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Summary

Patients receiving treatment for opioid dependence are prone to relapse into illicit drug use, risking significant harms
to themselves and to society. The European Quality Audit of Opioid Treatment (EQUATOR) analysis assessed aspects
of opioid maintenance treatment (OMT) delivery and the quality of care offered to patients undergoing OMT across 10
European countries. Findings suggest quality of care may be improved by: ensuring patients and physicians discuss the
range of available treatment options, achieving the appropriate balance between control and patient flexibility, reducing
the likelihood of misuse and diversion, and providing appropriate psychosocial care in conjunction with pharmacotherapy.
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1. Introduction

Opioid dependence can be a chronic, relapsing
disorder which is associated with long-term changes
to brain structure and function. Consequently, indi-
viduals with opioid dependence experience cravings
which can occur long after their last use of opioids
(4). One of the most effective treatment strategies
involves opioid maintenance treatment (OMT) deliv-
ered in conjunction with psychosocial support (21).
These interventions are aimed at reducing patients’
use of opioids, with a longer-term goal of abstinence
and recovery, although, in many cases patients cycle
between treatment compliance and relapse. Heroin
users can achieve recovery, however, and there is a
growing evidence base and policy drive which recog-

nises this (10). It is critical to understand why treat-
ment ‘cycling’ occurs if we are to achieve optimal
treatment and patient recovery outcomes.

OMT has been shown to reduce opioid use and
retain patients in treatment (14) until they can attempt
abstinence; enforced withdrawal of OMT may lead
to relapse and increase in drug-related harm includ-
ing overdose (1,5). However, as demonstrated else-
where in the European Quality Audit of Opioid Treat-
ment (EQUATOR) analysis (see article by Goulao &
Stover in this issue), patients receiving OMT across
Europe have similar demographics to opioid users
who are out of treatment, and both groups show his-
tories of repeated treatment and relapse. This cycling
between treatment and relapse may be a consequence
of the chronic, relapsing nature of opioid dependence
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and recovery. A similar ‘revolving door’ phenomenon
has been documented for other long-term health con-
ditions such as diabetes and chronic mental-health
disorders (9,20). However, it is also possible that as-
pects of OMT delivery may contribute to variations
in the quality of care, and, ultimately, to how likely
it is that patients will repeatedly cycle through treat-
ment (14,15). The EQUATOR analysis reveals in-
direct support for this hypothesis by demonstrating
that the number of previous OMT episodes patients
have undertaken shows significant variation between
countries (see article by Fischer, Nava & Stover in
this issue).

Other articles in this series document important
between-country differences relating to treatment,
such as whether OMT occurs predominantly in the
setting of specialist clinics or in doctors’ surgeries. In
addition to the care setting, there are many other im-
portant OMT delivery variables that may impact on
treatment quality and retention, and several of these
have been assessed in the EQUATOR analysis. These
include: the role that patients and physicians play in
selecting the OMT medication; whether patients are
sufficiently aware of and informed about the range
of available OMT options; patient satisfaction with
their OMT; ease of access to care; and utilisation of
psychosocial support in addition to pharmacotherapy.

1.1. Informed choice and access to different
OMT options

An important consideration concerns the extent
to which patients have information and access to a
range of opioid medication and psychotherapeutic
interventions, and whether these are used in an evi-
dence-based fashion. The pharmacotherapy options,
methadone, mono-buprenorphine, buprenorphine—
naloxone and heroin (diacetylmorphine), have all
been shown to be effective but have distinct pharma-
cological profiles with respect to safety and abuse li-
ability (14,15,18,19).

National and international treatment guidance
and regulations reinforce the importance of consider-
ing all available evidence-based options, taking into
account the clinical needs of each patient (3,11,16,21).
However, there are known to be major variations in
treatment delivery across different countries, includ-
ing the use of different OMT medications and the ex-
tent to which psychosocial and other support is an in-
tegral component of treatment. Rather than being due
to differences in patient populations, these variations
appear to reflect non-clinical factors including histor-
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ical practices, national guidance, physician education
and cost. Although system-level statistics regarding
the relative use of different options are available for
many European countries, there remains a need for
individual-level data regarding medication awareness
levels, preferences and satisfaction among patients
and physicians.

