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To the City Clerk: 
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Please see attached for my letter to the Board of Health. 

Sincerely, 

Gillian Kolla, PhD, MPH 
Postdoctoral Research Fellow 
Canadian Institute for Substance Use Research, University of Victoria 
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Pronouns: she/her 
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June 14, 2021 
Meeting No. 29 
Agenda Item HL 29.2 
 
 
To the Members of the Board of Health,  
 
 
In May 2021, I was part of a team from the Ontario Drug Policy Research Network, the Office of 
the Chief Coroner of Ontario and Public Health Ontario that released a report on overdose deaths 
in Ontario during the COVID pandemic, Changing Circumstance Surrounding Opioid-Related 
Deaths in Ontario during the COVID-19 Pandemic. This report found that 2,426 people died of 
opioid-related overdose in 2020, an increase of 60% over 2019. Our report also found that overdose 
deaths among people experiencing homelessness rose by 133% during the pandemic, with a 
significant increase in overdose deaths occurring in shelters, respites and physical distancing hotels. 
Quite simply, the current situation in Ontario is nothing short of catastrophic.  


Over the past few years, I have deputed many times to the Board of Health. I have participated in 
many working groups on drug-related issues sponsored by the City of Toronto. Rather than 
deputing in person today, I will be outside City Hall honoring and remembering my friends, family 
and community members who have died from overdose. In solidarity with the Toronto Overdose 
Prevention Society, to ask you to immediately implement the following measures:  


1. Enact drug decriminalization by urgently requesting a Section 56 exemption from the federal 
government for the City of Toronto. Toronto’s Medical Officer of Health, Dr. Eileen de 
Villa, recommended decriminalization 3 years ago, with no action from the City since then. 
There is no time for another working group while people continue to die.   


2. Ensure that people who use drugs are the primary stakeholder and expert group on all 
matters related to decriminalization in the City of Toronto; 


3. Immediately implement full-scale harm reduction supports and open overdose prevention 
sites in all shelters, respites, and physical distancing hotels; 


4. Ensure mandatory and comprehensive overdose response training is provided to all staff 
(including security, employment agency and relief staff) in shelters, respites, and physical 
distancing hotels;  


5. Implement regular and rigorous accountability measures across all City-funded shelters, 
respites, and physical distancing sites to ensure overdose preparedness;  


6. Declare a moratorium on violent encampment evictions and support overdose response 
measures for encampment residents. 


The COVID-19 pandemic has shown us what a strong and well-resourced response to a public 
health crisis can look like. The slow and lacklustre response to the overdose crisis by all levels of 
government in comparison to the COVID-19 pandemic is very apparent. There is a continued lack 
of urgency by the City to take the steps necessary to address the overdose crisis within shelters, 
respites and shelter hotel settings, as well as within Toronto Community Housing. As outlined 
above, the City of Toronto has a number of tools at its disposal to implement rapid, meaningful 
responses to stem the tide of preventable overdose deaths. Urgent action is necessary to save lives.  







I would also urge you to strongly reconsider the recommendation in today’s status update to the 
Overdose Action Plan regarding the implementation of a working group to “…as a step work 
towards requesting an exemption under the Controlled Drugs and Substances Act”. I was a member of 
the working group in 2017/2018 that led to Dr. Eileen de Villa’s recommendation to the Board of 
Health on decriminalization in 2018. In the 3 years since then progress on this issue in the City of 
Toronto has been at a standstill; meanwhile, groups of people who use drugs, multiple provincial 
and municipal medical officers of health, and civil society organizations have all united to underline 
the harms caused by the criminalization of people who use drugs. I strongly urge the Board of 
Health to recommend that the City of Toronto request an immediate Section 56 exemption to the 
Controlled Drugs and Substances Act from the federal Minister of Health. Simultaneously, a working 
group that prioritizes people who use drugs as the key stakeholder and expert group could be 
convened to advise the City on all matters related to decriminalization. Streamlining this process 
would demonstrate the commitment of the City to acting decisively to address the harms that stem 
from criminalization of people who use drugs.  


We are losing so many community members to overdose-related deaths, and so many are left to 
grieve these losses. There are many lifesaving interventions and actions that the City could take 
immediately to save lives.  
 
Sincerely,  


 
 
Gillian Kolla, PhD, MPH 
Postdoctoral Research Fellow 
Canadian Institute for Substance Use Research, University of Victoria 
gilliankolla@uvic.ca 
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+LJK�UDWHV�RI�RSLRLG�UHODWHG�GHDWKV�DFURVV�&DQDGD�KDYH�EHHQ�D�VLJQL¿FDQW�DQG�ORQJVWDQGLQJ�QDWLRQDO�
public health issue.1 In 2019, there were almost 4,000 opioid-related deaths across the country, of which 
over 94% were accidental.2 The COVID-19 pandemic emerged in the midst of this ongoing epidemic 
of opioid-related deaths, and resulted in the declaration of a state of emergency in Ontario on March 
17, 2020.3 Within Ontario, the pandemic response has consisted of waves of public health restrictions 
of varying severity to help mitigate the spread of COVID-19. These restrictions have included physical 
distancing measures that resulted in reduced service levels for health and social services, such as 
pharmacies, outpatient clinics, and harm reduction sites, that provide care to people who use drugs 
�3:8'���'HVSLWH�WKH�LQWHQWLRQ�WR�UHGXFH�WKH�LPSDFW�RI�&29,'�����WKHUH�ZDV�DOVR�FRQFHUQ�WKDW�WKHVH�
measures would lead to unintended harms.4 


In November 2020, a preliminary report5 describing patterns in the circumstances surrounding opioid-
UHODWHG�GHDWKV�WKDW�RFFXUUHG�LQ�2QWDULR�GXULQJ�WKH�¿UVW�WKUHH�PRQWKV�RI�WKH�&29,'����SDQGHPLF�ZDV�
released. The report noted a 38% increase in opioid-related deaths between March 16 and June 30, 
2020 compared to the three months prior, with a notable increase in the proportion of deaths that 
occurred among men, a rise in the number of deaths with stimulants and benzodiazepines involved, 
and a higher number of people dying without resuscitation attempts or naloxone administration by 
E\VWDQGHUV�RU�¿UVW�UHVSRQGHUV�5 This increase in drug-related deaths was thought to be driven by a 
combination of numerous factors, including an increasingly volatile unregulated drug supply, barriers 
to accessing harm reduction services and treatment, and physical distancing requirements leading 
to more people using drugs alone.4,6 Furthermore, the report noted a potential trend towards an 
increasing number of deaths having occurred in hotels, motels, and inns, which raised concerns about 
the potential risks of overdose among people being provided supportive housing in these settings 
during the pandemic. 


Given the rapidly changing nature of the pandemic and the continued rise in opioid-related deaths, 
a comprehensive understanding of the circumstances surrounding these deaths is needed to inform 
multifaceted public health interventions and policies that support people who use drugs to help prevent 
opioid-related mortality and reduce morbidity. This report updates the data provided in the preliminary 
report to include patterns up to the end of December 2020.
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Background







We used methods that were similar to those used in the November 2020 report to analyze circumstances 
VXUURXQGLQJ�RSLRLG�UHODWHG�GHDWKV��7KH�GDWD�FRQWDLQHG� LQ� WKLV� UHSRUW�ZDV�REWDLQHG�E\� WKH�2ႈFH�RI� WKH�&KLHI�
&RURQHU�2QWDULR�)RUHQVLF�3DWKRORJ\�6HUYLFHV��2&&�2)36��GXULQJ�LQYHVWLJDWLRQV�RI�FRQ¿UPHG�DQG�VXVSHFWHG�
RSLRLG�UHODWHG� GHDWKV� LQ� 2QWDULR�� $Q� RSLRLG�UHODWHG� GHDWK� LV� GH¿QHG� DV� DQ� DFXWH� LQWR[LFDWLRQ�WR[LFLW\� GHDWK�
UHVXOWLQJ�IURP�WKH�GLUHFW�FRQWULEXWLRQ�RI�FRQVXPHG�VXEVWDQFH�V���ZKHUH�RQH�RU�PRUH�RI�WKH�VXEVWDQFHV�ZDV�DQ�
opioid, regardless of how the opioid was obtained.7�6XVSHFWHG�RSLRLG�UHODWHG�GHDWKV�DUH�GH¿QHG�RQ�WKH�EDVLV�RI�
evidence of drug use or drug paraphernalia found at the scene and/or signs of drug use and an opioid detected 
LQ�SRVW�PRUWHP�WR[LFRORJ\��EXW�ZKHUH�D�¿QDO�FRQFOXVLRQ�RQ�WKH�FDXVH�RI�GHDWK�LV�SHQGLQJ��2Q�0D\����������WKH�
2&&�2)36�ODXQFKHG�WKH�2SLRLG�,QYHVWLJDWLYH�$LG��2,$���D�VWDQGDUGL]HG�WRRO�XVHG�WR�FROOHFW�LQIRUPDWLRQ�UHJDUGLQJ�
the circumstances surrounding opioid-related deaths. The OIA is completed by the investigating coroner using 
D� FRPELQDWLRQ� RI� VRXUFHV� �H�J��� KHDOWK� UHFRUGV�� IDPLO\�� E\VWDQGHUV�� HPHUJHQF\� UHVSRQGHUV��� DQG� FDSWXUHV�
demographic information, as well as details related to the location of the incident, post-mortem toxicology results, 
and other circumstances surrounding the death. The cause and manner of death are determined by the death 
investigation and post-mortem examinations by pathologists and are captured in the OIA. All information collected 
using the OIA is entered in a secure database held at the OCC. In order to rapidly report on factors related to 
opioid-related deaths during the pandemic, some OIAs are not yet complete, and in some circumstances, cause 
DQG�PDQQHU�RI�GHDWK�KDYH�QRW�EHHQ�FRQ¿UPHG��7KHUHIRUH��WKH�GHQRPLQDWRUV�IRU�YDULDEOHV�UHSRUWHG�WKURXJKRXW�
WKH�UHSRUW�GLႇHU�DFFRUGLQJ�WR�GDWD�DYDLODELOLW\��0RUH�GHWDLOV�FDQ�EH�IRXQG�LQ�WKH�Appendix.  


Trends in opioid-related deaths over time were reported by month from May 1, 2017 to December 31, 2020, 
VWUDWL¿HG�E\�DJH�JURXS���������������������������$Q�DXWRUHJUHVVLYH�LQWHJUDWHG�PRYLQJ�DYHUDJH��$5,0$��PRGHO�
was used to examine the impact of the initial implementation of public health measures related to the COVID-19 
SDQGHPLF��PHDVXUHG�DV�WKH�GHFODUDWLRQ�RI�WKH�VWDWH�RI�HPHUJHQF\�LQ�2QWDULR�LQ�0DUFK�������RQ�WKH�WRWDO�PRQWKO\�
number of opioid-related deaths in the province.


)RU�WKH�SXUSRVHV�RI�FRPSDULQJ�FLUFXPVWDQFHV�VXUURXQGLQJ�RSLRLG�UHODWHG�GHDWKV��0DUFK����������ZDV�GH¿QHG�
as the ‘beginning’ of the pandemic, as this was the beginning of the week during which Ontario declared an 
HPHUJHQF\�RUGHU�UHODWHG�WR�WKH�&29,'����SDQGHPLF��0DUFK������������3HRSOH�ZKR�GLHG�RI�DQ�RSLRLG�UHODWHG�
FDXVH�EHWZHHQ�0DUFK����DQG�'HFHPEHU����������ZHUH�FODVVL¿HG�DV� WKH�SDQGHPLF�FRKRUW��DQG�SHRSOH�ZKR�
GLHG�EHWZHHQ�0DUFK����DQG�'HFHPEHU����������ZHUH�FODVVL¿HG�DV� WKH�SUH�SDQGHPLF�FRKRUW��:H�FRPSDUHG�
the age and sex distribution of the cohorts, as well as the frequency of the circumstances surrounding deaths 
in each of the cohorts, including manner of death, employment status, industry of work, living arrangement, 
location of overdose incident, mode of drug use, the type of opioid directly contributing to death, and other drug 
involvement in deaths. We also examined whether another person was present at the time of the overdose, 
and among incidents in which another person was present, we assessed patterns of resuscitation attempts 
and naloxone administration. Among people who were experiencing homelessness at the time of death, we 
compared age, sex, location of incident, and other non-opioid drugs contributing to death between people who 
died during the pandemic period and those who died in the pre-pandemic period. Chi-square tests were used to 
WHVW�IRU�VWDWLVWLFDOO\�VLJQL¿FDQW�GLႇHUHQFHV�LQ�WKH�IUHTXHQF\�RI�WKH�FLUFXPVWDQFHV�VXUURXQGLQJ�GHDWK�EHWZHHQ�WKH�
pandemic and pre-pandemic cohorts. 


Methods Overview
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The monthly number of opioid-related deaths has varied considerably over 
time in Ontario over the period studied. However, in the months following the 
State of Emergency declaration in Ontario on March 17, 2020, there was a 
VLJQL¿FDQW�DFFHOHUDWLRQ�LQ�WKH�QXPEHU�RI�RSLRLG�UHODWHG�GHDWKV�REVHUYHG�DFURVV�
2QWDULR��S ���������6SHFL¿FDOO\��WKHUH�ZDV�D�������LQFUHDVH�LQ�WKH�QXPEHU�RI�
opioid-related deaths between February 2020 (the month prior to the State of 
(PHUJHQF\�GHFODUDWLRQ��1 ����GHDWKV��DQG�'HFHPEHU�������1 ����GHDWKV���


Overall, in 2020, there were 2,426 opioid-related deaths, a 60.0% rise from 
1,517 deaths the year prior. Among women, the monthly number of opioid-
related deaths increased 43.6% from February to December 2020 (39 vs. 56 
GHDWKV�PRQWKO\���FRPSDUHG�WR�D�������LQFUHDVH�DPRQJ�PHQ��IURP�����WR�����
GHDWKV�PRQWKO\�� RYHU� WKH� VDPH�SHULRG��%\�DJH�� WKH� ODUJHVW� LQFUHDVHV�ZHUH�
observed among those aged 25 to 44 (61.4% increase from 83 to 134 deaths 
PRQWKO\��DQG����WR����\HDUV���������LQFUHDVH�IURP����WR����GHDWKV�PRQWKO\��
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72 suspected opioid-related 
deaths remain in the 2020 data, 
as some death investigations 
are still underway. While 
the majority of these deaths 
will likely be determined 
WR� EH� RSLRLG�UHODWHG�� ¿QDO�
determinations are pending. 
Similarly, although uncommon, 
there may be other opioid-
related deaths that occurred 
during this period that are not 
FDSWXUHG� LQ� WKH� ¿JXUH� DERYH��
as they have not yet been 
determined to be opioid-related 
by the investigating coroner.


