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Introduction

About the program

Building on the work of primary care physicians who started offering safer supply prescribing at
Parkdale Queen West Community Health Centre (PQWCHC) in early 2019, the Safer Opioid Supply
(SOS) Program was established in 2020, adding a mobile component in 2021. Clients in the program
receive prescriptions for pharmaceutical opioids with the goal of supporting them to decrease their
reliance on the toxic, unpredictable street supply of opioids. Clients are also supported by staff who
offer case management, primary care, appointment accompaniment, counselling, harm reduction
education, recreational/drop-in programming, mobile care, and connections to other services at
PQWCHC and in the community.

Communities who use drugs have made urgent demands for the implementation of responsive
interventions to decelerate the rampant harm of the toxic drug crisis, including for the rapid expansion
of safer supply access. Medical safer supply is an evidence-informed intervention to save the lives of
people who use drugs. The SOS Program aims to provide client-centered care foundationally informed
by harm reduction values and principles and guided by people with lived and living experience.

About this document

This document compiles clinical and operational protocols developed by staff of the PQWCHC SOS
Program, and it will continue to change and grow as the SOS Program evolves. Not all workflows are
included here. For more information, and for the most recent version of any of the protocols, please be
in touch with our Program Manager, Gab Laurence, at glaurence@pgwchc.ca. We invite feedback and
guestions about these protocols and welcome other providers and programs to adapt them as is useful
to them.

Access the Safer Opioid Supply webpage at https://pgwchc.org/programs-services/harm-reduction/safer-opioid-
supply-sos-program/ or by using the code below:

SCAN ME
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SOS Program Protocol: SOS Initiation and Titration
Date of Issue: 2022-03-31 Date of Last Review: 2022-06-07

Background

This protocol draws guidance from the 2019 web document “Safer Opioid Supply Programs (SOS): A
Harm Reduction Informed Guiding Document for Primary Care Teams” (Hales, Kolla, Man, O'Reilly, Rai,
& Sereda, 2020) and adapts its practice to the Parkdale Queen West Safer Opioid Supply Team. As a
novel practice, standards for Safer Opioid Supply prescribing have emerged from the clinical
experience and judgement of its practitioners and the lived experience of people who use drugs and
participants of Safer Opioid Supply programs.

The doses suggested in this document reflect the high opioid tolerance seen in people who use street-
acquired fentanyl daily. From street fentanyl samples submitted between August 2020 and February
2022, Toronto’s Drug Checking Service reports an average of 3.9 mg of pure fentanyl per 100mg street
fentanyl (see Appendix C). Note that the potency of unregulated fentanyl can vary widely (see
Appendix C) and other common contaminants (e.g., benzodiazepines) can increase risks for opioid
toxicity. Thus, prescribers should not attempt to directly convert street opioid use to their equivalents
in SROM or hydromorphone, but knowledge of the potency of street fentanyl contextualizes the high
doses of opioids used in SOS prescribing in order to manage withdrawal and achieve an appreciable
euphoric effect using available pharmaceutical opioids.

Purpose

Provide guidance to SOS Prescribers (Nurse Practitioners and MDs) in initial dosing and titration of
medication used in the Safer Opioid Supply Program. Provide knowledge and guidance to RNs when
developing a collaborative plan of care for SOS clients.

Protocols
1. Initial Dosing of Kadian and Dilaudid

Initial doses of Kadian and Dilaudid are based on the client’s reported current daily fentanyl use and
goals of care. Kadian is typically used as a long-acting “backbone” to Dilaudid, in order to reduce
withdrawal symptoms and cravings, and avoid breakthrough withdrawal symptoms that might occur if
the client was receiving only immediate release hydromorphone for opioid replacement. Dilaudid is
typically used by clients to obtain a euphoric effect, though many clients also use Dilaudid to manage
withdrawal and cravings on an “on-demand” or “as-needed” basis. The choice to increase either the
“backbone” SROM or immediate release hydromorphone should be based on an assessment of the
client’s use, goals and shared decision-making.

In addition to the suggestions below, considerations should be made for clients with additional factors
for opioid toxicity including advanced age, concurrent benzodiazepine or alcohol use, respiratory

disease, decompensated liver disease and use of other sedating medications. Presence of these factors
should prompt consideration for lower initial doses and slower titration and/or use of observed dosing



and frequent reassessment. Note that this protocol guides initial doses only and does not address re-
initiation following missed doses. (See SOS Missed Doses Prescription Management Protocol)

Titration
Reported daily street Starting dose Starting dose Titration q 48 hours,
fentanyl use SROM Dilaudid 8 mg tabs one medication at a
time

Increase SROM by
50-200mg daily g48
<0.5gm 100-200mg 4-8 tabs hours to a maximum
of 600mg daily, then

increasing by a
maximum of 100mg
g48 hours

>0.5 gm 300-400mg 6-12 tabs Increase Dilaudid
8mg by 2 -6 tabs

daily dispensed q48
hrs

See Appendix A for an example titration schedule.

2. Use of Methadone As A “Backbone” For SOS

In some clinical scenarios, methadone may be a preferable alternative to Kadian as a “backbone” for
SOS. This includes for clients who are currently taking methadone and would prefer to continue with
their current OAT in conjunction with Dilaudid for euphoric effect, and clients who are allergic or
intolerant of Kadian. Initiation and titration of methadone should follow the principles outlined in
META:PHI’s guidance document “Methadone treatment for people who use fentanyl:
Recommendations” (Bromley, Kahan, Regenstreif, Srivastava, & Wyman, 2021). Note that following an
increase in methadone, further increases in Dilaudid should be delayed at minimum 72 hours to allow
methadone to reach steady-state and avoid opioid toxicity.

3. Maximum doses

Maximum safe doses of injected Dilaudid tablets are not clearly established; nor are the risks of
injecting high doses of excipients. Clients and providers should collaborate to determine the optimal
daily dose of Dilaudid based on a balance of risk vs. benefit in relation to the risks of street-acquired
fentanyl use.

Generally, the total daily dose of Dilaudid will be limited to 24 tabs daily, as anecdotally, there has

been limited benefit from doses in excess of this. However, if there is a clear dose-response
relationship evident on assessment of the client’s use and it is felt that the client could realistically
meet their goals of use through further increases, it is reasonable to exceed the suggested maximum of
24 tabs. For example, if a client is taking six Dilaudid 8mg tabs four times daily and using a half point of
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street-acquired fent in the evening once all Dilaudid tab have been used (24 tabs daily), and the client
feels this once daily use of fentanyl could be eliminated through an additional 6 tab dose, it may be
reasonable, after discussion of risks, to provide an increase to 30 tabs daily.

At this time, there is no maximum dose for SROM. When using SROM for OAT monotherapy,
stabilization doses of 60 to 1200mg daily have been documented in the literature (citation Institut
universitaire sur les dépendances, 2021). Anecdotally, doses in excess of 1200mg have been used in
conjunction with Dilaudid for Safer Opioid Supply and have been well-tolerated.
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Appendix A: Example Initial Titration Schedule

Note visits in the example below are occurring at a minimum 48 hour interval.

