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EXECUTIVE SUMMARY

Executive Summary
A Public Health Crisis
Ontario is in the midst of a public health crisis stemming
from the inappropriate prescribing, dispensing and illicit
use of opioids. Many other jurisdictions are facing this
problem as well. While opioid medications have long
been a mainstay in the safe and effective treatment of
acute and chronic pain, they are also subject to a
spectrum of misuse.
Prescription opioids are more likely to be found on the
street than heroin and have now become a drug of choice
for teens.1 In addition, the number of deaths stemming
from opioid use have increased dramatically.2 In short,
issues relating to opioids are having a devastating effect
on many communities.
Issues related to opioid use and misuse are complicated.
Health-care providers are confronted daily with an
increasing number of patients with chronic non-cancer
pain. Chronic pain is difficult to treat and there is limited
evidence as to what works. Medication is a readily
accessible treatment option for chronic pain.
While opioids have been used for many years, their use
has grown significantly since the introduction of
controlled-release formulations, where the drug is slowly
absorbed to allow continuous pain control over a full day
with one or two pills. When taken for recreational
purposes, these powerful pills produce a euphoric heroinlike ‘high.’ Although many physicians have been educated
about using these new formulations by the drug
companies who introduced them, appropriate patient
screening, education, goal-setting and monitoring has
been a challenge. As a result, these drugs are sold,
bartered, shared and stolen. Misuse can lead to addiction
and set off the downward spiral associated with this
condition. Addiction services are not able to meet the
growing demands, untreated patients continue to seek
opioids to address their addiction, and the impact on
many communities is profound.
Health-care providers, social service agencies,
communities, law enforcement and others have been
trying to deal with this public health crisis.

In May 2009, the College of Physicians and Surgeons of
Ontario (CPSO) facilitated a forum with a wide
spectrum of partners to identify issues and potential
solutions. Forum participants expressed a wish to do
more work to develop and help implement solutions.
Patients, physicians, pharmacists, dentists, nurses,
government, addiction treatment specialists, law
enforcement and others, all shared a sense of urgency to
address this problem. Four working groups were struck
with specific mandates to address opioid-related issues:
• Education
• Access to health resources
• Technology: prescription tracking
• Addressing diversion
The working groups spent eight months developing
solutions. This report summarizes and integrates the
major findings and recommendations of these four
groups. The recommendations cover a broad set of issues
and are directed to government, regulatory authorities,
academic institutions, community organizations and
others. Each working group looked at the issues from
different perspectives and, as a result, the presentation of
issues and solutions are diverse. The advantage of such an
approach is that the recommendations cover a broad
spectrum of areas.
Addressing this crisis effectively will require the
coordinated action of many. To tackle this challenge, this
report outlines 31 recommendations in the following five
themes:
• Significantly enhance the training and ongoing
education of health-care providers;
• Improve education and awareness of the public with a
particular emphasis on high-risk communities;
• Create a coordinated, accessible system for the
treatment of pain and addiction that is based on the
interprofessional model of care and includes an
expanded network of specialized and regulated pain
clinics;

1 Adlaf, E.M., Mann, R.E., Paglia-Boak, A., Rehm, J. (2009). Drug Use Among Ontario Students 1977-2009. Toronto: Centre for Addiction and Mental Health.
2 Dhalla, I. et al (2009). Opioid analgesic prescribing and mortality before and after the introduction of long-acting oxycodone in Ontario, CMAJ; 181 (12).
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• Make greater use of technology to improve outcomes
for patients and reduce diversion by:
• Taking immediate steps to make all opioid
prescription information available to all prescribers
and dispensers;
• Establishing a Drug Information System (including a
Drug Monitoring System) that allows all prescribers
and dispensers to access complete medication profiles;
and

• Empower health-care professionals, institutions and law
enforcement agencies to reduce diversion by facilitating
information-sharing and establishing a duty to report
criminal activity.
The overriding goal of this report is to improve patient
care and health outcomes by ensuring effective treatment
for patients with chronic non-cancer pain, while also
supporting solutions to help stem the diversion of
opioids.

Summary of Recommendations
Promoting Safe and Effective Opioid Use
through Education
Improve education and ongoing training for healthcare professionals.
Education of health-care providers in training about
chronic non-cancer pain and addiction should be
enhanced. One of the biggest barriers to appropriate
treatment of chronic non-cancer pain and addiction is
insufficient pain management education for physicians.
A 2007 survey of curricula from Canadian health science
faculties revealed that medical students received much less
training than occupational therapy, nursing, physical
therapy and veterinary students.3
In addition, there is too little interprofessional training in
pain management and substance use disorders, including
opioid addiction.
Primary health-care providers also require continuing
education throughout their careers to assist with decisionmaking about chronic non-cancer pain and addiction
management, including resources to help identify
potential risk factors. Currently, there is no
comprehensive system of continuing education for
health-care providers in Ontario.
RECOMMENDATION 1:
Academic institutions should improve education
for health-care professionals in training to develop
core competencies in pharmacology, pain
management and opioid addiction, and enhance
interprofessional training of health professionals.

RECOMMENDATION 2:
The Government of Ontario and academic
institutions should fund the expansion of
continuing education programs about chronic
pain and opioid use, and undertake a
comprehensive needs assessment for health
professionals in practice to fill any educational
gaps in these areas.
Implement and utilize the Canadian Guideline for
Safe and Effective Use of Opioids for Chronic NonCancer Pain.
Health-care providers, researchers and regulators have all
called for better guidance for health-care practitioners on
the use of opioids for chronic non-cancer pain. While
the release of the Canadian Guideline is an important
milestone in ensuring the appropriate use of opioids for
the treatment of chronic non-cancer pain, its ultimate
success will depend on how well it is accepted and
implemented by physicians and other health-care
professionals.
RECOMMENDATION 3:
The Canadian Guideline for Safe and Effective Use of
Opioids for Chronic Non-Cancer Pain should be
considered the authoritative reference for the
development of educational programs for healthcare providers.
RECOMMENDATION 4:
Health-care educators and regulators should
collaborate on developing competencies/
performance indicators based on the Canadian

3 Canadian Pain Society. “Pain Management 2009: Progress, Challenges, Future Directions”. Presentation to the Annual Pain Society Meeting, May 28, 2009.
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Guideline for Safe and Effective Use of Opioids for
Chronic Non-Cancer Pain for use in relevant quality
assurance activities, as well as appropriate
resources to assist clinicians with self-evaluation.
Improve education and awareness of the public
with a particular emphasis on high-risk
communities.
Patient safety can be significantly improved through
enhanced education of patients and the general public
about chronic pain and the use of opioids.
RECOMMENDATION 5:
The Government of Ontario should spearhead a
campaign involving key stakeholders to address
public education priorities regarding the safe use
of opioids.
A significant number of high school students are using
opioids or at least one prescription drug without a
doctor’s prescription.4 This is troubling, and calls for
youth prevention strategies to target this key age group
with appropriate messaging and tools.
Although the current education curriculum does address
substance use and abuse to some extent, there is a need to
sharpen the focus on understanding the effects of all
kinds of drugs – prescription drugs, non-prescription
drugs, illicit drugs, tobacco and alcohol – and the
consequences of their use. The curriculum should be
reviewed to ensure that it is up-to-date and the section on
opioids should be enhanced to reflect the growing misuse
of these drugs by teenagers.
RECOMMENDATION 6:
The Government of Ontario should incorporate
evidence-based information about opioid use and
misuse in the school curriculum.
RECOMMENDATION 7:
The Government of Ontario should provide
support for youth opioid education awareness
initiatives.
There is a general perception that because opioid drugs
are prescribed by doctors and dispensed by pharmacies,
their misuse is somehow not as damaging as illicit street
drugs. Policing services have reported that as a result of
this misperception, the judiciary provides comparatively
lighter sentences for offences related to double-doctoring
and/or trafficking of prescribed opioids than street drugs.
Educating prosecutors and judges would be useful to

convey the seriousness of the harm that the misuse of
opioid drugs cause in our communities.
RECOMMENDATION 8:
The Government of Ontario and the Office of the
Chief Coroner should develop an educational
program for the Judiciary and Crown Attorneys on
opioids – the appropriate use of opioids, the
dangers of opioids as prescription drugs, and the
impact on Ontario communities.
The misuse of opioids in Ontario’s First Nations
communities is a significant and growing problem. The
recommendations in this report have been developed
with the broader Ontario population in mind and may
not represent an adequate response to the unique
challenges faced by First Nations communities. While
this report does not outline specific measures that could
be undertaken by the governments of Ontario and
Canada to address opioid misuse in First Nations
communities, it recognizes that collaboration with First
Nations communities is essential for any educational
strategies or programs to be successful.
RECOMMENDATION 9:
The Governments of Ontario and Canada should
work in collaboration with First Nations
communities and other relevant agencies and
groups to examine opioid use and abuse among
First Nations and develop relevant educational
programs for these communities.

Ensuring Access to Health Resources
Create a coordinated system.
Access to resources for patients with chronic non-cancer
pain and addiction are inadequate and inconsistent across
the province. In addition, patient services are often not
well coordinated. These shortcomings seriously
undermine the quality of patient care.
Access to health resources depends largely on patients’
and health-care providers’ ability to navigate a seamless
and integrated health system. An integrated system is
one in which family physicians are closely linked to other
primary care providers, as well as to specialty care
physicians, particularly those working in specialized pain
clinics. The ideal system would enable patients to access
the most appropriate care from the most appropriate
provider, easily and locally.

4 Adlaf, E.M., Mann, R.E., Paglia-Boak, A., Rehm, J. (2009). Drug Use Among Ontario Students 1977-2009. Toronto: Centre for Addiction and Mental Health.
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RECOMMENDATION 10:
The Government of Ontario should make it a
priority to address the spectrum of opioid issues in
Ontario on a system-wide basis.
Adopt an interprofessional model of care.
Within an interprofessional model of care, patients are
treated by different types of providers with training and
expertise in different aspects of chronic non-cancer pain
and addiction management. The objectives of
interprofessional care go beyond just treating
physiological symptoms to addressing psychological
needs, social and occupational functioning, and quality of
life.
For interprofessional care to be effective, there must be
strong linkages between family physicians – the
gatekeepers to the health care system – and other
providers, including specialist physicians, specialized pain
clinics, nurses, pharmacists, physiotherapists,
occupational therapists, psychotherapists and counsellors.
RECOMMENDATION 11:
Treatment of chronic non-cancer pain and
addiction should follow an interprofessional
approach.
Expand and regulate an integrated network of
specialized pain clinics.
Specialized pain clinics are an important adjunct to
primary care in managing chronic non-cancer pain and
serve a number of important functions. They are
particularly useful for those patients who continue to
experience pain and dysfunction beyond the sub-acute
period and who require a comprehensive approach to
treatment. They provide expertise and contribute to the
body of knowledge about pain and pain management.
Regulation of pain clinics is necessary to ensure patient
safety and quality of care.
RECOMMENDATION 12:
The Government of Ontario should oversee the
development of a comprehensive pain
management strategy in the Local Health
Integration Networks (LHINs) to support effective
treatment of chronic non-cancer pain and
addiction; facilitate the creation of an integrated
network of specialized pain clinics across the
province; and work with the CPSO to develop an
effective regulatory framework for specialized pain
clinics.
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Encourage the use of non-opioid pain management
where clinically indicated.
Health-care providers must be aware of the full range of
medication and other non-medication options for
treating chronic non-cancer pain, as opioids are not
considered the first line of defence. The benefits of
opioids must be weighed against their potential risks
when used long-term. Moreover, health-care providers
should be aware of the need for early intervention with
non-opioid modalities, both pharmacologic and
otherwise, to prevent persistent pain from escalating,
thereby reducing the need for opioid treatment.
RECOMMENDATION 13:
Physicians should prescribe non-opioid medication
for pain management where clinically indicated.
Ensure province-wide access to addiction
treatment.
Access to addiction treatment is inconsistent across the
province. Increasing the number of access points to
addiction treatment in all communities is an important
first step but, by itself, not sufficient. All patients with
addiction, regardless of their particular demographics,
need access to comprehensive treatment, which provides
primary care with an emphasis on counselling. Patients
and health-care providers also need linkages to other
addiction and mental health resources.
RECOMMENDATION 14:
The Government of Ontario should work with and
through the LHINs to ensure patient access to
comprehensive treatment of opioid addiction
throughout the province.
Methadone has been used for several decades as an
effective treatment for patients addicted to heroin or
opioid medications. More recently, buprenorphine
hydrochloride is also gaining prominence. Buprenorphine
is of comparable efficacy to methadone, and has been
shown to be safer. There is evidence that it can be safely
prescribed by primary care physicians. As opioid
addiction continues to increase in Ontario, the
availability of methadone and buprenorphine treatment is
not keeping pace. Access is inconsistent or non-existent,
depending on location.
RECOMMENDATION 15:
Primary care physicians should be encouraged to
prescribe buprenorphine for opioid-addicted
patients where clinically indicated.
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Fund and support health-care providers.

Establish a Drug Information System.

Funding models should consider the role of all healthcare providers. Presently, OHIP predominantly covers
physician care and some limited care by other providers.

An important technological tool for ensuring
coordinated, effective prescribing care is a DIS, which
allows prescribers and dispensers access to comprehensive
medication profiles for all patients to improve clinical
outcomes. This is critical for improving patient safety as
it allows the sharing of information with providers, the
ability to check for allergies, drug-to-drug interactions
and accurate medication dosages.

Ontario’s traditional fee-for-service physician payment
model under OHIP encourages physicians to see high
numbers of patients relatively quickly. This can be a
disincentive to conducting comprehensive assessment and
follow-up of patients with chronic non-cancer pain and
addiction.
RECOMMENDATION 16:
The Government of Ontario should fund all healthcare providers that are involved in the
management of chronic non-cancer pain and
addiction. The government should work with the
Ontario Medical Association on amending the
OHIP fee schedule relevant to pain management to
ensure fair remuneration for physicians practising
in this area.

Using Technology to Support Patient Care
Technology can be a powerful tool for enhancing the
quality of patient care. It can be particularly helpful in
managing and mitigating problems related to opioids by
facilitating access to information – information about
drugs, prescribing and dispensing, and a patient’s
medication profile.
Medication management technology exists in various
forms and should be used to support appropriate
prescribing and dispensing, which would help to mitigate
opioid-related challenges.
Take immediate steps to make opioid prescription
information available.
The development and implementation of a Drug
Information System (DIS), will take time. In the interim,
steps need to be taken to ensure opioid prescription
information for all people is available to all prescribers
and dispensers. This short-term solution will help
mitigate the devastating effects of opioid misuse.
RECOMMENDATION 17:
The Government of Ontario should move
immediately to make all opioid prescription
information for all people available to all
prescribers and dispensers by June 2011.

