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Clinical Implications

� Illicit opioid use to a large extent manifests via the illicit use of prescription opioids and typically includes
polysubstance use.

� Physical and (or) mental health comorbidities are highly prevalent in illicit opioid user populations.

� Morbidity and (or) mortality risks are often associated with social marginalization.

Limitations

� Little is known about the patterns and consequences of illicit opioid use in general populations.

� Owing to the marginalized and illegal status of illicit opioid users, information is available only from
selective populations with limited potential for generalizability of data.

� The OPICAN study specifically builds largely on self-report and may be subject to bias.

Objectives: To summarize key characteristics and consequences of illicit opioid use from the literature
and to present corresponding data from a multisite sample of illicit opioid users in 5 Canadian cities
(OPICAN study).

Method: We undertook an overview of recent literature from North America, Australia, and Europe. We
obtained data from the multicity OPICAN cohort study, which consisted of an interviewer-administered
questionnaire, a standardized mental health instrument (the Composite International Diagnostic Interview
Short Form for depression), and saliva-antibody tests for infectious disease (that is, HIV and hepatitis C
virus). The baseline sample (n = 679) was collected in 2002.

Results: Illicit opioid use in Canada and elsewhere is becoming increasingly heterogeneous in terms of
opioid drugs used, with heroin playing an increasingly minor role; further, it predominantly occurs in a
context of polydrug use (for example, cocaine–crack or benzodiazepines). Large proportions of illicit
opioid users have physical and (or) mental health comorbidities, including infectious disease and (or)
depression, and therefore require integrated interventions. Finally, morbidity risks among illicit opioid
users are often predicted by social marginalization factors, for example, housing status or involvement in
crime.

Conclusions: Given the epidemiologic profile and high disease burden associated with contemporary
forms of illicit opioid use, more effective treatment approaches are urgently needed in Canada and
elsewhere. Specifically, treatment must adjust to the extensive polysubstance use realities, yet it must
also more effectively address the complex physical and (or) mental health comorbidities presented by
this high-risk population.

(Can J Psychiatry 2006;51:624–634)

Information on funding and support and author affiliations appears at the end of the article.
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Illicit opioid use has been a main element of illicit drug use in
North America and other occidental countries for more than

a century. However, while the phenomenon has typically been
associated with the narrow image of the “heroin junkie” (1),
the current reality of illicit opioid use has become much more
diverse and complex. Illicit opioid use is associated with con-
siderable risks and harms relating specifically to users’ drug
use, health, and social problems (for example, crime). Many
of these characteristics contribute to the substantive disease,
as well as to the social cost, burden of illicit opioid use, mak-
ing it an important public health problem and underscoring
the need for effective interventions (2,3). This paper’s objec-
tives are twofold: we selectively present key characteristics
and consequences of illicit opioid use, drawing on data from
Canada, Australia, Europe, and the United States; and we
present corresponding data from a multisite sample of illicit
opioid users in 5 Canadian cities (the OPICAN study).
Finally, we discuss implications for policy and practice.

Overview

Epidemiology

The extent of illicit opioid use is typically expressed by esti-

mates of illicit opioid user populations on a country basis. For

example, in Canada, it is estimated that there are between

90 000 and 125 000 IDUs, most of whom are believed to use

illicit opioids (4,5). The Office of National Drug Control Pol-

icy estimates that there are between 750 000 and 1 million her-

oin users in the United States (6). In Australia, the number of

dependent heroin users (aged 15 to 54 years) has been esti-

mated to be about 75 000, a figure that has reportedly doubled

since the mid-1980s (7). Current estimates from the European

Union suggest there are between 1.2 and 2.1 million illicit

drug users and between 850 000 and 1.3 million IDUs, indica-

tors that principally reflect opioid use (8).

In recent years, research has suggested that illicit opioid use in

known problem populations is by far not limited to heroin but,

rather, increasingly includes a large and diverse amount of

legally available—and illegally diverted—prescription

opioids, including hydromorphone (Dilaudid), oxycodone

(Oxycontin), codeine (Codeine), meperidine (Demerol), mor-

phine (MS-Contin), and hydrocodone (Vicodin). In some

populations, heroin is even completely absent from illicit

opioid user profiles. For example, in a recent study of regular

opioid users in Toronto, Ontario, who were neither in treat-

ment nor actively seeking treatment, 73% indicated the use of

nonheroin opioids in the past 30 days (9). A study of illicit

opioid–dependent individuals attending a large Toronto

MMT program reported that oxycodone (46.6%), codeine

(45.5%), morphine (21.3%), and hydromorphone (17.4%)

were the most prevalently used prescription opioid drugs. A

sizeable proportion of the sampled individuals were exclu-

sively dependent on prescription opioids and had never used

heroin in their lives; many attributed their ongoing opioid use

to a habit that was initiated through treatment received for

pain (10).