1 200mg 12 tabs Initial doses

2 400mg 12 tabs Increase of 200mg
Kadian

3 400mg 18 tabs Increase of 6 tabs
Dilaudid

4 500mg 18 tabs Increase of 100mg
Kadian

5 500mg 24 tabs Increase of 6 tabs
Dilaudid

11



Appendix B: Example Prescription

Kadian 100mg
2 capsules (200mg) PO Daily Observed Therapy for September 1 to September 6 inclusive

Instructions to pharmacy: Hold prescription if appears sedated or intoxicated. Hold
prescription if misses 2 or more consecutive days of dispensing and contact clinic. Follow
up appointment September 6 at 1 PM.

Quantity: 14 capsules Repeats: 0

Dilaudid 8mg
4 tabs PO 3 times daily
Dispense 12 tabs daily for September 1 to September 6 inclusive

Instructions to pharmacy: Hold prescription if appears sedated or intoxicated. Hold
prescription if misses 2 or more consecutive days of dispensing and contact clinic.

Quantity: 84 capsules Repeats: 0

12



Appendix C: Results from CDPE Toronto Drug Checking Service August 2020 to February 2022

Expected Drug Drug Found mg or %
Fentanyl ~ | [Fentany ~| [mg of 10 mg sample v
Month # of Average* amount Amount found in 50% of Minimum amount Maximum amount
substances found (mg) substances was between (mg) found (mg) found (mg)
All 570 0.39 mg 0.22mg-0.72mg 0.01 mg 8.23 mg
Feb 2022 54 0.33 mg 0.20 mg - 0.54 mg 0.09 mg 2.60 mg
Jan 2022 56 0.35 mg 0.27 mg - 0.57 mg 0.12 mg 1.17 mg
Dec 2021 60 0.35 mg 0.24 mg - 0.61 mg 0.10 mg 2.54 mg
Nov 2021 56 0.33 mg 0.20 mg - 0.73 mg 0.02 mg 2.00 mg
Oct 2021 66 0.31 mg 0.18 mg - 0.52 mg 0.05 mg 4.28 mg
Sep 2021 47 0.31 mg 0.15 mg - 0.57 mg 0.01 mg 1.13 mg
Aug 2021 45 0.43 mg 0.16 mg - 0.73 mg 0.10 mg 7.58 mg
Jul 2021 45 0.27 mg 0.11 mg - 0.57 mg 0.03 mg 1.57 mg
Jun 2021 43 0.21 mg 0.17 mg - 0.51 mg 0.05 mg 5.56 mg
Apr 2021 24 0.41 mg 0.25 mg - 0.73 mg 0.15mg 1.83 mg
Mar 2021 44 0.40 mg 0.22 mg - 0.53 mg 0.01 mg 4.63 mg
Feb 2021 36 0.67 mg 0.37 mg - 1.29 mg 0.03 mg 5.76 mg
Jan 2021 23 0.46 mg 0.25mg-1.73 mg 0.10 mg 5.32 mg
Dec 2020 31 0.58 mg 0.34 mg - 1.62 mg 0.13 mg 8.23 mg
Nov 2020 47 0.54 mg 0.27 mg - 0.85 mg 0.07 mg 4.31 mg
Oct 2020 41 0.64 mg 0.37 mg - 0.98 mg 0.08 mg 2.14 mg
Sep 2020 6 0.42 mg 0.32 mg - 0.89 mg 0.28 mg 3.41 mg

Aug 2020 13 0.60 mg 0.43 mg - 1.00 mg 0.17 mg 2.00 mg




Appendix D: Conversion ratios for total oral morphine milligram equivalency

Conversion ratios to determine daily total ORAL morphine milligram equivalent (MME)

Drug Approximate equivalent oral dose Approximate equivalent IV or Conversion ratio to determine daily
subcutaneous dose total ORAL morphine milligram
equivalent (MME)

Morphine 30mg 10mg = Parenteral morphine to oral
morphine: 1:3

Fentanyl Mot available 0.1 mg (100 mcg) = Parenteral fentanyl to oral morphine:
1:300

Hydrocodone 30 mg Not available = Oral hydrocodone to oral morphine:
117

Hydromorphone 7.5mg 1.5mg = Oral hydromorphone to oral
morphine: 1:4

» Parenteral hydromorphone to oral

morphine: 1:20

Oxycodone 20mg Not available = Oral oxycodone to oral morphine:
11.5

Oxymorphone 10mg 1mg = Oral oxymorphone to oral morphine:

1:3
Parenteral oxymorphone to oral
morphine: 1:30
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Missed Appointments and Prescription Management
Date of Issue: 2022-03-31 Date of Last Review: 2022-04-08

Background

Ongoing assessment of SOS clients is an essential component of Safer Opioid Supply prescribing.
Clients must be reassessed frequently to monitor response to care, titrate doses, avoid opioid toxicity,
and provide early intervention of complications that may arise.

Clients may face multiple barriers to attending regular appointments, and thus every effort is made to
provide low-barrier flexible care options. However, if the clinical team is unable to engage the client in
a follow-up assessment, the prescriber will not have an accurate assessment of the client's opioid use

patterns and must decrease their prescription due to the potential for opioid toxicity.

The wraparound (social care) team is an imperative support to draw on for SOS clients who miss two or
more appointments or have a demonstrated pattern of missing appointments. Integrating case
management, as a critical and preventative response strategy, can help the client manage some of the
factors interfering with their ability to regularly attend their appointments. The wraparound team can
support a comprehensive care plan led by the Case Manager, who can also attach the SOS Counsellor
and SOS Health Navigator where appropriate.

Note that the abrupt discontinuation of SOS/OAT medication may lead to withdrawal symptoms,
decreased opioid tolerance, and increased street opioid use. Subsequently, clients may have an
increased risk of overdose. All efforts should be made to avoid abrupt discontinuation of SOS/OAT.

The decision to discharge clients from the program after prolonged disengagement is ethically fraught
given the numerous barriers to access faced by our clients. This must be balanced with our ethical
consideration of maximizing capacity of the program as a limited resource to provide Safer Opioid
Supply to the community, thus necessitating discharge of inactive clients. Input from the SOS client
advisory has been a central voice in the development of our protocols to ensure that our program
employs a policy that balances these factors. It is crucial that clinicians engage all available supports
when clients miss appointments and/or doses, potentially preventing a longer period of
disengagement that could result in losing access to medications.

Purpose

To guide SOS team members in supporting clients who have missed multiple consecutive follow-up
appointments.

Protocols
1. Prescription Management

The following protocols for prescription management following missed appointments applies only to
clients who are continuing to attend the pharmacy for medication dispensing. If the client has missed
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two or more consecutive days of dispensing, please refer to the SOS Missed Doses Prescription

Management Protocol.

Missed Dose Changes Follow-Up Appointment

Appointments

One None. Continue prescription at Rebook follow up appointment
current doses until booked with prescriber or RN in 1-2
follow up appointment. weeks and communicate

appointment time to client by
phone or letter to pharmacy.

Two Maintain long-acting opioid Rebook follow up appointment
dose (l.e., Kadian and/or with RN and Case Manager in 1
methadone). Reduce # of week and communicate
tablets dispensed daily by 2-6 appointment time to client by
tabs. Consider risk factors for phone or letter to pharmacy.
opioid toxicity when
determining dose reduction
(e.g. concurrent use of benzos
or alcohol). Write prescription x
1 week.

Three Maintain backbone dose. Rebook follow up appointment
Reduce # of tablets dispensed with RN and Case Managerin 1
daily by 2-6 tabs. Write week and communicate
prescription x 1 week. appointment time to client by

phone or letter to pharmacy.
Inform client that Dilaudid
prescription will be discontinued
after next missed appointment.