1.2. Balancing access to OMT medication with
control and supervision

It is important to consider the conditions under
which access to available OMT medications is grant-
ed as this can impact on patient entry, retention and
outcomes during treatment. In particular, a careful
balance must be struck between the need for appro-
priate monitoring and controls, for example, to limit
safety risks associated with initiation onto opioid
medication (6) and harms related to misuse (injecting
or snorting) or diversion (selling, swapping or giving
away) of prescribed OMT medications, and the po-
tential negative impact that strategies such as super-
vised dosing can have on patients. The way in which
supervised dosing is managed and implemented, such
as requirements for daily attendance at certain times,
may present barriers to patients accessing or remain-
ing in treatment, and may also interfere with efforts
to reintegrate into society and obtain employment.
The EQUATOR analysis has enabled a snapshot to
be taken of current levels of daily supervised dosing,
in addition to historic rates of misuse and diversion
among OMT patients, as a means of informing efforts
to achieve this optimal balance.

1.3. The importance of psychosocial support

Evidence demonstrates that better outcomes are
generally achieved when pharmacotherapy is com-
bined with psychosocial support; indeed, UK guide-
lines and German regulations state that treatment for
drug misuse should always involve a psychosocial
component (3,6). Elsewhere, while best-practice
guidelines propose that psychosocial support should
not be mandatory, they also state that it should be
available to all opioid-dependent patients in associa-
tion with pharmacological treatments (21). Indeed,
given the complex nature of opioid dependence, wide-
spread provision of medications without psychosocial
assistance may constitute a lost opportunity to opti-
mise care, maximise recovery and respond to the total
needs of the patient (21). However, there are limited
data at present to determine the extent to which pa-
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tients are willing and able to access psychosocial sup-
port throughout Europe.

1.4. EQUATOR

Differences in the above treatment-delivery
variables might be expected to have an impact on
the acceptability and effectiveness of OMT and thus
contribute to rates of cycling between treatment and
relapse. If treatment systems fail to attract and retain
patients until they gain sustained benefit, they are like-
ly to fail in achieving the desired reductions in drug
use, associated crime, injecting and other risk behav-
iour, and improvements in health and well-being may
be limited. The current article presents results from
the EQUATOR analysis pertaining to the quality of
care and OMT delivery across Europe and addresses
the following key questions: ‘are patients making
informed treatment choices based on the full range
of opioid pharmacotherapy options available?’; ‘to
what extent are opioid pharmacotherapies delivered
under supervised versus unsupervised conditions?’;
‘how frequently do patients report having diverted or
misused their OMT medication?’; ‘how satisfied are
patients with their OMT medications?’; and ‘to what
extent are opioid pharmacotherapies being delivered
in conjunction with psychosocial support?’

2. Methods

The methodology for the EQUATOR analysis
has been described in detail previously (7). Briefly,
questionnaires were compiled comprising a core set
of questions specific for three target groups: physi-
cians involved in the treatment of opioid-dependent
patients (60 questions per survey), opioid-dependent
patients currently in OMT (50 questions per survey),
and opioid users not currently in OMT (50 questions
per survey).

Outcomes on quality of care in OMT across
ten countries in Europe were assessed by collating
responses to questions regarding patient requests
for, awareness of, use of, and satisfaction with, dif-
ferent OMT medications; levels of dosing supervi-
sion; OMT diversion and misuse; and utilisation of
psychosocial support. The specific questions around
different OMT medications that were posed to pa-
tients were as follows:

*  ‘Did you explicitly ask your substituting

doctor for a certain drug?’

*  ‘Did the doctor give you what you asked

for?’

Results from the EQUATOR analysis

e ‘In your opinion, how well informed were
you prior to beginning the treatment?’

o ‘Which of the following substitution medi-
cations had you heard of prior to beginning
your therapy?’

e ‘Which substitution medication are you us-
ing for your current treatment?’

e ‘All in all, how satisfied are you with this
substitution medication?’

Physicians were asked:

*  ‘How often do your patients expressly re-
quest a specific substitution therapy prepa-
ration?’

e ‘And in which percentage of these cases,
when a patient requests a specific prepara-
tion, do you follow the request?’