A DIS must do more than track prescription information.
It should also be compatible with other technologies,
such as electronic medical records, educational tools, and
e-prescribing. This can ensure prescribers and dispensers
use all available technology solutions to improve their
prescribing and dispensing practices and, in turn, help
ensure that opioids are used safely and appropriately.
RECOMMENDATION 18:
The Government of Ontario should pass enabling
legislation to allow for a Drug Information System
(DIS) by 2012 that would:
• Compile all drug information for all patients in a
single repository;
• Provide secure electronic access to real-time
information regarding all drugs for all individuals
to all prescribers and dispensers; and
• Include a component Drug Monitoring System to
improve the prescribing and dispensing of
monitored drugs and minimize diversion.
RECOMMENDATION 19:
The Government of Ontario should make the
legislative changes needed to allow for all
prescription information for all patients to be
collected, used and disclosed to all prescribers and
dispensers.
RECOMMENDATION 20:
All prescribers and dispensers should have
appropriate access to real-time information in the
Drug Information System and be able to access it
through their electronic medical records.
Provide prescribers, dispensers and patients with
access to online educational tools and resources.
Ensuring prescribers have access to online education tools
and resources will allow them to quickly evaluate whether
opioids are appropriate for their patient and, if so, what
the dosage should be. If the tools are compatible with
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other technologies like the DIS and EMRs, they will
likely fit in the physician’s workflow better and be used
more often.
RECOMMENDATION 21:
Ensure tools from the Canadian Guideline on Safe
and Effective Use of Opioids for Chronic Non-Cancer
Pain to support appropriate drug prescribing are
accessible to prescribers.
Enable ePrescribing
ePrescribing facilitates the provision of electronic
prescriptions for all drugs, including opioids, between
prescribers and dispensers. ePrescribing enables
prescribers to generate, authorize or “sign” and transmit
prescriptions to dispensers electronically. ePrescribing
supports safety and quality objectives through the
elimination of paper prescriptions, improves legibility,
and improves access to prescription and dispensing
information. It also supports reductions in adverse drug
events and unnecessary hospitalizations.
RECOMMENDATION 22:
The Government of Ontario should enable
ePrescribing across the province by building on
the success of the ePrescribing pilot projects
currently being run through eHealth Ontario’s
Medication Management Strategy to improve
efficiencies in prescribing and improve clinical
outcomes for patients.
Protect privacy and confidentiality.
The DIS should establish policies with respect to privacy
and confidentiality. Ontarians must have assurances that
their personal health information will be used only for
the purposes of enhancing delivery of health care and
ensuring compliance with federal and provincial laws.
RECOMMENDATION 23:
The Government of Ontario should work with
stakeholders to ensure the appropriate sharing of
information and protection of privacy.
RECOMMENDATION 24:
The Government of Ontario and OntarioMD should
provide prescribers, dispensers and patients with
enhanced access to online educational tools and
resources for prescribing, dispensing and use of
prescription opioids.
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Make computer literacy a standard of practice.
Given the array of technological tools currently available
and others such as the DIS that are under development, it
is critical that health-care professionals are proficient in
using technology and are computer-literate. Health
profession regulators should ensure that their members
are capable of incorporating technological tools in their
practice to improve patient care.
RECOMMENDATION 25:
Health regulatory colleges should make computer
literacy a standard of practice and should educate
health-care professionals on the benefits of EMRs
and privacy best practices.

Dealing with Diversion
Develop and implement a Drug Monitoring System
as part of the Drug Information System.
There is no system-wide tracking or monitoring in place
to detect those who may be seeking prescriptions for
opioids from multiple sources. The absence of systemwide monitoring and tracking makes investigation and
prosecution very difficult. Other jurisdictions have
already moved to a system that would track the sale of
these drugs to help prevent misuse.
RECOMMENDATION 26:
The Government of Ontario should pass enabling
legislation to develop and implement a Drug
Monitoring System as a component of the Drug
Information System to improve the prescribing and
dispensing of monitored drugs and minimize
diversion by 2012.
Enlist and empower health-care professionals,
institutions and law enforcement in reducing
diversion.
When health-care professionals, heads of institutions and
health information custodians become aware of criminal
activity, this information should be shared with the
appropriate regulatory body or the police. There should
be a clear and unqualified legal requirement to disclose to
a police service. This would result in a greater number of
reports to police who can then take action to minimize
the diversion of opioid drugs.
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RECOMMENDATION 27:
The Government of Ontario should amend the
Personal Health Information Protection Act (PHIPA)
and the Freedom of Information and Protection of
Privacy Act (FIPPA) to require a regulated health
professional, the head of an institution and a
health information custodian to disclose personal
information to a police service without a warrant
where he/she has reasonable and probable
grounds to believe that a law of Ontario or Canada,
including the Criminal Code or the Controlled Drugs
and Substances Act, has been contravened.

RECOMMENDATION 31:
The Government of Ontario should review the
issue of opioid abuse, addiction and diversion and
allocate additional resources to train drug
enforcement officers, and fund drug enforcement
at the municipal and provincial level to enable
officers to step up drug prevention, enforcement
and investigation.

RECOMMENDATION 28:
The Government of Ontario should amend Section
36 (1)(e) of the Regulated Health Professions Act,
1991 to require employees, committee members
and Council members of regulatory health colleges
who are responsible for the administration of the
Act to disclose information (including personal
health information) to a police service without a
warrant if he/she has reasonable and probable
grounds to believe that an offence may have been
committed contrary to the Controlled Drugs and
Substances Act, the Criminal Code, or the laws of
Ontario or Canada.
RECOMMENDATION 29:
The Government of Ontario should repeal Section
36(1.3) of the Regulated Health Professions Act,
1991.
Currently, reporting by various police services to colleges
is done on an ad hoc basis. Some police services report to
a college when a member is charged with a criminal
offence, while others do not. The level of information
provided varies, and typically includes only information
that is available to the public.
RECOMMENDATION 30:
Police services in Ontario should be required to
disclose to a college of a regulated health
profession or group of health professions in all
cases where a member is under investigation and
the police have reasonable and probable grounds
to believe that an offence may have been
committed contrary to the Controlled Drugs and
Substances Act, the Criminal Code, or the laws of
Ontario or Canada.
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Introduction
A Public Health Crisis
Opioid misuse accounts for an increasing number of
fatalities, alarming rates of addiction, and devastating
consequences in our communities. As overdose and
addiction rates soar, the accompanying economic and
social burdens grow more onerous. Inappropriate
prescribing, dispensing and misuse of opioids have
become a serious risk to public health and safety – a risk
that can only be characterized as a growing public health
crisis in Ontario.
Canada has the unenviable distinction of being the
world’s third largest per capita consumer of opioids5 and
is the top per capita consumer of a number of opioids
such as hydromorphone.6

The Alarming Facts about Opioid Misuse
The popular prescription drug OxyContin (oxycodone) is
the most easily procured opioid for non-medical use in
Toronto’s street drug scene.7 There has been a steep and
unprecedented increase in the number of individuals
seeking treatment for oxycodone addiction since
controlled-release (long-acting) oxycodone products
became available in 1995. The number of admissions at
the Centre for Addiction and Mental Health (CAMH)
Medical Withdrawal Management Service seeking
treatment for opioid detoxification related to controlledrelease oxycodone went from 3.8% of opioid admissions
in 2000 to 55.4% in 2004.8
CAMH found that among Ontario high school students,
one fifth reported using opioids or at least one
prescription drug without a doctor’s prescription in 2009,
compared to only 12% of students surveyed who
reported smoking cigarettes.9
Deaths due to oxycodone have risen from 35 in 2002 to
119 in 2006, a rise of 240%.10 The steep increase in the
diversion of these drugs to the illicit drug market is also
troubling.
This public health crisis will continue to escalate if the
contributing problems are not addressed.

Finding Balanced Solutions to Complex
Problems
Opioid misuse is complex and problems stem from a
number of causes. There is a lack of adequate treatment
and support for patients with pain. When physicians
have no support and there are no alternative treatment
options, opioids can become the only option.
Alternatively, physicians may choose to never prescribe.
Neither approach is helpful to patients. The absence of
measures to manage illicit and unnecessary use of opioids
is also a factor. Inadequate support and education of
health professionals has also contributed to this problem.
To help stem the current crisis, core problems need to be
tackled without creating new ones. This requires a clear
understanding of the issues, as well as balanced and
effective solutions that address them.
Opioids are effective and essential for treating
certain medical conditions when properly used and
monitored.
In developing solutions, we need to also be mindful of
the fact that some physicians, particularly family
physicians, are reluctant to prescribe opioids for a
number of reasons. These include:
• Inadequate training and knowledge in the use of
opioids for chronic non-cancer pain and in managing
addiction;
• Different comfort levels in dealing with chronic noncancer pain and addiction;
• Lack of support for treating chronic non-cancer pain
and addiction at the primary care level, as well as lack of
support and resources for referring complex cases to
specialty care, such as pain clinics;
• Fear of adverse outcomes including opioid misuse and
addiction;
• Negative societal perceptions of narcotics (which
include opioids);

5 Narcotic drugs: estimated world requirements for 2010: statistics for 2008, New York (NY): Internaltional Narcotics Control Board; 2009.
6 Fischer B et al, Changes in illicit opioid use across Canada, CMAJ , November 21, 2006; 175 (11).
7 Firestone, M. & Fischer, B. (2008). A Qualitative Exploration of Prescription Opioid Injection Among Street-based Drug users in Toronto: Behaviours,
Preferences and Availability. Harm Reduction Journal; 30 (5).
8 Sproule, B. et al (2009). Changing patterns in opioid addiction. Canadian Family Physician; 55.
9 Adlaf, E.M., Mann, R.E., Paglia-Boak, A., Rehm, J. (2009). Drug Use Among Ontario Students 1977-2009. Toronto: Centre for Addiction and Mental Health.
10 Office of the Chief Coroner of Ontario
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• Fear of becoming the “go-to” physician for narcotics in
a community resulting in a large load of patients who
need pain management; and
• Fear of inviting the scrutiny of regulatory authorities.
The ready availability of prescription opioids has
contributed to their prevalent use in Ontario. Physicians
may contribute to the problem because they prescribe
without a full picture of the patient’s medications. Only
a few provinces have prescription monitoring programs.
The absence of a system to track opioid prescribing is a
major cause for the increase in the inappropriate
prescribing, dispensing and use of opioids.
Physicians should have the required knowledge to treat
chronic non-cancer pain, and opioids are one of the
treatment options. These drugs do not belong on the
street, nor should they be prescribed at dangerously
high levels.
It is essential that patients have access to proper treatment
for pain and addiction. That is why this report also
focuses on access and resource challenges, and offers
solutions to help ensure proper treatment for managing
chronic non-cancer pain.
It is also essential that physicians and patients receive
objective information about drugs. Although
prescriptions written by physicians are the biggest source
of prescription opioids,11 pharmaceutical companies
provide much of the physician and public education,
often leaving patients with the impression that they are
using “safe from a doctor” pills. Better education and
more information for both prescribers and the public
about treatment for chronic non-cancer pain and
addiction can lead to better patient care and
health outcomes.

The CPSO’s approach to this problem was to engage a
broad range of partners with expertise and experience
across various disciplines. This diverse group was first
brought together to share perspectives and discuss the
issues at a Forum in May 2009. Participants included
representatives from the health professions, patients,
police forces, the coroner’s office, medical regulators from
across Canada, First Nations, government, the
pharmaceutical sector, and others. The approach was
collaborative and inclusive. Drawing on their expertise
and experience, participants raised issues, identified
challenges and opportunities for action.
The next step was the formation of several working
groups to explore different facets of the opioid issue.
These groups worked thoughtfully to identify practical
solutions to a serious public health problem.
Recognized leaders from across the health system chaired
each group. In addition, each group had the expertise to
develop solutions to address their mandate. They made
recommendations in four areas:
• EDUCATION (Chair: Dr. Stephen Wetmore, Past
President, Ontario College of Family Physicians;
Professor, Family Medicine, Schulich School of
Medicine and Dentistry, The University of Western
Ontario)
• ACCESS TO HEALTH RESOURCES (Chair:
Dr. Lynn Wilson, Chair of Family and Community
Medicine, University of Toronto)
• USE OF INFORMATION TECHNOLOGY/
TRACKING AND MONITORING (Chair: Ms. Anne
Resnick, Director, Professional Practice Programs,
Ontario College of Pharmacists)
• ADDRESSING DIVERSION (Chair: Dr. Bert
Lauwers, Deputy Chief Coroner – Investigations,
Office of the Chief Coroner)

About the CPSO Approach and Report
The CPSO has a mandate to serve and protect the public
interest and has been increasingly concerned about
escalating issues relating to opioid prescribing and misuse.

This report integrates and summarizes the major findings
and recommendations of these four working groups.12

11 Sproule, B. et al (2009). Changing patterns in opioid addiction. Canadian Family Physician; 55.
12 Note: The working group mandates and members are contained in Appendix 1.
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THE OPIOID CHALLENGE:
COMPLEX ISSUES, MULTIPLE CAUSES
Opioid prescribing and misuse issues are complex and can be
attributed to a number of causes:
Prescribers and dispensers lack information. When drugs are
prescribed or dispensed without access to an accurate prescription
history of patients, this can encourage abuses such as doubledoctoring14 or attending multiple pharmacies.15 Because patients
may see more than one health-care provider (i.e., walk-in clinic
physician, family physician and specialist), it is difficult for any
provider to have a complete up-to-date medication profile of the
patient and this can be further exacerbated by a prescriber’s failure to
keep good medical records. Prescribers lack ready, reliable
information and often accede to patient requests, or decide to not
prescribe at all.
Lack of knowledge leads to improper prescribing. Health-care
providers often lack experience or knowledge in managing pain and
may prescribe opioids too readily, or not at all. Not appreciating the
risks of addiction or knowing the appropriate dosages for opioids can
also lead to problems with either under, or over-prescribing.
Regulation and monitoring are lax. Canada’s opioid control
measures are lax by comparison with those in the United States.16
Lack of oversight is a problem in Canada and in Ontario in particular.

While the mandate and deliberations of each group
varied, several consistent and compelling themes
emerged:
• the need for more and better education of health
professionals, patients, parents and students,
• the need for coordinated services and effective
monitoring,

• the need for improved information and knowledge
sharing, and
• the need to focus on prevention and minimize
diversion.
The working groups sought balanced solutions to control
illicit opioid use, while ensuring the availability of these
medications for legitimate use. The focus was on
solutions that enhance education and coordination of
services, leading to better patient care and supporting the
needs of patients and health care providers in ensuring
that opioids are appropriately prescribed and used.
This report also references and strongly supports the
Canadian Guideline for Safe and Effective Use of Opioids
for Chronic Non-Cancer Pain, which was released on May
3, 2010, and represents a significant milestone toward the
improvement in the treatment of chronic, non-cancer
pain.13 The result of more than two years of research,
review and collaboration, the Canadian Guideline
provides a vital and practical resource to help primary
care physicians and pain specialists safely and effectively
use opioids to treat patients. It is also useful for
pharmacists who dispense opioids, nurses and dentists
involved in chronic non-cancer pain treatment, and for
patients to become informed about the potential benefits
and risks of opioids.
The overriding goal of this report is to improve patient
care and health outcomes by ensuring effective treatment
for patients with chronic non-cancer pain, while also
supporting solutions to help stem the illicit diversion of
opioids.
Although the focus of this report is on opioids, the
recommendations contained in the final section of the
report to address diversion apply more broadly to
narcotics and other controlled substances as well.

