – North American   O First Nation   O Indian – Caribbean O Indigenous/Aboriginal    O Inuit 
O Latin American  O Metis   O Middle Eastern   O White – European  O White – North American    
O Mixed Heritage (please specify)_______________________   O Do Not Know    O Prefer Not To Answer    
 
Do you identify with any of these population groups? (CHECK ONE) 
O Aboriginal   O Senior   O Youth   O Poverty   O Racialized   O Rural 
 


What is your substance(s) of concern? __________________________________________________ 


____________________________________________________________________________________ 


On a scale of 1 to 10: 


Please rate your overall physical well being today:    (Very poor) 1  2  3  4  5  6  7  8  9  10 (Excellent) 


Please rate your overall emotional well being today: (Very poor) 1  2  3  4  5  6  7  8  9  10 (Excellent) 


Please rate your overall well being today:          (Very poor) 1  2  3  4  5  6  7  8  9  10 (Excellent) 


Why have you come for treatment today? 


_____________________________________________________________________________________


_____________________________________________________________________________________ 







 


RAAM Code of Conduct 
Client Rights: 


• To feel safe, respected and treated with dignity. 


• To be in a place of respite. 


• To be unharmed physically, emotionally, or psychologically by Turning Point staff. 


• To receive appropriate support and attention. 


• To access services even while under the influence of drugs or alcohol. 


• To have a voice in the operations and functioning of the site, in conflict resolution processes and in 
regards to complaints or concerns. 


 


Responsibilities: 


• To respect others while on site. 


• To help create and maintain a safe place. 


• To not cause physical harm to other participants or staff. 


• To use the site for self-administration only; no “doctoring.” 


• To not deal, exchange, share or pass drugs to anyone else on-site. 


• To not use alcohol, smoke or ingest drugs other than by injection while on-site. 


• To reduce harm by not sharing injection equipment, disposing of used supplies in the sharps container, 
and not walking around with uncapped syringes. 


• To not display weapons or money on-site. 


• To not bring outside conflicts into the site. 


• To not engage in solicitation of any kind on site. 


• To respect the property and privacy of others in the site. 


• To follow the reasonable directions of RAAM staff. 


• To bring concerns or complaints to the attention of one of the RAAM Managers.  


 


Signature____________________________________  Date _______________________ 


 


  







 


  
        TERMS OF SERVICE       RAPID ACCESS ADDICTION MEDICINE CLINICS 


 
Rapid Access Addiction Medicine Clinics are designed to provide timely access and a collaborative 
approach to care provided by a multidisciplinary team, which includes physicians, nurse practitioners, 
registered nurses, traditional healers, addiction counsellors and peer support workers.  By signing this 
agreement, you are consenting to come into a program that involves multiple agencies who are working 
together in service to clients of the RAAM Clinics.  The purpose of a team based approach is to enhance 
the quality of person centred care through collaborative efforts and a coordinated, holistic model of service 
delivery.  The agencies who are partners in the RAAM Clinics are as follows:   
 


RAAM PROGRAM STAFF 
 
The RAAM staff are skilled professionals who combine educational qualifications with field experience.  
A team approach is used and some elements of your situation may be shared with partner agencies on a 
need to know basis. All staff adhere to the Code of Ethics of their professional organization and/or 
regulatory bodies to adhere to a standard for professional behaviour. 
 


CONFIDENTIALITY 
 
All staff, students and volunteers are bound by the policies of their respective agency.  Information about 
clients entering into service is entered into an information database.  These systems are confidential and 
access is limited to authorized personnel.  Clinical data may be accessed for program evaluation or research 
purposes, accreditation review or file audits. 
 
In order for us to release or obtain information about you outside of RAAM Clinic partners, you must first 
give permission for us to do so.  This permission must be documented in writing and recorded in your 
clinical file.  At any time, you may revoke the Consent to Release or Obtain Information, preferably in 
writing.  
 
There are some limits to confidentiality, required by law, where information may be given without your 
consent. 
 
Limits to confidentiality include: 


• Threat to harm self and/or others; 
• Sharing of information in an emergency situation; 
• Reporting of suspicion of child abuse or neglect (CFSA, R.S.O. 1990, c C11, s.28); 
• Reporting of suspected abuse of an adult in a Long Term Care/ retirement home (LTC Homes Act 


S.O. 2007, c.8. or retirement Homes Act, S.O. 2010, c. 11) 
• Court Subpoenas or Court Orders, as these apply (CFSA, R.S.O. 1990, 496/06, s2); 
• Reporting of information required by the government (i.e. Serious Occurrence) 
• Reporting of information about a regulated health professional sexually abusing a client 


(Regulated Health Professions Act, S.O. 1991, c. 18); and/or 
• Sharing of information with those staff internal to the Centre who, by virtue of their job 


responsibilities, need to know. 


RAPID ACCESS ADDICTION MEDICINE CLINICS (RAAM) 
CONSENT TO SERVICE 







 
APPOINTMENTS 


Walk-in Services are available, however follow up appointments will be scheduled as needed.  We strongly 
encourage you to keep your scheduled appointments to ensure continuity of service.  Failure to keep an 
appointment may result in your file being closed.  If your appointment time is not convenient for you, ask 
your care provider about making alternative arrangements.  If you are unable to keep an appointment, please 
call the clinic as soon as possible. The RAAM Clinic is a short term service offering, urgent, treatment 
for substance use disorders. Clients will be transitioned to a community addictions clinic, primary 
care physician, or other care setting. 
 


ACCESS TO RECORDS 
 
It is standard professional practice to keep a record of clinical activities such as medical treatments or 
counseling notes.  RAAM clients have the right to access information (also known as Personal Health 
Information) that pertains to them, which is contained in their client record.  This access is based on the 
client’s capacity to provide legal consent.  If a client requests a copy of any parts of their clinical record, 
they will be asked to sign a release of information and a fee may be charged for this service. Sources 
outside of RAAM and will be directed to access that information from the original source.    


COMPLAINTS AND CONCERNS 
 
If you have any questions, concerns, or comments about any aspect of our service, any of the RAAM 
clinic staff or management will be available to talk or meet with you.   
 


QUALITY ASSURANCE 
 
It is important for us to know what you think about our programs and services.  We may ask you to tell us 
your thoughts or to complete a questionnaire about our services.  Your feedback will be held in the strictest 
confidence.  Case data may be accessed for research purposes, accreditation review or file audit. 


SIGNATURES 
 
 
I _____________________________________, understand this information and accept the 
              (please print name) 
 
Terms of Services offered by: 
 
I understand this information and accept the Terms of Service offered by the RAAM Clinic I have 
signed to indicate that I have read, understood and agree to the above. 
 
Signature: _______________________________________ Date: __________________________ 
 
 
Witness: _______________________________________ 
 
Copy Given:  Yes   No  Reason:  
-Please retain original on client record- 
 
 







RAAM Consent to Obtain / Release Information 


 
 
RAPID ACCESS ADDICTION MEDICINE CLINICS (RAAM) 
Consent to Obtain / Release Information 
 


The protection of your privacy and the delivery of high quality care is our priority.  In order to 
best serve you, a group of service providers, all committed to the protection of your privacy, 
are working together to support your decisions regarding your care.  With your permission, we 
will share information with each other and with other agencies to support you in developing a 
plan of care that is designed to support your choices and decisions. 


The following agencies are part of a service system which is designed to support you in reaching 
your personal goals. 


 


    _______      ________ 


 


    _______       _________ 


   


    ________      _________        
  


        


If you are in agreement for the above named agencies and related programs to share 
assessment, treatment and case management information, please indicate your authorization 
by initialing beside each relevant agency. 


In addition, there may be cause to share your personal health information with other care 
providers and agencies to support you in meeting your personal goals.  If you are in agreement 
for the agencies listed below to obtain/release information with the authorized agencies in 
Rapid Access Addiction Medicine Clinics (RAAM) please sign beside each agency indicating your 
authorization. 


 


 


 







Consent to release information from the following person/agencies listed below  
Person /Agency  Date  Signature  
 
 


  


 
 


  


 
 


  


 


Having read and understood this form, I hereby authorize the identified agencies of Rapid 
Access Addiction Medicine (RAAM) Clinics to Release/Request Information to/from each other 
and to/from the persons/agencies listed above.  I also understand that I can withdraw my 
consent in writing at any time and that I can restrict the nature and type of information shared.  
This consent is considered valid for a period of six (6) months from the date of signature when 
it will be reviewed and renewed as required. 


 


______________________________________________________________________________ 


Name (Please Print)   D.O.B. (DD/MM/YYYY) Signature 


 


 


______________________________________________________________________________ 


Reviewed and Witnessed by      Date 


 


 


RAPID ACCESS ADDICTION MEDICINE CLINICS (RAAM) 


Guidelines for Completing Form 


 Healthcare Provider will review the Consent to Obtain/Release Information with the 
client and address any questions/concerns prior to obtaining a signature. 


 Healthcare Provider will review the Consent to Service prior to obtaining client 
signature. 


 Copy of the Consent to Service and Consent to Obtain/Release Information will be filed 
on the clients’ record. 





		Substance Use Service - Initial Assessment

		RAAM Code of Conduct

		RAAM Consent to Obtain / Release Information

		RAPID ACCESS ADDICTION MEDICINE CLINICS (RAAM)

		Consent to Obtain / Release Information
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Describe your goal: 


_______________________________________________________


_______________________________________________________


_______________________________________________________ 


How can you track your progress? 


_______________________________________________________


_______________________________________________________


_______________________________________________________ 


 


List the skills and resources you need in order to meet your goals.  


_______________________________________________________


_______________________________________________________


_______________________________________________________ 


Which will be your accountability 


partner?____________________  


When will they check in with 


you?_______________________ 


Who is going to help you with 


your goals?__________________ 


___________________________


___________________________


___________________________ 


Goal for check in date 1 


_______________


_______________


When?_________ 


Goal for check in date 2 


_______________


_______________


When?_________ 


Goal for check in date 1 


_______________


_______________


When?_________ 
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RAPID ACCESS ADDICTION MEDICINE 
 


Memorandum of Agreement 
 


Between 
 


ORGANIZATION A (“LEAD AGENCY”) 
 


and 
 


ORGANIZATION B (“SERVICE DELIVERY PARTNER”) 
 
 


As the Lead Agency has the authority through agreement with the _____(funder)______ to 
enter into this contract for the provision of services as outlined in the attached Service 
Description Schedule; 
 
And as it is recognized that there are multiple Service Delivery Partners, each having a separate 
Memorandum of Agreement and associated Service Description Schedule; 
 
And as it is recognized that the Lead Agency is also a Service Delivery Partner; 
 
And as the Service Delivery Partner has agreed to provide the services described in the 
attached Service Description Schedule; 
 
THEREFORE, the parties agree as follows: 
 
Term 
 


1. This agreement will be in effect from (______DATE_____) until it is superseded or 
replaced by a subsequent agreement or until it is terminated in its entirety in accordance 
with section 28 of this agreement. 
 


Service 
 


2. The Service Delivery Partner agrees to provide services in accordance with Schedule 1 
and in accordance with any policies, guidelines or other requirements as communicated 
to the Service Delivery Partner by the Lead Agency. 
 


Consideration 
 


3. The Lead Agency will pay the Service Delivery Partner annually in accordance with the 
details below:  
 


a. Salaries/Benefits: ___________ 
 


b. Other program expenses:_________________ 
 


4. The Service Delivery Partner will be reimbursed to the maximum amounts outlined in #3 
(above) upon receipt of quarterly invoices, providing the detail of expenses as 
categorized. 
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5. The Service Delivery Partner will participate in determining local program needs, 


facilitating partnerships, planning and evaluating the Program, including setting annual 
targets and goals for the Program. 
 


6. The Lead Agency will enter into a Service Contract with the ____FUNDER_____ and will 
be ultimately responsible for adhering to the terms of that Service Contract. 
 


7. The Lead Agency will centrally administer the Program and, in consultation with the 
Service Delivery Partner, develop program elements, develop policies and procedures, 
identify training needs and prepare an annual budget. 
 


8. The Lead Agency will facilitate program planning meetings, training opportunities and 
will provide the Service Delivery Partner with quarterly statistical reports to ensure that 
the program is being delivered in accordance with the plan. 
 


Accountability 
 


9. All parties to this agreement remain independent of each other and, outside of the terms 
of this agreement, are accountable to their own Boards of Directors. 
 


10. All staff and volunteers of the Service Delivery Partner are accountable directly to the 
Service Delivery Partner.  There is no reporting relationship or accountability directly with 
either the Lead Agency or the ____FUNDER______. 
 


11. The Lead Agency is accountable to the ____FUNDER____ through a service contract 
and to the Service System Partner for the execution of this agreement. 
 


Program Evaluation 
 


12. The Service Delivery Partner agrees to participate in the ongoing evaluation of the 
program, established in partnership with the Lead Agency.  


 
Access and Consultation 
 


13. The Service Delivery Partner will permit the Lead Agency and/or ____FUNDER____ 
staff to enter at reasonable times, and with reasonable notice, any premises used by the 
Service Delivery Partner in connection with the provision of services pursuant to this 
agreement and under its control in order to observe and evaluate the services and 
inspect all records relating to the services provided pursuant to this agreement. 
 


14. The Service Delivery Partner agrees to provide representatives to be available for 
consultation with the Lead Agency related to the planning for services pursuant to this 
agreement.   
 


15. The Service Delivery Partner agrees that the staff providing services pursuant to this 
agreement will, upon reasonable request, be available for consultation with the Lead 
Agency and/or ___FUNDER____ staff. 


 
Records and Reports 
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16. The Service Delivery Partner will maintain service records respecting each site where 
service is being provided and submit statistical data to the Lead Agency in a format 
prescribed by the Lead Agency by no later than: 
 


• July 7th for the period of April 1 to June 30 
• October 7th for the period of July 1 to September 30 
• January 7th for the period of October 1 to December 31 
• April 15th for the period of January 1 to March 31 


 
17. The Service Delivery Partner will maintain financial records and books respecting 


services provided pursuant to this agreement and will retain the records and books for a 
period of seven (7) years. 
 


18. In the event the Service Delivery Partner ceases operation, it is agreed that the Service 
Delivery Partner will determine, with the Lead Agency, the disposal and/or disposition of 
any records related to this service. 


 
19. The Service Delivery Partner will assist the Lead Agency in preparing and submitting to 


the ___(FUNDER)____ any report requested by the ___(FUNDER) respecting the 
services being provided. 


 
Confidentiality 
 


20. The Service Delivery Partner, its directors, officers, employees, agents and volunteers 
will hold confidential and not disclose or release to any person at any time during or 
following the term of this contract, except where required by law, any information or 
document that tends to identify any individual in receipt of services without obtaining the 
written consent of the individual or the individual’s parent or guardian prior to the release 
or disclosure of such information or document.  Where the Service Delivery Partner is a 
municipality or such other “institution” as defined in the Municipal Freedom of 
Information and Protection of Privacy Act, the provisions of such Act with respect to the 
disclosure or release of information apply. 


 
Conflict of Interest 
 


21. The Service Delivery Partner shall disclose to the Lead Agency without delay any actual 
or potential situation that may be reasonably interpreted as either a conflict of interest or 
a potential conflict of interest with the provision of services pursuant to this agreement. 
 


22. A breach of this section by a Service Delivery Partner shall entitle the Lead Agency to 
terminate the contract with that Service Delivery Partner in addition to any other 
remedies that the _____FUNDER_______  may impose, in law or in equity.  
 
 


 
Indemnification 
 


23. The Service Delivery Partner will, both during and following the term of this agreement, 
indemnify and save harmless the Lead Agency and the ____FUNDER_____ from all 
costs, losses, damages, judgements, claims, demands, suits, actions, complaints or 
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other proceedings in any manner based upon, occasioned by or attributable to anything 
done or omitted to be done by the Service Delivery Partner, its directors, officers, 
employees, agents or volunteers in connection with services provided, purported to be 
provided or required to be provided by the Service Delivery Partner pursuant to this 
agreement. 


 
Insurance 
 


24. The Service Delivery Partner will submit to the Lead Agency, upon request, proof of 
insurance. 
 


25. The Service Delivery Partner will obtain and maintain in full force and effect during the 
term of this contract, Errors and Omissions Liability Insurance, insuring liability for errors 
and omissions in the provision of any professional services or failure to perform any 
such professional services, in the amount of not less than two million dollars 
($2,000,000.00) per claim and in the annual aggregate. 


 
26. The Service Delivery Partner will provide the Lead Agency upon request, with a valid 


Workplace Safety and Insurance Act, 1997 (WSIA) Clearance Certificate and any 
renewal replacements upon request and will pay all amounts required to be paid to 
maintain a valid WSIA Clearance Certificate throughout the term of this Agreement. 


 
Termination 
 


27. It is agreed and understood that should the Service Delivery Partner or Lead Agency 
breach any obligations under this Agreement and fails to remedy the breach within 7 
days of receiving written notice from the other party requesting it do so, the other party 
may terminate the Agreement immediately by written notice. 
 


28. The term of this Agreement shall be for one year commencing on ____DATE_____, 
unless terminated earlier in accordance with its terms, and will be renewed automatically 
annually for additional terms of one year, unless by written agreement of termination 
received by either Party at least ninety (90) days prior to the expiry date of the Term and 
any Renewal Term. 
 


29. Either Party shall have the right to terminate this Agreement with ninety (90) days written 
notice to the other party. 
 


30. Either Party shall have the right to terminate this Agreement for cause, without prejudice 
to enforcement of any other legal right or remedy, immediately upon providing notice of 
such termination if: 


a. The other party becomes bankrupt or insolvent and cannot fulfill its obligations 
under this Agreement; or 


b. The other party commits a material breach or default of any terms of obligation 
under this agreement and such breach continues for a period of thirty (30) days 
after written notice thereof has been given by the non-defaulting party. 


 
31. The Lead Agency shall have the right to terminate the Agreement immediately upon 


providing notice of such termination if a decision is made to cease or reduce funding by 
the ____FUNDER_____ to the Lead Agency and funds are no longer available to carry 
out the responsibilities set out under this Agreement. 
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32. The Service Delivery Partner shall have the right to terminate this Agreement 


immediately upon providing notice of such termination if a decision is made to cease or 
reduce funding by the ____FUNDER_____ to the Service Delivery Partner and funds 
are no longer available to carry out the responsibilities set out under this Agreement. 
 


  
Human Rights Code 
 


33. It is a condition of this agreement and every agreement entered into pursuant to the 
performance of this agreement that no right under section 5 of the Human Rights Code 
will be infringed.  Breach of this condition is sufficient grounds for cancellation of this 
agreement with the Service Delivery Partner. 
 


Amendments 
 


34. This agreement may be amended by substitution of appendices.  The Lead Agency may, 
at any time, upon consultation with the Service Delivery Partner, add or replace a 
Schedule and such Schedule shall be deemed to be added to the agreement or to 
replace the particular Schedule for the period of time to which it relates, provided that if 
the Service Delivery Partner does not agree with all or any of the Schedules, the Service 
Delivery Partner may terminate the Agreement pursuant to Section 1. 


 
Schedules 
 


35. All the terms of the Schedule are incorporated into this agreement except where they are 
inconsistent with this agreement.  This agreement and the attached Schedule embodies 
the entire agreement and supersede any other understanding or agreement, collateral, 
oral or otherwise, existing between the parties at the date of execution and relating to 
the subject matter of this agreement. 


 
Laws 
 


36. The Service Delivery Partner agrees that the Service Delivery Partner and its employees 
and representatives, if any, shall at all times comply with any and all applicable federal, 
provincial and municipal laws, ordinances, statutes, rules, regulations and orders in 
respect of the performance of this agreement. 


 
Recognition and Awareness of Public Support 
 


37. The Service Delivery Partner shall acknowledge the ___FUNDER____ and Government 
of Ontario’s contribution of funding with respect to the provision of services under this 
agreement on any publications, including a statement indicating that the views 
expressed in the publication are the views of the Service Delivery Partner and do not 
necessarily reflect those of the ___FUNDER____ or the Government of Ontario.  
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IN WITNESS WHEREOF this agreement has been signed by authorized representatives of the 
Lead Agency and Service Delivery Partner. 
 
Signed, sealed and delivered 
 
on the _______ day of February, 2020. 
 
 
 
 
 
 
ORGANIZATION A:  
 
 
Signature:  
 
 
Name: 
 
 
Title:  


 For ORGANIZATION B: 
 
 
Signature:  
 
 
Name: 
 
 
Title: 
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SCHEDULE 1 – SERVICE DESCRIPTION SCHEDULE 
 


The Service Description Schedule is part of the contractual agreement between the Lead 
Agency and the Service Delivery Partner.  This Schedule outlines the services that the Lead 
Agency is purchasing, with public funds, on behalf of the citizens of Ontario including specific 
expectations and conditions that apply, as defined in this document. 
 
The objectives, descriptions, and features outlined below represent the ideal delivery of this 
service, which is subject to contract negotiations between the LHIN and the Lead Agency 
(representing the Service System Partners). 
           
SERVICE OBJECTIVES 
 
The Rapid Access Addiction Medicine (RAAM) Clinics will offer services at three locations in 
Thunder Bay. The clinics provide timely access to specialized supports for clients who are living 
with addiction to opiates and other substances and who require medical services combined with 
mental health and addiction supports to stabilize their condition and to facilitate access to 
services that cross the continuum of care.    
 
The clinics will improve access to addiction care, divert patients away from the Emergency 
Department, and serve as a referral source for primary care providers who have patients that 
may be struggling with opiate dependency, poly-substance use and complex mental health and 
medical issues.   The clinics will provide timely access to medical treatment for people most in 
need and immediate access to a range of therapeutic interventions and navigational supports 
based on assessed level of need.   
 
SERVICE DESCRIPTION 
 
Services Provided 
 
The Service Delivery Partner will provide a qualified Addiction Counsellor to serve as a member 
of a multi-agency, inter-professional team.  Specific responsibilities include: 
 


• Developing comprehensive client centred care plans; 
• Completing comprehensive substance use assessments utilizing provincially mandated 


assessment tools; 
• Providing trauma-informed individual and/or group counselling; and, 
• Referring to more intensive supports as required. 


 
Services will be provided at RAAM Clinics as well as other locations, including at the offices of 
the Service Delivery Partner and in the community. 
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Qualifications 
 
Addiction Counsellors will hold a minimum of, or culturally acceptable equivalent of: 
 


• Bachelor level degree in a social science 
• Registration with a regulatory professional College 
• Three (3) years’ experience providing counselling 
• Sound theoretical framework for working in a variety of areas, with an emphasis on 


addiction, mental health and trauma 
• Training and experience in crisis intervention, including assessing for and intervening 


with risk of harm to self and others  
• Experience and skill in group development and group facilitation, including knowledge 


and previous application of the principles of adult learning 
• Proficient in use of personal computers, with practical experience in current software 


applications, including Microsoft Office and client management systems. 
 
 
Program Evaluation 
 
A comprehensive evaluation framework will be developed and fully implemented to gather and 
track key outcome indicators, which would include:   
 


• number of unique individuals served 
• number of visits per client/ provider 
• age 
• gender 
• service location 
• presentations to the Emergency Department and number of hospitalizations pre and 


post involvement in the clinic and 
• wait times for access to services 
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Executive Summary 


Introduction 


Canadian family physicians provide important care for persons with substance use disorders. 


Evidence suggests that the compensation models of family physicians shape the services they 


provide to their patients. Most Canadian family physicians work with the fee-for-service remuneration 


model, using service-based codes to assess, diagnose, treat and refer patients. These codes are 


negotiated with the provinces. Consequently, there is variability in how they deliver care to their 


patient populations.  


To date, we have little understanding of how fee-for-service remuneration shapes the delivery and 


quality of primary care to patients with substance use disorders, or how family physicians in different 


provinces manage care for these patients using available billing codes. Understanding how fee-for-


service family physicians use provincial billing codes to care for this patient population and where 


they encounter challenges can generate opportunities to strengthen care.  


