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Abstract
Study design Cohort study.
Objective To determine the prevalence and to identify predictors of prescription opioid use among persons with nontrau-
matic spinal cord dysfunction within 1 year after discharge from inpatient rehabilitation.
Setting Ontario, Canada.
Methods We conducted a retrospective cohort study using administrative data to determine predictors of receiving pre-
scription opioids during the 1 year after discharge from inpatient rehabilitation among persons with nontraumatic spinal cord
dysfunction between April 1, 2004 and March 31, 2015. We modeled the outcome using a Poisson multivariable regression
and reported relative risks with 95% confidence intervals.
Results We identified 3468 individuals with nontraumatic spinal cord dysfunction (50% male) with 67% who were aged
≥66. Over half of the cohort (60%) received opioids during the observation period. Older adults (≥66 years old) were
significantly more likely to experience comorbidities (p < 0.05) but less likely to be dispensed opioids following rehabili-
tation discharge. Being female, previous opioid use before rehabilitation, experiencing lower continuity of care, increasing
comorbidity level, low functional status, and having a previous diagnosis of osteoarthritis or mental illness were significant
risk factors for receiving opioids after discharge, as shown in a multivariable analysis. Increasing length of rehabilitation stay
and higher income were protective against opioid receipt after discharge.
Conclusion Many individuals with nontraumatic spinal cord dysfunction in Ontario are prescribed opioids after discharge
from inpatient rehabilitation. This may be problematic due to the number of severe complications that may arise from opioid
use and their use in this population warrants future research.
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Introduction

Pain is highly prevalent among individuals living with
spinal cord injury (both traumatic and nontraumatic) [1]
and is typically managed using a combination of
pharmacotherapy (e.g., prescription opioids, nonsteroidal
anti-inflammatory drugs, and antidepressants) and non-
pharmacological methods (e.g., physical therapy, psy-
chotherapy, and occupational therapy) [2, 3]. As with
many populations experiencing pain, one pharmacother-
apy option is the prescription of opioids. However, opioid
use can result in a number of adverse events [4–6], which
may be particularly taxing for individuals with nontrau-
matic spinal cord dysfunction due to the complexity of
their comorbidities. Unlike traumatic spinal cord injury
where an acute, external force causes injury to the spinal
cord, nontraumatic spinal cord dysfunction occurs as a
result of various medical conditions such as neuronal
motor disease, tumor compression, infections, or vascular
ischemia, among others [7, 8]. Thus, even before their
diagnosis, individuals with nontraumatic spinal cord
dysfunction are often considered medically complex.

Evidence has shown that medical complexity and the
associated potential polypharmacy (i.e., ≥5 concurrent
medications) may be burdensome for patients and can lead
to a plethora of negative consequences such as drug–drug
interactions, potentially inappropriate prescribing, medi-
cation adherence issues, and negative treatment outcomes
[9]. The addition of opioids may increase drug related
problems. For example, opioids are often co-prescribed
with a stool softener in anticipation of constipation
(a potential adverse drug reaction to opioids), which
increases the complexity of the medication regimen.
Furthermore, opioids have acute respiratory depressant
properties that have been linked with fatal and nonfatal
poisonings in individuals with spinal cord injury as
well as general populations [10]. Opioids are also habit
forming, making patients susceptible to opioid use dis-
order [11, 12].

Although individuals with nontraumatic spinal cord
dysfunction represent more than half of all spinal cord
injury cases in an inpatient rehabilitation setting [13],
there remains a paucity of research on this population to
guide their care. Given the unknown but potentially high
prevalence of opioid use and the potential adverse events
associated, it is of the utmost importance to understand
the individuals with nontraumatic spinal cord dysfunction
who receive opioids as well as the factors that may
predispose this group to prescription opioid use. Thus,
the present study aimed to determine the prevalence
and predictors of prescription opioid use in the year fol-
lowing inpatient rehabilitation for nontraumatic spinal
cord dysfunction.