Levels of dosing supervision were assessed by
asking patients: ‘Which of the following best describes
where you take your substitution drug doses? 1) Eve-
ry dose is under a doctor’s supervision, 2) Every dose
is under a pharmacist’s supervision; 3) I am allowed
take-home doses at weekends and/or holidays; or 4)
I am allowed take-home doses not only at weekends
and/or holidays, but more often’. OMT diversion was
assessed by asking patients: ‘Have you ever sold or
given your substitution medication to someone else?’
and misuse was assessed by asking patients: ‘Have
you ever injected or snorted your substitution drug?’.
Patients were asked: ‘Are you currently receiving
psychosocial counselling of any kind?’, and a defi-
nition of psychosocial counselling was provided rel-
evant to each country in order to assess utilisation of
psychosocial support.

Data were collected in each country in accord-
ance with the European Pharmaceutical Market Re-
search Association (EphMRA) code of conduct and
the Declaration of Helsinki. Data are presented as fre-
quencies or means for the purposes of comparisons
between countries and between OMT medications.

Statistical comparisons were performed on
categorical data by Pearson’s chi-square and using
standardised residuals to identify individual instances
of significant variation of proportion. For linear data,
analysis of variance (ANOVA) was used for compari-
sons and post-hoc tests (Tukey’s) were performed to
identify any significant country interactions. Signifi-
cance was ascribed for p<0.05.

-5 -



Heroin Addiction and Related Clinical Problems 14 (4): 23-38

Proportion of patients who explicitly asked
their doctor for a certain medication

HMYes [INo
N=1880

*Of those patients who answered the question

Proportion* of those whose doctor
gave them what they asked for

ONo

M Yes
N=1157

OMT medications

Figure 1: Proportion of patients who explicitly requested and the proportion who were granted requests for individual

3. Results

3.1. Patient requests for, and awareness of,
specific opioid pharmacotherapies

Patients frequently reported requesting a spe-
cific OMT medication and often being granted this
request by their physician. Sixty per cent of patients
in the European sample (n=1880) reported explicitly
asking their physician for a particular OMT medica-
tion (Figure 1). Of those patients who provided addi-
tional information in a follow-up question (n=1157),
84% (n=972) reported receiving the medication they
had asked for (Figure 1).

The majority of physicians agreed that their pa-
tients always (6%) or often (51%) expressly requested
a specific OMT preparation (n=698), and physicians
reported following through with specific requests on
55% of occasions. Thus, both patient and physician
data indicate that patients are playing a significant
role in medication selection.

Before starting OMT, patients generally consid-
ered themselves to be well informed of OMT medica-
tion options, with 73% of patients believing they were
well (49%) or very well (24%) informed (n=1657).
Only 20% and 7% considered themselves poorly
informed or very poorly informed of OMT medica-
tions, respectively.

In contrast, data on actual knowledge of OMT
medication options indicates that most patients were
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not aware of all OMT options available to them. Lev-
els of knowledge regarding OMT medication options
varied between countries, with the level of knowl-
edge tending to follow the pattern of prescribing
within each country. For example, levels of aware-
ness of methadone liquid were high (ranging from
82-98% of patients) across all countries from which
data was collected (Table 1), with the exception of
France where only 62% of patients were aware of this
formulation. Whereas methadone is the most com-
monly used OMT medication in most countries, mo-
no-buprenorphine is the most commonly used OMT
medication in France. France was the only country
in which patients had a higher level of awareness of
mono-buprenorphine than methadone (82% of pa-
tients had heard of mono-buprenorphine but only
62% had heard of methadone). Levels of awareness
of buprenorphine—naloxone were generally low in
most countries (Table 1).

Levels of awareness of ‘other’ medication,
which included slow-release oral morphine (SROM),
were high in Austria. SROM is the most commonly
prescribed OMT option in Austria and the country-
level data indicate that 75% of patients surveyed were
aware of one formulation of SROM (Substitol® and
47% were aware of another formulation (Compen-
san®).
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n=1371

N=2298

treatment?’

