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Ontario Interactive Opioid Tracker

http://www.publichealthontario.ca/en/dataandanalytics/pages/opioid.aspx

Rate per 100,000

Oplold-related morbidity and mortality In Ontarlo

The Interactive Gpioid Tool allows users to explore the most recent opioid-related morbidity and
maortality data including emergency department visits, hospitalizations and deaths. Results can be
viewed by public health unit, local health integration network, age, sex, and in some cases, drug type.

Data from the interactive tool Suggests there has been a steady increase in opioid-related harms in
Ontario for more than a decade. Since 2003, the number of deaths has increased 94 per cent; more
Than 700 Ontarians died from opioid-related causes in 2015

How to use this report

- Click on each tab below to view information by overall trends, age and sex, geographic area,
and drug type.

sources, graph types and more

technical notes for each graph can also be found on this menu.

Age and sex Maps Drug type

. . oGIN | R R
Public Santé [ —ECCTER
He a_l th publ ique CONTACT U5 | NEWSROOM | CAREERS | PRIVACY | DATA | FRANGAIS
Ontario Ontario "

+ Within each tab, additional variables are available to manipulate the graph or map based on geographic area, time period, data measures, data

= Interested in exporting the data you have found? Click on menu butten in the top left corner of each graph to download an image or data. The

B sHARe

Resources

- Opioid-Related Harms
= Quick Reference Guide
= Technical Notes

For questions about this tool, please
contact analytics@oahpp.ca

Download Data

Opioidrelated ED visits

Rates of opi
Ontario, 2015

-related ED visits by age group,
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PERINATAL
OPIOIJSE

Alice Ordean wmp, ccep, MHsc, FCFP, DABAM

MedicalDirector, FC U P, St . Josegpadohts Heal th Cen
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Medicine, University of Toronto JOSEPH'S
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APrevalence and risks of perinatal opioid use
disorders

AApproach to comprehensive management of
prenatal opioid use disorders

AApproach to identification and management of
neonatal abstinence syndrome

ASystem level initiatives to support pregnant and
parenting women with opioid use disorders
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Prevalence of Opioid Use

General Population

ACAMH Monitor, 2015:

A22% of Ontario adults reported past year
use of prescription opioid pain relievers

A4% non-medical use of opioids

ACTADS, 2013:

A15% of Canadians (1 in 7) reported past year use of
opioids - higher among females (16%)
A2% reported abusing opioids

ST
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~revalence or Opioid use

during Pregnanc

ACanadian Perinatal data is limited

(

A2015 U.S. National Survey on Drug Use %
and Health
A1-2 % of pregnant women reported | (

2

non-medical use of prescription opioids QV\ : \
in past 30 days f /U J
A0.1% heroin use (v/_~//5
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Risks of Opioid Misuse during

Pregnancy

AMaternal opioid use associated with negative
pregnancy and neonatal outcomes due to
repeated cycles of intoxication and withdrawal

Alncreased risk of:
0 spontaneous abortion
ointrauterine growth restriction & prematurity
o neonatal morbidity & mortality rates
0SIDS (sudden infant death syndrome ye<"fip

AAdverse long-term neurocognitive and
behavioral effects
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Neonatal Abstinence Syndrom

Alnfants exposed to any regular use of opioids in
utero develop a physical dependence

Alnfant is at risk of developing withdrawal
symptoms and signs after birth when no longer
exposed to any opioid = neonatal abstinence
syndrome (NAS)

ANeonatal opioid withdrawal can occur in 55-

; : S .
94% of infants exposed to opioids in utero -

HEALTH CENTRE TORONTO

Incidence of NAS

Rates for Neonatal Abstinence Syndrome 2003-2009
Comparison of Ontario and National Rates (excluding Quebec)
4.0
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Data source i Canadian Institute for Health Information (CIHI)



Incidence of NAS
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buslding a brghter future

Impact of NAS

AProlonged length of stay in hospital for
specialized care for NAS i average of ~14
days in 2015-2016 (based on CIHI data)

APossible separation of infant and family

Alncreased utilization of scarce resources in
Level Il and Il neonatal units
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NAS Clinical Presentation

o Central nervous system
hyperirritability
(eg. Increased muscle tone, tremors,
high-pitched cry)

o Gastrointestinal dysfunction
(eg. Poor feeding, regurgitation, loose
stools, poor weight gain)

o Metabolic, vasomotor &
respiratory disturbances
(eg. recurrent sneezing & yawning,
temperature instability)