NOTE


Monthly number of opioid-related deaths in Ontario prior to, and during, 
the COVID-19 pandemic


Trends in Opioid-Related Deaths
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The remainder of this report compares circumstances of opioid-
related deaths occurring in Ontario during the following two periods:


Pre-Pandemic Cohort
March 16, 2019 - December 31, 2019 
(N=1,162)


Pandemic Cohort
March 16, 2020 - December 31, 2020 
(N=2,050)


Distribution of opioid-related deaths by age


7KHUH�ZHUH�QR�VWDWLVWLFDOO\�VLJQL¿FDQW�FKDQJHV�LQ�WKH�GLVWULEXWLRQ�RI�GHDWKV�E\�DJH�JURXS�GXULQJ�WKH�SDQGHPLF��
However, the largest absolute increases in deaths occurred among people aged 25 to 44 (608 pre-pandemic 
YV��������GXULQJ�SDQGHPLF��DEVROXWH�GLႇHUHQFH�����RSLRLG�UHODWHG�GHDWKV��DQG�WKRVH�DJHG����WR���������
SUH�SDQGHPLF�YV������GXULQJ�SDQGHPLF��DEVROXWH�GLႇHUHQFH�����RSLRLG�UHODWHG�GHDWKV���2YHUDOO��������RI�
all opioid-related deaths that have occurred during the pandemic were among these age groups.
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Opioid-related deaths by age among males and females


'HVSLWH�D�KLJKHU�SURSRUWLRQ�RI�GHDWKV�RFFXUUHG�DPRQJ�PDOHV��WKHUH�ZHUH�QR�VLJQL¿FDQW�FKDQJHV�GXULQJ�WKH�
pandemic when looking at the age distribution of opioid-related deaths among men and women separately. 
However, there was a small shift towards a higher proportion of opioid-related deaths among women aged 
25 to 44 years. As younger women are both disproportionately experiencing the mental health impacts 
of job loss and increased childcare demands during the pandemic,8,9 and encountering additional stigma 
ZKHQ� DFFHVVLQJ� KHDOWKFDUH� VHUYLFHV� UHODWHG� WR� GUXJ� XVH�� WKHVH� ¿QGLQJV� VXJJHVW� D� QHHG� IRU� HQKDQFHG�
SURJUDPPLQJ�VSHFL¿F�WR�WKH�QHHGV�RI�\RXQJHU�ZRPHQ�DFURVV�2QWDULR��H�J���SURDFWLYH�RXWUHDFK��LQFUHDVHG�
VRFLDO�VXSSRUWV��GLVFUHHW�SURYLVLRQ�RI�KDUP�UHGXFWLRQ�DQG�WUHDWPHQW�VHUYLFHV��8
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During the pandemic, there has been a statistically 
VLJQL¿FDQW�VKLIW�WRZDUGV�PRUH�RSLRLG�UHODWHG�GHDWKV�
RFFXUULQJ� DPRQJ� PDOHV�� 6SHFL¿FDOO\�� ������ RI�
GHDWKV������RI��������LQ�WKH�SUH�SDQGHPLF�FRKRUW�
were among males, rising to 76.3% of deaths 
�������RI��������LQ�WKH�SDQGHPLF�FRKRUW��S�������


The proportion of men among opioid-related 
deaths increased from:


76%


71%
pre-pandemic


during the 
pandemic


Distribution of opioid-related deaths by sex







Manner of death among FRQÀUPHG opioid-related deaths


7KH�YDVW�PDMRULW\�RI�FRQ¿UPHG�RSLRLG�UHODWHG�GHDWKV�LQ�2QWDULR�DUH�DFFLGHQWDO�LQ�QDWXUH��DQG�WKLV�KDV�LQFUHDVHG�
VLJQL¿FDQWO\�GXULQJ�WKH�SDQGHPLF��������YV��������LQ�WKH�SUH�SDQGHPLF�YV��SDQGHPLF�FRKRUWV��S���������
2YHUDOO��WKHUH�ZHUH�������FRQ¿UPHG�RSLRLG�UHODWHG�GHDWKV�WKDW�ZHUH�GHWHUPLQHG�WR�EH�DFFLGHQWDO�GXULQJ�WKH�
&29,'����SDQGHPLF�LQ�������,W�PXVW�EH�QRWHG�WKDW�WKHUH�ZHUH����VXVSHFWHG��EXW�QRW�\HW�FRQ¿UPHG�RSLRLG�
related deaths in the pandemic cohort where manner of death has not yet been determined. Therefore, it is 
possible that the observed decrease in deaths determined to be suicide may not be valid, as investigations 
of potentially intentional deaths often take longer to complete. 


*�,QGLFDWHV�VWDWLVWLFDOO\�VLJQL¿FDQW�GLႇHUHQFH�LQ�SURSRUWLRQV�EHWZHHQ�FRKRUWV


NOTE
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Employment status of people experiencing an opioid-related death
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Approximately half of opioid-related deaths occurred among people who were unemployed at the time of 
WKHLU�GHDWK��+RZHYHU��WKHUH�ZDV�D�VLJQL¿FDQW�UHGXFWLRQ�LQ�WKH�SURSRUWLRQ�RI�SHRSOH�ZKR�ZHUH�HPSOR\HG�DW�
WKH�WLPH�RI�RSLRLG�UHODWHG�GHDWK��IDOOLQJ�IURP�������WR�������EHWZHHQ�WKH�WZR�FRKRUWV��S ��������7KLV�LV�
likely attributable to loss of employment and precarious work during the pandemic,9 leading to small rises in 
WKH�SURSRUWLRQ�RI�SHRSOH�XQHPSOR\HG��������WR��������DQG�WKRVH�ZLWK�XQNQRZQ�HPSOR\PHQW�VWDWXV��������
WR���������


1.  *�,QGLFDWHV�VWDWLVWLFDOO\�VLJQL¿FDQW�GLႇHUHQFH�LQ�SURSRUWLRQV�EHWZHHQ�FRKRUWV��
2. µ8QHPSOR\HG¶�LQFOXGHV�SHRSOH�ZKR�PD\�EH�ORRNLQJ�IRU�HPSOR\PHQW��RQ�LQFRPH�DVVLVWDQFH�RU�XQDEOH�WR�ZRUN�GXH�WR�LQMXU\�


or disability. ‘Employed’ includes full-time, part-time, seasonal and temporary employment. 


NOTE
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Industry 
�XVLQJ�WKH�1RUWK�$PHULFDQ�,QGXVWU\�&ODVVL¿FDWLRQ�6\VWHP�


Pre-Pandemic Cohort 
N=192


Pandemic Cohort 
N=264 P-Value


Construction ���������� ���������� 0.97
Retail trade �������� ��������� 0.32
Transportation and warehousing �������� ��������� 0.47
Health care and social assistance �������� ��������� 0.77
Accommodation and food services ��������� ��������� 0.42
Manufacturing ��������� ��������� 0.74
Other services* ���������� ���������� 0.83
Other Trades** ��������� ��������� 0.98


8QNQRZQ ���������� ���������� 0.83


$PRQJ�SHRSOH�ZKR�ZHUH�HPSOR\HG�DW� WKH� WLPH�RI� WKHLU�GHDWK�� WKHUH�ZHUH�QR�VLJQL¿FDQW�FKDQJHV� LQ� WKH�
industry of work during the pandemic. However, importantly, approximately one-third of opioid-related 
deaths among employed individuals occurred among people in the construction industry, a trend that has 
EHHQ�GHVFULEHG�LQ�%ULWLVK�&ROXPELD��ZKHUH�RQH�¿IWK�RI�RSLRLG�UHODWHG�GHDWKV�DUH�UHSRUWHG�WR�RFFXU�DPRQJ�
people working in the construction industry.10,11


1. 
2WKHU� VHUYLFHV¶� GH¿QHG� DV�� 3XEOLF� DGPLQLVWUDWLRQ�� HGXFDWLRQDO� VHUYLFHV��PDQDJHPHQW� RI� FRPSDQLHV� DQG� HQWHUSULVHV��
information and cultural industries, real estate, administrative and support, waste management, and remediation services, 
¿QDQFH�DQG�LQVXUDQFH��DUW��HQWHUWDLQPHQW�DQG�UHFUHDWLRQ��SURIHVVLRQDO��VFLHQWL¿F�DQG�WHFKQLFDO�VHUYLFHV��DQG�RWKHU�VHUYLFHV��


2. 
2WKHU�WUDGHV¶�GH¿QHG�DV��$JULFXOWXUH��IRUHVWU\��¿VKLQJ�DQG�KXQWLQJ��XWLOLWLHV��PLQLQJ��TXDUU\LQJ��DQG�RLO�DQG�JDV�H[WUDFWLRQ��
and wholesale trade.


NOTE
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Industry of work among those employed







Living arrangement among people experiencing an opioid-related 
death prior to and during the pandemic
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'People experiencing homelessness' includes unsheltered, 
emergency sheltered (including in hotels), provisionally 
accommodated, or at immediate risk of homelessness.


'Other collective dwelling' includes lodging and rooming 
houses, hotels, military bases, sober living facilities.


'Other' includes residential care facilities, retirement homes 
and group homes.


Although the vast majority of people dying of an opioid-related cause were living in a private dwelling at 
WLPH�RI�GHDWK�� WKLV�KDV�GHFOLQHG�VOLJKWO\�GXULQJ� WKH�SDQGHPLF� �IURP������� WR��������S �������ZKLOH� WKH�
SURSRUWLRQ�RI�RSLRLG�UHODWHG�GHDWKV�DPRQJ�SHRSOH�H[SHULHQFLQJ�KRPHOHVVQHVV�KDV�ULVHQ�VLJQL¿FDQWO\�RYHU�
this time. During the pandemic in 2020, the number of opioid-related deaths among people experiencing 
KRPHOHVVQHVV�PRUH�WKDQ�GRXEOHG��IURP�����WR�����GHDWKV���UHSUHVHQWLQJ�������RI�DOO�RSLRLG�UHODWHG�GHDWKV�
LQ�WKH�SURYLQFH��FRPSDUHG�WR�������LQ�WKH�SUH�SDQGHPLF�SHULRG��S���������


*�,QGLFDWHV�VWDWLVWLFDOO\�VLJQL¿FDQW�GLႇHUHQFH�LQ�SURSRUWLRQV�EHWZHHQ�FRKRUWV�


NOTE
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Location of incident among opioid-related deaths prior to, and during 
the pandemic
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'XULQJ�WKH�SDQGHPLF��WKHUH�KDYH�EHHQ�VPDOO�VKLIWV�LQ�WKH�ORFDWLRQ�RI�RSLRLG�UHODWHG�GHDWKV��3URSRUWLRQDOO\�
fewer deaths have occurred within private residences and public indoor spaces, and more deaths have 
occurred outdoors, and within supportive and alternative housing (i.e., hotels, rooming houses, and 
VKHOWHUV�VXSSRUWLYH� OLYLQJ���$OWKRXJK� WKH�DEVROXWH�QXPEHU�RI�RSLRLG�UHODWHG�GHDWKV�PRUH� WKDQ�GRXEOHG� LQ�
VKHOWHUV�VXSSRUWLYH�KRXVLQJ��IURP���� WR����GHDWKV��DQG�URRPLQJ�KRXVHV��IURP���� WR�����GHDWKV��GXULQJ�
WKH�SDQGHPLF��WKH�RQO\�FKDQJH�UHDFKLQJ�VWDWLVWLFDO�VLJQL¿FDQFH�ZDV�WKH�SURSRUWLRQ�RI�RSLRLG�UHODWHG�GHDWKV�
that occurred within hotel/motel/inn settings, rising to 7.4% [N=150] during the pandemic (vs. 4.6% [n=54] 
LQ�WKH�SUH�SDQGHPLF�FRKRUW��S ��������'XULQJ�WKH�SDQGHPLF��DSSUR[LPDWHO\���������RI������RI�GHDWKV�WKDW�
RFFXUUHG� LQ�KRWHOV��PRWHOV��RU� LQQV�RFFXUUHG� LQ�WKRVH�WKDW�ZHUH� LGHQWL¿HG�E\�WKH� LQYHVWLJDWLQJ�FRURQHU�DV�
being designated to provide COVID-19 physical distancing shelter or isolation services. 


1.  *�,QGLFDWHV�VWDWLVWLFDOO\�VLJQL¿FDQW�GLႇHUHQFH�LQ�SURSRUWLRQV�EHWZHHQ�FRKRUWV��
2. ([DPSOHV�RI�ORFDWLRQV�LQFOXGHG�LQ�µ3XEOLF�LQGRRU�VSDFHV¶�LQFOXGH�FRPPHUFLDO�UHWDLO�EXLOGLQJV�RU�SXEOLF�EXLOGLQJV��VXFK�DV�D�WUDLQ�


bus station. ‘Other’ includes correctional institutions, parking garages, and churches.


NOTE
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People experiencing homelessness who died of an opioid-related 


cause: Demographic characteristics and stimulant involvement 


Pre-Pandemic Cohort (N=135) Pandemic Cohort (N=323) P-value


Age, Mean (SD) 37.2 (12.0) 39.5 (11.3) 0.046
Age group


��� ���������� ��������� 0.005
25 to 44 �������� ����������� 0.96
45 to 64 ���������� ����������� 0.05
���� �������� �������� 0.16


Sex 0.94
Female ���������� ����������
Male ����������� �����������


Geographic location*    
Large urban centres ���������� ����������� 0.21
Medium urban centres ���������� ���������� 0.21
Small urban centres �������� �������� 0.08
Rural Areas �������� ��������� 0.34


Stimulant (direct contributor)
Cocaine ���������� ����������� 0.08
Methamphetamines ���������� ����������� 0.15


1. *Excludes 9 people with missing data in the pre-pandemic cohort and 6 with missing data in the pandemic cohort. 
2. 5XUDO�����������VPDOO�XUEDQ�FHQWUH�����������������PHGLXP�XUEDQ�FHQWUH������������������ODUJH�XUEDQ�FHQWUH����������


RU�JUHDWHU��


NOTE


During the COVID-19 pandemic, people experiencing homelessness who died from an opioid-related cause 
WHQGHG�WR�EH�VOLJKWO\�ROGHU��PHDQ�DJH������YV�������\HDUV��S �������FRPSDUHG�WR�WKH�SUH�SDQGHPLF�FRKRUW��
Nearly 80% of opioid-related deaths in this population occurred among men and within large urban centres. 
This did not change from the year prior to the pandemic and is similar to the prevalence observed in the 
EURDGHU�FRKRUW��'XULQJ�WKH�SDQGHPLF��FRFDLQH���������DQG�PHWKDPSKHWDPLQHV���������FRQWULEXWHG�WR�RYHU�
40% of opioid-related deaths among people experiencing homelessness.
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Focused analysis among people experiencing homelessness


The tables on the following two pages present a focused analysis of data pertaining to people experiencing 
homelessness who died of an opioid-related cause during the pandemic, given the substantial shifts that 
have been observed in this period among this particularly vulnerable population.
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We observed relatively large shifts in the location of opioid-related deaths during the pandemic among 
SHRSOH� H[SHULHQFLQJ� KRPHOHVVQHVV�� $� VLJQL¿FDQW� LQFUHDVH� LQ� RSLRLG�UHODWHG� GHDWKV� RFFXUUHG� LQ� KRWHOV��
PRWHOV�DQG�LQQV�������WR��������S��������DQG�D�VLJQL¿FDQW�UHGXFWLRQ�LQ�WKH�SURSRUWLRQ�RFFXUUHG�LQ�SULYDWH�
UHVLGHQFHV��������WR��������S �������$PRQJ�SHRSOH�H[SHULHQFLQJ�KRPHOHVVQHVV��RI�WKH����RSLRLG�UHODWHG�
GHDWKV�WKDW�RFFXUUHG�LQ�KRWHOV�GXULQJ�WKH�SDQGHPLF�������������ZHUH�LGHQWL¿HG�E\�WKH�LQYHVWLJDWLQJ�FRURQHU�
as having occurred within a hotel designated to provide COVID-19 physical distancing shelter or isolation 
services. Although the prevalence declined, the absolute number of opioid-related deaths that occurred 
in shelters or supportive living spaces nearly doubled, despite less access to shelter beds throughout the 
SDQGHPLF��QRWH�WKDW� WKLV�GRHV�QRW� LQFOXGH�GHDWKV�WKDW�RFFXUUHG� LQ�KRWHOV�DFWLQJ�DV�HPHUJHQF\�VKHOWHUV���
Nearly 1 in 10 opioid-related deaths among people experiencing homelessness occurred within shelters 
RU�VXSSRUWLYH�KRXVLQJ��DQG�DQ�DGGLWLRQDO��� LQ���ZHUH�FRQ¿UPHG�WR�KDYH�RFFXUUHG�ZLWKLQ�KRWHOV�SURYLGLQJ�
emergency shelter services during the pandemic. 