Four Discontinue Dilaudid. Begin Inform client by phone or letter
taper of backbone. that Dilaudid has been

discontinued due to need for
follow up assessment. Inform
client that after 60 days since
their last follow appointment,
they will be discharged from the
program. (See SOS Discharge and
Removal Protocol) The clinical
team will assign the task of
contacting the client to schedule
a follow up appointment. From
the date of the follow up
appointment the case manager is
responsible for regular reach outs

16



to reattach the client to care up
to the 60-day mark.

No further client Discontinue backbone.
engagement

See Appendix for PSS letter templates for missed appointments.
2. Wraparound Support

a. Case Management

After a client has missed appointments, clinicians are expected to engage the client’s site-specific Case
Manager to connect with the client and offer supports. This should be done by booking the client in to
see the Case Manager on PSS and by sending a PSS message or instant message to the Case Manager
outlining concerns.

e Two missed appointments: Two or more missed appointments flag psycho-social needs
that require attention. The case manager can investigate and create an action plan with the
client to increase their ability to attend their regularly scheduled appointments.

b. Health Navigation

The Health Navigator will be notified by the Case Manager of a client’s short-term task-based support
needs to help them attend appointments (e.g., appointment support, documentation gathering, basic
engagement).

c. Counselling

Counselling is a resource that may benefit the client is supporting their psycho-emotional needs with
the application of Cognitive Behavioural Therapy (CBT), Dialectical Behavioural Therapy (DBT) and
Motivational Interviewing (Ml) with the purposes of contributing to a reduction of missed
appointments.

Related Documents

1. SOS Missed Doses Prescription Management Protocol
2. SOS Discharge and Removal Protocol
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Appendix A: PSS Template for Letters and Missed Follow Up Appointments

Missed Follow Up Encounter Note - “SOS-Missed-FU”

Missed SOS Follow Up.

Current rx:

«MMT: * mg»

«Kadian: * mg»

«Dilaudid: « tabs/day»

Missed doses per connecting ontario: «None»

«Phone call to client - no answer.» «Unable to leave VM.» «VM left informing of new
appointment time.» «Letter sent to pharmacy with information re: new appointment.»

«Rx renewed at current doses for *».

Missed Appointment Pharmacy Letter — QW Contact — “SOS-MissedFU-QWPharmacyLetter”

Dear pharmacist,

Please inform «client» of a missed follow up appointment today. A new appointment has been
booked for ¢ «with RN e». If this time does not work, please have the client call our clinic to
rebook - 416-703-8482.

Thank you kindly for your care of our mutual client.

Missed Appointment Pharmacy Letter — PK Contact — “SOS-MissedFU-PKPharmacyLetter”

Dear pharmacist,

Please inform «client» of a missed follow up appointment today. A new appointment has been
booked for « «with RN . If this time does not work, please have the client call our clinic to
rebook - 416-537-3526.

Thank you kindly for your care of our mutual client.

Missed Appointment With Dose Reduction Letter “SOS-MissedFU-DoseReduction”

Dear pharmacist,

Please inform «client» of a missed follow up appointment today. Due to ¢ consecutive missed
appointments and the need for reassessment, the client's SOS prescription has been reduced. A




new appointment has been booked for ¢ «with RN e». If this time does not work, please have
the client call our clinic to rebook.

Thank you kindly for your care of our mutual client.

Missed Appointment — Dilaudid Discontinued — Discharge Warning — “SOS-MissedFU-
DilaudidDiscontinued”

Dear pharmacist,

Please inform «client» of a missed follow up appointment today. Due to ¢ consecutive missed
appointments and the need for reassessment, the client's Dilaudid prescription has been
discontinued. If there is no further contact from the client, we will begin tapering their Kadian
prescription.

Please inform the client that per our program protocol, once 60 days has lapsed since their last
visit, they will be discharged from the program. They must return for follow up by .

Thank you kindly for your care of our mutual client.
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Missed Doses Prescription Management
Date of Issue: 2022-03-31 Date of Last Review: 2022-05-25

Background

Tolerance to opioids is rapidly lost during periods of abstinence, after which continuing at the previous
stabilized dose of SOS could lead to opioid toxicity. Therefore, after 2 days of missed doses (when using
Kadian as a backbone — see note below re: methadone), the SOS client must be reassessed to
determine safe ongoing doses of SOS.

The PQW Safer Opioid Supply Program values the voice of clients in their own care and recognizes self-
report of on-going opioid use as valuable and valid information in determining dose changes.
Therefore, the client’s reported use is incorporated into clinical decision making, including following
missed doses.

Case Management integration is an imperative support to draw on for SOS clients when there are
missed doses and dose changes. We can apply the assumption social determinants of health are
impacting access to pharmacy. Integrating case management as a critical response to missed/changing
doses will provide a preventative strategy that can help the client manage some of the factors
interfering with regular access to their prescribed supply.

Purpose

Provide guidance to SOS Prescribers in managing SOS prescriptions (Kadian, Methadone and Dilaudid)
following missed doses and linking clients to case management to support the ongoing stabilization of
the client.

Protocols

1. Prescription practices

e For clients receiving Sustained Release Oral Morphine (i.e., Kadian, M-Eslon) and Dilaudid for
Safer Opioid Supply, the prescriber will indicate on the prescription that the pharmacist shall
hold the prescription following 2 or more consecutive days of missed doses and notify the
prescriber

e For clients receiving methadone and Dilaudid for Safer Opioid Supply, the prescriber will
indicate on the prescription that the pharmacist shall hold the prescription following 4 or more
consecutive days of missed doses and notify the prescriber

The difference in length of consecutive missed doses required before cessation of the prescription
accounts for the prolonged half-life and delayed loss of tolerance with methadone versus sustained
release oral morphine.

2. Reassessment of the client
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Ideally, the client will be reassessed in person or by phone by the SOS RN or prescriber prior to re-
initiation of the SOS prescription to determine appropriate dosing for resumption of the SOS
prescription.

In order to promote client retention and limit loss of tolerance and withdrawal, a prescription may be
issued in the instance that a client cannot be contacted for reassessment, has missed 4 or less days of
dispensing, and is expected to attend the pharmacy outside of clinic or on-call hours. In these
instances, a prescription may be left with the pharmacy in accordance with Table 1 below on the
assumption of total opioid abstinence during the period of missed doses. For example, if the client has
missed 2 days of dispensing, a prescription would be left with a 40% reduction in both Kadian and
Dilaudid. Should the client return to the pharmacy during clinic or on-call hours, the prescriber may be
contacted to assess the client and the prescription adjusted to account for use of street-acquired
opioids during the period of missed doses.

If the client has missed 14 or more days of their medication, a comprehensive reassessment of the
client must be performed before re-initiation of SOS (re-initiation will not be offered via the on-call
service).

3. Dose Changes Following Missed Dispensing

The dose for resumption of the SOS prescription is guided by the clinician’s assessment of the client
and clinical factors impacting opioid toxicity. Table 1 can be used to guide dose changes for clients
receiving Kadian and Dilaudid for Safer Opioid Supply, and is adapted from the BCCSU (2017) Guideline
for the Clinical Management of Opioid Use Disorder’s guidance on dose reductions following missed
doses of Sustained Release Oral Morphine (Kadian) with considerations for reduced loss of tolerance
with ongoing street-acquired opioid use during the period of missed doses.