While the expanding role of prescription opioids in these

known problem populations is increasingly recognized, the

focus on them may only reveal a limited view of the overall

picture. In North America, staggering prevalence rates of pre-

scription opioid misuse have been recently reported for gen-

eral populations, which in terms of their epidemiologic

significance far outweigh rates for street user populations. For

example, 4.7% of the US household population over the age

of 12 years (that is, 11.0 million people) abused an opioid

medication in 2002. The annual incidence of opioid analgesic

abuse in the United States increased to about 2.4 million initi-

ates in 2001, a fourfold increase from 1990 (11–13). This

recent annual opioid abuse incidence is more than double the

size of the United States’ total estimated heroin user popula-

tion. The massive increases in prescription opioid abuse have

cooccurred with substantive increases in prescription opioid

mentions in emergency department admissions and in deaths

investigated by coroners in the United States (11). Compara-

ble systematic prescription opioid abuse data for Canada are

missing (14). For example, no items on prescription drug

abuse were included in the recent Canadian Addiction Sur-

vey (15), although recent anecdotal evidence points to similar

spikes in prescription opioid misuse. Major upsurges in

Oxycontin abuse have been reported in Eastern Canada,

including in St John’s, Newfoundland, where the number of

users is growing, particularly among adolescents (16). In both

general and marginalized populations, the massive increases

in prescription opioid use must certainly be understood in the

context of substantially increased availability and supply in

recent years. Generous opioid prescription practices in the

medical system, and also their ready availability via the

Illicit Opioid Use and Its Key Characteristics: A Select Overview and Evidence From a Canadian Multisite Cohort of Illicit Opioid Users (OPICAN)

Can J Psychiatry, Vol 51, No 10, September 2006 � 625

Abbreviations used in this article

CIDI-SF Composite International Diagnostic Interview

Short Form

HCV hepatitis C virus

IDU injection-drug user

MMT methadone maintenance treatment



Internet, have facilitated a drug-rich environment in North

America that allows easy misuse and diversion to illicit mar-

kets (11,14). According to International Narcotics Control

Board data (17), the United States is by far the world’s largest

consumer of prescription opioids on a per capita basis (25 993

defined daily doses of opioid per million population in the

period 2001 to 2003). Canada ranks as the fifth highest con-

sumer overall (10 209 defined daily doses) and even heads the

list for specific opioids (for example, hydromorphone) (17).

Combined, the United States and Canada consume more than

one-half (56.2%) of the world’s morphine, most of which is

used for the manufacturing of other opioid prescription drug

products (17). Clearly, an analysis of the characteristics and

consequences of illicit opioid use that does not consider the

extensive nonmarginalized user populations has limited util-

ity, and a comprehensive analysis must be undertaken in the

future. Currently, few data or, in the case of Canada, no data

exist beyond prevalence or incidence descriptions; hence, in

this paper, we limit the discussion to an overview focusing on

marginalized and high-risk illicit opioid user populations.

Nonopioid Use

Marginalized opioid user populations typically do not restrict

their drug use to opioids, yet they are increasingly character-

ized by so-called “polydrug use” profiles. Such polydrug use

typically involves cocaine, benzodiazepines, and alcohol as

key components. In the Toronto study conducted with regular

opiate users not in treatment, 70% had used alcohol, 64% had

used cannabis, 61% had used benzodiazepines, and 58% had

used cocaine (9). Among heroin users in Australia (n = 222),

65% received a lifetime diagnosis of alcohol dependence,

23% of benzodiazepine dependence, and 9% of cocaine

dependence (18).

One specific form of polydrug use is the combination of

opioids and cocaine, typically referred to as “speedballing,”

where the 2 substances are mixed and administered by injec-

tion. This has been the preferred drug use activity in certain

urban IDU populations, for example, among IDUs in Vancou-

ver (19). Although the combined pharmacologic properties

and effects of heroin and cocaine are experienced as desirable

by the user (20), the short effect curve of cocaine typically

leads to high injection frequency, or even injection binges,

and consequently, a dramatically increased risk for disease

transmission (due to needle-sharing) or overdose (21–23).

