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Dear Readers:
We hope you enjoy this edition of Vital Signs. Many of our articles this month deal with the issue of opioids. A number
of colleagues have shared with me their concerns about opioids and I’d like to share with you one of these thoughtful
conversations. Dr. Sheila Eleason is a family physician in Red Deer who had an opportunity to reflect on her career
while at her daughter’s wedding. She’d shared these reflections in the Red Deer doctors’ lounge and kindly agreed
to print them in Vital Signs.
We suspect there are many of you sharing your reflections in doctors’ lounges throughout Alberta. Please write
us if you wish to share them with Vital Signs.
Dr. Alayne Farries

Dr. Alayne Farries, CZMSA President

Reflections Upon
My Daughter’s Wedding
Dr. Sheila Eleason

Hard to believe it has been over 26 years since she was born. I don’t feel particularly older than I did then (with a newborn
and a toddler and over 2 years sleep deprived). Well, some of the joints have noticed.
Then I think about some of the changes in health care. In 1991 NRP
(Neonatal Resuscitation Program) was new. Hepatitis A vaccine was
new. Treating asthma with steroids early to reduce inflammation
and remodeling was new. (Five years earlier, in training, I remember
sitting at an asthmatic’s bedside, coaching their breathing, in the middle
of the night, waiting for them to go into failure from exhaustion or
have cardiac arrhythmias from the theophylline drip, so I could call
ICU! To the trainee, this left emotional scars). Things have changed.
In the 1990’s, I, along with the other family doctors who do chronic
care, were being vilified as being not compassionate by withholding
and restricting opioids for patients with chronic pain. We were
told the long acting opioids would minimize addictions as patients
would not be getting the on/off effect. We were told that chronic
pain is disabling and chronic pain treated by opioids would help
people with these conditions be more functional in life. I, like many
of my colleagues, worked hard to help these patients achieve this
pain-controlled higher functioning. I would have to agree that I
have not been impressed over the long term. I would have to agree
with the research which has found that chronic pain is chronic, and
patients can have chronic pain with or without opioid’s side effects
and risks. The use of opioids has not gotten rid of chronic pain.
On the other hand, we are now being vilified for giving out opioid prescriptions for chronic non-malignant pain. So much so that the College
has had to warn physicians to not cut off patients (long habituated) or
abandon them willy-nilly. I am not sure about other physicians, but I
do know which of my patients who receive regular opioids prescrip-

tions are likely to be directing or using other substances. I, for the
most part, know which of my patients have ongoing problems with
recreational drugs, recreational use of prescription drugs, diverting
drugs for profit and being caught up in the “party scene”. Tragically,
I have lost patients to presumed (but likely) fentanyl overdoses in the
last 18 months. None were a surprise, all were sad.
I actually had a chance to discuss this recreational use of fentanyl
(which is an interesting drug, with significant concerns used medically — respiratory suppression, see 5-10 years ago with the warnings to
not use fentanyl patches with opioid naïve patients) with a young man
who is a career dealer. He was experiencing complications of use of
“crystal meth”, which he said he would never get into again, but that
“(he) wasn’t crazy and would never (himself) use street fentanyl”. This
young dealer related that he had personally saved the life of 2 clients
the previous week with NARCAN® (naloxone HCl) kits. He shook
his head and told me that the information is out there that this is
dangerous (he informed me that the batch of powder he gets can be 200x
difference in potency in scoops right beside each other) but the danger
appears to him be part of the appeal “like playing Russian roulette”.
My perception of this “opioid crisis” is that there is a media and regulatory wish to blame the well intentioned attempts by chronic care
physicians and pain clinics all over (who give tools for relief of chronic
non-malignant pain) for the street drug/party drug use/misuse and
deaths from street fentanyl. Different issues. Both dangerous. Yes, we
now have chronic pain patients who have just rewired and still have
chronic pain, but now have opioid use disorder and complications of
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chronic opioid use. The street drug of fentanyl — which is dangerous
enough in our hands with quality product — is a different population of
patients, with different goals of use. They are the ones dying outright.
Yes, there is a crisis. Yes, people are dying even faster than with traffic
accidents (and no, it is not that our drivers have become less stupid).
However there are two opioid crises. As a chronic care physician, I
see that my job is to inform and direct to resources and care about my
patients being lured in the “party scene” of recreational drug use. For
my chronic pain patients with created opioid dependency, my job is
to support, educate, and work with them to minimize dose and side
effects and help them regain potency in their lives. They should not
have to worry about what would happen to them without the only
physician who would work with them with opioids. Patients, who are
informed, are scared. They can’t switch physicians. What happens to

them if I die, retire or get sick? In this day and age of letters from the
College saying we long term chronic care physicians are in the top 2%
of prescribers, there is certainly great hesitancy in taking on patients
who are already dependent. This is a bigger crisis which actually
affects even more patients.
Boy, this reflection sure does make the future look not too shiny. Maybe
it just needs to be reframed. The future holds many challenges. My
daughter and her new husband have their life to go forward and make
this world a better place. I will try to reduce the negative footprint
opioid use for chronic pain management has left in my practice.
I have got a few years…
Dr. Sheila Eleason
Family Physician
Red Deer

DEALING WITH THE PATIENT ON NARCOTICS
IN THE BRAVE NEW WORLD
Dr. Brian Knight

Martha was a patient
of a retired partner
Dr. Brian Knight
in your practice. She
had three back surgeries and has pain in her back and legs. She
takes CR hydromorphone 45 mg tid. This is in
addition to a cocktail of antidepressants and
6 mg per day of Clonazepam. Three months
after taking her over, you get your first MD
Snap-shot from the CPSA.
Henry injured his back at work about a year
ago. He has been at the WCB rehab program
and is now back to work on modified duties.
He takes 10 Percocet per day. You are getting
letters from his WCB case-worker asking
you to stop these.
Martha and Henry represent two scenarios.
Martha is a patient who has been on opioids
long term and is on an alarming dose. Henry
is an example of where acute pain goes on
to become chronic pain. Most of us have
no problem using opioids for acute pain,
but what happens when this pain persists?
To know how to manage these patients there
are questions you have to ask yourself.

Are Martha or Henry addicted
to their medication?
The Canadian Society of Addiction Medicine
defines addiction as:

“Addiction is a primary, chronic disease of
brain reward, motivation, memory and related
circuitry. Dysfunction in these circuits leads to
characteristic biological, psychological, social
and spiritual manifestations. This is reflected
in an individual pathologically pursuing
reward and/or relief by substance use and
other behaviors.
Addiction is characterized by inability to consistently abstain, impairment in behavioral control,
craving, diminished recognition of significant
problems with one’s behaviors and interpersonal
relationships, and a dysfunctional emotional
response. Like other chronic diseases, addiction
often involves cycles of relapse and remission.
Without treatment or engagement in recovery
activities, addiction is progressive and can result
in disability or premature death.”

Addiction is characterized
by inability to consistently
abstain, impairment in
behavioral control, craving,
diminished recognition
of significant problems
with one’s behaviors and
interpersonal relationships,
and a dysfunctional
emotional response.

This word salad translates as “we don’t have
a clue what addiction is.” The DSM V definitions of substance use and opioid use disorder
are vague enough that it is possible to diagnose or not diagnose anybody as addicted.
Discussion of addiction is hampered by
hardliners who insist that all use of opioids
is addiction.
Addiction is not black and white, there are
degrees of addiction; our patients (and ourselves) may fall anywhere along this spectrum. It is possible to be addicted to many

– continued on page 4
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– continued from page 3

drugs including — as we know — alcohol
and tobacco. It is possible to be addicted to
behaviours such as exercise, sex, and eating.
Screening for addiction is not easy. The
Opioid Risk Tool and CAGE-AID are advocated, but these are subjective tests based on
self-report. Some patients who score high on
these tests, may have good insight, support
and coping mechanisms and are low risk,
while many patients with low scores may go
on to addiction in the wrong circumstances.
Knowing and reassessing your patient is
your best protection.
Prescription of opioids for chronic pain is
blamed for an “epidemic” of drug addiction.
One study showed, however, that only 20%
of prescription drug addicts had their first
exposure to a legitimate opioid prescription.
Another study which looked longitudinally
at patients prescribed opioids for chronic
pain found only a 3% rate of abuse.
The tragic “epidemic” of illegal fentanyl is
almost entirely due to fentanyl being imported
from off-shore. There has always been a lowlevel rate of injectable fentanyl abuse, mostly
in health care professionals, and of abuse of
the fentanyl patch, but this more recent surge
in fentanyl use has little to do with the legitimate prescription of opioids. The surge in
heroin use is probably more related to the fact
that both sides in a civil war in Afghanistan
are financing their war through opium sales
and that with cell phones and the internet,
distribution networks have improved. The
lack of availability of prescription opioids for
recreational use has been cited as a major
factor in both fentanyl and heroin use.
Studies that have looked critically at drug
addiction have identified social issues as the
main risk factor for addiction.

