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“Recovery”

CLINIC LOCATIONS
Barrie ClinicBarrie ClinicBarrie ClinicBarrie Clinic

Tel:  705-730-0286 Tel:  705-730-0286 Tel:  705-730-0286 Tel:  705-730-0286 
Belleville Clinic Belleville Clinic Belleville Clinic Belleville Clinic 

Tel:  613-969-7862  Tel:  613-969-7862  Tel:  613-969-7862  Tel:  613-969-7862  
Brampton Clinic Brampton Clinic Brampton Clinic Brampton Clinic Brampton Clinic 

Tel:  905-450-6679   Tel:  905-450-6679   Tel:  905-450-6679   
Cambridge ClinicCambridge ClinicCambridge ClinicCambridge ClinicCambridge Clinic

Tel:  1-519-624-6311   Tel:  1-519-624-6311   Tel:  1-519-624-6311   Tel:  1-519-624-6311   
Cornwall Clinic Cornwall Clinic Cornwall Clinic Cornwall Clinic 

Tel:  613-932-9777   Tel:  613-932-9777   Tel:  613-932-9777   Tel:  613-932-9777   
Guelph Clinic Guelph Clinic Guelph Clinic Guelph Clinic 

Tel:  519-822-6100   Tel:  519-822-6100   Tel:  519-822-6100   Tel:  519-822-6100   
Hamilton Clinic Hamilton Clinic Hamilton Clinic Hamilton Clinic 

Tel:  905-528-9889   Tel:  905-528-9889   Tel:  905-528-9889   Tel:  905-528-9889   
Kingston Clinic Kingston Clinic Kingston Clinic Kingston Clinic Kingston Clinic 

Tel:  613-549-6060   Tel:  613-549-6060   Tel:  613-549-6060   Tel:  613-549-6060   Tel:  613-549-6060   
Kitchener Clinic Kitchener Clinic Kitchener Clinic Kitchener Clinic Kitchener Clinic Kitchener Clinic Kitchener Clinic 

Tel:  519-746-1919 Tel:  519-746-1919 Tel:  519-746-1919 Tel:  519-746-1919 Tel:  519-746-1919 Tel:  519-746-1919 
Lindsay Clinic Lindsay Clinic Lindsay Clinic Lindsay Clinic Lindsay Clinic Lindsay Clinic Lindsay Clinic Lindsay Clinic 

Tel:  705-324-5553   Tel:  705-324-5553   Tel:  705-324-5553   Tel:  705-324-5553   Tel:  705-324-5553   Tel:  705-324-5553   Tel:  705-324-5553   
Mississauga Clinic Mississauga Clinic Mississauga Clinic Mississauga Clinic Mississauga Clinic Mississauga Clinic Mississauga Clinic Mississauga Clinic 
Tel:  905-279-4848  Tel:  905-279-4848  Tel:  905-279-4848  Tel:  905-279-4848  Tel:  905-279-4848  Tel:  905-279-4848  
 Newmarket Clinic  Newmarket Clinic  Newmarket Clinic  Newmarket Clinic  Newmarket Clinic  Newmarket Clinic 
Tel:  905-868-9966  Tel:  905-868-9966  Tel:  905-868-9966  Tel:  905-868-9966  Tel:  905-868-9966  Tel:  905-868-9966  

 Niagara Falls Clinic Niagara Falls Clinic Niagara Falls Clinic Niagara Falls Clinic Niagara Falls Clinic Niagara Falls Clinic Niagara Falls Clinic Niagara Falls Clinic
Tel:  905-356-0666   Tel:  905-356-0666   Tel:  905-356-0666   Tel:  905-356-0666   Tel:  905-356-0666   Tel:  905-356-0666   Tel:  905-356-0666   
North York Clinic North York Clinic North York Clinic North York Clinic North York Clinic North York Clinic North York Clinic 
Tel:  416-736-6279   Tel:  416-736-6279   Tel:  416-736-6279   Tel:  416-736-6279   Tel:  416-736-6279   Tel:  416-736-6279   

OATC Peterborough Clinic OATC Peterborough Clinic OATC Peterborough Clinic OATC Peterborough Clinic OATC Peterborough Clinic OATC Peterborough Clinic OATC Peterborough Clinic OATC Peterborough Clinic 
Tel:  705-748-0995   Tel:  705-748-0995   Tel:  705-748-0995   Tel:  705-748-0995   Tel:  705-748-0995   Tel:  705-748-0995   Tel:  705-748-0995   

