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Order an ankle x-ray if:
• Bone tenderness at A
• Bone tenderness at B
• Inability to weight bear 

both immediately and in 
the ED
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The Big Three
A Brief Overview  

ALCOHOL

OPIOIDS METH





Alcohol



Alcohol Use Disorder

• Still the most common (by far) drug used by Canadians 
• ~15% of Canadians who drink alcohol consume above 

recommended amounts per Canada’s Low Risk Alcohol Drinking 
Guidelines (10 drinks/week for females, 15 drinks/week for males)

• in 2017, rate of hospitalizations related to alcohol use (249 per 
100,000) was similar to rate of hospitalizations for heart attacks 
(243 per 100,000) and 13x higher than for opioids

• in 2014, alcohol contributed to nearly 15,000 deaths in Canada, 
representing 22% of all substance-related deaths

Canadian Centre on Substance Use and Addiction. Alcohol 
(Canadian Drug Summary: Summer 2019). 2019. Web access: 
https://www.ccsa.ca/sites/default/files/2019-09/CCSA-
Canadian-Drug-Summary-Alcohol-2019-en.pdf. 







Diagnosing AUD

DSM-5 diagnosis criteria for alcohol use disorder. 
https://doi.org/10.1371/journal.pone.0203410.g001



Outpatient AUD Management
Medication NALTREXONE

(PO or monthly IM)
ACAMPROSATE DISULFIRAM

Reduces heavy drinking 
days

✅ ✅

Manages cravings ✅ ✅

Supports abstinence ✅ ✅ ✅

Blocks breakdown of EtOH, 
causes unpleasant 

symptoms

✅

Contraindicated in Liver 
Failure (relative)

✅ ✅

Contraindicated in Renal 
Failure (relative)

✅

Patel AK, Balasanova AA. Treatment of Alcohol Use Disorder. JAMA.
2021;325(6):596. doi:10.1001/jama.2020.2012



Outpatient AUD Management

• New kid on the block: Gabapentin (anti-craving medication, can be 
initiated prior to alcohol cessation)

• ALL pharmacological treatments are more effective if paired with 
psychosocial/wraparound supports















Alcohol Dependence/Withdrawal Severity 
Assessment
• Multiple validated tools

• Clinical Institute Withdrawal Assessment of Alcohol (CIWA)
• most often used in inpatient settings
• for assessing patients actively in alcohol withdrawal

• Severity of Alcohol Dependence Questionnaire (SADQ)
• for assessing severity of dependence, and therefore expected withdrawal severity
• useful in outpatient settings

• Prediction of Alcohol Withdrawal Severity Scale (PAWSS)
• useful in outpatient settings to predict withdrawal severity



Withdrawal Management Protocols 
(Examples)

• SADQ <16 (Mild Dependence)
• Day 1: Diazepam 5mg QID
• Day 2: Diazepam 5mg TID
• Day 3: Diazepam 5mg BID
• Day 4 and Day 5: Diazepam 5mg QHS



Withdrawal Management Protocols 
(Examples)

• SADQ 16-30 (Moderate Dependence)
• Day 1: Diazepam 10mg QID
• Day 2: Diazepam 5mg QID
• Day 3: Diazepam 5mg TID
• Day 4: Diazepam 5mg BID
• Day 5 and Day 6: Diazepam 5mg QHS



Withdrawal Management Protocols 
(Examples)

• SADQ >30 (Severe Dependence) and NO MEDICAL PROBLEMS and 
<65 years of age and not living alone
• Community Paramedics – Check on daily for first 3 days
• Day 1: Diazepam 10mg QID + 10mg PRN
• Day 2: Diazepam 5mg QID + 5mg PRN
• Day 3: Diazepam 5mg TID
• Day 4: Diazepam 5mg BID
• Day 5 and Day 6: Diazepam 5mg QHSSevere Dependence + comorbidities/living alone/elderly: consider higher level of medical 

support for withdrawal (e.g. inpatient, residential, supervised communal community)



Withdrawal Management

Other Medications to Consider:
• Gabapentin

• gradual titration to 600mg TID during + after detox for anti-craving effect
• Thiamine – 200 mg orally per day (for 5 days) then 100mg for 3 months
• Folate 5 mg PO for 3 months
• Multivitamin (1 tab per day) PO for 3 months



Aftercare

• Referrals to wrap-around services (housing, income support, 
medication coverage, intensive case management)

• provision and management of anti-craving medications
• referral to psychosocial supports (e.g. group therapy, SMART 

meetings, support groups)
• referral to harm reduction supports
• referral to residential treatment programs
• reintegration into community

Note: Due to COVID-19, many support groups/outpatient services now have virtual 
access options (telephone or video) 



