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president’s
	 comment

Let’s consider a patient named 
Jack—an active 26-year-old 
male who developed a depen-

dency on opioids after suffering a 
lower-back injury that caused him 
acute, then chronic, severe lower-
back pain. With there being no medi-
cally identifiable reason for his pain, 
he was treated with opioids prescribed 
by his GP, as well as ER and walk-
in clinic doctors—prescriptions that 
were renewed and refilled regularly. 
Over time Jack became dependent 
on the prescriptions, requiring them 
to function on a daily basis and suf-
fering terrible withdrawal symptoms 
without them. His increased reliance 
caused him to turn to illicit drugs—
something he was embarrassed to 
confess to his doctors even though he 
wanted help—but he feared the street 
drugs could be laced with fentanyl or 
that he could accidentally overdose 
and die.  

In the first 7 months of 2016 there 
were 433 deaths from drug overdos-
es in BC—an increase of more than 
70% from the same period in 2015, 
and enough to spark BC to be the first 
province to declare a public health 
emergency. I want to express some 
personal views on this topic—views 
that I suspect will be provocative but 
that I’m sharing in the hope that they 
encourage an open discussion.

While these deaths may seem be-
yond the reach and scope of our own 
practices, as a profession we must 
acknowledge how many of these pa-
tients have arrived in their desperate 
circumstances—not unlike Jack—
and that we are in the midst of a ma-
jor public health crisis. Accordingly, 
as opiate prescribers, we have a sig-
nificant responsibility and role to play 
in helping end this crisis.  

As a province, BC dispenses on 

The new College standards make 
BC doctors the first in Canada to be 
legally bound by strict opioid and 
narcotic prescribing practices, and 
include requirements such as talking 
frankly with patients about alterna-
tives to opioids—clearly communi-
cating that these medications aren’t 
pain killers but pain reducers and not 
stand-alone long-term solutions. This 
doesn’t mean we should shy away 
from prescribing opioids in a safe 
and appropriate manner when clini-
cally necessary. We offer great value 
to society by continuing to support 
and treat patients who are experienc-
ing acute and chronic pain-related 
conditions. But it’s time to recon-
sider the landscape surrounding how 
we prescribe these potentially highly 
addictive substances. The bottom line 
when prescribing is patient safety—
ensuring the potential risk or harm to 
patients is fully realized, discussed, 
and mitigated. 

Not all patients who are prescribed 
opioids are or will become addicts, 
but we need to screen for and listen 
to those who are indeed addicted to 
opioids; suspend any judgments we 
have that label them as drug seekers; 
and recognize that their addiction is 
a medical condition no different than 
diabetes, hypertension, or chronic 
kidney disease. We need to offer long-
term, evidence-based solutions.

We should take a collaborative 
approach to support the seamless in-
tegration of professional tools and 
resources such as PharmaNet into 
physicians’ practices, but in a way 
that isn’t cumbersome to physicians 
or staff—in a way that allows for ease 
of use and prescriber efficiency while 
ensuring patient safety.

Physicians, the Ministry of Health, 

prescription twice the amount of opi-
oids per capita compared with Que-
bec, the lowest dispensing Canadian 
province. In the late spring, on the 
heels of the declared opioid crisis, the 
College of Physicians and Surgeons 
of BC swiftly introduced its new stan-
dards, Safe Prescribing of Drugs with 
Potential for Misuse/Diversion, which 
all doctors were urgently required to 
familiarize themselves with. While 
the method and manner in which 

the College launched this initiative 
has been questioned by many within 
the profession, this is without doubt 
an urgent call for action and atten-
tion to address our provincial and 
national prescription opioid crisis and  
epidemic.

There’s a great deal physicians 
can do to support patients and the pro-
fession in this crisis. As professionals 
who have an obligation to provide 
the very best care to our patients, I 
believe there are a number of steps 
we can take now to ensure this occurs. 
Some examples include increasing 
efforts to improve and enhance iden-
tification of patients at risk for opi-
oid addiction and enacting strategies 
within our own prescribing habits for 
improved and safer prescribing prac-
tices, among others.

Opioid prescribing: The profession and the patients we serve 
and support

Accordingly,  
as opiate prescribers, 
we have a significant 
responsibility and role 
to play in helping end 

this crisis.
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native in case of penicillin allergy. 
Sexual partners exposed in the past 3 
months should be tested and treated, 
as it can take up to 3 months before 
syphilis can be diagnosed by serol-
ogy.6

For further information about 
syphilis screening or treatment, con-
tact the BCCDC public health nurse 
at 604  707-5607 or physician at 
604 707-5610.

—Christine Lukac, MPH
—Troy Grennan, MD, FRCPC 
—Muhammad Morshed, PhD

—Jason Wong, MD, CCFP, 
FRCPC

References

1.	 Bowen V, Su J, Torrone E, et al. Increase 

in incidence of congenital syphilis – Unit-

ed States, 2012-2014. MMWR Morb 

Mortal Wkly Rep 2015;64:1241-1245.

2.	 Rompalo AM, Joesoef MR, O’Donnell 

JA, et al. Clinical manifestations of early 

syphilis by HIV status and gender: Re-

sults of the syphilis and HIV study. Sex 

Transm Dis 2001;28:158-165.

3.	 Knaute DF, Graf N, Lautenschlager S, et 

al. Serological response to treatment of 

syphilis according to disease stage and 

HIV status. Clin Infect Dis 2012;55: 

1615-1622.

4.	 Fleming DT, Wasserheit JN. From epide-

miological synergy to public health policy 

and practice: The contribution of other 

sexually transmitted diseases to sexual 

transmission of HIV infection. Sex 

Transm Inf 1999;75:3-17.

5.	 Public Health Agency of Canada. Cana-

dian guidelines on sexually transmitted 

infections. Accessed 18 August 2016. 

www.phac-aspc.gc.ca/std-mts/sti-its/

cgsti-ldcits/section-5-10-eng.php.

6.	 BC Centre for Disease Control. British 

Columbia treatment guidelines – sexu-

ally transmitted infections in adoles-

cents and adults, 2014. Accessed 18 

August 2016. www.bccdc.ca/resource 

-gallery/Documents/Communicable 

-Disease-Manual/Chapter%205%20

-%20STI/CPS_BC_STI_Treatment_

Guidelines_20112014.pdf.

bccdc president’s comment

the College, other stakeholders, and 
patients all have a role to play, and as 
partners in health care, together we 
can make a difference. For doctors, 
the health and safety of our patients 
is of utmost importance. We must do 
everything in our power as a profes-
sion to help support and protect our 
patients—most of whom are often 
unknowingly vulnerable—by elimi-
nating the judicious overprescribing  
of opioids. I ask you all, please 

talk and engage openly with your 
patients about the opioid crisis we 
are facing. I also encourage you to 
let me know your thoughts on this 
topic. E-mail me at president@ 
doctorsofbc.ca, and I will share 
some of the feedback I receive on 
my President’s Blog. Let’s start the 
conversation.

—Alan Ruddiman, MBBCh, Dip 
PEMP, FRRMS

Doctors of BC President
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