Methods

Setting

We conducted a population-based retrospective cohort
study of Ontarians with nontraumatic spinal cord dysfunc-
tion using linked administrative data from ICES (formerly
the Institute for Clinical Evaluative Sciences), Toronto,
Ontario (www.ices.on.ca). Ontario has a universal health
insurance plan which covers healthcare services such as
physician visits, hospitalizations, continuing care and
inpatient rehabilitation care, and is the most populous
Canadian province (almost 15 million ethnically diverse
residents as of 2020) [14]. ICES is an independent, non-
profit research institute funded by the Ontario Ministry of
Health and Long-Term Care. As a prescribed entity under
Ontario’s privacy legislation, ICES is authorized to collect
and use healthcare data for the purposes of health system
analysis, evaluation, and decision support. Secure access to
these data is governed by policies and procedures that are
approved by the Information and Privacy Commissioner of
Ontario. The use of data was authorized under section 45 of
Ontario’s Personal Health Information Protection Act,
which does not require review by a Research Ethics Board.
However, this study was approved by the Research Ethics
Board of the University of Toronto.

Data sources

Databases at ICES are often used in epidemiological studies
[15–17]. These data are valid and reliable, as described by
numerous studies [18–20]. These datasets were linked using
unique encoded identifiers and analyzed at ICES. We used
the Ontario Registered Persons database to capture demo-
graphic information and the Ontario Drug Benefits (ODB)
database to identify the cohort of individuals eligible for
provincial drug coverage as well as their prescription
medication dispensing records. In Ontario, eligibility for
ODB coverage includes disability, residence in long-term
care facilities, receipt of home care services, high pre-
scription medication fees compared to net household
income, and being 65 years or older. We captured all
records of hospitalizations (admission, transfer, and dis-
charge dates) as well as procedures and diagnoses that
occurred in hospital using the Discharge Abstract Database.
We identified records of ambulatory visits using the
National Ambulatory Care Reporting System and records
of outpatient physician visits and physician specialty
information using the Ontario Health Insurance Plan
database. We extracted records of admission and diag-
nostic information on patients in inpatient rehabilitation
care from the National Rehabilitation Reporting System.
We obtained records of chronic comorbidities diagnosed
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using several ICES-derived databases including the
Ontario Asthma Dataset, Congestive Heart Failure Data-
base, Chronic Obstructive Pulmonary Disease Database,
Ontario Hypertension Dataset, Ontario Diabetes Dataset,
Ontario Rheumatoid Arthritis Dataset, and the Ontario
Dementia Database.

Population

We used a previously defined cohort of adults eligible for
provincial drug coverage who were admitted for rehabili-
tation after a nontraumatic spinal cord dysfunction between
April 1, 2004 and March 31, 2015 [21]. Although there are
some instances of congenital nontraumatic spinal cord
dysfunction affecting younger individuals, the care man-
agement and health systems structure for pediatric popula-
tions is very different from adult populations. Thus, we
chose to limit our cohort to adults 18 years of age and
above. Those who died before discharge from inpatient
rehabilitation, did not live in the community for at least
275 days in the year after discharge from inpatient rehabi-
litation or those who were not eligible for provincial drug
coverage for at least a year prior to the nontraumatic spinal
cord dysfunction were excluded from the study. The
275 day threshold ensures the ability to capture outpatient
opioids dispensed and has been used previously for
pharmacoepidemiological studies in Canada [22, 23].
Additionally, we required the full year of provincial drug
coverage prior to index in order to capture previous
medication use.

Variables of interest

The outcome of interest in this study was opioid use
during the year after discharge from rehabilitation, defined
as evidence of at least one prescription opioid dispensed at
any time in the 1 year after discharge from inpatient
rehabilitation for nontraumatic spinal cord dysfunction.
We did not link instances of inpatient rehabilitation to
previous healthcare encounters, therefore the exact num-
ber of inpatient rehabilitations that occurred directly after
acute hospitalization and/or diagnoses for nontraumatic
spinal cord dysfunction in our cohort is unknown. Given
the etiology of nontrauma and the challenges in identifi-
cation from acute or primary care, we captured individuals
from inpatient stay where we have established codes to
identify individuals [24]. We also captured a number of
other independent variables in order to describe the cohort
and identify predictors of opioid use after discharge. These
included age, sex and neighborhood income quintile on
the date of admission to inpatient rehabilitation, previous
comorbidities, previous medication use, continuity of care,
and length of stay in inpatient rehabilitation care.