Some patients provided more than one answer to the question: ‘Which substitution medication are you using for your current

Methadone
Buprenorphine
Buprenorphine—naloxone
H Morphine
B Other

Figure 2A. Number of patients surveyed who received specific OMT medications

3.2. Use of specific opioid pharmacotherapies

The majority of patients included in the analy-
sis (60%) were receiving methadone, whereas mono-
buprenorphine was the current OMT medication for
21% of patients and buprenorphine—naloxone for
15% of patients (Figure 2A). It is important to note

that recruitment strategies required a minimum of
30 patients per major OMT medication to allow for
meaningful comparisons, which may have resulted
in oversampling for some options. A minority of
patients (8%) reported receiving other medications,
including SROM, diamorphine, codeine or other non-
opioid medications.

EQUATOR EMCDDA
7%
22%
Methadone
36% BPN and BNX
51%
60% Other
27%
N=2298 N=233,198
Some patients provided more than one answer to the question: ‘Which substitution medication are you using for your current
treatment?’ EMCDDA data are calculated by averaging most recent patient-share data for countries in EQUATOR, where
available. Data not available for Austria, France or the UK
BNX: buprenorphine—naloxone; BPN: buprenorphine
Figure 2B. EQUATOR data and EMCDDA data showing proportion of patients receiving specific OMT medications.
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36%

11

p<0.01
100%
63% 58% 62% 61% 60%
I i I I I I i l
Austria Denmark France Germany Greece ltaly  Norway Portugal Sweden UK

(N=228) (N=100) (N=130) (N=198) (N=465) (N=370)

(N=96) (N=160) (N=149) (N=248)

*Of those who answered the question. P-value denotes between country-difference.

Figure 3: Proportion of patients* reporting they were currently receiving psychosocial counselling

Compared with data available from the
European Monitoring Centre for Drugs and Drug Ad-
diction (EMCDDA), there was greater relative use of
methadone or buprenorphine (mono- or combination
product) and less relative use of other options in the
EQUATOR analysis (Figure 2B), although it should

be noted that EMCDDA data were unavailable for
France (a country with a large population of clients
and predominant usage of mono-buprenorphine) and
Austria (a country with high usage of SROM).

The proportion of patients receiving specific
OMT options varied substantially between countries

2%

46%

N=2279

Very satisfied
Fairly satisfied
¥ Neutral
37% M Fairly dissatisfied

B Very dissatisfied

Figure 4: Satisfaction with current OMT among patients in the European sample
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(Table 2). The majority of patients in Denmark, Ger-
many, Greece, Portugal and the UK were receiving
methadone, whereas almost half of patients in Austria
were receiving SROM and almost 70% of patients in
France were receiving mono-buprenorphine. In Swe-
den, nearly half of patients were receiving metha-
done with the remainder evenly split between mono-
buprenorphine and buprenorphine—naloxone, and in
Norway there was a roughly even distribution of pa-
tients receiving methadone, mono-buprenorphine and
buprenorphine—naloxone.

3.3. Profile of patients according to OMT
medication received

Patient demographics and treatment variables
according to OMT medication received are shown
in Table 3. Across all the OMT medications, pa-
tients were predominantly male (mean 74.6%); there
was no difference in sex ratio between the treatment
types (}2=4.00, df=4, n=2208, p=0.405). The mean
age (£SD) of patients was 36.6+8.5 years, ranging
between 33.3 and 42.9 years across OMT options.
Age of patients varied between OMT medications
(F=18.54, df=4,1977, p<0.001). The proportion of
patients with at least a high school education var-
ied by OMT medications (%?=28.03, df=2, n=1976,
p<0.001). Marital status of patients did not vary by
OMT medications (%?=7.87, df=4, n=2202; p=0.097).
Employment status varied by OMT medications
(x?=31.09, df=4, n=2189, p<0.001); a higher propor-
tion of patients receiving mono-buprenorphine and
buprenorphine—naloxone reported that they were in
full-time or part-time employment or were self-em-
ployed compared with patients receiving methadone,
SROM or ‘other’.