13 CNCP is chronic pain not associated with cancer that exists for more than six months. It is a symptom of many conditions including arthritis, spinal disc
herniation, stroke and trauma, with low back pain being the most common form. CNCP is associated with the increased use of health services, and is the
most common cause of long-term disability.
14 Double-doctoring is when individuals seek or obtain a prescription for a drug from more than one prescriber, without disclosing to the prescriber other
prescriptions obtained for the same or similar substances. Please see the Diversion section of the report for more information regarding the legal context
of double-doctoring.
15 Poly pharmacy is when individuals seek or obtain a prescription drug from one or more pharmacy, without disclosing to the dispenser other prescriptions
obtained for the same or similar substances.
16 Fischer B et al, Changes in illicit opioid use across Canada, CMAJ, November 21, 2006; 175 (11).
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AN ALARMING PATTERN OF OPIOID MISUSE
The use of prescription opioids has become the predominant form of illicit opioid use. The main sources of
prescription opioids are doctors’ prescriptions (37%) – considerably higher than street sources (21%), or a
combination of prescriptions and the street (26%).17 According to one study, over 66% of deceased patients
on opioids were seen by a physician in an outpatient setting four weeks prior to death. This supports the
hypothesis that increased rates of inappropriate or inadequately monitored opioid prescribing contribute
significantly to morbidity and unintentional opioid-related death.18
Oxycodone abuse is a growing problem. Prescriptions for oxycodone increased a staggering 850%
between 1991 and 2007. The addition of long-acting oxycodone to the Ontario drug formulary was
associated with a five-fold increase in oxycodone-related mortality and a 41% increase in overall opioidrelated mortality.19 Since controlled-release oxycodone products become available in 1995, the number of
admissions related to controlled-release oxycodone went from 3.8% of opioid admissions in 2000, to 55.4%
in 2004.20
CAMH found that among Ontario students in grades 7 through 12, one fifth of students surveyed reported
using opioids in 2007. By contrast, only 12% of students surveyed reported smoking cigarettes in 2007.21 In
2009, CAMH again found that among Ontario students in grades 7-12, one-fifth report using at least one
prescription drug without a doctor’s prescription in 2009, while only 12% of students surveyed reported
smoking cigarettes.22
The popular prescription opioid OxyContin (oxycodone) is the most easily procured opioid for non-medical
use in Toronto’s street drug scene.23
The death toll from opioid abuse is rising. Coroner’s investigations have found that a high number of
deaths are the result of the person taking a combination of opioids and other, often illicit, drugs that are
outside the control of the prescribing physician.
The most troubling cases are arising in the chronic non-cancer pain sector and through illicitly obtained
prescription opioids. Opioid-related mortality in Ontario doubled from 1992 to 2004.24
Data from Office of the Chief Coroner of Ontario shows an alarming rise in the number of unexpected
deaths due to opioids. Between 2002 and 2006, opioid-related deaths increased by 49%. Deaths due to
oxycodone are rising rapidly and were the most prevalent, accounting for 240% increase between 2002
and 2006.
Increased opioid-related mortality and morbidity is a problem that carries an enormous societal burden.25

17 Sproule B, et al, Changing Patterns in Opioid Addiction, Canadian Family Physician, vol. 55, January 2009, 68-69.
18 Dhalla, I. et al (2009). Opioid analgesic prescribing and mortality before and after the introduction of long-acting oxycodone in Ontario, CMAJ; 181 (12)., pg.
895.
19 Ibid, pg. 893.
20 Sproule, B. et al (2009). Changing patterns in opioid addiction. Canadian Family Physician; 55.
21 Adlaf, E.M. & Pagila-Boak, A. (2007). Drug Use Among Ontario Students 1977-2007. Toronto: Centre for Addiction and Mental Health.
22 Adlaf, E.M., Mann, R.E., Paglia-Boak, A., Rehm, J. (2009). Drug Use Among Ontario Students 1977-2009. Toronto: Centre for Addiction and Mental Health.
23 Firestone, M. & Fischer, B. (2008). A Qualitative Exploration of Prescription Opioid Injection Among Street-based Drug users in Toronto: Behaviours,
Preferences and Availability. Harm Reduction Journal; 30 (5).
24 Dhalla, I. et al (2009). Opioid analgesic prescribing and mortality before and after the introduction of long-acting oxycodone in Ontario, CMAJ; 181 (12).
25 Ibid., pg. 895.
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Promoting Safe and Eﬀective Opioid Use
through Education
ducation of health providers26 and the public requires
attention. Health professionals in training need
foundation education about how to treat chronic noncancer pain and addiction. Health professionals in
practice also need ongoing education as new evidence
emerges and resources are developed.

E

The treatment of chronic non-cancer pain is challenging
and rewarding for many health-care providers. Family
physicians are at the front line of managing these
conditions. The use of opioid medication is one prong of
a multimodal approach to management of chronic noncancer pain. Since the early 1990s, family physicians
have been inundated with materials and information
from pharmaceutical companies about the value of using
opioids for more effective pain management. This
education was largely focused on the potential benefits
and failed to include education about the potential risks,
including misuse, addiction and diversion. There was also
little attention paid to the importance of appropriate goal
setting, screening, monitoring for safety and effectiveness
and protocols for tapering or discontinuing opioids. As a
result of issues stemming from mis-prescribing and other
problems, some physicians have stopped prescribing
opioids for chronic pain. This has resulted in some
patients being under treated while other physicians
continue to prescribe inappropriately.
Education, based on the best available evidence, delivered
from non-commercial sources, is paramount in helping
all health professionals deal effectively with chronic noncancer pain, including the effective and safe use of opioid
medication.
The new Canadian Guideline for Safe and Effective Use of
Opioids for Chronic Non-Cancer Pain is an important step
forward in ensuring a comprehensive source of evidencebased knowledge. Additional steps are required to change
practice. Implementation strategies, using proven
educational methods and supportive resources are
required to effect practice change.
Patients, youth and parents also need education to
increase awareness of the potential risks associated with

opioid use, and to ensure that medications are kept secure
in the home environment to prevent non-medical use.

Educating Health Professionals in Pain
Management and Addiction
One of the biggest barriers to appropriate treatment for
chronic non-cancer pain and addiction is insufficient
pain management education for physicians. A 2007
survey of curricula from Canadian health science faculties
revealed that medical students received an average of 16
total hours in pain education compared to 28 for
occupational therapy students, 31 for nursing students,
41 for physical therapy students and 87 for veterinary
students.27
Although health-care providers receive training in the role
of pain as a symptom in diagnosis and monitoring care,
much of this training is focused on acute pain and postsurgical pain and many feel poorly prepared to manage
chronic pain or opioid misuse and addiction. Patients
with chronic pain require an approach similar to that
used for chronic disease that includes pain management
planning over a much longer period of time.
Primary care providers need the skills to determine
whether opioids might be effective given the condition,
screen for the risk of opioid misuse, set realistic goals with
patients, and conduct an appropriate trial of opioid
therapy to ensure safety and effectiveness. This should be
a mandatory component of the undergraduate and
postgraduate curricula for all of the health professional
disciplines.

Providing Interprofessional Training
Interprofessional training in pain management is rare.
The University of Toronto is an exception as they have
the Centre for the Study of Pain which delivers an annual
interprofessional program on pain to students in
dentistry, medicine, nursing, occupational therapy,
physical therapy, and pharmacy. Comparable
interprofessional training for substance use disorders,
including opioid addiction, should also be available.

26 Many health providers are involved in caring for patients with chronic non-cancer pain. The Education working group focused specifically on four provider
groups; medicine, dentistry, nursing and pharmacy. Many other health providers also support patients with chronic non-cancer pain.
27 Canadian Pain Society. “Pain Management 2009: Progress, Challenges, Future Directions”. Presentation to the Annual Pain Society Meeting, May 28, 2009.
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One of the challenges is that pain management is not
seen as a priority in the disease-centred model of care.28
This underscores the need for an interprofessional
approach to the treatment of both chronic non-cancer
pain and addiction, as these conditions require more
comprehensive management than that offered through
the disease-centred model.
Within an interprofessional approach, opioids remain an
important treatment option when appropriately used.
Appropriate use depends on physicians having access to
the most up-to-date information on best practices for
opioid therapy. There is also a need for clinical practice
guidelines and ongoing research-based evidence to be
effectively integrated into curricula for primary care
physicians and other health-care professionals.
In addition, health-care professionals require continuing
education throughout their careers to assist with decisionmaking about chronic non-cancer pain and addiction
management, including resources to help identify
potential risk factors. This should include continuing
education in pain rehabilitation services (e.g.,
physiotherapy, occupational therapy, return to work
strategies, cognitive behavioural therapy, early
intervention, complex interdisciplinary hospital-based
service, etc.); pharmacotherapy; and interventional
techniques for conditions that have not been successfully
treated using other methods.
Primary care physicians must be made more aware of and
have easy access to local resources for the provision of
interprofessional treatments, supported by clinical as well
as technological resources. The next section of the report
addresses access and coordination of health services for
patients with chronic pain. The Government of Ontario
should expand Family Health Teams (FHTs) and
Community Health Centres (CHCs) throughout the
province to increase access to multidisciplinary care.
Local Health Integration Networks (LHINs), should
focus on local management strategies for chronic pain
that integrate local resources and facilitate education of
health professionals working in those communities.

Medical schools should enhance their curricula, and other
training programs for health-care professionals should
develop interprofessional teaching modules for chronic
non-cancer pain and addiction management.
Linkages with primary care physicians and academic
health science centres should also be established to
promote the flow of the latest evidence-based research to
the front line of care delivery.
RECOMMENDATION 1:
Academic institutions should improve education
for health-care professionals in training to develop
core competencies in pharmacology, pain
management and opioid addiction, and enhance
interprofessional training of health professionals.
Each discipline should include in its curriculum certain
common elements, including education about acute pain
and chronic pain management; safe and effective opioid
use in acute and chronic pain; opioid misuse and
diversion; and addiction prevention and treatment.
Bodies responsible for accrediting training programs for
physicians, pharmacists, nurses and dentists should
include these areas as core topics.
Interprofessional teaching modules, focused on chronic
non-cancer pain would promote communication and
collaboration among the broad range of health-care
providers who deal with management of chronic pain,
such as physiotherapists and occupational therapists, as
well as physicians, pharmacists, dentists, nurses and
others.
This approach will improve undergraduate and
postgraduate education of these health-care professionals
to ensure they are better equipped to use opioids safely
and effectively.
Two examples of successful educational modules that
include all these elements are described below:
Project CREATE: (www.addictionmedicine.ca) focuses
on faculty development, curriculum development,
community partnership, medical student wellness, and
evaluation. The goal is to improve medical education and

28 Canadian Pain Society. “Pain Management 2009: Progress, Challenges, Future Directions”. Presentation to the Annual Pain Society Meeting, May 28, 2009.
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training to enhance the physician’s role in the early
identification, treatment and prevention of alcohol,
tobacco and other drug problems. Resources already
developed include 17 core content and medical specialty
modules containing educational materials focusing on
alcohol, tobacco and other drug issues.
Women’s Health Curriculum Model: The Council of
Ontario Faculties of Medicine Gender and Health
Collaborative Curriculum (www.genderandhealth.ca) is
an example of successful curriculum development and
implementation in undergraduate education. This model
could be adapted to develop a curriculum for chronic
non-cancer pain and opioid use within undergraduate
education across Ontario medical schools.

Creating a Comprehensive System of
Continuing Education
There is no comprehensive system of continuing
education for health-care providers in Ontario. Learning
needs are not identified or prioritized. There is no
structure to coordinate access, delivery and evaluation of
educational products and services. Accountability for
professional development varies by discipline, as do
mechanisms for evaluating the quality of continuing
education offerings.
Private sector organizations, particularly the
pharmaceutical industry, play a significant role in the
ongoing education of health-care providers. Conservative
estimates are that more than 50% of physician ongoing
education is funded directly or indirectly by the
pharmaceutical industry.29
Although a comprehensive scan was not completed in
preparing this report, several examples of non-commercial
education and learning resources on using opioids for
chronic pain were identified. These include:
• The Safer Prescribing, Dispensing and Administering of
Opioids to Patients Suffering from Non-Malignant
Chronic Pain workshop aims to provide physicians,
pharmacists and community nurses with a set of
evidence-based strategies for the safer prescribing,
dispensing and administering of opioids. The theme of
the workshop is increased patient safety through
acquiring evidence-based knowledge and
interprofessional collaboration.
The workshop was developed by a team of health-care
professionals from the College of Nurses of Ontario, the
Ontario College of Pharmacists, the CPSO, and the

Centre for Addiction and Mental Health, using grant
money from the Canadian Patient Safety Institute.
• The Addiction Clinical Consultation Service (ACCS) at
CAMH is designed to serve health and social service
professionals across the province who care for clients
who have addiction problems. The Addiction Clinical
Consultation team includes experienced clinicians from
medical, psychosocial and pharmacy areas. There are
several staff that focus on pain and addiction within
the program.
• The Canadian Centre on Substance Abuse
(www.ccsa.ca) has developed competencies, curriculum,
and training materials for addiction professionals and
practitioners. They partnered with educators across the
country and now plan to expand their focus to include
allied health providers. They have begun to build the
linkages to complete this, recently completing a
memorandum of understanding with the Canadian
Society of Addiction Medicine (CSAM).
• The Ontario College of Family Physicians is a major
provider of continuing medical education for family
doctors in Ontario. In collaboration with the CPSO
they developed and supported the Medical
Management of Addictions and Pain (MMAP)
mentorship program. This program provides support
and assistance for family doctors from mentors who are
experienced in managing patients with addiction and
pain. The program has been effective in helping family
doctors stay involved with the management of addiction
and pain in their practices. A skilled and enabled
primary care system is critical, and programs such as
MMAP can support such a system by using specialist
skills and knowledge to educate family physicians.
RECOMMENDATION 2:
The Government of Ontario and academic
institutions should fund the expansion of
continuing education programs about chronic
pain and opioid use, and undertake a
comprehensive needs assessment for health
professionals in practice to fill any educational
gaps in these areas.

Applying the New Guideline to Treat
Patients
Health-care providers, researchers and regulators have all
called for better guidance on the use of opioids for
chronic non-cancer pain. In 2007, an environmental

29 Van Harrison, R. Department of Medical Education, Journal of Continuing Education of Health Professionals. 2003 Fall; 23(4): 198-209. “The uncertain future of
continuing medical education: commercialism and shifts in funding”.
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scan was conducted by the CPSO and other partners to
better understand needs in the area of chronic pain
treatment. Physicians commented most frequently on the
absence of guidance about prescribing opioids safely.
The National Opioid Use Guideline Group (NOUGG)
began developing a guideline in 2007 to assist physicians
in effectively managing patients with chronic non-cancer
pain to prescribe opioids safely and effectively.
The new Canadian Guideline for Safe and Effective Use of
Opioids for Chronic Non-Cancer Pain is a resource that will
help physicians as well as other health-care providers. It was
developed using rigorous methods to search the literature
and included a systematic process to build consensus
among a broad-based national panel of clinical and patient
advisors. As new evidence becomes available, the
Canadian Guideline will be kept current by the Michael G.
DeGroote National Pain Centre at McMaster University,
making it an authoritative reference for educational
content and ensuring that health-care providers share an
understanding of the best available evidence.
The Canadian Guideline lists 24 recommendations for
physicians considering opioid treatment for chronic noncancer pain patients. It outlines the steps physicians
should take when:
• deciding to initiate opioid therapy (including
comprehensive documentation of the patient’s pain
conditions and substance abuse history and considering
use of a screening tool to determine the patient’s risk for
opioid addiction);
• conducting an opioid trial (e.g., start with a low dose,
increase gradually, and monitor effectiveness until the
optimal dose is obtained);
• monitoring long-term opioid therapy (ensuring optimal
dose, monitoring for adverse effects or complications
and for aberrant drug-related behaviours);
• treating specific populations with long-term opioid
therapy (e.g., elderly patients, adolescents, pregnant
women and patients with a psychiatric diagnosis); and
• managing opioid misuse and addiction in chronic noncancer pain patients (i.e., treatment options such as
methadone or buprenorphine treatment, structured
opioid therapy and abstinence-based treatment as well
as measures to reduce prescription fraud).
While the release of the Canadian Guideline is an
important milestone toward ensuring the appropriate
treatment of chronic non-cancer pain using opioids, its

ultimate success will depend on how well it is accepted
and implemented by Canadian physicians and other
health-care professionals.
RECOMMENDATION 3:
The Canadian Guideline for Safe and Effective Use of
Opioids for Chronic Non-Cancer Pain should be
considered the authoritative reference for the
development of educational programs for healthcare providers.
The comprehensive nature of the Canadian Guideline
and its associated tools and resources is an excellent
foundation for supporting health-care providers in
practice. By using it as the major reference for educational
program development, health-care providers will be
receiving a common and consistent message about the
management of chronic non-cancer pain and opioid use.
It also provides the basis to develop scope-specific
competencies/performance indicators which can be used
in undergraduate and postgraduate training, continuing
education and by regulators.
RECOMMENDATION 4:
Health-care educators and regulators should
collaborate on developing competencies/
performance indicators based on the Canadian
Guideline for Safe and Effective Use of Opioids for
Chronic Non-Cancer Pain for use in relevant quality
assurance activities, as well as appropriate
resources to assist clinicians with self-evaluation.

