
Frequently Asked questions:                                                                                              
injectAble opioid 

Agonist treAtment For                                
opioid use disorder

Do patients require continually escalating doses of hydromorphone?
In each of the randomized controlled trials, the recorded average dose was approximately half of the 
maximum daily dose. In addition, clinical experience at Crosstown Clinic indicates that once patients 
reach an adequate dose to treat withdrawal and cravings, they tend to remain stable at that dose over 
time or gradually start to reduce their dose. 

Should the public be concerned about iOAT programs causing security and public safety issues?
The findings of three randomized controlled trials investigating the impact of newly established iOAT 
clinics on crime in their communities in the Netherlands, UK, and Canada have indicated no negative 
effects on public safety and observed growing local public support. 

Why should my tax dollars go towards providing free iOAT?
Injectable opioid agonist treatment has been found effective for individuals who have not benefited 
from other treatment options for opioid use disorder. Economic evaluations have consistently 
found that the effective treatment of opioid use disorder reduces costs to society due to criminal 
involvement and a range of healthcare costs.

Is this just giving people free drugs?
Injectable opioid agonist treatment should be understood as one part of a continuum of care 
for individuals with an opioid use disorder. Depending on each patient’s specific needs, this full 
complement of services, provided either on-site or through referral, may include supportive recovery 
housing, psychosocial treatment interventions and supports, primary care services, trauma therapy, 
and specialized services for women, youth, and Indigenous peoples. By stabilizing patients and 
providing a point of regular contact with healthcare services, iOAT clinics facilitate the establishment 
of necessary therapeutic relationships and routines. 

Will people accept hydromorphone or will they refuse anything but prescription heroin 
(diacetylmorphine)?
Hydromorphone has been shown to be as effective as diacetylmorphine (prescription heroin) in 
the treatment of opioid use disorder.  During the SALOME trial, patients were randomly assigned to 
either diacetylmorphine or hydromorphone in a blinded fashion; participants did not know which 
medication they were receiving, nor could they, after six months of treatment, guess better than 
chance which treatment they were receiving. Retention remained above 75% at 6 months.   At the 
six-month assessment, participants were asked, “if only injectable hydromorphone was available, in 
addition to what is available in the community, would you start this treatment?” 82.2% responded 
yes, 5.4% no, and 8.9% unsure. 

Why do we need this? Can’t people just take methadone or buprenorphine/naloxone?
Injectable opioid agonist treatment is indicated for those individuals who have not benefited from 
oral opioid agonist treatment (i.e., methadone, buprenorphine/naloxone, and/or slow-release 
oral morphine). For patients who are not able to stop or reduce use of non-medical opioids with 
methadone or other oral options injectable opioid agonist treatment offers an evidence-based 
alternative.



Is the goal to transition people off hydromorphone as quickly as possible?
This document recommends that treatment intensity be continually matched with individual 
patient needs and circumstances.  When appropriate, patients will be transitioned to less-intensive 
treatments. Ensuring appropriate movement along the continuum of care requires routine discussion 
of treatment progress and goals with patients and their families (when appropriate) whereby the 
possibility of transition to less intensive treatment modalities can be assessed.

Was oral hydromorphone studied as well as injectable hydromorphone?
Yes. SALOME was initially planned to have a second phase, a non-inferiority study of oral medication 
versus continuation of injectable medication (i.e., switching from the injectable to the oral form of 
the medication compared to continuation of injectable treatment). Due to the unblinded nature of 
this phase of the study, clinical observations were able to be made in patients who transitioned from 
injectable to oral medications, including significantly lower retention rates, significantly higher rates 
of missed treatment sessions, and clinical deterioration of participants who had been stabilized 
on and benefiting from injectable treatment, that strongly suggested that non-inferiority of the oral 
medication would not be demonstrated. Based on these observations and a review of Phase II data, 
the Data and Safety Monitoring Board recommended that the second phase of SALOME be stopped 
due to the low probability of a finding of non-inferiority. 

Aren’t you just substituting one drug for another?
Individuals with opioid use disorder are physically dependent on opioids and will experience 
painful withdrawal symptoms (e.g., fevers and chills, diarrhea, and other flu-like symptoms) without 
some form of opioid. Opioid agonist treatment, whether oral or injectable, is designed to prevent 
withdrawal symptoms and manage cravings in addition to replacing ongoing injection use of non-
medical drugs that may be adulterated with safe, pharmaceutical-grade opioid agonists in safe and 
hygienic environments, thereby reducing the potential harms of IV drug use. This allows people to 
re-engage with the health care system and society rather than resort to drug-seeking and criminal 
behaviour to avoid withdrawal symptoms.

If someone has experienced multiple overdoses are they a candidate for iOAT?
The considerations for eligibility in this guidance document were developed with flexibility to 
ensure that individual circumstances and clinical judgment inform the decision to prescribe iOAT 
to individuals with opioid use disorder when deemed appropriate by the care team. History of non-
fatal overdose may be helpful for informing physician discretion, but should not be understood as an 
eligibility requirement, as such a requirement could unintentionally promote high-risk behaviour. 