Are Martha or Henry diverting
their drugs?
Prescription drugs on the street come from
somewhere. In patients with high doses or
pill counts, the question is always whether the
patient is diverting some or all of his medication. Unless the patient confesses, is ratted out
or is caught, you can’t tell. Behaviours pointing
to diverting are often explainable, whereas the
psychopathic patient will often rigidly comply
with rules as a way of hiding their misbehavior.
Urine drug screens are advocated. All a positive urine screen tells you is whether a patient
ingested a drug within the last few days. It

does not tell you whether a patient is taking
more or less of his drug than prescribed. The
presence of non-prescribed drugs is a red flag
which needs to be discussed with the patient
and may be grounds for discontinuing therapy.

their drugs need to come off faster. It is also
necessary to look at her other medications.
In particular Clonazepam is one drug that
does affect function and it should be slowly
weaned off even before starting on the opioid.

Faced with this how do we protect society and
ourselves? Short of not prescribing, there is
no fool-proof way. In general patients should
not get more than 4 weeks supply of medications. In patients whom you consider higher
risk or in patients on higher doses 7 or 14
days’ supply is safer. You should also look
for signs of misuse keeping in mind the high
false positive rate of these signs.

Even in well-motivated patients, weaning can
be difficult. If your PCN has a pharmacist,
you should enlist him or her in helping you.
If your PCN does not have a pharmacist, you
may wish to get the help of a community
pharmacist who you trust.

A significant source of diverted drugs is prescriptions that are filled but not used. You
need to educate your patients to return unused
drugs to the pharmacy.

Are the narcotics affecting
Martha or Henry’s function?
Dogma that narcotics adversely affect function
is largely based on anecdotal information.
In the patients I follow or see in consult, I
have patients on larger doses of narcotics
and patients on no narcotics. Over-all, I do
not see any difference in function between
the two groups. Quite often, when assessing
a severely non-functional individual who is
not on narcotics, I wonder whether a proper
trial of narcotics might improve his function.
As physicians, we want to improve patient
function however we need to look at what is
realistic. Many patients have disability associated with their underlying condition that has
nothing to do with their pain. Again, it has
been observed that patients who are off work
for longer periods of time are unlikely to return
to work. Sometimes we have to accept that our
treatment is purely palliative with no improvement in function planned or expected.

Should you try to reduce
Martha’s opioid dose?
Probably. You should look at the overall
patient rather than absolute numbers. One
factor is that Martha may have what is called
opioid induced hyperalgesia, where opioids
make pain worse rather than relieving it.
This is difficult to test for. If you are going
to reduce Martha’s dose, you should do it
slowly over several months. A reduction of
3 mg of her total daily dose every week is
reasonable, although if she tolerates this, it
may be possible to wean her off faster. Patients
having adverse responses or who are abusing

Medications such as clonidine, gabapentin or
even cannabinoids can be helpful in weaning
patients.

Should you switch Henry
to a long acting opioid?
Again, look at the patient. A bigger concern is
the amount of acetaminophen Henry is taking
daily, 3.25 g, which is dangerously close to the
maximum dose, especially if he is supplementing this with over-the-counter acetaminophen
or if he is drinking alcohol. You can switch him
to a pure oxycodone preparation or to a long
acting preparation. CR opioids were thought
to be safer and more effective to the point that
their use was mandated in older guidelines;
there is not however, much evidence to support this. Even assuming that CR opioids give
a steady blood level, our body is never in a
steady state and patients may require more or
less analgesia at various times during the day.
In my experience, some of the worst cases of
drug escalation came by trying to put patients
on CR opioids when they were getting good
relief with IR opioids. This doesn’t mean you
shouldn’t try a course of CR opioids, but you
shouldn’t be dogmatic about it.
This is of course a good time to review what
therapies Henry has already tried for his back
pain and there are a number of adjunctive
treatments that may not have been offered
to him in past that should be considered at
this point.

But should we even be
prescribing opioids for
chronic pain?
We now have a lot of treatments both pharmaceutical and non-pharmaceutical for
chronic pain. The problem is that all of the
treatments don’t work in everybody and that
some are not available to everybody. Arbitrarily taking one tool out of your toolbox
for a problem that affects 20% or more of
your practice makes no sense.

VITAL SIGNS September 2017

5

Contrary to the narrative in the media, the
use of opioids for chronic pain has a long
history in medical practice pre-dating the
introduction of OxyContin. Given that there
is almost no education on pain management
in medical school, this often comes as a shock
to newly qualified physicians as it did to me
thirty or so years ago.

How to monitor patients
on oral opioids?
When opioids are prescribed, the doctor
patient relationship becomes a ménage a trois
with the College (the enthusiastic third partner).
Aside from regulatory concerns, it is important
to document how your patient is doing.
Most of us somewhere learned to use numerical scales for assessing pain. The problem

with this is that the scale is clearly non-linear.
Chronic pain patients often have scores of
8-9/10 despite treatment. A better way to
assess their response to treatment is to
look at the percent relief they are getting.
30-50% relief is a good target. The Brief Pain
Inventory asks about pain, percent relief
and function. This is easy for most patients
to fill out and can be easily adapted to your
EMR or paper records. Side effects need
to be documented and a simple check list
of common side effects, adaptable to your
EMR, can be used.
Chronic pain patients are not going away.
With the aging population and more people
surviving cancers we are going to see more
rather than less. When assessing a patient, you
need to ask, “Is the therapy causing problems

for the patient or is it causing problems for
me?’ If it is causing problems for patient, he or
she needs to change; if it is causing problems
for you, you need to change.
Managing the chronic pain patient can be
rewarding and frustrating. Remember that
when you applied to medical school you didn’t
tell the admissions committee you only wanted
to do easy cases.
Brian Knight, MD
After taking over the University of Alberta
Hospital Pain Clinic on a temporary basis in
1993, Dr. Knight has been labouring in the
chronic pain trenches ever since. Now based
out of the Misericordia, he also works in a
number of other sites when not doing his
real job as an anaesthesiologist.

AHS NARCOTIC ORDERING INITIATIVE:

Managing the Long-Term Risks of In-Patient Opioid Prescribing
Dr. Peter Jamieson and Dr. Nicholas Etches

Dr. Peter Jamieson

While opioids remain an important component of a pain management plan for many inpatients, it is also true that
hospital admissions can serve as a nidus for iatrogenic opioid-dependency.
Local data from the Calgary Zone confirms that this is a real issue for our patients. For noncancer pain, Canadian
guidelines (published in CMAJ in May 2017) recommend a dose threshold of 50mg oral morphine equivalents with
an upper limit of 90mg. In 2016, over 400 opioid-naïve patients admitted to non-surgical services in Calgary hospitals
were prescribed greater than 90mg oral morphine equivalents. More than 1000 were prescribed over 50mg oral
morphine equivalents.

Dr. Nicholas Etches

For major surgical procedures, the Washington guidelines recommend tapering to preoperative doses or lower within
6 weeks. For patients admitted to surgical specialties in the Calgary Zone and prescribed opioids, over 10% (more
than 2,400 patients in 2015) had not returned to their pre-admission opioid doses by 8-10 weeks post discharge.

Sunrise Clinical Manager (SCM) Initiatives Related to Narcotic Prescribing
With the goal of improving care and preventing harm for these 2,400 patients per year, clinical decision support tools are being implemented
in SCM. These tools have been designed by a team of clinical informatics experts and local clinicians. The first phase has been to associate
a Morphine Equivalent Dose (MED) value to each narcotic order in SCM. Now that an MED value can be calculated for each narcotic
order in SCM, the value will be displayed on the order form and in associated order sets. Subsequent phases of the initiative will include
an alert to clinicians when ordering MEDs over a recommended threshold. Other types of alerts and decision support are in the planning
phase. Your feedback and ideas are welcome. Email peter.jamieson@ahs.ca with your thoughts.