Ottawa Clinic Ottawa Clinic Ottawa Clinic Ottawa Clinic Ottawa Clinic Ottawa Clinic Ottawa Clinic 
Tel:  613-233-1114  Tel:  613-233-1114  Tel:  613-233-1114  Tel:  613-233-1114  Tel:  613-233-1114  Tel:  613-233-1114  

Owen Sound Clinic Owen Sound Clinic Owen Sound Clinic Owen Sound Clinic Owen Sound Clinic Owen Sound Clinic 
Tel:  1-519-371-0007  Tel:  1-519-371-0007  Tel:  1-519-371-0007  Tel:  1-519-371-0007  Tel:  1-519-371-0007  Tel:  1-519-371-0007  Tel:  1-519-371-0007  

Sault Ste. Marie ClinicSault Ste. Marie ClinicSault Ste. Marie ClinicSault Ste. Marie ClinicSault Ste. Marie ClinicSault Ste. Marie ClinicSault Ste. Marie Clinic
Tel:  705-759-8080   Tel:  705-759-8080   Tel:  705-759-8080   Tel:  705-759-8080   Tel:  705-759-8080   Tel:  705-759-8080   Tel:  705-759-8080   

 Sudbury Clinic  Sudbury Clinic  Sudbury Clinic  Sudbury Clinic  Sudbury Clinic  Sudbury Clinic  Sudbury Clinic  Sudbury Clinic 
Tel:  705-673-1116  Tel:  705-673-1116  Tel:  705-673-1116  Tel:  705-673-1116  Tel:  705-673-1116  Tel:  705-673-1116  

Thunder Bay Clinic Thunder Bay Clinic Thunder Bay Clinic Thunder Bay Clinic Thunder Bay Clinic Thunder Bay Clinic Thunder Bay Clinic 
Tel:  807-622-2900   Tel:  807-622-2900   Tel:  807-622-2900   Tel:  807-622-2900   Tel:  807-622-2900   Tel:  807-622-2900   Tel:  807-622-2900   

 Vanier Clinic  Vanier Clinic  Vanier Clinic  Vanier Clinic  Vanier Clinic  Vanier Clinic  Vanier Clinic 
Tel:  613-749-9666   Tel:  613-749-9666   Tel:  613-749-9666   Tel:  613-749-9666   Tel:  613-749-9666   Tel:  613-749-9666   
Woodbridge Clinic Woodbridge Clinic Woodbridge Clinic Woodbridge Clinic Woodbridge Clinic Woodbridge Clinic Woodbridge Clinic Woodbridge Clinic 
Tel:  905-264-1143Tel:  905-264-1143Tel:  905-264-1143Tel:  905-264-1143Tel:  905-264-1143Tel:  905-264-1143Tel:  905-264-1143

Methadone AND PREGNANCY 

How You Can Contribute

If you have something of interest to share, a particular story, poem or story of achievement 
that you would like to submit, please submit it preferably by email to Rhonda Daiter at 

letstalk@toxpro.ca or leave a printed letter addressed to Rhonda Daiter at any of the clinics.  

Spring/Summer Edition 2005

By: Dr. Alan Konyer

Anew pregnancy is a 
major event in any 
woman s̓ life.  It is 

normal to have concerns about 
your own health and the health 
of your unborn baby.  When 
your life has been complicated 
by substance use or addiction, 
these concerns are naturally 
more signifi cant.  In this issue 
of “Recovery”, we will address 
issues specifi c to this problem.

The general advice 
regarding care of one s̓ self 
during pregnancy applies, 
whether or not someone has a 
problem with drug use.  Eating 
a balanced diet with increased 
portions of milk products 
and/or calcium supplements 
becomes very important.  It 
is crucial to start on prenatal 
vitamins as early as possible, 
preferably even before con-
ceiving.  You may continue a 
pre-existing exercise program, 
but if you choose to start a 
new exercise program, doctors 
generally recommend that you 
ease into it very gradually.  
Avoid saunas and hot tubs.

Women are encouraged 
to “listen to your body” and 
rest when tired.  Elevating 
your legs may help counteract 
aching or swelling.  Use a 
pillow between your legs when 
sleeping on your side to reduce 
low back ache.

