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Opioid-related deaths in Ontario have doubled since 2017,
with significant increases since the COVID-19 pandem-
ic in 2020 (Fig. 1)." This trend is also seen in Canada as a
whole (Fig. 2). There is a clear need for a better practical
approach in opioid care in Ontario and Canada alike. While
the opioid crisis is clearly multi-faceted, and no simple
solution exists, | believe that improving access and en-
lightening resources to patient care in Ontario is one of
the most important parts of fighting the opioid crisis. Just
as pharmacists were able to contribute to improving the
COVID-19 crisis by administering the vaccine, we may be
able to contribute to improving the opioid crisis by offering
collaborative patient care.

Regulatory barriers for pharmacists in Ontario
Currently, it is a challenge for pharmacists to offer opi-
oid agonist therapy (OAT) to patients who want to stop
using prescription or illicit opioids. This is partly due to
limited health care practitioner availability due to the
COVID-19 pandemic. As far as I am aware, I was the first
pharmacist in Ontario to regularly administer long-act-
ing injectable therapies to patients who were not able
to find a regulated health care provider to inject OAT
because of the shift toward virtual care appointments.

In order to dispense methadone and buprenorphine,
Ontario pharmacists must complete a training course
within 6 months of starting to provide OAT to their pa-
tients.” Training is also recommended for pharmacists
to understand structured treatment and to be vigilant in
observing doses. In order to have access to extended-re-
lease buprenorphine, pharmacists and prescribers must
complete subcutaneous injection training and attend
online courses for clinical knowledge, offered by the
manufacturer of the injectable medication.

In order to administer long-acting extended-release
buprenorphine by injection, pharmacists legally require
the sign-off of a medical directive from a prescribing
physician or other regulated healthcare professional to

Pharmacists play a key role as accessible, visible
healthcare providers who have the skills and knowledge
to offer hands-on care to opioid use disorder (OUD) pa-
tients. As a pharmacist in Toronto, Ontario, | am keenly
aware of the opioid crisis, and | offer a variety of care
and treatment options to my patients with OUD.

Currently, there are significant barriers and misconcep-
tions preventing pharmacists from offering complete
practical care to opioid users. | will outline these barriers
and my clinic’s method for navigating the current reg-
ulations. Finally, | propose changes that could help en-
gage pharmacists in providing treatment, and ultimately
help resolve the opioid crisis in Ontario.
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perform this delegated task. Long-acting extended-re-
lease injectable buprenorphine is available to order by
pharmacists through a controlled distribution process
via the manufacturing warehouse, not from our regular
wholesaler. This medication can’t be dispensed directly
to the patient to take to the physician office to inject
due to the required chain of signatures as well as the
need to be refrigerated.

The Canadian Journal of Diagnosis / June/July 2022 5



Figure 2

TOTAL OPIOID TOXICITY DEATHS IN CANADA
BY PROVINCE: A COMPARISON BETWEEN
2016 AND 2020
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The requirement of a medical directive in Ontario
creates an extra step and it may discourage pharma-
cists who are otherwise willing and able to offer such a
service. An extended scope of practice for pharmacists
could remove this barrier, making it easier for pharma-
cists to offer these services instead of the medication
having to be delivered from the pharmacy to the physi-
cian'’s office for injection. In most provinces like Alber-
ta and Manitoba, a medical directive is not required to
inject OAT.

There has been some headway in reducing the bar-
riers to prescribers. Since 2018, physicians no longer
require an exemption to prescribe methadone, bu-
prenorphine or other OAT treatment. It is my hope that
similar progress will be made in reducing the barriers
mentioned above for pharmacists in Ontario to do the
same in the near future.

Background on treatments for opioid use
disorder
Both methadone and buprenorphine are long-acting
medications that bind to opioid receptors in the brain,
quelling cravings without causing a person to feel eu-
phoria.> Methadone is a medication with a long history
of use, and it is administered orally. Buprenorphine is
a newer medication which can be administered sublin-
gually, buccally, via subcutaneous injection, via a trans-
dermal patch® or subdermal implant.” Both medica-
tions are effective as treatment for opioid use disorder,
and with diligent use of the therapy, some patients are
able to stop using illicit opioids without having to go
through withdrawal symptoms.®

Opioid agonist therapy must be prescribed and dis-
pensed by a healthcare professional along with ongo-
ing life counseling to manage addiction. Offering these
valuable resources can prevent and explain patterns
that lead to triggers which may cause the individual to
relapse. Many factors, including culture, gender, finan-
cial situation and family can all impact how patients
do in treatment. Pharmacists provide support through
daily interactions and can advocate for positive changes
in their patients’ lives.
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The Canadian Research Initiative in Substance Mis-
use (CRISM) National Opioid Use Disorder Guideline
recommends buprenorphine / naloxone formulations
as a first-line treatment option for OUD because of its
superior safety profile when compared to methadone.’