QI Initiatives in the Calgary Zone
If your department has a project team focused on improving opioid prescribing safety, please look for an upcoming invitation to join the
Calgary Zone Coalition for Opioid Prescribing Safety. This group will offer support with analytics, a repository of resources, coordination
and networking, as well as content expertise and consultation. Email opioidsafety@ahs.ca for more information or to indicate interest.
Peter Jamieson, MD, Medical Director Foothills Hospital and Associate Zone Medical Director Calgary
Nicholas Etches, MD, Medical Officer of Health and Medical Director, Public Health, Calgary Zone
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The Opioid Crisis:

Community Collaboration for the Planning of Supervised Consumption Services
Dr. Van Nguyen

Calgary is battling a growing and deadly crisis that is indiscriminate of age, gender and socioeconomic status. Opioid-related
overdoses, now with ‘street’ fentanyl and associated analogues, are increasing and must be addressed with collaborative
strategies. The problem is complex — multiple factors are at play: relatively easy access to opioids
(prescription and non-prescription), an underlying mental health crisis (which has been worsened
by difficulties in accessing and navigating resources for treatment), amongst potential challenges
in the law enforcement and human services spectrum (housing, poverty). Those of us working to
address this crisis in Calgary are taking a community approach that brings together a diverse group
of stakeholders across municipal and provincial governments, non-profit agencies, health, justice and
housing organizations, and people with lived experience with drug use. We are only at the beginning
stages of implementing potential solutions, which are proving to also be complex.
Dr. Van Nguyen
With CUPS, I have provided primary health
care to vulnerable low income patients in
our inner city for almost 10 years. CUPS is
a community health centre that provides
health, education and housing supports for
Calgarians struggling with adversities such
as poverty and childhood trauma. Prior to
the current opioid crisis, few problems in
Calgary other than homelessness and poverty
have required community-based collaborative
solutions. And certainly none have been as
media-intensive nor urgent.
For everyone working to address homelessness, managing addictions is routine in our
work. On a daily basis we advocate for our
patients who struggle with the societal stigma
of labels such as ‘addicts’, ‘crack-heads’ or
‘drunks’. We attempt to educate others about
underlying trauma, mental illness and poverty
as risk factors for addiction, to humanize
and give dignity to those who suffer from
this chronic illness. Fentanyl has amplified
problems in the population we see at CUPS,
with reports from health care providers and
community partners (homeless shelters,
housing agencies, harm reduction services)
of suspected overdoses on a weekly basis.

Many front-line workers are at risk of burnout
from the increased burden of resuscitating
patients who have overdosed, and from the
emotional trauma they experience when
they see or hear about their patients’ deaths.
We have attended memorials or funerals for
our patients and stood beside our fellow colleagues, families and friends, in remembering
their often young lives.
In the first half of 2017, there were 241
apparent overdose deaths related to fentanyl, compared with 156 deaths in the same
period in 2016.1 An apparent overdose death
is a death where preliminary evidence suggests an overdose. Although concerning,
perhaps more frightening, and certainly
more difficult to report, are the many more
‘near-death-misses’ of overdose events. My
community colleagues would likely agree
that many patients do not report overdose
events. I have asked fentanyl users how many
times they have overdosed and not reported
it and the number is staggering. I have asked
why they risk their lives, knowing death was
more than likely, and the answers are surely
sad and reflect the power of addiction and
all its underlying risk factors.

Recent data from Alberta Health indicated
that in the first half of 2017, 65% of apparent
opioid overdose deaths (including fentanyl)
occurred outside of the Calgary urban core.1
Those of us who work in the urban core know
the population well, and we are resourced to
identify those who have opioid use disorder
and to connect them with appropriate health
and social resources. Who are the 65% outside
of the core? How are they accessing care? The
suburban spread of the fentanyl crisis has added
another complex layer to the problem that we
must address with a multi-dimensional strategy.
Alberta is taking a five-dimensional approach
to respond to the opioid crisis: Harm reduction initiatives, treatment, prevention, surveillance/analytics and collaboration.2 Harm
reduction is an evidence-based public health
initiative that recognizes that people engage
in risk behaviours, such as unprotected sex
or injection drug use, and adopts a non-judgmental approach to providing information,
skills and resources to reduce the negative
effects of the behaviour. Some common
examples include safer injection and safer
sex supply distribution, overdose prevention
education and take-home naloxone kits.
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In the first half of 2017, there were 241 apparent overdose deaths related to fentanyl, compared with
156 deaths in the same period in 2016.1 An apparent overdose death is a death where preliminary
evidence suggests an overdose.
While educational initiatives and increased
access to take-home-naloxone kits and opioid
replacement therapies are rolling out provincially, the topic of supervised consumption
services (SCS) remains controversial. More
commonly known as ‘supervised injection
sites’, SCS aim to provide a safe and hygienic
environment where individuals can consume/
inject their drugs of choice in the presence of
health professionals and with access to other
resources. The Insite program in Vancouver’s Downtown Eastside was the first legal
supervised injection site in North America
in 2003. With a harm reduction philosophy
and intent, this program has generated many
years of research data indicating reductions in
adverse health, justice, social and community
outcomes related to drug use.3
In medicine, practicing person-centered care
is the foundation of what we do as health care
providers. To save lives, improve health outcomes and reduce public health risk in infectious disease transmission, I firmly believe
that we must practice harm reduction as an
integral part of person-centered care. Not
only is harm reduction evidence-based, its
practice fosters an environment of transparency and honesty between patient and provider, increasing patient safety and improving
our ability to offer appropriate interventions.
Alberta has committed to offering SCS in
response to the opioid crisis. Implementing
SCS requires a federal exemption to the Controlled Drugs and Substances Act, which is
a lengthy process and has many requirements. Edmonton is well underway with the
exemption process and is in the planning
stages for their sites. In collaboration with
Edmonton and other urban sites in Alberta,
the Calgary Coalition on Supervised Consumption (CCSC) was formed in early 2017
with funding from Alberta Health, with the
purpose of coordinating the actions required
for the exemption application. The CCSC is
co-chaired jointly by HIV Community Link4
and Alberta Health Services (AHS) Safeworks
and held its first meeting on February 1, 2017.
The CCSC is intended to reflect community
voices in the planning for SCS for people who
use drugs and their communities. I am hon-

oured to participate on the CCSC representing
primary health care, CUPS, and as a front-line
health care provider. I am also honoured to
be working alongside other members which
include, Calgary Alpha House,5 Calgary Police
Services, the City of Calgary, Calgary Drop In
Center,6 University of Calgary, AHS, the Alex
Community Health Centre,7 Calgary Homeless Foundation,8 the Aboriginal Friendship
Center of Calgary,9 Calgary Harm Intervention and Prevention (CHIP) Task Force10 and
Alberta Addicts who Educate and Advocate
Responsibly (AAWEAR).11 The AAWEAR
group lends the voice of people with lived
experience with substance use.
One of the initial goals of the CCSC was
to advise research partners from the University of Calgary on the development and
implementation of a client needs-assessment.
With a target of surveying 400 individuals
who use drugs, the Calgary Drug Use and
Health Survey is currently underway to gather
information that will be used for SCS site
selection and program planning. The CCSC
will examine data from public health, emergency services, and police and fire response
agencies to make recommendations for site
selection. Other vital components of data
gathering for site selection and program
planning include: community consultation
and interviews with clients who have lived
experience, stakeholders and community
partners. Considerations will also include
mobile vs. fixed services, and whether services
should be stand-alone sites or integrated into
existing facilities/agencies. It is an imperative
that SCS be offered in conjunction with other
health, housing and social support resources
to ensure that individuals can easily address
other needs they may have. Given the pressure of the opioid crisis, the Coalition is
committed to an expedited process and is
planning to make site recommendations by
early fall, with community consultation to
begin in late fall. We are also working closely
with AHS in their planning for Calgary’s first
SCS at the Sheldon M. Chumir Health Center.
All hands are needed on deck to tackle this
crisis. The CCSC is a community initiative,
supported by government, and tasked with a

community response to plan safe consumption services. Such services are only one type
of intervention in the continuum of life-saving
harm reduction interventions. At the individual level, we need to remember that there
are other relatively easy interventions we
can offer that may make a huge impact on
someone’s life, such as ensuring patients have
access to unused harm reduction supplies
and take-home-naloxone kits. Perhaps most
importantly, we must practice without judgment. Judgment results in shame and people
are less likely to seek help — this a dangerous
scenario. As health care providers, patients
may seek help with us first and we need to
embrace these opportunities to save lives.
Dr. Van Nguyen
Dr. Van Nguyen is a Family Physician
and Health Director of Calgary Urban
Project Society (CUPS) a non-profit
organization that provides health, housing
and early childhood educational supports
for Calgarians living in poverty. She is
a member of the Calgary Coalition on
Supervised Consumption whose role is to
advise and plan for appropriate supervised
consumption services in Calgary in
response to the opioid crisis.