The clinician may consider higher dose decreases for clients with additional factors for opioid toxicity
including advanced age, concurrent benzodiazepine or alcohol use, respiratory disease,
decompensated liver disease and use of other sedating medications.

If the client has missed 14 or more days of their medication, a comprehensive reassessment of the
client must be performed before re-initiation of SOS (re-initiation will not be offered via the on-call
service).

Table 1. Dose Reduction for Missed Doses of Kadian and Dilaudid

Daily Street 2 Days Missed 3 Days Missed 4 Days Missed 5 Days Missed
Fentanyl Use Doses Doses
During Period of
Missed Doses
No opioid use or | 40% Reduction 60% Reduction 80% reduction or | Reinitiation of
unable to assess | of Kadian and of Kadian and starting dose SOS (See SOS
client Dilaudid Dilaudid
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1 -6 points daily | 20% Reduction 40% Reduction Initiation and

of Kadian and of Kadian and Titration

Dilaudid Dilaudid Protocol)
> 7 points daily No reductionin | 20% Reduction

Kadian or of Kadian and

Dilaudid Dilaudid

For clients receiving Methadone as a “backbone” for Safer Opioid Supply, dose reductions are
indicated following 4 days of consecutive missed doses and are reduced in accordance with the
Metaphi (2021) methadone treatment recommendations. The same percentage reduction can be
applied to the Dilaudid dose (i.e., 50% reduction after 4 days) or a reduction to 12 tabs of Dilaudid 8mg
dispensed daily, whichever is the highest dose. Using clinical discretion, the clinician may choose to
provide less conservative Dilaudid dose reductions in cases of ongoing street fentanyl use.

Table 2. META:PHI (2021) Dose Adjustments for Missed Methadone Doses

Days missed Dose Increases |

Three (patient presents on | Continue previous dose; | 10-15mg every three days as per usual titration

day four) no adjustment required | protocols

Four (patient presents on The higher of 50% of 10mg daily for three days (not exceeding the

day five) previous dose or 30mg most recent dose), then reassess and proceed as
usual

Five or more (patient Restart: 30mg +/- SROM | 10-15mg every three to five days

presents on day six or later) | maximum 200mg

4. Case Management

As a part of a preventive response and the continued support we can offer clients to better maintain
access to the pharmacy, clinicians are expected to engage their site-specific Case Manager when a
client has demonstrated two or more missed doses and a pattern of missing doses. Missed doses flag
psycho-social needs and the case manager can investigate and create an action plan with the client to
increase their access to their prescribed supply. This should be done by booking the client in to see the
Case Manager on PSS and by sending a PSS message or instant message to the Case Manager outlining
concerns. (See also Wraparound Support section of the SOS Missed Appointments Protocol.)
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Appendix A: BCCSU Missed Dosing Schedule for SROM
Number of Missed dosing schedule
missed days Example prescribed dose = 200 mg Example prescribed dose = 800 mg
1 200 mg 800 mg
2 120 mg (40% reduction) 480 mg (40% reduction)
3 80 mg (60% reduction) 320 mg (60% reduction)
4 40 mg or starting dose (e.g., 60 mg), 160 mg (80% reduction)
whichever is higher (80% reduction)
5 Resume at initiation dose (e.g., 60 mg) | Resume at initiation dose (e.g., 60 mg)
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On-Call Restarts
Date of Issue: 2022-03-31 Date of Last Review: 2022-04-08

Purpose

Provide guidance for SOS Providers responding to requests to reinitiate SOS prescriptions following
missed dose received via phone call to the SOS On-Call Service. On-call restarts are provided to clients
to minimize interruptions in care which can contribute to destabilization and increased risk of overdose
and death. However, phone assessments with an unfamiliar provider are limited, and clients’ on-going
engagement with the program, including attending appointments with a regular provider, is necessary
for safe and effective SOS care.

Note that this document provides guidance only regarding procedures for on on-call restarts. Actual
dosing guidance is discussed in SOS Missed Doses Prescription Management Protocol.

Protocols
On-Call Restarts

On-call restarts may be provided by the On-Call provider following phone assessment of the client
provided:

e The client has not missed more than 14 days of medication

e The client receives no more than 2 consecutive on-call restarts before a comprehensive follow-
up is performed by the provider or SOS RN (i.e., the client did not present for a follow-up
appointment before a second on-call restart was required)

e The MRP has not indicated in the “Special Note” that the client is ineligible for on-call restarts
due to specific concerns (e.g., limited engagement, high risk of toxicity, concern re: UDS results)

An on-call prescription should extend from the date of the request until the next regular booked
appointment. If the client does not currently have an appointment, the On-Call provider should book
the client with the SOS RN or their regular provider at the next available appointment or direct the
client to contact the clinic to book a follow-up appointment before the prescription lapses. Duration of
prescription is otherwise at the discretion of the On-Call provider and dependent on individual
assessment of the client’s stability, needs and risks for toxicity.

If the client is not eligible for an on-call restart, the On-Call provider should book, or direct the client to
book, a follow-up appointment with the SOS RN or their regular provider as soon as possible to limit
disruptions in care.

Clients requiring frequent on-call restarts should be connected to case management to provide
supports in regular pharmacy and appointment attendance.
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RN Collaborative Care for SOS Clients
Date of Issue: 2022-03-31 Date of Last Review: 2022-04-08

Background

The Parkdale Queen West Community Health Centre Safer Opioid Supply program employs an
interprofessional approach to the care of Safer Opioid Supply clients.

Per the CNO Standard for RN and RPN Practice (2018):

The practice of nursing is the promotion of health and the assessment of, the
provision of care for and the treatment of health conditions by supportive,
preventive, therapeutic, palliative and rehabilitative means in order to attain or
maintain optimal function. (p. 4)

Recognizing the scope of practice and expertise of Registered Nurses, SOS RNs are utilized, in
collaboration with SOS Prescribers, to provide comprehensive care for SOS clients both for primary
care and SOS care.

Purpose

The purpose of this protocol is to provide direction to members of the Safer Opioid Supply program on
care performed by the Registered Nurse within the SOS program, including follow-up assessment of
clients receiving SOS prescriptions.

Implementers

Registered Nurses in the Safer Opioid Supply Program who have completed additional training in
Opioid Agonist Therapy (e.g., completion of the CAMH Opioid Use Disorder Treatment course, the UBC
Provincial Opioid Addiction Treatment Support Program, or equivalent education) and have performed
ongoing self-assessment and practice reflection to affirm they have the knowledge, skill, and judgment
to provide specialized SOS care and/or to identify the limits of their knowledge and engage other
providers as needed to ensure safe and comprehensive care. These RNs are also referred to as “SOS
RNs” in the proceeding document.

Nurse practitioners and physicians practicing in the Safer Opioid Supply Program, as referred to as
“SOS Prescribers” in the proceeding document.

Protocols
1. Frequency of RN and Prescriber Assessment in a collaborative care model of SOS

Clients enrolled in the Safer Opioid Supply Program will be assessed at their initial visit by the RN and
by an SOS prescriber for assessment and initiation of SOS medications.

Thereafter, the client may receive follow up assessment by either the SOS Prescriber or by the SOS RN.
The client will be seen by their SOS prescriber at a maximum interval of every three months. The
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frequency with which they will be seen by the RN for either in-person or phone assessment will be
determined by the SOS Prescriber, with a maximum interval of 1 month.