AEngagement and retention in care
AOpioid withdrawal management
AOpioid agonist treatment (OAT) during
pregnancy
o0 Methadone: maintenance vs. detoxification

0 Buprenorphine
0 Morphine (slow-release)

AComprehensive care including antenatal care
and social services

ST
JOSEPH'S
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Window of Opportunity

Pregnancy = fiteachabl e

APregnant women
likely to access long-term
treatment programs or to
re-access detoxification
programs

A interest in stopping drug use for
childbés health

A fear of child protection services

ST
JOSEPH'S
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Integrated Care Program

AComprehensive programs:

pregnancy care + substance use treatment
+ parenting/ children service

AWomen in integrated programs had:
Almproved neonatal outcomes (higher birth weight,
fewer birth complications)

Almproved maternal outcomes (fewer positive drug
screening, more prenatal visits & fewer preterm
births)

ST
JOSEPH'S
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ADeveloped to provide integrated care
(antenatal care, addiction care)

AEvidence-based, practice-informed approach

Alnterdisciplinary team within clinic and within
hospital collaborates in care - team meetings
and individualized care plans

ST
JOSEPH'S
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Sample Prenatal Specialized Care Plai

ST. JossPH‘sT
i coas | ronowo

Prenatal Specialized Care Plan Patient identification

PAGE 1 of 2

MRP for intrapartum care:
MRP for antenatal care:

‘Social Worker:
Expacted date of confinement (EDC):

Date of First Visit-
Date Care Plan was discussed with patient.

Patient is on Methadone:
Methadone Physician:
Methadone Pharmacy:

Patient offered orientation of NICUIFBC:
Date completed:

Planned Birth Attendantis):
1
2

‘Woman's History (Check all that are applicable).
x Obstetrical History
x Medical History

ST
x Prenatal exposure to substance use JOSEPH’S

HEALTH CENTRE TORONTO
20 x Children protection services (CPS) involvement

x Support y resources andlor systems)

6/6/2017
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Sample Prenatal Specialized Care Plaf

21

ST. JOSEPH 57_
Prenatal Specialized Care Plan Patient identification

PAGE 2 of2

During Labour (Intrapartum)-
Mark with a V if applicable

Initial when completed

Action
This patient is on methadone. As of this date, she is on mg
of methadone with ____ carries. Please call the pharmacy to
confirm dose and date of last dose prior to ordering the
dose.

Pain management opfions have been discussed. She has stated

that her pain option preference is an epidural.
Inform child protection senvices of admission to hospital.

Postpartum:

Mark with a \'if applicable Action Initial when completed
“The baby will be rooming-in or admittad to the nursery for
o Monitoring for opiate withdrawal using the NAS (Neonatal
Abstinence Syndrome Scoring Tool) andior
1 Child protection concem
“The mother would like to try breastieeding.

The mother may be seen by the sacial WorKer prior  baby's
discharge for addifional support and to liaise with community
services.

WMark with a \ if applicable Action Initial when completed
Mom and baby need io be seen by their Primary Care Provider T

within 2-3 days of discharge.

Neonates should be offered follow-up in the Neonatal Follow-up U
Clinic. Please book prior to discharge home. JOSEPH S

Please confirm discharge pians for baby with appropriate child HEALTH CENTRE TCRONTO
protection agency

Opioid Use DisorderDSM V

AProblematic pattern of opioid use leading to
clinically significant impairment

A2 or more of the following within 12 months:

1.

S

Opioids taken in larger amounts 6. Continued use despite social or

or over longer period than interpersonal problems

intended 7. Important social, occupational or
Persistent desire to cut down recreational activities given up
Great deal of time spent in 8. Recurrent opioid use in physically
activities to obtain, use or hazardous situations

recover from its effects 9. Continued use despite physical or
Craving to use psychological problems

Failure to fulfill major role 10.Tolerance ST
obligationsg work, home 11.Withdrawal JOSEPH'S

HEALTH CENTRE TORONTO

6/6/2017

11



6/6/2017

Opioid Agonist Treatment (OA

AOAT consists of methadone or buprenorphine
ASubstitute for heroin or prescription opioids