REFERENCES
1. Opioids and Substances of Misuse,
Alberta Health 2017 Q2 Report
2. Responding to Alberta’s opioid crisis,
Public progress report 2. March 31,2017,
Alberta Health
3. Insite: http://www.vch.ca/public-health/
harm-reduction/supervised-injection-sites
4. HIV Community Link: http://www.hivcl.org
5. Calgary Alpha House:
http://alphahousecalgary.com
6. The Calgary Drop In and Rehab Centre:
https://www.calgarydropin.ca
7. The Alex Community Health Centre:
http://www.thealex.ca
8. The Calgary Homeless Foundation:
http://calgaryhomeless.com
9. The Aboriginal Friendship Centre of Calgary:
http://calgaryfriendshipcentre.ca
10. The CHIP Task Force is a multi-stakeholder
collaborative group that educates and advocates
for harm reduction practice and policy.
11. AAWEAR: http://www.aawear.org

ZMSAs – Communicating With Physicians in Alberta

8

ADDICTED TO HORSE
A cowboy with a single eye slumped off the stage in town,
His unresponsive pupil was a palomino brown,
But roped around the pupil was a crimson set of veins
Which drained into a heart that held a milkpail-full of pains.

“He sold his silver belt buckles to buy a China storm;
The only kind of blizzard that would keep his memories warm.
He pawned his faith and honor-badly broke the Cowboy Code.
To feed the appetite that’s left him lying in our road.”

“I recollect I’ve seen this boy before” a rancher said.
“He rode bulls in Wyoming ‘til one danced upon his head.
I saw a colored picture in a cowboy magazine.
It showed a lot of hoof prints where his eyeball should have been.”

The cowboy’s gaze grew dimmer as he listened through the haze
Of alcohol and morphine that had dogged his final days.
He’d lost his eye in Casper’s dust, then lost his way in Butte,
Addicted to the horse that only dying men should shoot.

“He left the circuit then because he couldn’t take the pain
Of riding, and of knowing that he’d never win again.
He moved on to Montana where the painkillers and booze
Concealed from him that life was not the worse thing you could lose.”

They found a single crumbled page inside his blanket roll:
A part torn from the Bible that had failed to calm his soul.
It spoke of how the Word of God, upon a great white steed
Would someday bring the angels to the dying men in need.

Abandoned, with his children, was a former Stampede Queen,
Who bore the cutest dimples that this old coot’s ever seen.
He didn’t want her fretting as he stumbled down the hill
From NFR points leader, to heroin and pills.

There were fifteen grams of happiness concealed inside his soul,
A thousand furtive doses that his will could not control.
The church bells took their ten percent, the Goodwill took his clothes
And strangers laid his bones to rest beneath a withered rose.

Bryan Caddy, MD

Join
our
team.
Good Medical Practice – it’s what we’re all about!
Part-time Senior Medical Advisor, Accreditation
For many years, you’ve helped your patients. Now, is your opportunity to help your colleagues.
In this challenging part-time role, you will:
• Work with members and stakeholders to design and deliver accreditation assessment
tools & tactics.
• Advise and support accreditation staff & the Assistant Registrar with assessments,
physician approvals, complementary and alternative medicine, emerging treatments,
point of care testing and ECG exams.
• Help develop new CPSA accreditation programs and approaches.
Qualified candidates must have a medical degree, experience developing assessment tools,
a minimum of 5 years in clinical practice, and eligible for an Alberta medical practice permit.
See our detailed position posting & application instructions at cpsa.ca.
This senior level position is part-time working on-site from
our downtown Edmonton office.

Apply today!
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AHS plans Supervised Consumption
Services at the Sheldon Chumir
Dr. Nicholas Etches
On June 14, 2017,
Alberta Health, in
conjunction with
Alberta Health Services (AHS), Mayor
Naheed Nenshi,
and Calgary Police
Dr. Nicholas Etches
Chief Roger Chaffin,
announced the application for an exception
to the Controlled Drugs and Substances
Act for supervised consumption services
(SCS) at the Sheldon Chumir Health Centre
(SMCHC).
The selection of this site was driven by a
number of factors. Analysis shows that the
centre of geography for the overdoses that
occur in the Calgary Centre lies within a
block of the SMCHC. In 2016 there were 98
EMS responses to opioid overdoses within
1km of the Chumir. (EMS likely only responds
to ~10% of overdoses.) This represents an
increase of 75% from 2015 (when the opioid
crisis was already well underway), and the
data suggest that the number this year will be
even higher. The overdose density in the 1km
surrounding the Chumir was ~30x greater
than that for Calgary as a whole. Additionally,
the SMCHC houses a variety of other services
and programs, including AHS Safeworks and
the AHS Opioid Dependency Program, that
make it an ideal location to provide wrap
around services for clients.
Concurrently, but separate to the work at
SMCHC, the Calgary Coalition on Supervised
Consumption (CCSC) is exploring the need
for other sites in the Calgary metro area. The
CCSC is a community-based partnership
co-led by HIV Community Link and AHS
Safeworks and includes stakeholders from
Calgary’s inner city, the Calgary Police Service, the City of Calgary and the University
of Calgary.
Supervised consumption services (formerly
referred to as safe injection sites) are an evidence-based public health intervention that
has been shown to reduce overdose death,
improve uptake of treatment, and improve
measures of public order. Further, and per-

haps more importantly, supervised consumption services demonstrate the commitment
and readiness of the health system to provide
evidence-based, patient-centered and ethical
care to patients with substance use disorders. This reduction in stigma may empower
patients to seek help and ultimately aid our
efforts to address the opioid crisis.
When seeing patients with substance use
disorders, it is important to remember that
addiction is a not a choice: no one would
willingly choose to struggle with a substance
use disorder (likely none of us would choose to
struggle with any medical condition!) Often,
the most important component of the care
you provide patients with addictions relates
to ‘meeting them where they are at’: being
flexible with approaches to management and
approaching them with a nonjudgmental
and compassionate attitude.
Harm reduction approaches are the standard
of care for patients with substance use disorders. Harm reduction is endorsed by the
Canadian Medical Association and the World
Health Organization, and recognizes that
patients do not need to be free from the symptoms of a substance use disorder in order to
receive medical care. Further, harm reduction
interventions are evidence-based and rank
among the most cost-effective interventions
we have in health care for reducing morbidity
and mortality related to substance use.
Supervised consumption services at the
SMCHC are scheduled to begin operating
in Spring 2018. For more information on the
proposed site, please visit www.stopods.ca
or email scs.calgary@ahs.ca. For expert
consultation and support for managing
patients with opioid dependency, please visit
www.ahs.ca/opioidadvice. Alternatively, call
RAAPID North (Physicians and NPs north of
Red Deer 1-800-282-9911) or RAAPID South
(Physicians and NPs in Red Deer or further
South 1-800-661-1700).
Nicholas Etches, MD
Medical Officer of Health and Medical
Director, Public Health, Calgary Zone

RENEW YOUR ZMSA
MEMBERSHIP!
It’s that time of year again…
time to renew your ZMSA
membership!
The ZMSA is your vehicle for direct participation in the planning and delivery
of healthcare in Alberta. Membership
provides you with many opportunities:
Get accurate information as ZMSA executive are in direct contact with AHS and
AMA on a regular basis
Learn about emerging issues
• Provide direct input and feedback
on healthcare issues
• Build professional relationships
outside your own circle of influence
• Dialogue about and examine
healthcare issues in frank and
constructive ways
• Participate in educational and
engaging training workshops
• Receive a subscription to Vital Signs.
•

The ZMSA annual membership process
is conducted through the AMA. You can
expect to receive an email from AMA
Membership Services by mid-September
providing you with a link to complete
your renewal. If there is no email address
on file for you, the membership form
is sent by mail. If you wish to switch to
online renewal please contact the ZMSA
Admin Office at zmsaadmin@albertadoctors.org to provide your email address.
Your zone membership options will
default to what you selected last year,
if applicable. You can make changes
as you wish.