2. RN Follow-Up Assessment
The RN will complete the follow up assessment per the template in the Appendix.
Following assessment, the RN will inform the SOS prescriber of any:

e Abnormal vital signs

e Urgent medical concerns including soft tissue infections and new onset back pain

e New onset problematic alcohol or benzodiazepine use, or an increase in previously stable
alcohol or benzodiazepine use

e Excessive sedation

e Constipation not relieved by appropriate use of prescribed laxatives

e Unexpected UDS findings (e.g., absence of prescribed medications, presence of benzodiazepine
not known to be routinely present in the toxic street supply, substances not reported by the
client)

e Prescription issues as outlined in the following section

For non-urgent concerns, the RN may book the client into the next available appointment with the SOS
Prescriber as appropriate.

3. Prescription Management in a collaborative care model of SOS
Length of Prescription
Under the collaborative care model, the SOS prescriber may choose at their discretion to:

A. Provide a new prescription following each RN visit, or,
B. Provide a prescription which extends to the date of the next Prescriber assessment, during
which time the client continues to be assessed by the RN at regular intervals.

If the client is on a stable SOS dose, the latter method is recommended to avoid unnecessary workload
for the SOS Prescriber.

Under this protocol, the RN will alert the Prescriber if:

A. Upon assessment, there are client or RN concerns requiring a dose titration or assessment by
the prescriber

B. The prescription has lapsed

C. The client has missed 2 or more consecutive visits, requiring a dose reduction as per the SOS
Missed Doses Prescription Management Protocol.
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Prescription titration

Per the SOS Initiation and Titration Protocol, the RN’s assessment, and shared decision-making with
the client, the RN will communicate a suggested plan of care to both the client and the SOS Prescriber.
Dose suggestions will be communicated to the SOS prescriber via PSS Message or PSS instant message.
The RN will communicate to the client that dose changes are authorized at the discretion of the SOS
Prescriber. Should the prescription issued by the SOS Prescriber vary from the plan of care discussed
between the RN and the client, the RN will inform the client of the prescription changes either in
person, by phone, or via letter to the pharmacy. If the client feels the prescription does not meet their
needs, they may choose to book an appointment with the SOS prescriber to review their plan of care
prior to their next scheduled prescriber appointment.

Table 1. Overview of RN Collaborative Care Model

the client continues to see the
RN in the interim.**

**Recommended for clients at a stable SOS dose

SOS Prescriber (MD/NP) Role RN Role
Frequency of At prescriber discretion, at a At prescriber discretion, at a
Assessment maximum interval of 3 months (while | maximum interval of 1
seen by RN at a maximum interval of | month
1 month)
Prescription When seen by RN for follow up may Alert the SOS prescriber in
Management choose to: case of
A. Provide a new prescription 1. Client or RN concerns
following each RN visit requiring dose
B. Provide a prescription which titration
extends to the date of the next 2. Prescription has
Prescriber assessment, while lapsed, new

prescription required
3. Client has missed 2 or
more consecutive
visits requiring a dose
reduction as per the
SOS Missed
Appointments and
Prescription

Management
Protocol

4. RN Primary care screening and use of RN Directives

In addition to collaborative delivery of SOS care, the SOS RN is vital in providing low-barrier access to

primary care for SOS clients. To optimize client health outcomes, the RN will be utilized to their scope

of practice as well as enabled through directives which apply to all RNs providing clinical care at

28


https://pqwchc.sharepoint.com/:w:/s/PQWSaferOpioidSupplyTeam/ERBiNa77nEJMkeWPXf5KvL8B_5CVYB3X59SjS-8YARwunQ?e=TgqOQa

PQWCHC, including performing cancer screening, updating vaccinations, and administering medication
for STl treatment.
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Appendix A: RN Follow-Up Visit Template

Current OAT rx

«KMMT:»

«Kadian:»

Number of take-home doses: «none» «Yes»

Current safer supply rx
Hydromorphone 8 mg: *
PO/IV/IM/IN use?: «PO» «IV» «IM» «IN»

Missed doses: «no» «yes,»

Non SOS opiate used/route
«FYL:» «Heroin»«others»

Total number of uses with opioids (HM + illicit supply) per day nows

Goal regarding opioids use:

Stimulants (cocaine, amphetamines etc)e
Alcohol «no» «Yes»
Benzodiazepines «no» «yes»

Goal regarding other substance use:
Other problematic substance use? «N/A»

«Tobacco:»
«Cannabis:»

Opioid Cravings: «None» «Mild» «Mod» «Severe»

Withdrawal symptoms: «None» «Mild» «Mod» «Severe»
Sx includes «Dysphoria,» «Insomnia,» «Myalgias,» «Sweats/Chills,»

Last dose of «<SSROM»«MMT»«Bup»
Withdrawal onset:

«No reported sedation or constipation with dose»
«Reports opioid side effects of »

«Constipation:»

«Drowsiness:»

Connected with client «over phone» «in person» for safer opioid follow up «as fit in».

«Rhinorrhea,»«Lacrimation,» «Pilorection,» «Yawning,» «Nausea,» «Diarrhea,» «\Vomiting»
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Any OD?s since last visit: «no» «Yes, naloxone used?»
Any ER visits or hospitalizations related to substance use: «no» «Yes» «<NA»

Pt reports «nox» concerns regarding current dose.
«No acute medical or psychiatric concerns today»
«No recent high risk exposure activity re HIV/HCV»
«No symptoms of cellulitis or abscess on hx»

Changes related to current use/SOS program:
Medical: «

Work:

Social: *

Family: °

Legal: °

Clinical stability: «Yes» «No»
Stable housing: «No»  «Yes»
Stable social supports +/- employment: «No» «Yes»

O: NAD

«BP:»

«HR:»

«Sp0O2:»

«Temp:»

«General appearance: no diaphoresis, no jaundice, pupils as per ambient light, no dilation or
constriction»

Alertness - «normal and appropriate, without hyper-vigilance»«somnolent»
Speech - «normal, coherent, without slurring» «normal rate/rhythm/volume»
«Gait - normal, no stumbling»

«Affect - euthymic, good eye contact»

Mood - «normal»

Sleep: «insomnia» «normal»

Anxiety: «absent» «present»

Energy: «normal»«elevated»«low» «other:»

Suicidal Ideation: «Absent» «Present» «N/A»

Thought Process: *

Insight/Judgement: ¢

«Resp: GAEB, no crackles, no wheezing»

«CVS: no murmurs, S1S2»

«Tracks / Abscesses»: «no abscesses or cellulitis, tracks present on forearms»

A: Severe OUD, Safe Supply Program for Opioid Use, no safety concerns today
P.

1. See Rx - dose adjusted to:
«KMMT:»
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«SROM:»
«D8s:»

2. Any take-home doses? «No»«yes»

Any take-home dose safety issues discussed: «N/A»

Take home doses locked up in a box: «N/A»

3. Reviewed concerns re: diversion today: «Yes» «No» «N/A»

4. «For full spec UDS with chromatography today» «For UDS g2-4 weeks on program»

5. Motivational interviewing and supportive counselling done

6. Reviewed harm reduction protocols including doing smaller shots and importance of using

additional toxic street supply with peers/at an OPS/SCS due to higher OST/HDMS dose,
always having Narcan on person, client understands and agreeable
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Urine Drug Screening
Date of Issue: 2022-03-31 Date of Last Review: 2022-04-08

Background

Urine drug screening (UDS) remains a standard of care in the provision of Opioid Agonist Therapy
(OAT), though its utility has increasingly been under question, especially with relaxed UDS
requirements during the COVID19 pandemic while OAT was largely provided via virtual care (BCCSU,
2021; Pytell & Rastegar, 2021). As medical safer supply is an emerging practice, and there is no
published guidance regarding the role of urine drug screening specifically in Safer Opioid Supply
programs, this protocol has been developed primarily from the clinical experience and judgment of
Safer Opioid Supply providers.