The results of this study are intended to provide policy makers and physician organizations with a 


portrait of how Canadian family physicians deliver care to patients with substance use disorders 


within fee-for-service remuneration models. The results also identify challenges to this care and 


provide options to support improved management of substance use disorders in primary care. 


Objectives and Method 


The purpose of this study was to understand how family physicians working in primary care settings 


within a fee-for-service model use provincial billing codes and incentives to care for patients with 


substance use disorders. Two other chronic healthcare conditions, diabetes and schizophrenia, were 


included to generate comparative data. Diabetes was chosen because physicians’ remuneration for 


patient treatment is well supported by chronic disease management incentives. The team included 


schizophrenia because it is chronic mental health condition. 


The specific objectives were: 


 To understand family physicians’ awareness, interpretation and use of billing codes and 


incentives for the care of substance use disorders across Canada; 


 To understand physicians’ perceptions of current billing codes and incentives to assess whether 


they are adequately designed to provide comprehensive care to patients with substance use 


disorders; 


 To identify cross-cutting thematic issues within the fee-for-service system raised by physicians’ 


narratives, both within each province and across Canada; and 


 To generate options to improve remuneration for the care of substance use disorders and 


encourage more family physicians to take on this care.  


The team developed a qualitative interpretative design with purposive sampling and recruited 22 


family physicians from ten provinces. Using an interview guide with 11 questions in five domains, 


one team member conducted one-on-one telephone interviews with each key informant physician. 


Interviews were conducted between October 2017 and March 2018, and lasted 32 minutes on 


average. Three team members analyzed interview transcripts using NVivo software, and performed 


inductive analysis to identify themes and options for change.  
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Findings and Options for Change 


Participants delivered five strong messages from the interviews: 


1. Patients with substance use disorders have medical and social complexity. 


2. The work of caring for patients with substance use disorders is invisible and not always billable. 


3. Formal education and ongoing support for billing are weak. 


4. Fee-for-service is not structured in a way that fully supports substance use disorders care. 


5. Fee-for-service generates tensions and ethical dilemmas. 


They also made explicit suggestions to address the dual challenges of improving care for patients 


with substance use disorders and compensating physicians fairly for their time and acquired 


expertise with this population:  


1. Fee-for-service remuneration: New billing codes and incentives 


Participants recommended three types of changes to billing codes and incentives: 


(1) Introduce a chronic disease management incentive and supplemental codes for substance use 


disorders; 


(2)  Introduce codes to incentivize and compensate patient intake, initial assessment and consulting; 


and 


(3) Introduce codes to support the ongoing management of patients with substance use disorders. 


2. Proposal for an alternative remuneration model: A blended model 


Participants recommended the introduction of a blended remuneration model to encourage more 


physicians to provide care for substance use disorders and to sustain physicians currently delivering 


this care for these patients. Specifically, they proposed a base pay with supplemental billing codes to 


offer physicians predictable revenue that is independent of service-based codes, while incentivizing 


them to provide comprehensive care to patients with substance use disorders. A blended model 


could also compensate physicians for off-site work. 


3. Other changes 


Participants made three additional recommendations to improve billing practices and care for this 


patient population from a health systems perspective: 


(1) Improve formal training in medical school or residency to adequately prepare physicians for the 


work of billing as soon as they begin to practice, and strengthen provincial billing resources to 


support physicians in their ongoing billing practices;  


(2) Provide funding for allied health professionals so that physicians can deliver team-based clinic 


care to their patients, instead of providing it on their own; and  


(3) Strengthen community psychosocial services so that physicians can refer their patients to 


experts who can provide specialized treatment, and increase anti-stigma education to challenge 


attitudes that create barriers for patients seeking primary care. 
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Conclusion 


This study is the first to solicit Canadian physicians on their experiences and perspectives on using 


fee-for-service billing codes to care for patients with substance use disorders. The family physicians 


interviewed for this study are deeply committed to providing comprehensive care to this patient 


population.  


By acknowledging that substance use disorders are chronic diseases, the provinces can support 


family physicians in their work. A major step forward is to make incentives and adequate 


compensation available to family physicians in each of the provinces, so that they can provide 


comprehensive, evidence-based care within their clinics. It is also vital for the provinces to 


strengthen the infrastructure and systems around family physician care. 
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Introduction 
According to the 2016 Surgeon General’s Report on Alcohol, Drugs, and Health, a substance use 


disorder (SUD) is “a medical illness caused by repeated misuse of a substance or substances.” 


These disorders can vary in type and severity. The term “addiction” is generally used more 


specifically to describe a chronic and severe SUD (Office of the Surgeon General, 2016).  


Substance use-related morbidity and mortality place significant strains on healthcare systems 


(Degenhardt & Hall, 2012; Klimas et al. 2017), and research into the treatment of this disease has 


been systematically neglected (Holmes, 2012). The prolonged use of psychoactive drugs can 


adversely affect the health of individuals (United Nations Office on Drugs and Crime, 2017). 


Substance use can also generate significant costs. In 2014, the overall costs of substance use in 


Canada was $38.4 billion, equivalent to approximately $1,100 for every Canadian regardless of age 


(Canadian Substance Use Costs and Harms Scientific Working Group, 2018).  


Primary care provides accessible treatment to this patient population (Kennedy-Hendricks et al., 


2016; Storholm et al., 2017), and family physicians play a vital role in managing SUD (Kaner et al. 


2013; Kennedy-Hendricks et al., 2016; Klimas et al. 2017; Saitz & Daaleman, 2017). SUD treatment 


delivered in the primary care setting has been linked to improved health outcomes (Bowman, 


Eiserman, Beletsky, Stancliff, & Bruce, 2013; Kaner, Brown, & Jackson, 2011; Pilowsky & Wu, 


2012). Screening and timely interventions can slow the progression of SUD (Tai & Volkow 2013).  


There is variability in how family physicians care for and manage SUD in their practice (Jamison, 


Sheehan, Scanlan, & Ross, 2014; Hutchinson, Catlin, Andrilla, Baldwin, & Rosenblatt, 2014; Tai & 


Volkow, 2013). One known variable that shapes the delivery and quality of patient care is 


remuneration models (also known as payment models). There is evidence that payment models for 


family physicians influence the type, continuity and intensity of services they provide their patients. 


Most Canadian family physicians generate revenue from the fee-for-service (FFS) remuneration 


model. What is unknown is how FFS in particular shapes delivery of care for SUD.
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Background 


Family Physician Remuneration 


In the publicly funded healthcare system, family physicians are gatekeepers. They provide primary 


care services, which are covered by the public insurance system. This means that patients do not 


face out-of-pocket payments for services that are defined as “medically necessary.” In January 2018, 


the Canadian Medical Association reported a total of 84,260 physicians in Canada (excluding 


residents). More than half were family physicians (52%) (Canadian Medical Association, 2018).  


Family physicians are independent contractors who receive nearly all their income from provincial 


Medicare agencies. In 2015–2016, family physicians generated an average of $275,294 average 


gross clinical payment in 2015–2016 (Canadian Institute for Health Information, 2017a). However, 


what is often overlooked is that as independent contractors, family physicians must pay all overhead 


costs (e.g., clinic rent and supplies), salaries and practice insurance out of their gross FFS billings. 


These billings must also cover their benefits and pension.  


Because healthcare in Canada is administered by the provinces, the delivery and compensation of 


patient care varies between and within provinces and territories (Marchildon, 2013; Miedema et al., 


2016). Several models are used to pay family physicians for their services:  


 Fee-for-service model: The physician bills for each service they provide to treat a patient using 


service-based codes (Canadian Medical Association, 2015). The unit of payment is the number 


of services that the physician delivers to a patient during a visit (e.g., physical exam, 


immunization, etc.). 


 Salaried model: The physician is paid regularly based on an employment contract. The unit of 


payment is the physician’s time, as a fixed financial amount is attributed to a specific time period 


(Canadian Medical Association, 2015).  


 Capitation model: An alternative payment plan in which the physician is guaranteed a fixed 


payment amount for delivering annual care to rostered patients (Canadian Medical Association, 


2015). The unit of payment is the number of patients under a physician’s care. 


 Blended capitation model: The physician receives a guaranteed base payment annually for the 


number of patients in their care plus fee-for-service payments for treating non-enrolled patients 


(Canadian Medical Association, 2015). 


Other physician remuneration schemes include hourly, sessional and shadow billing. Physicians who 


participate in alternative payment schemes, such as salaried or hourly payments, practice shadow 


FFS billing, in which they submit their invoices with FFS billing codes to their provincial Medicare for 


their services (Canadian Medical Association, 2015). Physicians who practice shadow billing are 


therefore familiar with FFS billing codes and incentives schemes.  


Fee-for-Service Compensation 


Although the proportion of Canadian family physicians who are compensated by the FFS remuneration 


model is declining, FFS has been the dominant remuneration model of most family physicians since 


the 1960s (Dahrouge et al., 2013; Devlin & Sarma, 2008; Sarma, Devlin, Belhadji, & Thind, 2010). 


In 2015–2016, almost all physicians (97%) received some payments through FFS and more than 


two-thirds of all physicians (69%) received some payments through alternative remuneration 


schemes (Canadian Institute for Health Information, 2017b).  
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FFS offers many benefits to family physicians and to the delivery of care. These include higher 


patient volume within practices (Sørensen & Grytten, 2003) and more patient contact (Basu & 


Mendelzys, 2008). According to an analysis of the 2004 Canadian National Physician Survey for the 


number of weekly patient visits in different remuneration schemes, FFS physicians saw more 


patients per week compared to physicians in alternative remuneration schemes (Devlin & Sarma, 


2008; National Physician Survey, 2004). 


FFS also has limitations. These can adversely affect the quality of patient care, particularly for patients 


with chronic conditions. FFS remuneration incentivizes patient volume over time spent with a patient. 


This structure can discourage physicians from spending extra time with complex patients because 


they are financially penalized if a patient appointment lasts longer than the amount of time indicated 


in the fee schedule (Devlin & Sarma, 2008). Insufficient time during patient visits is a significant 


barrier to quality patient care, particularly for patients with chronic conditions who require longer 


appointments (Barry et al., 2010; Beaulieu et al., 2013; Russell et al., 2009; Storholm et al., 2017). 


Two Ontario studies assessed the efficiency of the FFS model in the delivery of diabetes care for 


patients. Kiran, Victor, Kopp, Shah, and Glazier (2014) found that patients aged 40 years and older 


enrolled in team-based and non-team-based capitation models were more likely to receive 


recommended diabetes monitoring tests than patients enrolled in a blended FFS model. Patients 


receiving care from FFS physicians who were not enrolled in any remuneration model were least 


likely to receive optimal diabetes testing. Another study by Liddy, Singh, Hogg, Dahrouge, and 


Taljaard (2011) that assessed 82 primary care practices in Eastern Ontario found that community 


health centres with salary-based physicians offered better diabetes care compared to practices 


operating under the FFS model.  


Non-FFS models can offer several benefits to patients. One benefit is improved access to providers 


(Miedema et al., 2016). A second benefit is that they can support interdisciplinary group practices 


(Brcic, McGregor, Kaczorowski, Dahramsi, & Verma, 2012) and team-based care (Clelland 2016). 


Team-based care practices in turn are associated with higher quality care for chronic diseases 


(Beaulieu et al., 2014; Kiran, Kopp, Moineddin, & Glazier, 2015; Tricco et al., 2012).  


Newer physicians are expressing a preference for non-FFS remuneration models. A survey of 430 


newly practicing family physicians in British Columbia with 133 respondents assessed their 


remuneration model preferences (Brcic et al., 2012). The majority of respondents (81%) reported 


that remuneration models influenced their decisions about future practice. Although some 


physicians felt that the FFS model motivated them to work hard, 71% preferred non-FFS 


remuneration models, as they felt that non-FFS models provided better patient care, improved the 


quality of their work life and generated less frustration with billing systems.  


How Fee-for-Service Compensation Works 


FFS payment structures vary by province. Every clinical encounter must have a diagnostic code and a 


service code associated with it (MD Physician Services, 2012). A diagnostic code refers to the reason 


for the medical consultation or procedure. Most provinces employ an adapted three-digit version of 


the International Classification of Diseases to identify how to numerically code the diagnosis. A 


service code refers to the type of service provided during a patient encounter. Service codes that are 


commonly used by family physicians include regular office visits, complete assessments, counselling, 


interviews, prenatal visits, well baby exams, house-call visits and limited consults. Furthermore, a 


specific code may be required for the place of service (MD Physician Services, 2012). 


The available codes and associated physician fees are detailed in the Schedule of Benefits 


published by each province. These fees are established through negotiations between the provincial 
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insurer (e.g., Ontario Ministry of Health and Long-Term Care) and the provincial medical association 


(e.g., Ontario Medical Association). Fees are reviewed every few years. 


Chronic Disease Management Incentive Payments  


Chronic disease management (CDM) incentive payments are an additional component available in 


the FFS model in all provinces except Prince Edward Island (P.E.I.). Appendix G summarizes the CDM 


codes available in each province.  


Providing primary care physicians with additional incentives can increase their willingness to care for 


patients with chronic diseases (Steele, Durbin, Sibley, & Glazier, 2013). Incentives can also enhance 


the supply of services available to more complex or disadvantaged populations, as these patients 


tend to rely more heavily on primary care to address their chronic health needs (Ferrer, 2007).  


Diabetes is an example of a chronic condition for which CDM codes exist in all provinces except P.E.I. 


Comprehensive care management for diabetes in primary care settings has been linked to improved 


patient health outcomes and reduced risk of complications (Dusheiko, Doran, Gravelle, Fullwood, & 


Roland, 2011; Laberge & Kone Pefoyo, 2016; McGovern et al., 2008). However, CDM programs for 


diabetes vary in their design and ability to improve patient care (Campbell et al., 2013). A systematic 


review of randomized trials conducted by Shojania et al. (2006) examined the effectiveness of CDM 


programs for diabetes care, categorizing programs into 11 distinct strategies. Overall, most CDM 


programs improved glycemic control in diabetic patients, although some programs were more 


effective than others. Another study looked at the effects of incentive payments to primary care 


physicians caring for hypertension, chronic obstructive pulmonary disease (COPD) and diabetes 


patients in British Columbia (Lavergne et al., 2017). The researchers observed improved health 


outcomes for patients with hypertension, but found no significant changes in health outcomes for 


COPD and diabetes patients.  


Increased incentives might not always translate into better quality care (Gavagan et al., 2010; Kiran, 


Victor, Kopp, Shah, & Glazier, 2012; Laberge & Kone Pefoyo, 2016). Town, Kane, Johnson, & Butler 


(2005) assessed the impact of financial incentives on physicians’ delivery of preventive care in a 


systematic review of randomized trials. The authors found that most trial interventions they reviewed 


identified a positive association between delivery of preventive care and financial incentives. 


Although smaller financial incentives might not impact physicians’ practice choices, the authors 


noted that larger incentives might be better motivators (Town et al., 2005).  


Substance Use Disorder Care 


Only 4.5% of Canadian family physicians practice addiction medicine (National Physician Survey, 


2013). In Canada, most treatment for SUD is delivered by primary care physicians who are non-


specialists. Primary care delivery of SUD treatment can be challenging for physicians because of the 


complexity of the disorders, and could be further complicated for individuals with concurrent chronic 


conditions (Khan, 2017; Wu et al., 2018).  


Stigma related to substance use is a known barrier to both SUD treatment (Stringer & Baker, 2015) 


and to the quality of services delivered by healthcare providers (Van Boekel, Brouwers, Van Weeghel, 


& Garretsen, 2013). Because language can influence clinicians’ attitudes and behaviours towards 


patients (Goddu et al., 2018), certain terms used to describe substance use and SUD have the 


potential to elicit negative explicit bias (Ashford, Brown, & Curtis, 2018). A randomized vignette study 


conducted by Goddu et al. (2018) assessed whether stigmatizing language within a patient’s 


medical records influenced physicians-in-training’s decision making and attitudes towards a patient. 


A total of 413 physicians-in-training were recruited with a response rate of 54%. Findings from the 
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study revealed that exposure to stigmatizing language was associated with greater negative attitudes 


towards the patient and less aggressive management of the patient’s pain (Goddu et al., 2018). 


Individuals with SUD are generally less likely to report a need for care (Meadows et al., 2002; 


Sunderland & Findlay, 2013). A study by Urbanoski, Inglis, & Veldhuizen (2017) investigated help 


seeking and perceived unmet needs for substance use and mental health care in Canada using the 


2012 Canadian Community Health Survey on Mental Health, which included 25,133 respondents. 


Findings revealed that among individuals with SUD, 65% did not seek any services or supports to 


treat their condition in the year prior to the survey. Those who chose to seek care were more likely to 


use informal supports. The authors also reported that unmet needs were greater among individuals 


with SUD, in comparison to those with co-occurring disorders or mood and anxiety disorders.  


Studies have shown that CDM can help improve the quality of care for individuals with addictions 


(Kim et al., 2011), as well as improve addiction outcomes (Kim et al., 2012). Therefore, a long-term 


patient-centred model of care might better address the needs of this patient population (Saitz, 


Larson, LaBelle, Richardson, & Samet, 2008).  


Study Objectives 


The purpose of this study was to understand how family physicians working in primary care in a FFS 


remuneration model use the billing codes and incentives available to them in their province to care 


for patients with SUD. The FFS remuneration model was selected as the main focus of this study 


because the majority of Canadian family physicians are compensated with this model. In this report, 


we focus on the remuneration of physician providers as one of the many systemic factors that can 


impact overall care for patients with SUD. Diabetes and schizophrenia were included to generate 


comparative data. Diabetes was chosen because physicians’ remuneration for patient treatment is 


well supported by incentive schemes and schizophrenia was chosen because it is chronic mental 


health condition. 


The specific objectives were: 


 To acquire a well-rounded understanding of family physicians’ awareness, interpretation and 


use of billing codes and incentives for SUD care across Canada; 


 To acquire an understanding of physicians’ perceptions of current billing codes and 


incentives to assess whether they are adequately designed to provide comprehensive care to 


patients with SUD; 


 To identify cross-cutting thematic issues within the FFS system, both within each province 


and across Canada; and 


 To generate options for change to improve remuneration for SUD care and to encourage 


more family physicians to deliver this care.  


The results of this study are intended to provide policy makers and physician organizations with a 


portrait of how Canadian family physicians deliver care to patients with SUD in the FFS remuneration 


models, identify challenges to delivering comprehensive care, and provide options for change to 


support improved management of SUD in primary care. 
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Methods 
The team developed a qualitative interpretative design and used purposive sampling to recruit family 


physicians from the ten provinces. Using an interview guide, one team member conducted one-on-


one telephone interviews with 22 key informant physicians. Both closed-ended and open-ended, 


semi-structured questions were developed to capture a range of data that included demographics 


and perspectives. Given the sensitive nature of the questions on remuneration, individual interviews 


were conducted to ensure privacy, obtain an in-depth understanding of the practices and perspectives 


of individual physicians, and solicit options for change for improvements to the current system. This 


study received ethics approval from the Chesapeake Institutional Review Board Services. 


Developing the Interview Guide 


In consultation with several physician leaders, CCSA developed an interview guide with 11 questions 


in five domains (See Appendix A):  


Questions 1–3: Demographics (length of time in practice, practice setting[s]): 


1. What is your current position? 


2. How long have you been practicing medicine in your current role as [CURRENT POSITION]? 


3. Can you tell me about the setting where you see patients in [CURRENT POSITION]? 


Questions 4–5: Scope of practice (relevant compensation model[s], patient populations) 


4. Can you tell me more about the type of compensation model you work with? 


5. I’d like to ask you about three areas of practice: Do you currently provide care for patients 


with [CHRONIC DISEASE BELOW] as part of your scope of practice? 


Questions 6–7: Compensation practices and billing education (how physicians are compensated for 


chronic disease care for each patient population, how physicians learned how to bill; who performs 


billing) 


6. Can you explain how your compensation works?  


7. Can you tell me what education you received for billing codes and incentive schemes? 


Questions 8–10: Assessments and options for change (satisfaction/dissatisfaction with billing codes 


and incentive schemes; recommendations to improve care) 


8. Are [billing codes, incentives, other payment schemes] structured in a way that allows you to 


provide the care that you’d like to patients?  


9. Is there anything that you would like to see changed in the billing codes for problematic 


substance use and addiction?  


10. What type of remuneration scheme do you feel would encourage physicians to do more 


chronic care for substance use disorders? 


Question 11: Invitation to provide additional comments and recommendations 


11.  That was the last question I had for you. Is there anything that you wanted to mention that 


we didn’t touch on, or you didn’t have a chance to tell me? Do you have any questions for 


me? 
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Piloting the Interview Guide 


Three test interviews were conducted with the draft interview guide to test the validity of questions, 


the feasibility and acceptability of the oral consent process, the acceptability of interview length, the 


comprehensiveness of the interview, and the quality of the resulting audio files. All test participants 


found the questions to be valid, the interview length acceptable and the oral consent process to be 


feasible and acceptable. Two test participants recommended that participants receive both the 


interview guide and oral consent form in advance of the interview for review. Based on comments by 


one participant about lack of formal training in billing, the interview guide was modified to introduce 


an additional question (Question 7) about the formal and ongoing training of participants for billing. 


The sound quality from the test interviews was found to be low, prompting a decision by the team to 


use a third-party audioconferencing firm for the remaining interviews. This produced excellent sound 


quality on the remaining audio files. The interview guide was modified and finalized (Appendix A). 


Recruitment Strategy 


Family physicians in the 10 provinces providing comprehensive family medicine in community settings 


were targeted for recruitment into the study. Physicians in the territories were excluded because 


most are not compensated with FFS remuneration. The recruitment target was four physicians per 


province to generate diverse perspectives and ensure feasibility within the time frame for completion 


of the study. Email was the primary contact channel for recruitment. Twitter and phone calls were 


also used to recruit participants. CCSA leveraged its relationship with partners such as the Canadian 


Society on Addiction Medicine, the Canadian College of Family Physicians, the Canadian Medical 


Association, several provincial medical associations, provincial contacts and study participants to 


recruit participants via an email invitation (Appendix B). Additional outreach to specific provinces 


followed the initial round of recruitment. (See Appendix D for a complete list of organizations 


approached to help circulate invitation.) 


The team contacted 40 organizations to assist with reaching family physicians from their networks 


into the study. In total, 29 physicians expressed interest in participating, and 22 were recruited into 


the study and completed interviews. The seven physicians who were not recruited or interviewed 


were unavailable for an interview, did not show for a scheduled interview, or were no longer required 


because the maximum number of participants per province (four) had already been met. 


Participants 


Twenty-two family physicians in 10 provinces participated in telephone interviews between October 


2017 and March 2018. Interviews ranged in length from 16 to 58 minutes, with a mean length of 32 


minutes. 


Procedure 


Participants received two documents by email prior to the interview: the key informant interview 


guide (Appendix A) and the oral consent form (Appendix C). Given that the study was minimal risk 


and the research team could not be in the same room with participants to conduct the interviews, a 


waiver of written consent was sought, with a substitution of oral consent delivered through a 


telephone script. Oral consent and interviews were conducted in the same call at a date and time 


chosen by the participant.  


All participants consented to be quoted. One participant requested that a small segment of the 


interview not be quoted because it included identifying information. The research team noted this 
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request during the audio-recording of the interview, in the transcript of the interview and in all 


analytical materials generated from the interview transcript. 


Two interviews were interrupted briefly: one by a poor phone connection, the other because the 


participant had a meeting midway through the interview. Both interviews were resumed and 


completed within the same hour. A third participant was available for only 15 minutes because of a 


conflict and could not reschedule. Consequently, the team member conducting this interview did not 


ask three questions (Questions 7, 8 and 9). 


All participants were invited at the end of the formal interview questions to elaborate further on their 


responses, provide additional information and identify additional issues or concerns not covered 


within the scope of the questions. All expressed satisfaction with the comprehensiveness of the 


interview. Several asked if they would receive feedback on the findings or a copy of a publication. 