ARelieves opioid withdrawal and reduces cravings

ABlocks effects of self-administered opioids leading to
reduced illicit drug use

ADoes not cause sedation, analgesia, or euphoria
AAllows normal function to perform daily tasks

ST
JOSEPH'S

HEALTH CENTRE TORONTO

Benefits of OAT during pregna

ADecreased maternal illicit opioid use,
withdrawal symptoms and high-risk drug-
seeking behaviours

AReduced rates of prematurity, low
birth weight & infant mortality (due to
stable opioid concentrations)

Almproved maternal health status, nutrition
and adherence with prenatal care

Alncreased likelihood of maternal custody
at discharge (due to improved social ST
stability) JOSEPH'S

12
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OAT in pregnancy

AMethadone maintenance treatment (MMT) is
current standard of care

ABuprenorphine maintenance treatment can be
considered (due to limited experience)

Alf methadone or buprenorphine are not available,
sustained-release preparations may be
considered

.

\ 4

b

ST
JOSEPH'S
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OAT initiation during pregnanc

AAccess to OAT for pregnant women on urgent basis

ANo demonstrated efficacy & safety of inpatient over
outpatient initiation and stabilization

Alnpatient admission allows for:
A close monitoring of withdrawal (especially uterine irritability),

Alinvestigations for maternal health & prenatal status
Areferral to other team members (eg. social work)

Alnpatient initiation not feasible due to:

A personal (eg. child care issues)

A systemic factors (eg. lack of methadone in
hospital setting, limited staff experience)

13
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What is methadone?

AOral synthetic opioid
AFull mu agonist: effects similar to morphine
ANo ceiling effect i good for high dose users

ADispensed as a liquid solution
(to prevent injection)

AWell-absorbed from gastrointestinal tract
APeak effect at 2-4 hours
ALong duration of action: 24-36 hours

ST
JOSEPHS

Methadone Sidd=ffects

AConstipation | :

_ ncreasediuring
ASweating pregnancy
ADecreased libido, fatigue
AWeight gain

ADecreased level of consciousness, respiratory
depression with excessive doses

ANeonatal withdrawal

ST
JOSEPH'S
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MMT Components

AEach visit includes review of dose, relapse
prevention counselling, urine drug testing

AMD requires exemption to prescribe MMT
AFrequency of MD visits depends on stability

AVisits to pharmacy depend on number of drinks
& carries

ST
JOSEPHS

What is Buprenorphine?

ASublingual tablet, approved for use in Canada
for non-pregnant population in 2007

APartial mu-opioid agonist - relieves withdrawal
symptoms & suppresses opioid cravings

ARapid absorption when placed under tongue
AcCeiling effect A safer in overdose
APeak effect in 1-4 hours

AlLong half-life 24-60 hours

6/6/2017
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omponents of Buprenorphineé

Maintenance

ANo restrictions i all pharmacies may
dispense & all physicians can prescribe
buprenorphine

ARecommended completion of prescribing
course, one-day clinical observation and
ongoing continuing medical education

AUrine drug testing at each visit, no specific
schedule recommended

APharmacy visits depends on stability i can
grant take home doses on faster JOSEPH'S
Schedule HEALTH CENTRE TCRONTO

Rationale for Buprenorphine ¢
Pregnanc

ABuprenorphine produces effects equivalent to
methadone during pregnancy to reduce opioid
use

AEarly promising results that newborns exposed
to buprenorphine had shorter & milder neonatal
abstinence syndrome than with methadone

A MOTHER StUdy %SEPHS

16
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EXxposure

AMOTHER study: double-blind, double-dummy
randomized controlled trial

A175 pregnant women with opioid dependence
A buprenorphine (n=86) vs. methadone (n=89)

A18% women in MMT and 33% women in
buprenorphine group discontinued treatment
A Dissatisfaction with study medication was reason

for discontinuation by 71% of buprenorphine vs.

13% of methadone group ST

ARates of NAS among infants exposed to
buprenorphine and MMT were not significantly
different but buprenorphine resulted in clinically
less severe NAS

ANeonates exposed to buprenorphine:
Arequired 89% less morphine

A 58% (4.1 vs. 9.9 days) spent less time in hospital
receiving medication for NAS

A spent 43% less time in hospital (10 vs. 17.5 days)

@ Reduced length of stay & .
health care costs JOSEPHSS

17



Buprenorphine use during preg

AcCurrently, available at pharmacy as buprenorphine-
naloxone combination (4:1 ratio)

ASafety of naloxone during pregnancy unknown

Alf woman is on combination product:
A switch to buprenorphine mono-product during pregnancy
A switch back to combination product in immediate postpartum
period

ABuprenorphine provided at no cost from manufacturer

for duration of pregnancy only (requires Health Canada
SAP approval).