In terms of method of administration, both oral op-
tions and long-acting injectable medications have their
benefits. The oral medication is easier for healthcare
providers to dispense and observe. The daily routine of
coming into the clinic or pharmacy for treatment can
also contribute to the patient’s psychosocial recovery
process. Over time, their doctor may decide that they
are eligible for take-home “carry doses” for self-admin-
istration, once patients are stable and understand the
process to recovery. With carry doses there is a risk of
misuse and diversion of these medications into the
community, although some formulations, such as bu-
prenorphine, are combined with naloxone to reduce
this risk.’® Diversion and inappropriate use may result
in overdoses among adolescents, adults and accidental
ingestion causing death in children.

Long-acting injectable buprenorphine formulations
form a very small mass under the skin which provides
a constant blood level of medication over time." This
may provide a more consistent dose. Patients may bene-
fit from not having to come into the clinic or pharmacy
as often, which is helpful if they live far away from their
nearest OAT pharmacy or have jobs with long hours.!2
The clinician benefits from less foot traffic in the clinic
or pharmacy and fewer demands on their time. Howev-
er, the subcutaneous injections can be more logistically
challenging to administer than a simple oral medica-
tion dosing, and may also require special training, an
ordering platform, and examination tables for patients
to lay down during injection administration.

Working effectively within Ontario’s
regulations

Despite the significant barriers to pharmacists in pro-
viding OAT, my pharmacy has developed an effective
method and network for providing this therapy under
the current regulations.

The most important aspect of our approach is to fa-
cilitate excellent collaboration between physicians and
pharmacists. My pharmacy is set up to connect with
trueNorth medical centers and physicians, a service
providing comprehensive addiction medicine to indi-
viduals within Ontario who are facing substance use
challenges. We use a secure text-based platform where
we can send messages and urine drug screening (UDS)
results between our clinic and the physician’s office.
This allows us to monitor the patient’s progress and
guide them through the long journey to recovery. Good
networking and collaboration between the pharmacist
and physician is very helpful, and should become stan-
dard practice in addiction medicine.

Alongside trueNorth physicians, my pharmacy has
also developed a proprietary documentation log system
to record all injections and comply with regulations.
In addition, we have a standardized medical directive
that physicians can fill out, requesting that our phar-
macists administer buprenorphine injections. The steps
we have developed enables us to more easily provide
effective care. I believe a standardized system and a re-
imbursement fee for the injection service would help
pharmacists to step in and offer this care. In the next
section, I will outline the changes I think would help
facilitate the provision of care by pharmacists.

Future directions: how to engage and support
pharmacists
Pharmacists currently face challenges in providing ef-
fective care, including OAT, to people who struggle with
opioids and are overdosing frequently. Here, I will dis-
cuss the importance of pharmacists’ role in providing
practical OAT, and propose solutions that would engage
and support pharmacists in offering this kind of care.
Most people are able to access a pharmacist for a
medication refill, advice or just simple help, every day
of the week, in their immediate neighborhood. Physi-
cians who are specialized in addiction medicine, how-
ever, may be located a considerable distance from a pa-
tient’s home. Injectable buprenorphine is a beneficial
treatment option that may not be available to many pa-

The Canadian Journal of Diagnosis / June/July 2022 7



tients right now who wish to receive it and instead they
have to use methadone or sublingual buprenorphine
daily. Pharmacists are the missing piece in connecting
patients to the sustainable treatments that they need.

Pharmacists may be encouraged to offer injectable
OAT if some of the barriers were removed. I suggest that
changes to the pharmacist’s scope of practice and reim-
bursement for the provision of care could potentially
reduce the amount of time involved. The province of
Alberta and Saskatchewan, for example, allows phar-
macists to administer injections to patients if they com-
plete an additional certification.!® This ensures compli-
ance with all legal and safety measures that may be also
provided to Ontario pharmacists.

The majority of buprenorphine injections are given
by doctors or nurses at their clinics, but this creates a
significant strain on the doctor’s time and right now
many are working entirely virtually. Pharmacists are
capable, available, and accessible healthcare providers
who can take on this responsibility. Unlocking this
large group of providers would help improve or maybe
resolve the opioid crisis. While these changes would be
major, they are not unprecedented.

Reducing these barriers with the solutions proposed
here could help engage more pharmacists in providing
different kinds of OAT to patients.

Conclusion

Ontario is in an opioid crisis made worse by a global
pandemic and economic crisis. Currently, we need all
pharmacists who can step in to support other health-
care providers in providing compassionate care to this
population to fight opioid addiction.

By connecting patients with addiction prescribers and
utilizing many resources, we are able to provide a prac-
tical approach to OUD patients. At my pharmacy we
are making a difference one patient at a time. It is my
hope that my pharmacy’s practices and the suggestions
I have outlined here will inspire other pharmacies to
get involved and help provide safe, effective treatment
for OUD patients. Together, pharmacists have a lot of
potential to make a difference.
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