Participants were informed they would receive a copy of the report. 


Data Analysis 


Interviews were analyzed using an inductive, grounded theory approach to identify themes within and 


across participant narratives (Corbin & Strauss, 2015). Inductive thematic analysis allows researchers 


to make interpretations of the data rather than use the data to support previous theoretical 


conceptions, as with a deductive approach (Patton, 2002). NVivo 10 software was used to manage 


all aspects of the thematic analysis in the current study.  


To generate the codebook, two team members independently performed first-order coding of three 


interviews by identifying short segments of the interview transcripts that corresponded to the 


domains and questions in the interview guide. To generate the codebook, they performed a line-by-


line comparison of coding choices, reconciled differences and performed a second-order coding that 


added emergent parent and child codes. A third team member reviewed the codebook before it was 


finalized. Using the finalized codebook, two team members independently coded all 22 interviews 


and compared coding choices. All team members met to identify themes and illustrative quotes 


using an iterative approach.  


The team lightly edited participant quotes for brevity and clarity. Three questions (Questions 8, 9, 


and 10), which invited participants to share their perspectives on remuneration for chronic disease 


care, generated sustained narrative responses that were rich in evaluative content. These provided 


much of the material for thematic analysis and most of the content for the options for change.  
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Results 


Study Participants 


The team conducted twenty-two interviews with family physicians across the 10 provinces using 


purposive sampling. Figure 1 provides an overview of the number of participants by province. In four 


provinces (Quebec, Nova Scotia, P.E.I. and Newfoundland), the team was able to recruit only one 


participant. Between two and four participants were recruited from the other six provinces. 


Participants had an average of 14.5 years of practice experience (ranging from four months to 40 


years); 64% held more than two different roles (e.g., consultant, family medicine physician, 


hospitalist, specialist in addiction medicine, etc.); and 55% worked in more than one type of setting 


(e.g., inpatient hospital, inpatient other, outpatient community practice, outpatient private practice). 


The majority identified their main geographic setting as urban (64%) with the remaining split at 


18.2% each for suburban and rural. Six participants (27.3%) reported working in more than one 


geographic setting (e.g., urban and Northern/remote). Patients who cared for patients with SUDs 


most frequently mentioned opioids, alcohol and cannabis. Table 1 summarizes the participant 


characteristics. 


Figure 1. Distribution of Participants by Province 
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Table 1. Participant Characteristics 


 Number (%) 


N=22 


Range  


Gender Female: 14 (64%) 


Male: 8 (36%) 


--- 


Years of experience 0–10 years: 11 (50.0%) 


11–20 years: 4 (18.2%) 


21–30 years: 4 (18.2%) 


31 years +: 3 (13.6%) 


4 months–40 years 


Number of roles 1 role: 8 (36.4%) 


2 roles: 6 (27.3%) 


3 roles: 5 (22.7%) 


4 roles: 3 (13.6%) 


1–4 roles  


(e.g., consultant, family medicine 


physician, hospitalist, specialist in 


addiction medicine) 


Geographic setting 


(identified as their main 


setting) 


Urban: 14 (63.6%) 


Suburban: 4 (18.2%) 


Rural: 4 (18.2%) 


Northern/Remote: 0 


---  


Number of work 


settings 


1 setting: 10 (45.4%) 


2 settings: 7 (31.8%) 


3 settings: 3 (13.6%) 


4 settings: 2 (9.1%) 


1–4 settings 


(e.g., inpatient hospital, inpatient 


other, outpatient community 


practice, outpatient private practice) 


Remuneration Schemes 


Seven (32%) participants are remunerated exclusively through FFS. Ten (45%) are remunerated 


through FFS plus at least one other remuneration scheme (salaried, sessional, hourly or other 


provincial funder). The remaining five (23%) participants are remunerated primarily through 


alternative billing models (salaried, sessional or hourly), but perform shadow billing using FFS coding 


for each patient encounter, which they submit to the provincial payer. Table 2 outlines remuneration 


schemes by participant. 


Table 2. Participant Remuneration Schemes 


 


Fee-for-


service 


Shadow 


Billing Hourly Daily Salaried Sessional Stipend 


Other 


Provincial 


001-NS                


002-BC                


003-ON               


004-ON               


005-BC                


006-BC                


007-SK                


008-MB              


009-MB               
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Fee-for-


service 


Shadow 


Billing Hourly Daily Salaried Sessional Stipend 


Other 


Provincial 


010-BC              


011-MB  
            


012-NFLD            


013-AB            


014-AB           


015-MB            


016-PEI  
          


017-NB            


018-NB            


019-NB           


020-QC   
         


021-ON           


022-SK                


 


Legend: N % 


Only FFS 7 32 


Alternative remuneration scheme with shadow billing 5 23 


FFS + one or more alternative remuneration schemes 10 45 


TOTALS 22 100 


Themes 


The research team identified five themes in participants’ narratives. These themes highlight the 


benefits and challenges of caring for patients with SUD and other chronic illnesses (diabetes, 


schizophrenia and other mental health problems) using FFS billing codes:  


1. Patients with SUD have medical and social complexity. 


2. The work of caring for patients with SUD is invisible and not always billable. 


3. Formal education and ongoing support for billing are weak. 


4. FFS is not structured in a way that fully supports SUD care. 


5. FFS generates tensions and ethical dilemmas. 


These five themes capture features across four levels of analysis: (1) the SUD patient population; (2) 


physician knowledge and practices in using billing codes; (3) provincial availability and characteristics 


of billing codes (including physician education in using these codes); and (4) FFS as the dominant 


remuneration scheme for Canadian family physicians. 
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Theme 1: Patients with Substance Use Disorders Have 


Medical and Social Complexity 


The most striking feature of the population of patients with SUDs, according to participants, is their 


medical and social complexity. This complexity manifests itself in a number of ways in practice settings. 


Patients can present multiple problems during a single visit. They might present with chronic pain or 


underlying mental health problems and have more than one type of SUD. They could lack social 


supports or a stable family. They may be homeless or have a history of incarceration or unemployment.  


The FFS remuneration model has difficulty accommodating this complexity. For example, service-


based codes for a regular office visit can fall short of the time required to adequately address all of 


the problems that patients bring to an appointment, even with the addition of modifiers. Physicians 


may need to conduct a physical exam to look for signs of injection drug use even when the 


appointment is not scheduled as a full physical. One physician interviewed expressed it this way: 


The reality is there is just no capacity to [provide SUD care] on a fee-for-service basis 


because there just aren’t adequate billing codes to reflect the complexity of the patient 


population, as well as the instability. (008-MB) 


Participants mentioned that it can be difficult for physicians to classify SUD for their billing because 


SUD can have multiple etiologies and patients present with comorbidities. Participants described 


SUD variously as a problem of chronic pain, a mental health disorder and a manifestation of 


emotional distress. These diverse representations of SUD reflect the different etiologies of the illness 


and the varied demographics of patient populations. The sum effect is layers of complexity that 


make it difficult to choose the appropriate billing codes: 


Some people are straight substance use disorder, some people have chronic pain and 


end up being substance use disorders. (018-NB)  


Your initial visit, even if you’re not billing psychotherapy, you end up doing a pretty 


comprehensive sort of physical because you’re looking for track marks and making sure 


you don’t see any obvious signs of IV drug use, even if the patient denies that. (015-MB) 


Most of the people that are going to these clinics are there with chronic pain issues, 


anxiety issues, many of which are related to addictions. (009-MB)  


Sometimes there’s a very subtle difference between a chronic pain patient and an 


addiction patient. For instance, what I mean is the addiction patient may well have the 


addiction because they were treated for chronic pain, and then they become really, 


really complicated patients. (012-NFLD) 


Because SUD is stigmatized, patients can experience guilt and shame, which can affect their 


adherence to appointments. Some patients experience cognitive effects and impairment from their 


substance use, which can impact their decision making and time management. These are potential 


barriers for patients to seeking care and following treatment plans. Participants singled out the high 


no-show rate of patients, as high as 20–30%, as a significant challenge in their practice. Within a 


FFS remuneration model, a physician is only compensated if they see the patient. The inherent risk 


of no-shows with this population can force physicians either to over-book their patients or, alternatively, 


to forfeit billable hours if patients do not show. Patients who do not show for their appointments 


might be doing well or they might be in crisis. These inconsistencies and unknowns can make long-


term care planning difficult:  
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It’s a patient population that has a lot of very complex needs. That can translate into 


people not showing up for their appointments. So you have to overbook yourself in order 


to hopefully end up with a full day of patients. But then [you] run the risk of ending up 


with too many patients and feeling like you actually don’t have the time to spend with 


each of them individually, with a patient population that actually requires a fair bit of 


time. Or you try to book a normal clinic day and then run the risk of having a number of 


people not show up and then that becomes difficult to sustain financially over time. 


(004-ON) 


I have a family of patients where the mom has significant substance abuse problems, 


and there’s a lot of incarceration. The father’s been incarcerated; the mother’s been 


incarcerated; there’s three kids with complex needs; and they no-show probably 70 


percent of the time. But I don’t want to stop booking them because I think the kids really 


need the access. If I was really concerned about my no-show rate, I might have fired 


them by now because they’ve likely missed 100 appointments. But I don’t think that’s 


best care for their family. (016-PEI) 


Theme 2: The Work of Caring for Patients with Substance 


Use Disorder Is Invisible and Not Always Billable 


A significant challenge for physicians using service-based billing codes is receiving adequate 


compensation for the time they spend caring for this population:  


I do long hours trying to get everything done for these patients, and you can’t bill for it. 


(013-AB) 


There is a lot of stuff that happens with this patient population that is non-billable and 


doesn’t get caught anywhere. So the only things we bill for essentially are direct patient-


to-clinician contact. (004-ON) 


There is often lots of extra time that is spent calling the pharmacy and talking to other 


people who are involved in the care. Particularly when you are talking about somebody 


who is on opiate replacement therapy, there are lots of phone calls to pharmacies and 


arranging dispensing schedules for the medication. (008-MB) 


The main area that I and my colleagues feel frustrated about is non-face-to-face clinical 


time. On the phone with the patient or on the phone with family members or on the 


phone with counsellors. The time spent tracking down a specialist when someone needs 


to be seen urgently. That really doesn’t get captured anywhere. (016-PEI) 


A key distinction that one participant made is between procedural work and communication-based 


work. By procedural work, she was referring to the work performed by the physician during the face-


to-face patient visit to the clinic. By communication-based work, she meant work the physician 


performs for patient care outside of the face-to-face patient encounter: 


We don’t get paid enough for some of the things that require conversation and interaction 


with patients. That’s been an issue we’ve had for a large number of years between 


procedural-type medical codes and communication-type medical codes. (014-AB) 


Participants reported that much of the work they perform that is critical to comprehensive patient 


care takes place after the procedural work is over. It is invisible because it is not perceived as part of 


the clinical encounter and is usually not captured in the billing codes.  
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Communication-based work constitutes a significant portion of the invisible and non-billable work 


that physicians perform with patients with SUDs. Phone calls were identified as the greatest 


expenditure of unbillable time. Family physicians who care for this population spend time beyond the 


clinical encounter calling pharmacies, talking to allied health professionals who are also caring for 


their patients, case conferencing, talking to family members or tracking down specialists when 


patients must be seen urgently. Physicians caring for patients on opiate replacement therapy make 


multiple phone calls to pharmacies to arrange dispensing schedules for the medication. These calls 


include consultations that physicians provide at the behest of other physicians. In six provinces  


British Columbia, Alberta, Saskatchewan, Manitoba, Ontario and Quebec  family physicians can bill 


for phone calls they make to other physicians. However, each province has different eligibility criteria 


for these codes (e.g., only certain specialty consults apply or documentation is required for the phone 


call). Therefore, not all phone consultations are eligible for reimbursement. This ineligibility is a 


constraint when the family physician who has expertise with this patient population is the only one 


practicing in their community or within a large region of the province.  


Participants voiced frustration that it is not simply their time that is non-billable. They observed that a 


high level of energy is required to provide care for this population relative to their compensation. The 


energy they invest into this care is not always visible: 


I really feel like the mental energy and time we put in just doesn’t show up. You sort of 


feel like, “Oh my God, after five days of that, this is all I got?” (015-MB) 


You come home, and you’re reading about these patients. It’s not just another check 


box or another name in my schedule for the day. I think about those people. I bring them 


home. I ponder over their cases. And I have to look things up for them. (015-MB) 


Physicians’ expertise with this population is also not always recognized. One participant likened 


family physicians to generalists who provide specialized care, but are compensated like generalists. 


While their expertise in caring for this population is vital to the patients and Canadian society, it is 


not recognized in the billing codes:  


I think that we have to recognize that these are patients with complex needs, and I think 


that in the long term, we have to make compensation for treating these patients equivalent 


to compensation that some of our other colleagues are getting for some of the specialized 


work that they’re doing. (014-AB) 


It bothers me that we aren’t paid as well as some of the other specialties, especially 


when you consider that the work that we do is really important, and not just life-changing 


for patients but potentially socially, too, if we can help our patients live productive lives 


again. (009-MB) 


Theme 3: Formal Education and Ongoing Support for 


Billing Are Weak 


Billing accurately is critical to sustaining the practice of FFS physicians because it generates revenue 


for clinic expenses and salaries. Accurate billing also permits physicians to fully benefit from the 


incentives available for providing care to patients with complex illness. However, many participants 


felt unprepared to begin billing after residency or discovered their billing practices were not always 


well-supported once established in their practice:  


To be honest, I don’t really know how to bill. I hire a company to do the billing because I 


know that that would be impossible for me. (001-NS) 
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You never get feedback [on billing during training]. The only time I have ever had feedback 


on my billing is [when] I worked in an emergency room in Hawkesbury. The chief of the 


department was very efficient with billing. He would give you a huge handout of anonymous 


data and tell you your numbers so that you could see “How do I bill compared to my 


colleagues.” (003-ON) 


There’s an organization called the Society of General Practitioners of B.C., and it’s like a 


division of the Doctors of B.C., which is our provincial association. They have a really 


good website resource that breaks down all the different billings and how to do it for 


family doctors, so I use that a lot. (010-BC) 


When asked whether they had received any formal training for billing, many emphatically answered, 


“None.” In our sample, only 31.8% reported receiving any formal education for billing, either in 


medical school (4.5%) or during residency (27.3%). One participant commented on the variability in 


the training that physicians receive during residency: 


There is very little formal education. The other problem is that most family doctors are 


trained in larger academic settings, unless they are specifically a rural or community 


resident. Because of the way that the doctors in an academic centre are paid, they are 


notoriously bad billers. So, it is very variable what peoples’ experiences would be with 


learning how to bill. (003-ON) 


Participants described entering practice without having billing experience, particularly for chronic 


diseases. Because of the complexity of SUD patients and the absence in most provinces of specific 


codes for SUD care, participants learned to improvise in their billing practices by using codes in 


combination to cover the length of the appointment or by using specific codes (e.g., counselling or 


psychotherapy codes) that do not always correspond with the care they provided to these patients.  


The limited amount of training provided in medical school and residency for billing impacted how 


participants manage the business aspect of medicine in several ways. Most participants have learned 


how to bill on the job. They described “learning on the fly” and “learning from the ground up.” Some 


learned how to bill from colleagues after they entered practice. Others, particularly older participants, 


are self-taught. They have relied for decades on the provincial fee schedules as their primary resource. 


Still others, like the Quebec participant, mentioned they did not consult the fee schedule because it 


was too complicated. The fee schedule is not necessarily a cost-free resource. One participant 


commented that physicians in her province must purchase a membership to obtain the schedule 


with annual updates. There is another cost to teaching themselves how to bill: participants do this on 


their own time. One participant, who had just entered her practice, said she would teach herself how 


to bill over the upcoming Christmas holiday.  


Physicians need to stay current with changes to payment structures through continuing education. 


Participants identified their top three sources for education about billing as training and updates 


from their provincial association (20%), self-teaching (20%) and colleagues (16%) (see Figure 2).  







Family Physician Remuneration for Substance Use Disorders Care 


Canadian Centre on Substance Use and Addiction  •  Centre canadien sur les dépendances et l’usage de substances Page 21 


Figure 2: Sources of Continuing Education 


 
Study participants identified their provincial medical associations as the primary source for learning 


about updates to codes and obtaining real-time support for using specific codes. Medical associations 


offer continuing education sessions (one- or two-hour occasional billing seminars), a general mailing, 


newsletters, and website and telephone support. Participants gave these resources mixed reviews. 


One British Columbia participant lauded a continuing education model that pays physicians to attend 


as a best practice. However, more participants found these resources to be inadequate or frustrating. 


One participant said that the provincial website provided excellent support, but could only be accessed 


through a $500 membership. Another said that the continuing education seminars she attended had 


glossed over billing for chronic illness and mental health care. A third mentioned that he was more 


knowledgeable about billing for SUD than the provincial Medicare representatives who staffed the 


telephone information service. 


3.1 Who performs billing? 


Participants manage the work of billing in different ways. In our sample, 12 (54.5%) of participants 


perform their own billing, five (22.7%) rely on a billing clerk or administrative assistant and four 


(18.2%) use a private billing company. One participant (4.6%) was not asked who performed billing 


and did not volunteer this information. 


In reflecting on their ability to perform billing, there was a wide range in knowledge and confidence. 


One participant, who has been in practice for four months, said: “I have to bill myself, and I’m a fresh 


graduate. So, I haven’t even gotten the time to go through the online courses and extra trainings to 


get familiar with what I can do” (006-BC). 
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By contrast, participants who have assigned the billing functions to their staff or outsourced billing 


felt more confident about billing: 


Our EMR [electronic medical record] has all the codes embedded in the billing program, 


so that’s quite nice to be able to do that. My staff manage that. I couldn’t tell you the 


billing code for an office visit right now because they do that for me. I know that they 


keep on top of it when there’s any new changes or any diagnosis. One of my newer staff 


members questioned me just this week on a code. She wondered if I knew the code for 


that, but she found it and put it in. (019-NB) 


I have a wonderful person who knows all about [billing]. That’s a good thing because we 


don’t get a lot of education about it. I can tell you what is being done now for the 


residents. This wonderful billing person that we have, she gives them about an hour per 


year. Before they go out and practice, she will sit with them and explain to them the 


billing. I don’t think I have got any formal training or instruction on [billing codes]. I just 


discuss with this person who knows everything. (020-QC) 


3.2 Challenges and disincentives to bill for work performed 


Participants who performed their own billing characterized it as time consuming and frustrating. 


Some said they are unsure of whether they could use certain codes in their care of patients with 


SUD. Others mentioned that they know the province will deny claims for certain work. These were 


disincentives to bill for their SUD work: 


What ends up happening functionally is, because [billing is] so much work to do, and you 


know you’re going to be audited, no one bills it. (012-NFLD) 


I’m sure each doctor every week does at least two hours or so of just trying to bill, and 


that’s why we don’t bother reconciling. (013-AB) 


Several participants mentioned they had encountered discrepancies between the provincial fee 


schedule for codes and Medicare’s determinations of their claims. Claims denied by Medicare 


translated into more uncompensated time for participants who perform their own billing. Some said 


they were in the habit of not billing for certain services provided to their patients with SUD, such as 


psychotherapy, because Medicare did not accept their claims:  


It’s a matter of what Medicare will tolerate. It’s what you know you’ll be audited on. 


Medicare has a personality, and after you’ve worked with them for a while, you know what 


you can do and what’s acceptable and what you’re going to get called out on. (017-NB) 


3.3 Being resourceful with psychotherapy and counselling codes 


The standard remunerated office visit lasts 15–20 minutes in most provinces. Given the short 


duration of this visit and the complexity of patients with chronic conditions, many participants 


identified psychotherapy and counselling codes as the most important billing resources to build more 


time into appointments for remunerating the care they provide to patients with SUD. 


Some participants find psychotherapy and counselling codes to be excellent resources with no 


limitations on their use, and encounter no obstacles in reimbursement for claims submitted with 


these codes. One Alberta participant said he felt fortunate that he could use the psychotherapy code 


as often as he wished, and he understood this was not the case in other provinces. The P.E.I. 


participant was satisfied with the availability of health promotion and psychotherapy codes, and with 


how Medicare adjudicates claims for her time.  
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However, others described ambiguity in the scope of the psychotherapy and counselling codes or in 


how provincial Medicare adjudicates claims for them. In the following paragraphs, we elaborate on 


four limitations that participants associated with using these codes. 


Patient complexity: Although psychotherapy codes offer the possibility of adding more billable time to 


the appointment, the codes do not necessarily capture the complexity of the patient. In other words, 


patients might need different kinds of care beyond simply more time in the appointment coded as 


“psychotherapy”: 


I don’t know that that complexity always fits under psychotherapy, 30 minutes, because 


I’m not always sitting there doing psychotherapy for 30 minutes. I’m not going to pretend 


I was and bill for it. So then, what do you do? You’re still spending time, but you’re not 


necessarily being a counsellor. So that’s where it gets a little bit more confusing in terms 


of billing for it. (015-MB) 


Revenue limits: Participants identified a second limitation, this one with the fees associated with the 


codes. Psychotherapy and counselling codes might not provide additional revenue to physicians in 


some provinces. For example, two New Brunswick participants said they would not use the counselling 


codes for patients with SUD because these codes pay the same amount or less than an office visit. 


Level of comfort with providing counselling: A third limitation lies more with physicians’ confidence in 


providing counselling to their patients. Short-term counselling is within the scope of primary care, 


and family physicians routinely provide counselling to their patients. However, they might not always 


feel confident in their counselling skills for patients with SUD. Some participants insisted that they 


were not trained to provide counselling:  


As a physician, I’m not trained to do psychotherapy. I don’t often bill that kind of 


diagnosis. And that’s not my job in the work that I do right here. Physicians who are 


comfortable in that might bill that more often. (011-MB) 


I would say for the mental health [care], it’s lacking quite a bit. Adding on a little bit of 


money and saying that you have these four counselling sessions, it doesn’t really [help]. 


I think the idea was to try to help improve access to counselling, but we are not trained 


counsellors, so it’s [a] Band-Aid solution in my opinion. (010-BC)  


Interpretation of billing codes: A fourth limitation participants mentioned is the difficulty of adhering 


precisely to the scope of psychotherapy codes as outlined in the fee schedule. They encounter 


discrepancies in how provincial Medicare interprets psychotherapy codes compared to the work they 


perform. The Newfoundland participant described these challenges and how policy in the fee 


schedule did not match with payment: 


What they’re primarily looking for  and you only know this after you’ve been audited 


100 times because they don’t tell you   is the time in and the time out has to exceed 


20 minutes. If it doesn’t exceed 20 minutes, then you didn’t deliver psychotherapy. You 


have to have a diagnosis, a treatment plan, and some sort of a structure that’s available, 


even if you just mention that you delivered cognitive behavioural therapy or [dialectical 


behaviour therapy] or something. You can bill it as frequently as you wish on the same 


patient in the same day, but I’ve never been paid for more than one when I’ve submitted 


more than one. So if I spent an hour and 10 minutes with the patient, I would put in 


three units of that [psychotherapy] billing code. And of those three, they will only pay for 


one, even though the preamble says they will pay for more. (012-NFLD) 
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Physician Billing for Substance Use Disorders Care: Three 


Vignettes 


These vignettes excerpted from the interviews illustrate out how participants in three provinces 


(Sask., Ont. and P.E.I.) used the billing codes available to them to seek remuneration for SUD patient 


care. Physicians in these province do not have CDM codes as a resource for this care. 


 The Saskatchewan participant describes the use of counselling codes in 15-minute intervals. 


 The Ontario participant specializes in addiction medicine in addition to providing family 


medicine care. He supplements the office visit code with counselling and assessment codes 


for SUD patients. As an addictions medicine specialist, he also has methadone rostering 


codes available to use if he chooses to build that practice area.  


 The P.E.I. participant reflects on using an office visit code and supplementing it with 


psychotherapy and health promotion codes to SUD care. She also uses a diagnostic and 


therapeutic interview code to gather more information from the patient or a family member. 


