Digital Health Drug
Repository: Adding value to
opioid contract monitoring
within primary care
Evaluating benefits is an important component of the connecting South West Ontario (cSWO) Program that helps to
support and demonstrate the realization of health system benefits through the adoption of an electronic health record
(EHR). By pursuing the measurement of organizational value (improvements in the efficiency of care delivery such as
time-savings and redirected resources) and clinical value (patients undergo fewer unnecessary tests, patients have
improved access to care), patients ultimately benefit from higher quality, better informed clinical decision-making.
In the Fall of 2016, the Ministry of Health and Long-Term Care (MOHLTC) began an initiative to integrate the Digital
Health Drug Repository (DHDR) into the cSWO Regional Clinical Viewer, ClinicalConnectTM to enhance the data and
information available in the EHR. Three early adopter health service provider sites in Guelph were provided with access
to drug information in this initial stage with a focus on testing the ability to share information currently available via a
standalone drug profile viewer (DPV) with a more widely dispersed interface (the EHR). The data that is shared through
the DHDR includes similar data elements to those that already exist in DPV, as well as expanded access to dispensed
drug events, including Narcotics Monitoring System (NMS) data.
By pursuing the measurement of clinical value (improved opioid contract monitoring), patients will ultimately benefit
from higher quality, better informed clinical decision-making.

Value statement
Using a reliable source for patient narcotic information, which is now available through the DHDR, will improve
monitoring of patients with opioid contracts, allowing physicians to identify drug-seeking behavior and better inform
clinical decision-making pertaining to opioid prescribing.

Prescription opioid use
Opioids are primarily prescribed in primary care to manage chronic pain, which is a serious medical issue in Canada,
present for an estimated one in five people and attributed to a range of clinical conditions (e.g., acute pain following
injury, cancer pain, or chronic non-cancer pain).1 Canada and the USA have the highest prescription opioid consumption
in the world.2 Opioid addiction has become a crisis within Canada, as in Ontario alone, rates of opioid overdose deaths
rose by 242 per cent between 1991 and 2010.2 Switching to more potent opioids, giving opioid to someone already
taking methadone, or adjusting methadone dosage are practices associated with increased accidental opioid-related
death.3 An Ontario survey of 658 family physicians revealed that 85 per cent of physicians had concerns about the opioid
use of one or more of their patients.4

Use of opioid contracts
Some primary care physicians have instituted the use of opioid contracts (or Treatment Agreements) as a way to
manage their concerns and patient risks associated with opioid prescribing. Opioid contracts are formal, written
agreements between physician and patient that delineate key aspects of opioid therapy and define a course of action
and obligations for patients. For example, a contract may commit a patient to agree to random urine drug screening,
and/or identify one prescribing physician and one dispensing pharmacy. Despite a lack of evidence to suggest opioid
contracts encourage patient adherence to appropriate opioid therapy,5 support for opioid contracts is high among
primary care physicians.6 One study found that opioid contracts provided structure, support, and monitoring for longterm chronic pain management in a primary care setting.7 Canadian guidelines for family physicians suggest that opioid
contracts might be considered when the patient is not well known to the physician or for individuals at a higher risk of
misuse.8

DHDR and opioid practice management: two patient cases
As part of the early roll out of the DHDR, a physician at the Guelph Family Health Team (FHT) reviewed patient charts for
two residents currently taking opioids for pain. The physician used the DHDR to look for instances in which these
patients were prescribed narcotics from other sources.
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Clinical Value of DHDR for Monitoring Opioid Contracts:
• Highlighted several sources of narcotics including another primary care clinician
• Information could be useful for physician prescribing decisions, avoiding
potential adverse drug events and raising the possibility that patient could be
exceeding 200mg morphine equivalent

One suggestion from a physician participating in the
DHDR early adopter initiative was to include a place
in a text box where physicians could include the
terms of the opioid contract so that other attending
physicians would be able to see it. This case has
created more questions than answers, which are
important to consider as the narcotics data
becomes available within the EHR across south
west Ontario. There is need to understand the
potential clinical benefit of this increased drug
information, and any accessibility or functional
issues that may prevent the value from being
realized within the patient care workflows.

Questions

For questions, comments, or to participate in cSWO’s Benefits Realization (BR) program, please contact: Julia Bickford, BR
Specialist, Change Management and Adoption Delivery Partner, eHealth Centre of Excellence: Julia.Bickford@eHealthCE.ca
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