Urine drug screening can be experienced by clients as punitive and stigmatizing (BCCSU, 2021). Some
of our clients have had contact with the criminal justice system, in which urine drug screening has been
used to enforce abstinence and impart punitive consequences for substance use (Pytell & Rastegar,
2021). Many of our clients have previously received care from OAT clinics which have used direct
observation or observation by video while urine samples are provided, a practice we strongly feel is a
violation of patient privacy and dignity, has not been shown to provide any significant benefit to the
care of the client, and can be retraumatizing for clients who have experienced psychological or sexual
trauma (Clarke et al., 2019; Bromley et al., 2021; BCCSU, 2021).

For these reasons, our approach to Urine Drug Screening in the Safer Opioid Supply program strives to
be explicitly non-punitive and client-centered.

Purpose

Provide guidance to SOS team members on appropriate use of Urine Drug Screening in the delivery of
SOS care.

Protocols
1. Purpose of Urine Drug Screening

The client should be informed of the reason urine drug tests are collected within Safer Opioid Supply
care. The goal of urine drug testing within the Safer Opioid Supply Program is not to monitor for
abstinence from street supply or penalize street drug use. Presence of street drugs in the UDS will
never be used as a reason to discharge the client from the SOS program. Results are used to confirm
ongoing use of SOS medications, assess safety of Safer Opioid Supply prescribing, facilitate informed
discussions of the risks of treatment, and provide information to the client on contamination of the
unregulated opioid supply. UDS results are also used in aggregate to help inform clinicians and
community members of trends in unregulated drug composition.

SOS staff should avoid referring to test results using colloquial terms such as “dirty” or “clean”, as
these terms reinforce the idea that substance use is a moral failing (BCCSU, 2021).
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2. Frequency and Indication for Collection of Urine Drug Screens (UDS)
Urine drug screens will be collected in the following circumstances:

e Atinitiation or re-initiation of Safer Opioid Supply as one component of baseline assessment to
confirm recent opioid use and assess safety of proceeding with SOS prescribing
e Every 4 to 8 weeks to provide confirmation of ongoing use of Safer Opioid Supply medications
as one component of our diversion mitigation strategy, and to monitor for substances which
may increase risks of opioid toxicity (i.e., benzodiazepines)
e At clinician or client discretion if a client is exhibiting potentially toxic effects of an unknown
substance
e Onrequest from the client to:
o Provide information regarding potential contaminants in their unregulated supply
o Support clients who identify regular interval testing as psychologically supportive to
meeting their goals
o Provide results to external agencies with written client consent (e.g., to concurrent OAT
provider, child protection agencies, correctional services). Note that the agency should
be informed that we do not collect urine under observation.

3. Collection of UDS Specimens

A history of recent substance use should be taken prior to performing a POCT or sending urine for
broad spectrum testing.

Urine drugs screens (UDS) will be collected in the following way: a labeled specimen cup will be
provided to the client by the SOS team member or medical receptionist, and the client will collect their
urine independently without supervision and return their sample to the team member. Alternatively,
clients may complete urine drug screening at a community laboratory.

4. Point-of-Care Testing (POCT) vs. Broad Spectrum Urine Drug Screening

Point-of-care urine drug screening has the advantage of providing immediate results, which can
expedite clinical decision making. For example, it is advantageous to use POCT when confirming opioid
use to initiate clients on Safer Opioid Supply, as results from urine drug testing via chromatography
(broad spectrum urine drug screening) is subject to delays of days to weeks. However, SOS staff must
be cautious as urine drug screening results by point-of-care immunoassay are subject to cross-
reactivity, false negatives and false positives (Raouf, Bettinger & Fudin, 2018). See Appendix A for
possible causes of false results in UDS.

Additionally, when interpreting POCT results, some substances are only reported as classes of
medications (e.g., consumption of diazepam will result broadly positive to “benzodiazepines”) which
limits their utility, especially in the context of a drug supply heavily tainted with benzodiazepines. Any
unexpected finding on POCT should be confirmed through sending the specimen to the lab for broad
spectrum chromatography, which carries high specificity and sensitivity (Raouf, Bettinger & Fudin,
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2018). Broad spectrum testing is our test of choice for ongoing monitoring of SOS clients, except in
cases in which immediate results would have significant bearing on clinical care.

5. Managing UDS Results

In the case of unexpected UDS findings in POCT, ensure that a broad-spectrum test has been sent for
confirmation. When using POCT, cross-referencing the table in Appendix A may be helpful to identify
causes of possible false-negatives or false-positives.

Urine drug screen results should be discussed with the client and their history of recent substance use
reviewed. Clients should be informed that concurrent use of some substances, particularly
benzodiazepines, may increase their risks for adverse outcomes and opioid toxicity. The presence of
sedating medications may be one component of assessing the client’s risk for opioid toxicity with Safer
Opioid Supply and guiding titration of medications to avoid adverse effects. The presence of
unprescribed opioids, in conjunction with clinical assessment, may indicate the need to increase doses
of SOS to meet the client’s needs according to their goals.

Rarely, the SOS program has received UDS results in which SOS medications are absent. Please refer to
the SOS Diversion and Lost & Stolen Doses Protocol for management of UDS in which SOS medications
are absent.
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Appendix A: Table 1. Possible causes of false-positives and false-negatives in Urine Drug Screening
From BCCSU (2021) Urine Drug Testing in Patients Prescribed Opioid Agonist Treatment

Check product insert carefully. False-negative results can occur when
Immunoassays d1a not reliably detect the following semi-synthetic or
False-negative results | =161 0pioids -
D:ycadune" Euprenuﬂ:lhine“ I\J'ItthEu:IlJnE::1
|-|!'|.'.|IIJI'I10[|J|IEII'IE" Fentanyl Meperidine
Cross-reactivily and lalse-positive resulls can occur with compounds that
have a similar chemical and physical structure.
Substances Cross-react with:
Opi FLuuquuinulnnesu Morphine
— Poppy seeds * Codeine
Dmrlmmetll[:lpl‘uan;3 Heroin metabolite
Diphenhydramine’
False-positive results qmni“er-'*:
Rifampin
Trazodone™ Fentanyl
Rispe ridone™
F‘aliperidune“
i:;lu-taliapin'?.'E Methadone metabolite
Verapamil
Check product insert carefully. Some benzodiazepines have distincl
metabolic pathways and may nol adequalely cross-react on IMMunNoassays.
False-negative results “Z-drugs" are nol detected in benzodiazepine i'mml..lm:l:l.'.ss‘ijpn';:lamais."L
Lmnmpam?" Alpra.?nlam*’ Z::|l|:||'|:lvnm3D
Benzodiazepines Clonazepam Zopiclone™
Cross-reactivity and lalse-positive resulls can ocour with compounds that
False-positive results have a similar chemical and physical siructure,
Sertraline” Dxapru.cin“
False-negative results | Not applicable
Amphetamines have the highest degree arcruss—r;eal:irvﬂy of any substance
and thus the highesi rate of false-positive resulls.
Substances
Amantading™ Fenproporex™® Phenylpropanolaming'®
Amphetamines Aripiprarole® Fluoxetineg™ Promiethazing'™
False-positive results Bupropion®™ L-Methamphetamine™  Pseudoephedring™
Chlorpromazine ' Labetaloly Ranitidine™
Clobenzorex'® Methylphenidate®™ Thioridazine™
Desipramine™ Phentermine™ Trazodone'™
Ephedrine™ Phenylephrine® Venlafaxine®
Lactate dehydrogenase and lactate, in patients with lactic acidosis™®
Check product insert carefully. Synthetic cannabinoids are very unlikely to
False-negative results cross-react and are typically present af very low concentrations.*
MNabilone®
Cross-reactivity and false-positive resulls can occur with compounds that
THC
coentain THC or cannabidiol, or with compounds that have a similar chemical
False-positive results | 20d physical siructure.
Sativex™ Efavirenz= Praton pumip inhibitars®
Dronabinol™ NSAIDs™> Baby soap! or shampoo®