Vignette 1: Saskatchewan Participant (022-SK) 


In Saskatchewan, most mental health gets billed under a set of counselling codes. The 


base code is a 40b. That is a billing code for any type of counselling. So it would count for 


depression, it would count for anxiety, it would count for bipolar, it would account for 


substance abuse disorders, it would count for schizophrenia as well. That is considered for 


the first 15 minutes’ worth of time spent on counselling or mental health care with that 


patient. Then there is a subsequent code which is a 41b, which you can bill for each 15 


minutes of time that is spent after. So if you spent 30 minutes you would bill a 40b and a 


41b. And if you spent 45 minutes you would bill the 41b twice. 


So it’s mostly a time-based code, and then you can bill it with a diagnostic code that would 


be appropriate for it. So if you billed the 40b and then billed it with acute myocardial 


infarction, it would probably get rejected, but as long as it comes with sort of a mental 


health diagnostic code, then that’s where it is allowed. 


I’m not sure if there is a cap on using code 41b in a single appointment. I can’t say that 


I’ve ever had it be rejected, but I don’t know that I have ever tried to bill more than one 


hour of time. 


In [practice location] right now, to get access to a psychiatrist there is at least a 12-month 


wait. So we kind of need those extra supports [through counselling codes]. The lack of 


supports for somebody that is complex, coupled with the lack of recognition in the 


payment structure, is very frustrating for a lot of people. 
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Vignette 2: Ontario Participant (021-ON) 


The main [codes] are the K codes for counselling. That’s a 20-minute session. If we’re 


doing two sessions, then it has to be 46 minutes in total. And then, there’s the assessment 


code. So, if I’m assessing a person for the first time, and it’s been at least a year since I 


last assessed them, there’s the A680. So, it’s basically the K680; usually it’s one or two 


units of time, and the A680 if I’m assessing someone. 


Although I don’t really have that large of a methadone cohort of people, for [those 


patients], there’s a rostering code. Because I don’t have a large amount, and I’m not 


actively building a roster of patients, I’ve yet to bill that code. So, I don’t know what it is, 


but that is available. There are also G codes for urine drug screens, but I actually don’t bill 


the G codes.  


There’s one other code I use. It’s the A957, and that’s for an encounter that isn’t 20 


minutes. You’re delivering essentially the same care, but it’s not “counselling.” It 


compensates us at the same level as your basic GP encounter, which could be five 


minutes, 10 minutes. It really could be anything; it could be two minutes. I find that to be a 


shortfall because there are times when we see a person, we actually provide great 


counselling, a great value encounter, and it’s less than 20 minutes, but we’re not 


compensated as such. I don’t think that appointment is 50% of the value. But I understand 


why that’s being done. In some ways, it helps. There’s a self-limiting component there that 


inadvertently discourages the overuse of that code, and people manipulating it because 


it’s not time-based, and thus seeing much larger numbers of people.  


I think that where we fall short is when we’re doing actually multiple encounters in the day 


for the same person to help with things like withdrawal management, and we cannot bill 


for more than one encounter. Whether that’s for Suboxone© initiations or withdrawal 


management from alcohol or benzodiazepines in an outpatient setting, all of these things 


can be done in various situations in an outpatient setting. But there’s a clinical 


responsibility to see them multiple times during the day. That’s not reflected in anything 


that we can do codes-wise. Because even if we did a non-time-based encounter, an A957, 


we can’t bill multiple A957s in a day. 


 







Family Physician Remuneration for Substance Use Disorders Care 


Canadian Centre on Substance Use and Addiction  •  Centre canadien sur les dépendances et l’usage de substances Page 26 


Vignette 3: Prince Edward Island Participant (016-PEI) 


If I were to be seeing someone for alcohol abuse or alcoholism or alcohol withdrawal or 


opiate abuse, we have a few codes that we can use. They’re not specific to diagnoses; 


they’re more specific to sort of what you’re doing in the encounter and how long the 


encounter takes.  


Our basic office visit, which would be what we would bill if the encounter lasted less than 


15 minutes, is fee code 0113. As of April 1, 2018, will be $36.40. That would be what you 


would bill if it lasted less than 15 minutes. If it was more than 15 minutes, the 


psychotherapy code is 2501, billed per 15-minute interval at $44. 20 per 15 minutes.  


If I spend more than 15 minutes with somebody, there’s a couple of codes that I have the 


option of billing. We have one code that’s for psychotherapy. So, if we’re specifically doing 


psychotherapy, we can bill that code, and it bills per 15 minutes.  


With some of the codes there is [a limit]. [Psychotherapy] is not limited. It just can’t be 


billed with any other fee code on the same day. So, that would be one option if you’re 


actually doing psychotherapy. The other counselling-type fee is fee code 2505, and that is 


health promotion counselling. That’s meant for when you get into preventative or 


psychosocial parts of health or lifestyle issues around health. Common ones that it gets 


used for is like counselling about diet, smoking cessation, weight or exercise. Most 


physicians are using it because it’s not limited to those conditions. They’re using it for 


when you do any kind of counselling for patients that wouldn’t fall under psychotherapy. 


That is billed in five-minute blocks, but you have to have done at least 15 minutes in order 


to bill it. You can do a maximum of 45 minutes per session and a maximum of one hour 


per month per patient. And that one bills $14.73 per five minutes.  


There’s another code that would be used much less frequently. That is fee code 2588, and 


that’s called a diagnostic and therapeutic interview. You have to do at least 15 minutes. 


It’s billed in 15-minute increments, and it’s $44.20 per 15 minutes. There’s no limit to the 


number of times that can be done per month. To qualify for that one, it has to be a 


scheduled interview with a patient or a patient’s family, or other persons who might have 


relevant information for the purpose of obtaining a collateral history and discussing 


treatment, management or intervention.  


I use the psychotherapy one less frequently, the health promotion one more frequently. 


That would probably be the primary one. The diagnostic and therapeutic [codes] would be, 


if you were having a conversation with a spouse or a child, or getting collateral information, 


or making a treatment plan if you’ve talked to the patient, then they want to go to detox, 


and you’ve been calling detox and sort of setting all that up.  


Our Medicare is relatively flexible about billing those counselling codes. I feel personally 


that they’re reasonable compensation for time spent. They don’t decline those very much, 


so I feel like that’s sort of adequate compensation. 
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Theme 4: Fee-for-service Is Not Structured in a Way that 


Fully Supports Substance Use Disorders Care 


Participants were invited to indicate whether they felt that FFS billing codes and incentives schemes 


for the three categories of chronic disease patients were structured in a way that supports their 


patient care. Five participants (23%) answered “Yes,” 10 (45%) answered “No,” five (23%) answered 


“Yes and No,” and two (9%) were not asked or did not offer a clear response (see Table 3). 


Table 3. Responses to Question #8 


“Are [billing codes, incentives, other payment schemes] structured in 


a way that allows you to provide the care that you’d like to patients?” 


Responses  Number of responses (N=22) 


Yes 5 (23%) 


No 10 (45%) 


Yes and No 5 (23%) 


No response 2 (9%) 


There was agreement, even among those who have had a positive experience with FFS remuneration, 


that FFS has difficulty accommodating patients with SUD and mental illness. Many participants who 


care for patients with chronic illness within the FFS remuneration model mentioned that diabetes 


care is more adequately structured and compensated through provincial billing codes and incentive 


schemes.  


The five who answered “Yes” observed that FFS is sensitive to patient volume and offers physicians 


tremendous versatility and value in treating non-complex patients. Two said they are satisfied with 


the compensation schemes available for diabetes care, particularly the billing codes. One participant 


said that the billing codes are not optimal, but are “better than they ever were” (017-NB). Another 


participant, who mentioned that she and her colleagues struggle to manage a large volume of patients, 


has billing codes available to treat patients with chronic complex illness, including SUD. She said, “If 


we can put in the time certainly the fees are there to compensate us” (020-QC).  


Participants who answered both “Yes” and “No” indicated that they are satisfied with the compensation 


and incentive schemes available for treating patients with diabetes, but that remuneration for SUD 


and mental health disorders care, including schizophrenia, is lacking. One participant describing FFS 


as having “great value” because the codes encourage volume and ensure access, but felt that the 


model itself discourages quality of care (021-ON). 


Those who answered “No” to Question 8 were emphatic and characterized FFS as a flawed model for 


chronic disease patient care. Reasons they offered included the complexity of SUD patients, the 


challenge of a high no-show rate, the absence of billing codes for mental health and the 


uncompensated time they spend outside of the direct clinical encounter with the patient (“non-face-


to-face time”). One participant said that “fee-for-service discourages good care” (009-MB). Another 


said that there is “not enough time to do a good job and get paid properly” (014-AB). 
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4.1 Fee-for-service does not accommodate complex patient 


populations 


Across all interviews, participants identified three primary areas in which FFS billing codes and 


incentive schemes in their provinces are not structured optimally for care of patients with mental 


illness and SUD. Here we focus on how these are inadequately structured to provide SUD care. 


The first way in which the FFS model falls short for providing care to this patient population is that 


time-based billing codes do not readily accommodate patients who are complex. As outlined in 


Theme 1, patients with SUD have co-morbidities that require more time and a wider range of 


resources than non-complex patients. Their condition is usually chronic, which means they require 


ongoing care for a long duration. Yet the complexity of this patient population is rarely reflected in 


routine billing codes (such as regular office visits). Psychotherapy and counselling codes may be 


available to physicians in some provinces to extend a regular office visit. But as already illustrated, 


there can be limits to these codes. The codes might not provide physicians with the flexibility they 


need in appointment length, follow-ups or communication-based work. Physicians might have to 


piece together existing billing codes. Alternatively, they might decide not to bill for their time:  


When we talk about diabetes, when we talk about substance use disorder, about chronic 


disease management strategies, we’re being told that that’s incredibly important in this 


day and age to get that done properly. But in order to do it properly, you have to take 


some time to be able to do it. In this culture, in terms of overheads and other costs that 


are involved, even with added resources of having other medical personnel around, you 


still don’t feel like you have enough time to spend with a patient to do a class-A job and 


get paid appropriately. (014-AB) 


Getting a billing code might help the doctors see them a little bit more often, [but] the 


main thing [is to] manage comorbidities and [provide] support. It is a disorder that 


warrants continuing care, but I’m not one hundred percent sure most doctors would be 


able to provide that continuing care or know what to provide. It’s a lot of emotional 


support, a lot of spiritual searching. And most of us would be more inclined to [say], 


“Yeah, I see you’ve got a stubbed toe; I’ll fix that for you.” Or, “Your blood pressure’s 


high; I’ll give you a pill.” You know, fixing problems we can see rather than dealing with 


runaway emotions or spiritual questions. (007-SK)  


Participants acknowledged the importance of providing incentives, particularly the CDM codes, to 


helping family physicians to “care properly” for patients with SUD, as one participant put it. These 


can facilitate the delivery of more comprehensive care for patients with chronic disease, particularly 


diabetes, by providing some capacity to schedule more frequent appointments and annual health 


planning visits. Yet CDM codes for SUD are available in only three provinces: British Columbia, 


Quebec and Newfoundland and Labrador. Moreover, they have limitations. Even with these incentives 


available, some physicians choose not to care for this patient population. For example, one of the 


British Columbia participants who cares for patients with diabetes and schizophrenia has chosen not 


to care for patients with SUD because the CDM code for SUD does not provide additional revenue for 


these patients. He characterized the lack of this incentive as “a major factor” in his decision:  


These are normally complex patients. So if you take on a patient like this then there 


should be an incentive. In B.C., we used to have that incentive, [where] if you take on a 


patient who is complex you get an initial $200 for intake. But they scratched it off. So if 


there were some incentives like that then I think I would definitely look into doing 


substance use and addiction. (005-BC) 
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Another potential resource that was identified by an Ontario participant is the rapid access addiction 


medicine model in Ontario. Under this model, according to the participant, the province has introduced 


a code that pays for the full assessment of a new patient. However, patients must be scheduled for 


the physician to use this code. As this participant said, “I see people on a walk-in basis so I can’t 


actually use the consultation code because people aren’t pre-booked into my schedule” (004-ON). 


This can pose a problem for SUD patients, who might prefer to walk in instead of scheduling an 


appointment.  


4.2 Fee-for-service alone does not support team-based care 


A second way in which FFS remuneration falls short for providing care to this patient population is 


that it does not support the provision of multidisciplinary, team-based care at the clinic. The dominant 


practice models for primary care are the solo practitioner and the group-based practice. Some 


participants felt that these practice models do not work well for SUD care: 


You can’t do substance use management on your own. You really need collegial support 


to make sure that there’s somebody there to back you up when you’re not out there or if 


emergencies happen. You can’t do it alone. (009-MB) 


I can’t, in some cases, give the care just by myself. I can do a good evaluation. But if 


there is no good service or if there is nobody out there who can actually approach this 


person or help them through a difficult time, then I’m left feeling that I’m alone in the 


situation. And that’s not very comfortable. Whatever you are being paid, it’s not 


comfortable. (020-QC) 


I’m part of a team. I’m not the counsellor. I’m the primary care physician, but the other 


people are the counsellors. And we all have different jobs to do. So that’s one of the 


problems with the fee-for-service model. Doctors work in a clinic with just doctors, and 


they don’t work with a social worker down the hall or another mental health counsellor. 


(011-MB) 


Family physicians need support in their efforts to educate patients and families, to provide ongoing 


care for patients between appointments with their provider and to perform case management. Case 


management activities include retrieving and communicating results of urine screens and EKGs, 


making phone calls to patients, helping patients to find housing and helping patients with income 


and food security. Participants who endorsed the multidisciplinary team model felt that it is not 


realistic to expect administrative staff to perform these functions. These participants felt that SUD 


care is optimal when family physicians work closely with allied health professionals in the clinic and 


with community-based social service providers. They identified a range of allied health professionals 


who could provide this support within the clinic setting, including nurses, nurse practitioners, social 


workers, health educators and counsellors.  


One participant identified the wrap-around care at the Vancouver Health Clinics in B.C. as an optimal 


model for multidisciplinary care for SUD patients. Two participants identified in-clinic diabetes care 


as a model for multidisciplinary care, and drew attention to the benefits of having a diabetic educator 


who supported the family practitioner and patients with monthly appointments at the clinic.  


4.3 Lack of community resources 


A third way in which the FFS model falls short of supporting comprehensive care is tied to the limited 


availability of community resources for ongoing psychosocial care of this patient population. Family 


physicians can provide short-term counselling or psychotherapy in the clinic, but many patients with 


SUD need ongoing support in their communities. These community resources are often limited or 
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difficult to access. Participants recognized the limits in their own ability to provide long-term support 


to patients and felt hamstrung by the lack of community resources. They observed that changes to 


remuneration are necessary but not sufficient to ensure that patients have long-term support: 


We should be compensating family doctors better to manage those people in the 


community, because to do it well and keep them well takes as much time as giving a 


diabetic management. So we need those mental health educators, we need the 


counsellors, we need the psychiatrists. In [practice location] right now, to get access to a 


psychiatrist, there is at least a 12-month wait. The lack of supports for somebody that is 


complex, coupled with the lack of recognition in the payment structure, is I think very 


frustrating for a lot of people. (022-SK) 


People with substance use go in with anxiety, and they come out with benzos, as 


opposed to a real problem solver, like “Hey, how about we talk to addiction treatment 


people and get you over to the detox unit or the crisis stabilization unit or something.” 


That takes time and that’s not paid. (009-MB) 


We need to push toward the original harm reduction model that included counselling 


and all of the support that these people need in order to get them back on their feet, get 


them back as productive members of society. What we’re doing now is just giving them 


drugs and keeping them marginalized. That behaviour would have to be changed by 


bringing in new billing codes that are specific to that model. (017-NB) 


Persons with SUD can encounter multiple barriers to obtaining community psychosocial care and 


treatment. Participants in Alberta, Manitoba, Quebec, Nova Scotia and New Brunswick mentioned 


that treatment programs for SUD and pain are inadequate or have long wait times for entry. The 


Quebec participant observed that SUD treatment programs in her community were staffed by 


counsellors who have life experience with addictions but not professional training. She lamented the 


absence of treatment programs credentialed by the province, saying “they do have the competencies 


that come from their own substance use disorder that they conquered, but sometimes it’s a little bit 


difficult to interact with people who have no professional training and who are sometimes asking for 


things that aren’t reasonable” (020-QC). The Nova Scotia participant mentioned that the province 


had committed to treating all patients with opioid use disorder, but because of the long wait times 


for community treatment programs, the province introduced billing codes for medication-assisted 


treatment as a proxy: 


In the past few months, the provincial government said [about] opioid use disorder, “we 


are going to cover everybody.” Prior to that, there were only a select few patients who 


met the criteria [for treatment]. So they have changed the billing codes to get physicians 


to prescribe Suboxone© and methadone, because the opioid treatment recovery 


programs in the province are just dying under the wait time.” (001-NS) 


The stigma associated with SUD and treatment are also potential barriers to seeking treatment. 


Several participants commented on the high no-show rate of patients with SUD as a key challenge of 


patient management within the FFS model. Some attributed this stigma as a barrier to seeking 


treatment and attending appointments. Participants recommended further educational efforts to 


reduce the stigma associated with SUD, and to focus these efforts on physicians as well as the public.  


Some participants expressed the view that FFS is not simply a poor fit for care for this patient 


population, but that it also incentivizes forms of care that might harm patients. FFS remuneration is 


structured to provide rapid visits focused on medication-assisted treatment, not whole-person care. 


What troubles these participants is the introduction of billing codes, such as for urine screens, which 
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facilitate rapid visits focused on delivering medication-assisted treatment in methadone clinics. They 


expressed concern that these billing codes foster a pharmaceutical approach to a complex 


psychosocial and societal problem, in lieu of harm reduction and ongoing psychosocial support. A 


related concern they identified is that the codes incentivize some physicians to generate revenue by 


seeking a high volume of patients, which shortchanges patients with SUD the time they require for 


comprehensive care.  


Theme 5: Fee-for-service Generates Tensions and Ethical 


Dilemmas 


Providing SUD care within a FFS remuneration model generates systems-level tensions. These in turn 


create ethical dilemmas for physicians who strive to honour the professionalism mandate, to place 


the welfare of their patients above financial interests.  


FFS maximizes patient volume and access to care. These vital functions are informed by the 


principles of equity and justice. But patients with SUD present more complexity than can be 


adequately addressed in the 15–20 minute office visit, even with additional modifiers. The fee 


structure of office visits and psychotherapy codes may not adequately compensate for the time 


physicians spend in the clinic with the patient, or for the non-procedural work they perform when the 


billable clinical encounter is over. In addition, the FFS clinic is a business. Physicians must generate 


enough revenue to manage their business — to pay overhead and staff, and to compensate 


themselves. Billing accurately for these patients requires time, knowledge and revenue that 


physicians may not have. Consequently, FFS remuneration can force some physicians into a moral 


calculus over two potentially competing duties: providing quality care to patients with chronic illness 


and managing the business of running a clinic:  


I know that if I don’t hit a certain number of patients or a certain amount of billings 


there’s a fairly substantial amount of my income that I’m not going to get. (016-PEI) 


In the fee-for-service payment model, there is always a tension between spending the 


time with the patient and billing appropriately. You can spend an hour with the patient 


and do the best care, but you are still only going to be able to bill $30.92 for that visit, 


for diabetes. Or you can spend 10 minutes with them and bill the same amount. So, it 


really comes down to the physician’s comfort level and interest and motivation to what 


kind of care they want to provide. I don’t think it is really completely tied to how they are 


paid. It is more to do with the physician’s values. (002-BC) 


Several participants mentioned that they find these duties to be difficult or impossible to reconcile. 


They expressed frustration and resentment at trying to reconcile these duties, and worry they may be 


jeopardizing comprehensive care:  


The fee code itself is less than the amount for an actual regular visit, for opioid replacement 


therapy specifically. I think their idea is that if all you are seeing them for is for methadone 


refills, then it shouldn’t take a long time, but it’s a bit presumptuous. (010-BC) 


I want to see people because I’m supposed to see them, not because I should bill 


another visit. And I don’t want to not book something complicated because I’m not going 


to be able to see as many patients. (016-PEI) 


I am really giving the care [that I want], and I’m fighting my way to keep it. So right now, 


despite not having the money coming in, I’m doing the same thing that I should do. I 


don’t know if I can sustain it with the pressure. But I think if the clinic is okay with me 
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spending time with these patients, and the money comes in for them, it would be 


sustainable. Otherwise, probably I have to go through a lot of pressure of putting 


everything into a very short visit, which I think is not the right thing to do. (006-BC) 


Participants’ values and capacities shaped their ethical decision making on this dilemma. One of the 


strategies to generate more revenue is to take on more practice roles. Fourteen (64%) participants 


hold two or more roles at different sites to generate income in addition to their primary clinical 


income. Others have accepted that they will make do with less revenue if it means delivering what 


they feel is proper care:  


Because the work is so important, I’m willing to take a pretty significant pay cut because 


I want to help those people, and there’s a need for addiction consultants in probably a 


lot of provinces but definitely in [practice location]. (015-MB) 


I’ve decided over the years that I am more comfortable being more thorough and taking 


more time with people, and earning less income than other physicians. (002-BC) 


5.1 Physicians’ commitment to patients with substance use disorder 


Participants’ narratives illustrate how their values and commitment to professionalism shape their 


practice decisions and care for this vulnerable patient population. They recognize that SUD care 


rarely provides adequate remuneration for their time. Despite this, they characterize performing this 


care as both a duty and a calling. Their commitment to this patient population and the knowledge 


that they are the frontline providers for these patients drives them, even though for some it means 


taking a pay cut, being overloaded with patient volume and work, or taking on additional roles. Their 


commitment extends to training the next generation to practice addiction medicine in a manner that 


they believe is “responsible”: 


It’s hard to recruit docs that want to do the work. And it’s not something you can like 


force somebody to do. If they’re not motivated to do addictions work, well, then, forget it. 


That being said, it would take a lot for me to stop doing it. I hope the compensation 


comes around, but at this point, the compensation hasn’t prevented me from doing the 


work. (015-MB) 


I have a big patient load, because our government has centralized a lot of the power 


here in Quebec. In my area, there are 14,000 people waiting for a family physician. And 


in my clinic there are four physicians waiting to retire, and they have 5,000 [patients] 


they are looking after. They can’t retire because the government won’t allow us to recruit 


a new physician. So this is an issue of overload of work. We try not to neglect any 


patients, but patients with substance use disorder can sometimes be difficult. They 


make appointments and don’t show up, or they show up when they don’t have 


appointments. In an environment where you are completely overwhelmed with the 


amount of work, you can lose your motivation to try and help. It’s a physician fatigue and 


overload issue. (020-QC) 


I feel part of my job is to do extra work and send extra information. I’ve got much more 


experience now in mental health, post-traumatic stress and substance use. So I’m 


always sending letters coaching other doctors to be better prescribers and more 


carefully look after people, rather than being drug providers to some of them. (011-MB) 


Participants expressed hope they might have better resources and supports for their patients. They 


conveyed their optimism with comments about working with their provincial billing authorities to 


introduce new billing codes for chronic disease. These were positive points in the interviews, and 
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participants sounded hopeful that the fee structures would change to reflect the burdens of their 


work with these patients. They also expressed hopefulness in comments about family physicians who 


decide to provide this care: 


I think the largest percentage of physicians are ethical. They want to take care of their 


patients and do it the right way and get good outcomes. By allowing the physician to 


spend that time, they will get better care. (019-NB) 
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Discussion 
The participants in our sample are diverse. Their practice experience ranges from a few months to 


more than 40 years. Their practices are located in urban, suburban, rural and Northern/remote 


communities, and they provide care to general and specialized populations, in both out-patient and 


in-patient settings. Some have held a single practice role in one clinical setting for their entire career; 


many hold two or more roles. Their relationships with FFS billing are also varied. Eight work solely 


within a FFS remuneration model. Nine are compensated by FFS and other models. Five work 


outside of FFS, but have worked within the FFS model and are currently using shadow billing.  