*Includes deaths that occurred within hotels used as temporary emergency shelters and to facilitate COVID-19 physical 
distancing and isolation during the pandemic.


NOTE


Pre-Pandemic Cohort (N=135) Pandemic Cohort (N=323) P-value


Location of incident    
3ULYDWH�UHVLGHQFH ���������� ���������� 0.01
Shelter/Supportive living ���������� ��������� 0.41
3XEOLF�LQGRRU�VSDFH �������� ��������� 0.57
Rooming House �������� ��������� 0.18
Hotel/Motel/Inn* �������� ���������� <0.001
Outdoors ���������� ���������� 0.47
Other ��������� �������� 0.10
8QNQRZQ �������� �������� 0.59


People experiencing homelessness who died of an opioid-related 


cause: Location of incident


Focused analysis among people experiencing homelessness
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Patterns of resuscitation attempts and naloxone administration 
when someone was present at scene who could intervene


Among opioid-related deaths where the person was not alone at time of death, resuscitation attempts were 
made the vast majority of the time, with naloxone being administered approximately half of the time. These 
patterns of intervention did not change during the pandemic. Although we saw no change in the prevalence 
of naloxone administration during the pandemic, if used, naloxone was more commonly administered by a 
E\VWDQGHU��������YV��������SUH�SDQGHPLF��S ��������DQG�OHVV�FRPPRQO\�DGPLQLVWHUHG�LQ�D�KRVSLWDO�VHWWLQJ�
�������YV���������S��������GXULQJ� WKH�SDQGHPLF�FRPSDUHG� WR� WKH�SUH�SDQGHPLF�SHULRG��7KHUH�ZDV�QR�
FKDQJH�LQ�¿UVW�UHVSRQGHU�LQYROYHPHQW�LQ�QDOR[RQH�DGPLQLVWUDWLRQ�GXULQJ�WKH�SDQGHPLF��
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Individual present who could intervene


During the pandemic, among opioid-related deaths where this 
information was available, nearly three-quarters of deaths occurred 
ZKHQ�QR�RQH�ZDV�SUHVHQW�WR�LQWHUYHQH��1 ������RI����������������
This was similar to the period prior to the pandemic (N=609 of 
����� ������ SUH�SDQGHPLF�� S ������� ,QIRUPDWLRQ� RQ� ZKHWKHU� DQ�
individual was present was not available for approximately one-
WKLUG� RI� RSLRLG�UHODWHG� GHDWKV� ERWK� SULRU� WR� �������� DQG� GXULQJ�
��������WKH�SDQGHPLF�


In three out of four deaths during 
the pandemic, no one was 
present to intervene.
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Likely mode of drug use based on coroner’s investigation


'XULQJ� WKH�SDQGHPLF�� WKHUH�KDV�EHHQ�D� VLJQL¿FDQW� VKLIW� DZD\� IURP�RSLRLG�UHODWHG�GHDWKV�ZLWK� HYLGHQFH�
RI� LQMHFWLRQ�RQO\��������WR��������S ������DQG�WRZDUGV�GHDWKV�ZLWK�HYLGHQFH�RI�D�SLSH�IRLO� IRU� LQKDODWLRQ�
at the scene. In fact, just over one-third of deaths had indication of supplies for inhalation only during the 
SDQGHPLF��1 ������������S���������FRPSDUHG�WR�������LQ�WKH�SUH�SDQGHPLF�FRKRUW��1 ������$OWKRXJK�WKLV�
trend follows national patterns of drug use that suggest a rising prevalence of inhalation of opioids across 
Canada,14� LW� FRXOG� DOVR� EH� LQÀXHQFHG� E\� SDQGHPLF�UHODWHG� FKDQJHV� LQ� DFFHVV� WR� SXEOLF� LQGRRU� VSDFHV�
where people often inject drugs, leading to other modes of consumption that are quicker and require less 
SUHSDUDWLRQ��5HJDUGOHVV�RI�ZKHWKHU�WKH�SDQGHPLF�LV�VSHFL¿FDOO\�GULYLQJ�WKLV�FKDQJH��WKH�ULVLQJ�SUHYDOHQFH�
RI�LQKDODWLRQ�DV�D�SUHGRPLQDQW�PRGH�RI�GUXJ�XVH�VXJJHVWV�D�QHHG�IRU�WDLORUHG�KDUP�UHGXFWLRQ�VHUYLFHV�±�
LQFOXGLQJ�VXSHUYLVHG�LQKDODWLRQ�DQG�VPRNLQJ�VHUYLFHV�±�DFURVV�2QWDULR��
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1.  *�,QGLFDWHV�VWDWLVWLFDOO\�VLJQL¿FDQW�GLႇHUHQFH�LQ�SURSRUWLRQV�EHWZHHQ�FRKRUWV��
2. 'UXJ�SDUDSKHUQDOLD� IRXQG�DW� WKH�VFHQH�PD\�SURYLGH�SUR[\� LQIRUPDWLRQ�IRU�SRWHQWLDO�PRGH�RI�GUXJ�XVH��EXW�PD\�DOVR�UHÀHFW�


previous modes of use or paraphernalia that was used by someone else. Other drug paraphernalia besides a syringe, pipe and 
IRLO�PD\�KDYH�EHHQ�IRXQG�DW�VFHQH��H�J���SLOO�FUXVKHU��FRRNHU��JULQGHU��VSRRQ���:KHQ�QR�SLSH��IRLO�RU�HYLGHQFH�RI�LQMHFWLRQ�ZDV�
present, mode may include oral, nasal, transdermal, other or unknown modes of drug use.







Opioids directly contributing to opioid-related deaths in Ontario
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The role of fentanyl as a direct contributor to opioid-related deaths continued to increase during the 
SDQGHPLF�� ULVLQJ� WR� D� SUHYDOHQFH� RI� ������ �1 ������� IURP������� �1 ����� LQ� WKH� SUH�SDQGHPLF� FRKRUW�
�S��������7KH�SURSRUWLRQDO�LQYROYHPHQW�RI�DOO�RWKHU�RSLRLGV�DV�GLUHFW�FRQWULEXWRUV�WR�RSLRLG�UHODWHG�GHDWKV�
GHFOLQHG�GXULQJ�WKH�SDQGHPLF��ZLWK�VLJQL¿FDQW�UHGXFWLRQV�REVHUYHG�IRU�RSLRLGV�XVHG�IRU�RSLRLG�DJRQLVW�WKHUDS\�
�L�H���PHWKDGRQH��S��������DV�ZHOO�DV� WKRVH�XVHG� LQ�VDIHU�RSLRLG�VXSSO\�SURJUDPV� �L�H���K\GURPRUSKRQH��
S�������DQG�WKRVH�W\SLFDOO\�XVHG�WR�WUHDW�SDLQ��L�H���K\GURPRUSKRQH��R[\FRGRQH��DQG�PRUSKLQH��S��������
DQG�RWKHU�QRQ�SKDUPDFHXWLFDO�RSLRLGV��L�H���KHURLQ��S��������VHH�Appendix��IRU�DEVROXWH�QXPEHU�RI�GHDWKV���
,W� LV� OLNHO\� WKDW� WKHVH� ¿QGLQJV� UHSUHVHQW� D� FKDQJLQJ�XQUHJXODWHG�GUXJ� VXSSO\�� DQG�PD\�DOVR� VXJJHVW� DQ�
increasing reliance on this supply due to disruptions in access to prescription opioids during early waves of 
the pandemic.15 Importantly, there was no indication of increased involvement of fentanyl analogues (e.g., 
FDUIHQWDQLO��GXULQJ�WKLV�WLPH�SHULRG��ZLWK�RQO\����RSLRLG�UHODWHG�GHDWKV��������KDYLQJ�DQ\�IHQWDQ\O�DQDORJXH�
directly contributing to the death.


1.  *�,QGLFDWHV�VWDWLVWLFDOO\�VLJQL¿FDQW�GLႇHUHQFH�LQ�SURSRUWLRQV�EHWZHHQ�FRKRUWV��
2. **'Other' includes tramadol, oxymorphone, and hydrocodone. 
3. ***Fentanyl estimates include fentanyl analogues. 
4. Some deaths may be attributed to multi-drug toxicity where more than one substance can contribute to an individual death. 


7KHUH�ZHUH����VXVSHFWHG�RSLRLG�UHODWHG�GHDWKV�LQ�WKH�SDQGHPLF�FRKRUW�QRW�LQFOXGHG�LQ�WKLV�¿JXUH�
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Other drug involvement in opioid-related deaths


Although the prevalence of benzodiazepines directly contributing to opioid-related deaths did not increase 
VLJQL¿FDQWO\�GXULQJ�WKH�SDQGHPLF�������YV��������S �������QHDUO\�KDOI���������1 �����RI�GHDWKV�GXULQJ�WKH�
SDQGHPLF�KDG�D�EHQ]RGLD]HSLQH�GHWHFWHG��FRPSDUHG�WR�RQO\�������LQ�WKH�SUH�SDQGHPLF�FRKRUW��S�������
Appendix���7KLV�ZDV�GULYHQ�E\� D� ���IROG� LQFUHDVH� LQ� WKH� GHWHFWLRQ� RI� HWL]RODP� LQ� RSLRLG�UHODWHG� GHDWKV�
�IURP����WR�����GHDWKV���ZLWK�WKH�SUHYDOHQFH�RI�GHWHFWLRQ�LQFUHDVLQJ�IURP�������SUH�SDQGHPLF�FRKRUW��WR�
������RI�RSLRLG�UHODWHG�GHDWKV�LQ�WKH�SDQGHPLF�FRKRUW��S��������$OWKRXJK�DEVROXWH�QXPEHUV�ZHUH�VPDOOHU��
there was a similar 10-fold increase in the detection of other, non-prescription benzodiazepines during 
WKH� SDQGHPLF� �ÀXDOSUD]RODP� URVH� IURP��� WR� ��� GHDWKV�� ÀXEURPD]RODP� URVH� IURP��� WR� ��� GHDWKV���7KH�
presence of benzodiazepines that are not approved by Health Canada or used as prescription medications 
LQ�&DQDGD��L�H���HWL]RODP��ÀXDOSUD]RODP��ÀXEURPD]RODP��LQ�RSLRLG�UHODWHG�GHDWKV�VXJJHVWV�WKDW�WKHVH�GUXJV�


1.  *�,QGLFDWHV�VWDWLVWLFDOO\�VLJQL¿FDQW�GLႇHUHQFH�LQ�SURSRUWLRQV�EHWZHHQ�FRKRUWV��
2. 2WKHU�VWLPXODQWV�LQFOXGH�����0HWK\OHQHGLR[\PHWKDPSKHWDPLQH��0'0$���0HWK\OHQHGLR[\DPSKHWDPLQH��0'$���$PSKHWPLQH�


�LQ�WKH�DEVHQFH�RI�PHWKDPSKHWDPLQH���0HWK\OSKHQLGDWH��DQG�3VHXGRHSKHGULQH�
3. 7KHUH�ZHUH����VXVSHFWHG�RSLRLG�UHODWHG�GHDWKV�LQ�WKH�SDQGHPLF�FRKRUW�WKDW�ZHUH�QRW�LQFOXGHG�LQ�WKLV�¿JXUH�
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are increasingly contaminating the unregulated opioid drug supply, and are frequently observed in opioid-
related deaths, even though they may not be determined as a major contributor to death by the investigating 
coroners. 


'XULQJ�WKH�SDQGHPLF��WKHUH�ZDV�DOVR�D�VLJQL¿FDQW�LQFUHDVH�LQ�VWLPXODQWV�FRQWULEXWLQJ�WR�RSLRLG�UHODWHG�GHDWKV��
ZLWK�WKHLU�LQYROYHPHQW�ULVLQJ�IURP��������1 �����WR��������1 �������S�������RI�GHDWKV�EHWZHHQ�WKH�SUH�
pandemic and pandemic cohorts. This increase was driven by cocaine and methamphetamine involvement. 
Cocaine directly contributed to nearly 42.8% of opioid-related deaths [N=847] during the pandemic, 
FRPSDUHG�WR�������>1 ���@�LQ�WKH�SUH�SDQGHPLF�FRKRUW��S �������0HWKDPSKHWDPLQHV�FRQWULEXWHG�WR�������
[N=501] of opioid-related deaths during the pandemic compared to 21.3% [N=247] in the pre-pandemic 
SHULRG��S�������


)LQDOO\��DOWKRXJK�WKHUH�ZDV�QR�VLJQL¿FDQW�LQFUHDVH�LQ�WKH�SUHYDOHQFH�RI�DOFRKRO�GLUHFWO\�FRQWULEXWLQJ�WR�RSLRLG�
related deaths, the number of these deaths with alcohol as a contributing factor nearly doubled from 150 to 
273 during the pandemic. 
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During the pandemic, a small percentage of opioid-related deaths occurred 
among people who were known to have been recently released from a 
FRUUHFWLRQDO� IDFLOLW\� �SULRU� IRXU� ZHHNV�� ������ 1 ����� ZKLFK� ZDV� VLPLODU�
WR�WKH�SUHYDOHQFH�WKH�\HDU�SULRU��������1 ����S �������+RZHYHU��UHFHQW�
release from correctional facilities was unknown for 36.0% of opioid-
related deaths in the pre-pandemic cohort and rose to 40.8% of these 
GHDWKV�LQ�WKH�SDQGHPLF�FRKRUW��S �������7KHUHIRUH��LW�LV�SRVVLEOH�WKDW�WKHUH�
ZHUH� GLႇHUHQFHV� WKDW� FRXOG� QRW� EH� FDSWXUHG� LQ� RXU� GDWD�� )XUWKHUPRUH��
as federal and provincial correctional institutions continue to implement 
measures to address institutional crowding during the pandemic (e.g., 
WHPSRUDU\�RU�HDUO\�UHOHDVH�RI�SHRSOH�LQ�FXVWRG\�DW�ORZ�ULVN�WR�UHRႇHQG12���
and given established evidence of high risk of overdose among people 
recently incarcerated,13 the rising absolute number of opioid-related deaths 
observed in the pandemic period among those recently incarcerated 
����� LQFUHDVH�GXULQJ� WKH�SDQGHPLF�� UHTXLUHV�PRQLWRULQJ��DQG�VXJJHVWV�
an ongoing need for support and access to treatment and harm reduction 
services within this population. 