The number of previous OMT episodes reported
by patients before their current OMT episode var-
ied across the OMT options (ANOVA F=4.54, df=4,
n=2060, p=0.001). Patients in the ‘other’ treatment
group reported receiving the most previous OMT
episodes of any treatment group, having received, on
average, 2.7 previous OMT episodes; this may reflect
the fact that patients may be treated with less widely
used OMT options if they have undertaken multiple,
unsuccessful treatment episodes on the more conven-
tional OMT options.

The level of OMT supervision varied by OMT
medication (}2=81.67, df=4, n=2201, p<0.001). The
level of supervision reported by patients receiving
methadone was significantly greater than expect-
ed (p<0.05). Also, patients in the buprenorphine—
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naloxone and SROM groups received significantly
less supervision. Patients receiving SROM for their
current OMT reported a high level of freedom in their
dosing, with the highest proportion (42%) having
take-away doses at weekends or during holidays. The
majority of buprenorphine—naloxone patients (65%)
reported that they had unlimited take-away doses.

3.4. Levels of dosing supervision and
medication misuse, diversion and time on
current OMT

Table 4 summarises patient-reported past lev-
els of medication misuse and diversion, current lev-
els of dosing supervision and time on OMT. For the
European sample as a whole (N=2298), 24% of pa-
tients reported ever having sold, swapped or given
their OMT medication to someone else.

Rates of diversion differed significantly between
countries (¥?=69.81, df=9, p<0.01). For most coun-
tries, 23-30% of patients reported having diverted
their medication, with slightly lower levels evident in
Portugal and Greece (16%) and higher levels in Den-
mark (38%) and France (39%).

Levels of OMT supervision varied between
countries (}?=603.99, df=18, p<0.01). At a country
level, there was a significant association between re-
ported levels of supervision in each country and lev-
els of past medication diversion: lower rates of diver-
sion were associated with higher levels of supervision
(?=602.18, df=18, p<0.01). Patients from Portugal
had the equal lowest rate of diversion within those
countries assessed but also one of the lowest levels of
dose supervision, whereas Greece had the equal low-
est rate of diversion and the highest level of supervi-
sion. The situation in Greece may relate to the long
waiting list for OMT: patients motivated to endure
lengthy waits for treatment may also be motivated to
comply with therapy to derive benefit and avoid doing
anything that would jeopardise continued treatment
access.

For the European sample as a whole, 21% of pa-
tients included in the analysis reported ever having
misused (i.e., injected or snorted) their OMT. Levels
of patient-reported misuse varied substantially be-
tween countries ((2=326.25, df=9, p<0.01), with less
than 10% of patients in Greece (5%) and Portugal
(8%) having ever misused their medication compared
to approximately half of patients in Austria (49%)
and Denmark (51%).

The highest levels of misuse by injection were
evident in Austria (38%; possibly reflecting the high
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usage of SROM in Austria, and the attractiveness of
SROM to those looking to abuse their medication by
injection), Denmark (39%), Norway (27%) and Swe-
den (26%), whilst the lowest levels were reported in
Greece (2%) and Portugal (6%) (?=276.23, df=9,
p<0.01).

The mean length of time patients had been on
their current OMT was 3.7 years, ranging from 2.2
years in Greece to 5.9 years in Denmark.

3.5. Psychosocial support

The proportion of patients receiving psychosocial
support was found to deviate between the treatment
options ((2=54.40, df=4, n=275, p<0.001). Sixty-sev-
en percent of patients receiving methadone reported
receiving psychosocial support, while only 33% and
46% of patients receiving SROM or ‘other’ treatment,
respectively, reported receiving psychosocial support.

Patient-reported rates of participation in
psychosocial counselling differed significantly across
Europe (Figure 3; x2=34.54, df=4, p<0.01), with the
lowest levels evident in Austria (36%), Denmark
(37%), Sweden (41%) and France (43%), and the
highest level seen in Greece (100%); it should be
noted that these percentages are of those patients who
answered the question. For the sample as a whole,
61% were participating in psychosocial counselling.

3.6. Patient satisfaction with OMT medications

The majority of patients reported being satisfied
with their current OMT medication (Figure 4), with
83% very or fairly satisfied among the 2279 who an-
swered the question.

