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time, for the right patient, in 
the safest way. “We need to 
find the balance,” Dr. Mur-
phy says, “just like any other 
medical tool.”

Shifting to evidence-
based prescribing
Complicating matters is the 
popularity of the black mar-
ket for opioids. Dr. Dungey shows a web 
page advertising illicit fentanyl, which he 
found in just a few clicks. 

Websites like these are troubling, but he 
rejects the argument that changing pre-
scribing patterns won’t affect illicit drug 
traffic. Most people who suffer opioid abuse 
have their first exposure from prescribed (or 
diverted) products, he says. In other words, 
black market websites – as popular as they 
may be – are not most people’s introduc-
tion to opioids.   

When you decide to prescribe opioids to 
someone, he says, you need to do so in cor-
rect, non-escalating doses, with functional 
assessments, and with plans to wean people 
down. “It’s not happening often enough,” 
Dr. Dungey says. “We need to give phy-
sicians the education to manage these 
patients properly.”

The Canadian Guideline for Safe and Effec-
tive Use of Opioids for Chronic Non-Cancer 
Pain (under the stewardship of the Michael 
G. DeGroote Institute for Pain Research 
and Care) is under revision to ensure it 
reflects evolving evidence and today’s envi-
ronment. The updated guideline should be 
released in early 2017. The Canadian guide-
line and the more conservative guideline 
from the U.S. Centers for Disease Control 

and Prevention are available 
at http://www.cpso.on.ca/
CPSO-Members/Continuing-
Professional-Development/
CPD-Practice-Improvement-
Resources/Medical-Expert-
Role-Resources. 

 But the dosages only tell 
part of the story. The dosage 
– whatever it is – is not the 

take home message, says Dr. Murphy. “We 
should be magnifying the functional score. 
If you’re using universal precautions and 
the guidelines, the watchful dose becomes 
irrelevant.”

At his clinic, Dr. Murphy sees bad situ-
ations at either end of the spectrum. For 
every patient who has a doctor who won’t 
prescribe anything for pain, there’s another 
patient who is taking 1000 mg of morphine 
but who has never had a functional assess-
ment done.

The pendulum should be in the middle, 
Dr. Murphy says. Underprescribing can be 
just as much of a problem as overprescrib-
ing. “Safe prescribing is the answer,” he 
says. 

In a way, the current conversation about 
opioids reminds Dr. Dungey of a previous 
prescribing debate.

“When I started practising in 1989, 
there was an overprescription of antibiot-
ics for viral illnesses. It has taken us two 
decades to change that medical culture,” 
says Dr. Dungey. “Now we use best evi-
dence on when to use antibiotics or not, 
and which are best. There’s a huge amount 
of evidence-based research in that field, and 
I kind of feel we’re in the infancy of that 
again on this issue.” MD

“We need to give 
physicians the 
education to 

manage these 
patients properly.”
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New legislation is now in effect which 
aims to make it more difficult for pa-
tients to abuse or divert their fentanyl 
patches.    

The Safeguarding our Communities Act (Fentanyl 
Patch for Patch Return Policy), 2015 requires physi-
cians who prescribe fentanyl patches to participate in 
a program which is already informally operating in 
45 Ontario communities. 

Under the Patch4Patch program, patients with a 
prescription for fentanyl would only be given new 
patches of the drug when they turn in used patches 
to their pharmacist.  

The bill was primarily prompted by fentanyl’s role 
in the rising number of accidental overdose deaths.  
Fentanyl has been blamed for 655 deaths across 
Canada between 2009 and 2014, with most deaths 
appearing to be the result of valid prescriptions being 
abused – either by the patient or by someone using 
the patches intended for the patient.   

The Patch4Patch program requires close collabora-
tion between physicians and pharmacists. For ex-
ample, physicians must note on all prescriptions for 
fentanyl patches where the patient intends to fill the 
prescription (i.e., which pharmacy), and the physi-
cian must notify the pharmacy that each prescription 
has been written (e.g., by faxing a copy). For more 
specific guidance about the requirements of the leg-

islation, please read the fact sheet developed by the 
College and the Ontario College of Pharmacists for 
their members at www.cpso.on.ca. 

Subsequent prescriptions can only be filled by the 
pharmacist if the used patches from the previous pre-
scription are returned (there are limited exceptions). 
Whenever fewer patches are returned than were pre-
scribed, the pharmacist must notify the physician.

Unlike other opioids, abuse of fentanyl (by smok-
ing, burning, or cutting it up) destroys the patch.  In 
theory, a patient who has abused or sold their patches 
will not be able to return them to the pharmacy. If 
a pharmacist suspects that a returned patch is coun-
terfeit or has been tampered with, they are expected 
to notify the prescribing physician, and may take 
additional steps, including contacting the police.