Recent release from correctional facility


50%
Increase in the number of 


opioid-related deaths among 
those recently 


released from a 
correctional facility  


during the pandemic.
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Geographic location of incident among opioid-related deaths 


During the pandemic, the absolute number of opioid-related deaths increased considerably across geographic 
UHJLRQV�RI�DOO�SRSXODWLRQ�GHQVLWLHV��ZLWK�QXPEHUV�QHDUO\�GRXEOLQJ�LQ�UXUDO�DUHDV��IURP�����WR�����GHDWKV��
DQG�PHGLXP�XUEDQ�FHQWUHV��IURP�����WR�����GHDWKV���7KH�ODUJHVW�DEVROXWH�LQFUHDVH�RFFXUUHG�ZLWKLQ�ODUJH�
urban centres, where there were 587 more deaths during the COVID-19 pandemic compared with the pre-
pandemic cohort. Despite these increases, there was little change in the proportion of opioid-related deaths 
WKDW� RFFXUUHG� DFURVV� JHRJUDSKLF� UHJLRQV��$SSUR[LPDWHO\� WZR�WKLUGV� �������� RI� GHDWKV� RFFXUUHG� LQ� ODUJH�
urban centres and 16.9% of deaths occurred in medium urban centres during the pandemic (compared to 
������DQG��������UHVSHFWLYHO\�LQ�WKH�SUH�SDQGHPLF�FRKRUW���7KH�RQO\�VLJQL¿FDQW�FKDQJH�WKDW�ZDV�REVHUYHG�
was a small reduction in the proportion of opioid-related deaths that occurred in small urban centres during 
WKH�SDQGHPLF��IURP�������WR�������S �������


1. There were 16 deaths in the pre-pandemic period and 23 deaths in the pandemic cohort where geographic location was 
unknown.


2. 5XUDO� ���������� VPDOO� XUEDQ�FHQWUH� ����������������PHGLXP�XUEDQ�FHQWUH� ����������������� ODUJH�XUEDQ�FHQWUH� ���������RU�
JUHDWHU��
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Rates of opioid-related deaths have risen throughout the province during the COVID-19 pandemic, with rates 
PRUH�WKDQ�GRXEOLQJ�LQ����RI����3XEOLF�+HDOWK�8QLWV��VHH�Appendix���,QFUHDVHG�UDWHV�WKDW�ZHUH�VWDWLVWLFDOO\�
VLJQL¿FDQW�ZHUH�REVHUYHG�GXULQJ�WKH�SDQGHPLF�LQ�KDOI�����RI�����RI�ORFDO�SXEOLF�KHDOWK�XQLWV��$OJRPD�3XEOLF�
+HDOWK�� /DPEWRQ� 3XEOLF� +HDOWK�� 1LDJDUD� 5HJLRQ� 3XEOLF� +HDOWK�� 1RUWK� %D\� 3DUU\� 6RXQG� 'LVWULFW� +HDOWK�
8QLW��3RUFXSLQH�+HDOWK�8QLW��3XEOLF�+HDOWK�6XGEXU\�	�'LVWULFWV��DQG�7KXQGHU�%D\�'LVWULFW�+HDOWK�8QLW�KDG�
VWDWLVWLFDOO\� VLJQL¿FDQW� ULVHV� LQ� UDWHV�� DQG� WKH� KLJKHVW� SRSXODWLRQ�DGMXVWHG� UDWHV� RI� RSLRLG�UHODWHG� GHDWKV�
GXULQJ�WKH�SDQGHPLF��/DUJHU�LQFUHDVHV�LQ�PRUH�QRUWKHUQ�DQG�UXUDO�SDUWV�RI�WKH�SURYLQFH�PD\�UHÀHFW�ORZHU�
availability of community-based services, which must cover large geographical areas during the pandemic 
WKDW�PDNH�LW�GLႈFXOW�WR�UHDFK�WKRVH�DW�KLJKHVW�ULVN�RI�RSLRLG�UHODWHG�GHDWK��+RZHYHU��PDQ\�RI�WKHVH�UHJLRQV�
also have small populations. Therefore, rates should be interpreted with caution, as they can be easily 
LQÀXHQFHG�E\�D�UHODWLYHO\�VPDOO�FKDQJH�LQ�WKH�QXPEHU�RI�GHDWKV�


The largest absolute increases in opioid deaths during the pandemic compared to the pre-pandemic time 
SHULRG� RFFXUUHG� LQ�� 7RURQWR� 3XEOLF� +HDOWK� ����� DGGLWLRQDO� GHDWKV��� 2WWDZD� 3XEOLF� +HDOWK� ���� DGGLWLRQDO�
GHDWKV���3HHO�3XEOLF�+HDOWK�����DGGLWLRQDO�GHDWKV���WKH�5HJLRQ�RI�:DWHUORR�3XEOLF�+HDOWK�DQG�(PHUJHQF\�
6HUYLFHV�����DGGLWLRQDO�GHDWKV���DQG�3XEOLF�+HDOWK�6XGEXU\�	�'LVWULFWV�����DGGLWLRQDO�GHDWKV���


1.  *�,QGLFDWHV�VWDWLVWLFDOO\�VLJQL¿FDQW�GLႇHUHQFH�LQ�SURSRUWLRQV�EHWZHHQ�FRKRUWV��
2. 7KHVH�GDWD�LQFOXGH�FRQ¿UPHG�DQG�VXVSHFWHG�RSLRLG�UHODWHG�GHDWKV��7KH�GLVWULEXWLRQ�RI�LQYHVWLJDWLRQV�VWLOO�SHQGLQJ�FRQFOXVLRQ�
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Limitations


There are several limitations that require mention. 
1. 7KH�2&&�2)36�KDV�not concluded all investigations for opioid-related deaths that occurred during the 


pandemic period. Therefore, some of the data included in this report are preliminary and subject to change. 
6SHFL¿FDOO\�������RI�FDVHV�GXULQJ�WKH�SDQGHPLF�FRKRUW��1 ����ZHUH�VXVSHFWHG�RSLRLG�UHODWHG�GHDWKV��DQG�
WKH� VXEVWDQFHV� UHSRUWHG� DV� GLUHFW� FRQWULEXWRUV� WR� GHDWK� RQO\� UHÀHFW� WKRVH� LGHQWL¿HG� LQ� FRQ¿UPHG� RSLRLG�
related deaths. 


2. The circumstances surrounding opioid-related deaths have shifted in Ontario over the past decade, 
HYHQ� LQ� WKH� DEVHQFH� RI� WKH�&29,'���� SDQGHPLF��7KHUHIRUH�� WKH� REVHUYHG� GLႇHUHQFHV� EHWZHHQ� WKH� SUH�
pandemic cohort and the pandemic cohort could be attributed to the COVID-19 pandemic or may be due 
to pre-existing temporal changes. However, this is unlikely to impact our time-series analysis of monthly 
WUHQGV�RI�RSLRLG�UHODWHG�GHDWKV��DV�WKLV�PHWKRG�WDNHV�LQWR�DFFRXQW�SUHYLRXV�WUHQGV�DQG�LGHQWL¿HG�D�FKDQJH�LQ�
trajectory after the State of Emergency declaration in Ontario in March 2020. 


3. 30% to 40% of data on employment and recent release from correctional facility was unknown. 
7KHUHIRUH��WKH�¿QGLQJV�VKRXOG�EH�LQWHUSUHWHG�ZLWK�FDXWLRQ�


4. :H�LGHQWL¿HG�RSLRLG�UHODWHG�GHDWKV�WKDW�RFFXUUHG�LQ�hotels operating as temporary emergency shelters 
(i.e., COVID-19 physical distancing shelters and isolation sites), and used details from the death 
LQYHVWLJDWLRQV��:KLOH�ZH�DUH�FRQ¿GHQW�WKDW�WKLV�GH¿QLWLRQ�LV�KLJKO\�VSHFL¿F��LW�LV�SRVVLEOH�WKDW�VRPH�GHDWKV�WKDW�
occurred in hotels acting as temporary emergency shelters during the pandemic were not described as such 
by the investigating coroner. Therefore, we may have underestimated the number of opioid-related deaths 
that occurred in these settings.


5. Due to relatively small population sizes and fewer case counts, the rates of opioid-related deaths observed 
LQ�VRPH�SXEOLF�KHDOWK�XQLWV�VKRXOG�EH�LQWHUSUHWHG�ZLWK�FDXWLRQ��DV�WKH\�FDQ�EH�LQÀXHQFHG�E\�VPDOO�DEVROXWH�
changes in the number of deaths. Full data on the regional analysis of changes in opioid-related deaths can 
be found in the Appendix of this report.


Gaps in Knowledge


This report does not include race-based data due to the rapid nature of the report, and our inability to properly 
engage with community partners within this timeframe. Future work is planned to further study the impacts of the 
RQJRLQJ�RYHUGRVH�FULVLV�DPRQJ�%ODFN��,QGLJHQRXV�DQG�3HRSOH�RI�&RORXU�LQ�2QWDULR��LQ�D�FROODERUDWLYH�HႇRUW�ZLWK�
community organizations. 


Furthermore, there are many additional questions related to potential disruptions in access to healthcare, 
treatment for opioid use disorder (OUD), and harm reduction services during the pandemic that we were 
XQDEOH�WR�DQVZHU�ZLWK�GDWD�REWDLQHG�WKURXJK�2&&�2)36�LQYHVWLJDWLRQV��$�IXWXUH�UHSRUW�WR�IXUWKHU�H[SORUH�WKLV�
WRSLF�DQG�WKDW�ZLOO�OLQN�WKH�2&&�2)36�GDWD�WR�RWKHU�KHDOWK�GDWD�LV�SODQQHG�IRU������
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Summary of Findings and Discussion


,Q�������������SHRSOH�GLHG�RI�D�FRQ¿UPHG�RU�VXVSHFWHG�RSLRLG�UHODWHG�GHDWK� LQ�2QWDULR�� UHSUHVHQWLQJ�D�����
LQFUHDVH�FRPSDUHG�WR�WKH�\HDU�SULRU��6SHFL¿FDOO\��IROORZLQJ�WKH�6WDWH�RI�(PHUJHQF\�GHFODUDWLRQ�LQ�0DUFK�������
there was a 79% increase in the number of opioid-related deaths across the province. The reasons for this 
LQFUHDVH�DUH�PXOWL�IDFHWHG��DQG�OLNHO\�UHÀHFW�WKH�XQGHUO\LQJ�YRODWLOLW\�LQ�WKH�XQUHJXODWHG�GUXJ�VXSSO\��DV�ZHOO�DV�
changing access to health care services and community-based programs and supports for people who use 
drugs, early release of people from prisons, increased isolation due to public health measures to limit COVID-19 
transmission, and changing patterns of substance use that have been attributed to increased anxiety during the 
pandemic across Canada.16-20 Although the prevalence of alcohol consumption and cannabis use (substances 
UHJXODWHG� DFURVV� &DQDGD�� KDV� DOVR� LQFUHDVHG� GXULQJ� WKH� SDQGHPLF�17,18 the implications of these changing 
SDWWHUQV�PD\�EH�OHVV�DFXWHO\�REVHUYHG��2XU�¿QGLQJV�VXJJHVW�WKDW�WKH�FKDQJLQJ�XVDJH�SDWWHUQV�RI�DQ�LQFUHDVLQJO\�
unpredictable unregulated opioid drug supply has led to hundreds of additional deaths across Ontario during the 
pandemic. 


One example of the changing drug supply is the large, 10-fold increase in the detection of non-prescription 
benzodiazepines in opioid-related deaths observed during the pandemic. A non-prescription benzodiazepine 
ZDV� LGHQWL¿HG� LQ� PRUH� WKDQ� �� LQ� �� RSLRLG�UHODWHG� GHDWKV� WKDW� RFFXUUHG� GXULQJ� WKH� SDQGHPLF�� FRPSDUHG� WR�
approximately 1 in 20 in the pre-pandemic cohort, with etizolam being the drug most commonly detected. Three 
RI�WKH�EHQ]RGLD]HSLQHV��L�H���HWL]RODP��ÀXDOSUD]RODP��ÀXEURPD]RODP��FRPPRQO\�GHWHFWHG�GXULQJ�SRVW�PRUWHP�
toxicology are not approved for use in Canada, which suggests that they are contaminating the unregulated 
RSLRLG�VXSSO\��7KLV�¿QGLQJ�DOLJQV�ZLWK�GDWD� IURP�GUXJ�FKHFNLQJ�VHUYLFHV� LQ�7RURQWR�21 and is complicating the 
response to the overdose crisis across the province. For example, community-based programs have observed 
increased sedation among people who use drugs, as large amounts of potent, unregulated benzodiazepines 
are combined with fentanyl. This complicates the overdose response. Naloxone administration will reverse the 
HႇHFWV� RI� WKH� RSLRLGV� LQYROYHG�� KRZHYHU�� LW� GRHV� QRW� UHYHUVH� WKH� H[WUHPH� VHGDWLRQ� IURP� EHQ]RGLD]HSLQHV�22 


Furthermore, the long-term impacts of their increasing presence in the unregulated drug supply on the health 
RI�3:8'�LV�XQNQRZQ��DV�D�GUXJ�FODVV��ORQJ�WHUP�XVH�RI�EHQ]RGLD]HSLQHV�KDV�EHHQ�DVVRFLDWHG�ZLWK�KDUP��H�J���
GHSUHVVLRQ��PHPRU\� ORVV� DQG� RYHUGRVH��23,24 and abrupt cessation after regular use can be associated with 
symptoms of withdrawal, including seizures.25 


6LPLODUO\�� VWLPXODQWV� DUH� LQFUHDVLQJO\� FRQWULEXWLQJ� WR� RSLRLG�UHODWHG� GHDWKV� GXULQJ� WKH� SDQGHPLF� ±� D� WUHQG�
WKDW�ZDV� GULYHQ� E\� D� ULVLQJ� SUHYDOHQFH� RI� FRFDLQH� DQG�PHWKDPSKHWDPLQH� LQYROYHPHQW�� 7KHVH� ¿QGLQJV�PD\�
UHÀHFW�SDQGHPLF�UHODWHG�FKDQJHV�LQ�WKH�VWLPXODQW�GUXJ�VXSSO\��)RU�H[DPSOH��GUXJ�FKHFNLQJ�VHUYLFHV�LQ�7RURQWR�
LGHQWL¿HG�D�ULVLQJ�SUHYDOHQFH�RI�XQH[SHFWHG�GUXJV�LQ�ERWK�FRFDLQH��IURP�����WR������DQG�PHWKDPSKHWDPLQH�
�IURP����WR������VDPSOHV�GXULQJ�WKH�SDQGHPLF�21 which suggests a more unpredictable, potentially dangerous 
drug supply over this time. Furthermore, greater polysubstance use during the pandemic, particularly among 
people experiencing homelessness who are negotiating environments with drastically reduced service access 
�SDUWLFXODUO\�DW�QLJKW��GXH�WR�SDQGHPLF�UHVWULFWLRQV��PHULW�DWWHQWLRQ�16 Service providers have reported that people 
experiencing homelessness may be increasingly using stimulants to stay awake outside or to counteract the 
VHGDWLQJ� HႇHFWV� RI� RSLRLGV� �ZKLFK� RIWHQ� DUH� HQKDQFHG� E\� EHQ]RGLD]HSLQH� FRQWDPLQDWLRQ�� WR� PDLQWDLQ� ERWK�
personal safety and to protect belongings.26 


The number of opioid-related deaths more than doubled among people experiencing homelessness, with 1 in 6 
GHDWKV�GXULQJ�WKH�SDQGHPLF�KDYLQJ�RFFXUUHG�ZLWKLQ�WKLV�SRSXODWLRQ��UHLQIRUFLQJ�WKH�LPSRUWDQFH�RI�VDIH��DႇRUGDEOH�
housing as a social determinant of health that requires attention at all levels of government. Due to the need for 
shelters with appropriate physical distancing measures, several hotels across Ontario have been repurposed 







during the pandemic to act as COVID-19 physical distancing shelters and isolation sites for people experiencing 
homelessness. This appears to be associated with a rising occurrence of opioid-related deaths within hotel 
VHWWLQJV�GXULQJ� WKH�SDQGHPLF��ZLWK�DW� OHDVW���� IDWDO�RSLRLG�UHODWHG�GHDWKV� LGHQWL¿HG�E\� LQYHVWLJDWLQJ�FRURQHUV�
as having occurred within these hotels. This, in combination with the doubling number of opioid-related deaths 
that occurred in the existing shelter system and rooming houses during the pandemic, emphasizes the need 
for widespread integration of harm reduction services and healthcare partners throughout the existing shelter 
system and supportive housing settings, in COVID-19 pandemic-related shelter and isolation sites, and in high 
risk communities across Ontario. 