Remuneration models influence the delivery of quality patient care (Liddy et al., 2011). This 


influence was reflected in the interviews. Participants offered a range of perspectives on the benefits 


and challenges of FFS that are shaped by their experience with different remuneration schemes. 


Some physicians feel supported by the FFS model and voiced satisfaction with it. Participants who 


have worked with more than one remuneration model — FFS and sessional, salaried, or hourly 


payments — were more critical of the shortcomings of FFS. Most participants are somewhere in the 


middle: they are satisfied with the flexibility that FFS offers them and comfortable working within the 


FFS model, but they are dissatisfied or frustrated with other features (Brcic et al., 2012). Some 


expressed the view that they would only take on care of patients with SUD if there were specific 


incentives. This view aligns with evidence that greater monetary incentives for treating patients with 


specific illnesses can increase the attractiveness for family physicians of treating them (Blomqvist & 


Busby, 2012). 


We heard clearly that caring for patients with SUD within the FFS model is challenging (Themes 1 


and 5). One implication of the observation that SUD patients are complex and challenging to treat is 


that these patients represent a financial risk for family physicians. The non-billable nature of some of 


this work and the lack of incentive schemes are disincentives for family physicians to take on the 


care of patients with SUD.  


Participants also expressed the view that systems-level changes, such as making available allied 


healthcare professionals for team-based clinical care, are needed to support treatment and care of 


the whole person (Theme 4). We know from the literature that it is more optimal to provide continuous 


SUD treatment, yet patients with SUD find it challenging to access specialized services through 


primary care (Saitz & Daaleman, 2017). 


Billing education, support and management seemed to shape participants’ experience with SUD care 


through the FFS model. These variables are independent of SUD care, but they have a profound impact 


on physicians’ ability to manage this care and their satisfaction with providing it.  


We can highlight two additional findings on billing from the interviews. First, while many participants 


acknowledged the inadequacy of their formal training for billing for patients with chronic disease, 


some seemed to struggle more with the management of billing. Their satisfaction or dissatisfaction 


with FFS billing codes seemed to reflect their billing management strategies (e.g., performed by self 


or staff, or outsourced). For example, physicians who perform their own billing more often 


characterized billing as invisible and uncompensated work. They portrayed it as an unwelcome task 


that detracts from their main activity, providing good care to their patients. 


Secondly, some participants expressed resentment towards the business dimensions of primary care 


within FFS. They rejected the notion that they are business owners when they perceived that this 


duty conflicts with their professionalism and commitment to providing quality care to patients. As 


discussed under Theme 5, this tension is inherent to family practice within the FFS model. However, 
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caring for the SUD patient population brings this tension to the fore. The reasons for this increased 


tension include the need to combine billing codes in ways that adequately capture the time spent 


caring for complex patients, the ambiguity inherent to certain billing codes, the time required to 


resubmit denied claims and the inconsistencies in how provincial Medicare interprets some codes. 


By contrast, participants who have contracted their billing to a third-party service or have assigned 


billing to their administrative staff spent less time discussing the work of billing during their 


interviews. When they did discuss it, they expressed less frustration.  
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Options for Change 
Participants were invited to propose changes to billing codes, incentives and remuneration that 


would encourage more family physicians to provide care to patients with SUD (Question 9). They 


were also invited to identify remuneration models that would achieve the same goal (Question 10).  


In recommending changes that would improve care to this patient population and encourage more 


family physicians to offer this care, participants identified one pressing need and one change that 


might have high yield. The most pressing need is for provincial authorities to acknowledge that SUD 


is a chronic illness that requires more resources across multiple domains: billing codes, incentive 


schemes, multidisciplinary in-clinic care, community care and educational initiatives. There were 


many recommendations that referenced their desire to see SUD recognized as a chronic illness, 


which are outlined in the next section. 


Participants were aware of the tensions that arise from providing care to a population with a complex, 


chronic illness within the FFS remuneration model. They articulated these tensions forcefully, and 


made clear statements about the need to address them in their proposed changes. These tensions 


include the challenge of incentivizing volume while ensuring adequate time for the complexities of 


this patient population, and the inherent risks of losing revenue to patient no-shows or shortchanging 


patient care by overbooking. Tensions also include the need to compensate physicians for the 


extensive work of caring for these patients, which extends beyond an office visit, and incentivize both 


ongoing and more comprehensive care for them. 


Some described promising efforts to negotiate with their province to revise the fee structure and 


introduce CDM codes to provide care for patients with mental illness. Others offered health systems 


perspectives on the challenges of fulfilling the professionalism mandate, while also generating 


sufficient revenue to pay for running a clinic. Participants were acutely aware of perceptions of family 


physicians as well-compensated for the work they do. They contrasted public perceptions of physician 


affluence with their experience that much of their work in treating this patient population is 


unrecognized and uncompensated. 


The one high-yield change participants suggested is improving the support for billing provided by 


provincial Medicare and medical associations. Physicians who work solely within the FFS model rely 


on provincial resources for training in how to bill. If they are doing the billing themselves for this 


complex patient population, they seek support on their own time from Medicare representatives. 


Types of support they seek include identifying which codes to use, learning how to submit claims and 


process denials of claims, and staying current with changes to codes. Participants portrayed the 


resources available to them in their provinces as good to excellent, but not adequately resourced to 


support their learning, continuing educating or routine billing work. They identified limitations with 


the resources: continuing education is not available often enough or with enough specificity (e.g., 


seminars do not touch on billing for chronic disease); there are barriers to accessing phone or web 


support (e.g., web support is available only through a membership); and personnel available through 


phone support are not sufficiently knowledgeable about billing for chronic disease. There might be 


low-cost opportunities to increase access to these sources and to strengthen or expand them. 


Participants proposed three classes of change that could lead to improved care for patients with 


SUD and fair compensation of physicians for their time and acquired expertise with this population:  


1. Fee-for-service Remuneration: New Billing Codes and Incentive Schemes 


2. An Alternative Model: Blended Remuneration 


3. Other Options 
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1. Fee-for-service Remuneration: New Billing Codes and 


Incentive Schemes 


Participants outlined three types of changes to billing codes and incentive schemes to address the 


needs of patients with SUD and the physicians who treat them. The primary proposal was specific: 


(1) each province should introduce a CDM incentive scheme and supplemental codes for SUD. The 


other two proposed changes were broader: (2) introduce codes to incentivize and compensate 


patient intake, initial assessment and consulting; and (3) introduce codes to support the ongoing 


management of patients with SUD. 


1.1 Introduce a chronic disease management incentive scheme for 


substance use disorder 


Many participants felt there is inadequate structure built into the FFS model to ensure both 


comprehensive care of the complexity of the whole patient and continuity of care. In most provinces, 


there are no incentives for physicians to take on these patients or provide care beyond seeking 


revenue through volume. Furthermore, the billing codes that do exist do not adequately compensate 


for their time or work, leaving physicians either to try to bill for their work by cobbling together different 


codes and hope that the province will accept their claims, or simply to not bill for the care they provide. 


Given the medical and social complexity of patients with SUD and the time demands of caring for 


them, participants generally felt they are poorly compensated by the codes they use with this patient 


population. 


Diabetes care provides a comparable model that participants used to identify the shortcomings of 


existing FFS remuneration schemes for SUD, and to recommend changes to improve care for SUD 


patients. Based on their positive experience with the remuneration schemes available for diabetes 


care, participants recommended that provinces bring SUD under the umbrella of CDM, as with 


diabetes. Seven participants explicitly recommended that provinces introduce CDM incentive schemes 


for SUD patients to support the provision of comprehensive care to these patients, and also introduce 


supplemental billing codes that compensate physicians for the non-procedural work they perform.  


Comprehensive diabetes care is structured by the use of flowsheets, which are in turn informed by 


clinical practice guidelines for diabetes care in some provinces. Family physicians are required to 


complete these flowsheets and complete annual assessments to obtain the CDM incentive payment. 


Based on their positive experience of using this flowsheet for diabetes care, several participants 


suggested it would be beneficial to have a similar standardized flowsheet, populated with clinical 


practice guidelines, available as a tool to assess SUD care. The second part of their recommendation 


was for the flowsheet to be integrated with an electronic medical record as part of CDM.  


Participants identified two benefits to introducing a standardized flowsheet for SUD care. First, it 


could promote the use of evidence-based, standardized care for individuals with SUD. The integration 


of clinical practice guidelines in an electronic flowsheet would facilitate evidence-based care because it 


removes the need for physicians to search for the guidelines manually. The other benefit is that it 


could support physician’s billing claims to the province and provide evidence of care completed in 


the event of an audit. The administration of claims, particularly when they are denied or audited, is a 


time-consuming activity on which many participants commented. For physicians who perform their 


own billing, it is particularly burdensome and a disincentive to bill. Automating a flowsheet for SUD 


care provides a means to reduce some of this administrative burden and the potential for error.  


One barrier to introducing an integrated, standardized flowsheet is the absence of electronic patient 


records in some provinces. Several participants noted that they or their administrative staff enter 
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patient data manually. They described this process as inefficient and time-consuming, with the 


potential to introduce error. Manual systems make both retrieval of patient information and billing 


justification difficult, especially during audits. For these participants, their wish list of changes 


included more provincial funding for an electronic medical record to manage patient care and billing 


more efficiently.  


Participants made the following specific recommendations: 


 To introduce in each province CDM codes and incentive schemes for SUD care that match 


the compensation structure for diabetes, COPD or chronic kidney disease. Such an initiative 


would incentivize physicians to provide comprehensive, ongoing care to patients with SUD by 


ensuring a minimum number of annual visits for patients and comprehensive assessments. 


 To make codes for complex assessment (or complex care planning) available at least twice 


per year to address the complexity of SUD patients, and to prevent physicians from having to 


add modifiers to generate adequate compensation. 


 To consider introducing a quarterly bonus in the CDM incentive scheme for SUD patient care. 


Care for these patients is an ongoing responsibility that does not always fall within scheduled 


work hours. A quarterly bonus can incentivize ongoing care and compensate for labour 


outside of clinic hours. 


 To introduce standardized flowsheets for SUD care that integrate clinical practice guidelines 


and are modelled on diabetes flowsheets. 


1.2 Introduce codes to incentivize and compensate patient intake, 


initial assessment and consulting 


Participants proposed the introduction of new billing codes to incentivize physicians to take on patients 


with SUD and compensate them for the often complex initial assessment of these patients. They also 


suggested introducing a billing code to compensate physicians for time spent on a consultation for a 


patient with SUD. In most provinces, billing for a consultation is only available to the physician initiating 


it, not the physician performing the consultation.  


Participants made the following specific recommendations: 


 To introduce an intake incentive to encourage family physicians to care for patients with SUD; 


 To provide an incentive to physicians who treat patients with SUD who lack provincial health 


card numbers, as there is currently no incentive to take on these patients; 


 To introduce a time-based initial fee to compensate for an extended-length (i.e., 45–90 


minutes) initial assessment that would capture the medical and social complexity of patients, 


with modifiers to allow physicians to charge in 15-minute increments; and 


 To increase consultation fees to a rate higher than an office visit plus psychotherapy to 


compensate family physicians for their in-office time as well as their training. 


1.3 Introduce codes to support the ongoing management of patients 


with substance use disorder 


Participants discussed the need for codes that can support physicians in the ongoing management 


of patients with SUD. They identified two dimensions to this need. One need is to compensate 


physicians for the work they perform that is critical to the care of these patients, but currently not 
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covered by existing billing codes (such as phone calls to pharmacies or to family members). The 


other need is to align the care of these patients better with the CDM model for other illnesses, such 


as diabetes, by building in codes for comprehensive and ongoing care.  


Specific recommendations from participants were to introduce billing codes: 


 For communication-based work required to provide comprehensive and ongoing care for 


patients, such as communications with allied health providers (such as pharmacists), 


patients and families, and community supports; 


 To stabilize patients after recurrent use; and 


 To pay for visits with in-office counsellors (such as social workers) and other mental health 


professionals (such as nurses or nurse practitioners). 


2. An Alternative Model: Blended Remuneration 


Fourteen participants recommended the introduction of a blended remuneration model to encourage 


SUD care and sustain physicians currently delivering this care for these patients. While participants 


differed on the details of a blended model, they agreed on its general structure: a base pay with 


supplemental billing codes that could be used to top up the base pay and introduce flexibility. Salary, 


stipend, sessional and hourly payment models were all proposed as base pay compensation.  


Participants identified a wide range of benefits offered by a blended model. It could: 


 Offer physicians predictable revenue independent of service-based codes, while incentivizing 


them to provide comprehensive care to patients with SUD; 


 Provide capacity to absorb no-shows without resorting to double-booking patients to ensure 


adequate revenue; and 


 Compensate physicians for off-site and non-face-to-face hours. 


Some participants proposed variations of the blended model or additional refinements. One 


participant recommended a capitation-based model, where the complexity of the patient determines 


payment on a quarterly basis. Another proposed a flat half-day fee to provide physicians with more 


breathing room than fee-for-service alone. A third proposed a variable base pay compensation that 


rewards physicians for their level of experience caring for this population, along with supplemental 


billing codes that reward physicians for volume. A fourth proposed an hourly rate (e.g., $175 per 


hour) to be competitive with the hourly rates of non-family physicians (such as internal medicine 


physicians), arguing that an hourly rate would attract more family physicians to substance use cases 


and provide collegial support for emergencies. 


3.  Other Options 


Participants identified other gaps and opportunities to improve billing practices and care for this 


patient population from a health systems perspectives. Several identified best practices from their 


own training and professional experience. Participants made three types of proposals for change: 


(1) improve formal training for billing and provincial billing support; (2) provide funding for allied 


health professionals; and (3) strengthen community psychosocial services and anti-stigma education. 


3.1 Improve formal training for billing and provincial billing support 


One of the themes we identified in participant interviews was the lack of formal education and 


ongoing support for billing. Many participants noted that they received little or no formal education 
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for billing during their training, particularly for chronic complex illnesses. Their lack of preparation 


during medical school and residency for using billing codes for patients with chronic complex illnesses 


was compounded by inadequate billing codes to treat patients with SUD, and by inconsistent billing 


support from the province that was characterized as difficult to access, available infrequently or 


unhelpful. Participants described an ethos of “learning on the fly” in billing for SUD care. Several 


participants returned to this problem later in their interviews by making recommendations specifically 


on the need for better education for medical students and residents, and improved mechanisms to 


support physicians in their billing practices after entering practice.  


Participants made two sets of recommendations to improve formal training for billing and provincial 


billing support. One set is for the provinces to ensure that medical students and residents receive 


comprehensive billing education that will prepare them to be knowledgeable in billing accurately as 


soon as they enter private practice. The other set is for provincial medical bodies (associations and 


Medicare) to address gaps in ongoing provincial billing support.  


Specifically, they recommended that medical schools should: 


 Provide formal training for billing to residents so that they graduate with some knowledge of 


these codes and can locate provincial supports once they start to practice; 


 Build family practice rotation into residency to train residents how to bill different visits, 


including incentives, which are important to the sustainability of a physician’s practice; and 


 Consider implementing a billing competition in residency as a method of teaching billing 


codes and practices. 


They further recommended that provincial medical bodies should: 


 Establish a compilation of easily accessible resources on billing, backed up by live support 


that is readily available; and 


 Create continuing education billing modules on specific complex illness patient populations 


(e.g., SUD, schizophrenia, diabetes, geriatrics, fragile patients) to support billing practices. 


3.2 Provide funding for allied health professionals 


In addition to recommending that the provinces recognized SUD as a chronic disease and introduce 


new codes for the management of complex patients, participants also voiced the opinion that 


changes to incentive schemes and remuneration are necessary but insufficient to improve the 


quality of care for existing patients. They expressed the desire to have the resources to hire allied 


health professionals to provide multidisciplinary patient care within the clinic. Some participants 


specially recommended innovations taken directly from the model of diabetes care, such as 


introducing an addiction educator who can see patients at the clinic, for example. 


3.3 Strengthen community psychosocial services and anti-stigma 


education 


A final recommendation by participants was for the provinces to return to a harm reduction model, 


with the goal of supporting patients to become productive members of society. A core component of 


supporting patients is strengthening community treatment programs that provide psychosocial and 


other support services, such as vocational counselling. Participants from five provinces commented 


on the long wait times for opioid treatment recovery programs and pain clinics in their communities, 


and other problems with accessing services. The Quebec participant singled out the lack of accredited 
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personnel in community treatment programs to treat SUD patients and the challenges of working 


with counsellors who have only life experience in recovery from SUD. Another said that physicians in 


her province simply do not know to where to send patients for counselling. A third felt that physicians 


often do not know how to offer whole-person care. Given these concerns, the capacity of community 


psychosocial services should be increased. Counsellors should be credentialed so that they can work 


with primary care physicians. Because physicians or patients might be unaware of these services 


and how to access them, provinces should promote them. These efforts are needed to more closely 


link primary care in the clinic to the ongoing support of patients in the community.  


A second component of supporting patients is anti-stigma education for physicians and allied 


healthcare professionals. Participants noted that stigma associated with substance use is a 


significant barrier to patients seeking treatment and attending scheduled appointments. Patients 


may experience guilt or shame, or fear being identified and labelled. More educational efforts are 


needed to reduce stigma and patient marginalization, they said, not only to encourage patients to 


seek treatment, but also to reduce physician bias towards this patient population.  


These recommendations from participants to strengthen community psychosocial services and anti-


stigma education align with their broader message that improving care for SUD means not only 


compensating family physicians for the work they perform and incentivizing comprehensive care, but 


supporting physicians to manage patients in their own communities. Providing proper care to this 


patient population takes as much time as diabetic management, as one participant reminded us. 


Delivering better care is achieved by restructuring the environment of care, not simply reforming billing 


codes, another said. Given these proposals for change, diabetes care may be a valuable model for 


improving care for patients with SUD because it is a chronic disease with high prevalence and there 


are well-established incentive schemes to encourage close, evidence-based patient management.  
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Limitations 
The limitations of this study should be considered when interpreting its findings. Although the 


recruitment target for each province was four participants, we achieved this target in only two 


provinces (B.C. and Man.), and came close to it in two others (Ont. and N.B.). In two provinces (Alta. 


and Sask.), we recruited only half of our target (two participants), and in four provinces (Que., N.S., 


P.E.I., and N.L.), we recruited only one participant. Because of this variation, our study generated 


richer data from the provinces with three or four participants (B.C., Man., Ont. and N.B.), and relied 


on just one or two participants for data in six provinces (Alta., Sask., Que., N.S., P.E.I. and N.L.). It is 


probable that conducting the study only in English accounts for the difficulty we encountered in 


recruiting Quebec physicians. We did not recruit physicians from the territories because most 


physicians in those regions are not compensated with FFS remuneration. 


There were a greater number of female participants compared to male participants in our final 


sample (14 and eight, respectively). This might have influenced our findings, as research suggests 


that female physicians practice differently than male physicians (Bertakis, Helms, Callahan, Azari, & 


Robbins, 1995; Hedden et al., 2014; Keane, Woodward, Ferrier, Cohen, & Goldsmith, 1991). 


Similarly, none of our participants indicated northern or remote as their main geographic work 


setting. This lack of representation might have influenced our findings as physicians working in 


remote areas might have different characteristics and practices than those working in urban settings 


(Hogenbirk, Pong, Tesson, & Strasser, 2004). 


The research team used purposive sampling, a standard recruitment strategy in qualitative designs, 


to recruit up to four participants from each of the 10 provinces. Participant samples in qualitative 


studies are not intended to be representative of a larger population. The value of purposive sampling 


for this study lies in generating a diverse range of perspectives, practices, concerns and 


recommendations that substantively illustrate the “hows” and “whys” of physician remuneration. 


However, purposive sampling introduces the potential for self-selection bias. For example, it is 


possible that physicians who were highly motivated to share their remuneration experiences with the 


team or who hold polarized views on remuneration and SUD care were easier to recruit. In qualitative 


designs, this bias is expected and a benefit, because interviews are richer when participants are 


willing to provide detailed narratives, and when they are willing to reveal their perspectives on 


controversial subjects.  


Across the sample, we observed that participants ranged in their outspokenness and strength of 


opinion. A few participants were very outspoken and expressed polarizing views. Others were more 


reserved or expressed moderate opinions. Most participants fell between these poles. Given that the 


team recruited at least one physician from each of the 10 provinces, the study was successful in 


presenting a range of perspectives and experiences from across Canada. However, because of the 


range in sample size between provinces, we are less confident that the study fully captured a 


diversity of perspectives, practices, concerns and recommendations within every province.  


While several participants described the codes they would use in a typical visit to care for a patient 


with SUD, the team did not explicitly ask each participant to take us through a typical patient visit 


and identify their code choices and rationales. Had we asked every participant this question, we 


would have generated a more consistent portrait of provincial resources and gaps. Responses to this 


question would have permitted some comparison of physicians’ knowledge of billing codes and 


incentive schemes within and between provinces.  


The absence of any single publication that synthesizes the CDM codes from all 10 provinces was a 


gap in the background research and a limitation of data analysis. Before conducting the interviews, 
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the team had completed only a partial review of the provincial fee schedules to identify the CDM 


codes available to family physicians. In addition, because the design of each provincial fee schedule 


is different, we found it challenging to extract data on CDM codes. This challenge makes it difficult to 


be confident that we have been comprehensive. Only after we had completed data analysis from the 


interviews did we have the resources to complete our review of the 10 provincial fee schedules. As a 


result, the team was not able to cross-reference participants’ representation of the CDM codes 


available to them in their provinces with an independently generated profile of these codes. This 


inability to cross-reference limited our analysis and discussion.  


The audio quality of the first three test interviews was poor, and the transcripts from these interviews 


showed gaps where the transcriptionist could not identify words or fully transcribe some passages. 


We drew less on these three interviews for our analysis. Audio quality was resolved for the remaining 


interviews with the use of a third-party conferencing system. The quality of the phone connection was 


poor in some interviews when mobile phones and speakerphones were used. Participants called into 


the conferencing system from both office and home locations, and the flow of some interviews was 


occasionally interrupted by activity or noise at the participant’s location, which also created gaps in 


the transcripts.  
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Directions for Future Research 
Findings from this study suggest directions for research to address gaps in our understanding about 


how to improve SUD care within FFS and to support the options for change outlined in this report. 


1. Perspectives from patients with SUD disorder. The experiences of SUD patients with accessing 


primary care and community supports are not known. Their perspectives and recommendations 


are essential to informing patient-centred comprehensive SUD care. What do SUD patients have 


to say about their access to primary care and community supports? What barriers do they encounter 


when scheduling and attending appointments, and when seeking referrals for treatment and 


counselling? What experiences have they had with multidisciplinary team primary care? Can they 


offer recommendations to reduce the stigma associated with seeking primary care and treatment? 


2. Physician education for providing comprehensive SUD care. Family physicians are committed to 


providing care to this patient population. However, they may need more education and support to 


reduce the stigma that patients experience, and to connect primary care to ongoing community 


care. What are the best practices to support their patients to attend appointments? What 


information about community treatment and counselling do physicians need, and what are the 


best channels for delivering that information to them?  


3. Introducing blended remuneration models to incentivize and compensate for SUD care. What are 


the benefits and costs of introducing different blended models for SUD care? What efforts are 


needed to attract new family physicians to providing SUD care with blended remuneration models? 


How can blended remuneration models be structured to facilitate multidisciplinary primary care? 


4. Introducing CDM incentive schemes for SUD care. How have British Columbia, Quebec and 


Newfoundland and Labrador introduced CDM incentives to their fee schedules, and what can be 


learned from their experiences? What are the barriers to implementing CDM incentive schemes 


for SUD in provinces that currently do not have these incentives?  


5. Training family medicine residents in billing for CDM. What are the minimal competencies in 


chronic disease billing that residents should have before graduating? What are the knowledge 


gaps that new family physicians identify in billing for chronic disease? Are there effective training 


models or best practices for teaching chronic disease billing to residents?  


