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n = 6106, 2015-2017
70% of observed deaths = overdose. 
The incidence was markedly elevated in the first 2 weeks after release from prison.



Data in the ODC

Important Findings/ActionData Refresh & Priority Setting

In response to BC’s Provincial
Health Officer declaring a Public
Health Emergency in 2016 due to the
increase in drug overdoses and
deaths, data sources were linked
using a shared data governance
model to monitor and respond to the
overdose crisis.
 
The ODC is based on collaboration
between data users and data
stewards in the ongoing
development and use of these data,
and focused on using data for action
to prevent overdose-related harms
and deaths

Every year data are refreshed to update health care and 
other population-level information. 

Why?

How?

To select annual project/analysis 
themes based on data needed to 

support overdose response efforts 
across the province

 Priorities identified by people with 
lived and living experience in drug 

use, and input from health 
authorities and partnering 

organizations

People have an increased risk of non-fatal overdose:
2 weeks after hospital discharge, day of entering
prison, 4 weeks after release from prison, day of
starting opioids for pain, ongoing use of
benzodiazepines, and discontinuation   of anti-
psychotics.

People who had an overdose are more likely to have
chronic health conditions associated with severe
illness from COVID-19.

Substance use disorder was associated with risk of
cardiovascular disease. People with opioid or
stimulant use disorder had highest CVD risk.

Increased risk of non-fatal overdose:

• on day of entering prison

• 4 weeks after release from prison



Current landscape of Overdose events in 
BC Provincial Corrections

Tracking with 
PSLS : numbers 
underestimated

‘Code Blue’s for 
overdoses 
(hospital 
transfers)

40 events in the 
past 3 months

6 deaths from 
overdose in the 
past 9 months



15 RCTs, 35 primary cohort studies

Results: Opioid agonist treatment was associated with 
• a lower risk of mortality during incarceration  (RR, 0.06; 95% CI, 0.01-0.46)  
• a lower risk of mortality after release from incarceration  (RR, 0.09; 95% CI, 0.02-0.56). 

Treatment of OUD: 

pharmacological options & non-pharm



Opiate Agonist Therapies

Buprenorphine
• S/L tabs
• SUBLOCADE

Methadone

Slow Release Oral Morphine (SROM)

Treatment of OUD: 

pharmacological options & non-pharm



What are the challenges to 
initiating OAT in Corrections?

Assessment of OUD

Assessment of degree/type of withdrawal

Role of UDS



What are the options for initiating 
1st line therapy – buprenorphine ?

Standard induction

Macro-induction

Buprenorphine-XR depot



Macro-dose 
Induction

n = 391,  case series

Examined the safety and tolerability of high-dose (>12 mg) buprenorphine induction for 
patients with OUD presenting to an emergency department (ED)

Results: No documented episodes of respiratory depression or excessive sedation.

Precipitated withdrawal was rare (0.8%of cases) and was not associated with dose

Conclusions: high-dose buprenorphine induction, adopted by multiple clinicians in a single-
site urban ED, was safe and well tolerated in patients with untreated OUD
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High-Dose Buprenorphine Induction in the Emergency Department for Treatment of Opioid Use Disorder Herring et al 
JAMA Network Open. 2021;4(7):e2117128.  doi:10.1001/jamanetworkopen.2021.17128



What are the options for initiating 
1st line therapy – buprenorphine ?

Standard induction

Macro-induction

Buprenorphine-XR depot

‘Edmonton’ protocol:

• COWS > 12
• SBX 16 mg s/l, 8 mg one hour later
• 24 mg daily for one week
• Taper to 20mg, then 16mg daily







BUP-XR (SUBLOCADE) can 
• reduce the risks of diversion and nonmedical use associated with other 

forms of OAT
• ensure greater safety to clients, and 
• reduce the time and resources of correctional and health care staff.

We demonstrate that when factoring in the added costs of medication 
preparation, administration, monitoring, and personnel, it is more 
economical to provide BUP-XR than BUP/NX (at ACCW)



How can we manage diversion of 
medication ?

Could diversion of s/l buprenorphine be a good thing ?? 

SBX film / crush tabs / BUP-XR

Post-dose witnessing protocols

Ensure accessibility of OAT to all

Taper off OAT, and re-initiate prior to release ?



How can we 
best manage 
benzodiazepine 
withdrawal ?

Diagnostic challenges in the setting of 
concurrent OWS.

Consider BZRA challenge, then structured 
taper of diazepam (or pregabalin)?





Treatment of OUD: 

pharmacological options & non-pharm

Early engagement
• Prompt treatment of OWS and rapid induction onto OAT
• Same day access to prescribers (physician on call, nurse prescribers)

Maximize retention on treatment
• BUP-ER may reduce stigma and medication diversion 

Psychosocial treatments
• Dedicated living units (pods) to recovery / Therapeutic Communities
• Structured group and 1:1 counselling



Harm 
reduction

Treatment of OUD: 

pharmacological options & non-pharm

Minimize availability of licit & illicit 
substances

Increased monitoring of at-risk individuals

Naloxone: 

CO response with intranasal Narcan

Education: 

risk of OD with reduced tolerance
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