7ZR�UHVSRQVHV�WR�WKH�&29,'����SDQGHPLF�WKDW�ZHUH�VSHFL¿FDOO\�LPSOHPHQWHG�WR�VXSSRUW�3:8'�ZHUH�XSGDWHG�
clinical guidance supporting increased take-home doses of methadone and buprenorphine/naloxone among 
SHRSOH� UHFHLYLQJ� RSLRLG� DJRQLVW� WKHUDS\� �2$7��� DQG� H[SDQVLRQ� RI� VDIHU� RSLRLG� VXSSO\� SUHVFULELQJ� WR� SURYLGH�
people with a safer alternative to the unregulated drug supply. While this report did not aim to evaluate the impact 
of these programs, the proportion of opioid-related deaths involving methadone declined during the pandemic 
�������WR�������ZLWK�D�VPDOO�DEVROXWH�LQFUHDVH�RI����DGGLWLRQDO�GHDWKV���VXJJHVWLQJ�WKDW�WKLV�EURDG�FKDQJH�LQ�
clinical practice did not lead to substantial increased risk of toxicity involving methadone. However, we are unable 
to determine whether the pandemic led to breaks in OAT, which could increase a reliance on the unregulated 
drug supply and lead to an increase in fentanyl-involved deaths. More research is needed to investigate patterns 
RI�2$7�XVH�GXULQJ� WKH� SDQGHPLF� DQG�DVVRFLDWHG� ULVNV��6LPLODUO\��ZH�REVHUYHG�D� VLJQL¿FDQW� UHGXFWLRQ� LQ� WKH�
SUHYDOHQFH�RI�K\GURPRUSKRQH�LQYROYHPHQW�LQ�RSLRLG�UHODWHG�GHDWKV��IURP�������WR��������DQG�D�VLPLODU�QXPEHU�
RI�GHDWKV�LQYROYLQJ�K\GURPRUSKRQH������YV�������GXULQJ�WKH�SDQGHPLF��GHVSLWH�H[SDQGHG�DFFHVV�WR�LPPHGLDWH�
release hydromorphone as a safer alternative to the unregulated drug supply. Although a full evaluation of these 
SURJUDPV�LV�QHHGHG��WKHVH�¿QGLQJV�SURYLGH�VRPH�UHDVVXUDQFH�WKDW�WKLV�FKDQJH�LQ�SUDFWLFH�KDV�QRW�FRQWULEXWHG�
to rising rates of opioid-related deaths from this prescription opioid. 


Finally, the geographic analysis of opioid-related deaths across Ontario shows that there have been widespread 
increases in rates of opioid-related deaths across all regions of Ontario during the pandemic. Although larger 
XUEDQ�FHQWUHV�OLNH�7RURQWR��2WWDZD�DQG�3HHO�H[KLELWHG�WKH�ODUJHVW�DEVROXWH�LQFUHDVHV�LQ�WKH�QXPEHU�RI�GHDWKV��
some of the largest relative increases in rates occurred among more northern and rural parts of the province, 
VXFK�DV�1RUWK�%D\��6XGEXU\��7KXQGHU�%D\�DQG�7LPPLQV��RQO\�RQH�RI�ZKLFK�±�7KXQGHU�%D\���KDV�D�&RQVXPSWLRQ�
DQG�7UHDWPHQW�6HUYLFHV�VLWH���7KHUHIRUH��WKH�ULVLQJ�UDWHV�RI�RSLRLG�UHODWHG�GHDWKV��DQG�WKH�SURYLVLRQ�RI�HVVHQWLDO�
services and supports to people who use drugs during the COVID-19 pandemic must be a priority of communities 
and all levels of government across the province.


Conclusion


7KH�¿QGLQJV�RI�WKLV�UHSRUW�EXLOG�RQ�RXU�HDUOLHU�DQDO\VLV5 to reinforce the urgent need for investment in programs 
designed to address rising opioid-related deaths across all of Ontario. The high number of polysubstance deaths, 
and the ongoing volatility of the unregulated opioid market, support the expansion of access to harm reduction 
VHUYLFHV� �H�J��� VDIHU� VSDFHV� WR� XVH� GUXJV�� DFFHVV� WR� QDOR[RQH��� ORZ�EDUULHU� RSLRLG� DJRQLVW� WUHDWPHQW�� DQG� D�
safer supply of regulated drugs. Furthermore, as the economic and social impacts of the COVID-19 pandemic 
FRQWLQXH�WR�EURDGHQ�DQG�FKDQJH�WKH�SODFHV�LQ�ZKLFK�SHRSOH�OLYH�DQG�XVH�GUXJV��SULRULW\�VKRXOG�EH�JLYHQ�WR�HႇRUWV�
WR�SURYLGH�DQG�PDLQWDLQ�KRXVLQJ��LQWHJUDWH�KDUP�UHGXFWLRQ�VHUYLFHV�LQWR�WHPSRUDU\�KRXVLQJ�VHWWLQJV��L�H���KRWHOV��
DQG�VKHOWHUV��DQG�UHIHU�WR�WKHVH�VHUYLFHV�DIWHU�UHOHDVH�IURP�FRUUHFWLRQDO�IDFLOLWLHV��7KH�V\QHUJLVWLF�HႇHFWV�RI�WKH�
COVID-19 pandemic and Ontario’s overdose epidemic have led to a continued escalation in the rate of opioid-
related deaths across the province, demonstrating that rapid action is needed to support people who use drugs 
as this pandemic continues to evolve.
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Data Capture and Completeness


Appendix


Pre-Pandemic 
Cohort


Pandemic 
Cohort Variables included in analysis


Total Opioid-Related Deaths 1,162 2,050  
2SLRLG�,QYHVWLJDWLYH�$LG��2,$� ������������ �����������  
No OIA 0 �������  


&RQ¿UPHG�2SLRLG�5HODWHG�'HDWKV ������������ �����������  
OIA ������������ ����������� All variables


No OIA 0 ������� Age, sex, manner of death, substance involvement, 
month, public health unit, geographic density


Suspected Opioid-Related Deaths 0 �������  


OIA 0 ��������
Age, sex, month, public health unit, geographic density, 
likely mode of drug use, resuscitation attempts, location 
of incident


No OIA 0 ������ Age, sex, week, public health unit, geographic density


NOTE


Drug involvement in opioid-related deaths


Drugs Pre-Pandemic Cohort N=1,162 Pandemic Cohort N=1,978 P-Value
Opioids Direct Contributor  


)HQWDQ\O��LQFOXGLQJ�DQDORJXHV� ����������� ������������� <0.01
Buprenorphine �������� �������� 0.64
Codeine ��������� ��������� 0.08
Heroin ��������� ��������� <0.01
Hydromorphone ����������� ���������� <0.01
Methadone ����������� ���������� <0.01
Morphine ��������� ��������� <0.01
Oxycodone ���������� ��������� <0.01
Other* ��������� ��������� 0.20


Other Drugs
Benzodiazepines (Detected) ����������� ����������� <0.01
  Etizolam ��������� ����������� <0.01
  Flualprazolam �������� ��������� <0.01
  Flubromazolam �������� ��������� <0.01
Benzodiazepines (Direct Contributor) ��������� ���������� 0.45
  Etizolam ��������� ��������� <0.01
  Flualprazolam ������ ��������� 0.01
  Flubromazolam �������� ��������� 0.03
Stimulants (Direct Contributor) ���������� ������������� <0.01
   Cocaine ����������� ����������� 0.01
   Methamphetamine ����������� ����������� <0.01
   Other stimulants** ��������� ��������� 0.34
Alcohol (Direct Contributor) ����������� ����������� 0.48


1. *Includes tramadol, oxymorphone, and hydrocodone.
2. 0'0$��0'$��DPSKHWPLQH��LQ�WKH�DEVHQFH�RI�PHWKDPSKHWDPLQH���PHWK\OSKHQLGDWH��SVHXGRHSKHGULQH�
3. Some deaths may be attributed to multi-drug toxicity where more than one substance can contribute to an individual death. 


7KHUH�ZHUH����VXVSHFWHG�RSLRLG�UHODWHG�GHDWKV�LQ�WKH�SDQGHPLF�FRKRUW�QRW�LQFOXGHG�LQ�WKLV�¿JXUH�
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Number and rate of opioid-related deaths* during the pandemic, 
by public health unit


Public Health Unit Population
Pre-Pandemic  


Cohort (N; Rate 
per 100,000)


Pandemic Cohort 
(N; Rate per 


100,000)
P-Value


Ontario (Total) 14,634,260 1,162 (7.9) 2,050 (14.0) <0.01


$OJRPD�3XEOLF�+HDOWK 114,395 ��������� ��������� <0.01


%UDQW�&RXQW\�+HDOWK�8QLW 152,733 ��������� ��������� 0.79


&KDWKDP�.HQW�3XEOLF�+HDOWK 105,385 ������� ��������� 0.26


&LW\�RI�+DPLOWRQ�3XEOLF�+HDOWK�6HUYLFHV 584,765 ��������� ���������� 0.02


Durham Region Health Department 701,760 �������� ��������� 0.05


(DVWHUQ�2QWDULR�+HDOWK�8QLW 209,678 ������� �������� 0.09


*UH\�%UXFH�+HDOWK�8QLW 166,974 �������� ��������� 0.20


+DOGLPDQG�1RUIRON�+HDOWK�8QLW 112,101 ������� ��������� 0.11


+DOLEXUWRQ��.DZDUWKD��3LQH�5LGJH�'LVWULFW�+HDOWK 186,520 �������� ��������� 0.08


+DOWRQ�5HJLRQ�3XEOLF�+HDOWK 607,042 �������� �������� 0.13


+DVWLQJV�3ULQFH�(GZDUG�3XEOLF�+HDOWK 165,588 �������� ��������� 0.02


+XURQ�3HUWK�+HDOWK�8QLW 138,715 ������� ������� 0.13


.LQJVWRQ��)URQWHQDF�DQG�/HQQR[�	�$GGLQJWRQ�
3XEOLF�+HDOWK 211,243 ��������� ��������� 0.18


/DPEWRQ�3XEOLF�+HDOWK 130,153 ��������� ��������� <0.01


/HHGV��*UHQYLOOH�	�/DQDUN�'LVWULFW�+HDOWK�8QLW 171,109 ������� �������� 0.02


0LGGOHVH[�/RQGRQ�+HDOWK�8QLW 497,806 �������� ��������� <0.01


1LDJDUD�5HJLRQ�3XEOLF�+HDOWK 466,255 ��������� ���������� <0.01


1RUWK�%D\�3DUU\�6RXQG�'LVWULFW�+HDOWK�8QLW 129,183 ��������� ��������� <0.01


1RUWKZHVWHUQ�+HDOWK�8QLW 81,963 ������� ��������� 0.12


2WWDZD�3XEOLF�+HDOWK 1,033,679 �������� ���������� <0.01


3HHO�3XEOLF�+HDOWK 1,569,190 �������� ��������� <0.01


3HWHUERURXJK�3XEOLF�+HDOWK 144,431 ��������� ��������� 0.07


3RUFXSLQH�+HDOWK�8QLW 85,295 ��������� ��������� 0.02


3XEOLF�+HDOWK�6XGEXU\�	�'LVWULFWV 200,347 ��������� ��������� <0.01


5HJLRQ�RI�:DWHUORR�3XEOLF�+HDOWK 571,973 �������� ��������� <0.01
5HQIUHZ�&RXQW\�DQG�'LVWULFW�+HDOWK�8QLW 108,422 ������� ������� 0.15


6LPFRH�0XVNRND�'LVWULFW�+HDOWK�8QLW 583,736 ��������� ���������� 0.02


6RXWKZHVWHUQ�3XEOLF�+HDOWK 207,698 �������� �������� 0.50


7KXQGHU�%D\�'LVWULFW�+HDOWK�8QLW 154,473 ��������� ��������� 0.01


7LPLVNDPLQJ�+HDOWK�8QLW 33,235 �������� �������� 0.75


7RURQWR�3XEOLF�+HDOWK 3,063,359 ��������� ���������� 0.00


:HOOLQJWRQ�'XႇHULQ�*XHOSK�3XEOLF�+HDOWK 303,466 �������� �������� >0.99


:LQGVRU�(VVH[�&RXQW\�+HDOWK�8QLW 418,581 �������� ��������� 0.02


<RUN�5HJLRQ�3XEOLF�+HDOWK 1,223,007 �������� �������� 0.33


�,QFOXGHV�FRQ¿UPHG�DQG�VXVSHFWHG�RSLRLG�UHODWHG�GHDWKV��WKH�GLVWULEXWLRQ�RI�ZKLFK�PD\�YDU\�E\�JHRJUDSKLF�UHJLRQ�


NOTE
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June 14, 2021 
Meeting No. 29 
Agenda Item HL 29.2 

To the Members of the Board of Health, 

In May 2021, I was part of a team from the Ontario Drug Policy Research Network, the Office of 
the Chief Coroner of Ontario and Public Health Ontario that released a report on overdose deaths 
in Ontario during the COVID pandemic, Changing Circumstance Surrounding Opioid-Related 
Deaths in Ontario during the COVID-19 Pandemic. This report found that 2,426 people died of 
opioid-related overdose in 2020, an increase of 60% over 2019. Our report also found that overdose 
deaths among people experiencing homelessness rose by 133% during the pandemic, with a 
significant increase in overdose deaths occurring in shelters, respites and physical distancing hotels. 
Quite simply, the current situation in Ontario is nothing short of catastrophic. 

Over the past few years, I have deputed many times to the Board of Health. I have participated in 
many working groups on drug-related issues sponsored by the City of Toronto. Rather than 
deputing in person today, I will be outside City Hall honoring and remembering my friends, family 
and community members who have died from overdose. In solidarity with the Toronto Overdose 
Prevention Society, to ask you to immediately implement the following measures: 

1. Enact drug decriminalization by urgently requesting a Section 56 exemption from the federal 
government for the City of Toronto. Toronto’s Medical Officer of Health, Dr. Eileen de 
Villa, recommended decriminalization 3 years ago, with no action from the City since then. 
There is no time for another working group while people continue to die. 

2. Ensure that people who use drugs are the primary stakeholder and expert group on all 
matters related to decriminalization in the City of Toronto; 

3. Immediately implement full-scale harm reduction supports and open overdose prevention 
sites in all shelters, respites, and physical distancing hotels; 

4. Ensure mandatory and comprehensive overdose response training is provided to all staff 
(including security, employment agency and relief staff) in shelters, respites, and physical 
distancing hotels; 

5. Implement regular and rigorous accountability measures across all City-funded shelters, 
respites, and physical distancing sites to ensure overdose preparedness; 

6. Declare a moratorium on violent encampment evictions and support overdose response 
measures for encampment residents. 

