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General Housekeeping
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• Session will be approximately 60 minutes presentation, 10‐15 minutes
audience questions
• Accredited for 1.25 CEUs under CCCEP file #: 8002‐2019‐2881‐L‐T; a Certificate
of Attendance will be provided
• Link to recording and slides will be emailed after webinar; download slides
now from dashboard
• Use questions box for technical support at anytime and for Q&A at end
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Learning Objectives
By the end of this webinar, participants will:
• Consider the impact of the opioid epidemic and unintended consequences of
opioid‐related policies for people who use opioids for chronic pain
• Identify specific opportunities and strategies to apply the 2017 Canadian
Opioid Guideline in your practice
• Be able to use effective approaches to conversations about opioids with
patients
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The Opioid Epidemic – Canada

17
opioid‐related
hospitalizations/day
(2017)

Government of Canada. National Report: Opioid‐Related Deaths in Canada. June 2019. https://health‐infobase.canada.ca/datalab/national‐surveillance‐opioid‐mortality.html#AORD

Opioid‐related complications
• Opioid‐induced hyperalgesia
• Myocardial infarction
• Fractures
• Bowel obstruction
• Falls

• Hypogonadism
• Sleep apnea
• Immune suppression
• Depression
• Opioid use disorder

• Physical dependence

Chou R et al. Ann Intern Med. 2015;162(4):276‐86, Busse JW et al. CMAJ. 2017;189:E659‐666, Solomon DH et al. Arch Intern Med. 2010;170(22):1968‐76, Dublin S et al. J Am
Geriatr Soc. 2011;59(10):1899‐907. Health Canada: https://www.canada.ca/en/health‐canada/services/publications/healthy‐living/talking‐to‐health‐care‐provider‐opioids‐fact‐
sheet.html
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National Report: Apparent Opioid-related Deaths in Canada Published:(June 2019)

https://health‐infobase.canada.ca/datalab/national‐surveillance‐opioid‐mortality.html#AORD

Hadland SE et al. JAMA Network Open. 2019; 2(1): e186007. doi:10.1001/jamanetworkopen.2018.6007
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33%

Deaths in Ontario had an
active opioid prescription

Gomes et al BMJ 2018;362:k3207.

• Active opioid prescriptions at the time of overdose average 34‐53% across provinces prior
to hospitalization
• Geographic, age variability
• Non‐prescribed opioids contributing to hospitalizations is on the rise
Gomes et al. Drug and Alcohol Dependence. 191 (2018): 86‐90
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The Opioid Epidemic – Prescribing and Dispensing
In Ontario visits for prescribing and dispensing before death
suggested missed opportunities

Dhalla I et al . Prescribing of opioid analgesics and related mortality before and after the introduction of long‐acting oxycodone. CMAJ 2009; 181 (12)

Actions to Promote Appropriate Use of Opioids
• Prescription Monitoring Programs
• Formulary changes
• Health care professional education
and tools
• Evidence‐based clinical practice
guidelines

Health CanadaCanadian Pain Task Force Report: June 2019. https://www.canada.ca/en/health‐canada/corporate/about‐
health‐canada/public‐engagement/external‐advisory‐bodies/canadian‐pain‐task‐force/report‐2019.html#a2.3
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2012‐2016:
4.9% quantity of
opioids dispensed
6.8% number of opioid
prescriptions
7% number of fentanyl
prescriptions
Canadian Institute for Health Information. Pan‐Canadian Trends in
the Prescribing of Opioids and Benzodiazepines, 2012 to 2017.
Ottawa, ON: CIHI; 2018.