ST
JOSEPH'S
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suprenorpnine/naloxone auring

Pregnancy: Risks

ANaloxone use during pregnancy is limited by lack
of safety data

ANaloxone should not be given just before
delivery due to risk of fetal asphyxia leading to
respiratory failure of newborn

ANo significant adverse maternal or fetal
outcomes related to use of buprenorphine-
naloxone compared with buprenorphine or
methadone.

ARecommendation remains to switch pregnantT
women to buprenoprhine monoproduct ?OSEpHrS

HEALTH CENTRE TORONTO

6/6/2017
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NAS and OAT dosing ‘,

AMeta-analysis shows no consistent K \/

relationship between maternal
methadone or buprenorphine dose
& severity of NAS

AAppropriate maintenance dose of methadone
or buprenorphine should be based on dose
required to alleviate withdrawal symptoms &
maintain abstinence

\

ST
JOSEPHS

Dose adjustments during preg

15t & 2nd trimester s Continue orpre-
pregnancydose,if
stable

39 trimester ' Dose increasevill be

required to maintain

therapeutic level

ST
JOSEPH'S
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Breastfeeding OAT

AMethadone and buprenorphine found in low
concentrations in breast milk

ABreastfed infants had
lower NAS scores,
lower treatment rates
and shorter length of
stay compared to
those who are
formula-fed or o
combination-fed.  JOSEPHS

PCMCH NAS Clinical Practice

Guidelines 2016

AProvincial task force comprised of experts in
clinical care and social support of pregnant
women and high risk infants

AEnvironmental scan and literature review of social
and medical interventions for the management of
NAS

ARecommendations for harm
reduction strategies and optimal
management of NAS

12/NASClinicalGuidelineUpdate2016Nov25.pdf

N,
httD://www.Dcmch.on.ca/wpcontent/uDIoads/ZOlGT?

6/6/2017
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Antenatal Care Recommendatit

AEducate pregnant women on OAT & family about
risk of neonatal withdrawal

Awritten materials explaining NAS,
Ahospital stay expectations,
Arole of the parent,

Aresource contacts, (including the healthcare team).

AwWomen will need additional supports in
postpartum period to cope with feelings of guilt
related to i nfantods "_xa.e€

Provincial ’j
Council for 307
Maternaland |
Child Health
Lo

building a brghter future

Neonatal Care Recommendatic

A5 day observation to assess presence & severity of
NAS

A Objective scoring tool should be used to assess the
severity of NAS and to guide treatment

APharmacotherapy should be considered for treatment
of NAS when supportive measures fail to adequately
ameliorate signs of withdrawal

Alf pharmacologic treatment is indicated, the baby
should be admitted to special care nursery or
pediatric uniti to allow for cardiorespiratory
monitoring JOSEPH'S

HEALTH CENTRE TORONTO
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Discharge Plan Recommendati@

AA primary health care provider who is
comfortable following a baby with NAS should
be confirmed prior to discharge.

AEvery baby exposed to opioid agonists and
other substances should be offered ongoing
developmental assessments by a clinical
expert.

ST
JOSEPH'S
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Parenting Programs

Recommendations

Key elements of successful programs:

1. Both intensive parent education and addiction
treatment

2. Multi-faceted interventions (eg. group skills training
session and individual home-based case
management)

3. Added supports to help parents deal with underlying
socio-economic challenges

4. Children should be involved in a safe manner

5. Adequate intensity & duration (eg. 30+ parenting
sessions over nine months)

Collaboration across disciplines/sectors to support JOSEPHS
these families is essential ‘

22



Conclusions

A

A
A

L4 Catholic

ata s

Opioid use and NAS rates in Ontario have
increased

Pregnancy offers high motivation to change

Coexisting opioid use, mental health and
trauma influence recovery and parenting
capacity

Integrated programs for pregnant women offer
improved outcomes for mom and infant

Treatment interventions should include both
addictions and parenting supports to optimize
long-term outcomes SLsepts

HEALTH CENTRE TORONTO
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