The COVID-19 pandemic has shown us what a strong and well-resourced response to a public 
health crisis can look like. The slow and lacklustre response to the overdose crisis by all levels of 
government in comparison to the COVID-19 pandemic is very apparent. There is a continued lack 
of urgency by the City to take the steps necessary to address the overdose crisis within shelters, 
respites and shelter hotel settings, as well as within Toronto Community Housing. As outlined 
above, the City of Toronto has a number of tools at its disposal to implement rapid, meaningful 
responses to stem the tide of preventable overdose deaths. Urgent action is necessary to save lives. 

http:overdose.In


I would also urge you to strongly reconsider the recommendation in today’s status update to the 
Overdose Action Plan regarding the implementation of a working group to “…as a step work 
towards requesting an exemption under the Controlled Drugs and Substances Act”. I was a member of 
the working group in 2017/2018 that led to Dr. Eileen de Villa’s recommendation to the Board of 
Health on decriminalization in 2018. In the 3 years since then progress on this issue in the City of 
Toronto has been at a standstill; meanwhile, groups of people who use drugs, multiple provincial 
and municipal medical officers of health, and civil society organizations have all united to underline 
the harms caused by the criminalization of people who use drugs. I strongly urge the Board of 
Health to recommend that the City of Toronto request an immediate Section 56 exemption to the 
Controlled Drugs and Substances Act from the federal Minister of Health. Simultaneously, a working 
group that prioritizes people who use drugs as the key stakeholder and expert group could be 
convened to advise the City on all matters related to decriminalization. Streamlining this process 
would demonstrate the commitment of the City to acting decisively to address the harms that stem 
from criminalization of people who use drugs. 

We are losing so many community members to overdose-related deaths, and so many are left to 
grieve these losses. There are many lifesaving interventions and actions that the City could take 
immediately to save lives. 

Sincerely, 

Gillian Kolla, PhD, MPH 
Postdoctoral Research Fellow 
Canadian Institute for Substance Use Research, University of Victoria 
gilliankolla@uvic.ca 

mailto:gilliankolla@uvic.ca
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Background 

High rates of opioid-related deaths across Canada have been a significant and longstanding national 
public health issue.1 In 2019, there were almost 4,000 opioid-related deaths across the country, of which 
over 94% were accidental.2 The COVID-19 pandemic emerged in the midst of this ongoing epidemic 
of opioid-related deaths, and resulted in the declaration of a state of emergency in Ontario on March 
17, 2020.3 Within Ontario, the pandemic response has consisted of waves of public health restrictions 
of varying severity to help mitigate the spread of COVID-19. These restrictions have included physical 
distancing measures that resulted in reduced service levels for health and social services, such as 
pharmacies, outpatient clinics, and harm reduction sites, that provide care to people who use drugs 
(PWUD). Despite the intention to reduce the impact of COVID-19, there was also concern that these 
measures would lead to unintended harms.4 

In November 2020, a preliminary report5 describing patterns in the circumstances surrounding opioid-
related deaths that occurred in Ontario during the first three months of the COVID-19 pandemic was 
released. The report noted a 38% increase in opioid-related deaths between March 16 and June 30, 
2020 compared to the three months prior, with a notable increase in the proportion of deaths that 
occurred among men, a rise in the number of deaths with stimulants and benzodiazepines involved, 
and a higher number of people dying without resuscitation attempts or naloxone administration by 
bystanders or first responders.5 This increase in drug-related deaths was thought to be driven by a 
combination of numerous factors, including an increasingly volatile unregulated drug supply, barriers 
to accessing harm reduction services and treatment, and physical distancing requirements leading 
to more people using drugs alone.4,6 Furthermore, the report noted a potential trend towards an 
increasing number of deaths having occurred in hotels, motels, and inns, which raised concerns about 
the potential risks of overdose among people being provided supportive housing in these settings 
during the pandemic. 

Given the rapidly changing nature of the pandemic and the continued rise in opioid-related deaths, 
a comprehensive understanding of the circumstances surrounding these deaths is needed to inform 
multifaceted public health interventions and policies that support people who use drugs to help prevent 
opioid-related mortality and reduce morbidity. This report updates the data provided in the preliminary 
report to include patterns up to the end of December 2020. 

3 
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Methods Overview 
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Trends in Opioid-Related Deaths 

Monthly number of opioid-related deaths in Ontario prior to, and during, 
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The monthly number of opioid-related deaths has varied considerably over 
time in Ontario over the period studied. However, in the months following the 
State of Emergency declaration in Ontario on March 17, 2020, there was a 
significant acceleration in the number of opioid-related deaths observed across 
Ontario (p=0.0008). Specifically, there was a 79.2% increase in the number of 
opioid-related deaths between February 2020 (the month prior to the State of 
Emergency declaration; N=139 deaths) and December 2020 (N=249 deaths). 

Overall, in 2020, there were 2,426 opioid-related deaths, a 60.0% rise from 
1,517 deaths the year prior. Among women, the monthly number of opioid-
related deaths increased 43.6% from February to December 2020 (39 vs. 56 
deaths monthly), compared to a 93.0% increase among men (from 100 to 193 
deaths monthly) over the same period. By age, the largest increases were 
observed among those aged 25 to 44 (61.4% increase from 83 to 134 deaths 
monthly) and 45 to 64 years (119.5% increase from 41 to 90 deaths monthly). 

2020 

NOTE 

72 suspected opioid-related 
deaths remain in the 2020 data, 
as some death investigations 
are still underway. While 
the majority of these deaths 
will likely be determined 
to be opioid-related, final 
determinations are pending. 
Similarly, although uncommon, 
there may be other opioid-
related deaths that occurred 
during this period that are not 
captured in the figure above, 
as they have not yet been 
determined to be opioid-related 
by the investigating coroner. 
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The remainder of this report compares circumstances of opioid-
related deaths occurring in Ontario during the following two periods: 

Pre-Pandemic Cohort Pandemic Cohort 
March 16, 2019 - December 31, 2019 March 16, 2020 - December 31, 2020 

Distribution of opioid-related deaths by age 
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Age Group 
Pre Pandemic Cohort Pandemic Cohort

There were no statistically significant changes in the distribution of deaths by age group during the pandemic. 
However, the largest absolute increases in deaths occurred among people aged 25 to 44 (608 pre-pandemic 
vs. 1,109 during pandemic; absolute difference 501 opioid-related deaths) and those aged 45 to 64 (422 
pre-pandemic vs. 740 during pandemic; absolute difference 318 opioid-related deaths). Overall, 90.2% of 
all opioid-related deaths that have occurred during the pandemic were among these age groups. 

(N=1,162) (N=2,050) 

-

-
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Distribution of opioid-related deaths by sex 

The proportion of men among opioid-related 
deaths increased from: 

During the pandemic, there has been a statistically 
76% significant shift towards more opioid-related deaths 

during the 
pandemic occurring among males. Specifically, 70.8% of 

deaths (823 of 1,162) in the pre-pandemic cohort 71% 
pre-pandemic were among males, rising to 76.3% of deaths 

(1,565 of 2,050) in the pandemic cohort (p<0.01). 

Opioid-related deaths by age among males and females 
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Despite a higher proportion of deaths occurred among males, there were no significant changes during the 
pandemic when looking at the age distribution of opioid-related deaths among men and women separately. 
However, there was a small shift towards a higher proportion of opioid-related deaths among women aged 
25 to 44 years. As younger women are both disproportionately experiencing the mental health impacts 
of job loss and increased childcare demands during the pandemic,8,9 and encountering additional stigma 
when accessing healthcare services related to drug use, these findings suggest a need for enhanced 
programming specific to the needs of younger women across Ontario (e.g., proactive outreach, increased 
social supports, discreet provision of harm reduction and treatment services).8 
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Manner of death among FRQÀUPHG opioid-related deaths 
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NOTE 

* Indicates statistically significant difference in proportions between cohorts

The vast majority of confirmed opioid-related deaths in Ontario are accidental in nature, and this has increased 
significantly during the pandemic (92.6% vs. 95.7% in the pre-pandemic vs. pandemic cohorts; p<0.001). 
Overall, there were 1,893 confirmed opioid-related deaths that were determined to be accidental during the 
COVID-19 pandemic in 2020. It must be noted that there were 72 suspected, but not yet confirmed opioid-
related deaths in the pandemic cohort where manner of death has not yet been determined. Therefore, it is 
possible that the observed decrease in deaths determined to be suicide may not be valid, as investigations 
of potentially intentional deaths often take longer to complete. 

-

-
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Employment status of people experiencing an opioid-related death 

60% 
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NOTE 

1. * Indicates statistically significant difference in proportions between cohorts. 
2. ‘Unemployed’ includes people who may be looking for employment, on income assistance or unable to work due to injury 

or disability. ‘Employed’ includes full-time, part-time, seasonal and temporary employment. 

Approximately half of opioid-related deaths occurred among people who were unemployed at the time of 
their death. However, there was a significant reduction in the proportion of people who were employed at 
the time of opioid-related death, falling from 16.5% to 13.1% between the two cohorts (p=0.008). This is 
likely attributable to loss of employment and precarious work during the pandemic,9 leading to small rises in 
the proportion of people unemployed (49.6% to 51.9%) and those with unknown employment status (31.8% 
to 32.9%). 

Pr
op

or
tio

n 
of

 O
pi

oi
d-

R
el

at
ed

 D
ea

th
s 

(%
) 

* 

9 



 

  

  

  

  

  

  

  

  

   

               

 
  

  

 

•---------

Industry of work among those employed 

Industry 
(using the North American Industry Classification System)

Pre-Pandemic Cohort 
N=192 

Pandemic Cohort 
N=264 P-Value 

Construction 57 (29.7%) 78 (29.5%) 0.97 
Retail trade 7 (3.6%) 15 (5.7%) 0.32 
Transportation and warehousing 8 (4.2%) 15 (5.7%) 0.47 
Health care and social assistance 9 (4.7%) 14 (5.3%) 0.77 
Accommodation and food services 12 (6.3%) 12 (4.5%) 0.42 
Manufacturing 10 (5.2%) 12 (4.5%) 0.74 
Other services* 46 (24.0%) 61 (23.1%) 0.83 
Other Trades** 11 (5.7%) 15 (5.7%) 0.98 
Unknown 32 (16.7%) 42 (15.9%) 0.83 

NOTE 

1. *'Other services’ defined as: Public administration, educational services, management of companies and enterprises, 
information and cultural industries, real estate, administrative and support, waste management, and remediation services, 
finance and insurance, art, entertainment and recreation, professional, scientific and technical services, and other services. 

2. **'Other trades’ defined as: Agriculture, forestry, fishing and hunting, utilities, mining, quarrying, and oil and gas extraction, 
and wholesale trade. 

Among people who were employed at the time of their death, there were no significant changes in the 
industry of work during the pandemic. However, importantly, approximately one-third of opioid-related 
deaths among employed individuals occurred among people in the construction industry, a trend that has 
been described in British Columbia, where one-fifth of opioid-related deaths are reported to occur among 
people working in the construction industry.10,11 
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Living arrangement among people experiencing an opioid-related 
death prior to and during the pandemic 

80% 

74.2% 
71.3% 

'People experiencing homelessness' includes unsheltered, 70% emergency sheltered (including in hotels), provisionally
accommodated, or at immediate risk of homelessness. 

'Other collective dwelling' includes lodging and rooming 
houses, hotels, military bases, sober living facilities. 

'Other' includes residential care facilities, retirement homes 
and group homes. 

16.0% 

11.6% 

7.8% 6.6% 
5.2% 

* 
3.7% 2.4% 1.1% 

* 

60% 

50% 

40% 

30% 

20% 

10% 

0% 
Private Dwelling Other collective dwelling People experiencing Other Unknown 

homelessness 

Pre-Pandemic Cohort Pandemic Cohort 

NOTE 

* Indicates statistically significant difference in proportions between cohorts. 

Although the vast majority of people dying of an opioid-related cause were living in a private dwelling at 
time of death, this has declined slightly during the pandemic (from 74.2% to 71.3%; p=0.07), while the 
proportion of opioid-related deaths among people experiencing homelessness has risen significantly over 
this time. During the pandemic in 2020, the number of opioid-related deaths among people experiencing 
homelessness more than doubled (from 135 to 323 deaths), representing 16.0% of all opioid-related deaths 
in the province (compared to 11.6% in the pre-pandemic period; p<0.001). 
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Location of incident among opioid-related deaths prior to, and during 
the pandemic 
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Public indoor space 

Other 

Unknown 
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* 
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Proportion of Opioid-Related Deaths (%) 

Pre-Pandemic Cohort Pandemic Cohort 

NOTE 

1. * Indicates statistically significant difference in proportions between cohorts. 
2. Examples of locations included in ‘Public indoor spaces’ include commercial/retail buildings or public buildings, such as a train/ 

bus station. ‘Other’ includes correctional institutions, parking garages, and churches. 

During the pandemic, there have been small shifts in the location of opioid-related deaths. Proportionally 
fewer deaths have occurred within private residences and public indoor spaces, and more deaths have 
occurred outdoors, and within supportive and alternative housing (i.e., hotels, rooming houses, and 
shelters/supportive living). Although the absolute number of opioid-related deaths more than doubled in 
shelters/supportive housing (from 20 to 46 deaths) and rooming houses (from 53 to 120 deaths) during 
the pandemic, the only change reaching statistical significance was the proportion of opioid-related deaths 
that occurred within hotel/motel/inn settings, rising to 7.4% [N=150] during the pandemic (vs. 4.6% [n=54] 
in the pre-pandemic cohort; p=0.002). During the pandemic, approximately 30% (45 of 150) of deaths that 
occurred in hotels, motels, or inns occurred in those that were identified by the investigating coroner as 
being designated to provide COVID-19 physical distancing shelter or isolation services. 
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Focused analysis among people experiencing homelessness 

The tables on the following two pages present a focused analysis of data pertaining to people experiencing 
homelessness who died of an opioid-related cause during the pandemic, given the substantial shifts that 
have been observed in this period among this particularly vulnerable population. 

People experiencing homelessness who died of an opioid-related 

cause: Demographic characteristics and stimulant involvement 

Age, Mean (SD) 37.2 (12.0) 39.5 (11.3) 0.046 

<24 20 (14.8%) 21 (6.5%) 0.005 
25 to 44 81 (60%) 194 (60.1%) 0.96 
45 to 64 32 (23.7%) 106 (32.8%) 0.05 
65 + 2 (1.5%) 1 (0.3%) 0.16 

Sex 0.94 
Female 28 (20.7%) 66 (20.4%) 
Male 107 (79.3%) 257 (79.6%) 

Large urban centres 95 (75.4%) 256 (80.8%) 0.21 
Medium urban centres 18 (14.3%) 32 (10.1%) 0.21 
Small urban centres 8 (6.3%) 9 (2.8%) 0.08 
Rural Areas 5 (4.0%) 20 (6.3%) 0.34 

Cocaine 50 (37.0%) 140 (43.3%) 0.08 
Methamphetamines 53 (39.3%) 134 (41.5%) 0.15 

Pre-Pandemic Cohort (N=135) Pandemic Cohort (N=323) P-value 

Age group 

Geographic location* 

Stimulant (direct contributor) 

NOTE 

1. *Excludes 9 people with missing data in the pre-pandemic cohort and 6 with missing data in the pandemic cohort. 
2. Rural (<1,000); small urban centre (1,000-29,999), medium urban centre (30,000-99,999), large urban centre (100,000 

or greater). 