We captured a number of previously diagnosed comor-
bidities and medications that are common for patients with
spinal cord injuries [7, 10]. Chronic conditions (asthma,
congestive heart failure, diabetes, chronic obstructive
pulmonary disease, rheumatoid arthritis, dementia, hyper-
tension, and psychiatric disorders; see Supplementary
Appendix for diagnosis codes) were identified at any time
prior to inpatient rehabilitation using a previously defined
macro to identify multimorbidity commonly used in phar-
macoepidemiological studies [25]. This macro defined
diagnoses of nonpsychiatric chronic conditions in our study
using ICES-derived algorithms and psychiatric conditions
as any one inpatient diagnostic code or ≥2 outpatient
physician billing codes (see Supplementary Appendix for
diagnosis codes). Concurrent comorbidity was determined
using the Johns Hopkins ACG® System Ver. 10 during the
2 years prior to inpatient rehabilitation and categorized into
number of Aggregated Diagnosis Groups (ADG). Previous
medication use and instances of healthcare services utili-
zation such as physician visits were captured during the 1
year prior to inpatient rehabilitation. Functional status
was determined using the Functional Independence
Measure (FIM) score assessed at discharge from rehabili-
tation (higher functional status is represented by higher
scores) [26].

We used a previous definition to identify continuity of
care [21]. The number of visits conducted with the most
commonly billed ambulatory care physician during the
observation window was divided by the total number of
physician visits during the same period. A patient was
categorized as having high continuity of care when ≥75% of
physician visits were conducted with the same physician
while low continuity of care was considered when <50% of
physician visits were made to one physician. The purpose of
using 50% of visits as a threshold for continuity of care is to
determine if an individual connects with one provider for
the majority of their healthcare services. The threshold for
high continuity of care (75% of visits) was used to deter-
mine any additional benefit or detriment of having con-
tinuity significantly beyond 50%. Patients with fewer than
three physician visits during the observation window were
not assessed for continuity of care.

Statistical analysis

We used descriptive statistics to examine the cohorts’
demographic and clinical characteristics. We stratified the
reporting of demographic and clinical characteristics based
on age (<66 years versus ≥66 years) since nontraumatic
spinal cord dysfunction tends to occur in older adults [27]
and therefore characteristics may differ based on age.
Records of medication dispensing for individuals 65 years
and above are captured in the ODB database, therefore a cut
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off of 66 years was chosen to ensure full medication records
during the 1-year lookback. These differences were com-
pared using Wilcoxon–Mann–Whitney tests for medians, t
tests for means, Cochran–Armitage tests for ordinal char-
acteristics, and chi-squared tests for categorical character-
istics. A test with an alpha level of 0.05 was considered
statistically significant. We used a Poisson multivariable
regression model with robust standard errors to determine
predictors of opioid use after discharge as a binary outcome.
We calculated relative risks with 95% confidence intervals.
All analyses were conducted at ICES using SAS version 9.4
(SAS Institute Inc., Cary, NC, USA; www.sas.com).

Results

A total of 3468 individuals with nontraumatic spinal cord
dysfunction were captured using our study’s inclusion cri-
teria. In this cohort, 1159 (33%) were under 66 years of age
while 2309 (67%) were 66 and above (Table 1). Sex and
income quintiles were distributed almost evenly with 1746
(50%) males and approximately 20% of the cohort in each
neighborhood income quintile. Income characteristics dif-
fered slightly when stratified based on age (<66 versus ≥66
years) however, this is expected since eligibility for
provincial drug coverage under 65 is limited largely to
individuals with lower income among other criteria. In
terms of health services utilization, the cohort had a median
(interquartile range (IQR)) of 8 (4–13) family physician
visits and 6 (3–11) specialist visits in the 1 year prior to
inpatient rehabilitation. Median (IQR) length of inpatient
rehabilitation stay was 4 (2–7) weeks, with individuals
under the age of 66 having a significantly lower length of
stay than those 66 and above (5 median weeks, IQR= 3–9
vs. 4 median weeks, IQR= 2–7). The cohort had a high
level of concurrent comorbidity as evidenced by a median
(IQR) ADG score of 10 (8–13). A significantly higher
proportion of those 66 years of age and older tended to be
diagnosed with more comorbidities (Table 2). In terms of
opioid use, 60% (N= 2062) of the cohort were dispensed a
prescription opioid following inpatient rehabilitation. When
stratified based on age, a higher proportion of younger
individuals (N= 749; 65%) were dispensed prescription
opioids than older individuals (N= 1313; 57%).