Opioids







Alberta’s Leading Causes of Death: 2020
Ranking Cause of Death # of Deaths

1 Dementia 2081
2 Chronic Ischemic Heart Disease 1897
3 Lung Cancer 1563
4 Other Ill-Defined or Unknown 

Cause
1464

5 COVID-19 1178
6 Acute Myocardial Infarction 1084

1128
deaths 
from 

opioid
poisonings



Key Reasons the Opioid Crisis has Worsened 
with COVID-19
• Disproportionately impacts marginalized populations (compounded 

by COVID-19)
• Increased barriers to care (clinic closures, reduced clinic capacity)
• Disruptions in usual treatment protocols (e.g. frequent in-person 

assessments, daily witnessed dosing vs. carries, medication delivery 
systems)

• Unpredictable and highly toxic drug supply (disruption of 
international trade routes, more local production, increased 
benzodiazepine use, reduced drug testing capacity)

• Increased self-isolation and drug use alone



Treatment of Opioid SUD

• Medication Assisted: Therapy, Treatment, Recovery
• Opioid Agonist/Partial Agonist Therapy: Methadone, 

Buprenorphine/Naloxone, Sublocade (monthly SC buprenorphine 
injectable)

• Opioid Antagonist Therapy: Naltrexone (limited evidence of benefit)

PSYCHOSOCIAL TREATMENT + HARM REDUCTION INTERVENTIONS 
IMPROVE OUTCOMES WITH ALL MODALITIES  



Impact of Maintenance Therapy

• Reduction in Death Rates
• Reduction in IV Drug use
• Reduction in Crime
• Reduction in HIV Seroconversion
• Reduction in relapse to IVDU
• Improved employment, health, and social function 



Buprenorphine SL (Suboxone)

• Considered first-line treatment for OUD
• Comes in a mix of buprenorphine and naloxone (4:1 ratio)

• Naloxone component discourages misuse, not bioavailable if taken orally 
• Mu-partial agonist, kappa-antagonist.
• High affinity for mu receptors (+ slow dissociation from receptors)
• Hemodialysis safe
• Hepatic excretion (70%), Renal excretion (30%). 
• Side Effects: 

• Headache, constipation, sweating most common  



Why is Buprenorphine Considered Safe?
• Low Risk of Overdose
• Ceiling Effect:

• Because of the low intrinsic activity at the mu 
receptor, as the dose is increased, the agonist 
effect does not increase 

• Higher doses occupy a greater number of 
receptors but do not produce increasing opioid 
effects 

• A maximum effect is reached, regardless if the 
dose continues to increase (24mg-32mg)  

• Overdose is less likely to cause fatal respiratory 
depression 

*unless consumed with EtOH/Benzos



Why choose Buprenorphine/Naloxone?

Buprenorphine/naloxone preferred over methadone for:
• Reduced overdose potential due to less respiratory depression
• Fewer drug interactions (less impact on QT)
• Less sexual side effects
• Flexible dosing, carries, follow-up schedule
• Quick titration/stabilization
• Equal efficacy to methadone

CMAJ 2018 March 5;190:E247-57. doi: 10.1503/cmaj.170958



(Relative) Contraindications to 
Buprenorphine
• Patients with known hypersensitivity to buprenorphine, naloxone, or any 

other components of the drug product (for a complete listing, see the 
Product Monograph)

• Opioid-naïve patients
• Patients who have severe respiratory or severe hepatic insufficiency
• Patients with acute alcoholism or delirium tremens



Pharmacokinetics

• Onset of action 
• Onset of action within 30-60 minutes 
• Peak occurs within 1-4 hours 

• Duration of action 
• Slow dissociation from receptors 
• Duration is dose dependent but can be up to 72 hours



Clinical Opioid Withdrawal Scale (COWS): 

• Total Score:
• Mild:  5-12
• Moderate: 13-24
• Moderately Severe: 25-36
• Severe: Over 36

*MDCalc can be used for this:

https://www.mdcalc.com/cows-score-opiate-withdrawal

https://www.mdcalc.com/cows-score-opiate-withdrawal


Buprenorphine use and induction:
• Start with patient who have a COWS Score of 12 or more. 
• This is to avoid precipitated withdrawal.
• Start at 4mg SL.  Wait 2 hours.  Can let patient take up to 12mg on first day.
• Maximum Second day 16-20mg PO Qdaily
• Maximum Third day 20-24mg PO Q daily. 
• Slow titration / week thereafter. 
• Ensure they are not driving during induction period.  