38



Diversion and Lost & Stolen Doses
Date of Issue: 2022-03-31 Date of Last Review: 2022-04-08

Background

The Parkdale Queen West Safer Opioid Supply (SOS) Program is a harm reduction program created in
response to the drug poisoning crisis. Similar to any prescribed medications and the prescription of
opioids for other medical conditions, there are potential risks associated with SOS prescribing. These
risks and the strategies used to mitigate them are described in this protocol.

The College of Physicians of Ontario (2012) requires that physicians prescribing controlled substances
“develop a comprehensive treatment plan that includes... a plan for minimizing risks and unintended
consequences (e.g., diversion)” (para. 32d). Similarly, the College of Nurses of Ontario (2019) states
“safe, effective and ethical prescribing [of controlled medications] includes practitioners being able to
assess and identify potential and actual medication misuse, addiction and diversion” (Isn’t Prescribing
Controlled section, para. 2).

When developing strategies to manage potential risks, including the risk that medications may be
taken by those to whom they have not been directly prescribed (often referred to as ‘diversion’),
prescriber obligations must be balanced with existing and emerging evidence regarding diversion.
Preoccupation with preventing diversion has been found to “create distrust, damage patient-doctor
relationships and result in disengagement from healthcare services” (Duke & Trebilcock, 2022, Results
section). Protocols to mitigate diversion must be implemented with care to avoid punitive practices
which reproduce stigma, and which may introduce excessive barriers to care, potentially resulting in
disengagement, increased reliance on the toxic unregulated drug supply, overdose and death.

To mitigate the risks of diversion and to respond to any potential risks with an equitable and person-
centred approach, we must critically examine the context and systemic factors underlying medication
diversion. There have been reports that motivations underlying diversion include wishing to help
others access a safer opioid supply and avoid use of the toxic drug supply, attempting to help social
contacts who are experiencing acute opioid withdrawal, and to get money to pay for other needs
(Bardwell et al., 2021). Some research has reported that the use of diverted opioid medications may
arise from a lack of lawful access to these medications (Del Pozo and Rich, 2020), including due to a
lack of capacity within current safer supply programs to meet the current level of community need
(Kolla et al., 2021). The inadequate number of available safer supply prescribers, as well as the
relegation of access to safer supply to high barrier medical models, may contribute to self-medication,
particularly in the context of an unregulated street supply that is dominated by fentanyl. SOS providers
should seek to respond to potential diversion through identifying unmet needs of participants,
providing education regarding the risks of diversion to individuals who are not receiving an opioid
prescription, and reassessing prescriptions to avoid inadvertent opioid toxicity associated with irregular
use of Safer Opioid Supply medications. Attempts should be made to avoid heavily penalizing program
participants for diversion, as this places responsibility for the effects of criminalization, poverty and
inadequate government response to the overdose crisis onto program participants.
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Purpose

Guide members of the Safer Opioid Supply team in responding to suspected, confirmed or reported
cases of lost, stolen, and/or diverted doses of SOS medications.

Implementers

Nurse practitioners, MDs, RNs and RPNs within the Safer Opioid Supply team.

Protocols

1. Suspected Diversion
e Pharmacy observed/reported diversion:

Inquire about context from pharmacist — if confirmed observed diversion (l.e.,
client observed selling medications outside pharmacy), proceed with assessment
of client including assessment of safety with current medications doses. A urine
drug screen (UDS) should be collected to confirm presence of SOS medications.

e Diversion reported by community members

Consider context, complex community relationships and degree of certainty.
Diversion reported by community members to the program should be
considered low quality evidence for directing changes to clinical care. A UDS
should be collected to confirm presence of SOS medications. Reports should be
discussed with the client and noted in the chart, but do not result in decreased
doses unless otherwise indicated.

e Reported by health care professional/staff

Consider context and degree of certainty. A UDS should be collected to confirm
presence of SOS medications.

e Sudden changes in tolerance/clinical stability (ie. Sedation with regular prescribed
doses upon admission to hospital or change to observed arm)

In these cases, consider the context of the change. Concurrent iliness or change

in formulation (i.e., receiving IV Dilaudid formulation in hospital) may change an
individual’s response to the medication. If the differences are significant and not
easily explained by different circumstances, consider a reduction in their dose.

2. Lost or Stolen Doses

When a client reports that they have lost their dose/s or had their dose/s stolen, they may request
to have a replacement dose prescribed/dispensed. The clinician will discuss with the client the
circumstances in which the medication was lost or stolen and review medication storage safety

strategies to prevent future incidences.
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Replacement doses will only be honored once within a 365-day period. Further replacement
doses within this period may be considered under exceptional circumstances at the provider’s
discretion.

The quantity of the dose replaced should be guided by a) reported lost/stolen doses b) usual use
patterns and c) duration until next scheduled dispensing. E.g., if a client uses 5 tabs three times
daily, and requests a replacement dose at 8 PM, the clinician should consider replacing only 5 tabs
to constitute one evening dose, as the client may return to the pharmacy the following morning for
the next day’s supply of medication.

All dose replacement requests (including when a replacement dose has not been granted) should
be recorded in the “Special Notes” section of the chart.

Repeated lost or stolen doses should result in further review of safe medication storage,
consideration of possible diversion, and possible need for increased observed dosing at either the
pharmacy or Observed Arm.