Predictors of opioid use after discharge

We modeled a number of variables to determine their
association with future opioid use (Fig. 1). Being female
(Relative risk [RR] 1.14, 95% confidence interval [CI]
1.08–1.20), diagnosis of osteoarthritis (RR 1.19, 95% CI
1.11–1.29), prior opioid use (RR 1.77, 95% CI 1.67–1.88),
lower continuity of care (low: RR 1.10, 95% CI 1.00–1.20;

medium: RR 1.13, 95% CI 1.03–1.23), prior mental health
diagnosis (RR 1.19, 95% CI 1.13–1.26), and increasing
ADG score (RR 1.03, 95% CI 1.03–1.04 per ADG) were
significantly associated with future opioid use. FIM scores
of 103–111 (RR 1.14, 95% CI 1.05–1.25), and 112–117
(RR 1.14, 95% CI 1.05–1.25) were significantly associated
with a higher risk of subsequent opioid use when compared
to higher FIM scores of >117. Increasing week of inpatient
rehabilitation stay was slightly protective (RR 0.98, 95% CI
0.98–0.99) against future opioid use, as was higher income.
Risk of the outcome of interest varied with age, which was
modeled as a continuous variable. Younger individuals had
a significantly higher risk of future opioid use, a risk that
peaked around 30–40 years of age (RR 1.54, 95% CI
1.42–1.66 for age 40, as compared to age 80). Relative risk
of opioid use following discharge decreased as age
increased beyond 40 years (Fig. 2).

Table 1 Characteristics of individuals with an inpatient rehabilitation
admission for nontraumatic spinal cord dysfunction between 2004 and
2015, in Ontario, Canada.

Overall cohort
n= 3468

<66 years of age
n= 1159

≥66 years of age
n= 2309

Demographics

Male, n (%) 1746 (50.3) 628 (54.2) 1118 (48.4)c

Age, median (IQR) 70 (62–77) 55 (44–62) 75 (70–80)c

Urban residence, n
(%)

3210 (92.6) 1059 (91.4) 2151 (93.2)c

Income quintile, n (%)a, c

1 (low) 807 (23.3) 348 (30.0) 459 (19.9)

2 664 (19.1) 226 (19.5) 438 (19.0)

3 667 (19.2) 233 (20.1) 434 (18.8)

4 678 (19.6) 193 (16.7) 485 (21.0)

5 (high) 635 (18.3) 150 (12.9) 485 (21.0)

Healthcare services utilization prior to admission

Visits, median (IQR)

Acute
hospitalizations

0 (0–1) 0 (0–1) 0 (0–1)

Emergency
department

1 (0–2) 1 (0–3) 1 (0–2)c

Family physician 8 (4–13) 7 (4–12) 8 (5–13)

Homecare 0 (0–3) 0 (0–1) 0 (0–5)

Specialist 6 (3–11) 7 (3–11) 5 (2–9)c

Continuity of care, n (%)b, c

Low 1609 (46.4) 514 (44.3) 1095 (47.4)

Medium 1262 (36.4) 396 (34.2) 866 (37.5)

High 508 (14.6) 186 (16.0) 322 (13.9)

Length of stay
(in weeks) for index
admission, median
(IQR)

4.3 (2.3–7.4) 5.1 (2.9–8.7) 4.1 (2.1–6.7)c

IQR interquartile range, SD standard deviation.
aValues do not add up due to missing values.
bContinuity of care= all physician office visits to usual source of care ðnÞ

all physician office visits ðnÞ .
cSignificant difference based on an alpha level of 0.05. Differences
between groups were tested using chi-squared tests for categorical
characteristics, t tests for means, Wilcoxon–Mann–Whitney tests for
medians, and the Cochran–Armitage test for ordinal characteristics.
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Discussion

In this population-based cohort study, we sought to deter-
mine the prevalence and predictors of prescription opioid
use in the year following discharge from inpatient rehabi-
litation for nontraumatic spinal cord dysfunction. Our
cohort included 3468 individuals who met our study criteria
between April 1, 2004 and March 31, 2015 and we found
that over half of this group (60%; N= 2062) had a record of
prescription opioids dispensed in the year following dis-
charge from inpatient rehabilitation. Prescription opioid use
during this time period was higher in younger individuals

(<66 years of age) than older adults (≥66 years of age) and
risk factors for future prescription opioid use included
being female, diagnosis of osteoporosis, prior exposure to
prescription opioids, higher ADG score, and lower func-
tional status.