Sharing Knowledge
Patient safety can be significantly improved through
appropriate information sharing. There should be a
common source of evidence-based information for all
groups who need information about pain and its
management. Common messaging would serve health
professionals, patients and the public well by addressing
misconceptions and clarifying the issue of opioid use in
chronic non-cancer pain.
Organizations like the Michael G. DeGroote National
Pain Centre at McMaster University are well-positioned
to take the lead in developing resource material about
chronic pain management and disseminating best
practice information.
To support knowledge sharing, regulatory colleges should
develop policies for sharing information between
professionals in the circle of care pertinent to opioid use,
misuse and diversion.
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Raising Public Awareness
Transferring knowledge to pain sufferers and the general
public is critical to promoting the safe and effective use of
opioids.
The World Health Organization provides general
guidelines on “improving the overall effectiveness, equity,
replicability and sustainability of behavioural
interventions”30 and making people healthier. Among the
attributes of successful interventions:
• Strong leadership is critical;
• Multi-pronged interventions covering legislation,
regulation, public education, counselling, etc., are more
likely to be effective than single-target interventions;
• Without adequate financing, most programs are likely
to fail regardless of how solid the underlying theory is;
• Timing or getting the right window of opportunity is
crucial in securing buy-in by program leaders, service
providers, stakeholders and, above all, potential
beneficiaries.
Patients and the general public have an important role to
play in using opioids safely, including keeping
medications secure in the home environment and being
aware of use that could result in overdose or addiction.
One-on-one education at the point of opioid prescription
and dispensing is important, but broad-based public
education is also necessary to change public awareness
and behaviour. Transferring knowledge to pain sufferers
and the general public is an important facet of a
comprehensive educational approach to promote the safe
and effective use of opioids.
RECOMMENDATION 5:
The Government of Ontario should spearhead a
campaign involving key stakeholders to address
public education priorities regarding the safe use
of opioids.
The three education priorities are:
1. Using the Canadian Guideline for Safe and Effective Use
of Opioids for Chronic Non-Cancer Pain as a base to

develop plain language public messaging on the
appropriate use of prescription opioids. The group
should designate a sponsor to lead in the hosting,
distribution and dissemination of these guidelines.
2. The development of youth-oriented, replicable
campaign materials with plain language information
on the use of prescription drugs and potential
consequences of their misuse.
3. The development of plain language information on the
treatments available for opioid addiction, including
methadone maintenance treatment, buprenorphine, as
wells as non-pharmaceutical interventions.
There are a number of initiatives underway. CAMH, for
example, has established a number of public education
initiatives to help ensure safe opioid use. The Canadian
Pain Coalition also maintains a website with information
for the public and people living with pain. These are just
two of many organizations who are working to help
ensure public awareness and support.
This effort should focus on improving knowledge and
changing behaviours of patients and the public. It should
begin with the identification of gaps in patient/public
education regarding chronic pain management and the
safe and effective use of opioids. It should also involve
the exchange of information and ideas, knowledge
sharing across disciplines and the collaborative
development of a set of common goals and a work plan.

Engaging Youth
A significant number of high school students are using
opioids or at least one prescription drug without a
doctor’s prescription.31 This is troubling, and calls for
youth prevention strategies to target this key age group
with appropriate messaging and tools.
CAMH research has found that effective messages geared
to youth should:
• be delivered before secondary school, targeting ages
12-15;
• target youth and parents;

30 Behaviour change strategies and health: the role of health systems, World Health Organization Regional Committee for Europe, September 2008, p.10,
www.euro.who.int/__data/assets/pdf_file/0003/70185/RC58_edoc10.pdf
31 Adlaf, E.M., Mann, R.E., Paglia-Boak, A., Rehm, J (2009). Drug Use Among Ontario Students 1977-2009. Toronto: Centre for Addiction and Mental Health.
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• involve youth in developing messaging; and

would be useful to convey the seriousness of the harm
that the misuse of opioid drugs cause in our
communities.

• use social media.
A media campaign is not enough. Awareness building
must be supported by policy initiatives, as well as distinct
messaging for clinical audiences. It is also important that
the campaign be rigorously evaluated.
CAMH has begun to develop youth messaging, in
collaboration with other community organizations in
Northern Ontario. CAMH should be supported in its
work with community partners in developing a
communications strategy to create awareness of the
pitfalls of prescription opioids among youth as part of
ongoing education and awareness initiatives.
Although the current education curriculum does address
substance use and abuse to some extent, there is a need to
sharpen the focus on understanding the effects of all
kinds of drugs – prescription drugs, non-prescription
drugs, illicit drugs, tobacco and alcohol – and the
consequences of their use. The curriculum should be
reviewed to ensure that it is up-to-date and reflects
current knowledge about issues of addiction and abuse.
RECOMMENDATION 6:
The Government of Ontario should incorporate
evidence-based information about opioid use and
misuse in the school curriculum.
RECOMMENDATION 7:
The Government of Ontario should provide
support for youth opioid education awareness
initiatives.

Engaging Communities
There is a general perception that because opioid drugs
are prescribed by doctors and dispensed by pharmacies,
their misuse is somehow not as damaging as other illicit
street drugs. Policing representatives have reported that
as a result of this misperception, the judiciary provides
comparatively lighter sentences for offences related to
double-doctoring and/or trafficking of prescribed opioids
than street drugs. Educating prosecutors and judges

RECOMMENDATION 8:
The Government of Ontario and the Office of the
Chief Coroner should develop an educational
program for the Judiciary and Crown Attorneys on
opioids – the appropriate use of opioids, the
dangers of opioids as prescription drugs, and the
impact on Ontario communities.
The misuse of opioids in Ontario’s First Nations
communities is a significant and growing problem. The
recommendations in this report have been developed
with the broader Ontario population in mind and may
not represent an adequate response to the unique
challenges faced by First Nations communities due to
their remote locations, cultural issues and comparatively
limited health care infrastructure and access to health-care
professionals. It should also be acknowledged that many
First Nations do not support solutions developed outside
their communities for the broader population being
imposed on them by the Ontario or federal governments.
This report does not outline specific measures that could
be undertaken by the governments of Ontario and
Canada to address opioid misuse in First Nations
communities. It does, however, recognize the importance
of developing parallel strategies to address this problem
with input from First Nations. It also recognizes that
collaboration with First Nations communities is essential
for any educational strategies or programs to be
successful.
RECOMMENDATION 9:
The Governments of Ontario and Canada should
work in collaboration with First Nations
communities and other relevant agencies and
groups to examine opioid use and abuse among
First Nations and develop relevant educational
programs for these communities.
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Ensuring Access to Health Resources:
Coordinated, Interprofessional, Integrated
ccess to resources for patients with chronic noncancer pain and addiction are inadequate and
inconsistent across the province. In addition, patient
services are often not well coordinated. These shortcomings seriously undermine the quality of patient care.

A

While there are several significant concerns with the use
of opioids, when prescribed and used appropriately, they
serve a legitimate medical purpose. Some problems may
be the result of inadequate resources for the proper
coordination and management of chronic non-cancer
pain and addiction.
Limited access to treatment can be further complicated
by the scarcity and misalignment of resources devoted to
chronic non-cancer pain management and addiction.
Some areas of the province have far too few family
physicians who focus on treating chronic non-cancer pain
and addiction. This problem is exacerbated by the
limited availability of specialized pain clinics, which are
not evenly distributed throughout the province, and poor
coordination within the health care system.

Creating a Coordinated System
Common goals for addressing opioid issues

▲

▼
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Provincial Government & MOHLTC
Provincial policy and strategic direction

▲

▼

LHINs
Local planning, accountability, funding and coordination

▲

▼

Health-care Professionals
Interprofessional deli-very of services and programs at
primary, secondary and tertiary levels of care

▲

▼

Communities, Families, Patients
Awareness of and engagement in health and well-being,
including appropriate opioid use

Creating a Coordinated System
Access to health resources depends on patients’ and
health-care providers’ ability to navigate a seamless and
integrated health system. An integrated system is one in
which family physicians are closely linked to other
primary care providers, as well as to specialty care
physicians, particularly those working in specialized pain
clinics. The ideal system would enable patients to access
the most appropriate care from the most appropriate
provider, easily and locally. As gatekeepers to the health
care system, primary care physicians are the hub of
coordinating a patient’s journey through interprofessional
care.
Creating an integrated, coordinated system relies
on a number of factors and players.
It requires a commitment from the province. Local
Health Integration Networks (LHINs) and their
communities should provide timely access to appropriate
care for chronic non-cancer pain and addiction. Adequate
resources for the provision of safe and effective care must
be in place. Patients, families and communities must
understand how to manage their health safely and
effectively, and that includes the proper use of opioids.
When it comes to opioids, health-care providers require
the necessary knowledge, skills and resources to identify
and prevent misuse.
Much of the practical work involved in creating a
coordinated system can be carried out at the LHIN level.
Each of Ontario’s LHINs has the authority to set
priorities, establish and fund programs, and also to fund
service providers in their local communities. While all
LHINs currently include addiction and mental health in
their Integrated Health Service Plan, not all of them view
opioid addiction as part of a continuum of broader
opioid issues.
The province’s Diabetes Strategy was launched in 2008 as
a comprehensive Ontario-wide initiative to prevent,
manage and treate diabetes. A similar approach should
be adopted to manage opioid issues, particularly those
elements of the strategy that focus on aligning existing
services and addressing service gaps, developing an
electronic patient database to track care, and creating an
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education and outreach program to raise awareness of risk
factors and promote prevention.
The federal government also has an important role to
play within a coordinated system. While most health
care activity occurs at the provincial level, there are
federal drug programs that could also play a role in
addressing opioid issues, particularly in terms of
identifying potential misuse. The federal government
provides drug benefits through the First Nations and
Inuit Health Branch, Correctional Services, the
Department of National Defence, the Royal Canadian
Mounted Police, and Veterans Affairs. As a result, efforts
to create a more coordinated system should involve the
relevant departments within the federal government.
RECOMMENDATION 10:
The Government of Ontario should make it a
priority to address the spectrum of opioid issues
on a system-wide basis.
This would require specific actions on the part of the
Government of Ontario and the LHINs:
• The Government of Ontario should promote linkages
throughout the entire system via LHINs and ensure
that adequate funding is made available for this
initiative as part of an overall provincial strategy.
• The Government of Ontario, in conjunction with
LHINs, should consider a comprehensive approach to
chronic non-cancer pain and addiction similar to the
Diabetes Strategy, which includes regional coordination,
and the use of information technology, education and
outreach.
• Linkages should be established with federal drug
programs so that Health Canada liaises with the
Government of Ontario in dealing with opioid
use/misuse in the province.
• LHINs should conduct a needs assessment to identify
service gaps in the treatment of chronic non-cancer pain
and addiction, including the need for information
technology.
• LHINs should facilitate linkages between health-care
professionals from a range of disciplines, community
resources, patients and families.
• LHINs should better address the social determinants of
health as they relate to addiction.
Chronic non-cancer pain can have multiple causes and
should be managed through a comprehensive approach

that uses a combination of treatment options offered by
various health-care providers. Treatments should start
with those that are least invasive, with the lowest risk of
adverse effects and the best evidence for efficacy.

An Interprofessional Model of Care
Within an interprofessional model of care, patients are
treated by different types of providers with training and
expertise in different aspects of chronic non-cancer pain
and addiction management. The objectives of
interprofessional care go beyond just treating physiological
symptoms to addressing psychological needs, social and
occupational functioning, and quality of life.
For interprofessional care to be effective, there must be
strong linkages between family physicians – the
gatekeepers to the health care system – and other
providers, including specialist physicians, specialized pain
clinics, nurses, pharmacists, physiotherapists,
occupational therapists, psychotherapists and counsellors.
This approach has been successfully implemented by the
Sherbrooke Model in Quebec, where a population-based
randomized controlled trial demonstrated positive
outcomes associated with integrated multidisciplinary
clinical and occupational interventions.32
Over the past few years, the Government of Ontario has
introduced various primary care structures to promote
multidisciplinary care. Chief among these are Family
Health Teams (FHTs), which are led by primary care
physicians working alongside other health-care providers
and offer a range of services, including chronic disease
management, rehabilitation, and health promotion. FHTs
are proving to be a valuable vehicle for multidisciplinary
care, but their availability throughout the province is
varied, resulting in inconsistent access. While additional
FHTs will be established over the next three years, there is a
pressing need to ensure that patients who are not registered
with FHTs have similar access to multidisciplinary care.
Another important primary care structure is the
Community Health Centre (CHC). CHCs employ teams
of physicians, nurses, counsellors and community health
workers who provide primary care and health promotion
programs for communities, families and individuals.
CHCs are intended to improve access to primary care for
specific at-risk or vulnerable populations who may have
trouble getting needed care due to barriers such as
disabilities, socio-economic status or geographic location.
CHCs also address broad determinants of health,
including poverty, housing and education. As with FHTs,

32 Agence d’évaluation des technologies et des modes d’intervention en santé (AETMIS). Management of Chronic (Non-Cancer) Pain: Organization of Health
Services (AETMIS 06-04). Montreal: AETMIS, 2006, xl p.
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the availability of CHCs is inconsistent across the
province.
While FHTs and CHCs play an important role in
facilitating interprofessional care, there will never be
enough of them throughout the province to ensure that
all Ontarians are registered. This calls for better
coordination of care in all communities, whether or not
they are served by FHTs and CHCs.
Within these structures, care for treatment beyond
physician-delivered services, such as physiotherapy and
occupational therapy, are covered by OHIP, whereas
outside of these structures, patients are responsible for
covering the costs out-of-pocket or through private
insurance. This can be a significant barrier to access.
Patients suffering from chronic non-cancer pain and
addiction may require secondary and tertiary specialty care
as their needs escalate. These approaches allow patients to
receive more complex and expert care according to need.
They also enable patients to receive the right care from the
right health-care provider at the right time.
As was noted earlier, one of the biggest barriers to
appropriate treatment for chronic non-cancer pain and
addiction is deficient pain management education for
physicians. It is crucial that physicians have access to the
most up-to date information on best practices for opioid
therapy. In addition, health-care providers require
continuing education throughout their careers to assist
with decision making about chronic non-cancer pain and
addiction management including resources to help
identify potential risk factors.
RECOMMENDATION 11:
Treatment of chronic non-cancer pain and
addiction should follow an interprofessional
approach.
This approach would be supported by implementing the
following initiatives:
• Coordinated pain rehabilitation services (including
physiotherapy, occupational therapy, return to work
strategies, cognitive behavioural therapy, early
intervention, complex interdisciplinary hospital-based
service, etc.); pharmacotherapy; and, interventional
techniques when medically appropriate.
• Better coordination of services at the LHIN level to
support primary care physicians and other health-care
providers and community services.