Unintended consequences for people who use opioids for pain
• Increased stigma and impact on appropriate management of pain
• Loss of autonomy, decreased shared‐decision making
• Vulnerabilities in the health and safety of people who take opioids
produced and reproduced

Antoniou T et al. International Journal of Drug Policy. 2019; 66: 15‐22
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http://nationalpaincentre.mcmaster.ca/guidelines.html
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2017 Canadian Opioid Guideline for Chronic Non‐cancer Pain
A – Before the first script

B – Initiation trial

C – Maintenance and D – Taper and Stop
Monitoring

STRONG
Optimize non opioid drugs and non pharmacological
(REC#1)
Do not give opioid if active SUD (REC#3)

Restrict dose to less than
90mg MED. If above 90,
refer to a second opinion
(REC#6)

For patients on opioids and experiencing
serious challenges in tapering: formal
multidisciplinary program (REC#10)

WEAK
Add opioid if no current or past SUD or active
psychiatric disorder (REC#2)
If active psychiatric disoder, stabilize disorder before
opioid (REC#4)

When starting opioid,
restrict dose to less than
50mg MED (REC#7)

Rotation to other opioid
rather than keeping the
opioid the same (REC#8)

For patients using 90mg MED or more:
tapering to the lowest effective dose,
potentially discontinuation (REC#9)

If history of SUD, continue nonopioid therapy rather
than opioid (REC#5)
SUD=Substance Use Disorder, MED = Morphine Equivalent Dose

Busse J et al. CMAJ 2017; 189(18):e659‐e666

© Andrea Furlan 2017

http://nationalpaincentre.mcmaster.ca/guidelines.html
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Ontario College of
Pharmacists
Opioid Strategy

An Opioid Strategy for Pharmacy
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Strategic Priorities
EDUCATION FOR PHARMACY PROFESSIONALS
OPIOID DEPENDENCE TREATMENT & HARM REDUCTION
PREVENTION OF OVERDOSE AND ADDICTION
QUALITY ASSURANCE OF PRACTICE

Opioid Policy
• Objective:
– Outlines College’s expectations for pharmacy professionals regarding opioids
– Complementary to most recent clinical practice guidelines and the appropriate standards of practice to
ensure best patient outcomes for individuals on opioid therapy

• Policy Components:
–
–
–
–
–
–
–

Education & Training
Assessment
Communication with patients/caregivers and prescribers
Documentation
Managing Therapy: Monitoring & Follow‐up
Security & Disposal
Harm Reduction
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Strategies/Policies/Guidance for Pharmacists from Regulatory
Colleges
Province

Resource

BC

OAT training requirements (including reduction of stigma) & professional practice policies

AB

Guidance documents re patients using opioids, teams providing Naloxone

SK

General guidance
*** Methadone exemption

MB

OAT Guidelines

QC

Opioid dependence treatment guidelines

NB

Naloxone position statement

NS

OAMT Standards of Practice; Naloxone position statement

NL

OAMT Standards of Practice; Naloxone guidelines

PE

Opioid dependence treatment practice directives

Strategies/Policies/Guidance for Pharmacists from Provincial
Pharmacy Associations
Provinces Resource
BC

Training courses for OAT focusing solely on needs of pharmacy professionals delivering care to patients with OUD, Involved in many
committees focused on addressing opioid crisis

AB

Worked to support dispensing of over 27 K naloxone kits in pharmacies, in person and online courses on naloxone, general harm
reduction, opioids, stigma, ethics, patient experience, communication.

SK

Opioid support strategy for pharmacists, surveyed members to understand knowledge gaps, naloxone registry listing pharmacies,
temporary class exemption for pharmacists to prescribe methadone and suboxone.

ON

Recently partnered with HQO and LHINs to pilot a drug information pharmacist line , partnership with OPP to support Good Samaritan
campaign, OAT PD programs

QC

Raising awareness to grant medical practitioner status (to reduce dosages, replace LA w/ SA, substitute opioids)

NB

Working w/ govt. to improve DIS and more comprehensive prescription monitoring program, participate in consultations with prescription
monitoring act

NS

Support of anonymous take home naloxone program; partnership with RCMP and Halifax Regional Police in narcotic disposal public
awareness campaign, active discussions with prescription monitoring program and department of health.