During the COVID-19 pandemic, people experiencing homelessness who died from an opioid-related cause 
tended to be slightly older (mean age 39.5 vs. 37.2 years; p=0.046) compared to the pre-pandemic cohort. 
Nearly 80% of opioid-related deaths in this population occurred among men and within large urban centres. 
This did not change from the year prior to the pandemic and is similar to the prevalence observed in the 
broader cohort. During the pandemic, cocaine (43.3%) and methamphetamines (41.5%) contributed to over 
40% of opioid-related deaths among people experiencing homelessness. 
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Focused analysis among people experiencing homelessness 

People experiencing homelessness who died of an opioid-related 

cause: Location of incident 

Location of incident 
Private residence 

Shelter/Supportive living 
Public indoor space 

Rooming House 
Hotel/Motel/Inn* 
Outdoors 
Other 
Unknown 

Pre-Pandemic Cohort (N=135) 

57 (42.2%) 
15 (11.1%) 
8 (5.9%) 
3 (2.2%) 
8 (5.9%) 

32 (23.7%) 
11 (8.1%) 
1 (0.7%) 

Pandemic Cohort (N=323) P-value 

96 (29.7%) 0.01 
28 (8.7%) 0.41 
15 (4.6%) 0.57 
16 (5.0%) 0.18 

66 (20.4%) <0.001 
87 (26.9%) 0.47 
14(4.3%) 0.10 
1 (0.3%) 0.59 
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Individual present who could intervene 

During the pandemic, among opioid-related deaths where this 
information was available, nearly three-quarters of deaths occurred 
when no one was present to intervene (N=1,123 of 1,395; 72.6%). 
This was similar to the period prior to the pandemic (N=609 of 
833, 73.1% pre-pandemic; p=0.80). Information on whether an 
individual was present was not available for approximately one-
third of opioid-related deaths both prior to (28.3%) and during In three out of four deaths during 
(30.7%) the pandemic. the pandemic, no one was 

present to intervene. 

Patterns of resuscitation attempts and naloxone administration 
when someone was present at scene who could intervene 
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Among opioid-related deaths where the person was not alone at time of death, resuscitation attempts were 
made the vast majority of the time, with naloxone being administered approximately half of the time. These 
patterns of intervention did not change during the pandemic. Although we saw no change in the prevalence 
of naloxone administration during the pandemic, if used, naloxone was more commonly administered by a 
bystander (55.9% vs. 44.2% pre-pandemic; p=0.002), and less commonly administered in a hospital setting 
(25.1% vs. 39.3%; p<0.001) during the pandemic compared to the pre-pandemic period. There was no 
change in first responder involvement in naloxone administration during the pandemic. 

48.7% 

77.7% 

50.0% 

Resuscitation attempted Naloxone administered 

15 



    

 
 

 

               
 

 

                

 
 

 

� � 

•---------

Likely mode of drug use based on coroner’s investigation 
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0% 
Evidence of injection only Evidence of pipe/foil for Evidence of both injection No pipe, foil or evidence of 

inhalation only AND pipe/foil injection drug use reported 

Pre-Pandemic Cohort Pandemic Cohort 

NOTE 

1. * Indicates statistically significant difference in proportions between cohorts. 
2. Drug paraphernalia found at the scene may provide proxy information for potential mode of drug use, but may also reflect 

previous modes of use or paraphernalia that was used by someone else. Other drug paraphernalia besides a syringe, pipe and 
foil may have been found at scene (e.g., pill crusher, cooker, grinder, spoon). When no pipe, foil or evidence of injection was 
present, mode may include oral, nasal, transdermal, other or unknown modes of drug use. 

During the pandemic, there has been a significant shift away from opioid-related deaths with evidence 
of injection only (17.6% to 14.1%; p=0.01) and towards deaths with evidence of a pipe/foil for inhalation 
at the scene. In fact, just over one-third of deaths had indication of supplies for inhalation only during the 
pandemic (N=678, 33.7%; p<0.001), compared to 22.5% in the pre-pandemic cohort (N=262). Although this 
trend follows national patterns of drug use that suggest a rising prevalence of inhalation of opioids across 
Canada,14 it could also be influenced by pandemic-related changes in access to public indoor spaces 
where people often inject drugs, leading to other modes of consumption that are quicker and require less 
preparation. Regardless of whether the pandemic is specifically driving this change, the rising prevalence 
of inhalation as a predominant mode of drug use suggests a need for tailored harm reduction services – 
including supervised inhalation and smoking services – across Ontario. 
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Opioids directly contributing to opioid-related deaths in Ontario 

75.0% Fentanyl*** 
87.0% * 

13.6% Methadone 
9.6% * 

10.4% Hydromorphone 
5.7% * 

9.5% Oxycodone 
4.6% * 

8.0% 
4.9% 

2.6% 
1.7% 

4.4% 
1.6% 
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0.3% 

1.9% 
1.3% 
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Proportion of Opioid-Related Deaths (%) 

Pre-Pandemic Cohort Pandemic Cohort 

Morphine * 

Codeine 

Heroin 

Buprenorphine 

Other** 

* 

NOTE 

1. * Indicates statistically significant difference in proportions between cohorts. 
2. **'Other' includes tramadol, oxymorphone, and hydrocodone. 
3. ***Fentanyl estimates include fentanyl analogues. 
4. Some deaths may be attributed to multi-drug toxicity where more than one substance can contribute to an individual death. 

There were 72 suspected opioid-related deaths in the pandemic cohort not included in this figure. 

The role of fentanyl as a direct contributor to opioid-related deaths continued to increase during the 
pandemic, rising to a prevalence of 87.0% (N=1,720) from 75.0% (N=871) in the pre-pandemic cohort 
(p<0.01). The proportional involvement of all other opioids as direct contributors to opioid-related deaths 
declined during the pandemic, with significant reductions observed for opioids used for opioid agonist therapy 
(i.e., methadone; p<0.01), as well as those used in safer opioid supply programs (i.e., hydromorphone; 
p<0.01) and those typically used to treat pain (i.e., hydromorphone, oxycodone, and morphine; p<0.01), 
and other non-pharmaceutical opioids (i.e., heroin; p<0.01) (see Appendix for absolute number of deaths). 
It is likely that these findings represent a changing unregulated drug supply, and may also suggest an 
increasing reliance on this supply due to disruptions in access to prescription opioids during early waves of 
the pandemic.15 Importantly, there was no indication of increased involvement of fentanyl analogues (e.g., 
carfentanil) during this time period, with only 20 opioid-related deaths (1.0%) having any fentanyl analogue 
directly contributing to the death. 
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Other drug involvement in opioid-related deaths 
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Proportion of Opioid Related Deaths (%) 
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NOTE 

1. * Indicates statistically significant difference in proportions between cohorts. 
2. *Other stimulants include 3,4-Methylenedioxymethamphetamine (MDMA), Methylenedioxyamphetamine (MDA), Amphetmine 

(in the absence of methamphetamine), Methylphenidate, and Pseudoephedrine.
3. There were 72 suspected opioid-related deaths in the pandemic cohort that were not included in this figure.

Although the prevalence of benzodiazepines directly contributing to opioid-related deaths did not increase 
significantly during the pandemic (7.9% vs. 8.6%; p=0.45), nearly half (45.6%; N=901) of deaths during the 
pandemic had a benzodiazepine detected, compared to only 29.9% in the pre-pandemic cohort (p<0.01; 
Appendix). This was driven by a 10-fold increase in the detection of etizolam in opioid-related deaths 
(from 55 to 502 deaths), with the prevalence of detection increasing from 4.7% (pre-pandemic cohort) to 
25.4% of opioid-related deaths in the pandemic cohort (p<0.01). Although absolute numbers were smaller, 
there was a similar 10-fold increase in the detection of other, non-prescription benzodiazepines during 
the pandemic (flualprazolam rose from 5 to 52 deaths; flubromazolam rose from 3 to 32 deaths). The 
presence of benzodiazepines that are not approved by Health Canada or used as prescription medications 
in Canada (i.e., etizolam, flualprazolam, flubromazolam) in opioid-related deaths suggests that these drugs 

-

-

-
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are increasingly contaminating the unregulated opioid drug supply, and are frequently observed in opioid-
related deaths, even though they may not be determined as a major contributor to death by the investigating 
coroners. 

During the pandemic, there was also a significant increase in stimulants contributing to opioid-related deaths, 
with their involvement rising from 50.0% (N=581) to 58.1% (N=1,149; p<0.01) of deaths between the pre-
pandemic and pandemic cohorts. This increase was driven by cocaine and methamphetamine involvement. 
Cocaine directly contributed to nearly 42.8% of opioid-related deaths [N=847] during the pandemic, 
compared to 36.1% [N=419] in the pre-pandemic cohort (p=0.01). Methamphetamines contributed to 25.3% 
[N=501] of opioid-related deaths during the pandemic compared to 21.3% [N=247] in the pre-pandemic 
period (p<0.01). 

Finally, although there was no significant increase in the prevalence of alcohol directly contributing to opioid-
related deaths, the number of these deaths with alcohol as a contributing factor nearly doubled from 150 to 
273 during the pandemic. 

Recent release from correctional facility 

During the pandemic, a small percentage of opioid-related deaths occurred 
among people who were known to have been recently released from a 
correctional facility (prior four weeks; 3.4%; N=69), which was similar 
to the prevalence the year prior (4.0%, N=46; p=0.44). However, recent 
release from correctional facilities was unknown for 36.0% of opioid-
related deaths in the pre-pandemic cohort and rose to 40.8% of these 
deaths in the pandemic cohort (p=0.01). Therefore, it is possible that there 
were differences that could not be captured in our data. Furthermore, 
as federal and provincial correctional institutions continue to implement 50% measures to address institutional crowding during the pandemic (e.g., 

Increase in the number of temporary or early release of people in custody at low risk to reoffend12), 
opioid-related deaths among and given established evidence of high risk of overdose among people 

those recently recently incarcerated,13 the rising absolute number of opioid-related deaths 
released from a observed in the pandemic period among those recently incarcerated 

correctional facility (50% increase during the pandemic) requires monitoring, and suggests 
during the pandemic. an ongoing need for support and access to treatment and harm reduction 

services within this population. 
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Geographic location of incident among opioid-related deaths 
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NOTE 

1. There were 16 deaths in the pre-pandemic period and 23 deaths in the pandemic cohort where geographic location was 
unknown. 

2. Rural (<1,000); small urban centre (1,000-29,999), medium urban centre (30,000-99,999), large urban centre (100,000 or 
greater).

During the pandemic, the absolute number of opioid-related deaths increased considerably across geographic 
regions of all population densities, with numbers nearly doubling in rural areas (from 103 to 195 deaths) 
and medium urban centres (from 185 to 342 deaths). The largest absolute increase occurred within large 
urban centres, where there were 587 more deaths during the COVID-19 pandemic compared with the pre-
pandemic cohort. Despite these increases, there was little change in the proportion of opioid-related deaths 
that occurred across geographic regions. Approximately two-thirds (65.2%) of deaths occurred in large 
urban centres and 16.9% of deaths occurred in medium urban centres during the pandemic (compared to 
64.1% and 16.1%, respectively in the pre-pandemic cohort). The only significant change that was observed 
was a small reduction in the proportion of opioid-related deaths that occurred in small urban centres during 
the pandemic (from 10.7% to 8.3%; p=0.02). 

-
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Change in opioid-related deaths by public health unit 
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NOTE 

1. * Indicates statistically significant difference in proportions between cohorts. 
2. These data include confirmed and suspected opioid-related deaths. The distribution of investigations still pending conclusion 

(i.e., suspected opioid-related deaths) may vary by region. 

Rates of opioid-related deaths have risen throughout the province during the COVID-19 pandemic, with rates 
more than doubling in 15 of 34 Public Health Units (see Appendix). Increased rates that were statistically 
significant were observed during the pandemic in half (17 of 34) of local public health units. Algoma Public 
Health, Lambton Public Health, Niagara Region Public Health, North Bay Parry Sound District Health 
Unit, Porcupine Health Unit, Public Health Sudbury & Districts, and Thunder Bay District Health Unit had 
statistically significant rises in rates, and the highest population-adjusted rates of opioid-related deaths 
during the pandemic. Larger increases in more northern and rural parts of the province may reflect lower 
availability of community-based services, which must cover large geographical areas during the pandemic 
that make it difficult to reach those at highest risk of opioid-related death. However, many of these regions 
also have small populations. Therefore, rates should be interpreted with caution, as they can be easily 
influenced by a relatively small change in the number of deaths. 

The largest absolute increases in opioid deaths during the pandemic compared to the pre-pandemic time 
period occurred in: Toronto Public Health (229 additional deaths), Ottawa Public Health (63 additional 
deaths), Peel Public Health (49 additional deaths), the Region of Waterloo Public Health and Emergency 
Services (41 additional deaths), and Public Health Sudbury & Districts (41 additional deaths). 
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There are several limitations that require mention. 
1. The OCC/OFPS has not concluded all investigations for opioid-related deaths that occurred during the 

pandemic period. Therefore, some of the data included in this report are preliminary and subject to change. 
Specifically, 3.5% of cases during the pandemic cohort (N=72) were suspected opioid-related deaths, and 
the substances reported as direct contributors to death only reflect those identified in confirmed opioid-
related deaths. 

2. The circumstances surrounding opioid-related deaths have shifted in Ontario over the past decade, 
even in the absence of the COVID-19 pandemic. Therefore, the observed differences between the pre-
pandemic cohort and the pandemic cohort could be attributed to the COVID-19 pandemic or may be due 
to pre-existing temporal changes. However, this is unlikely to impact our time-series analysis of monthly 
trends of opioid-related deaths, as this method takes into account previous trends and identified a change in 
trajectory after the State of Emergency declaration in Ontario in March 2020. 

3. 30% to 40% of data on employment and recent release from correctional facility was unknown. 
Therefore, the findings should be interpreted with caution.

4. We identified opioid-related deaths that occurred in hotels operating as temporary emergency shelters 
(i.e., COVID-19 physical distancing shelters and isolation sites), and used details from the death 
investigations. While we are confident that this definition is highly specific, it is possible that some deaths that 
occurred in hotels acting as temporary emergency shelters during the pandemic were not described as such 
by the investigating coroner. Therefore, we may have underestimated the number of opioid-related deaths 
that occurred in these settings. 

5. Due to relatively small population sizes and fewer case counts, the rates of opioid-related deaths observed 
in some public health units should be interpreted with caution, as they can be influenced by small absolute 
changes in the number of deaths. Full data on the regional analysis of changes in opioid-related deaths can 
be found in the Appendix of this report. 

This report does not include race-based data due to the rapid nature of the report, and our inability to properly 
engage with community partners within this timeframe. Future work is planned to further study the impacts of the 
ongoing overdose crisis among Black, Indigenous and People of Colour in Ontario, in a collaborative effort with 
community organizations. 

Furthermore, there are many additional questions related to potential disruptions in access to healthcare, 
treatment for opioid use disorder (OUD), and harm reduction services during the pandemic that we were 
unable to answer with data obtained through OCC/OFPS investigations. A future report to further explore this 
topic and that will link the OCC/OFPS data to other health data is planned for 2021.

Limitations 

Gaps in Knowledge 
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Summary of Findings and Discussion 

In 2020, 2,426 people died of a confirmed or suspected opioid-related death in Ontario, representing a 60% 
increase compared to the year prior. Specifically, following the State of Emergency declaration in March 2020, 
there was a 79% increase in the number of opioid-related deaths across the province. The reasons for this 
increase are multi-faceted, and likely reflect the underlying volatility in the unregulated drug supply, as well as 
changing access to health care services and community-based programs and supports for people who use 
drugs, early release of people from prisons, increased isolation due to public health measures to limit COVID-19 
transmission, and changing patterns of substance use that have been attributed to increased anxiety during the 
pandemic across Canada.16-20 Although the prevalence of alcohol consumption and cannabis use (substances 
regulated across Canada) has also increased during the pandemic,17,18 the implications of these changing 
patterns may be less acutely observed. Our findings suggest that the changing usage patterns of an increasingly 
unpredictable unregulated opioid drug supply has led to hundreds of additional deaths across Ontario during the 
pandemic. 