Physicians are required to note on each new pre-
scription for fentanyl that it is the “first prescription” 
that they have written for a specific patient. This lets 
the pharmacist know that the patient will not have 
patches to return when filling the prescription.

Requiring physicians to note “first prescription” will 
assist pharmacists in filling prescriptions for patients 
who have not received fentanyl before, however, the 
notation simply confirms that it is the first prescrip-
tion that has been written by that physician, and 
cannot be treated as an assurance that the patient has 
not received a previous fentanyl prescription from 

New legislation 
aims to curb abuse 
of fentanyl patches
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another provider, or a concurrent 
fentanyl prescription from another 
provider. 

The prescribing physician is ex-
pected to be “reasonably satisfied” 
that the patient has not already 
received/is not already receiving 
fentanyl from another prescriber, 
based on their discussion with the 
patient and any other information 
available to them.

Physicians who prescribe fentanyl patches must 
explain to patients what is required of them under 
the regulations. This explanation must stress the 
importance of patients keeping track of every patch, 
whether used or unused, until it is returned to the 
pharmacy, because patients who misplace patches 
will have difficulty obtaining new ones, and because 
unattended or carelessly stored patches are frequently 
lost or stolen.

Physicians are also expected to make themselves 
available in a timely and professional manner to 
pharmacists who call to confirm the validity or other 
details related to a prescription, or to raise questions 
or concerns regarding the number of patches re-
turned by a patient (among other potential issues).

As is already required by the College’s Prescribing 
Drugs policy, patient choice must be respected in 
selecting the pharmacy that is named on each pre-
scription (specifying the pharmacy that will fill the 
prescription is required under the Act).

Earlier, during the consultation on the proposed 
regulation, the College expressed support for the in-
troduction of a patch-for-patch fentanyl program.  In 
the submission, however, the College was clear that 
any individual effort to reduce the abuse, misuse, or 
diversion of a specific drug must be part of a co-
ordinated, system-wide strategy in order to ensure a 
lasting effect.

For this reason, the College believes that the Min-

istry of Health and Long-Term 
Care should evaluate the outcome 
of the implementation of this leg-
islation.  “History has shown that 
with any drug control mecha-
nism that focuses on a specific 
drug, limiting access often results 
in increased demand for other 
prescription or illicit drugs. The 
Ministry should establish baseline 

data and monitor this anticipated consequence of the 
proposed regulation,” wrote Dr. Rocco Gerace, Col-
lege Registrar, in the College submission.  

The College also stated that the Ministry should 
ensure that physicians who prescribe opioids have 
more complete and timely access to information 
about a patient’s opioid medication history prior to 
prescribing, such as through the provincial Narcotics 
Monitoring System (NMS). There may also be value 
in considering new or revised NMS alerts, particu-
larly in order to better inform physicians when a new 
patient has previously received a fentanyl prescrip-
tion from another prescriber, wrote Dr. Gerace. 

Originally developed as an operating room drug, 
fentanyl is approximately 100 times more potent 
than morphine and 40 times more potent than hero-
in. It has been described by The Canadian Guideline 
for Safe and Effective Use of Opioids as a second line 
drug for severe pain, and should only be considered 
if morphine, oxycodone or hydromorphone are not 
appropriate for the patient.  

Physicians who prescribe fentanyl patches are 
advised to review guidelines. The Canadian Guide-
line for Safe and Effective Use of Opioids is available 
at http://nationalpaincentre.mcmaster.ca/opioid 
and the Centers for Disease Control guideline is at 
https://www.cdc.gov/.  Physicians must also ensure 
that they comply with the requirements of the Col-
lege’s Prescribing Drugs policy when prescribing 
fentanyl. MD

The College of Physicians 
and Surgeons of Ontario 
and the Ontario College 

of Pharmacists developed 
a fact sheet about the 

requirements under the 
new legislation. Please 

read at www.cpso.on.ca. 
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Policy makers and medical orga-
nizations are encouraging physi-
cians to prescribe opioids more 
cautiously. Changes to prescrib-

ing guidelines and public opioid drug 
coverage are intended to increase patient 
safety; however, there may be unintended 
harms while reducing opioid prescribing 
to safer levels. Particularly, rapid tapers 
and abrupt cessation of opioids can cause 
patients extreme discomfort and signifi-
cant harm, including risk of overdose if 
they resume opioids again.

As we work with our patients to navigate 
challenges in managing pain and addic-

tions, and improve their health outcomes, 
we must be mindful to follow a compas-
sionate, safe and evidence-based approach. 

What scenarios may lead to abrupt 
cessation of opioids?
Patients who develop an opioid use disor-
der often display aberrant behaviour such 
as frequently finishing their prescription 
early, making demands for treatment refills 
and dose increases, and often escalating to 
opioid doses far in excess of what others 
with their pain condition need. At their 
clinic visit, they often report severe pain, 
low mood and function, yet resist any 

Abrupt opioid cessation can 
cause serious harm to patients
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