Further, polydrug use patterns involving the use of opioids

combined with stimulants (such as cocaine, benzodiazepines,

or alcohol) have problematic health consequences, since they

substantially elevate the risk for (fatal or nonfatal) overdose.

In most fatal overdose cases involving illicit opioid use, at

least one of these nonopioid stimulants was also

present (24–27).

However, not only drug use profiles but also the modes of

drug administration have become more heterogeneous among

illicit opioid users. Data from several jurisdictions, including

several European countries—for example, The Netherlands

and Spain—as well as from Australia and the United States,

suggest that noninjection practices are increasingly prevalent

or may even be the dominant route of drug administra-

tion (28–32). Although opioids may be “snorted” (that is,

administered intranasally) in some cases, they may also be

swallowed or smoked, or their fumes may be inhaled (“chas-

ing the dragon”) (33). Overall, noninjectors are exposed to

fewer health risks and harms, compared with injectors. For

example, being a noninjector has been shown to indicate

lower levels and shorter duration of drug dependency (34),

lower prevalence of and fewer risks for transmission of

blood-borne infectious disease (that is, HIV and

HCV) (35–37), and less exposure to overdose risks (38).

However, the oral use of opioids, that is, by way of smoke

inhalation, can produce its own distinct health problems, such

as pulmonary dysfunct ion, as thma, or

leukoencephalopathy (39,40). Evidence from several studies

indicates that many opioid users begin with noninjection and

eventually switch to injection routes, motivated either by eco-

nomic (for example, seeking more “efficient” modes of use)

or by social network dynamics (32,33,41). At the same time,

opioid injectors may shift to noninjection forms in search of

less risky forms of drug use or as a step in maturing out of their

use habits altogether (42). Given the substantially increased

levels of risks and harms associated with injection forms of

opioid use, both ends of the transition trajectory have enor-

mously important implications for prevention, yet they are lit-

tle understood or used in interventions (43–45).

Health Characteristics

Illicit opioid users have a range of distinct mortality and mor-

bidity characteristics, the latter category consisting of both

physical and mental health dimensions. First, compared with

the general population, mortality rates are substantially ele-

vated among illicit opioid users. Mortality is caused primarily

by fatal drug overdose and, to a limited extent, by the fatal

consequences of infectious disease (for example, HIV and

HCV). Mortality rates among illicit opioid users average 1%

to 3% yearly, and several studies suggest that 20% to 30% of

regular opioid users have experienced at least one nonfatal

overdose incident in the past year (26,46,47). Various
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predictors of fatal and nonfatal overdose risks have been iden-

tified, including drug injection, polysubstance use (including

cocaine or benzodiazepines), housing status, or drug use

shortly after terminating treatment or release from

prison (24,48–50).

I l l ic i t opioid users—especial ly past or present

injectors—show highly elevated prevalence levels of

blood-borne infectious disease, specifically HIV and HCV;

however, these rates also vary considerably from population

to population. The HIV prevalence levels in Canadian IDU

populations range from 10% to 35%, whereas HCV infection

levels range from 40% to 90% (51,52). In Canada, illicit

opioid and other drug users account for about 75% of new

HCV infections and 30% of new HIV infections (53,54).

Studies on younger and (or) noninjector populations from

other jurisdictions have shown rates of HCV infection as low

as 38%, illustrating that infectious disease prevalence

depends on risk exposure, including age or length of drug

career, particular use habits (for example sharing), and the

nature of social networks (55,56).

On the mental health side, substantially elevated rates of psy-

chiatric disorders are prevalent in illicit opioid users, defining

high levels of comorbidity in this population. Systematic

reviews suggest that the prevalence of psychiatric disorders

among illicit opioid users ranges from 40% to 80%, with

mood disorders—primarily depression—being the most

prevalent (57–59). Other studies have also found evidence of

elevated levels for other mental health disorders among illicit

opioid users, including antisocial personality disorder and

posttraumatic stress disorder (60). While there is conflicting

evidence regarding the association of sex and comorbidity

among opioid users, antisocial personality disorder in particu-

lar has been found predominantly among male users (61).