Is iOAT only for people who have tried oral OAT and not benefited?
In most countries where iOAT is prescribed, it is considered a second-line treatment for people 
with severe opioid use disorder who have not benefited from oral OAT (buprenorphine/naloxone or 
methadone), due to a higher risk of side effects and higher intensity of treatment. Additionally, most 
of the research on iOAT has been done with people who have tried but not benefited from oral OAT 
in the past. However, one study that compared diacetylmorphine to methadone included a small 
proportion of people who had not tried oral OAT, but had tried other non-pharmacological treatment 
in the past. This study found that diacetylmorphine was effective regardless of past oral OAT 
experience. However, more controlled trials are needed in order to reach a strong conclusion and a 
clear consensus on prescribing iOAT for those who have not received oral OAT before.

Is injectable naltrexone an option for severe and/or treatment-refractory opioid use disorder? 
Should it be tried before hydromorphone or diacetylmorphine?
Naltrexone is a different type of medication used for the treatment of opioid use disorder. Unlike 
opioid agonist treatments (e.g. hydromorphone, methadone), naltrexone is an opioid antagonist, 



meaning that it fully blocks the effect of opioids, but may not reduce cravings. Currently, only oral 
naltrexone is available in Canada and may be used to prevent relapse to opioid use, although 
studies show poor adherence to this medication. The efficacy of injectable naltrexone in those 
with severe and/or treatment-refractory opioid use disorder is unknown. If a patient requests 
injectable naltrexone, the physician should assess the suitability of this treatment on a patient-by-
patient basis. This treatment should not be required before iOAT is considered. Please refer to the 
BCCSU’s A Guideline for the Clinical Management of Opioid Use Disorder for more information on 
injectable naltrexone.

Is injection depot buprenorphine an option for severe and/or treatment-refractory opioid use 
disorder? Should it be tried before hydromorphone or diacetylmorphine?
Injection depot buprenorphine is only available in Canada through the Special Access Programme. 
The efficacy of injection depot buprenorphine for those with severe and/or treatment-refractory 
opioid use disorder is unknown. If a patient requests injectable depot buprenorphine, the physician 
should assess the suitability of this treatment on a patient-by-patient basis. This treatment should 
not be required before iOAT is considered.

What happens to patients on the program who are continuing to use fentanyl and other opioids 
on a regular basis?
Continued use of illegal and/or non-medical opioids while on iOAT should be considered an 
indication to assess the patient and consider intensifying treatment. Intensification of treatment 
may include adding an evening dose of slow-release oral morphine or methadone, increasing 
an existing evening dose of slow-release oral morphine or methadone, increasing the dose 
of injectable medication, transferring to a more intensive model of care (for example, moving 
from a community health clinic to a comprehensive and dedicated iOAT model), or increasing 
psychosocial treatment interventions and/or supports.
If a patient is found to be intoxicated during the pre-assessment, their dose should be postponed 
or withheld. Repeated findings of intoxication in the pre-assessment should be treated as an 
indication to assess the patient and consider intensification of treatment, as outlined above.

What if patients want to attend for hydromorphone doses more often than three times per day?
Clinical experience has shown that patients do not generally want to attend more than three times 
per day. Attending multiple times per day is a substantial time commitment that can be disruptive 
to other life activities. Additionally, once patients are stabilized, they tend to attend less frequently, 
working with their prescriber to decrease the number of injections per day. 
In the rare case that a patient wants to attend more frequently the prescriber can work with the 
patient to optimize their oral OAT dose to prevent cravings and withdrawal symptoms between 
visits.

If hydromorphone and prescription heroin are provided by the government, does that mean all 
drugs will be made available by the government?
Hydromorphone and diacetylmorphine are evidence-based treatments generally considered for 
patients with severe and/or refractory opioid use disorder who have not benefited from oral opioid 
agonist treatments. Other injectable opioids have not been empirically studied in this context and 
are not recommended for treatment of opioid use disorder at this time. Legalization or provision 
in any context other than the provision of hydromorphone and diacetylmorphine for the specific 
purpose of treating opioid use disorder is beyond the scope of this document.

Will patients who overdose on fentanyl-laced cocaine be offered iOAT?
Injectable opioid agonist treatment is indicated for patients with opioid use disorder who have 
not benefited from oral OAT. Stimulant users who do not have concurrent opioid use disorder 



would not be considered for iOAT. Due to the increasingly contaminated drug supply, there may be 
individuals who have experienced an opioid overdose who do not have opioid use disorder and the 
other indications for iOAT.

Do patients ‘get high’ from the prescribed iOAT doses?
The effectiveness of iOAT is dependent on providing enough of the treatment to eliminate the 
patient’s cravings and withdrawal symptoms, while not compromising the safety of the patient. 
This offers an opportunity to engage patients who may otherwise not be attracted to treatment. The 
stability achieved from access to iOAT allows patients and the care team to address the reasons 
behind the need for the euphoric effects of the medication. When these underlying reasons are 
addressed, patients may be prepared to move to less intense treatment options.

More information: 
www.bccsu.ca