• Expansion of FHTs and CHCs.
• Dissemination of evidence-based interprofessional
guidelines and care pathways for chronic non-cancer
pain and addiction management.
• Interprofessional teaching and training for chronic noncancer pain and addiction management.
• Linkages between primary care physicians and academic
health science centres to promote the flow of the latest
evidence-based research and practice guidelines to the
front line of health care delivery.

An Integrated Network of Specialized
Pain Clinics
Specialized pain clinics are an important adjunct to
primary care in managing chronic non-cancer pain and
serve a number of important functions. They are
particularly useful for those patients who continue to
experience pain and dysfunction beyond the sub-acute
period and who require a comprehensive approach to
treatment. They provide expertise and contribute to the
body of knowledge about pain and pain management.
They provide an educational or mentorship role for
primary care physicians. And they help create linkages
between specialty clinics and primary care to support
patients being managed at the primary care level.
There are two main types of specialized pain clinics academic and community-based:
• Academic pain clinics are involved in clinical care,
teaching and research, and are linked to a university.
They are primarily located in major urban centres,
including London, Hamilton, Toronto, Kingston and
Ottawa.
• Community based pain clinics do not necessarily have
academic activities; rather they provide direct care to the
community. Some provide comprehensive
multidisciplinary care and a number of these clinics
exist in Ontario.33 However, there are none in northern
communities and few outside major urban areas.
Specialized pain clinics often operate in isolation from
primary care and other community resources. One of the
challenges is a lack of centralized coordinating functions
within communities that can link patients to the care
they need.
Some patients face practical difficulties accessing specialty
pain clinics if they are required to travel outside their

33 According to the latest data available from the Canadian Pain Society, there are 48 clinics.
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local community. Although some patients may qualify for
special medical travel grants, this assistance usually covers
mileage only. Given the location of specialized pain
clinics, these expenses are disproportionately borne by
those living outside major urban centres.
The ability of pain clinics to secure adequate funding is
another challenge. To supplement limited support from
government and the academic institutions with which
they are affiliated, some clinics rely on significant private
donations from the pharmaceutical industry and research
bodies. While funding from the pharmaceutical industry
can create a conflict of interest, there are currently no
other viable means for pain clinics to support themselves
unless they become involved in interventional procedures.
A further challenge is that specialized pain clinics tend to
focus only on pain, not on addiction. Patients who need
treatment for addiction in addition to pain may be
referred elsewhere, which fragments their care and
underscores the need for a more comprehensive,
interprofessional approach to both pain and addiction.
Pain clinics provide important services to patients with
chronic non-cancer pain but are currently unregulated.
Regulation of pain clinics is necessary to ensure patient
safety and quality of care.
RECOMMENDATION 12:
The Government of Ontario should oversee the
development of a comprehensive pain
management strategy in the LHINs to support
effective treatment of chronic non-cancer pain and
addiction; facilitate the creation of an integrated
network of specialized pain clinics across the
province; and work with the CPSO to develop an
effective regulatory framework for specialized pain
clinics.
This strategy depends on a number of supporting
approaches:
• Primary care providers must have access to specialized
care when required.
• The LHINs must better integrate specialized pain
clinics and other community resources. It would be
very helpful, for instance, if the LHINs developed a
directory of accredited pain management clinics.
• Academic-based pain clinics should be linked to
community-based pain clinics, as well as to primary
caregivers in an ongoing collaboration that provides

training, mentorship and support of primary care
initiatives that treat patients in their own communities.
• Specialized pain clinics should include a physician or
access to a physician with expertise in both chronic
non-cancer pain and addiction.
• Specialized pain clinics should aim to provide
comprehensive multidisciplinary care, including
rehabilitation, psychosocial intervention and expert
pharmacological management.
• A regulatory framework should be established for
specialized pain clinics.

Encouraging the Use of Non-Opioid Pain
Management
Treatment of chronic non-cancer pain is aimed at
enhancing a patient’s functioning and improving
comfort. Many patients are treated using a rehabilitative
approach (including but not limited to – physiotherapy
and occupational therapy), but in some cases,
pharmacotherapy is warranted. This may include both
opioid and non-opioid medications. Not all patients
require medication to treat pain.
Non-steroidal anti-inflammatory (NSAID) medications
are an example of commonly used non-opioid
medications used to treat chronic non-cancer pain. Most
are readily available by prescription and over-the-counter,
and are relatively inexpensive. These medications are
typically covered by ODB and other drug plans.
Certain non-opioid analgesics are more costly and are not
covered by ODB, despite increasing evidence of their
efficacy.34 This can limit the range of treatment options
and put patients at risk of addiction if they cannot afford
to pay out-of-pocket for prescriptions which are not
covered.
Health-care providers must be aware of the full range of
medication and other non-medication options for
treating chronic non-cancer pain, as opioids are not
considered the first line of defence. The benefits of
opioids must be weighed against their potential risks
when used long-term. Moreover, health-care providers
should be aware of the need for early intervention with
non-opioid modalities, both pharmacologic and
otherwise, to prevent persistent pain from escalating,
thereby reducing the need for opioid treatment.

34 Moore, RA, Straube S, Wiffen, PJ, Derry S, McQuay HJ. Pregabalin for acute and chronic pain in adults. Cochrane Database of Systematic Reviews.
(3):DC007076, 2009; Arnold LM, Goldenberg DL, Stanford SB, Lalonde JK, Sandhu HS, Keck PE Jr, Welge JA, Bishop F, Stanford KE, Hess EV, Hudson JI.
Gabapentin in the treatment of fibromyalgia: a randomized, double-blind, placebo-controlled, multicenter trial. Arhtritis & Rheumatism 56(4):1336-44, 2007
Apr.; Furlan AD, Sandoval JA, Mailis-Gagnon A, Tunks E. Opioids for chronic noncancer pain: a meta-analysis of effectiveness and side effects. CMAJ (2006)
174:1689-1594.
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RECOMMENDATION 13:
Physicians should prescribe non-opioid medication
for pain management where clinically indicated.
This can be supported by:
• Reinforcing use of the new Canadian Guideline for Safe
and Effective Use of Opioids for Chronic Non-cancer Pain.
• Enabling access to non-opioid medications in the ODB
Exceptional Access Program for chronic non-cancer
pain management.
• Conducting a separate review of pain medication,
which includes an analysis of implications regarding
addictive potential, by the Health Technology
Assessment Program.

Ensuring Province-Wide Access to
Addiction Treatment
Methadone has been used for several decades as an
effective treatment for patients addicted to heroin or
opioid medications. More recently, buprenorphine
hydrochloride (a.k.a. Subutex or Suboxone) is also
gaining prominence. Buprenorphine is of comparable
efficacy to methadone, and has been shown to be safer.
There is evidence that it can be safely prescribed by
primary care physicians. Currently the MOHLTC is
considering listing buprenorphine on its formulary.
As opioid addiction continues to increase in Ontario, the
availability of methadone and buprenorphine treatment is
not keeping pace. Access is inconsistent or non-existent,
depending on location. The Greater Toronto Area is one
of few areas in Ontario with a sufficient number of
treatment spots for methadone maintenance treatment,
which is typically offered at clinics specifically devoted to
this purpose. Some communities have, at most, one
methadone clinic, which can have waiting lists of three or
four months. Moreover, physicians who provide
methadone maintenance treatment report that publicly
funded residential addiction treatment programs often
refuse admission to methadone patients. Not only is this
a barrier to care, it could be viewed as discriminatory.
The provision of such a program could be done quite
successfully in primary care offices.

Because methadone maintenance treatment requires daily
dispensing and administration, it is simply not feasible in
some remote communities, where there are no local
pharmacies and where physician visits are infrequent. As a
result, patients on waiting lists for methadone
maintenance treatment tend to continue using opioids,
which further increases the risk of harm associated with
these substances.
First Nations leaders note that opioid addictions are of
increasing concern for their communities. First Nations
communities need treatment programs that consider their
particular needs in a culturally sensitive manner. First
Nations’ Chiefs have called for inclusion of their
communities’ input in the development and
implementation of addiction treatment programs. Ideally,
these programs should include emergency withdrawal
management services, local on-site methadone clinics,
additional community activities for youth, prevention
and education programs, collective community
leadership, capacity-building, and training of local
workers.35
In all communities, increasing the number of access
points to addiction treatment is important, but not
sufficient. All patients with addiction, regardless of their
particular demographics, need access to comprehensive
treatment, which provides primary care with an emphasis
on counselling. Patients and health-care providers also
need linkages to other addiction and mental health
resources as necessary. There is strong evidence that
counselling and case management are essential for
effective treatment. Yet many methadone programs do
not have counsellors on site, nor do they have access to
off-site counselling.
Abstinence-based treatment is another approach and
involves medically-assisted detoxification, followed by a
formal inpatient or outpatient addiction treatment
program and long-term follow-up. Studies on heroin
users have found that abstinence-based treatment is less
effective than opioid agonist treatment with methadone
or buprenorphine36. However, it is the preferred
treatment for many patients, and its effectiveness may be
higher in socially stable prescription opioid users. It is
difficult to access abstinence-based treatment in Ontario,

35 Sioux Lookout First Nations Health Authority. Chiefs’ Forum on Social Issues. Answering the Call for Help: Reducing Prescription Drug Abuse in Our Communities.
Final Report. June 5, 2009.
36 Gruber, V. A., K. L. Delucchi, et al. (2008). A randomized trial of 6-month methadone maintenance with standard or minimal counseling versus 21-day
methadone detoxification. Drug Alcohol Depend; 94(1-3): 199-206.
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and many centres do not offer comprehensive medicallyassisted detoxification.

treatment physicians in counselling, and developing
alternate funding mechanisms.

FHTs and CHCs would be a logical locus for
comprehensive addiction treatment given their
multidisciplinary approach involving physicians,
pharmacists, nurses, counsellors and outreach workers, all
of whom have a unique role to play in addiction
treatment. CHCs would be particularly useful given their
focus on marginalized patients. Patients with opioid
addiction are marginalized not only because of negative
societal perceptions surrounding addiction, but also
because they face specific barriers to accessing primary
care: they may lack transportation; they may have
difficulty finding a primary care physician willing to treat
patients with addiction; and their intense involvement
with the methadone treatment program may alienate
them from regular daily activities.

• Ensure that addiction treatment considers the special
needs of northern and remote communities, and those
of First Nations.

There are currently only a few FHTs and no CHCs in
Ontario that provide methadone maintenance treatment
or buprenorphine treatment. Expanding addiction
treatment to more FHTs and to CHCs throughout the
province is an area requiring greater attention. In order
for this to occur, fundamental supports, such as increased
staffing, specific expertise in addiction, and funding,
should be in place within these structures to enable them
to facilitate this additional service.

One area requiring attention is the current payment
model for physicians. Ontario’s traditional fee-for-service
physician payment model under OHIP encourages
physicians to see high numbers of patients relatively
quickly. This can be a disincentive to conducting
comprehensive assessment and follow-up of patients with
chronic non-cancer pain and addiction.

RECOMMENDATION 14:
The Government of Ontario should work with and
through the LHINs to ensure patient access to
comprehensive treatment of opioid addiction
throughout the province.
To support this strategy, the LHINs should:
• Conduct a needs assessment to identify areas that have
poor access to comprehensive treatment, including
methadone maintenance treatment clinics, and improve
access for these areas.
• Promote the inclusion of comprehensive opioid
addiction treatment within FHTs and CHCs.
• Develop strategies to improve access to publicly funded
psychosocial addiction treatment, such as hiring
regional counsellors, training methadone maintenance

RECOMMENDATION 15:
Primary care physicians should be encouraged to
prescribe buprenorphine for opioid-addicted
patients where clinically indicated.

Funding Better Prescribing and Treatment
Practices
Achieving an integrated, coordinated and accessible
system carries considerable costs. But the cost of
addressing opioid issues in Ontario is more than offset by
the benefits for the health and well-being of the province.

Capitation payment models may encourage physicians to
roster large numbers of relatively healthy patients.
Methodologies have been established by the Ontario
Medical Association (OMA) and the Government of
Ontario in implementing the Master Agreement in order
to compensate family physicians working in complex
areas such as HIV/AIDS, palliative care and elderly
care. Sessional fees have supported specialists consulting
to FHTs so that they are able to see patients in
consultation and also work directly with the primary care
interprofessional team.
Many primary care physicians in Ontario are now paid
through blended payment mechanisms, which include
capitation, fee-for-service incentives and special
payments. Alternate funding models for physicians
treating chronic non-cancer pain and addiction could
be explored by the MOHLTC in conjunction with
the OMA.
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Funding models should consider the role of all healthcare providers. Presently, OHIP predominantly covers
physician care and some limited care by other providers.

• A chronic pain or addiction unattached patient fee to
encourage family physicians to take on individuals with
these conditions.

RECOMMENDATION 16:
The Government of Ontario should fund all healthcare providers that are involved in the
management of chronic non-cancer pain and
addiction. The government should work with the
Ontario Medical Association on amending the
OHIP fee schedule relevant to pain management to
ensure fair remuneration for physicians practising
in this area.

• An adjustment to the capitation rate to reflect the
complexity of individuals with one or both of these
conditions.

Potential approaches to consider include:
• A sessional fee for family physicians or specialists
credentialed in chronic non-cancer pain and addiction
working in regional pain clinics; and a sessional fee for
family physicians or specialists working in rural and
remote regions using telemedicine to treat chronic noncancer pain and addiction. The sessional fee could be
modeled after ones that are used to support internists,
psychiatrists and pediatricians providing collaborative
care in FHTs.
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• A chronic disease management incentive, similar to the
ones provided for heart failure and diabetes mellitus, in
which physicians are provided with an annual fee for
completion of identified core elements of care.

USING TECHNOLOGY TO SUPPORT PATIENT CARE

Using Technology to Support Patient Care
echnology can be a powerful tool for enhancing the
quality of patient care. It can be particularly helpful
in managing and mitigating problems related to opioids
by facilitating access to information – information about
drugs, prescribing and dispensing, and a patient’s
medication profile.