One important implication of the presence and role of psychi-

atric comorbidity is that a substantial extent of illicit opioid

use may need to be understood as a consequence of inade-

quately diagnosed or treated mental health problems—in

many cases a form of depression or emotional pain from

which substance users seek relief through psychoactive sub-

stance use (62,63). These are the main premises of the

self-medication hypothesis (64), which suggests a primary

and causal link between opioid use and mood disorders. Rele-

vant for interventions, there is also evidence that opioid users

experiencing severe mental health problems are less respon-

sive to substance use treatment and more likely to engage in

high-risk behaviours related to their drug use. For example,

recent studies demonstrated that users who present depressive

symptoms are more likely to continue using drugs during and

after treatment (65) and are more likely to inject, share injec-

tion equipment, or engage in polysubstance use (66). Despite

the high prevalence of psychiatric comorbidity among illicit

opioid users, interventions comprehensively addressing

comorbidity are highly limited and in dire need of

improvement (67,68).

Socioeconomic Characteristics

Many street-involved illicit opioid users are characterized by

one or more of the following socioeconomic characteristics:

social marginalization (for example, inadequate housing),

illegal income generation, and exposure to the criminal justice

system (for example, involvement in crime or incarceration).

Generally, large proportions of regular illicit opioid users are

not stably housed or are homeless. About one-half of the

Toronto sample of illicit opioid users fell into one of these cat-

egories (9). A recent study in Ottawa revealed that homeless

IDUs who had injected drugs in the previous 6 months were

almost 7 times more likely to inject in public places (odds ratio

6.6); they were often characterized by high-risk injecting

behaviour and unsterile injection equipment (69). Frequent

opioid users typically require considerable sums to finance

their drug use habits and do not have sufficient employment

income; consequently, many resort to alternative income

sources, which usually comprise either some form of social

benefit (for example, welfare, disability, or unemployment

support payments) or involve an illegal activity—or combina-

tions thereof (70). Crimes committed by illicit opioid users to

generate income typically consist of small-scale drug dealing

and (or) property offenses and, to a lesser degree, sex-work

activities, which are more common among female

users (70–72). An Australian study reported that 72% of illicit

opioid users (n = 307) had been convicted of a minor theft

offense, 74% had been convicted of drug possession, and 43%

had been convicted of a violent offense (73). In the Toronto

sample of opiate users (n = 114), close to one-half (47%) had

committed a property offense in the last 30 days, with the larg-

est number reporting shoplifting or minor theft (36%);

two-thirds of the sample (68%) were involved in the sale or

dealing of drugs (70). Comparative systems analysis has

shown that the degree to which illicit opioid users are involved

in criminal activities may depend on the extent to which social

benefits programs are available and suffice to cover their drug

expenditures (9,74). Another observed correlation is the

increase in criminal activity with more severe drug depend-

ence or more frequent drug use (75,76). Given the extent of

criminal involvement among this population, many illicit

opioid users indicate past or current involvement with the
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criminal justice system. Specifically, large proportions of

street-involved illicit opioid users have been arrested,

charged, convicted, or have a history of incarceration (9).

The above-mentioned socioeconomic characteristics are

important for the broader consequences of illicit opioid use in

2 ways. First, the evidence underscores the critical linkage of

social characteristics and morbidity or mortality outcomes

among high-risk drug users. For example, homelessness or

incarceration status have been found to predict both infectious

disease transmission and overdose occurrence in illicit opioid

and other drug users (50,69,77,78). Second, from a social cost

perspective, the economic costs of crime (that is, victimiza-

tion) and criminal justice expenditures (that is, policing,

courts, and corrections) comprise most (about 80%) of the

social cost burden imposed on society by illicit opioid

use (79,80). Consequently, programs and policies with an

interest in reducing this societal burden ought to support inter-

ventions that effectively lower activities and harms related to

illicit opioid use in these areas.