Strategies for preventing further incidences of lost/stolen medication may include:

1. Facilitating transfer of pharmacy for clients being targeted at their pharmacy for their
medications.

2. Considering a lock box for medications stolen at home

Considering using doses at a supervised consumption service

4. Switching to partial or all observed dosing (requires oral consumption) at the pharmacy or at
the observed site (if non-oral consumptions preferred by client)

5. Consider switching to all observed long-acting formulation

w

3. Urine Drug Screens — Absent SOS Medications
e Clients of the Safer Opioid Supply program receive regular urine drug screening (UDS) to
confirm the presence of prescribed medications (see the SOS Urine Drug Screening
Protocol)

e Urine drug screens in which SOS medications (i.e., methadone, Kadian and/or Dilaudid)
are found to be absent suggest the client is not consuming the prescribed medication
and will result in an assessment of the client by the prescriber. Reductions in medication
may be required as the client may have a significant loss of opioid tolerance that could
result in opioid toxicity if doses Assessment will include a review of UDS findings with
the client, history of current use patterns, and assessment of current needs within the
SOS program.

e The SOS team will discuss with the client their participation and needed adjustments in
care. This may include the use of observed dosing of Dilaudid, either at the pharmacy or
through admission to the Observed Arm.

e Repeated negative urine drug screens will result in a case conference with the SOS Team
to discuss ongoing participation in the program. Note that the absence of SOS
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medications is the only instance in which UDS results may impact continued
participation in the SOS program.

e Most importantly, absence of SOS medications in the Urine Drug Screen indicates a
probable loss of tolerance. Continuing SOS at the client’s current doses may put the
client at risk of opioid toxicity. The clinician should respond to absent UDS results as

follows:

Negative Urine Result

Dose Changes Indicated

Dispensing Changes Indicated

All SOS medications
absent in UDS

Due to unknown opioid
tolerance, restart client
at initiation doses of
SOS.

Short-acting SOS
medication absent (e.g.,
Dilaudid), long-acting
present in UDS

Continue long-acting at
present dose. Restart
client at initiation doses
of Dilaudid.

Long-acting medication
absent in UDS, short-
acting agent present

Due to unknown opioid
tolerance, restart client
at initiation doses of
SOS.

If receiving less than daily dispensing -
change dosing of OAT to daily
observed at pharmacy. Consider
options for observed PO dosing of
some or all Dilaudid doses at the
Observed Arm program or observed
oral dosing at the pharmacy.
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Intake
Date of Issue: 2022-03-31 Date of Last Review: 2022-04-25

Background

Intake has been a pain point for the safer supply program at PQW. At the start of the funded period for
SOS, intakes were primarily received through the Supervised Consumption Services (SCS) as many SCS
clients were using levels of fentanyl and fentanyl analogues that aligned with the original criteria. SOS’s
intake flow was capped quickly and since October 2020 intake has been mainly trickle-in with
infrequent spot availability.

Purpose

To make available a process that permits flow, access and predictability within the values and
principles framework of SOS.

Implementers

All SOS prescribers, Case Managers and RNs

Protocols
1. Eligibility
e The eligibility criteria for the SOS program is daily or nearly daily use of illicit opioids.
e Factors that may be applied to internal decision-making to determine prioritizing
inclusion in the program are priority population status (populations with historical
exclusion from access to health care and harm reduction services); experience of
homelessness; living location; acute health concerns; disproportionate impact from
social determinants of health; complexity; facilitators to engagement; and desire to
participate.
2. Ineligibility

e Eligibility is predicated on the fact that clients will be prescribed hydromorphone.
Clients who are screened as only requiring OAT treatment will not be considered for the
SOS program. They will be referred to an appropriate OAT clinic.

e Other individuals who are deemed ineligible for the SOS program will be provided with
resources and referrals to support their continued access to appropriate care.

e We recognize that factors can change in the lives of individuals, and everyone is
welcome to resubmit a referral should their circumstances change to meet criteria.

3. Referral Pathways
e Refer to the SOS Referral Protocol, which explains the referral pathway standards and

procedures.
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4. Flow and Spot Availability

In alignment with the discharge protocol, the SOS Supervisor will hold the master list of
clients expected to be discharged each month, which will inform the upcoming
availability of spots alongside NP capacity.

The number of available spots per referral and intake period will be made transparent
to those on the referral contact email list and other internal and external referrers,
include those who self-refer.

5. Primary Care and SOS

Clients who are attached to primary care and who are prescribed high doses of opioids
are not automatically enrolled in the SOS Program.

In the spirit of maintaining ethical and fair access to the SOS Program, PQWCHC general
clinic clients must follow the same referral (and, if accepted, intake) process as an
external applicant.

This means that individuals who did not go through the referral and intake channels
cannot access SOS Program supports (case management, health navigation, counselling,
and RN or RPN care). They will need to connect with the primary care case managers,
counsellors, and RNs should they need follow-up.

SOS funded staff will only support clients who have gone through the approved
channels.

6. Waitlisting

No waitlists will be operational for the SOS Program. The only exception is that hard
copy self-referrals will be kept and considered from one open referral period to the next
in some cases (see the SOS Referral Protocol).

Related Documents

1. SOS Discharge and Removal Protocol

2. SOS Referral Protocol
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Referral
Date of Issue: 2022-03-31 Date of Last Review: 2022-06-03

Background

The SOS Program emerged from independent primary care practices of individual physicians at
Parkdale Queen West CHC. Over time, there have been different approaches to client referral,
engagement and retention in safer supply. Since the SOS Program has become a specifically funded
program with defined deliverables, independent of, but complementary to, primary care at the Health
Centre, it is important to outline the parameters surrounding the referral pathways into SOS. In order
to provide a framework of transparency and accountability to the community at large, we are outlining
the referral pathways for anyone seeking to refer or self-refer.

Purpose
To define the referral pathway to the PQW SOS Program at our two fixed sites.
Implementers

Referrers and prospective program members, alongside the SOS Supervisor, NPs, RNs, wraparound
team, and Client Support Workers.

Protocols

1. Identification of Available Space in the SOS Fixed-Site Program

e The two fixed-site NPs will assess their capacity for intake on an ongoing basis. They will
determine, in consultation with other relevant team members, an onboarding plan that
reflects team capacity.

i. For example, if there are 10 spaces available with one provider, they will
determine the rate and schedule of onboarding that is realistic given the full
team’s schedules. This might mean a planned intake and onboarding schedule of
2-3 new program members per two-week period over two months to fill all 10
spaces.

e When spaces are available, the Clinical Lead and the SOS Supervisor will confirm the
intake and onboarding schedule as determined by the team, and plan open referral
periods (see definition below) accordingly. See Appendix A for a sample intake and
onboarding schedule.

2. Referral Process
Mailing List

e The PQW SOS Program will maintain a mailing list of contact emails for people who wish
to be notified when referrals are open. The mailing list form is available as a link on the
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program webpage: https://pgwchc.org/programs-services/harm-reduction/safer-opioid-
supply-sos-program/.

When there are places available in the program, the SOS Supervisor will send an email
to those currently on the mailing list detailing instructions relating to the open referral
period and process. Every effort will be made to ensure that at least one week of notice
is provided ahead of an open referral period.

The notification of an upcoming referral period will attach a template referral form for
hard copy or digital submission.

Other Means of Communication

To ensure that those who are not on the email list but are otherwise connected to
PQWCHC programming know of open referral periods, the SOS Supervisor will
automatically email all fixed-site Harm Reduction Supervisors and Coordinators at
PQWCHC to notify them of any upcoming open referral periods.

Open Referral Periods

“Open referral periods” are days in which the SOS Program at the fixed sites will be
accepting referrals made by, or on behalf of, prospective program participants. Referrals
do not guarantee admission and onboarding into the SOS Program.

In general, referral periods will be five business days, beginning at 9:00am on the first
day and concluding at 5:00pm on the fifth day. This will be outlined clearly in the email
communication from the SOS Supervisor.

Submission and Review

Only referrals received within the open referral period, as defined in the email
communication from the SOS Supervisor, will be reviewed. Referrals sent later or earlier
will not be reviewed during that specific intake period and will need to be resubmitted
within a future referral pe