Now is a good time to 
reassess your path in recovery, 

your relationships and life 
circumstances.  Is your 
situation one that will be 
healthy and safe for a newborn 
baby?  Try to honestly evaluate 
your circumstances and see if 
there is room for improvement.  
If you start early and make a 
consistent effort, you might 
be surprised how much can 
be accomplished over the 
course of several months.  It 
is amazing how much support 
people will offer, once they 
realize you are making a 
genuine effort yourself. Family, 
friends, healthcare workers, 
social workers, employers and 
church members may all be 
willing to pitch in and provide 
signifi cant help and resources.

Be sure to let any doctors 
that you see know that you are 
pregnant.  Make a real effort to 
trust your health care workers 
and be honest about your sub-
stance use, increased cravings, 
withdrawal symptoms, and 
relationship problems.

With your best efforts and 
the support of your healthcare 
team, including all the staff of 
OATC, your chances of having 
a healthy pregnancy can be 
greatly increased.

Will Substance Use Damage 
My Baby?
There are plenty of myths, a few 
things that we know for sure, 
and a lot of unknowns regarding 

substance use during pregnancy.  
I have researched the literature, 
particularly involving illicit sub-
stances, and I will do my best to 
give you the “straight goods”.

Injecting drugs carries a 
high risk of infection, particu-
larly if one is sharing needles, 
spoons, fi lters, or cotton.  Every 
effort should be made to stop 
injecting drugs.  Talk to your 
addiction team honestly about 
your concerns.  Every pregnant 
woman should be tested for 
HIV, since treatment during 
pregnancy can prevent passing 
the virus to her child.

When medical people 
consider harm to the pregnancy, 
we look at two basic mecha-
nisms of harm.  In the fi rst 
mechanism, the substance 
directly affects the multiplying 
cells in the fetus, causing 
characteristic malformations.  
The classic example of this is 
the drug thalidomide, which 
caused deformities of the arms 
and legs, and was taken off 
the market in the 1960s.  The 
second and more common 
mechanism of harm, involves 
toxic effects of the drug on the 
mother.  As the mother becomes 
more ill, the risk of damage to 
the growing baby, miscarriage, 
or premature labor, increases.  
Let us consider what we know 
about different classes of drugs 
and their effects.
Continued on page 2.

Prescription 
Requests
As the weather is getting 
warmer, many of you are 
thinking of traveling.  Please 
remember, in order to 
accommodate everyoneʼs 
medication, methadone carries 
and letters, you must notify 
the clinic 2 weeks in advance 
of your departure.  While the 
staff work very hard to try and 
ensure that all of your needs 
are met day to day, failure to 
do so may result in you not 
having your medications or 
changes made to your current 
medications before you leave.

After Hours On 
Call Service
Our on call service is available Our on call service is available 
by accessing your clinicʼs 
phone number after clinic 
hours or on holidays and 
weekends.  Please make sure 
that your phone calls are for 
emergencies only that cannot 
wait until your clinic reopens. 
The On Call physician will not The On Call physician will not 
replace lost or stolen scripts 
(unless a police report is fi led).  (unless a police report is fi led).  
The On Call physician will 
also not issue a script for a 
missed clinic appointment.  
Please respect the fact that 
our physicians work very long 
hours to help you!

Intoxicated
In interest of your own 
personal safety, should you 
arrive at the clinic and appear 
to be intoxicated, you will 
not receive your dose of 
methadone.  You will be asked 
to return later in the day for 
further assessment prior to 
receiving your dose.

Loitering
As the weather is gets nicer, 
many of our patients spend 
more time socializing outside 
of our clinics.  This is not 
acceptable. As our 7 Rules 
of Conduct clearly states, 
NO LOITERING OUTSIDE 
PREMISES OR WITHIN 
100 FEET OF PREMISES.  
Failure to adhere to this rule 
will result in termination from 
the OATC program.

RESEARCHERS CORNER
Most Female Opiod Addicts are 
Reliant on Prescription Painkillers

According to The Waismann Instituteʼs 2004 Opiate Dependency Report, 86% of 
female patients seeking addiction treatment in the U.S. were battling a dependency 
to prescription painkillers.

The drug most commonly found to be a problem for women The drug most commonly found to be a problem for women 
was OxyContin at 21%, while 60% sought treatment for 
dependency to various hydrocodone-based medications such dependency to various hydrocodone-based medications such 
as Vicodin, Lortab, Norco, and Percocet. Five percent sought as Vicodin, Lortab, Norco, and Percocet. Five percent sought 
treatment for methadone dependency. The fi ndings are based treatment for methadone dependency. The fi ndings are based 
on a survey conducted of patients receiving treatment for 
dependencies to various opiate-based drugs.