Treatment

In Canada and other Western countries, opioid maintenance

treatment has for several decades been the main treatment

response for illicit opioid dependence (8,82). Although this

has largely been limited to MMT, increased diversification of

opioid maintenance treatment has been witnessed since the

early 1990s and includes alternative maintenance modalities

such as buprenorphine, morphine, and even injectable her-

oin (28,83). In Canada, MMT was heavily restricted owing to

pressures from law enforcement and medical sectors in the

1970s; only a fundamental liberalization of treatment controls

rendered it once again more broadly accessible in the mid

1990s (82). In British Columbia, Ontario, and Quebec, the

number of patients enrolled in MMT subsequently increased

about fivefold. Further, several provinces (Alberta, New

Brunswick, and Nova Scotia) initiated MMT programming in

the past 10 years (84,85). Altogether, it is estimated that

around 25 000 to 30 000 individuals (or 20% to 30% of the

estimated illicit opioid user population) receive MMT at any

given time in Canada, resulting in a user–treatment ratio that

is, however, still lower than the ratio in countries with the

most advanced treatment systems (28,85). Recent concerns

relate to the quality of treatment in MMT and focus on high

patient numbers as well as on the possible role of methadone

in the increasing numbers of drug overdoses in Ontario (86).

Although the much-expanded availability of MMT across

Canada represents major progress for treatment, the

population-wide utility of MMT as the sole treatment option is

limited. Studies from various countries indicate that a large

proportion—estimates range from 30% to 70%—of MMT

patients stop treatment within the first 12 to 24

months (87,88). In Ontario, between 1996 and 2001, it was

observed that a substantial proportion of MMT patients either

remained in treatment for only a short period of time or

reported multiple intermittent treatment episodes (89). Hence,

MMT often functions as a revolving door, with patients fre-

quently moving in and out of treatment (89–91). Various stud-

ies have illuminated patients’ subjective experiences and

discontent with MMT. Key issues include the pharmacologic

properties and physical–emotional side effects of methadone,

the absence of injecting, dosing, and (or) take-home restric-

tions, and the overall treatment requirements (92–94). Despite

highly prevalent polydrug use among illicit opioid users,

MMT does not offer therapeutic value for nonopioid drug

dependence; nevertheless, MMT patients are typically

expected to reduce or quit their use of these substances. That

said, various studies have documented that many MMT

patients increase their cocaine or crack use in an attempt to

countervail methadone’s undesirable side effects, resulting in

questionable overall treatment benefits or leading to treatment

penalties up to the extreme of expulsion (88,95,96).

As of 2005, buprenorphine has been licensed in Canada for

use in opioid maintenance treatment (97), which will provide

for some possible treatment diversification (98,99), although

doubts have been raised about its additional treatment bene-

fits. Systematic reviews indicate that the overall effectiveness

of both high and low dosages of buprenorphine is less than

that of methadone, particularly when treatment retention is a

main outcome (100,101). Further, buprenorphine has been

shown to be less or, at best, equally cost-effective when com-

pared with methadone (102,103). The existing divergent

interpretations regarding the relative merit of buprenorphine

treatment (104) also illustrate that, apart from therapeutic

interests, this discussion is also heavily influenced by eco-

nomic and corporate interests or by the dynamics of an

“opioid-treatment industry.”

In 2005, a randomized clinical trial was initiated to compare

the effectiveness of injection-heroin prescription with MMT

among injecting, opioid-dependent, treatment-refractory

users in Vancouver and Montreal (the North American Opiate

Medication Initiative, 105). The results of this study, expected

in 2007, may offer the empirical grounds to consider further

diversification of the opioid-treatment landscape in Canada

by heroin maintenance, as has occurred in other

countries (106,107).
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Illicit Opioids in Canada: The OPICAN Study

A multisite cohort study to assess the social, health, and drug

use characteristics of illicit opioid and other drug users not

currently in treatment (the OPICAN study) was initiated in

2002 in the cities of Vancouver, Edmonton, Toronto, Mon-

treal, and Quebec (108). The study administered an identical

research protocol at each site, comprising an interviewer-

administered questionnaire on socioeconomic, health, and

drug use indicators; a standardized mental health instrument

(the CIDI-SF for depression); saliva-antibody tests for infec-

tious disease (that is, HIV and HCV); and selected other

assessment tools. Eligibility criteria included regular illicit

opioid use in the past year, not being in addiction treatment in

the past 6 months, and being aged 18 years or older. Recruit-

ment was based on community-based snowball methods, that

is, study recruitment posters and handouts in the community.

Participants were screened by telephone for eligibility and

then invited for an anonymous and confidential personal

interview. Participants provided informed consent, com-

pleted a saliva confirmation test for illicit opioid use, were

paid a participation fee, and were invited for follow-up assess-

ments. Baseline data reported in this article were collected in

2002 and analyzed centrally. The overall baseline analysis

sample comprised 679 subjects; specific analyses were based

on reduced samples as specified in the reference studies.