T

Medication management technology exists in various
forms and should be used to support appropriate
prescribing and dispensing, which would help to mitigate
opioid-related challenges.
Technology can enable prescribers37 to easily record and
track prescription information in their patients’ charts. It
can assist prescribers to decide what course of treatment is
most appropriate for their patients. It can also allow
prescribers to transmit prescriptions electronically to
dispensers and give prescribers and dispensers access to
their patients’ medication profiles.
Most importantly, technology can provide health-care
providers with access to the important clinical
information they need to provide quality care to their
patients. For example, aggregate prescribing and
dispensing information can be used by prescribers and
dispensers for their own quality improvement. Such
information could also be used by appropriate
organizations to assist prescribers and dispensers improve
their practices and minimize diversion.38
Ideally, technology could make managing opioid
prescriptions easier. Technology can do so by making
complete information and decision support tools
available where they are needed.
However, when it comes to prescribing and dispensing
drugs in Ontario today, reality is far from the ideal for the
following reasons:
• Limited use of existing technology – Few prescribers
have an efficient way to record and access information
regarding their own patients. Less than half of Ontario

physicians have incorporated electronic medical records
into their practices.39
• Limited information – Ontario suffers from a paucity
of reliable data with respect to the use of opioids from a
system-wide perspective. The best available data comes
from the Ontario Drug Benefit (ODB) Program, which
captures approximately 45% of the total provincial
prescription claim volume.
Only drug claims history of recipients of the ODB
Program (including the Trillium Drug Program) is
available.40 The ODB Program covers less than onequarter of the population in Ontario.41 Information
from the ODB is available in the Drug Profile Viewer
(DPV) system; however, drug products that are not
provided under the ODB Program will not be on the
drug claims history.
• Limited Access – Only prescribers and dispensers with
access to the DPV can access the information for
clinical purposes. Prescribers only have access to the
DPV in hospital emergency departments.
• Limited Quality Assurance – Only the Ontario
government has access to the ODB data and has the
ability to identify trends. Prescribers are not able to
access aggregate data to evaluate their prescribing
practices.
In addition, other groups, such as health regulators,
have no way of knowing where prescribing or
dispensing problems occur.
In the absence of a coordinated system, it is very difficult
to provide information on all prescriptions for all patients
to all prescribers and dispensers. If health-care providers
had prescription information for all patients, it would
help them determine whether prescribing and/or
dispensing opioids is the most appropriate intervention.
This information would also alert the prescriber or
dispenser to patients who may be double-doctoring,

37 For the purposes of this document, prescribers are typically physicians, but can include other health care providers such as dentists.
38 Please see the “Dealing with Diversion” section of the report for information.
39 Ontario Health Quality Council (2010). Quality Monitor: 2010 Report on Ontario’s Health System, www.ohqc.ca/pdfs/2010_report_-_english.pdf
40 http://www.health.gov.on.ca/english/providers/program/dpv/pro_faq.html#1
41 http://www.health.gov.on.ca/english/public/pub/ministry_reports/odb_report05/odb_rep_05_06.pdf
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using multiple pharmacies and/or misusing or diverting
opioids. Prescribers with access to aggregate data can also
improve their prescribing practices.
Other jurisdictions have demonstrated that drug
management and information systems perform a valuable
quality improvement function. Prescribers and dispensers
benefit from having readily available information about
all opioids prescribed to patients which can improve
patient care.

Technology-Based Approaches to Opioid
Management
An electronic health record (EHR) is a complete profile
of the patient’s medical history, and includes multiple
sources of information. The ability to share information
electronically between authorized health-care providers is
one of the most important aspects of a complete EHR
and can improve patient safety.42 However, the patient’s
medication profile is only one component of the
complete EHR.

Patients can easily obtain opioids with fraudulent
prescriptions…
In one case… A pharmacist was suspicious of a physician’s signature
on a computer-generated prescription. The pharmacist generated a
report from his computer system to identify other prescriptions
written by the same physician, to compare the signatures. In doing
so, the pharmacist noticed that in the last month, there were three
prescriptions for 200 Oxycocet, for three patients living at the same
address, from one physician. The pharmacist contacted the physician,
who confirmed all the prescriptions were forgeries. Nearby
pharmacies had also filled the same prescriptions.
In another case… A pharmacist received a “fill too soon” message at
the adjudication of a third party payer claim. Upon phoning the third
party payer for verification, the pharmacist discovered that the patient
was receiving OxyContin from two different doctors at two different
pharmacies. Between the two pharmacies, 14 prescriptions were
dispensed for 30-90 OxyContin 20 mg and/or 40 mg in a three-month
period. At times, the prescriptions were filled within days of each
other.

42 http://www.ehealthontario.on.ca/programs/dpv.asp
43 http://www.cpso.on.ca/policies/policies/default.aspx?ID=1686
44 http://www.ehealthontario.on.ca/programs/ePrescribing.asp
45 http://www.ehealthontario.on.ca/programs/dpv.asp

30

While EHRs represent an ideal towards which the
province is moving, we are still many years away from a
fully integrated system in Ontario. In the interim, there
are other technologies which could improve patient care
if they were made widely available and consistently used.
For example:
Electronic medical records (EMR) allow prescribers to
record patient information and track prescriptions. Good
medical records are needed to assess the patient’s medical
history and identify problems or patterns that can
determine the course of care that should follow. Good
records can also optimize the use of resources, both
financial and human, by reducing duplication of services
and identifying abuse of the health care system.43
Decision support tools assist prescribers decide what
course of treatment is most appropriate for the patient.
Decision support tools can assess risk, identify potential
drug interactions, ensure correct dosages are given, and
help manage patient behaviour (i.e., electronic opioid
contracts). For example, Opioid Manager puts the most
essential information from the Canadian Guideline on
one page for prescribers. These tools can be integrated
electronically for ease of use.
ePrescribing is the process of electronically generating,
authorizing (i.e., signing) and transmitting prescriptions
from prescribers to dispensers.44 It allows for the
electronic authentication, authorization and delivery of
prescriptions, which saves time, reduces errors related to
handwriting and reduces prescription fraud and
diversion. For example, it can prevent patients from
writing their own prescriptions using a stolen prescription
pad, or altering an existing prescription.
The Drug Profile Viewer (DPV) allows the prescriber
and dispenser to have limited information on dispensed
prescriptions covered under the ODB Program. For those
who have access, the DPV helps to quickly identify the
potential for harmful drug interactions or lethal
combinations of drugs.45
The Drug Information System (DIS) is one of the most
important technological tools to improve quality care.
Currently being developed by the Government of
Ontario through eHealth Ontario, the DIS will allow
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prescribers and dispensers access to comprehensive
medication profiles for all patients.
Access to information in the DIS can also improve
patient safety by allowing the health-care provider to
check for allergies, drug-to-drug interactions and accurate
medication dosages.
The following diagram illustrates how the potential for
appropriate prescribing increases with each type of
technology used:
Complete patient
profile

Benefits

Comprehensive
medication profile

medication profiles for all patients to improve clinical
outcomes. Therefore, the DIS should first provide
information about all opioid prescriptions to all relevant
prescribers and dispensers for clinical and quality
improvement/educational purposes.
This should be the initial focus of the DIS to prevent a
chill-effect in prescribing and dispensing opioids for
legitimate reasons. Research indicates that some
physicians already tend to under-prescribe opioids,
particularly to patients with
chronic pain, because of fear of
“…causing addiction and
attracting addicts to their
practices…”.46

Efficient & secure
prescriptions
Prescribing/
dispensing guidance
Record/track
prescriptions
Paper

EMR

Decision e-Rx
support

Technology
A Compelling Case for a Drug Information
System
An important technological tool for ensuring
coordinated, effective prescribing care is a Drug
Information System (DIS). A DIS will allow prescribers
and dispensers access to comprehensive medication
profiles for all patients to improve clinical outcomes.
This is critical for improving patient safety as it allows the
sharing of information with providers, the ability to
check for allergies, drug-to-drug interactions and accurate
medication dosages.
A DIS must do more than track prescription information.
It should also be compatible with other technologies,
such as electronic medical records, educational tools, and
ePrescribing. This can ensure prescribers and dispensers
use all available technology solutions to improve their
prescribing and dispensing practices and, in turn, help
ensure that opioids are used safely and appropriately.
The primary benefit of the DIS is its ability to give
prescribers and dispensers ready access to comprehensive

DIS

EHR

Prescriber access to patient
medication profiles and tools
would help determine whether
opioids are appropriate. It
would also help to confirm that
a patient has not been receiving
opioids elsewhere. It may also
decrease the number of
physicians who under-prescribe
or have “no opioid” policies in
their practices.

If prescribers know that
information will be used
primarily for clinical quality
improvement and education purposes, rather than
monitoring, they may be more comfortable prescribing.
A secondary benefit of the DIS is the ability to use data
for quality assurance purposes. The Drug Monitoring
System (DMS) discussed in the Dealing with Diversion
section of this report would be a component of the DIS,
and would improve the prescribing and dispensing of
monitored drugs and minimize diversion.
Increasing prescriber/dispenser access to opioid
prescription information is a logical and timely solution
that should be expedited. Online educational tools and
resources to assist prescribers and dispensers can also be
offered in conjunction with these technology solutions.
RECOMMENDATION 17:
The Government of Ontario should move
immediately to make all opioid prescription
information for all people available to all
prescribers and dispensers by June 2011.

46 Haydon, E., Rehm, J., Fischer, B. (2005). Prescription Drug Abuse in Canada and the Diversion of Prescription Drugs into the Illicit Drug Market. Canadian
Journal of Public Health; 96(6): 459-461.
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RECOMMENDATION 18:
The Government of Ontario should pass enabling
legislation to allow for a Drug Information System
(DIS) by 2012 that would:
• Compile all drug information for all patients in a
single repository;
• Provide secure electronic access to real-time
information regarding all drugs for all individuals
to all prescribers and dispensers; and
• Include a component Drug Monitoring System to
improve the prescribing and dispensing of
monitored drugs and minimize diversion.
These are two distinct but related recommendations. A
comprehensive DIS is the overall objective, but
recognizing that this will take time, it is critical that the
first recommendation be implemented in the short term
to help mitigate the devastating effects of opioid misuse.
This can be accomplished by making all opioid
prescription information for all people available to all
prescribers and dispensers as soon as possible while
Ontario develops a comprehensive DIS for all drugs over
the next several years.
The DIS should include a Drug Monitoring System
(DMS) as a component to improve the prescribing and
dispensing of monitored drugs and minimize diversion.
The DMS is discussed in greater detail in the next section
of the report.

Almost all provinces with a drug information system
confirm that this is a very important component of the
system. In Manitoba, prescriptions written for First
Nations that are not covered by a provincial drug
program are not automatically included in the DIS. As a
result, Manitoba’s DIS is not comprehensive.
There is no legislation in Ontario that requires
prescribers/dispensers to enter information into a central
database. In addition, the sharing of personal health
information in Ontario is protected through privacy
legislation. As a result, legislative changes are required to
allow for the information to be collected in one database,
used and disclosed. In addition, a privacy impact
assessment needs to be completed to ensure the legislative
changes address any privacy issues. Implementation will
require cooperation among stakeholders.
RECOMMENDATION 19:
The Government of Ontario should make the
legislative changes needed to allow for all
prescription information for all patients to be
collected, used and disclosed to all prescribers and
dispensers.
The DIS should encompass all pharmacies and be
established in real-time so that prescribers and dispensers
can check a patient’s prescription history.

Any DIS enabling legislation should specify that the
system should include all drugs prescribed and dispensed
for all people in Ontario47, regardless of who is paying for
the prescription.

The DIS must be compatible with other technologies,
especially EMRs. Prescribers must be able to access the
information in the DIS through their EMRs. In
Saskatchewan, physicians have access to the information
contained in their DIS for clinical purposes, but only
about 2% of physicians actually look at it, primarily
because it is in a separate system from their EMR.

The collection, use and disclosure of all prescription
information online in a single repository is inhibited by
the use of separate databases. Currently, prescriptions can
be paid for by the ODB Program, a third party payer,
Health Canada, or the patient. Because each payer
collects information in separate databases, it makes it
difficult for health-care providers to have complete
prescription information. Regardless of who pays for the
prescription, information about all drugs should be

The DIS should have the capability to compare prescriber
information with aggregate data. If prescribers had access
to this information, they could learn a lot about their
prescribing practices simply by looking at how they
compare to the average health-care provider in Ontario.
This could be a very valuable tool in changing prescribing
practices without any involvement from the regulator.
Aggregate data would also be very valuable to policymakers for allocating resources appropriately.

Designing an Effective Drug Information
System

47 This would include First Nations living on and off reserve.
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collected in the DIS to limit the ability of patients to
have multiple prescriptions dispensed to them
inappropriately.

USING TECHNOLOGY TO SUPPORT PATIENT CARE

RECOMMENDATION 20:
All prescribers and dispensers should have
appropriate access to real-time information in the
Drug Information System and be able to access it
through their electronic medical records.
Prescribers should use tools outlined in the Canadian
Guideline to help them determine what medication and
dosage may be appropriate for a particular patient. For
example, the Opioid Manager, which puts the most
essential information from the Canadian Guideline on
one page for prescribers, should be easily accessible to
prescribers. This would give prescribers access to a risk
assessment tool, as well as information on suggested
initial doses, an initiation checklist, and an aberrant drugrelated behaviour identification tool.

The ePrescribing pilot project facilitates the provision of
electronic prescriptions for all drugs, including opioids.
This enables prescribers to generate, authorize or “sign”
and transmit prescriptions to dispensers electronically.
ePrescribing supports safety and quality objectives through
the elimination of paper prescriptions, improves legibility,
and improves access to prescription and dispensing
information. ePrescribing also supports reductions in
adverse drug events and unnecessary hospitalization.
RECOMMENDATION 22:
The Government of Ontario should enable
ePrescribing across the province by building on
the success of the ePrescribing pilot projects
currently being run through eHealth Ontario’s
Medication Management Strategy to improve
efficiencies in prescribing and improve clinical
outcomes for patients.

Ensuring prescribers have access to these tools will assist
them to evaluate whether opioids are appropriate for their
patient, and if so, what the dosage should be. If the tools
are compatible with other technologies like the DIS and
EMRs, they will likely fit in the physician’s workflow
better and be used more often.

The DIS should establish policies with respect to privacy
and confidentiality. Ontarians must have assurances that
their personal health information will be used only for
the purposes of enhancing delivery of health care and
ensuring compliance with federal and provincial laws.

RECOMMENDATION 21:
Ensure tools from the Canadian Guideline on Safe
and Effective Use of Opioids for Chronic Non-Cancer
Pain to support appropriate drug prescribing are
accessible to prescribers.

Pharmacists and prescribers should be provided with
appropriate passwords, logins and encryption technology
to ensure that the health information of patients remains
private, while allowing them e-access to the patient’s
prescription records in real time.

Feedback from the ePrescribing Demonstration Project
managed by eHealth Ontario should be used to design
the DIS. To better understand the impact of electronic
prescribing, an ePrescribing Demonstration Project has
been launched by eHealth Ontario with two family
physician practices in Sault Ste. Marie and Georgian Bay.
Both practices are advanced in the use of the EMR. The
project was extended by eHealth Ontario beyond the
June 2010 end date for six months and could be extended
beyond the end of 2010 for successive six-month periods.
This open-ended approach to extending the project could
unnecessarily delay progress on the more significant
priority of developing and implementing the DIS. The
DIS would not only enable ePrescribing across the
province through a common technological platform, it
would also provide a wider range of benefits, including
improved patient care.

DIS implementation legislation should contain
safeguards against unwarranted legal action against those
acting in good faith in carrying out their responsibilities
in administering the DIS.
RECOMMENDATION 23:
The Government of Ontario should work with
stakeholders to ensure the appropriate sharing
of information and protection of privacy.