PEI

Involved in PEI Action Plan to Prevent and Mitigate Opioid OD and Death. During PAM2019 provided naloxone administration training and
education event for UPEI students on campus.
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Pharmacists As Opioid Stewards
• Pharmacists well positioned to play key role
─ Assessing new and long‐term prescriptions for opioids
─ Ongoing monitoring of effectiveness
─ Identify patients with risk factors or misuse
─ Education and recommendations for harm reduction strategies (e.g.
naloxone)
• Established patient relationships create opportunities to use motivational
approaches to affect behavior change
• Challenges with access to appropriate resources
• Pharmacists need a relatable framework and tools for success

CPhA’s Opioid Action Plan
At the national summit, CPhA committed to:
• Developing and disseminating clear guidelines
and SOP for practitioners to improve interdisciplinary
approach to managing opioid use
• Supporting implementation of fully integrated electronic DIS across country to provide information to govts. and practitioners to
improve patient outcomes
• Working with Health Canada, regulatory bodies and stakeholders towards extending prescribing authority for pharmacists to include
medication management of controlled substances
UPDATES
• Development, publication, presentation of pharmacist opioid framework
• Ensuring voice of profession heard at national level through communication with federal government, submission of position statements,
offering expertise, presenting to parliamentary committees (e.g. consultation on regulatory changes to Tramadol, NCR including rec. that
pharmacists be added to CDSA list of practitioners, prescription status for all products containing codeine)
• Creation of CPhA Opioid working group to advise on policy, advocacy, education re: pharmacists and opioid stewardship

http://www.pharmacists.ca/news‐events/news/cpha‐signs‐joint‐action‐plan‐to‐tackle‐canada‐s‐opioid‐crisis/
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Pharmacy Opioid Summit
• At the 2017 Canadian Pharmacists
Conference, CPhA convened a
Pharmacy Opioid Summit
• 28 individuals, representing key
pharmacy organizations participated
in the event, and identified 97 specific
commitments that could be undertaken
to address the opioid crisis
• The framework presented today is the
result of a specific commitment made
at last year’s Pharmacy Opioid summit

2017 Canadian Opioid Guideline
A – Before the first script

B‐ Initiation trial

C – Maintenance
and Monitoring

D – Taper and Stop

STRONG
Optimize non opioid drugs and non
pharmacological (REC#1)
Do not give opioid if active SUD (REC#3)

Restrict dose to less than
90mg MED. If above 90,
refer to a second opinion
(REC#6)

For patients on opioids and experiencing
serious challenges in tapering: formal
multidisciplinary program (REC#10)

WEAK
Add opioid if no current or past SUD or active
psychiatric disorder (REC#2)
If active psychiatric disoder, stabilize disorder
before opioid (REC#4)

When starting opioid,
restrict dose to less than
50mg MED (REC#7)

Rotation to other opioid
rather than keeping the
opioid the same (REC#8)

For patients using 90mg MED or more:
tapering to the lowest effective dose,
potentially discontinuation (REC#9)

If history of SUD, continue nonopioid therapy rather
than opioid (REC#5)
© Andrea Furlan 2017

Busse J et al. CMAJ 2017; 189(18):e659‐e666

15

2019‐09‐10

Interpretation of “Strong” and “Weak”
Clinicians
Strong: All or almost all should receive the intervention with no formal decision aids
necessary
Weak: Different choices will be appropriate for individual patients, clinicians must
help each patient arrive at a individualized decision

Patients
Strong: All or almost all informed individuals would choose the recommended
course of action, a small proportion would not
Weak: The majority of informed individuals would choose the suggested course of
action, an appreciable minority would not
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Sample Framework

Ontario College of Pharmacists. Pharmacy
Connection. 2019; 26(2):17‐20.
http://www.ocpinfo.com/wp‐
content/uploads/2019/08/ocp_pharmacyconnection_
spring2019.pdf