Below, we present a select synopsis of results of the OPICAN

study (baseline). The synopsis is based on data reported by

Fischer and colleagues (108) unless otherwise indicated by

way of the corresponding references.

Overview of Data and Results

Drug Use

Most study participants currently used various illicit opioids,

yet they also used a range of illicit nonopioid substances. Her-

oin use was highly prevalent in the larger cities of Vancouver

(91%) and Montreal (90%), and to a lesser extent in Toronto

(53%), whereas participants in the smaller cities of Edmonton

(28%) and Quebec (37%) were largely characterized by use of

illicit prescription opioids (for example, hydromorphone,

Demerol, or Tylenol 3 or 4). Highly prevalent other drug use

included alcohol, cannabis, and benzodiazepines, as well as

cocaine and crack, although for the latter, again, substantial

local differences emerged. For example, cocaine use was most

prevalent in the Montreal (69%) and Quebec (79%) samples,

whereas crack use was most prevalent in Vancouver (87%),

Edmonton (67%), and Toronto (62%). Consistently, most

participants in each site reported the combined use of opioid

and nonopioid drugs (for example, speedballs). Each site was

home to minorities of participants who were not currently

using drugs by injection (this minority was largest in Toronto,

at 35%); as well, a minority of the cohort (26%) had shared

injection equipment in the past month. Several in-depth analy-

ses revealed further interesting dynamics related to drug use

within the study cohort. First, a latent class analysis suggested

that OPICAN cohort participants could be divided into 3 dis-

tinctly different drug-user groups characterized primarily by

heroin and cocaine injection use, other opioid and

benzodiazpenine use, and noninjected other opioid and crack

use (109). Second, a specific examination of those who also

used crack, compared with those who did not also use crack,

revealed that the former were significantly more likely to be

characterized by key indicators of social and health risks or

harms, including unstable housing, criminal activity, health

problems, and injection risks (110). Finally, a more detailed

examination of the current noninjectors in the cohort revealed

that most had an injection history and were older, suggesting

that they had matured out of drug use by injection (43).

Health Status, Risks, and Care

The OPICAN sample overall displayed considerably compro-

mised physical health status. About one-half of respondents

reported their health status to be fair or poor, and 7 of 10 par-

ticipants reported at least one serious health problem (most

prevalently, hepatitis and “pain”). HIV prevalence ranged

from 11.8% (Quebec) to 20.3% (Vancouver); HCV preva-

lence ranged from 35.3% (Montreal) to 66.3% (Vancouver).

About 1 in 5 participants reported that they had experienced at

least a single (nonfatal) overdose incident in the 6 months

prior to assessment, representing an additional health risk

indicator. Further in-depth analysis of these overdose inci-

dents revealed that they were predicted by various factors,

including unstable housing, noninjection use of

hydromorphone (a proxy of benzodiazepine use), and expo-

sure to drug treatment in the past 6 months (111). A systematic

comparison of the HCV-positive and HCV-negative cases in

the sample demonstrated that these groups differed on several

key measures, including injection history, age, opioid use

combined with other drugs, recent drug treatment, and

incarceration (112).

The sample also indicated a considerable prevalence of men-

tal health issues. About one third of the sample self-reported

that they had mental health problems; one-half indicated

major depressive disorder symptoms according to the

CIDI-SF for depression. Further in-depth analysis showed

that the prevalence of depressive symptoms was predicted by

female sex, white ethnicity, and site (non-Vancouver sites). In
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addition, depressive symptoms were associated with the

health risks of sharing injection paraphernalia, having experi-

enced an overdose in the past 6 months, and more frequent

cocaine use (113)

In terms of health or addiction care, about one-half of the sam-

ple had visited a walk-in clinic or emergency department in

the past 6 months; 7 of 10 participants had visited a needle

exchange site in that period. About one-quarter of the sample

had used some form of addiction treatment in the past year,

one-half of which included methadone treatment. Three of 10

participants had sought addiction treatment in the past year

but were unable to find or access the care they sought.