Have questions? Please feel

free to contact the ZMSA office at
zmsaadmin@albertadoctors.org.
You can also find step-by-step
instructions with screen shots on our
website: www.albertazmsa.com
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The Opioid Crisis
and What You Can Do About It
Dr. Kimberley Kelly
To be frank, one year ago I was “blown away” by
how prompt and significant the response was of
our patients suffering from opioid withdrawal
to buprenorphine/naloxone (Suboxone®) at
Detox. To be part of a team that helps patients
suffering with addiction (and often, additional
Dr. Kimberley Kelly
social challenges) is humbling, educational and
gratifying. Suboxone® has now become our first-line treatment, over
methadone, at the Opioid Dependency Program, where I also work.
This is due to the improved safety profile and quicker titration to a
therapeutic level (days vs. weeks). Suboxone® is a Triplicate Prescription
medication. The College of Physicians and Surgeons of Alberta (CPSA)
strongly encourages completion of an online buprenorphine/naloxone
prescribing course, either the free www.suboxonetrainingprogram.ca or
the $350 Centre for Addiction and Mental Health (CAMH) Buprenorphine-Assisted Treatment of Opioid Dependence course.
Prior to April, 2016, through our in-house dispensary at Detox, we had
limited options to treat our patients’ withdrawal symptoms. Our most
frequently used medications included clonidine, diazepam, dimenhydrinate, naproxen, acetaminophen, and trazodone. For many patients,
these medications offered little relief from their significant symptoms
like cravings, bone pain, myalgia, abdominal cramping, diaphoresis,
chills, nausea, vomiting, diarrhea, restlessness, agitation, tremors, anxiety,
and insomnia. Understandably, many patients discharged early against
medical and nursing advice to use illicit opioids because they found
their withdrawal symptoms intolerable. Many patients explained to me
that they had tried to quit on their own but weren’t successful because
of the degree of their “dope sickness”. They found it impossible to carry
out life’s obligations like work and childcare when in withdrawal. This
forced them to continue their daily use with acceptance of the risks that
accompanied getting opioids any way they could.
Almost immediately after initiating patients on Suboxone® I noticed:
1) fewer patients were leaving against medical and nursing advice;
2) patients were feeling much better in just a few hours vs. days, and;
3) more patients were accessing treatment programs and outpatient programs because they were admitted for longer periods of time, giving
them more opportunity to engage with our multidisciplinary staff.
But how does this impact YOU? There are many patients who could
benefit from Suboxone® but who need prescribers. Likely, a few of
these patients are in your practice. In my opinion, the demand cannot
be met solely by referral to specialized clinics. The good news is that
prescribing Suboxone® is not as challenging as you may think! By using
thoughtfulness, expert advice when necessary, your own practice experience, and by erring on the side of caution, the process of prescribing
Suboxone® is similar to many other medications you already prescribe,
for example, insulin. If you consider the serious medical risks that
these patients face like overdose, death, HIV, hepatitis C, impaired
relationships, and crime (victim or perpetrator), comparatively the
risk of suffering an adverse event from taking Suboxone® is much less.

24 mg of Suboxone

Some clinical pearls I have learned after one year of prescribing
Suboxone®:

• Side-Effects: Headaches are a common side-effect and generally
resolve within 2 weeks. I have had only a small number of patients
report drowsiness which was resolved by slowly lowering the dose.

• Dosing: If your patient continues to experience significant cravings

in a 24-hour timeframe, consider increasing their dose. Although
stated as an option in the literature, my addiction medicine colleagues
have not had success with alternate day dosing. In fact, with several
of my patients, it has indicated that they are continuing to use illicit
opioids on the days they are missing doses.

• Pharmaceutical Information Network(PIN)/Pharmacists:

It is necessary to review PIN at each visit to help to identify “red
flags” like multiple prescribers of opioids/benzodiazepines, use of
multiple pharmacies, and running out of opioid/benzodiazepine
prescriptions early. Communication of missed doses is necessary
for treatment management. If the patient is suspected of not taking
the dose (ie. diversion), you can write on the prescription for the
pharmacist to crush the dose. Daily Witness Ingestion or “DWI” is
written on the triplicate and indicates to the pharmacist to check
that the Suboxone® has dissolved under the patient’s tongue.

• Boundaries and Expectations: Defining and reviewing these
at the beginning of treatment leads to less confrontations. Tighter
boundaries for the first few weeks to months has led to improved
success for my patients. As the patient shows more clinical stability,
boundaries can be loosened and “carries” can next be considered.

• Urine Screens: These should be done periodically to provide

you with objective evidence to support your management. This can
help to identify if patients are taking other opioids or substances
in addition to their buprenorphine. It is important to know if your
patient is taking benzodiazepines and alcohol as these can worsen
the sedative properties of Suboxone.® Random urine screens can be
discussed as an expectation when you review an “OPIOID TREATMENT AGREEMENT” (see CPSA website http://www.cpsa.ca/
wp-content/uploads/2015/07/Opioid-Treatment-Agreement.pdf ) with
your patient. Please also consider adding random urine screens to
your ongoing management of patients on opioids for chronic pain.

• Carries: Giving patients extra doses to take unsupervised on subse-

quent days can be tricky. “Carries” are generally used as an incentive
to encourage continued clinical stability. At ODP, we consider “carries” after the patient has shown clinical stability for approximately
2 months including daily witnessed ingestion, no missed doses or
doctor appointments, and negative monthly random urine screens.
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“Carries” are also often used as a disincentive if your patient has a
positive urine screen with the consequence that “carries” would be
cancelled. All patients who receive “carries” must purchase a lock box
at the pharmacy to decrease risk to their family and friends because
Suboxone® can cause overdose and death in the opioid naïve. Your
management of “carries” is part of the “art of Medicine.”

• Overdose: Encourage your patients to have a naloxone kit. As
well, discuss the increased risk of overdose if they use further opioids
after taking Suboxone.®

• Counselling: Generally helpful if your patient has access. If not,
remember that your physician-patient relationship is therapeutic.

• Precipitated Withdrawal: All of the prescribers I know, including

myself, have had patients that have experienced precipitated withdrawal.
It is difficult when your action causes an adverse event for your patient
but unfortunately precipitated withdrawal can be hard to predict. It is
important to educate your patient and to be blunt that they “cannot
lie to the drug.” Exaggerating their time since last use will not help
them. A COWS (Clinical Opioid Withdrawal Scale) https://www.
porticonetwork.ca/documents/324069/821367/COWS/c82075222102-4d52-a8ba-573c3c1a1d20 is an easy and quick way to help you
assess if your patient is ready to initiate Suboxone;® consider starting
if score is >12. The sicker they feel (higher COWS score), the less likely
they will suffer from a precipitated withdrawal. If you are unsure, you
can always ask your patient to return in 2 to 3 hours for a repeat COWS
and possible initiation at that time. If your patient is unable to stop
opioids long enough to initiate Suboxone,® referral to Detox is an option.

In summary, I feel primary care physicians are well situated to
address the opioid crisis by initiating and maintaining patients on
Suboxone.® By communicating awareness of the crisis with your
patients and by acting on “red flags,” you will identify patients and/or
family members in need of opioid agonist therapy. I have repeatedly
heard from numerous patients at Detox and ODP over the past year,
“Doc, Suboxone® saved my life.” By increasing your knowledge and
by improving your comfort level, you are capable of initiating and
maintaining Suboxone® for your patients with opioid dependency
thereby significantly improving their quality of life.
Alberta Health Services is now offering an opioid dependency telephone consult service to help primary care physicians answer their
Suboxone® or Methadone prescribing questions, as well as offering
advice for treating patients with existing opioid dependency. Physicians
north of Red Deer can access the service by calling Referral, Access,
Advice, Placement, Information & Destination (RAAPID) North at
1.800.282.9911 or 780.735.0400. Physicians in and south of Red Deer
can call RAAPID South at 1.800.661.1700 or 403.944.4488.
I look forward to hearing about your patients’ success stories.
Kimberley Kelly, Family Physician
Staff Physician at Edmonton’s Opioid Dependency Program (ODP)
and Addiction Recovery Centre (ARC/Detox)
Dr. Kelly nor any immediate family member have any financial
arrangement or affiliation with any product or service used or
discussed in this article.