6. Diabetes management as a potential care model for the delivery of comprehensive SUD care. 


What best practices from diabetes management can be adapted for use with SUD care? 


7. Delivering SUD primary care and treatment in Northern and remote communities. A significant 


limitation of this study is the lack of data and analysis on how the delivery of primary care and 


community treatment in Northern and remote communities differs from their delivery in urban, 


suburban and rural communities. What barriers do physicians encounter in delivering care in 


these communities? What additional supports do they need? Are there best practices in delivering 


primary care and treatment in Northern and remote communities that could be adapted to 


urban, suburban and rural communities? 
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Conclusion 
Family physicians interviewed for this study are deeply committed to providing comprehensive care 


to patients with SUD. This patient population, however, often has medical and social complexities not 


seen in other chronic disease populations. Moreover, SUD is stigmatized, which impedes treatment. 


The interviews with primary care respondents conducted for this study lead to the conclusion that 


FFS remuneration is not adequately structured for delivering quality care to these patients. Physicians 


know this and are frustrated by it. The limitations of FFS remuneration for SUD care have existed for 


some time and should be addressed. The options for change outlined in this report provide starting 


points for the provinces to restructure the FFS model and create more capacity and flexibility for 


family physicians to deliver appropriate and comprehensive care to these vulnerable individuals.  


The tensions that participants identified between treating patients with SUD and the FFS system of 


remuneration include the challenge of incentivizing volume while ensuring adequate time for the 


complexities of these patients, and the risk of losing revenue because of patients who do not show 


or, alternatively, shortchanging patient care by overbooking to make up for patients who do not 


show. They also identified the need to compensate physicians adequately for the extensive work of 


caring for these patients, which extends beyond an office visit, and the need to incentivize both 


ongoing and more comprehensive care for these patients. 


One possible step is for all provincial fee schedules to acknowledge that SUD is a chronic disease 


characterized by stigma. The acknowledgement should be coupled with making provincial incentives 


and adequate compensation available to family physicians, so they can deliver comprehensive, 


evidence-based care in their clinics. These incentives and compensation should, at a minimum, 


correspond to those for other chronic diseases. But they should also accommodate the unique 


needs of the population with SUD and the challenges that comprehensive care for them poses. 


These needs and challenges include managing multiple problems in a single visit, accommodating 


an unpredictable work flow with these patients and providing multidisciplinary care within the clinic.  


Beyond changes in the FFS model, it is critical for the provinces to strengthen the infrastructure and 


systems around family physician care. A three-pronged approach would address billing education 


and support, alternative remuneration models and community psychosocial treatment. The first 


prong would provide medical students and residents across Canada with comprehensive training on 


billing for chronic disease during their formal education, and ensure that family physicians in 


practice have easy access to no-cost, up-to-date billing support. The second prong should consider 


which remuneration models, including a blended payment model, will incentivize physicians to 


deliver comprehensive care and adopt in-clinic multidisciplinary teams to care for patients with SUD. 


New physicians should be given their choice of remuneration models. The third prong would fund 


and expand community treatment facilities that offer psychosocial counselling to complement and 


sustain the limited counselling that family physicians can provide in the FFS clinic visit.  


Family physicians are important caregivers in a healthcare system that is seeing an increase in 


complex patients with SUD. They want to inform change and have a great deal to say. They should be 


consulted and involved in developing and implementing solutions that will help them improve the 


treatment and support of their patients. 
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Appendix A: Key Informant Interview Guide 


BEFORE THE INTERVIEW 


Send the consent form and interview guide to the informant. 


PLACE CALL TO INFORMANT 


Good morning / afternoon. This is [name of researcher] calling, for the Canadian Centre on 


Substance Use and Addiction Physician Remuneration Study.  


[Confirm identify of informant] 


Is this still a good time to talk with you? Do you have 30 minutes right now?  


[If not, reschedule consent and interview] 


Before we start the interview, I’d like to explain the study and answer any questions you might have. 


We’re using an oral consent process in place of written consent, I will review the consent form with 


you by reading from it verbatim, to obtain your consent to participate in this study. This is time-


consuming, but the process will ensure that your consent is informed, and it will allow you to ask 


questions. 


BEGIN ORAL CONSENT PROCESS 


[Read verbatim from consent form. Explain study, pausing to answer questions, and obtain oral 


consent.] 


[Interview questions begin on next page] 


START OF INTERVIEW 


DEMOGRAPHICS: I’d like to begin by asking you some questions about your current position as a 


family physician. 


1. What is your current position? 


2. How long have you been practicing medicine in your current role as [CURRENT POSITION)? 


3. Can you tell me about the setting where you see patients in [CURRENT POSITION)? 


PROBE: Hospital, private office, public office, university health centre or health authority 


YOUR PRACTICE: Next, I’d like to ask you a few questions to understand the current scope of your 


practice: 


4. Can you tell me more about the type of compensation model you work with? 


PROBE: fee-for-service, sessional, bill privately to insurers or employers 


5.  I’d like to ask you about three areas of practice: Do you currently provide care for patients 


with [CHRONIC DISEASE BELOW] as part of your scope of practice? 


a. Substance use disorder 


b. Diabetes 
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c.  Schizophrenia 


[The responses to this question will determine the focus of the next set of questions] 


COMPENSATION: We are interested in learning more about how you are compensated, in [type of 


compensation model specified above], for the care you provide for: 


[As appropriate]  


a. Substance use disorder 


b. Diabetes 


c.  Schizophrenia 


6. Can you explain how your compensation works?  


PROBE: Billing codes, incentives, other payment schemes 


7. Can you tell me what education you receive for billing codes and incentive schemes? 


PROBE: in medical school? During residency? Through continuing education? Through annual 


bulletins? 


8. Are [billing codes, incentives, other payment schemes] structured in a way that allows you to 


provide the care that you’d like to patients?  


9. Is there anything that you would like to see changed in the billing codes for problematic 


substance use and addiction?  


10. What type of remuneration scheme do you feel would encourage physicians to do more 


chronic care for substance use disorders? 


CLOSING QUESTIONS 


11. That was the last question I had for you. Is there anything that you wanted to mention that we 


didn’t touch on, or you didn’t have a chance to tell me? Do you have any questions for me? 


I really appreciate you sharing some of your valuable time today for our study.  
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Appendix B: Sample Email Invitation 
Dear Canadian Society on Addiction Medicine Members, 


I am contacting you on behalf of at the Canadian Centre on Substance Use and Addiction (CCSA) to 


seek your assistance with a qualitative study about physician remuneration for chronic disease care. 


This study will explore how family physicians like yourself are compensated for caring for patients 


with three complex conditions (addiction, diabetes and schizophrenia). The goals of this study are to 


understand how family physicians in all the provinces and territories use billing codes and incentives 


to care for patients with these conditions. 


As a key informant, your participation is vital to helping us better understand the remuneration 


variability that we see across Canada. You can provide us with the relevant insight and expertise 


from your own practice experience to identify gaps in compensation, as well as best practices. 


We are interested in knowing the following: 


 Whether you care for any patients with these conditions (substance abuse disorders, 


diabetes, or schizophrenia); 


 Whether billing codes and incentives are structured in a way that allows you to provide the 


care that you would like to your patients; 


 Changes you would like to see to billing codes and incentives to care for your patients. 


I would like to invite you to participate in a 30-minute telephone interview between November 3, 


2017, and December 31, 2017, at a time of your choosing. Your responses will be kept confidential, 


and your identifying information will not be published or viewable by anyone except the research 


team. 


If you are interested in supporting this research, please reply to jfairbank@ccsa.ca with three 


proposed 30-minute blocks when you are available. 


Thank you very much. 
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Appendix C: Oral Consent Form 
Project Title: Comparative study of physician remuneration for chronic disease care across Canada 


Principal Investigator: Amy Porath, PhD 


Director, Research and Policy, Canadian Centre on Substance Use and Addiction 


Co-investigator: Jill Fairbank, MSc 


Knowledge Broker, Canadian Centre on Substance Use and Addiction 


Co-investigator: Janet Childerhose, PhD 


Contractor, Canadian Centre on Substance Use and Addiction 


Co-investigator: Sara Atif, MSc 


Research and Policy Analyst, Canadian Centre on Substance Use and Addiction 


Investigator: Amy Porath, B.A. Hons., M.A., Ph.D. 


Telephone: 613-235-4048 (24 hr) 


Additional Contact: 


Address: Canadian Centre on Substance Use and Addiction 


500-75 Albert St. 


Ottawa, ON  K1P5E7 


EXPLANATION OF RESEARCH PROJECT 


Purpose 


We are conducting a qualitative study to understand how family physicians are compensated for 


seeing patients with three complex conditions: substance abuse disorders, diabetes, and 


schizophrenia. We know that there is wide regional variability in compensation of physicians across 


Canada for these three conditions. We wish to understand how physicians in different provinces who 


work within a fee-for-service model use billing codes and incentives for these conditions. We will 


interview several family physicians in each province and territory to understand this variability across 


Canada. Our goal is to interview 30 physicians across Canada. We expect your interview to last 


approximately 30 minutes. 


Procedures 


We will ask you if we can have your permission to conduct the interview and to audio-record the 


interview using a digital recorder. Recording the interview helps us to be accurate about what you tell 


us. It also allows us to create a transcript of the interview. The audio-recording of your interview will 


be used for this research and will not be published for any other reason. 


We would also like the opportunity to quote you anonymously in any publication from this study. Your 


name and workplace will not be included in the study results. If you do not want us to quote you in 


our publication, you can tell us and we will not quote you. 
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To protect your privacy, we will remove all identifiers from the data we collect, and use a numerical 


code to identify each participant. Your name will not be mentioned in the audio recording or recorded 


in the transcript of your interview.  


Everything you tell us will be confidential. To keep your information confidential, all data collected 


from your interview will be maintained on a password-protected computer. Only team members 


working on this project have access to this computer. Following the interviews, we will contract a 


transcriptionist to transcribe the audio recordings. Only the transcriptionist and the research staff 


directly affiliated with the project will have access to the audio recordings and the transcripts. In 


addition, the research ethics review board, which is provided by IRB Services, may need to see these 


data and the study records to monitor the research and verify the accuracy of the study data. IRB 


Services is an independent ethics committee that reviewed the ethical aspects of this study to help 


protect the rights and welfare of study participants. All written data, including completed oral consent 


forms and interview transcripts, will be securely stored by CCSA in a locked filing cabinet for five 


years. All audio-recordings will be securely stored on a Cloud-based remote storage data system. 


After five years, all of these data will be securely destroyed.  


Benefits 


There is no direct benefit to you from taking part in the study. Our intent is to use the insight 


obtained from these interviews to acquire a well-rounded understanding of physicians’ awareness, 


interpretation and use of billing codes and incentives for substance use disorders, diabetes, and 


schizophrenia care across Canada. The findings from this study will be published in a peer-reviewed 


journal, and they will be used to advocate for policy interventions (e.g., revised billing procedures) to 


support family physicians. 


Discomforts 


At any time during the interview, you can ask me questions about the study. You can decline to 


answer any question. You can also stop the interview at any time for any reason. 


Who to contact with questions 


If you have questions, concerns or complaints regarding this study, you should contact the 


Investigator at the telephone number listed on the first page of this form. 


If you have questions about your role and rights as a research participant, or if you have concerns, 


complaints or general questions about the research, you should contact IRB Services. IRB Services is 


not affiliated with this project or the research team. You can reach IRB Service by phone: 1-866-449-


8591 or by email: subjectinquiries@irbservices.com 


If you contact IRB Services, please reference the following number: Pro00023198. 
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Appendix D: Organizations Contacted 


National 


Canadian Society on Addiction Medicine and Canadian Society on Addiction Medicine Education 


Committee 


Canadian College of Family Physicians (national and provincial chapters) 


Alberta 


Alberta Medical Association 


Alberta Health Services 


Manitoba 


Addiction Foundation of Manitoba 


University of Manitoba 


Newfoundland and Labrador 


Newfoundland and Labrador College of Family Physicians 


Newfoundland and Labrador Medical Association 


Faculty of Medicine, Memorial University of Newfoundland and Labrador 


Primary Healthcare Research Unit 


New Brunswick 


New Brunswick Medical Society 


New-Brunswick College of Family Physicians 


Moncton Hospital 


Nova Scotia 


Doctors of Nova Scotia 


Nova Scotia College of Family Physicians 


Dalhousie Department of Family Medicine 


Ontario 


Ontario Medical Association   


Department of Family and Community Medicine, University of Toronto 


Centre for Addiction and Mental Health 
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Prince Edward Island 


P.E.I. College of Family Physicians 


P.E.I. Medical Society 


Polyclinic Professional Centre 


Centre for Health and Community Research, University of Prince Edward Island 


Health P.E.I. 


Quebec 


Faculty from the Addictions Unit, McGill University Health Centre 


Department of Family Medicine, McGill University 


Primary Health Network, McGill University 


Département de médecine de famille et de médecine d’urgence, Faculté de médecine, Université de 


Montréal 


Département de médecine de famille et de médecine d’urgence, Université de Sherbrooke 


Jewish General Hospital – Family Medicine 


McGill University Health Centre Family Medicine Clinic 


Fédération des médecins omnipraticiens du Québec 


Saskatchewan 


Department of Academic Family Medicine, University of Saskatchewan 


Saskatchewan Medical Association 


Saskatchewan Health Authority 


City Centre of Family Physicians (Saskatchewan) 
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Appendix E: Chronic Diseases Treated by 


Participants 


 
Diabetes Schizophrenia 


Substance 
use disorders 


001-NS   


002-BC   


003-ON     


004-ON    


005-BC     


006-BC     


007-SK   


008-MB   


009-MB   


010-BC   


011-MB   


012-NFLD   


013-AB     


014-AB   


015-MB    


016-PEI   


017-NB   


018-NB   


019-NB   


020-QC   


021-ON     


022-SK   
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Appendix F: Participant Profiles 
001-NS is a Nova Scotia family physician who has practiced medicine for less than five years and 


cares for patients with diabetes, SUD and schizophrenia. She is paid by contract and performs 


shadow billing.  


002-BC is family physician with a practice in an urban centre in British Columbia. She has practiced 


medicine for more than 20 years. She cares for patients with diabetes, SUD and schizophrenia, and 


her payment is entirely FFS. 


003-ON is a rural Ontario family physician who has practiced medicine for nearly five years. She 


cares for patients with diabetes and schizophrenia, but does not currently care for patients with SUD. 


She is compensated with a blended model that combines some FFS payments with alternative 


payments. 


004-ON is an Ontario family physician with training in addictions. She has practiced medicine for 


nearly five years, and cares for patients with SUD and diabetes. She delivers care at an inpatient 


residential treatment facility, where she is paid a daily rate, and at an outpatient clinic, where her 


payment is FFS.  


005-BC is a British Columbia family physician who has practiced medicine for nearly five years. He 


delivers care in a group practice and a residential nursing home. He cares for patients with diabetes 


and schizophrenia, but does not have patients with SUD. His payment is entirely FFS. 


006-BC is a full spectrum British Columbia family physician with a private group practice who has 


practiced medicine for less than five years. She cares for patients with diabetes, SUD and 


schizophrenia. Her payment is entirely FFS. 


007-SK is a rural Saskatchewan family physician who has practiced medicine for 20 years. He has a 


solo clinic practice where he cares for patients with diabetes, SUD and schizophrenia. His 


compensation is entirely FFS.  


008-MB is a Manitoba family and addiction physician who has practiced medicine for nearly five 


years. She has four practice sites and is compensated differently at each site: an hourly stipend with 


shadow billing, a weekly stipend, an hourly rate and FFS. She cares for patients with diabetes, SUD 


and schizophrenia.  


009-MB is a Manitoba family physician who has practiced medicine for 20 years. She has three roles 


at three practice sites, and two forms of compensation: an hourly rate with shadow billing and a 


weekly sessional fee. She cares for patients with diabetes, SUD and schizophrenia. 


010-BC is a full-spectrum British Columbia family physician who has practiced medicine less than 


five years. He has four practice sites and is paid through two remuneration models: FFS and 


sessional payments. He provides care for patients with diabetes, SUD and schizophrenia.  


011-MB is a Manitoba family physician who has practiced medicine for 30 years. She has three 


practice sites and is remunerated through hourly payments and shadow billing. She provides care to 


patients with diabetes, SUD and schizophrenia. 


012-NFLD is a Newfoundland and Labrador family physician who has practiced medicine for 20 


years. He is compensated with a salary, a stipend and FFS. He provides care to patients with 


diabetes, SUD and schizophrenia. 
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013-AB is an Alberta family physician who has practiced medicine for 30 years at one site. She 


provides care to patients with SUD, and her remuneration is entirely FFS. 


014-AB is an Alberta community-based family physician who has practiced medicine for more than 


30 years. He provides care to patients with diabetes, SUD and schizophrenia. His primary 


remuneration is FFS.  


015-MB is a Manitoba family physician who has practiced medicine for nearly five years. She has 


three practice roles at three sites. She cares for patients with diabetes and SUD. Her compensation 


is entirely FFS.  


016-PEI is a Prince Edward Island family physician who has practiced medicine for five years and is 


salaried. She has three practice roles at three sites, and cares for patients with diabetes, SUD and 


schizophrenia.  


017-NB is a New Brunswick general practitioner who has practiced more than 10 years. He has two 


practice roles at two sites and is compensated by FFS and sessional remuneration. He cares for 


patients with diabetes, SUD and schizophrenia.  


018-NB is a New Brunswick family physician who has practiced for 30 years and cares for patients 


with diabetes, SUD, and schizophrenia. Her compensation is entirely FFS.  


019-NB is a New Brunswick family physician who has practiced for more than 40 years and cares for 


patients with diabetes, SUD and schizophrenia. His compensation is entirely FFS. 


020-QC is a Quebec family physician who has practiced for more than 30 years. She cares for 


patients with diabetes, SUD and schizophrenia. Her primary remuneration is FFS payments. She also 


receives hourly payments. 


021-ON is an Ontario family physician who has practiced medicine for more than five years. He has 


two practice sites where he cares for patients with SUD. His remuneration is entirely FFS. 


022-SK is a Saskatchewan family physician who has practiced medicine for more than five years. 


She has three practices roles at two sites. Her compensation is through shadow billing in all three 


roles. She cares for patients with diabetes, SUD and schizophrenia. 
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Appendix G: Chronic Disease Management Codes 


by Province 
(Last updated June 15, 2018) 


 
CDM 


Codes? 
Diabetes 


Substance 


Use Disorders 
Schizophrenia Other Other Conditions 


B.C. X X X X X 


Hypertension 


Chronic obstructive 


pulmonary disease 


Chronic respiratory condition 


Chronic kidney disease  


Cerebrovascular disease  


Heart failure 


Ischemic heart disease 


Chronic neurodegenerative 


diseases 


Chronic obstructive 


pulmonary disease 


Chronic liver disease 


Alta. X X  X X 


Kidney disease 


Chronic bronchitis and 


emphysema 


Sask. X X   X 


Chronic obstructive 


pulmonary disease  


Coronary artery disease 


Heart failure 


Man. X X   X 


Asthma 


Congestive Heart Failure 


Coronary Artery Disease 


Hypertension  


Chronic obstructive 


pulmonary disease 


Ont. X X   X 


Congestive Heart Failure 


Asthma 


Chronic obstructive 


pulmonary disease 


Hypercholesterolemia 


Fibromyalgia 
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Que. X X X X X 


Chronic obstructive 


pulmonary disease 


Arterio-sclerotic heart 


disease 


Cancer 


HIV/AIDS 


Degenerative nervous 


system diseases 


Chronic inflammatory 


diseases 


Chronic renal insufficiency 


Thrombogenic diseases 


Atrial fibrillation 


Attention deficit disorders 


Intellectual deficiency 


Auditory deficiency 


Chronic pain 


Stroke 


N.B. X X   X 
Chronic obstructive 


pulmonary disease 


N.S. X X   X 


Ischemic Heart Disease 


Asthma 


Chronic obstructive 


pulmonary disease 


Chronic liver disease 


Hypertension 


Chronic renal failure 


Congestive heart failure 


Dementia 


Chronic neurological 


disorders 


Cancer 


P.E.I.      None 


N.L. X X X  X 


Chronic obstructive lung 


disease 


Cancer 


Inflammatory bowel disease 


Chronic kidney disease 


Chronic liver disease 


Congestive heart 


failure/Cardiomyopathy 


Chronic neurological disease 


Ischemic heart disease 


Cerebral vascular accident 


Complex chronic infection 


Chronic immune deficiency 


Chronic pain 


Complex endocrine disease 


Connective tissue disorder 


Peripheral vascular disease 
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• Please contact organization/facility directly for updated information as they 
may change without notice pending regional Covid-19 Zones. 
 


• Residential withdrawal management centres are essential services and 
access cannot be denied based on vaccination status. 


*for southern Ontario treatment centers please email lkakepetum@nan.ca  
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Health Canada funded National Native Alcohol and Drug Abuse Program (NNADAP) 
and the National Youth Solvent Abuse Program (NYSAP) Treatment Centres 


North Western Ontario 
Dilico Adult Residential Treatment 
Centre 
120 Carp River Road 
Thunder Bay, ON  P7J 1K1 
Tel:  1-807-623-7963 
Email ashleybrimmell@dilico.com  
Age:  Age: 18+ 
Gender:  Male and Female 


Service Modified – COVID-19: 
On-site - Program running normally at reduced capacity. 
Referral:  
• A referral package needs to be completed this can be requested by either 


calling the organization or downloading the form on-line from the website. 
Assessments can be completed by this organization if needed. The need to 
be detoxified will be determined by the intake worker. Referrals are 
accepted from our local withdrawal management service centre.  


• Can also be referred to 3 C’s Residential Addiction Long-Term services for 
Adult Males only 


Ka-Na-Chi-Hih 
1700 Dease Street 
Thunder Bay, ON,  
Tel: 1-807-625-8351 
jmoore@kanachihih.ca  
Age:  18-30 yrs 
Gender:  Male 


Service Modified – COVID-19: 
Operating at reduced capacity, northern Ontario clients only at this time. 
Referral: 
• Individuals must be solvent-free for 5 days. Must be Canadian First Nation 


or Inuit. Client's use of solvents must have become habitual. Must be 
medically stable. It is preferred that medicals, addiction, and mental health 
assessments be completed prior to arriving at the program. 


Migisi Alcohol and Drug 
Treatment Centre 
Box 1340 
Kenora, ON  P9N 3X9 
Tel:  1-807-548-5959  
migisitreatmentcentre@bellnet.ca  
Age:  19+ 
Gender:  Male and Female 


Service Modified – COVID-19: 
This organization is building a new treatment centre. No admissions until 
further notice. Completed intake applications can be emailed. 
Referral: 
Referrals should be emailed in. Must be detoxified ten days. Must be assessed 
in-house or by an organization offering the standardized assessment tools. 
Assessments are done individually by a psychologist/social worker on first day 
of entry into the program.  
ADAT and GAIN Q3 MI ONT not required but helpful if they are completed. 


Reverend Tommy Beardy 
Memorial Family - Wee Che He 
Wayo-Gamik Treatment Centre 
Muskrat Dam, ON  P0V 3B0 
Tel:  1-807-471-2554 


Service Modified – COVID-19:         
Closed until further notice - applications are still being accepted. 
Referral:  
Maintain sobriety at least one month prior to treatment. Complete referral and 
medical form. Pre-treatment and follow-up. Can be self-referral. No pre-natal 
accepted. 