Of the female respondents, 51% indicated that a doctor s̓ Of the female respondents, 51% indicated that a doctor s̓ 
prescription marked the beginning of the dependency, while prescription marked the beginning of the dependency, while 
another 18% said they were taking the drug to treat pain but another 18% said they were taking the drug to treat pain but 
they obtained it through a friend or family member. Only 
10% reported taking it recreationally. Sixty-three percent of 10% reported taking it recreationally. Sixty-three percent of 
women with prescription drug dependencies did not seek 
help from the prescribing doctor after they realized they 
developed a physical dependency to the drug, and 88% 
said their doctors were not aware of their dependency.

OATC is please to announce that Deb Weekes has been promoted to fulfill the 
newly created position of “Director of Community and Public Relations” 
     In this new position, her mandate will specifi cally be directed towards improving 

the stature that OATC has throughout the many communities in which it operates. Working 
closely with our community partners has always been forefront in our mission statement. To 
that end, this new position has been implemented to ensure that OATC positions itself as an 
integral health care service provider so that we can continue to garner the support needed for 
our long term survival. 
 I want to personally thank Deb for the ongoing commitment and dedication that she has 
shown towards OATC over the last few years. It is truly appreciated!

Director of Community and 

Public Relations
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Holidays

Alcohol
Alcohol causes malformations 
of the fetus.  It is the only 
recreational drug for which 
there is good evidence that this 
occurs.  The researchers are 
unable to tell us what level of 
alcohol consumption is safe 
during pregnancy.  It is clear 
that heavier alcohol use and 
more frequent drinking result 
in increased risk of the baby 
being affected.  The particular 
disorder is called “fetal alcohol 
syndrome”, and involves 
deformities of the face and 
head as well as mental and 
behavioural problems.

Clearly, most pregnancies 
are exposed to some alcohol, 
particularly early in the preg-
nancy, and the vast majority of 
babies are not affected.  How-
ever, the safest advice I can 
give is to avoid drinking liquor, 
beer, and wine altogether during 
pregnancy.  Please discuss the 
matter honestly with your ad-
diction doctor if you are having 
trouble eliminating alcohol use.

Nicotine
There is strong evidence that 
cigarette smoking puts the fetus 
at risk for decreased weight 
gain, respiratory problems in the 
fi rst few months after birth, and 
problems with the placenta, such 
as blood clots or hemorrhaging, 
which can be catastrophic.  Lots 
of women who have been unsuc-
cessful at previous attempts to 
quit smoking fi nd they are able 
to do so “for the sake of my 
baby”.  Quitting smoking or de-
creasing the number of cigarettes 
used will have major benefi ts for 
your pregnancy.

Marijuana and Hashish
There is no good evidence that 
use of these compounds can 
cause malformations of the baby.  
It is believed by most research-
ers that smoking marijuana 
carries similar risks to smoking 
tobacco.  Because marijuana use 
is illegal, this association has 
been harder to prove than the 
problems with cigarette use.

Opiates
These include HEROIN and 
MORPHINE, as well as painkill-
er pills such as OXYCONTIN, 

PERCOCET, DILAUDID, and 
CODEINE.  METHADONE 
is also an opiate medication.  
Opiates do not cause fetal 
malformations.  Infants born to 
mothers who have used opiates 
regularly through the pregnancy 
are at risk of going through 
opiate withdrawal.  This is a 
short-term condition, lasting 
one or two weeks at the most, 
but it requires monitoring in a 
special nursery and possibly 
treatment with tiny doses of 
MORPHINE solution.  Chil-
dren do not appear to suffer any 
long-term effects.

The main risk to pregnan-
cies complicated by opiate 
addiction appears to be prob-
lems associated with repeated 
withdrawal while the woman is 
pregnant.  Maternal withdrawal 
is associated with miscar-
riage and premature labour.  
METHADONE treatment is the 
preferred therapy for pregnant 
women suffering from opiate 
addiction.  The METHADONE 
dose may need to be increased 
through the pregnancy due to 
increased weight and blood 
volume.  It is very important 
to report to your doctor even 
mild withdrawal symptoms in 
pregnancy.  I would stress once 
again the main risk to your 
baby is repeated withdrawal 
stress on your part.