The prevalence of opioid use in our cohort of individuals
with nontraumatic spinal cord dysfunction (60%) is sub-
stantially higher than previously reported figures for pre-
scription opioid use among individuals with traumatic
spinal cord injury in Ontario (35%) [23] and the United
States (51%) [10] as well as the general population in
Ontario (12%) [28]. Although the Ontario rates for trau-
matic spinal cord injury in the aforementioned study [23]
were calculated using prescription opioid claims from all
Ontario community pharmacies rather than prescription
opioid claims for Ontarian public drug beneficiaries as in
the current study, the considerably higher rate reported here
is likely not due to methodological differences. Rather, our
findings underscore the high level of medical complexity of
individuals with nontraumatic spinal cord dysfunction.
Individuals in our cohort had a considerably higher pre-
valence of comorbidities that result in pain (e.g., almost
25% of our cohort were previously diagnosed with cancer
compared to almost 11% of the traumatic spinal cord injury
cohort [23]). Combined with the paucity of literature cur-
rently available on this population, the results of the present
study highlight the need for further research on individuals
with nontraumatic spinal cord dysfunction so clinicians and
caregivers can provide evidence-based care.

Interestingly, although we found that higher morbidity
(i.e., increasing ADG score) and lower functional status
(characteristics often seen in older adults) were associated
with future opioid use, we also observed that prescription
opioids were dispensed at a higher rate among younger
individuals (<66 years of age). It is possible that older adults
(≥66 years of age) may be using alternative methods of
analgesic therapy, as opioids are considered potentially
inappropriate medications for older adults [29] and this
should be explored further in future research. However, the
higher rate of prescription opioid use among younger
individuals remains a concern, as younger individuals are
often more susceptible to adverse consequences of opioids
such as opioid use disorder and opioid-related fatalities
[30]. In Ontario between 2013 and 2016, approxi-
mately 93% of those who died of an opioid-related death
and had an active opioid prescription at the time of death
were under the age of 65 [30]. Future research should also
examine opioid-related adverse events among individuals
with nontraumatic spinal cord dysfunction to determine
whether this high prevalence of use is safe.

The identification of preexisting mental illness as a sig-
nificant predictor for future opioid use is also an important
point of clinical consideration. In a large cohort study

Table 2 Preexisting comorbidities and health characteristics of
individuals with an inpatient rehabilitation admission for
nontraumatic spinal cord dysfunction between 2004 and 2015, in
Ontario, Canada.

Overall cohort
n= 3468

<66
years of age
n= 1159

≥66
years of age
n= 2309

Comorbidities, n (%)

Acute myocardial infarction
(AMI)

6 (0.2) ≤5* ≤5*

Asthma 602 (17.4) 226 (19.5) 376 (16.3)b

Cancer 835 (24.1) 220 (19.0) 615 (26.6)b

Cardiovascular disease 2574 (74.2) 572 (49.4) 2002 (86.7)b

Dementia 95 (2.7) 13 (1.1) 82 (3.6)b

Diabetes 1060 (30.6) 267 (23.0) 793 (34.3)b

Hypertension 2390 (68.9) 519 (44.8) 1871 (81.0)b

Mental Illness 959 (27.7) 433 (37.4) 526 (22.8)b

Osteoarthritis 2766 (79.8) 775 (66.9) 1991 (86.2)b

Osteoporosis 365 (10.5) 63 (5.4) 302 (13.1)b

Rheumatoid arthritis 170 (4.9) 39 (3.4) 131 (5.7)b

Renal failure 256 (7.4) 64 (5.5) 192 (8.3)b

Healthcare characteristics

ADG quintile, n (%)a, b

1 639 (18.4) 282 (24.3) 357 (15.5)

2 867 (25.0) 298 (25.7) 569 (24.6)

3 684 (19.7) 212 (18.3) 472 (20.4)

4 573 (16.5) 168 (14.5) 405 (17.5)

5 705 (20.3) 199 (17.2) 506 (21.9)

ADG score, median (IQR)a 10 (8–13) 9 (7–12) 11 (8–13)b

Functional Independence Measure (FIM), mean ± SD

At admission 80.0 ± 16.8 80.6 ± 17.9 79.8 ± 16.1

At discharge 106.2 ± 16.1 106.4 ± 17.8 106.1 ± 15.1

Opioid use after discharge 2062 (59.5) 749 (64.6) 1313 (56.9)

*Cell sizes <6 are suppressed for privacy.