Mino Ayaa Ta Win Healing Centre 
Fort Francis Tribal Area Health 
Services 
Box 608, Fort Francis, ON P9A 3M9 
1-807-274-7373 or 1-807-271-0194 
bhsintake@fftahs.com  
Age: 18 +   
Gender: Male & Female 


Service Modified – COVID-19:  
On-site - Currently only accepting clients from the Southern Treaty 3 area & 
Northern Ontario. All clients need to present a negative covid-19 assessment 
result prior to admission.  
Referral: 
• Self-referral accepted. An admissions package and a medical form must be 


submitted for review. Preference that the GAIN Q3 MI Ont be completed 
and forwarded with referral. 
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North Eastern Ontario 
Sagashtawao Healing Lodge 
100 Quarry Road, Box 99 
Moosonee, ON  P0L 10 
Tel:  1-705-336-3450 
Age:  Age: 18+   
Gender:  Male and Female 


Service Modified – COVID-19: 
 
CLOSED - Not accepting referrals and the program is closed until further notice. 


Southern Ontario 
Anishnawbe Health Toronto 
22 Vaughan Road 
Toronto, ON  M6G 2N1 
Tel: 1-146-657-0379 
Age: 16 + 
Gender:  Male and Female, 
trans/2Spirit safe  


Service Modified – COVID-19: 
 
Unknown, please call directly for information.  
 


Benbowopka Treatment Centre 
Anishnabie Naadmaagi Gamig 
144 Causley Street,  
Blind River, ON  P0R 1B0 
Tel:  1-705-356-1681 
Age:  Age: 18+   
Gender:  Male and Female 
 


Service Modified – COVID-19: 
• Prioritizing intakes within Algoma District and the 7 First Nation communities 


close by. Preferred fully vaccinated individuals but not needed.  
• referrals are still being accepted.  


Referral: Clients are required to complete a medical form and the online referral 
form on the website. All clients must be detoxified and free from withdrawal 
symptoms for at least seven days prior to intake.  
GAIN Q3 MI ONT and the DUSI-R are accepted forms of referral. 


Native Horizons Treatment 
Centre 
130 New Credit Road 
Hagersville, ON  N0A 1H0 
Tel:  1-905-768-5144 


 
 


CLOSED- Rebuilding due to fire. 


Ngwaagan Gaming Recovery 
Centre Inc. 
Box 81, 56 Pitawanakwat Street 
Wikwemikong, ON  P0P 2J0 
Tel:  1-705-859-2324 
rmanitowabi@ngwaagan  
Age:  Age: 18+ 
Gender:  Male and Female 


Service Modified – COVID-19: 
Video Conferencing - Program is now offered virtually. 
Referral:  
All individuals are to be detoxified and abstinent from alcohol and drugs 
preferably for one month prior to treatment services. All individuals are assessed 
on a case by case basis. Must be assessed by an organization offering the 
standardized assessment tools prior to admission. Completed referral packages 
must be submitted in advance, and approved for acceptance into the treatment 
program. 


Nimkee Nupigawagan Healing 
Centre 
20850 Muncey Road 
P.0. Box 381, Muncey, ON  N0L 1Y0 
Tel:  1-519-264-2277 Ext. 229 
shenic@nimkee.org  
Age:  12-17 (Youth)     
Gender:  Male and Female 


Service Fully Operational 
Referral: 
Call for availability information. Must be detoxified from solvents for 14 days. 
Must complete a physical and medical assessment before admission. Referral 
source must make commitment to conduct pre-assessment procedures, maintain 
contact with client and arrange post-discharge care. Client must have status. 
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OHIP Billable Residential Withdrawal Management Centres – NW & NE ONTARIO 
Details Services during COVID-19   /   Referral Information 
Fort Frances Tribal Area Health Services Inc. 
1107 Highway 11, Fort Frances 
Ph: 807-274-7373 
Email: bhsintake@ffahs.com 
Age: 18+ 
GENDER: M & F 


Service Fully Operational 
Self-referrals either by phone or walk-in are accepted. All inquiries will 
be pre-screened. 


Lake of the Woods District Hospital 
6 Matheson Street S, Kenora 
807-468-5749 
Toll Free: 1- 800-405-7473 
Email: ask@lwdh.on.ca 
Age: 16+ 
GENDER: M & F 


Service Modified 
• Program running normally with reduced female beds (3). 
• Assessment is not relevant in the context of acute withdrawal. 


Clients may be referred by other service providers or may self-
refer by phone or in person. 


• Referrals are made to the adult program once acute phase has 
passed. 


North Bay Regional Health Centre 
50 College Drive, North Bay  
Toll Free: 1- 833-434-7800 
Age: 16+ 
GENDER: M & F 


Service Fully Operational 
Referrals can be made by health care professionals, community social 
services, families, and friends. Be willing and able to engage in the 
voluntary program; be ambulatory, communicative, and able to 
consent to treatment. Initial screening can be arranged by calling the 
toll-free number. 


Sault Area Hospital 
750 Great Northern Road, Sault Ste. Marie 
Ph: 705-942-1872 
Age: 16+ 
GENDER: M & F 


Service Modified 
• Temporarily relocated to the hospital site. Reduced capacity. 


Referral: Self-referrals or walk-ins accepted. 


St. Joseph's Care Group Balmoral Centre 
667 Sibley Drive, Thunder Bay 
Ph: 807-623-6515 
Age: 16+                  GENDER: M & F 


Service Fully Operational 
Crossroads – walk-ins 


Health Sciences North 
336 Pine Street, Sudbury 
705-671-7366 
Age: 16+ 
GENDER: M & F 


Service Fully Operational 
24 hour service, no appointment necessary, non-medical service. 
Admissions based on bed availability. Must be conscious, ambulatory, 
and medically stable. 


Smooth Rock Falls Hospital 
105 Second Avenue, Smooth Rock Falls 
Ph: 705-338-2761 
Toll Free 800-787-7951 
Age: 16+ 
GENDER: M & F 
 
To request information on services 
call 1-705-338-2761. 


Service Modified - Telephone & On-site 
• The Cochrane District Detox Centre is accepting all residents of the 


province of Ontario and neighboring provinces New admissions 
are tested on-site at the centre at time of admission. Once a 
negative result is confirmed, admissions are transferred 
accordingly. Masks are mandatory on-site even if an admission has 
tested negative. 


• Telephone intake is available. 


St. Joseph's General Hospital Elliot Lake 
1-9 Oakland Boulevard, Elliot Lake 
Phone 705-848-2129 Ext. 3314 
Email pworker@sjgh.ca  
Age: 16+ 
GENDER: M & F 


Service Modified. 
Program running normally with reduced capacity. 
Presently accepting all residents of Ontario with the exception of 
individuals in gray zones. 
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OHIP Billable Residential Treatment (Addictions) – NW/NE ONTARIO 
Details Covid Services   \   Referral Information 
Canadian Mental Health Association (CMHA) 
Sudbury - Manitoulin Branch  
Ph: 705-675-7252 
Toll Free: 866-285-2642 
Age: 19+         
GENDER: M & F 


Service Fully Operational 
Clients are not required to be fully vaccinated to access this program. 
Intake is only available when vacancies exist within the program. 
Agencies can be added to the list by connecting with the program 
manager. Please contact the organization for availability information. 


Centre de Reeducation Cor Jesus de Timmins 
Incorporee 
140 Jubilee Avenue W, Timmins 
Ph: 705-268-2666 
Email: tammy@jubileecentre.ca  
Age: 16+ 
GENDER: M & F 


Service Fully Operational 
Clients are not required to be fully vaccinated to access this program. 
A medical and an assessment are required GAIN Q3 MI ONT 
assessment is required. Appointments must be booked during regular 
business hours. 72 hours detoxification for alcohol use, other 
substances will be discussed during pre-admission interview. 


St. Joseph's Care Group 
301 Lillie Street N, Thunder Bay  
Ph: 807-684-5100 
Toll Free: 1-866-346-0463 
Age: 16-20 & 18+ 
GENDER: M & F 


Service Modified 
Youth /Men/Women Residence’s:  
Clients encouraged to be vaccinated but it is not a requirement. 
Referrals are being received with a priority for clients in the north 
west part of Ontario. Number of admissions per cycle have been 
reduced. Self-referrals accepted. Must be detoxified 48 hours. 
Preferred the GAIN Q3 MI ON assessment be submitted with referral 
to this program. 


Lake of the Woods District Hospital 
Managed Alcohol Program 
6 Matheson Street S, Kenora 
Toll Free: 1-800-405-7473 or 807-468-5749 
Email: ask@lwdh.on.ca  
Age: 18+ 
GENDER: M & F 


Service Fully Operational 
This program accepts individuals who are not fully vaccinated. 
Referrals welcomed by all sources, call and speak to the Recovery 
Support Lead. This program is designed for those: who have had 10 
years or more chronic alcohol use, homeless or at risk of 
homelessness and have related health issues. 


Maison Arc-En-Ciel Centre de Rehabilitation 
du Nord de l'Ontario Inc. 
Highway 11, Opasatika 
Toll Free 1-800-397-9430 or 705-369-4582 
maec@xplornet.ca  
Age: 12-24 
GENDER: Male 
 


Service Modified 
Clients do not have to be fully vaccinated to access this service. 
Intakes are still being processed. Individuals accepted into the 
program will be delt with case by case to ensure quick, efficient 
admission, while adhering to COVID-19 policies and procedures in 
place, to keep clients and staff safe. 
Referral: A self-referral or community organization referral Must be 
detoxified 48 hours. GAIN Q3 assessment. 


Maison Renaissance de la Rehabilitation 
924 Halle Street, Hearst 
Age: 16+ 
GENDER: M & F 


Service Modified 
Clients are not required to be fully vaccinated.  
Now accepting new clients for Co-ed Residential Treatment Program & 
Relapse Prevention Residential Program. Please contact them for 
details. GAIN Q3 MI assessment.  


Monarch Recovery Services 
405 Ramsey Rd, Sudbury 
705-674-5090 
Toll Free 877-431-6713 
Email info.women@srmonarchrs.ca  
Age: 16+ 
Gender: Female 


Service Modified 
Clients do not have to be fully vaccinated to access this service. 
Women's Residential Treatment Program clients will need to 
participate in an isolation period at the beginning of programming. 
Please contact them for more information.  
HER Program (Relapse Prevention Program) is on hold, referrals are 
being accepted. 
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St. Joseph's General Hospital Elliot Lake 
3-9 Oakland Boulevard, Elliot Lake 
Phone 705-848-2129 Ext. 3314 
Email intakesecretary@sjgh.ca 
Age: 17+ 
GENDER: M & F 


Service Modified. 
Adult Residential Treatment Program: 
Block admissions once every four weeks. Reduced capacity. Individuals 
who are residing in Grey Zones will not be admitted. Must be off 
alcohol for 72 hours, and drugs seven days. 
***Family Residential Program & Young Adult Residential Treatment 
(17 - 24 years) are both CLOSED  


OHIP Billable Residential Supportive Treatment (Addictions) – NW/NE ONTARIO 
Crossroads Centre Inc.  
Pre- & Post treatment  
500 Oliver Road, Thunder Bay 
807-622-2730 
Age: 18+ 
GENDER: M & F 


Service Modified 
Clients do not have to be fully vaccinated to access this program. 
Applications are being accepted for the wait list. Approving 
admissions on a limited basis and only for applicants in Ontario North 
Region. Priority given to applicants from withdrawal program. 


Dilico 
Anishinabek 
Family Care 


3C’s Residential Addiction 
226 Dog Lake Rd, Thunder Bay 
807-767-4172 
carleightaylor@dilico.com  
Age: 18+ 
GENDER: Male 


Service Fully Operational 
Referrals from all sources accepted. Application and interview to 
determine eligibility. Continuous intake. Client must have completed 
short-term addiction program prior to admission. 


Residential Supportive 
Treatment 
415 Kingsway, Thunder Bay 
807-623-4864 
carleightaylor@dilico.com  
Age: 18+ 
GENDER: M & F 


Service Fully Operational 
Referral from half-way house with six months sobriety. If client is not 
in halfway house then self-referrals are accepted but one year 
sobriety is needed. Client must maintain sobriety and be able to live 
independently. Low-income housing. 


Algoma Substance Abuse Rehabilitation 
Centre 
91 Breton Road, Sault Ste. Marie 
705-759-4891 
mainoffice@bretonhouse.ca  
Age: 18+ 
GENDER: Female 


Service Modified 
Clients do not have to be fully vaccinated to access this program. 
Reduced Capacity. Only Algoma District applicants will be reviewed at 
this time. Preferred GAIN Q3 MI or the ADAT assessment is completed 
MOH-approved standardized assessments may be provided in-house. 
A telephone interview is provided. Out of town clients report to 
detoxification for clearance before admission. Clients must be able to 
tolerate environment with no night staff.  


Changes Recovery Homes 
102 Government Road, Keewatin 
807-547-3444 for Male 
807-468-3667 for Female 
Age: 18+ 
GENDER: M & F 


Service Modified 
Changes Recovery Homes is still working with those currently in 
house and are maintaining our applications via email or fax and 
interviewing is being conducted via Phone and all potential clients are 
being placed on a waitlist. 
 


Ken Brown Recovery Home Inc. 
8 Herrick Street, Sault Ste. Marie 
705-942-2244 
kbrh@shaw.ca  
Age: 16+ 
GENDER: Male 


Service Modified 
Clients must be fully vaccinated to access this program. 
Accepting referrals and the program is running at reduced capacity. 
Only accepting referrals from the Algoma District at this time. 
GAIN Q3 MI ONT assessment is preferred. 
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Monarch 
Recovery 
Services 


260 Oak Street, Sudbury 
705-674-5090 
Toll Free 877-431-6713 
Email 
info.women@srmonarchrs.ca  
Age: 18+ 
Gender: Female 


Service Fully Operational 
Clients do not have to be vaccinated to access this program. 
Clients must have completed a treatment program and be minimum 
28 days substance free /sober before admission. Call intake office for 
referrals. 


402 Brady Street, Sudbury 
705-675-1179 Ext. 3224 
Email 
info.men@srmonarchrs.ca 
Age: 16+ 
Male 


Service Modified 
Clients do not have to be fully vaccinated to take part this program. 
This program is running at reduced capacity. Referrals are being 
Accepted by calling intake. 


Canadian Mental Health Association North 
Bay and District Addiction Services 
393 Oak Street W, 
North Bay 
705-472-2873 Ext. 209 
Age: 16+ 
GENDER : M & F 


Previously known as: Nipissing Mental Health Housing and Support 
Services 
Service Modified 
Accepting referrals. Individuals are being tested at the hospital prior 
to admittance. Once tested, the individual is housed separately in the 
building until a negative test result is received. Once the results are 
back programming will start. One client being admitted at a time. 
Intake by phone or in person.  


Smooth Rock Falls Hospital 
105 Second Avenue, Smooth Rock Falls 
Ph: 705-338-2761 
Toll Free 800-787-7951 
Age: 16+ 
GENDER: M & F 


Service Modified. 
Clients do not have to be fully vaccinated to access this program. 
The Cochrane District Detox Centre is accepting all residents of 
Ontario and neighboring provinces. New admissions are tested on-
site at the centre at time of admission. Once a negative resul is 
confirmed, admissions are transferred accordingly. Masks are 
mandatory on-site even if an admission has tested negative. 
The Gain Q3 MI ONT is provided in-house by staff but preferred 
completion upon application.  


** for southern Ontario data please contact lkakepetum@nan.ca  


CONNEX Ontario 
Connex Ontario assists individuals with access to addiction, mental health, and problem gambling services. If you need 
further information on a specific service, list of more services located all over Ontario or need to find services for a 
specific client, please feel free to contact their system navigation specialists via: 


• Calling our toll-free number:   1-866-531-2600 
• Starting a webchat with a specialist at http://livechat.connexontario.ca/ECCChat/connex_chat.html  
• Sending an email at http://www.connexontario.ca/Home/Email  


 
Your clients can contact us directly as well using the above contact methods. In addition, you may wish to order some of 
our resource materials to provide to your clients.  There is an order form for these materials 
at:  http://www.connexontario.ca/Home/ResourceMaterials 
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Nodin – Sioux Lookout, Ontario https://www.slfnha.com/health-services/nodin-cfi-services/  
Nodin Mental Health Services provides counselling, support and intervention services to First Nation children, youth, adults and families from communities 
served by the Sioux Lookout First Nations Health Authority, who are experiencing social, emotional or behavioural problems. Nodin is a resource available to 33 
First Nation communities in the Sioux Lookout region, the majority remote fly-in access only 


• Will need to ask for referral at Nursing Station. Or if have an active referral, call them directly. Ph: 807-737-4646 
• Mental Health Intake Manager Linda Chikane-Chapman T: (807) 737-6142 


 


Indian Residential School (IRS) Crisis Line: 1-866-925-4419 


 If currently engaged with a counsellor, please reach out to them to determine how they are offering services during the pandemic situation. 
 The IRS Program offers NIHB counseling by an ISC approved clinician, in the amount of 60 hours. List of approved counsellors covered under Non-Insured     
 Health Benefits (NIHB) IRS has no authority to restrict clients with appointments from travelling. Patients and clients out for medical reasons including IRS 


counselling are covered for a 14-day isolation period prior to return to community. Please consult your community on travelling protocols should one travel 
out for appointments.  
 


IRS Nishnawbe Aski Nation (NAN) Support Workers 
The NAN Health Support Staff can offer resources and make referrals for Various supports for IRS Survivors.  While they do not provide clinical services, they can 
provide emotional support to someone needing a listening ear (the Health Support Staff are fluent in their language which is helpful for NAN Members who do 
not speak English as a first language).  


Name Title Contact/Email number Information  Language In 
Person 


Phone 
in 


Online 
Chat 


Video 
Call 


Sarah Jane Cromarty Family Support 
Coordinator  


Ph: (807) 625-4971 
scromarty@nan.ca 


Mon to Fri, 9:00 – 5:00.  Oji-Cree 


English 


    


Felicia Sagutch Health Support 
Officer  


Ph: (807) 625-4980 
fsagutch@nan.ca 


Mon to Fri, 9:00 – 5:00.  Ojibway 


English 


    


Peter Sackaney Cultural Health 
Support Officer 


(807) 620-8811 
psackaney@nan.ca    


Mon to Fri, 9:00 – 5:00.  English     


Meadow Quachegan Administrative Health 
Support Officer 


(807) 356-4867 
mquachegan@nan.ca  


Mon to Fri, 9:00 – 5:00 English     
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External Resources 
Organization Name Contact/Email number Information Language In 


Person 
Phone 


in 
Online 
Chat 


Video 
Call 


Hope for Wellness Helpline 1-855-242-3310 
https://www.hopeforwellness.ca/ 


24 hours a day, 7 days a week. On 
request, phone counselling is also 
available in Cree & Ojibway 


English  
Cree 


Ojibway 


    


Wellness Together Canada 
Canadian government 


https://ca.portal.gs  has a website where you can make an 
account and then you get access to 
online mental health resources. 


English     


Crisis Response Services –  1-866-888-8988 24/7 anonymous crisis support English     
 


For Women 
Organization Name Contact/Email number Information Language In 


Person 
Phone 


in 
Online 
Chat 


Video 
Call 


Talk4Healing for Indigenous 
Women 
 


1-855-554-HEAL (4325) 
www.talk4healing.com  
 


24/7 help, support, and resources for 
Indigenous women, by Indigenous 
women, all across Ontario. 


English     


 


For Children & Youth 
Organization Name Contact/Email number Information Language In 


Person 
Phone 


in 
Online 
Chat 


Video 
Call 


Kids Help Phone 
 


1-800-668-6868 or   
Text CONNECT at 686868  
www.kidshelpphone.ca  


Ages 5-20 years old  
 


English   Text 
only 


 


We-Chee-Way-Win Crisis 
Line 


1-800-465-2600 A 24/7 Children’s crisis line, providing 
confidential counselling for children and 
youth 


English     
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Additional Information  
• Access to other mental health counselling through NIHB (pre-approved) up to 22 hours 
• NIHB will provide travel and accommodation coverage for 14 days after medical appointment out of community 


for isolation purposes until re-entry into community.  
• NIHB medical transportation benefits are available for eligible clients to access provincially and NNADAP and 


NYSAP funded facilities. 


Links 
• Ontario treatment centres  https://www.sac-isc.gc.ca/eng/1576090254932/1576090371511#a5 
• Addiction, Mental Health, and Problem Gambling Treatment Services https://www.connexontario.ca/ 
• Matawa Health Co-op http://www.matawa.on.ca/corporations/matawa-health-co-operative/ 
• Dalton and Associates http://daltonandassociates.ca 
• Mental Health and Addictions Professional Sign-Up Preparations for Virtual Care with OTN  


https://nancovid19.ca/wp-content/uploads/2020/04/Non-Physician-Sign-Up-Preparations-for-Virtual-Care-with-
OTN.pdf 


• Guidelines and Resources on e-Mental Health Services for Children and Youth https://nancovid19.ca/wp-
content/uploads/2020/04/eMental-Health-Services_Resources_March_20_2020.pdf 


• Mental Health and Substance Use https://nancovid19.ca/?cat=60  
• https://www.solmamakwa.ca/mental_health_resources  


 



https://www.sac-isc.gc.ca/eng/1576090254932/1576090371511#a5

https://www.connexontario.ca/

http://www.matawa.on.ca/corporations/matawa-health-co-operative/

http://daltonandassociates.ca/

https://nancovid19.ca/wp-content/uploads/2020/04/Non-Physician-Sign-Up-Preparations-for-Virtual-Care-with-OTN.pdf

https://nancovid19.ca/wp-content/uploads/2020/04/Non-Physician-Sign-Up-Preparations-for-Virtual-Care-with-OTN.pdf

https://nancovid19.ca/wp-content/uploads/2020/04/eMental-Health-Services_Resources_March_20_2020.pdf

https://nancovid19.ca/wp-content/uploads/2020/04/eMental-Health-Services_Resources_March_20_2020.pdf

https://nancovid19.ca/?cat=60

https://www.solmamakwa.ca/mental_health_resources
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Tips for Safer Substance Use


Never use alone or all at the same time.
One person needs to be able to use 
Naloxone if needed and to call 911.


Use a supervised site if one is available 
in your community. 


Never use alone 1


Regardless of what substance you're 
using, always make sure you have more 


than one dose of Naloxone on hand  
before you use. Make sure everyone 
knows where the kits are and how to 


use them.


Make sure you have 
Naloxone on hand2


Make it easy for help/emergency teams 
to get to you if needed. Make a plan and 


know how to respond in case of an 
overdose. If you're helping someone 


who has overdosed, stay on the scene 
until help arrives. 


Use where help is 
easily available3


Little to no breathing
Not moving or cannot be woken up
Cold or clammy skin
Choking or coughing, gurgling or 
snoring sounds
Bluish lips and nails
Dizziness and confusion
Pupils extremely small


Know the signs of an 
overdose4


Because of increased toxic drug supply, 
start with a small amount to test your 
reaction. If you haven't used in awhile, 


your tolerance will be lower. 


Start low, go slow5


Mixing substances, including alcohol, 
"downers" and "uppers", increases risk of 


overdose. Stick to one substance at a 
time. 


One substance 
at a time6


6


For more information on tips for protecting yourself, visit Canada.ca/Opioids or 
for information on treatment resources or how to access services, call Connex Ontario at  1-866-531-2600


Changes in the drug supply lately have caused an increase of 
extremely toxic drugs, leading to even more overdoses than 
before. Make sure you're keeping yourself and your friends 


safe by following the tips below. 


Every 10 hours in Ontario, someone dies of an overdose.  








 
 


Provide Harm Reduction Interventions and Advice 
 


• Overdose prevention guidance  
• Take-home naloxone kits 


Tips to reduce alcohol intake for at-risk 
drinkers or clients with mild AUD 


Early recovery tips for clients with 
moderate or severe AUD 


• Set a goal for reduced drinking. The goal 
should specify the amount on each drinking 
day and the circumstances (e.g., no more than 
three drinks on Thursday, Friday, and 
Saturday, and no drinking alone). The goal 
should include non-drinking days.  


• Record drinks in a calendar, logbook, or 
smartphone application.  


• Arrive and leave drinking events at 
predetermined times.  