It is true that babies are 
at risk of going through some 
withdrawal in the fi rst week or 
so after delivery, and require 
monitoring.  Many babies born 
to mothers who have been 
on METHADONE through 
the pregnancy show no signs 
of withdrawal whatsoever.  
Breast-feeding is encouraged 
while a mother continues on 
METHADONE.  The amount 
of that drug that is passed 
through the breast milk is 
minuscule, but it may in fact 
help prevent withdrawal on 
the part of the baby.  Several 
studies have demonstrated 
no relationship between 
METHADONE dosage and the 
chances that a baby will suffer 
withdrawal symptoms.  There is 
no need to try to minimize your 
METHADONE dose during 
pregnancy.  Lowering your 
dose may in fact be harmful, 

if it brings about withdrawal 
symptoms.

Cocaine and Crack
In the early 1990s, there were 
exaggerated medical and media 
reports about “crack babies”.  
These infants were reported to 
be super irritable with multiple 
nervous symptom complica-
tions and expected lifelong 
problems.  More careful studies 
in the interim have shown these 
reports to be overstated.

There is some evidence 
that infants exposed to cocaine 
use by their mothers may 
have a higher risk of learning 
disabilities in their early school 
years.  This is a matter that is 
being studied further.  There 
has been no evidence of 
signifi cant malformations in 
this group of children.

There is no question that 
cocaine use does involve 
an increased risk of major 
complications in pregnancy.  
These problems include high 
blood pressure, miscarriage, 
hemorrhage, early separation 
of the placenta, premature 
labour, and brain hemorrhage 
in the newborn.  Clearly, 
avoidance of cocaine and 
crack use during pregnancy 
is highly recommended.

Other Drugs of Abuse
Other drugs have been studied 
to a much lesser degree and 
the actual risks are basically 
unknown.  These include LSD, 
mushrooms, angel dust (PCP), 
“special K.” (Ketamine), and 
Ecstasy.  Since Ecstasy is 
known to severely deplete brain 
serotonin and cause increased 
body temperature, we anticipate 
it would cause signifi cant risks 
to pregnancies.  There is simply 
not enough data available yet to 
state with certainty how severe 
the risks may be.

Myth: METHADONE Rots 
Your Bones and Teeth
Several studies have shown 
there is nothing in METHA-
DONE itself which will have 
any effect on bones or teeth.  It 
appears that opiate withdrawal 
is the main culprit.  The with-
drawal puts a person s̓ system 
under severe stress, and one of 

the effects of withdrawl stress is 
that calcium leeches out of the 
bones and teeth.  People using 
opiates on the street go through 
withdrawal repeatedly, and this 
can result in signifi cant loss of 
calcium.  Also, lack of dental 
hygiene, common among people 
with active addiction, puts one 
at risk for major dental problems 
in the future.

Pregnant women will lose 
calcium from their skeleton and 
teeth, with that calcium taken 
up by the fetus.  Obviously, 
the problem will be aggravated 
if one is going through 
repeated opiate withdrawal.  
It is especially important to 
increase your calcium intake 
during pregnancy by taking 
lots of milk and dairy products, 
along with prenatal vitamins 
and possibly also calcium 
supplement tablets.

Myth: CAS Will Take My Baby 
If Iʼm on METHADONE
The Children s̓ Aid Society 
does have concerns if a woman 
has a history of substance 
abuse or addiction.  Healthcare 
professionals are required 
by law to notify the CAS if, 
in their opinion, a child is at 
risk because of problems with 
his or her caregivers.  This 
does not mean that CAS will 
automatically apprehend the 
child born to a mother who 
is on METHADONE.  There 
is no requirement for CAS 
to be involved unless other 
issues exist over and above her 
METHADONE treatment.

The worst scenario for 
a mother and baby is one in 
which her addiction is not 
being treated, the extent of her 
drug use is not well known and 
cannot be proven, and CAS 
is notifi ed because concerns 
arise soon after delivery. If the 
woman has not been followed 
closely by a health care team 
who are aware of her addiction, 
the CAS may err on the side of 
caution by apprehending the 
baby until they can learn more 
about the womanʼs addiction, 
stability, and commitment to 
recovery.

The best situation is when 
the woman has been closely 
followed by a health care 

team treating her addiction 
and monitoring her drug use 
through urine drug screening.  
Good communication between 
the addiction team, obstetrician 
and pediatrician is very impor-
tant. In this case, if CAS does 
become involved for some 
reason, the addiction team can 
present lots of information 
regarding her stability, pro-
gress in recovery, and drug use 
history.  No one, including the 
CAS worker, expects a person 
in recovery to be perfect. What 
they do expect is someone to 
be involved with a treatment 
team and making progress in 
recovery.