Expert Guidance Statements
Expert Guidance

Implications for Pharmacists

Restriction in Amounts of Professional regulatory bodies • Be aware of restrictions in your province,
Opioids Prescribed
have set limits using different
assess appropriateness of prescription
restrictions
quantities when dispensing
• Consider part‐filling a prescription to limit
quantity dispensed at one time
Immediate vs. Controlled CR formulations are
• Consider the timing of patient’s pain, and the
Release Opioids
appropriate for patients with
benefit they receive
continuous pain.
• Other considerations: convenience, potential
reinforcing effect, pharmacokinetics (shorter
Activity related pain may not
Tmax with IR products may lead to rewarding
require CR treatment ─ IR
effects)
alone may be selected
Busse J et al. CMAJ 2017; 189(18):e659‐e666, Murphy L et al. CPJ 2019; 152(1):35‐44
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Expert Guidance Statements
Expert Guidance

Implications for Pharmacists

Co‐Prescribing with
Opioids

Benzodiazepines and opioid
should NOT be prescribed
together

• Taper benzodiazepines prior to initiation of
opioids

Sleep Apnea
(opioid‐induced)

Reduce opioid dose and/ or
provide treatment for sleep
apnea without reducing dose

• Ask patients about their sleep and
recommend a sleep study for patients on high
doses of opioids

Hypogonadism
(opioid‐induced)

Evaluate for hypogonadism and • Use a motivational approach to help patients
offer opioid tapering as the
decide to taper.
initial strategy. May offer
• Monitor for improvements as an outcome of
the taper and celebrate success
testosterone supplementation
therapy second
Busse J et al. CMAJ 2017; 189(18):e659‐e666, Murphy L et al. CPJ 2019; 152(1):35‐44

Expert Guidance Statements
Expert Guidance

Implications for Pharmacists

Urine Drug Screening

Perform at baseline and on an • Recommend urine drug screening by
annual basis, more frequently if
prescribers and support the interpretation of
elevated risk or aberrant
results. (e.g. detection cutoff values,
behaviors
metabolites)
• Point of care tests may be performed in the
pharmacy

Treatment Agreements

A written treatment agreement • Pharmacists can complete a treatment
may be useful
agreement in collaboration with the patient
and prescriber to structure informed consent
and set expectations
Busse J et al. CMAJ 2017; 189(18):e659‐e666, Murphy L et al. CPJ 2019; 152(1):35‐44
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Arthur
Arthur M.

Hydromorphone ER 12mg po
BID
M: 180 caps, dispense 60 every
30 days
Follow up in 3 months

Calculating Mophine Equivalent Dose

Opioid 1

Calculate
MED

Morphine
Equivalent

Switching

Opioid 2

Codeine
Oxycodone
Hydromorphone

MED

Fentanyl

Opioid Manager(TM)
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Assessment
Brief Pain Inventory

https://www.mdanderson.org/research/departments‐labs‐institutes/departments‐
divisions/symptom‐research/symptom‐assessment‐tools/brief‐pain‐inventory.html

Arthur
• MED = 120mg
• Poor pain control
• Function is limited
• ?Opioid related hyperalgesia
(worsening pain)

Arthur M.

Hydromorphone ER 12mg po
BID
M: 180 caps, dispense 60 every
30 days
Follow up in 3 months
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Arthur
• “You’re going to leave me with nothing? You don’t
understand how much pain I am in”
• “I’ve been through so much ─ I just want to keep my
meds the same”

POLL Question
As his pharmacist, you would:
A. Arthur is above 90mg MED/day. You should recommend that Arthur taper
his medication and fax his prescriber, his medication is doing more harm
than good.
B. Arthur is suffering, and his medication is the only thing that has been
helpful, you would recommend that he increase his dose.
C. Arthur may not be ready to make a change, you should weigh the benefits
and risk with him and offer to support him to taper if he chooses.
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A motivational approach
“What would living well with your pain look like?”
“Do you see any down sides to your medications?”
(e.g. constipation, poor sleep, low testosterone)
“What else have you tried to help with your pain?”