Online Tools for Opioid Management
in the Interim
The online tools recommended in the Canadian
Guideline should be available to prescribers and
dispensers in advance of the DIS. There are several tools
that could significantly enhance the uptake of other
technologies in practice and improve system
management, such as:
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• The Opioid Manager condenses the key elements from
the Canadian Guideline and is designed to be used as a
point-of-care tool for providers. This should be
electronic and incorporated into a prescriber’s EMR.
Although this cannot be a specification requirement,
vendors can be strongly encouraged to incorporate the
Opioid Manager in EMRs.
• The Opioid Screening Tool provides access to an
electronic version of the Screener and Opioid
Assessment for Patients with Pain (SOAPP)
questionnaire for prescribers of opioids to use as a
means of predicting aberrant drug-related behaviour.
Prescribers could use an electronic version of this tool to
help them quickly evaluate whether their patient is at
high-risk for misusing opioids. This could decrease the
number of inappropriate prescriptions that are written
unintentionally and result in better monitoring of at
risk patients.
• Opioid Contracts are “formal and explicit written
agreements between physicians and patients that
delineate key aspects regarding adherence to opioid
therapy.”48 Similar contracts could be used between
dispensers and patients as well. An opioid contract
could state that the prescriber will only prescribe
opioids if the patient agrees to stop all other narcotics,
take the medication only as directed, use only one
pharmacy to obtain the medication, in addition to
other conditions designed to prevent abuse.49
Having an opioid contract would ensure a patient
understands what is expected of them when they receive a
prescription. Those expectations would include no
double-doctoring or attending multiple pharmacies and
no misuse or diverting of drugs. The penalty for not
complying with the contract would also be clear: the
prescriber/dispenser will not continue to

prescribe/dispense opioids. Patients could be given the
choice to opt out of an opioid contract; however, the
prescriber or dispenser could also exercise the option of
refusing to prescribe or dispense opioids to that patient.
An electronic version of an opioid contract could be
available to prescribers and dispensers on a website, or it
could be linked to prescribers’ EMRs or the pharmacy
system.
RECOMMENDATION 24:
The Government of Ontario and OntarioMD should
provide prescribers, dispensers and patients with
enhanced access to online educational tools and
resources for prescribing, dispensing and use of
prescription opioids.
Given the array of technological tools currently available
and others such as the DIS that are under development, it
is critical that health-care professionals are proficient in
using technology and are computer-literate. This can
include the ability to access the information and tools
available to health-care providers. The use of technology
is quickly becoming the standard way to deliver health
care services. Health profession regulators should ensure
that their members are capable of incorporating
technological tools in their practice to improve patient
care.
RECOMMENDATION 25:
Health regulatory colleges should make computer
literacy a standard of practice and should educate
health-care professionals on the benefits of EMRs
and privacy best practices.

48 Arnold, R.M., Han, P.K.J. and Seltzer, D. (2006). Opioid Contracts in Chronic Nonmalignant Pain Management: Objectives and Uncertainties.
The American Journal of Medicine, 119 (4): 292-296.
49 http://www.cipm.com/forms/jones_agreement.pdf
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Dealing with Diversion
here are a number of regulatory, policy and statutory
gaps that need to be addressed to stem opioid abuse,
as well as address criminal behaviour.

T

The use of prescription opioids has become the major
form of illicit opioid use in Canada. There has been “a
fundamental shift from heroin to prescription opioid
abuse in Canada” and Canada now ranks as the third
largest per capita consumer of opioids50 and is the top per
capita consumer of a number of opioids such as
hydromorphone.51 Exacerbating this situation is the fact
that “…prescription opioid control measures are lax
(especially when compared with measures implemented
in the United States) and inconsistent across Canada
(only a few provinces have prescription monitoring
programs in place).” The research confirms and the
experts advise that we need to rethink our approach to
achieve better prevention without undermining access to
adequate opioid-based pain treatment.52
“Drug diversion, broadly defined, is when the legal
supply chain of prescription analgesic drugs is broken,
and drugs are transferred from a licit to an illicit channel
of distribution or use.”53 Like most provinces and
territories in Canada, Ontario is ripe for diversion of
opioids. There is no monitoring system to track
prescription access to opioids, apart from government
programs such as the Ontario Drug Benefit (ODB)
Program for eligible recipients and the Non-Insured
Health Benefits (NIHB) Program for eligible First
Nations individuals and private drug plans which track
claims and prescription costs submitted by their
members.
The inability to prevent diversion is due to the lack of a
system-wide ability to monitor and track the prescribing
and dispensing of all opioids for all people. Although
double-doctoring is a criminal offence under the

Controlled Drugs and Substances Act56, there is no systemwide tracking or monitoring capability in place to detect
those who may be seeking prescriptions for opioids from
multiple sources, including medical doctors and
dentists.57 The absence of system-wide monitoring and
tracking makes investigation and prosecution very
difficult. Some other jurisdictions, such as the United
States, have already moved to a system that would track
the sale of these drugs to help prevent their misuse.

Illegal Opioids: Profitable and Plentiful on the Streets
There is a tremendous opportunity for profit when these drugs are
diverted to the street, regardless of whether opioids are obtained by
paying cash for prescription drugs or through legitimate drug plans.
The average pharmacy price for one 80 mg OxyContin tablet is $4.
The average street price for the same pill is $80.54 Therefore, a bottle
of 100 pills costing about $400 has a potential street value of $8,000.
In northern Ontario. Ontario Provincial Police (OPP) reports have
shown a single 80 mg OxyContin pill selling for as high as $400 - $600
in some First Nations communities, increasing the potential profit to
over $38,300 for a one hundred tablet bottle in those areas.55

Physicians should be accountable for their prescription
practices. Several OPP occurrences have illustrated that a
number of physicians have been accomplices in the
improper distribution of oxycodone-based drugs in our
communities. Still other well-meaning physicians have
been purposefully deceived by drug-seeking individuals
who are engaged in the offence of double-doctoring. In a
recent example, a woman was prescribed a three-month
supply of 1,450 80 mg OxyContin tablets by her
physician which equates to approximately 16 pills per
day.58 Recent information obtained illustrates examples
of doctors in the Greater Toronto Area who sell

50 Narcotic drugs: estimated world requirements for 2010: statistics for 2008, New York (NY): Internaltional Narcotics Control Board; 2009.
51 Fischer B et al, Changes in illicit opioid use across Canada, CMAJ, November 21, 2006; 175 (11).
52 Ibid.
53 Stokowski, L, Drug Diversion in the United States, March 31, 2008, <http://cme.medscape.com/viewarticle/572103>.
54 Street drug pricing provided by OPP Drug Enforcement Section.
55 Information provided by frontline OPP officers working Northern First Nations Territory communities.
56 s.4(2) of the Controlled Drugs and Substances Act (Canada).
57 Dr. Alan Konyer, MD. Medical Director, Ontario Addiction Treatment Centres.
58 Source: Ontario Provincial Police.
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prescriptions to people who then use those prescriptions
to obtain and traffic the opioids to others.
Pharmacy oversight of oxycodone is limited to the
monitoring of those who use a single pharmacy
exclusively or use a prescription drug plan. If a customer
is double-doctoring and attending several pharmacies
within a short time frame to obtain more drugs using a
drug plan, the purchases are red flagged and visible to the
pharmacist. However, the information available to the
pharmacist is minimal. Also, it is important to note that
the system does not track and monitor cash purchases,
nor does it track purchases for one patient through
different drug plans (e.g., some patients may have two
drug plans, or utilize a drug plan for one prescription,
and self-pay for another).

Taking Legal Action Against Opioid
Diversion
The inability to monitor and track the prescribing and
dispensing of prescription medication has made it
relatively easy to obtain oxycodone and other prescription
medicines subject to abuse and diversion. The legal status
of prescription opioids makes it difficult to investigate
potential trafficking offences, even when possessed in
large quantities (e.g., 1,000 pills at a time). The “watchful
dose” established by the new Canadian Guideline will
assist law enforcement and the judiciary better determine
whether the drug is being diverted inappropriately.
The recommended DMS can provide an essential tool for
monitoring and tracking persons abusing the prescription
system. People whose utilization patterns suggest that
they may be diverting pharmaceuticals prescribed to them
to the illicit market could be reviewed by trained healthcare professionals employed by the DMS. Cases of
diversion and double-doctoring would be much easier to
spot and intercept. The DMS can also be used to identify
problematic prescribing or dispensing patterns amongst
health-care professionals.
A comprehensive DMS must be built into the DIS, and
is integral to monitoring the prescribing and dispensing
of opioid drugs, along with other narcotics and controlled
substances, to reduce the abuse and misuse of these drugs.

59 http://www.gnb.ca/legis/bill/pdf/56/4/Bill-8.pdf
60 College of Physicians and Surgeons of Alberta.
61 College of Physicians and Surgeons of Saskatchewan.
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The DMS can collect, utilize and disclose information for
the purposes of tracking prescription opioid use of all
Ontarians so appropriate action can be taken to help curb
the inappropriate prescribing, dispensing and use of
opioids.
A comprehensive DMS includes both the technological
elements, such as software and hardware, and the team
assembled for the administration of the System
(including requisite administrative and medical expertise
such as pharmacists and physicians). In addition to DMS
staff, access to prescribing information about all or some
categories of drugs could also be allowed for some
predefined organizations (i.e., government or regulatory
health colleges) to identify and respond to problematic
prescribing patterns.
The DMS is not intended to detract from the primary
purpose of the DIS — improvement in clinical outcomes
for patients. It is also not intended to reduce the
prescribing of opioids, but to ensure the appropriate
prescribing of opioids.
Other provinces have made legislative changes to allow
for the collection, use or disclosure of prescription
information. New Brunswick recently introduced the
Prescription Monitoring Act, 2009 59 to establish the
framework for the prescription monitoring program in
the province. In addition, British Columbia, Alberta,
Saskatchewan, Manitoba, Nova Scotia and PEI have
made specific changes to their legislation to enable the
collection, use or disclosure of prescription information.
The drug monitoring programs in these jurisdictions have
met with considerable success.
In Alberta, physicians value the information available
through the Triplicate Prescription Program and many
use it to better inform their care of patients.60
When Saskatchewan first introduced its prescription
monitoring program, there was a reduction in
misprescribing, presumably because physicians knew
there was a monitoring program.61
The College of Physicians and Surgeons of Nova Scotia
report that their prescription monitoring program is
effective in quickly identifying patients who are seeking
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drugs from multiple physicians,62 even though the
program data is not in real-time. An evaluation63 of the
Nova Scotia Prescription Monitoring Program found that
Nova Scotia has a lower number of narcotic claims64 per
person than provinces such as Ontario and New
Brunswick, which do not have a prescription monitoring
program.
In the United States, prescription drug monitoring
programs are being used to deter and identify illegal
activity such as prescription forgery, indiscriminate
prescribing and doctor shopping. Some state programs
proactively notify physicians when their patients are
seeing multiple prescribers for the same class of drugs.
This has been a very successful program to thwart
diversion in a number of states.65
Another important function of the DMS should be the
tracking and monitoring of specific opioids to identify
and address the outliers amongst prescribers and
dispensers who have not taken advantage of the
information available (including the Canadian Guideline)
to improve their practices.
RECOMMENDATION 26:
The Government of Ontario should pass enabling
legislation to develop and implement a Drug
Monitoring System as a component of the Drug
Information System to improve the prescribing and
dispensing of monitored drugs and minimize
diversion by 2012.
Some jurisdictions in the United States have developed
measures to prevent the abuse and diversion of opioid
drugs that tend to be stricter than those adopted by
Canadian provinces. For example, the Balanced Pain
Policy Initiative Law Enforcement Roundtable developed
strategies aimed at balanced pain policy. This policy
places the responsibility for determining a range of
matters, including certain medical issues, in the hands of
law enforcement. The recommendations of this report
try to strike a balance between preventing the diversion
and misuse of opioids against ensuring the best possible
patient care. They also aim to protect privacy and
provide for the adequate treatment of pain. Unlike the
US approach, they leave the critical judgments on

medical issues in the hands of health-care professionals
instead of law enforcement professionals.
The Controlled Drugs and Substances Act and the Criminal
Code makes the illegal possession, provision/distribution
and trafficking of prescription opioids a crime. But the
lack of an effective and comprehensive drug monitoring
system hinders the efforts of law enforcement to identify
and investigate those involved in the diversion of these
drugs to the street. For those who are charged with
offences related to prescription opioids, the results of
these prosecutions, particularly for trafficking offences,
does not adequately reflect the impact these drugs are
having on Ontario communities.
Given the current level of saturation that prescription
opioids have in the Ontario street drug market, reducing
the supply of these drugs is critical.
Enhanced monitoring must be accompanied by increased
addiction treatment spaces and education to prevent the
migration of those already addicted to street prescription
opioids to other drugs, such as heroin. However, pain
must continue to be adequately treated.
The overall objective is to promote the appropriate use of
opioids by health professionals to treat patients with
chronic non-cancer pain and mitigate the diversion of
these drugs to the street. What is needed is strong
government leadership in developing and implementing a
prevention strategy and outcomes that are achievable and
monitored.

The “Watchful Dose”
The Canadian Guideline establishes an equivalent of 200
mg/day of morphine equivalent as a “watchful dose.”
This dose level should be used as a threshold in the DMS.
The watchful dose pertains to chronic, non-cancer pain
and this threshold would not to be applied to the
treatment of malignant pain, which may necessitate large
doses of opioids for comfort measures.
Prior to the publication of the Canadian Guideline,
health-care practitioners were using vastly different
dosing regimes for chronic non-cancer pain, with no
uniformity in care. This guideline will help make

62 Nova Scotia Prescription Monitoring Program (ND). An Overview & Outcomes Summary, p.5.
63 Nova Scotia Prescription Monitoring Program (ND). An Overview & Outcomes Summary, p.6.
64 Narcotics are those which are monitored under the program. A claim, for the purpose of this comparison, has been defined as one prescription for one
person. To ensure accurate comparison, prescriptions for narcotics prescribed in ON and NB that are not monitored in Nova Scotia were removed from the
data.
65 Office of Diversion Control, U.S. Department of Justice. (2008). Prescription Drug Monitoring Programs.
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physician prescribing of opioids more consistent. It will
also enable physicians, nurses, pharmacists, other healthcare practitioners, police and the judiciary to appreciate
the scope of opioid substance abuse.
DMS staff (which includes health-care professionals such
as physicians and pharmacists) would contact prescribers
and dispensers who exceed the “watchful dose” for an
explanation and there would be no presumption of error
or wrongdoing. Where the DMS has reasonable and
probable grounds to believe laws have been contravened,
it shall disclose the information in its possession to law
enforcement and, where this information pertains to a
member of a regulated health-care professional, to the
appropriate regulatory health college. The DMSenabling legislation should provide that the DMS may
compel a prescriber, dispenser or any other body or
person to provide information it needs to achieve its
legislated objectives and that the DMS and its staff will
have statutory immunity from liability for disclosure and
any actions taken to fulfil its mandate that are undertaken
in good faith.