Precipitated Withdrawal Management:
• The Partial Agonist can displace already existing opioids. 
• Treat By:

• 1. Repeated 2 mg doses of buprenorphine every 1-2 hours 
• 2. Clonidine 0.1 mg every 8 hours (caution regarding hypotension) 
• 3. Anti-emetics for nausea 
• 4. NSAIDS for arthralgias and myalgias



Sample Script for Induction:

No need to use 
triplicate form



Buprenorphine Maintenance: 

• Average effective maintenance 
dose is 16mg SL q daily

• Maximum dose is 24mg/day 
officially, 32 mg/day unofficially 



Key Things about Buprenorphine

• Carries: can be provided right away due to low OD risk
• Coverage is available through most social insurance plans, including 

emergency Alberta Works. 
• Prescribe up to 2 weeks of dosing and arrange for follow up with 

family doctor or opioid clinic (e.g. VODP)



Special Populations:

• The Elderly
• Pregnant Patients: Be aware of Neonatal abstinence syndrome. 
• Individuals with severe respiratory concerns.
• Individuals with liver failure

CONSIDER SPECIALIST REFERRAL FOR THESE SUBPOPULATIONS



Why not abstinence without OAT?

• It does not work!!!!
• High rates of relapse post detox 

• As high as 91% in the literature
• Decreased tolerance leading to fatal & non-fatal OVERDOSE)

• Low rates of retention in residential or O/P psychosocial tx

1. A Guideline for the Clinical Management of Opioid Use Disorder. Health Ministry of BC.  2017
2. Nosyk B, Sun H, Evans E, et al. De ning dosing pattern characteristics of successful tapers following methadone maintenance treatment: results from a 

population-based retrospective cohort study. Addiction. 2012;107(9):1621– 1629.
3. Smyth et al. Lapse and relapse following inpatient treatment of opiate dependence.  Ir Med J.  2010 Jun;103(6):176-9. 



Supporting the Frontal Lobe

• Cognitive Behavioral therapy
• Motivational Interviewing
• Coping Skills
• Social Supports (housing, 

income)
• Safe Environment

• Spiritual support
• 12 step programs
• SMART meetings



Methamphetamines



Emerging Trends

• Evidence of dramatically rising rates of use
• several Canadian jurisdictions report a 3-fold increase in people seeking 

treatment/harm reduction services for meth use over past 5 years
• 590% increase in meth possession incidences from 2010 to 2017

• 800% increase in AB hospital admissions due to methamphetamine 
use 2010-2015 (AHS data, 2019)

• Disproportionately problematic in Western provinces

Canadian Centre on Substance Use and Addiction. Methamphetamine (Canadian Drug Summary). November 2019. Web access: 
https://www.ccsa.ca/sites/default/files/2019-04/CCSA-Canadian-Drug-Summary-Methamphetamine-2018-en.pdf



Reasons for Rising Use
• Many individuals experiencing homelessness rely on the physiological 

effects of methamphetamine use, such as alertness, reduced sensitivity 
to cold and suppressed appetite, to cope with conditions on the street 
• Bungay, et al., 2006; Werb, Kerr, Zhang, Montaner, & Wood, 2010

• Easy access to the drug, as methamphetamine is often cheaper and 
easier to obtain than other drugs in Canada
• Brands, et al., 2012; Wood, et al., 2008; Centre for Addiction and Mental Health, 

2019

• Stigma deters many people who use methamphetamine from seeking 
support
• Bungay, et al., 2006; Canadian Centre on Substance Use and Addiction, 2019



Acute Treatment

• Treat based on symptoms

• Common acute presentations:
• Acute Psychosis → atypical antipsychotics (e.g. olanzapine, risperidone)
• Agitated Delirium → benzodiazepines, atypical antipsychotics, ketamine
• Hypertension → antihypertensives
• Seizures → benzodiazepines
• Hyperthermia → cooling protocols



Withdrawal Management

• Usual onset of withdrawal within 24h, typically resolves <1 week
• Rarely requires hospitalization
• Mainstay of treatment = supportive care, symptom management
• Benzodiazepines for more severe cases
• Antipsychotics for psychosis

• consider psychiatry assessment if psychosis lasts >3 days



Long-term Treatment

• Limited evidence for pharmacologic treatment of 
Methamphetamine Use Disorder
• Emerging evidence (for buproprion, naltrexone, mirtazipine)

• Mainstay is lifestyle modifications + psychosocial supports 
(addiction counseling, CBT, motivational interviewing, housing 
supports, income support)



QUESTIONS? 
Contact: 

Monty.Ghosh@ahs.ca

Michael.Mulholland@ahs.ca

Thara.Kumar@ahs.ca

mailto:Monty.ghosh@ahs.ca
mailto:Michael.Mulholland@ahs.ca
mailto:Thara.Kumar@ahs.ca
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