Ontario College of Pharmacists.
Pharmacy Connection. 2019; 26(2):17‐
20. http://www.ocpinfo.com/wp‐
content/uploads/2019/08/ocp_pharm
acyconnection_spring2019.pdf
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Tapering Precautions
Pregnancy:
• Opioid withdrawal is associated with risk of premature labour and
spontaneous abortion
Unstable medical and psychiatric conditions:
• Opioid withdrawal can cause significant anxiety and insomnia
Misuse, loss of control, use from other sources, opioid use disorder:
• Outpatient tapering is unlikely to succeed, increase risk of overdose
Busse J et al. CMAJ 2017; 189(18):e659‐e666

Tapering strategies
1. Decrease by 5‐10% every 2‐4 weeks
• Switch the patient from IR to CR opioid on a fixed dosing schedule
• Pause/slow as needed

2. Rotation to a different opioid (Extended release) with a 50% dose
reduction
• Dose reduction mitigates risk of overdose in the event of incomplete cross
tolerance, facilitates taper
• May consider small quantity of short acting here to decrease withdrawal

3. Buprenorphine/naloxone induction
Busse J et al. CMAJ 2017; 189(18):e659‐e666, Murphy L et al. CPJ 2018; 151(1):35‐44
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March/April 2018 ● Vol 151, No. 2

Tapering Resources
RxFiles Tapering Opioids:
https://www.rxfiles.ca/rxfiles/uploads/documents/Opioid‐Tapering‐Newsletter‐Compilation.pdf
Centre for Effective Practice:
https://cep.health/media/uploaded/20180305‐Opioid‐Tapering‐Tool‐Fillable.pdf
Opioid Manager™ (Section E):
https://www.opioidmanager.com/images/omcontent/documents/CEP_OpioidManager2017.pdf
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Arthur
After 6 months of discussion Arthur decides that he is willing to try a slow taper
He prefers to taper on what he is currently taking
• Decreases by 3mg/day (12.5%) every 2 weeks (dose is now 6mg BID)
• After his last decrease, he has been feeling much worse. His pain is worse, his sleep is
worse, he can’t concentrate or even leave the house.
• This lasted 1‐2 days with previous decreases, but now 2 weeks later he still feels “crummy”
Options
• Offer clonidine for restlessness, caution effects on blood pressure
• Recommend movement, mindfulness, sleep hygiene, relaxation
• Reinforce non‐opioid modalities for his pain (heat, stretching, TENS)
• Hold the taper – revisit when ready

Charlotte
Charlotte

Hydromorphone 2mg, 1‐2
tablets BID PRN
M: 240tabs
Follow up in 2 months.
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POLL Question
As her pharmacist, you should:
A. Refuse to fill the prescription, this isn’t safe considering Charlotte’s
medical history
B. Fill the prescription, Charlotte doesn’t deserve to suffer, and you don’t
want her to feel targeted by asking a lot of questions
C. Offer other non‐opioid alternatives for neuropathic pain instead of filling
the opioid.
D. Dispense a small amount (part‐fill) of the prescription for Charlotte, so
that she can trial this medication.

Charlotte
• History of alcohol use disorder
• Low dose (<90mg MED)

Charlotte

• Significant pain overnight
Hydromorphone 2mg, 1‐2
tablets BID PRN
M: 240tabs
Follow up in 2 months.
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2017 Canadian Opioid Guideline
A – Before the first script

B‐ Initiation trial

C – Maintenance
and Monitoring

D – Taper and Stop

STRONG
Optimize non opioid drugs and non
pharmacological (REC#1)

Restrict dose to less than
90mg MED. If above 90,
refer to a second opinion
(REC#6)

Do not give opioid if active SUD (REC#3)

For patients on opioids and experiencing
serious challenges in tapering: formal
multidisciplinary program (REC#10)

WEAK
Add opioid if no current or past SUD or active
psychiatric disorder (REC#2)

When starting opioid,
restrict dose to less than
50mg MED (REC#7)