HEALTHY PARENTS
HEALTHY CHILDREN
BECAUSE THEY DON’T

COME WITH A MANUAL
Free resources to give to expectant
families and families of young
children.
To order:
https://dol.datacm.com
Username: healthypublic
Password: healthy2013

HealthyParentsHealthyChildren.ca
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In 2015, nearly
564,000 Alberta
patients received
1.75 million opioid
prescriptions, and
it is estimated that
misuse happens in
15 to 30 per cent
of these patients.
Our province has a
Dr. Michael Trew
relatively high per
capita use of prescription opioids and the
rates of addiction and overdose are correspondingly high.
Primary care physicians without experience
treating patients with opioid dependence
can face challenges and may require additional guidance. Patients frequently seek care
through emergency departments or special
clinics rather than receiving care with their
family doctor. Addressing our province’s opioid crisis involves not only ensuring Albertans
have access to opioid dependency treatment,
but also demands that primary care physicians and other prescribers receive the support they need to treat patients with opioid
dependencies. ‘Opioids’ include traditional
opiates such as heroin, morphine, fentanyl
and oxycodone, along with synthetic opiates
such as methadone.
In August 2017, Alberta Health Services (AHS)
launched a telephone consultation service
for primary care physicians and nurse practitioners (NPs), giving them access to an opioid
dependence specialist on call for advice regarding initiating and managing opioid agonist

TELEPHONE
CONSULTATION
FOR OPIOID
DEPENDENCE
THERAPY
Dr. Michael Trew

Across Canada, dependence
on opioids continues to be a
growing clinical and public
health crisis. This problem
is particularly acute here in
Alberta and includes not only
illicit drugs, but prescription
opioids as well.

therapy, prescribing drugs such as buprenorphine/naloxone (Suboxone), methadone or
naloxone, treating patients with existing opioid
use disorder and managing opioid withdrawal.
This service does not provide advice regarding
managing patients with chronic pain who have
no indication of opioid dependence.
This new resource for Alberta prescribers will
help address this issue and also offer patients
with opioid use disorder the chance to receive
care and treatment in the community with
their family doctor. This is great news for
physicians and patients alike.
This consultation service will be piloted
through February 2018 and will be operated
by AHS’ Referral, Access, Advice, Placement,
Information & Destination (RAAPID) team.
Callers will receive a follow-up call as soon
as possible from one of the four physicians
working at the Edmonton and Calgary Opioid
Dependency Program clinics.

Dr. Ronald Lim, Medical Lead for AHS Calgary Opioid
Dependency Program, is one of the opioid experts who
will be on-call for telephone consultation with primary
care physicians seeking guidance on caring for their
patients with opioid dependencies.

This service will improve access to opioid agonist therapy, typically used in the treatment of
opioid dependence, and overall care because
patients can have all their co-occurring medical problems managed in one site. With the

right preparation and supports for primary
care physicians, opioid dependence can be
managed the same way as other chronic conditions like diabetes or hypertension.
The outcomes can be dramatic, with patients
regaining health and wellness quite quickly.
Giving Albertans the opportunity to receive
the care they need in their own communities
will ultimately help save lives.
We know that one of the best approaches
to treating opioid dependence is medication-assisted therapy like using methadone or
buprenorphine/naloxone, along with counselling and social supports. Empowering Alberta
prescribers with this new advice phone service
is part of how AHS is expanding access to
medication-assisted therapy for opioid use
disorder.
To support this work, AHS teamed up with
Alberta Health, the College of Physicians and
Surgeons of Alberta (CPSA), and the College of
Family Physicians Canada (CFPC) to increase
the number of community-based primary care
physicians who are trained to prescribe opiate
agonist therapy and to manage the care of their
patients with this dependency.
As a patient’s first point of contact with the
health system, primary care physicians play
an important role in first identifying symptoms of opioid dependence or withdrawal.
Discussing treatment options and gaining the
trust and cooperation is a critical first step
before discussing treatment options with an
opioid dependence specialist.
With that in mind, we have seen that the
opioid advice line is most successful when
a partnership exists between the patient,
their primary care provider and the opioid
dependence specialist on-call.
Prescribers north of Red Deer can access the
opioid dependency telephone consultation
service by calling RAAPID North at 1-800282-9911 or 1-780-735-0400. Prescribers
in and south of Red Deer can call RAAPID
South at 1-800-661-1700 or 403-944-4488.
More information is also available at
www.ahs.ca/opioidadvice
Michael Trew, MD
Medical Lead for AHS Addiction & Mental
Health opiate response; Calgary psychiatrist
working to support the expansion of Opiate
Agonist Therapy in Alberta.
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BREAST MRI
A LEADINGEDGE TOOL FOR
BREAST CANCER SCREENING &
DIAGNOSIS

WHY HAVE A BREAST MRI?
Supplemental screening for individuals at
high risk for breast cancer

Evaluating breast implants

Determining the extent of cancer after
new diagnosis of breast cancer

Follow-up after breast cancer treatment

Further evaluation of hard-to-assess abnormalities
seen on mammography or ultrasound

BOOK NOW

403.212.5855
1.877.420.4232

Breast MRI scans are provided on a per fee basis
and are not covered by Alberta Health Care

BREASTMRI.CANADADIAGNOSTICS.CA
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Medical Marijuana:

Who, Why and How?
Dr. Brian Knight

Marijuana is the leaves and flowers of the
plants Cannabis Sativa and Indica. These flowers contain a variety of chemicals including the
cannabinoids THC and CBD, other cannabinoids, and a class of chemicals called the
terpenes, all of which give Medical Marijuana
(MM) its effect.
Endogenous cannabinoids are produced by
the body. Receptors for cannabinoids are
present in the central nervous systems (CNS)
and other areas. Two receptors CB1 and CB2 have been identified.
CB1 is responsible for the analgesic and psychoactive effects of cannabinoids, while CB2 has other functions including immune functions.
Cannabinoids modulate pain signals in the CNS and peripherally.

Dr. Brian Knight

THC has psychoactive effects in addition to its analgesic effects. CBD
lacks the psychoactive effects but has analgesic properties.
There are currently two prescription drugs which act as cannabinoids.
Nabilone (Cesamet) is a synthetic cannabinoid. While expensive, it
is covered on many drug plans. Sativex is a 1:1 mixture of THC and
CBD which is available as an oral spray. Sativex is generally not covered
under drug plans, but may be useful as a therapeutic trial. Blue Cross
will cover Sativex for MS patients with coverage.
MM remains controversial inside and outside of the medical community. One concern is that the effects of marijuana have not been
adequately studied. However, due to the war on drugs, marijuana is
one of the most heavily studied substances. Studying a drug that is
illegal in much of the world is difficult, but there have been studies
both in animals and in humans demonstrating the efficacy and safety.
This is not to say that they have been studied with same the rigor as
drugs like Duloxetine and Pregabalin. Smoking is obviously not a good
way to administer a drug, however as every anaesthesiologist knows,
the lungs are a very good way to administer medication.
Most of us would prefer that we now have a pharmaceutical grade
preparation. The fact that we can now order marijuana of standard
potency is reassuring. We need to remember that there are differences
in bioavailability between formulations of the same conventional drug
and that there are huge individual variations in pharmacodynamics
and kinetics with every drug.
Under the current regulations in Canada, a number of companies are
authorized to produce and sell MM and these are the only legal source