Role of Health-care Professionals and
Institutions in Reducing Diversion
Individuals abusing, trafficking or diverting opioids—
including some health professionals—may be involved in
activities that place them or other members of the public
at risk. Prescribers, dispensers, heads of institutions and
health information custodians who have knowledge of
this potential risk have an ethical and moral obligation to
share that information with police.
Currently, there is no provision which specifically permits
institutions and health information custodians to make
such disclosure to the police in order to minimize the
diversion of opioids and other controlled substances.
Although the language of the current Personal Health
Information Protection Act (PHIPA) and the Freedom of
Information and Protection of Privacy Act (FIPPA) can be
interpreted to permit such reports to a police service, the
legislative authority to do so is not clear and unequivocal.
In the absence of clear legal authority, police services
indicate that institutions, regulators and health-care
professionals have been reluctant to disclose this
information without a warrant.
When health-care professionals, heads of institutions and
health information custodians become aware of criminal
activity, this information should be shared with the
appropriate regulatory body or the police. Amending the
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current provision to provide a clear and unqualified legal
requirement to disclose to a police service would result in
a greater number of reports to police who can then take
action to minimize the diversion of opioid drugs. Of
course, not all potential contraventions of the law will be
intentional or done with criminal intent. For example,
an elderly patient may seek to refill a prescription
accidentally, not realizing that he/she already has
sufficient pills. Also, there may be cases where a patient
approaches a doctor for treatment of his/her drug
addiction and shares information that might otherwise be
reportable. It is not in the patient’s or the community’s
interest to disclose information provided by patients who
are seeking to overcome their drug addiction. Health-care
professionals and health information custodians will be
expected to exercise professional judgment, as they
commonly do in other aspects of their work.
RECOMMENDATION 27:
The Government of Ontario should amend the
Personal Health Information Protection Act (PHIPA)
and the Freedom of Information and Protection of
Privacy Act (FIPPA) to require a regulated health
professional, the head of an institution and a
health information custodian to disclose personal
information to a police service without a warrant
where he/she has reasonable and probable
grounds to believe that a law of Ontario or Canada,
including the Criminal Code or the Controlled Drugs
and Substances Act, has been contravened.

The Role of the Regulators
Pharmacists are often the key strategic link in the flow of
prescription opioids and, amongst regulated health
professionals, are the most likely to be aware of abuse and
diversion. They are uniquely situated to report suspected
criminal activity. Recently, there has been a significant
rise in thefts from pharmacies. Any policy created by the
Ontario College of Pharmacists would have to consider
and reflect upon the Personal Health Information
Protection Act, 2004. Information by the Office of the
Information Privacy Commissioner suggested that this
disclosure is already permitted under PHIPA, but there is
no established case law on this point. The legislative
amendments noted above would remove this uncertainty
and allow the Ontario College of Pharmacists to take
decisive measures to reduce diversion.
Regulatory health colleges have a statutory responsibility
under the Regulated Health Professions Act, 1991 (RHPA)
to govern their members in the public interest. In the
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course of fulfilling this responsibility, colleges often come
into possession of information that would assist police
services in investigating the diversion of opioids and other
drugs. As part of their mandate to act in the public
interest, the regulatory colleges should provide relevant
information in their possession to the police without a
warrant so that law enforcement agencies can take
appropriate action to minimize diversion and protect our
communities.
Although the current language of section 36(1)(e) of the
RHPA permits a report from a regulatory health college to
a police service, it limits such disclosure to circumstances
where the police have initiated an investigation or where “a
law enforcement proceeding is likely to result.”
Consequently, police services have indicated that few
reports are made that are not initiated by enquiries arising
from police. Amending this provision to provide clear and
unqualified legal authority to disclose to a police service
will result in a greater number of reports to police who can
then take action to minimize the diversion of opioid drugs.
In addition, section 36(1.3) of the RHPA should be
repealed. This section exists solely for the purpose of
ensuring that only the relevant information of a member
of a regulatory health college is reported to law
enforcement, and not necessarily the details of why the
college believes that a member may have committed a
crime, or the details involving any other person(s),
including those that may have acted criminally. It is
extremely limiting on the ability of a police service to
properly investigate a reported incident, and the language
of section 36(1.3) is impractical.
RECOMMENDATION 28:
The Government of Ontario should amend Section
36 (1)(e) of the Regulated Health Professions Act,
1991 to require employees, committee members
and Council members of regulatory health colleges
who are responsible for the administration of the
Act to disclose information (including personal
health information) to a police service without a
warrant if he/she has reasonable and probable
grounds to believe that an offence may have been
committed contrary to the Controlled Drugs and
Substances Act, the Criminal Code, or the laws of
Ontario or Canada.
RECOMMENDATION 29:
The Government of Ontario should repeal Section
36(1.3) of the Regulated Health Professions Act,
1991.

The Role of Police Services
When police services are in possession of information
that suggests a member of a regulated health college may
have committed an offence, and/or is putting a person or
persons at risk, the police service should notify the
member’s college to ensure that potential harm to the
person or public is minimized by the college’s early
involvement.
Currently, reporting by various police services to colleges
is done on an ad hoc basis. Some police services report to
a college when a member is charged with a criminal
offence, while others do not. The level of information
provided varies, and typically includes only information
that is available to the public. It would be preferable to
replace the current ad hoc reporting system with one
where all police forces in Ontario notify a health college
whenever the police have reasonable and probable
grounds to believe that a member of that college may
have committed an offence contrary to the Criminal
Code, the Controlled Drugs and Substances Act or a law of
Ontario or Canada.
RECOMMENDATION 30:
Police services in Ontario should be required to
disclose to a college of a regulated health
profession or group of health professions in all
cases where a member is under investigation and
the police have reasonable and probable grounds
to believe that an offence may have been
committed contrary to the Controlled Drugs and
Substances Act, the Criminal Code, or the laws of
Ontario or Canada.

Addressing Resource Challenges
Implementation of these changes will result in law
enforcement agencies receiving a higher volume of reports
for investigation. Many police services are not adequately
equipped to handle the large volume of information and
will require resources to manage the additional
investigative workload.
The OPP reports that, in addition to the growth in use
and trafficking of prescription narcotics like oxycodone,
the emergence of new and synthetic drugs such as ecstasy,
Gamma hydroxybutyrate(GHB), crack
cocaine, methamphetamine, and the proliferation of
marijuana grow operations throughout the province has
strained the workload for the members of its Drug
Enforcement Unit and the OPP’s ability to contain illicit
drug sales and use with its current resource levels.
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Some local police services face similar resource challenges.
The Toronto Police Service (TPS) disbanded its
Prescription Drug Squads in the 1990s and redeployed
these officers to combat rising gun-related crimes. As a
result, the total worth of the Oxycodone-related products
seized by the TPS in 2008 was under $1 million,

TPS Drug Seizure Values for 2008
Heroin
Crack
$1,239,400 $1,861,650
Cocaine
$11,653,620

Oxycodone
$978,500

Marijuana
$75,365,140
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In light of the alarming 240% rise in Oxycodone-related
deaths between 2002 and 2006 and the increasing opioid
addiction rate as reported by CAMH, opioid drugs need
special attention by law enforcement and funding
commensurate with these additional needs.
RECOMMENDATION 31:
The Government of Ontario should review the
issue of opioid abuse, addiction and diversion and
allocate additional resources to train drug
enforcement officers, and fund drug enforcement
at the municipal and provincial level to enable
officers to step up drug prevention, enforcement
and investigation.

Methamphetamine
$18,280,500

MDMA
$23,683,080

compared to seizures of marijuana worth $75.4 million,
Methylenedioxymethamphetamine (MDMA, commonly
called ecstasy) worth $23.7 million and
methamphetamine worth $18.3 million. (See chart)

CONCLUSION

Conclusion
his report outlines and provides solutions to a serious
and growing public health crisis in Ontario.
Inappropriate prescribing, dispensing and misuse of
opioids has led to devastating consequences in our
communities, including alarming rates of addiction and
an increasing number of fatalities. At the same time, there
is a lack of adequate treatment and support for patients
with pain. Opioids are useful treatment options and,
when used appropriately, can provide significant benefits
to patients with pain.

• Make greater use of technology to improve outcomes
for patients and reduce diversion by:

To stem the current crisis, a careful balancing act is
required. The central challenge is to ensure that solutions
designed to control illicit opioid use do not interfere with
the availability of these medications for legitimate use. It is
essential that patients have access to proper treatment and
that efforts to curtail opioid misuse do not discourage the
prescribing of these drugs, where appropriate.

• Empower health-care professionals, institutions and law
enforcement agencies to reduce diversion by facilitating
information-sharing and establishing a duty to report
criminal activity.

T

Addressing this crisis effectively will require the
coordinated action of many—including the provincial
government, academic institutions, regulatory health
colleges, the judicial system and teachers—just to name a
few. To tackle this challenge, this report outlines 31
recommendations under the following five themes:
• Significantly enhance the training and ongoing
education of health-care providers;
• Improve education and awareness of the public with a
particular emphasis on high-risk communities;

- Taking immediate steps to make all opioid
prescription information available to all prescribers
and dispensers;
- Establishing a Drug Information System (including
a Drug Monitoring System) that allows all
prescribers and dispensers to access complete
medication profiles; and

Taken together, the recommendations provide a strong
foundation on which to address this growing public crisis
while ensuring that patients with chronic non-cancer
pain receive the help they need.
The CPSO is working to address this challenge as part of
its mandate to serve and protect the public interest. Our
work in this area has been aided tremendously by a broad
range of partners consisting of organizations and experts
across various disciplines. We recognize and appreciate
the significant contributions of volunteers who
participated on the four working groups. The mandates
and membership rosters of the four groups are listed in
Appendix 1 of the report.

• Create a coordinated, accessible system for the
treatment of pain and addiction that is based on the
interprofessional model of care and includes an
expanded network of specialized and regulated pain
clinics;
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Appendix 1:
Opioid Working Groups and Mandates
66

Education Working Group
Mandate
Consider issues and make recommendations related to:
• increasing awareness, improving knowledge, and changing
behaviour about pain management and opioid use in:

Dr. Michael Rieder, Scientist and Chair, Children’s
Optimal Therapeutics Program, Children’s Health
Research Institute

- the general public;

Dr. Paul Roumeliotis, Medical Officer of Health,
Eastern Ontario Health Unit

- patients with pain;

Access to Health Resources Working Group

- undergraduates, postgraduates and practitioners.
• promoting the safe and effective use of opioids.
Membership
Chair: Dr. Stephen Wetmore, Past President, Ontario
College of Family Physicians; Professor, Family Medicine,
Schulich School of Medicine and Dentistry, University of
Western Ontario
Dr. Norm Buckley, Professor and Chair, Department of
Anesthesia, Michael G. DeGroote School of Medicine
McMaster University
Dr. Angela Carol, Medical Officer, Quality Management,
College of Physicians and Surgeons of Ontario
Ms. Lynn Cooper, President, Canadian Pain Coalition
Dr. Michael Cord, Chair, Medical Mentoring for
Addiction and Pain, Ontario College of Family
Physicians
Ms. Carol Edwards, RN, MN, APN, Addictions
Program, Centre for Addiction and Mental Health
Dr. David Knoppert, Liaison Neonatology and
Coordinator of the Clinical Pharmacy Program, St.
Joseph’s Health Care
Mr. Norm Mazerolle, Chief Superintendent, Royal
Canadian Mounted Police

Mandate
Consider issues and make recommendations related to:
• Resources – chronic pain and addiction – adequacy of
funding;
• Access to appropriate primary care services for
management of chronic pain and addictions (i.e., family
doctors and family health teams with the necessary
competence and confidence to manage these patients);
• Access to specialty services to evaluate and treat patients
with chronic pain, addictions and chronic pain and
addictions who cannot be managed by family doctors –
focus on working with local health-care providers to
ensure appropriate ‘hand-back’ from specialist to family
physicians.
Membership
Chair: Dr. Lynn Wilson, Chair of Family Medicine,
University of Toronto
Ms. Signe Dewar, M.A.
Dr. Allan Gordon, Director, Neurology, Wasser Pain
Management Centre
Dr. Mel Kahan, Medical Director of the Addiction
Medicine Services Clinic, St. Joseph’s Health Centre

Dr. David Mock, Professor and Dean, Faculty of
Dentistry, University of Toronto

Ms. Marnie Mitchel, Regional Pharmacist, First Nations
& Inuit Health – Ontario Region, First Nations and
Inuit Health

Mr. Barney Savage, Director of Public Policy, Centre for
Addiction and Mental Health

Dr. Shelagh McRae, Gore Bay Medical Centre, Ontario

Dr. Beth Sproule, Advanced Practice Pharmacist and
Clinician Scientist, Centre for Addiction and Mental
Health
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Dr. Anita Srivastava, Staff Physician, St. Joseph’s Health
Centre, Family Practice

Mr. Thomas O’Shaughnessy, Director, System
Integration and Engagement, Central Local Health
Integration Network

66 The members and contributors to the four opioid working groups contributed to the recommendations contained in the working group reports which
informed the development of the consolidated report. Working group members may not support every recommendation contained in this report. In
addition, the organizations identified may not support every recommendation in the report.
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Dr. Dori Seccareccia, Palliative Care Physician,
Department of Psychosocial Oncology & Palliative Care,
Toronto General Hospital

Addressing Diversion – Regulation and
Enforcement Working Group
Mandate

Mr. Wayne Skinner, Deputy Director, Addiction
Program, Centre for Addiction and Mental Health

Consider issues and make recommendations related to:

Dr. Eldon Tunks, Professor Emeritus of Psychiatry,
McMaster University

Technology: Prescription Tracking Working
Group

• Identifying regulatory and policy/statutory gaps and
barriers;
• Addressing regulatory and policy/statutory gaps and
barriers;

Mandate

• The adequacy of existing regulatory and legal processes
to address criminal behaviour.

Consider issues and make recommendations related to:

Membership

• the development of a drug information system:

Chair: Dr. Bert Lauwers, Deputy Chief Coroner –
Investigations, Office of the Chief Coroner

- Consider urgency of a prescribing, monitoring and
tracking system
- Identify what system should be used for and who
should have access to information (identify features
that should be used for opioid prescribing)
- Identify elements of a prescribing monitoring and
tracking system (draw on experience in other
jurisdictions)
• ePrescribing
Membership
Chair: Ms. Anne Resnick, Director, Professional Practice
Programs, Ontario College of Pharmacists

Mr. Denis Arsenault, Section Head – Policy, Policy and
Regulatory Affairs, Office of Controlled Substances,
Health Canada
Staff Inspector Mario DiTommaso, Unit Commander,
Toronto Police Service – Drug Squad
Detective Superintendent Frank Elbers, Director,
Organized Crime Enforcement Bureau, Ontario
Provincial Police
Mr. Mark Ferdinand, Vice President, Policy, Research
and Analysis, Canada’s Research-Based Pharmaceutical
Companies

Mr. Ian Cummins, Sr. Policy Analyst, eHealth Ontario

Mr. Andrew Hui, Investigator, Ontario College of
Pharmacists

Ms. Sarah Hutchinson, Sr. Director of Information
Management, Ontario Medical Association

Ms. Jocelyn Kula, Manager of Policy and Regulatory
Affairs, Health Canada

Mr. James Meers, Consultant, Drug Program Services,
Ministry of Health and Long-Term Care

Ms. Karen McGovern, Director of Professional
Conduct, College of Nurses of Ontario

Ms. Tina Perlman, Chair of the Board, Ontario
Pharmacists Association

Dr. Patrick McNamara, Medical Director, Investigations
and Resolutions, College of Physicians and Surgeons of
Ontario

Mr. Doug Spitzig, Contract Pharmacist, College of
Physicians and Surgeons of Saskatchewan
Dr. Preston Zuliani, Past President, CPSO, Family
Physician
Consultant

Ms. Sherry O’Quinn, Senior Pharmacist, Drug Program
Services, Ministry of Health and Long-Term Care
Detective Inspector Rick Penney, Detective Inspector,
Royal Canadian Mounted Police, GTA Drug Section

Mr. Clarence Weppler, Manager, Physician Prescribing
Practices, College of Physicians and Surgeons of Alberta
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