AMI acute myocardial infarction, COPD chronic obstructive pulmon-
ary disease, ADG Aggregated Diagnosis Groups, IQR interquartile
range, FIM Functional Independence Measure, SD standard deviation.
aADG refers to Aggregated Diagnosis Groups from the Johns Hopkins
ACG® System. This system classifies health conditions in adminis-
trative health data over 2 years. Larger numbers of ADGs reflect
higher comorbidity levels.
bSignificant difference based on an alpha level of 0.05. Differences
between groups were tested using chi-squared tests for categorical
characteristics, t tests for means, Wilcoxon–Mann–Whitney tests for
medians, and the Cochran–Armitage test for ordinal characteristics.
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conducted by Scherrer et al. using administrative data in the
United States, the authors found that exposure to opioids is
associated with more than a twofold increase in the risk of
depression recurrence, independent of pain level [31].
Based on our findings, this may be particularly problematic
for patients with nontraumatic spinal cord dysfunction
and therefore any addition of opioids, a medication that
may trigger depressive symptoms, should be carefully
considered by clinicians before prescribing.

Limitations

There are a number of limitations in this study that warrant
discussion. First, the cohort is restricted to beneficiaries of

Ontario’s public drug program. Individuals eligible for such
benefits are mostly older adults (≥65 years of age), those
who are financially disadvantaged or have a disability.
Although this cohort may not be representative of the
overall Ontario population and we may be underreporting
the prevalence of opioid use for those under 65 years of age
who are not eligible for provincial drug benefits, results
from this study can be applied to older adult populations,
where a large proportion of nontraumatic spinal cord
dysfunction typically occurs. Second, we required that
individuals discharged from inpatient rehabilitation live in
the community for 275 of the 365 days after discharge in
order to avoid potential underreporting of opioids dis-
pensed. This may have unintentionally created a healthier
cohort of individuals who survived for >275 of the
365 days, therefore the true prevalence may be even higher
than reported. Additionally, while our data does not include
results from the ASIA Exam, functional status is reported
using the FIM. We have included Rehabilitation Client
Groups in the supplemental appendix to provide further
information on the types of spinal cord dysfunction in this
cohort. Furthermore, our study did not identify the indica-
tion of opioids prescribed even though the potential risk
associated with a course of opioids for cough suppression
may differ from that of opioid therapy for pain. We chose to
focus our outcome on overall opioid use because there is no
published literature on this. We also note that time since
injury is challenging to identify for nontraumatic spinal cord

Fig. 1 Forest plot of predictors for future opioid use in the year
following inpatient rehabilitation for nontraumatic spinal cord
dysfunction. Reference categories are indicated in brackets: female
(male), income quintile 2–5 (income quintile 1, lowest income level), low
and medium continuity of care (high continuity of care), osteoarthritis (no

osteoarthritis diagnosis), prior mental illness diagnosis (no previous
mental illness diagnosis) FIM scores (117+ FIM score), and prior opioid
use (no prior opioid use). ADG Aggregated Diagnosis Groups (measure
of morbidity), FIM Functional Independence Measure (measure of
functional status, lower score refers to lower functional status).

Age 40

Age 50

Age 60

Age 70

0.00 0.50 1.00 1.50 2.00

Relative Risk

Fig. 2 Forest plot of the relative risk for future opioid use in the year
following inpatient rehabilitation for nontraumatic spinal cord
dysfunction at various ages. Reference age category is 80 years of age.
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dysfunction due to the complex etiology and differences in
pathways for diagnoses. Individuals may experience
symptoms for differing periods of time prior to diagnosis
and admission to inpatient rehabilitation, a variable una-
vailable in our datasets [32]. Instead, we used length of stay
at an inpatient rehabilitation facility as a proxy for time
since injury. Furthermore, we did not capture the year
during which opioids were prescribed despite potential
gradual changes in prescribing practices over the course of
our study period. Finally, our data only captures records of
prescription opioid dispensed and does not capture instan-
ces of over-the-counter nor illicit opioid use, therefore it is
possible that a higher proportion of individuals may be
exposed to this drug class than reported.

Conclusion

The present study showed that a substantial portion (59.5%)
of individuals experiencing nontraumatic spinal cord dys-
function in Ontario are dispensed prescription opioids in the
year following discharge from inpatient rehabilitation. Due
to the plethora of severe complications often associated with
opioid use, it is important to conduct further research on
opioid use in this population in order for clinicians and
caregivers to help manage their patients’ pain in a safe and
effective manner.

Data availability

The data used in this study are securely housed in an
encrypted form at ICES. Data agreements prohibit ICES
from sharing these datasets publicly, however confidential
access may be granted through the Data & Analytics Ser-
vices at ICES. Additional information is available at www.
ices.on.ca/DAS.
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