• Eat before and while drinking.  
• Start drinking later in the evening or night.  
• Switch to a less preferred alcoholic drink.  
• Pace your drinking (e.g., no more than one 


drink per hour).  
• Sip drinks slowly  
• Alternate alcoholic drinks with non-alcoholic 


drinks.  
• Have a 20-minute time-out between the 


decision to drink and actually having the drink.  
 
 
 
 
 
 
 
 
 
 
 
 
 


 


• Make recovery your top priority in first few 
months.  


• Avoid “triggers” (e.g., pubs, drinking 
buddies).  


• Avoid stresses (e.g., overwork, interpersonal 
conflict). 


• Find methods to reduce stress, such as 
exercise or meditation. 


• Eat and sleep at regular hours.  
• Spend time with supportive family and 


friends.  
• Have daily contact with a close friend, family 


member, or AA sponsor for support.  
• Use AA or other support groups if available.  
• Have a contingency plan to interrupt a slip or 


relapse.  
• In case of a relapse, immediately contact 


your physician, counsellor, or sponsor. 







Advice for clients with OUD on 
preventing overdose  Techniques for coping with cravings: 


• Do not inject 
• If you have been abstinent for any length of time 


(even just a few days), take a much smaller dose 
than usual  


• Take a test dose unless you got the drug directly 
from a doctor’s prescription  


• Do not mix opioids with alcohol or 
benzodiazepines  


• Always have a friend with you while using opioids  
• Always carry naloxone 
• If someone appears drowsy, has slurred speech, 


or is nodding off after taking opioids:  
 Do not leave them alone.  
 Do not let them sleep, even if someone 


watches them overnight. 
 Shake them and shout their name.  


• Delay technique:  
“I will not act on this craving right away. I will 
wait 5 (or 10 or 15) minutes to decide whether 
to act on this craving.”  


• Distract technique:  
Prepare a list of distractions ahead of time 
(e.g., call a friend or sponsor, go for a walk or 
run, do some housecleaning). Select from the 
list of distractions when having a craving.  


• Urge surfing technique:  
Picture the urge as an ocean wave and imagine 
yourself surfing, using your breath as the 
surfboard. Ride this wave through its peak and 
its decline, without being submerged or wiped 
out by its enormity. 


 
Source: https://www.metaphi.ca/wp-content/uploads/2021/10/RAAM_BriefCounsellingSupport.pdf 


 



https://www.metaphi.ca/wp-content/uploads/2021/10/RAAM_BriefCounsellingSupport.pdf
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A Practical Guide to Equity, Diversity, and Inclusion in Hiring 
and Onboarding 


Author: Stefanie Stuart-Williams 


Reviewed by: Christina Foisy & PhebeAnn Wolframe-Smith 
Equity and Engagement Team at the Provincial Systems Support Program at the Centre for Addiction and 
Mental Health.  


 


Introduction 
Involving those most affected by an issue is essential to the development of relevant, appropriate, 


achievable and sustainable solutions (Ontario Centre of Excellence in Child and Youth Mental Health, 


2016). A diverse workforce is key to delivering equitable and culturally effective care to diverse 


populations (Hattum & Blackman, 2019). Building diverse teams at all levels and across all of OSP’s 


networks is in alignment with OSP’s Program goal of equitable access, experiences, quality of care and 


outcomes, and with the Meaningful Engagement Core Component. In addition to diversity, it is also 


critical that candidates and OSP staff possess a solid understanding of person-centered care and anti-


oppressive practice. 


Anti-oppressive practice embodies a person-centered philosophy, a belief that all people are equal 
and deserve equal rights and opportunities. It is focused on both process and outcome, and a way 
of structuring relationships between individuals that aims to reduce the negative effects of 
hierarchy on interactions and the work together. It is concerned with reducing the harmful effects 
of structural inequalities upon people’s lives.  -adapted from the definition by Dominelli 


OSP’s hiring practices should actively seek to end discrimination against people who have traditionally 


been excluded from certain employment positions. For example, people with mental health challenges 


have been excluded from leadership positions in Mental Health sector organizations due to discrimination 


based on their "mental capacity", even despite demonstrated competencies in their field. Ending 


discrimination in hiring is in alignment with the Core Component of Meaningful Engagement and with the 


principle of “Nothing About Us Without Us.” 


Applications from diverse candidates across the province, including candidates who are Indigenous, Black, 


People of Colour, people with lived experience of mental health and addictions challenges, people who 


identify as 2SLGBTQ+, and disabled and neurodivergent people1 should be strongly encouraged.  


                                                 
1 The terms neurodiversity and neurodivergent were coined by neurodivergent sociologist, Judy Singer, as a challenge to the view 
that neurodevelopmental disorders, such as attention deficit hyperactivity disorder, learning disabilities, and autism spectrum 
disorder, must be understood as diseases instead viewing them as part of natural variation in human neurological diversity.  
Singer, J. (1999). Why can’t you be normal for once in your life?: from a “Problem with No Name” to a new category of disability. 
In Corker, M. and French, S. (Eds.) Disability Discourse. Open University Press. 



http://www.yetoolkit.ca/content/guiding-principles#footnoteref2_3t8xc2w

http://www.yetoolkit.ca/content/guiding-principles#footnoteref2_3t8xc2w

https://aahd.us/wp-content/uploads/2019/10/NCBH-DiversityPHWorkforce_10232019slides.pdf
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This is a short guide to addressing biases in each step of the Talent Management cycle – from preparation 


to onboarding. The examples provided here serve as a guideline for incorporating more inclusive hiring 


and onboarding practices. It includes: 


 practical actions to disrupt bias during each stage of onboarding 


 types of bias and workplace  


Before beginning the candidate recruitment process, every person involved in the recruitment cycle 


should invest the time necessary to become familiar with this content and refer back to it during each stage 


of your onboarding process. This is encouraged regardless of past work experience in the area of diversity 


or past training completed in diversity, equity, and inclusion.  


Practical actions to overcome bias during each stage of onboarding 
1. Preparation Stage 


 When developing job descriptions for new roles, make a clear distinction between competencies 
that are “essential” and “nice to have” for the role. Do not include competencies that are not 
relevant to the job (Chetana Consulting, 2021, Catalyst, 2020). 


 Clarify if you are able to accept equivalent education and work experience in lieu of particular 
credentials (Turner, 2012). 


 If and when lived experience is considered an asset for a job posting, make it clear in the job ad.  


 Include clear information about the organization, the position, the qualifications, and the working 
conditions so that applicants can appreciate both the work required and the context (OHRC, 
2008; Turner, 2012). 


 Use gender-inclusive/ gender neutral language to encourage more gender diverse candidates to 


apply (Chetana Consulting, 2021, Ontario Human Rights Commission, n.d.). 


 Look at crafting a statement that is specific to the diversity you are looking for (Chetana 
Consulting, 2021).  


o E.g., [organization] prides on a diverse, inclusive, accessible, and equitable workplace where 
all employees and volunteers, irrespective of their gender, race, ethnicity, national origin, 
age, sexual orientation or identity, education or disability, feel valued and respected. For this 
role, we strongly encourage applications from (insert specific experiences/equity groups} 
(Chetana Consulting, 2021). 


 Be deliberate in putting together a hiring panel that is as representative of the full diversity of the 
community as possible (e.g., lived experience of mental health challenges, race, Indigeneity, 
gender, age, disability, etc.) and that brings an understanding of equity, anti-oppression and anti-
racism (Chetana Consulting, 2021, Provincial System Support Program Equity & Engagement 
Team, 2021).  


 Include an accommodation statement in the job posting (Chetana Consulting, 2021). 


 If the position offers flexible work schedules, remote working, etc., make clear reference to it in 
the posting.  


 Actively share job ads with community and employment agencies, community groups and 
agencies for and by equity-seeking groups, diverse professional associations, Indigenous and 



https://www.catalyst.org/2020/10/01/bias-free-hiring-guide/
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ethno-cultural organizations in your region (Chetana Consulting, 2021; Provincial System Support 


Program Equity & Engagement Team, 2021; Turner Consulting, 2012). 


 Do not restrict job posting promotion to using previously used platforms for getting the right 
candidate, be open to trying various platforms/approaches (Chetana Consulting, 2021). 


 


Outreach/Promotion of Postings for Smaller and/or Northern Communities 


 Despite some narratives, there is local diversity, including racial diversity and Indigenous 
representation, in every single region in the province. There are Indigenous Friendship 
Centres, Aboriginal Health Access Centers, multicultural centres, settlement services, and/or 
diverse professional and/or student associations in or near almost every single community. 
These are strategic places to share and promote local job postings. 


 For attracting people from out of town, consider that candidates need to be excited not only 
about working for your organization, but also about living in your specific area (if relocation and in 
person work is required). For smaller communities, share information on local arts, community 
and culture with candidates, information on possible housing options, and connect candidates to 


several high-profile individuals in the neighborhood (Chetana Consulting, 2021; Provincial 
System Support Program Equity & Engagement Team, 2021). 


 For non-clinical positions, consider identifying local candidates or volunteers that may be re-skilled 
or upskilled for the role. For example, for a reception/office administrator role, be open to looking 
at local candidates that have essential competencies and train for specific skills such as using a 


particular software, etc. (Access Employment 2016; Chetana Consulting, 2021). 


 Use social media and networking to find potential hires and spread the word about open positions. 


 Immigrant professionals are often open to working in smaller communities for the opportunity to 
work in their profession and to gain valuable Canadian experience. Connecting with agencies that 
offer employment training and bridging programs to immigrant professionals is a good strategy. 
Two examples are the Bridge Training Program for Registration and Employment in Mental Health 


and Professions North (Chetana Consulting, 2021). 


 
 
 
2. Screening Stage  


 If possible, remove any name, place of education, or other markers from resumes when 
screening to reduce bias (Chetana Consulting, 2021). 


 Develop and use a pre-screening form to assess each resume or application against specific job-
related criteria (Turner Consulting, 2012). 


 Do not eliminate applicants simply because their resume is structured differently than what you 
normally receive (Turner Consulting, 2012). 


 Factor in work experience gained from volunteer work and from work outside of Canada (Turner 
Consulting, 2012). 


 Don’t eliminate candidates who have gaps in work experience or who appear to be over-qualified 
(Turner Consulting, 2012). 



https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://www.hireimmigrants.ca/wp-content/uploads/Employer_Guide_to_Hiring_Newcomers.pdf

https://brem.bridgingprograms.org/index.php/about-brem/

https://professionsnorth.ca/employers/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/
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 Do not screen out resumes because they may appear to be from internationally trained 
professionals, gender diverse, neurodivergent people, people with lived experience of mental 
health or addiction challenges, people with disabilities, “non-white sounding” names and/or 
people unlike yourself (Chetana Consulting, Provincial System Support Program Equity & 
Engagement Team, 2021). 


 
3. Interview Stage  


Informal processes are more susceptible to biases. If you hire staff based on how well you get along, your 
gut reaction, or because you think they will fit in, this will privilege people who share characteristics with 
the dominant group (OHRC, 2008). Interview processes can often be more of a cultural matching process 
where managers unintentionally hire people who remind them of themselves as opposed to the person 
who is best for the job (Rivera, 2012). These are some ways to be more proactive about interviewing 
candidates in ways that ensure more equitable access: 


 A structured interview format, in which a standard set of questions is posed to each candidate, is 
best to reduce bias in the process. 


 Be deliberate in putting together an interviewing panel that is as representative of the full 
diversity of the community as possible (e.g., lived experience of mental health challenges, race, 
Indigeneity, gender, age, disability, etc.) and that brings an understanding of equity, anti-
oppression and anti-racism. This helps to reduce bias while increasing candidates’ comfort levels 
and possibly their performance. In addition, an interview panel that is not diverse could lead a 
candidate to interpret that the organization is not welcoming of diversity (Chetana Consulting, 
Provincial System Support Program Equity & Engagement Team, 2021). 


 Consider bringing in community members into the hiring process. Train all members of the panel 
on questions and expected responses (Chetana Consulting, 2021). 


 Offer and provide accommodations to attract candidates of diverse abilities. For example, 
wheelchair access for those with mobility restrictions, Teletypewriter (TTY) line for those who are 
deaf or hard of hearing, and screen reader software for those with vision diverse abilities 
(Chetana Consulting, 2021; Ontario Human Rights Commission, n.d.). 


 Use accessible language in interview questions. Avoid the use of jargon, including equity jargon, 
in questions and in scoring guides (ex. microaggressions, intersectionality, acronyms like DEI, 
BIPOC, PWLE etc). The use of these terms and acronyms can exclude and/or disadvantage 
candidates whose native language may not be English, who may have been educated in different 
fields of study, whose equity background may have developed in community rather than in 
institutional settings, candidates who are older, and many others (Provincial System Support 
Program Equity & Engagement Team, 2021). 


 Ensure interview questions are related to the duties of the job and can be objectively scored 
(don’t ask questions such as “What is your pet peeve?” “Why did you apply for the job?”) (Turner 
Consulting, 2012). 


 Provide the interview questions in writing, so that the candidates can reflect before and during 
the interview (Turner Consulting, 2012). 


 Do not factor in the candidate’s perceived enthusiasm for the job, which is expressed differently 
across cultures, abilities and neurodiversity (Turner Consulting, 2012). 



http://www.ohrc.on.ca/en/policy-ableism-and-discrimination-based-disability/8-duty-accommodate#_ednref121

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/
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 Do not take into account non-verbal interactions of the candidate, such as eye contact and tone 
of voice, which can be determined by culture, disability and/or neurodiversity (Turner Consulting, 
2012).     


 Use an interview marking guide that includes the interview questions, ideal responses, and allows 
each candidate to be objectively scored (Turner Consulting, 2012). 


 Interview panel members should use micro-affirmations, such as smiling, nodding, leaning toward 
the candidate, and eye contact, to support all candidates and not just those who are similar to 
them (Turner Consulting, 2020). 


 Do not assume that someone who is living with a disability, neurodiversity or a mental health 
challenge cannot perform at the same level as other employees just because they might need 
accessibility accommodations (e.g., do not only offer them part-time positions because you think 
they cannot “handle” full-time work) (Provincial System Support Program Equity & Engagement 
Team, 2021). 


 


Examples of Interview Questions and Criteria for Identifying Anti-Oppressive and Anti-Racist 
Background and Experience in Candidates 
 
A few suggested options for interview questions: 


● Describe your understanding of diversity, inclusion, and equity and how it is related to this 
position. OR What does it mean for you to have a commitment to equity, diversity and 
inclusion? b) How have you demonstrated that commitment? c) How do you see yourself 
demonstrating it in this role?  


● What is your approach to dealing with discussions about potentially difficult topics, such as 
racism, religion, discrimination, or sexual orientation with clients and colleagues? Please 
provide a specific example.  


● How do you adapt your work with clients to meet their diverse needs? (e.g., culturally, abilities, 
language, history of trauma).  
 


Note: Listen for specific examples of work and/or actions that demonstrate how knowledge has 
been applied in practice.  


 
Note: Questions on diversity, anti-oppression and/or anti-racism may catch the candidate off guard. Allow 
them to think and answer the question completely. Do not expect to hear the same kinds of answers 
from different candidates, as many will have different relationships to these concepts, many will have 
been on the receiving end of racism and other kinds of bias (Chetana Consulting, 2021). With this in mind, 
do not factor in the candidate’s perceived enthusiasm when responding to these questions. Do not score 
responses about ‘learning’ higher than responses that apply knowledge from lived experience. Doing so 
disadvantages candidates with lived experience of various kinds of oppression. 
 
 


 
Here are some suggested attributes for interview panels to look for in answers to questions about 
working from an anti-oppressive and anti-racist perspective. This list is by no means exhaustive, but 



https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/

https://charityvillage.com/promoting_diversity_in_the_office_tips_for_bias_free_hiring/
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provides the start of a guideline for the candidates’ knowledge and competencies that can be 
assessed (Chetana Consulting, 2021; Provincial System Support Program Equity & Engagement 
Team, 2021). 


1) Establishing trust, taking a person centered approach, seeking to understand from a place 
of cultural safety and humility. 


2) Effort taken to understand the lived experience of the client with empathy. 


3) Flexibility in clinical approaches and a willingness to give the client the space to voice their 
preferred approach. 


4) Understanding of the social determinants of health. 


5) Understanding the impact of colonization and/or intergenerational trauma on mental 
health. 


6) Demonstrated knowledge of the history of harm that the mental health care system caused 
people with mental health challenges and other particular groups (ex Indigenous. Black and 
racialized people, people who are gay, lesbian, bisexual and trans) and the emotional burden 
they place on individuals. 


7) How systemic oppression and racism also shows up in diagnostic assessment tools, 
processes, and in treatment of mental health, such as, dismissing of non-medical and non-
Eurocentric/non-western approaches to mental health and wellness that may resonate 
with Indigenous, Black and racialized groups as they align with their cultural traditions, 
differential treatment. 


8) Ability to describe their own biases, privileges, social location and how they may be 
influencing the interaction with the client.  


9) Ability to see as their role in either sustaining the larger eco-system that perpetuates 
systemic racism and oppression in mental health settings and/or to actively be involved in 
naming, disrupting and dismantling these systems. 


10) Working together with clients, co-workers and peers whose values may not be in 
alignment without compromising on the fundamental AOAR perspective that is 
fundamental to the OSP approach. 


 
 


4. Hiring Stage  


 A compensation package must be set in the preparation stage of the recruitment process, to 
avoid any unconscious biases during the salary negotiation stage (Chetana Consulting, 2021). 


 Flexibility must be provided irrespective of the gender or any other biases, adhering to the 
company policies like working from home, COVID-19 practices, and respectful workplace policy. 
Offer flexibility options that are available rather than using them as “bargaining chips”. Women 
and candidates from structurally marginalized groups seldom feel they have the “power to 
negotiate” benefits or other accommodations (Chetana Consulting, 2021). 


● Ensure pay equity, especially for people with lived/living experience of mental health and 
addictions issues, and for jobs that require “lived experience”. Be mindful of problematic and 
systemic perceptions that people with lived experience should be ‘grateful’ to be hired in the first 
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place and similar dynamics with other marginalized groups (Provincial System Support Program 
Equity & Engagement Team, 2021).  


 
5. Onboarding Stage  


 Deal with any incidents of discrimination and harassment seriously and immediately. A policy of 
zero tolerance of discrimination and harassment towards people on protected grounds (or any 
other individuals/groups) needs to be backed up with swift and meaningful action so that all 


employees will take the organization's policies seriously (Turner Consulting, 2020). 


 Avoid personality double-standards. Make sure women and people of colour can speak up 
without backlash. Decades of research have shown that women face social pressures to hedge. 
Both women and people of colour may face backlash for speaking in a direct and assertive 
manner (Chetana Consulting, 2021). 


 In environments with just 1-2 practitioners, connect with teams in other regions and build a 
“community of practitioners” to learn from one another and seek out for support (Chetana 
Consulting, 2021). 


 Gather information from exit interviews. Understanding why diverse employees leave is crucial 
for understanding how to retain them. Acting on this information will help the organization 


create a welcoming and respectful workplace for all employees (Turner Consulting, 2020). 


Types of Bias in Hiring  


(Chetana Consulting, 2021; Turner Consulting, 2020; Provincial System Support Program Equity & 
Engagement Team, 2021) 


Every single person and organization has biases, there are no exceptions to this. We must become aware 
of these biases to unlearn and respond to them to create environments that are healthier and more 
inclusive for everyone (Turner, 2012). Awareness should not be the end goal, it should lead to changes in 
behavior and practice. 


*Note: this list is not exhaustive* 


 Ableism: Differential treatment based on a bias against a disability that a person has, or is judged to 
have. 


 Affinity Bias: Tendency to want to work with someone who is like us culturally, someone we like and 
who we can socialize with. This can also include personal discomfort with someone who is different 
from ourselves. 


 Age Bias: Bias against hiring someone perceived to be too young or too old for the position. 


 Anti-2SLGBTQ+: Tendency to treat a candidate who is, or is judged to be, lesbian, gay, bisexual, trans, 
2Spirit, or gender diverse differently in interviews and assess them as less competent when the same 
qualifications are presented. 


 Anti-Black Bias: Tendency to treat Black candidates differently in interviews and work environments 
and assess them as less competent when the same qualifications and quality of work are presented. 


 Attentional Bias: When a person’s features or mannerisms distract us from fairly assessing the 
candidate. 



http://www.ohrc.on.ca/en/human-rights-and-rental-housing-ontario-background-paper/prohibited-grounds-discrimination

https://www.turnerconsultinggroup.ca/store/p1/Workplace_Diversity_2020_.html

https://www.turnerconsultinggroup.ca/store/p1/Workplace_Diversity_2020_.html
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 Anti-Immigrant Bias: Tendency to screen out those with ‘foreign sounding names’ and be negatively 
affected by accents. 


 Anti-Indigenous Bias: Tendency to treat Indigenous candidates differently in interviews and assess 
them as less competent when the same qualifications are presented. 


 Attribution Bias: A phenomenon where you try to make sense of or judge a person’s behavior based 
on prior observations and interactions you’ve had with that individual that make up your perception 
of them. 


 Confirmation Bias: Tendency to seek out and assign more weight to evidence that confirms out initial 
assessment and ignore our under weigh evidence that contradicts this assessment.  


 Conformity Bias: The tendency people have to act similar to the people around them regardless of 
their own personal beliefs or idiosyncrasies — also known as peer pressure. 


 Contrast Bias: When you compare two or more things that you have come into contact with — either 
simultaneously or one-after-another — causing you to exaggerate the performance of one in contrast 
to the other. 


 Gender Bias: Influence of gender bias on our assessment of candidates, including a tendency to rate 
equally qualified men higher. 


 The Halo Effect: The tendency people have to place another person on a pedestal after learning 
something impressive about them. 


 Heightism: Tendency to judge a tall person as more intelligent, assertive, independent and ambitious. 


 The Horns Effect: The tendency people have to view another person negatively after learning 
something unpleasant or negative about them. 


 Mentalism or Sanism: Differential treatment based on a bias against a mental trait or condition a 
person has, or is judged to have. 


 Opportunity Hoarding: When we restrict access to job opportunities to family and people within our 
own social circle. 


 Performance Bias: Tendency to be enamored with how the candidate performs or presents during the 
interview. 


 Shadeism: Preferential treatment for racialized candidates/employees/peers with lighter skin tones 
than those with darker skin tones, within the same or different race groups (ex. preferential 
treatment, hiring, promotions and opportunities given to white presenting Indigenous employees or 
lighter-skinned Black employees). 


 Sizeism: Tendency to treat candidates who are larger bodied/fat2 differently in interviews and assess 
them as less competent when the same qualifications are presented.  


 Stereotype Bias: When we filter in information that supports our stereotypes and filter our 
contradictory information. 


 


                                                 
2 Although not everyone is comfortable using the word fat, fat activists and scholars have reclaimed it as a value-neutral 
descriptor https://www.abc.net.au/everyday/unpacking-and-reclaiming-the-word-fat/11726100  



https://www.abc.net.au/everyday/unpacking-and-reclaiming-the-word-fat/11726100
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SPACE2 Model for Interrupting Bias  


(Menzies, 2018)  


The SPACE2 Model of Mindful Inclusion is a collection of six evidence-based strategies that activate 
controlled processing and enable individuals to detect and override their automatic reflexes: 


● Slowing Down — being mindful and considered in your responses to others 


● Perspective Taking — actively imagining the thoughts and feelings of others 


● Asking Yourself — active self-questioning to challenge your assumptions 


○ Does this person remind you of yourself? 


○ Does this person remind you of anyone else? Is this positive or negative? 


○ Are there things about this person that particularly influence your impression? Are they 
really relevant to the job? 


○ What assessments have you already made? Are these grounded in solid information or 
your assumptions? 


● Cultural Intelligence— interpreting a person’s behaviour through their cultural lens rather than 
your own 


● Exemplars — identifying counter-stereotypical individuals 


● Expand — the formation of diverse friendships 


 


For a full description of each step, visit the SPACE2 article here: 
https://cultureplusconsulting.com/2018/10/17/six-proven-strategies-for-managing-unconscious-bias/  
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