for this. A list of companies can be found at: http://www.hc-sc.gc.ca/
dhp- mps/marihuana/info/list-eng.php
If you are considering prescribing MM, you should encourage your
patients to research a company. Once they have chosen a company,
you can download the “prescription form” from the site, fill it out and
fax or mail it. Some companies have on-line secure portals as well.
The patient will have to download his own form and submit it. Up to
a month’s supply is mailed to the patient’s home address. Dispensing
from your office is not allowed in Alberta. It is very important that
you know where your patient intends to get his MM because some
companies only have strains with very high THC.
There are marijuana dispensaries and clinics which claim to be able
to supply marijuana. These are not legal. Some will produce authorization forms which patients may bring to you. Your signature on
those forms has no legal value.
Recent regulations do allow patients to grow their own marijuana. This
does require growing about 8 plants for each gram per day used and
does not allow control of the amounts of THC and CBD. My advice
is not to allow patients to grow their own at present.
There is no longer a MM card. The label on the bottle in which the
Medical Marijuana comes in, is in effect the “card”.
MM can be supplied as dried product or by some companies as oils.
Dried marijuana can be smoked in a cigarette or vaporized using a
vaporizer. Vaporizers work by heating the MM to high temperatures.
Oils are taken by mouth. It is my preference that patients use oils, but
vaporizing is my second choice. Vaporizing results in less odor and uses
the marijuana more efficiently. Oils, because of first pass metabolism,
may be less effective, requiring higher doses.
You should assess the patient for MM the same way you assess a patient
for any condition, by taking or reviewing the history, and examining
the patient. Quite often patients will not have tried conventional
therapies and these should at least be offered to the patient. There are
some contraindications to MM. Care should be taken in patients with
a history of psychosis or in patients under 25. History of addiction or
misuse of drugs is a yellow flag although MM from a harm reduction
point of view may be a good option. Marijuana use should be avoided
in pregnancy and used with caution in women of child-bearing age.
You should start the patient on a strain that is higher in CBD and
lower in THC. All companies allow you to specify what strains the
patient is able to buy although for some companies, it is necessary
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to write this in by hand. Some companies only offer strains that are
high in THC and it is quite appropriate to not prescribe through those
companies. Most patients get relief with one gram per day or less and
this should be your starting dose, although you may increase this if
the patient is not responding. Patients should be advised to store their
MM securely and not to share with others.
When starting MM, advise your patient to start at night, before a
day when your patient does not have a lot of responsibilities. It is not
necessary to get “stoned” to get pain relief from medical marijuana.
A good approach is to use 1-2 puffs if inhaling and waiting 2 hours
to see if there is any effect, after which a second dose can be taken
if relief is not satisfactory. If taking by mouth, the smallest amount
should be used, waiting for 4 hours to see an effect. MM will not take
away pain completely; 30% relief is actually a realistic goal.
Side effects include getting “stoned” from MM which may limit
ability to take it. Smoking will definitely cause lung damage as might
vaporizing. In younger patients (under 25) there is a risk of mental
illness with using marijuana (based on results of an extremely poor
quality study). On the other hand, most young patients are already
using marijuana.
Except for Veterans Affairs and a very small number of private plans,
drug plans will not cover MM. The cost of MM ranges from $5 to
$11 per gram. Costs can be reduced by using the smallest amount
possible. Vaporizing is a more efficient method than smoking and
will allow lower consumption.

In some cases, MM will replace pain medications such as opioids; in
most cases it will only enhance them. Patients should consult with
their doctor before stopping or reducing any other drugs.
Remember driving is a privilege. Patients should not drive within
4 hours of smoking or vaporizing and within 8 hours of taking by
mouth. They should also be told not to drive if they feel drowsy or
dizzy regardless of when they last ingested it.
Some patients have travelled successfully with MM. In view of the
current situation in the US, I am advising patients not to travel with
it. I usually give them a prescription for Nabilone as bridge while they
are travelling. In general, air travel within Canada is safe; I do advise
patients to disclose to security personnel that they are carrying MM.
MM will show up in urine drug screens which may affect employment
and it will persist for several days after ingestion. Patients may wish to
disclose their use to their employer; however I have heard anecdotes
where just disclosing resulted in job loss.
Cannabinoids are not a panacea, but may be effective analgesics in
some patients. Knowledge of the process and treating your patients
as you would any patient in a doctor-patient relationship are key to
success for you and your patient.
Brian Knight, MD
After taking over the University of Alberta Hospital Pain Clinic on a
temporary basis in 1993, Dr. Knight has been labouring in the chronic pain
trenches ever since. Now based out of the Misericordia, he also works in a
number of other sites when not doing his real job as an anaesthesiologist.

Join
our
team.
Good Medical Practice – it’s what we’re all about!
Full-time Senior Medical Advisor Continuing Competence
For many years, you’ve helped your patients. Now, is your opportunity to help your colleagues.
As the Senior Medical Advisor for the Continuing Competence department, you will:
• Provide administrative relief to the Deputy Registrar and add to the capacity and expertise
in the areas of physician assessment, facilitation and competency enhancement; particularly
with respect to the Individual Practice Review and Group Practice Review Programs
• Support a variety of CPSA committees on behalf of the Deputy Registrar
• Work as a team member with other Senior Medical Advisors, Directors and Program Managers
to ensure that members of the College remain competent throughout their careers
Qualified candidates must have a medical degree,
experience developing competency-based assessment tools,
a minimum of 10 years in clinical practice, and eligible
for an Alberta medical practice permit.
See our detailed position posting & application instructions at cpsa.ca.

Apply today!
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Rapid Dissemination of Best Practices to

Primary Care Providers Via Project ECHO
Dr. Ruth E. Dubin

Ac c e s s t o p a i n
experts is limited
through-out Canada,
especially in rural
Dr. Ruth E. Dubin
and remote communities. Canada’s current opiate crisis was
fueled, in part, by healthcare providers’ lack
of basic education in safe chronic pain management. Canadian veterinarians receive 5
times more pain management training than
do physicians.1 Pain sufferers make up ~20
percent of the population, but they often
languish on specialty pain clinic wait lists
for years. Many develop suicidal ideation,
and healthcare costs soar.2,3
In 2003, Dr. Sanjeev Arora, a University of
New Mexico hepatologist, created ECHO
(Extension for Community Healthcare Outcomes) because hepatitis C patients were
dying while waiting to see the two New Mexico hepatologists who accepted Medicaid.
Dr. Arora ran weekly video-conferencing
rounds to simultaneously mentor geographically dispersed primary care providers. Family physicians, nurses, physicians and other
1º healthcare professionals (PCP’s) cured
their hepatitis C patients in their own offices
with support from the academic expert HUB
in Albuquerque. Patients no longer had to
travel long distances to Albuquerque for
their monthly interferon, and those whose
complexity required specialist care were
rapidly brought into hospital for urgent
treatment.4

People need access to specialty care for
their complex health conditions.
Excerpt from Project ECHO brochure.

New Mexico second ECHO, Mental Health
and Addictions, helped intervene with the
intravenous drug abuse behind the hepatitis C
epidemic, and exponentially increased access to
opioid replacement therapy provided by PCP’s.5
The ECHO model has since been replicated
widely worldwide for multiple complex conditions. (see http://echo.unm.edu/locations-2/
echo-hubs-superhubs-global/). All ECHO’s
adhere to basic principles of using technology
to share best practices, case-based learning,
reducing variations in care, and monitoring
outcomes.

Attendees have reported improved self-efficacy in pain management and opioid prescribing plus reduced professional isolation.7
Some have gone on to become experts within
their own communities and local resources in
pain management and opiate de-prescribing.

ECHO is not telemedicine, which links one
patient to one specialist or expert team.
ECHO builds capacity by transferring experts’
skills to multiple PCP’s simultaneously during
the “HUB to multiple SPOKES “video-conferencing session. A notable example is an
ECHO for Federal Indian Health Service clinicians who learned how to manage chronic
pain and opiate use disorder .6

To date ECHO chronic pain has engaged
~300 healthcare providers including doctors, nurses, nurse practitioners, physician
assistants, pharmacists and social workers.
We have granted over 5000 hours of no-cost
CPD credits, and also led four face-to-face
hands-on skills meetings where our ECHO
SPOKES practice how to have that difficult
conversation about opiates, do a pain sensory exam or detect and manage myofascial
pain. ECHO Ontario chronic pain also runs
evening opiate tapering video-conferencing
sessions targeted towards prescribers. We
are also planning a series of sessions using
buprenorphine/naloxone for treating opiate
use disorder in primary care.

Ontario’s Ministry of Health funded Project
ECHO Ontario chronic pain/opioid stewardship in 2014. Up to 30 Ontario PCP’s join our
weekly 2-hour sessions. As one PCP presents
their complex case to the expert interprofessional HUB. The community partners and
HUB experts clarify the history, make suggestions for further investigations and bio-psychosocial treatment approaches. Everyone
learns from this community brain-storming
approach, not only the HCP’s but also the
3ºcare expert Hub.

Feedback from our ECHO SPOKES includes:
““For me…. I’m more confident in what I do.
Before, when I would be doing the opioid taper,
or even changing them over to a different opioid, I would sit there and calculate, and make
sure I triple check everything, I had to go back
and get all the numbers again. I think with
doing all these cases and everything, now I
can just do it in my head, I don’t even need a
paper. I think that confidence the physicians
can see, so they see me as an expert in opioid
tapers and opioid management.”

There aren’t enough specialists to treat
everyone who needs care, especially in rural
and underserved communities.