Socioeconomic Indicators

The OPICAN cohort’s average age was 35 years. Most partic-

ipants were men and described their ethnicity as white. Over

one-half of the sample lived in either transitional–unstable

housing or were homeless. Although about 7 of 10 partici-

pants received income from some form of social benefit pro-

gram (for example, welfare, disability, or social assistance),

only 1 in 5 reported income from legal work. Over one-half of

the sample had some form of illegal income; specifically, 27%

reported drug dealing, 16% reported property crime, and 21%

reported sex work or hustling activities for income genera-

tion (114). One-half of the sample had been arrested at least

once, and about 2 in 5 had been in detention in the past year. A

series of in-depth analyses suggested that illegal income-

generation activities were associated with various social and

drug use factors. For example, property crime activity in the

sample was predicted by frequency of heroin, cocaine, and

crack use; male sex; housing status (nonpermanent); and past

involvement in crime (114).

Discussion

Several key implications arise from this review. Overall, for

Canada and beyond, an epidemiologic reconceptualization of

the problem of illicit opioid use is urgently needed. As shown

above, illicit opioid use continues to occur in high-risk drug

user populations (for example, street-drug users). Neverthe-

less, this use is by far not limited to these populations and is

increasingly present in general (for example, household) pop-

ulations, although few specific data exist for Canada on the

characteristics of such use, its causes, and its conse-

quences (11,14,108). However, it is urgent to collect such data

systematically, for both prevention and intervention purposes.

In looking more closely at illicit opioid use in the better-

documented problem populations (such as street-drug users)

in Canada and elsewhere, 3 key facts become evident. First,

illicit opioid use has become diversified and heterogeneous in

terms of the kinds of opioids consumed, with potent prescrip-

tion opioids originating from the medical system playing an

increasingly prevalent role (9,12,115). Although heroin is

central in some (primarily larger urban centre) populations,

illicit opioid users almost exclusively rely on prescription

opioids in other areas. There is little clarity on what determi-

nants shape these distinct local profiles and the markets sup-

porting them, although likely both economic and ecologic

factors play a role (116). An important implication of this

observation is that illicit opioid use will only be effectively

controlled when the substantial amounts of opioids flowing

from the medical into the illicit distribution systems are effec-

tively regulated.

Further, illicit opioid use evidently does not occur in isolation

but, typically, within a complex profile of polysubstance

use—one that, for example, specifically involves the co-use

of cocaine–crack, benzodiazepines, or alcohol. Some under-

standing exists of the desirable interaction effects that lead

users to actively seek the combination of opioid and

nonopioid substances (20). However, it is also documented

that such combinations in many instances pose major addi-

tional risks for morbidity or mortality (for example, infectious

disease transmission or overdose) and, hence, make interven-

tions more urgent (5,23,117). Given the epidemiologic and

harm-outcome realities of illicit opioid use in the context of

polydrug use, it is of great concern that existing therapeutic

interventions—currently limited largely to MMT—offer few,

if any, benefits for nonopioid use and, in many instances,

either exacerbate nonopioid drug use or lead to treatment

complications (88,95). With these realities in mind, the use-

fulness of new treatments urgently needs to be investigated

and treatments that have proven to be beneficial applied. Spe-

cifically, the existing international evidence for

buprenorphine maintenance as a new opioid maintenance

agent introduced for Canada suggests that it has little addi-

tional value when compared with MMT. The benefits of med-

ical heroin prescription are currently being investigated.

The health of illict opioid users is typically severely compro-

mised, and the dynamics of comorbidities, both in the mental

and in the physical health realm, are complex and a major

challenge for interventions. As shown by the OPICAN study

and other data, depressive symptoms and other mental health

problems are disproportionately prevalent among illicit

opioid users (58,113). Importantly, the cause-and-effect chain

between these symptom areas may point in both directions,

meaning that illicit opioid use may lead to mental health prob-

lems but also that mental health problems may lead to illicit
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opioid use (for example, via self-medication) (64,67). These