If active psychiatric disoder, stabilize disorder
before opioid (REC#4)

Rotation to other opioid
rather than keeping the
opioid the same (REC#8)

For patients using 90mg MED or more:
tapering to the lowest effective dose,
potentially discontinuation (REC#9)

If history of SUD, continue nonopioid therapy rather
than opioid (REC#5)

© Andrea Furlan 2017

Busse J et al. CMAJ 2017; 189(18):e659‐e666

ASK

ASSESS

Canadian Opioid Guideline
Recommendation

Recommend and
Document

Do you currently have any diagnoses

Consider current diagnosis, is

Do not give opioid if active

If opioid trial is appropriate,

for substance use disorders, for

opioid agonist therapy

substance use disorder (STRONG)

recommend prescriber start

example; opioids, nicotine alcohol,

indicated?
If history of substance use disorder,

cannabis, cocaine, amphetamines or
others?

Consider using an assessment continue non‐opioid therapy rather Recommend to patient
tool (e.g. Opioid Risk Tool)

Have you had any problems with
substance use in the past?

the lowest available dose.

than adding an opioid

dispensing a 28‐day supply

(WEAK)

or less, if not already
indicated by the prescriber

Murphy L et al. CPJ 2019; 152(1):35‐44
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Charlotte
• Optimize non‐opioid alternatives:
─ Optimize dose of TCA, trial pregabalin, duloxetine, topical lidocaine
─ Trial off of capsaicin (burning pain)
─ Other therapeutic alternatives for sleep
─ B‐complex supplementation
• Biopsychosocial approach to pain management:
─ Mental health
─ Sleep hygiene
─ Exercise
─ Social supports
─ Cultural beliefs
• Optimize diabetes management
• Assess ongoing substance use
Peters et al, Alcohol & Alcoholism. 2006; 636‐642

Opioids at Transitions in Care
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Opioid Stewardship: Responsibilities of Pharmacists
Assess individual benefits and risks
Calculate morphine equivalent doses
Minimize opioid exposure to individual and society
Advise tapering and discontinuation strategies
Educate about loss of tolerance and risk of overdose
Dispense naloxone kits and educate people and their families/friends
Advise return of unused prescription medications to the pharmacy
Collaborate and communicate with team

Online Self‐assessment Program For Opioids For
Chronic Non‐cancer Pain

*Cost Free To All Canadian Participants Until March 2021
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Questions?
Please type your questions in the “Questions” window in the control
panel and click Send

Closing Notes…
• Today’s session is accredited for 1.25 CEUs under file #: 8002‐2019‐2881‐L‐T; a
Certificate of Attendance will be emailed later today
• A link to view the recording will be emailed to you; and both the slide deck
and video will be further available in CPhA’s webinar library later this week
• After the webinar ends, please take a moment to complete our feedback
survey
• Save the date of October 7, 2019 for our next broadcast – a live debate on
the use of statins and BP medications to reduce CV risk in older adults,
featuring Arden Barry and Jeff Nagge
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Resources
• 2017 Canadian Opioid Guideline for Chronic Non‐Cancer Pain:
http://nationalpaincentre.mcmaster.ca/documents/Opioid%20GL%20for%20CMAJ_01may2017.pdf
• A pharmacist framework for implementation of the Canadian Guideline for Opioids for Chronic Non‐Cancer
Pain: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6346336/
• Canadian Pain Task Force Report ( June 2019). Ottawa; Government of Canada; 2019. Available from:
https://www.canada.ca/en/health‐canada/corporate/about‐health‐canada/public‐engagement/external‐
advisory‐bodies/canadian‐pain‐task‐force/report‐2019.html
• Ontario College of Pharmacists Opioid Resources: http://www.ocpinfo.com/practice_resource/opioids/

Thank you!
This presentation and any resources will be available
online to CPhA members at
http://www.pharmacists.ca/pharmacy‐practice‐
webinar‐archive/
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