One example of the changing drug supply is the large, 10-fold increase in the detection of non-prescription 
benzodiazepines in opioid-related deaths observed during the pandemic. A non-prescription benzodiazepine 
was identified in more than 1 in 4 opioid-related deaths that occurred during the pandemic, compared to 
approximately 1 in 20 in the pre-pandemic cohort, with etizolam being the drug most commonly detected. Three 
of the benzodiazepines (i.e., etizolam, flualprazolam, flubromazolam) commonly detected during post-mortem 
toxicology are not approved for use in Canada, which suggests that they are contaminating the unregulated 
opioid supply. This finding aligns with data from drug checking services in Toronto,21 and is complicating the 
response to the overdose crisis across the province. For example, community-based programs have observed 
increased sedation among people who use drugs, as large amounts of potent, unregulated benzodiazepines 
are combined with fentanyl. This complicates the overdose response. Naloxone administration will reverse the 
effects of the opioids involved; however, it does not reverse the extreme sedation from benzodiazepines.22 

Furthermore, the long-term impacts of their increasing presence in the unregulated drug supply on the health 
of PWUD is unknown; as a drug class, long-term use of benzodiazepines has been associated with harm (e.g., 
depression, memory loss and overdose),23,24 and abrupt cessation after regular use can be associated with 
symptoms of withdrawal, including seizures.25 

Similarly, stimulants are increasingly contributing to opioid-related deaths during the pandemic – a trend 
that was driven by a rising prevalence of cocaine and methamphetamine involvement. These findings may 
reflect pandemic-related changes in the stimulant drug supply. For example, drug checking services in Toronto 
identified a rising prevalence of unexpected drugs in both cocaine (from 43% to 57%) and methamphetamine 
(from 6% to 28%) samples during the pandemic,21 which suggests a more unpredictable, potentially dangerous 
drug supply over this time. Furthermore, greater polysubstance use during the pandemic, particularly among 
people experiencing homelessness who are negotiating environments with drastically reduced service access 
(particularly at night) due to pandemic restrictions, merit attention.16 Service providers have reported that people 
experiencing homelessness may be increasingly using stimulants to stay awake outside or to counteract the 
sedating effects of opioids (which often are enhanced by benzodiazepine contamination) to maintain both 
personal safety and to protect belongings.26 

The number of opioid-related deaths more than doubled among people experiencing homelessness, with 1 in 6 
deaths during the pandemic having occurred within this population, reinforcing the importance of safe, affordable 
housing as a social determinant of health that requires attention at all levels of government. Due to the need for 
shelters with appropriate physical distancing measures, several hotels across Ontario have been repurposed 
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during the pandemic to act as COVID-19 physical distancing shelters and isolation sites for people experiencing 
homelessness. This appears to be associated with a rising occurrence of opioid-related deaths within hotel 
settings during the pandemic, with at least 45 fatal opioid-related deaths identified by investigating coroners 
as having occurred within these hotels. This, in combination with the doubling number of opioid-related deaths 
that occurred in the existing shelter system and rooming houses during the pandemic, emphasizes the need 
for widespread integration of harm reduction services and healthcare partners throughout the existing shelter 
system and supportive housing settings, in COVID-19 pandemic-related shelter and isolation sites, and in high 
risk communities across Ontario. 

Two responses to the COVID-19 pandemic that were specifically implemented to support PWUD were updated 
clinical guidance supporting increased take-home doses of methadone and buprenorphine/naloxone among 
people receiving opioid agonist therapy (OAT), and expansion of safer opioid supply prescribing to provide 
people with a safer alternative to the unregulated drug supply. While this report did not aim to evaluate the impact 
of these programs, the proportion of opioid-related deaths involving methadone declined during the pandemic 
(13.6% to 9.6%; with a small absolute increase of 32 additional deaths), suggesting that this broad change in 
clinical practice did not lead to substantial increased risk of toxicity involving methadone. However, we are unable 
to determine whether the pandemic led to breaks in OAT, which could increase a reliance on the unregulated 
drug supply and lead to an increase in fentanyl-involved deaths. More research is needed to investigate patterns 
of OAT use during the pandemic and associated risks. Similarly, we observed a significant reduction in the 
prevalence of hydromorphone involvement in opioid-related deaths (from 10.4% to 5.7%), and a similar number 
of deaths involving hydromorphone (121 vs. 113) during the pandemic, despite expanded access to immediate-
release hydromorphone as a safer alternative to the unregulated drug supply. Although a full evaluation of these 
programs is needed, these findings provide some reassurance that this change in practice has not contributed 
to rising rates of opioid-related deaths from this prescription opioid. 

Finally, the geographic analysis of opioid-related deaths across Ontario shows that there have been widespread 
increases in rates of opioid-related deaths across all regions of Ontario during the pandemic. Although larger 
urban centres like Toronto, Ottawa and Peel exhibited the largest absolute increases in the number of deaths, 
some of the largest relative increases in rates occurred among more northern and rural parts of the province, 
such as North Bay, Sudbury, Thunder Bay and Timmins (only one of which – Thunder Bay - has a Consumption 
and Treatment Services site). Therefore, the rising rates of opioid-related deaths, and the provision of essential 
services and supports to people who use drugs during the COVID-19 pandemic must be a priority of communities 
and all levels of government across the province. 

The findings of this report build on our earlier analysis5 to reinforce the urgent need for investment in programs 
designed to address rising opioid-related deaths across all of Ontario. The high number of polysubstance deaths, 
and the ongoing volatility of the unregulated opioid market, support the expansion of access to harm reduction 
services (e.g., safer spaces to use drugs, access to naloxone), low-barrier opioid agonist treatment, and a 
safer supply of regulated drugs. Furthermore, as the economic and social impacts of the COVID-19 pandemic 
continue to broaden and change the places in which people live and use drugs, priority should be given to efforts 
to provide and maintain housing, integrate harm reduction services into temporary housing settings (i.e., hotels) 
and shelters, and refer to these services after release from correctional facilities. The synergistic effects of the 
COVID-19 pandemic and Ontario’s overdose epidemic have led to a continued escalation in the rate of opioid-
related deaths across the province, demonstrating that rapid action is needed to support people who use drugs 
as this pandemic continues to evolve. 

Conclusion 
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Contributors 

Ontario Drug Policy Research Network 

The Ontario Drug Policy Research Network (ODPRN) is a province-wide network of researchers who provide 
timely, high quality, drug policy relevant research to decision makers. The ODPRN’s core principles are quality, 
relevance, and timeliness. The ODPRN conducts research to determine real-world drug utilization, safety, 
effectiveness, and costs of drugs in Ontario, and has developed partnerships that allow them to engage in cross-
provincial comparisons of drug safety and utilization. For more information, visit odprn.ca. 

2IÀFH�RI�WKH�&KLHI�&RURQHU�2QWDULR�)RUHQVLF�3DWKRORJ\�6HUYLFH 

Together the Office of the Chief Coroner/Ontario Forensic Pathology Service (OCC/OFPS) provide death 
investigation services in Ontario serving the living through high quality investigations and inquests to ensure 
that no death will be overlooked, concealed or ignored. The findings are used to generate recommendations to 
help improve public safety and prevent further deaths. In Ontario, coroners are medical doctors with specialized 
training in the principles of death investigation. Coroners investigate approximately 17,000 deaths per year in 
accordance with section 10 of the Coroners Act. The OFPS provides forensic pathology services in accordance 
with the Coroners Act. It provides medicolegal autopsy services for public death investigations under the legal 
authority of a coroner. The OFPS performs approximately 7,500 autopsies per year. For more information, visit 
mcscs.jus.gov.on.ca. 

Public Health Ontario 

Public Health Ontario is a Crown corporation dedicated to protecting and promoting the health of all Ontarians 
and reducing inequities in health. Public Health Ontario links public health practitioners, frontline health workers 
and researchers to the best scientific intelligence and knowledge from around the world. Public Health Ontario 
provides expert scientific and technical support to government, local public health units and health care providers 
relating to the following: 

• communicable and infectious diseases 
• infection prevention and control 
• environmental and occupational health 
• emergency preparedness 
• health promotion, chronic disease and injury prevention 
• public health laboratory services 

Public Health Ontario's work also includes surveillance, epidemiology, research, professional development and 
knowledge services. For more information, visit publichealthontario.ca. 
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Appendix 

Data Capture and Completeness 
Pre-Pandemic 

Cohort 
Pandemic 

Cohort Variables included in analysis 

Total Opioid-Related Deaths 1,162 2,050 
Opioid Investigative Aid (OIA) 1,162 (100%) 2,014 (98%) 
No OIA 0 36 (2%) 

Confirmed Opioid-Related Deaths 1,162 (100%) 1,978 (96%) 
OIA 1,162 (100%) 1,943 (98%) All variables 

Age, sex, manner of death, substance involvement, No OIA 0 35 (2%) month, public health unit, geographic density 
Suspected Opioid-Related Deaths 0 72 (4%) 

OIA 0 71 (99%) 
Age, sex, month, public health unit, geographic density, 
likely mode of drug use, resuscitation attempts, location 
of incident 

No OIA 0 1 (1%) Age, sex, week, public health unit, geographic density 

Drug involvement in opioid-related deaths 

Drugs Pre-Pandemic Cohort N=1,162 Pandemic Cohort N=1,978 P-Value 
Opioids Direct Contributor 

Fentanyl (including analogues) 871 (75.0%) 1,720 (87.0%) <0.01 
Buprenorphine 2 (0.2%) 5 (0.3%) 0.64 
Codeine 30 (2.6%) 33 (1.7%) 0.08 
Heroin 51 (4.4%) 32 (1.6%) <0.01 
Hydromorphone 121 (10.4%) 113 (5.7%) <0.01 
Methadone 158 (13.6%) 190 (9.6%) <0.01 
Morphine 93 (8.0%) 97 (4.9%) <0.01 
Oxycodone 110 (9.5%) 90 (4.6%) <0.01 
Other* 22 (1.9%) 11 (0.6%) 0.20 

Other Drugs 
Benzodiazepines (Detected) 347 (29.9%) 901 (45.6%) <0.01
  Etizolam 55 (4.7%) 502 (25.4%) <0.01
  Flualprazolam 5 (0.4%) 52 (2.6%) <0.01
  Flubromazolam 3 (0.3%) 32 (1.6%) <0.01 
Benzodiazepines (Direct Contributor) 92 (7.9%) 170 (8.6%) 0.45
  Etizolam 18 (1.5%) 98 (5.0%) <0.01
  Flualprazolam 0 (0%) 11 (0.6%) 0.01
  Flubromazolam 1 (0.1%) 12 (0.6%) 0.03 
Stimulants (Direct Contributor) 581(50.0%) 1,149 (58.1%) <0.01
   Cocaine 419 (36.1%) 847 (42.8%) 0.01
   Methamphetamine 247 (21.3%) 501 (25.3%) <0.01
   Other stimulants** 18 (1.5%) 40 (2.0%) 0.34 
Alcohol (Direct Contributor) 150 (12.9%) 273 (13.8%) 0.48 

NOTE 
1. *Includes tramadol, oxymorphone, and hydrocodone. 
2. **MDMA, MDA, amphetmine (in the absence of methamphetamine), methylphenidate, pseudoephedrine. 
3. Some deaths may be attributed to multi-drug toxicity where more than one substance can contribute to an individual death. 

There were 72 suspected opioid-related deaths in the pandemic cohort not included in this figure. 
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Number and rate of opioid-related deaths* during the pandemic, 
by public health unit 

Algoma Public Health 114,395 15 (13.1) 42 (36.7) <0.01 

Public Health Unit Population 
Pre-Pandemic  

Cohort (N; Rate 
per 100,000) 

Pandemic Cohort 
(N; Rate per 

100,000) 
P-Value 

Ontario (Total) 14,634,260 1,162 (7.9) 2,050 (14.0) <0.01 

Brant County Health Unit 152,733 27 (17.7) 30 (19.6) 0.79 

Chatham-Kent Public Health 105,385 6 (5.7) 13 (12.3) 0.26 

City of Hamilton Public Health Services 584,765 77 (13.2) 110 (18.8) 0.02 

Durham Region Health Department 701,760 52 (7.4) 75 (10.7) 0.05 

Eastern Ontario Health Unit 209,678 7 (3.3) 16 (7.6) 0.09 

Grey Bruce Health Unit 166,974 15 (9.0) 24 (14.4) 0.20 

Haldimand-Norfolk Health Unit 112,101 8 (7.1) 17 (15.2) 0.11 

Haliburton, Kawartha, Pine Ridge District Health 186,520 17 (9.1) 30 (16.1) 0.08 

Halton Region Public Health 607,042 21 (3.5) 33 (5.4) 0.13 

Hastings Prince Edward Public Health 165,588 11 (6.6) 26 (15.7) 0.02 

Huron Perth Health Unit 138,715 1 (0.7) 6 (4.3) 0.13 
Kingston, Frontenac and Lennox & Addington 211,243 22 (10.4) 33 (15.6) 0.18 Public Health 

Lambton Public Health 130,153 16 (12.3) 34 (26.1) <0.01 

Leeds, Grenville & Lanark District Health Unit 171,109 4 (2.3) 15 (8.8) 0.02 

Middlesex-London Health Unit 497,806 49 (9.8) 80 (16.1) <0.01 

Niagara Region Public Health 466,255 71 (15.2) 124 (26.6) <0.01 

North Bay Parry Sound District Health Unit 129,183 14 (10.8) 47 (36.4) <0.01 

Northwestern Health Unit 81,963 6 (7.3) 14 (17.1) 0.12 

Ottawa Public Health 1,033,679 52 (5.0) 115 (11.1) <0.01 

Peel Public Health 1,569,190 85 (5.4) 134 (8.5) <0.01 

Peterborough Public Health 144,431 22 (15.2) 37 (25.6) 0.07 

Porcupine Health Unit 85,295 16 (18.8) 33 (38.7) 0.02 

Public Health Sudbury & Districts 200,347 47 (23.5) 88 (43.9) <0.01 

Region of Waterloo Public Health 571,973 41 (7.2) 82 (14.3) <0.01 
Renfrew County and District Health Unit 108,422 3 (2.8) 9 (8.3) 0.15 

Simcoe Muskoka District Health Unit 583,736 76 (13.0) 109 (18.7) 0.02 

Southwestern Public Health 207,698 15 (7.2) 20 (9.6) 0.50 

Thunder Bay District Health Unit 154,473 31 (20.1) 55 (35.6) 0.01 

Timiskaming Health Unit 33,235 4 (12.0) 6 (18.1) 0.75 

Toronto Public Health 3,063,359 226 (7.4) 455 (14.9) 0.00 

Wellington-Dufferin-Guelph Public Health 303,466 25 (8.2) 24 (7.9) >0.99 

Windsor-Essex County Health Unit 418,581 33 (7.9) 56 (13.4) 0.02 

York Region Public Health 1,223,007 47 (3.8) 58 (4.7) 0.33 

NOTE 

* Includes confirmed and suspected opioid-related deaths, the distribution of which may vary by geographic region. 
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