circumstances underscore the need for extensive interven-

tions tackling addiction and mental health comorbidities

among illicit opioid users—an area that is presently highly

underdeveloped and underresourced. The dynamics of

comorbidity extend even further, however. As shown by the

OPICAN data, opioid users with depressive symptoms indi-

cate higher levels of injection risk behaviour (specifically,

equipment sharing) and, hence, infectious disease transmis-

sion (113). The complex comorbidity dynamics and need for

tailored interventions can be illustrated from a different view-

point. Of 4 new HCV cases in Canada, 3 are related to illicit

drug use (52,53). Hence, providing treatment for

HCV-infected illicit-drug users is essential from both a public

health and a clinical perspective. Although longstanding ideo-

logical and clinical concerns about including drug users in

HCV treatment have gradually been addressed (118), a key

remaining issue is that depression is a major side effect of

HCV pharmacotherapy—which, in the case of illicit opioid

users, may initiate a vicious cycle: the onset or amplification

of depression can lead to increased drug use, which in turn can

lead to possible repeated exposure to HCV, rendering treat-

ment efforts potentially futile. That said, treatment studies

have indicated that such dynamics can proactively and effec-

tively be addressed, leading to successful treatment of

HCV-infected illicit drug users and low levels of subsequent

reinfection—if the issue is addressed through the close collab-

oration of interdisciplinary experts, that is, addiction, infec-

tious disease, and psychiatric specialists (119–121). In other

words, illicit opioid use and other drug use–related health

problems typically tend not to be limited to addictive symp-

toms but, rather, cross different areas of the clinical and public

health spectrum and, hence, require that specialist addiction

services be closely integrated with other forms of health care.

Finally, on a related point, various analysis outcomes of the
OPICAN data have also indicated that, rather than being lim-
ited to substance use itself, the key harms associated with
illicit opioid use across Canada are crucially associated with
determinant factors anchored in the social realm and environ-
ment. For example, our data have consistently shown that
illicit opioid users characterized by unstable housing or crimi-
nal justice sanctions (for example, arrest or detention) are
more likely to be at elevated risk for morbidity or mortality
related to opioid use (111). The role of social determinants in
predicting harm outcomes among drug-using populations has
also been demonstrated more broadly (69,121,122). A differ-
ent perspective on the interactions between individual and
social harms is that most social costs related to illicit opioid
use in Canada—estimated to be in the range of billions of
dollars—are for crime and criminal justice expenditures (79).

From this perspective, it would be shortsighted to interpret the
harmful effects of illicit opioid use in ways narrowly restricted
to the substance use at hand. These harmful effects need to be
understood as the outcomes of dynamics that are partly rooted
in the human-created social contexts and responses to the phe-
nomenon. Illicit opioid use is likely to be present in Canadian
society for some time, but the latter forces—whether in the
form of social support, integration, or legal change—are
available for conscious and intended change in the interest of
improved public health and welfare.
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Résumé : Les principales caractéristiques de l’usage des opioïdes illicites : aperçu et

données probantes choisis d’une cohorte canadienne multisite d’utilisateurs

d’opioïdes illicites (OPICAN)

Objectifs : Résumer les principales caractéristiques et conséquences de l’usage d’opioïdes illicites à
partir de la documentation et présenter les données correspondantes d’un échantillon multisite
d’utilisateurs d’opioïdes illicites de 5 villes canadiennes (étude OPICAN).

Méthode : Nous avons entrepris une revue de la documentation récente d’Amérique du Nord,
d’Australie et d’Europe. Nous avons obtenu les données de l’étude de cohorte multicité OPICAN,
qui consistait dans un questionnaire administré par un interviewer, un instrument normalisé de santé
mentale (la version abrégée de l’entrevue diagnostique composite internationale pour la dépression)
et des tests d’anticorps dans la salive de maladies infectieuses (c’est-à-dire, le VIH et le virus de
l’hépatite C). L’échantillon de départ (n = 679) a été recruté en 2002.

Résultats : L’usage d’opioïdes illicites au Canada et ailleurs devient de plus en plus hétérogène en
ce qui concerne les drogues opiacées utilisées, l’héroïne jouant un rôle de moins en moins
important. Cet usage se produit principalement dans un contexte d’utilisation de polydrogues (par
exemple, la cocaïne-crack ou les benzodiazépines). De vastes proportions d’utilisateurs d’opioïdes
illicites présentent des comorbidités de santé physique et/ou mentale, y compris des maladies
infectieuses et/ou la dépression, et par conséquent, nécessitent des interventions intégrées. Enfin, les
risques de morbidité parmi les utilisateurs d’opioïdes illicites sont souvent prédits par des facteurs
de marginalisation sociale, par exemple, le logement et la participation au crime.

Conclusions : Étant donné le profil épidémiologique et le fardeau de maladie élevé associés avec
les formes contemporaines de l’usage d’opioïdes illicites, il y a un besoin urgent d’approches de
traitement plus efficaces au Canada et ailleurs. Plus précisément, le traitement doit s’adapter aux
réalités de l’usage répandu de polysubstances, mais aussi aborder plus efficacement les
comorbidités complexes de santé physique et/ou mentale présentées par cette population à risque
élevé.
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