There are still a lot of 
negative attitudes in society 
towards people on METH-
ADONE treatment, and we 
continue to encounter these 
attitudes even in health care 
professionals.  If somebody 
did take it upon themselves to 
notify CAS simply because a 
mother is on METHADONE, 
her best defense would be the 
support of her addiction team.

Final Words
Pregnancies involving 
addiction and substance use 
are high-risk pregnancies, 
requiring special care and 
monitoring.  That being said, 

there is an excellent chance 
of a healthy outcome for 
Mom and baby, provided the 
woman is involved in recovery 
with a caring addiction team.  
Remember, addicts are not bad 
people whoʼve made terrible 
choices.  They are generally 
good people who are struggling 
with a terrible illness.

Get More Information
Motherisk  is a service 

provided by the Hospital for 
Sick Children in Toronto.  
They keep up to date with the 
latest information on drug use 
and risks during pregnancy, 

including prescription drugs 
from your doctor. Call them at: 
1-877-327-4636 or visit them 
online at: www.motherrisk.org

The Canadian Society of 
Obstetricians and Gynecologists 
website has educational 
materials regarding common 
concerns during pregnancy, 
including HIV.  Their link: 
http//sogc.medical.org/pub_d/
topic_preg_e.shtml

Information about 
addictions and methadone 
treatment in particular can be 
found at Addiction Treatment 
Forum: www.atforum.com

Continued from page1 Continued from page2

Methadone for Chronic Pain 
Management
Methadone may have a particularly unique role in pain 
management on the basis of its activity at the NMDA 
receptor. As well, its long half-life may help stabilize patients 
who experience fl uctuations in their opioid drug levels and 
who are developing withdrawal symptoms between doses 
(also referred to as “withdrawal mediated pain”). It may be 
particularly useful for the small but important subgroup of 
pain patients who suffer from addictive disorders, as well as 
chronic pain. It is, in fact, this effectiveness in both managing 
pain and opioid addictive disorders which leads naturally to 
the division of patients into three broad groups:

Group I: Primary Pain Patients 
Pain patients with no identifi ed risk factors for addiction 
beyond the general population. In general, it should 
be remembered that addictive disorders are present in 
approximately 10% of the general population. Methadone 
would be used as any other opioid, with attention given to its 
unique pharmacokinetics and the need for careful titration of 
dose (see below). 

Group II: Pain patients with past or 
active substance dependence 
Pain patients who have either a past or active history 
of drug (a substance other than opioids) or alcohol 
dependence, including problematic use of prescription 
drugs or abuse as diagnosed in the DSM-IV. Other factors, 
such as a family history of drug or alcohol problems also 
increase risk. Family history should go back a minimum of 
two generations to credibly assess risk since alcohol and other 
drug problems often skip generations. Past drug use histories 
other than opioids are also signifi cant as risk factors. Although 
nicotine dependency is acknowledged as a risk factor, its 

weight must be appropriately considered. This population 
of patients is more complicated and needs clearer boundary 
setting around prescribed medications. Most clinicians would 
endorse the use of carefully set boundaries for the use of 
opioids, beyond what might be normally used with patients 
without identifi ed risk (Group I). Although these patients 
would not meet the criteria for methadone maintenance 
therapy, they often have risk factors and/or behavioural issues 
that might move the clinician to include much of the structure 
developed within MMT programs in managing their chronic 
pain. There must be a balance between safety and risk of drug 
misuse on the one hand, and patient convenience and drug 
effectiveness on the other hand. In most cases, unit dosing, 
the standard dispensing of each dose individually, will not be 
suitable for the treatment of chronic pain. 

Group III: Pain patients with concurrent 
opioid addiction 
Patients with an opioid addiction who would otherwise qualify 
for methadone maintenance under the CPSO Methadone 
Maintenance Treatment guidelines and are suffering from 
concurrent pain problems. These patients can, and often do, 
require pain management and some will benefi t from the use 
of chronic opioids. It is the expectation of the College that 
practitioners will follow the MMT guidelines as much as 
possible, while managing the patientʼs pain. It is important 
to appreciate that the use of methadone for the treatment of 
opioid responsive pain will, by necessity, require increased 
responsibility for this drug by persons who might not be 
behaviourally stable. Although pain management often 
necessitates that subsequent doses of the drug be taken 
throughout the day, it is still important early in therapy to 
dispense these doses daily, with the ingestion of the fi rst 
dose of the day being witnessed by a pharmacist or other 
responsible third party.

PAIN MANAGEMENT CORNER By: Dr. Brian Kashin