ECHO trains primary care clinicians to
provide specialty care services. This means
more people can get the care they need.

Patients get the right care, in the right place,
at the right time. This improves outcomes
and reduces costs.
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“I think that ECHO has helped because there
are physicians who would fire a patient or not
even take on patients because they have chronic
pain or they’re on narcotics or they are a drug
addict, and I think it increases their comfort
level that actually you can manage this patient.”
“As a solo isolated practitioner with absolutely
[nobody] to bounce ideas in my practice, 45
minutes away from the nearest educational
hospital grand rounds, I find [ECHO.. a good
place] to even just ask the question, just to be
able to send somebody email, pick up the phone
and ask a question, ‘what do you think?’ — this
is phenomenal.”
Ontario’s Health Ministry has since funded
ECHO projects for Mental Health and Addictions, Rheumatology, Hepatitis C, Child and
Adolescent Mental Health, Complex pediatrics conditions and others which are under
development. The ECHO model increase
access to best-practice care for patients living
in remote and underserved areas and could
be a powerful educational tool for Canadian
HCP’s in mitigating our current opioid crisis.
For more information regarding how the
ECHO model is used for support chronic
pain management please visit https://www.
echoontario.ca/Echo-Clinic/Chronic-Pain.aspx

Ruth E. Dubin, MD PhD CCFP FCFP D.A.A.P.M. D.C.A.P.M
Associate professor, Queens University and Northern Ontario School of Medicine;
Past Chair, CFPC Chronic Pain Committee; Co-Chair Project ECHO Ontario chronic pain:
www.EchoOntario.ca; Co-Chair Canadian Pain Society Education Special Interest Group.
www.doctorruthdubin.ca
BIO: A proud graduate of U of A (PhD 1981, MD 1985), it was Dr. Allan Gilbert from the Royal
Alex in Edmonton who sparked my interest in pain management. After 27 years of family
medicine in Kingston, Ontario, my focus became chronic pain, opiate addiction and safe opiate
prescribing. I helped to found the CFPC chronic pain committee and chaired it until 2016.
I co-Chair the Canadian Pain Society Education Special Interest Group, as well as Project ECHO
Ontario chronic pain/opioid stewardship which was funded by the Ministry of Health of Ontario
in 2014. Our goal is to ensure that every health-care provider in Ontario has the skills to safely
manage chronic pain. In my spare time I nag my children to produce some offspring, spend time
at my semi-remote cottage, and try to control my badly behaved rescue dog.
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Help us make albertapatients.ca the most
recognized online patient community in Canada.

Seeking 2
patients per
physician

albertapatients.ca
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PHYSICIAN OPPORTUNITY

From Dr. Borys Hoshowsky,
President, Rockyview
General Hospital Medical
Staff Association

Goodbye and Thank You

Dr. Alanen’s clinic Derm.ca has had considerable growth over
the last several years. He is now shifting his clinical focus to the
diagnosis, treatment (including surgery and Mohs’ surgery) and
prevention of skin cancer. Currently, his patient roster is over
60,000. Much of the day is spent by him seeing low risk skin
cancer patients (Actinic keratoses, minimally atypical nevi etc.)
There is an opportunity for a dermatologist or family physician
to assist in managing these patients.
Requirements:
• It is expected that the applicant see approximately
40 – 50 patients per day, four days per week.
The hours would be approximately 12:00 – 18:00.
• The applicant should be comfortable doing skin
biopsies.
• Because this population of patients often has
significant actinic damage, there is an expectation
for a working knowledge of cosmetic procedures
(neuromodulators, fillers, laser etc), cosmeceuticals.
• Any problematic cases can be reviewed with
Dr. Alanen either in real time or via telemedicine.
• Remuneration to be discussed but will be similar to
that which occurs in typical Canadian Dermatology
settings.
• There is an expectation for signature of NonDisclosure and No-Compete agreements.
If you are interested, please contact Ms. Ildiko Juhasz
ildiko.juhasz@derm.ca or in clinic at 403.457.1900

60352 DERM_CA AD.indd 1

Jul-06-2017 12:22 PM

I trust everyone had a wonderful
summer. My tenure as President of the
Rockyview General Hospital Medical
Staff Association is coming to an end
on September 30, 2017. Thank you
to the RGH MSA Executive; Drs. Jim
Janzen, David Kent and Stan Mayer.

The last two years have gone by so
quickly and the RGH MSA has enjoyed
a variety of interesting speakers and
now a record number of members.
I thank all of you for the support and
the opportunity to keep our MSA
viable. The RGH MSA has been going
strong since 1998 and is a tradition
that we can all take pride in.
I also wish to acknowledge my
colleagues at CAMSS with whom
I have had the pleasure to work
with. The professionalism that was
exhibited and the support of one
another was palpable. Kudos to
Dr. Sharron Spicer!
Last but not least without the help of
our administrator Stella Gelfand this
“job” would have been very difficult.
She greeted me with open arms and
was always willing to help.
Please welcome Dr. Charlene Lyndon
who will be taking over as your
President and I wish her all the best!
Borys Hoshowsky, MD, FRCSC
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Rockyview General Hospital
Medical Staff Association
ANNUAL GENERAL MEETING

Heritage Park’s Railway Orientation Centre June 6, 2017

2017 CAMSS
Physician
Advocacy
Award
ATTENTION:
Calgary & Area
Physicians

Physician Recognition Award Presenters & Recipients from left to right:
President, RGH MSA: Dr. Borys Hoshowsky.
Department of Anesthesia: Dr. Christopher Sims
presented to Dr. Don Metcalfe, the award posthumously
honoring Dr. Marion Dobberthien
Department of Diagnostic Imaging: Dr. Borys
Hoshowsky presented the award to Dr. Peter Dickhoff
Department of Emergency Medicine: Dr. Stan Mayer
presented the award to Dr. Nancy Zuzic
Department of Emergency Medicine: Dr. Stan Mayer
presented the award posthumously honoring Dr. Tim Lavens
Department of Family Medicine/Hospitalist Program:
Dr. Thomas Tam presented the award to Dr. Misty Watson

Department of Family Medicine/Maternal
Newborn Care: Dr. Allison Denesuk presented the award
to Dr. Nicola Chappell
Department of Pathology & Laboratory Medicine:
Dr. Andrew Kulaga presented the award to Dr. Allan Oryschak
Department of Psychiatry: Dr. John Ryan presented the
award to Dr. John de Vries
Department of Surgery/Section of Ophthalmology:
Dr. Jason Werle (last on right) presented the award
to Dr. Peter Huang
Department of Surgery/Section of Orthopedics:
Dr. Jason Werle presented the award to Dr. Maureen O’Brien
(absent from event)

You are invited to the next public meeting of the

Calgary History of Medicine Society (CHoMS) &

Dr. Norman Schachar

Professor Emeritus, Department of Surgery, Cumming School of Medicine, University of Calgary
Present

‘The Department: A Surgeons Memories,
Before I Forget!’
Monday, September 25, 2017, 6:00 pm to 8:30 pm

Department of Community Health Sciences | Rose and Nightingale Rooms, TRW – 3rd Floor
Parking is available in the parking lot underneath the TRW Building, access across from the front entrance.
Dinner and talk: $30 per member / $45 per non-member / $20 residents / $10 students (up to 3 students are fully
sponsored on a first come basis) paid at the door. Talk only: $10. Dinner is at 6:00pm and the talk begins ~7:00pm.
All are invited and you are encouraged to bring a guest! The proceeds from this CHoMS Lecture Session cover the venue
expenditures and subsidize the dinner costs.
RSVP: Please make reservations ASAP to: Donna Weich, donna.weich@ucalgary.ca | 403-220-2481

Who deserves to
be recognized for
exemplifying the spirit
behind the CAMSS
mission statement:
“Advocating for
physicians, caring
for patients”?
The CAMSS executive is now
accepting nominations for the
2017 CAMSS Physician
Advocacy Award!

Nominations will be accepted
until midnight on September 29,
2017. Use the form found on the
Advocacy Award page at
albertazmsa.com/advocacy-award
or contact the CAMSS Admin office
at zmsaadmin@albertadoctors.
org to receive a copy via email.
The award will be presented to
the winner at the CAMSS Annual
General Meeting on November 8,
2017 at the Glencoe Club.

2016 Award Recipient:
Dr. Bonnie Larson
Visit our website for more
information about last year’s
winner, the history of the award
and previous winners!