4. Discussion

4.1. Variation in opioid treatment delivery
practices across Europe

EQUATOR has revealed significant disparities
in OMT practices between different countries across
Europe. These include: differences in the opioid
medications used; how frequently these medications
are administered under controlled, supervised condi-
tions; and whether the medications are delivered in
the context of adjunctive psychosocial support.

The level of variation in OMT practices is no-
table, given that the underlying condition of opioid
dependence being treated is assumed to be similar ir-

Results from the EQUATOR analysis

respective of geography, and in view of the similar
demographic profile of patients receiving OMT in
each country (see article by Gouldo & Stover in this
issue). Variations in treatment practice may thus re-
flect a range of non-clinical influences (e.g., history,
politics) and also the absence of universally adopted
clinical guidelines or evidence-based training across
Europe.

4.2. Are patients making informed choices
about OMT medication?

Where available, treatment guidelines for OMT
commonly emphasise the importance of clinical fac-
tors in choosing a treatment strategy, such as the needs
of the individual patient and the benefits and risks as-
sociated with different treatment options (16,21).

The UK National Institute for Health and Clini-
cal Excellence (NICE) guidelines, for example, rec-
ommend that ‘the decision about which drug to use
should be made on a case-by-case basis, taking into
account a number of factors, including the person’s
history of opioid dependence, their commitment to a
particular long-term management strategy, and an
estimate of the risks and benefits of each treatment
made by the responsible clinician in consultation with
the person’ (16). Similarly, the Portuguese National
Plan Against Drugs And Addiction recommends that
‘a number of diversified treatment and care pro-
grammes are made available, covering a wide range
of psychosocial and pharmacological approaches,
based on ethical standards and scientific evidence’
(11). German regulations state that only registered,
‘substitution’, drugs should be used and that different
profiles of efficacy and side effects should be consid-
ered when commencing therapy (3).

Ensuring patients are educated about the range of
treatment options available to them in order to make
an informed choice is also mandated in the General
Medical Council Good Practice in Prescribing Medi-
cines Guidelines (8). However, findings from EQUA-
TOR suggest that many patients remain unaware of
the full range of OMT medication options available,
despite typically having been in OMT several times.
‘Methadone’ may, in fact, have become a generic
term for medications used to treat opioid dependence
due to its long history and universal awareness among
patients, and patients may not be as aware of alterna-
tive OMT options. Supporting this supposition, most
patients (an average of 89% for the countries across
Europe) reported being aware of methadone, which
has been available for several decades in most coun-
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tries, but less than half (an average of 41% for the
countries across Europe) were aware of more recently
introduced options for OMT such as buprenorphine—
naloxone. Patient awareness of OMT is of course
likely to be affected by availability of OMT options
in their country.

Despite this lack of patient awareness, patients
play a significant role in medication selection. Pa-
tient-reported data in the current analysis suggest that
the selection of medications used in OMT is heav-
ily influenced by patients explicitly requesting a spe-
cific medication, and, in the vast majority (84%) of
cases, being granted their request. This phenomenon
was acknowledged by physicians themselves, albeit
to a lesser degree, who reported following patient re-
quests for specific OMT medications 55% of the time.
These findings are of concern since patients appear to
be influencing the choice of medication whilst hav-
ing limited knowledge of the available OMT options.
Increased dialogue between physicians and patients
at the outset of OMT is required to improve patient
awareness of treatment options.

4.3. Variation in OMT prescribing practice in
the treatment of heroin addiction

EQUATOR has also confirmed that physicians’
patterns of prescribing differ markedly between
countries, despite the notably similar demographic
profile of patients. For example, most countries in
Europe predominantly use methadone for OMT,
whereas physicians in France appear to prefer mono-
buprenorphine and those in Austria prefer SROM.
The pattern of medication use observed in this analy-
sis was broadly comparable to that reported by the
EMCDDA. Not all OMT options are approved for use
in all countries included in EQUATOR, which may
explain some of the variation between countries in
their use of OMT options. Notwithstanding this fact,
it appears that OMT selection is being driven by local
and national guidelines (which differ), habit, history
and familiarity with specific options. In the case of
patients who are returning to treatment following pre-
vious failed treatment episodes, the current data do
not shed light on whether alternative pharmacological
and psychosocial strategies with potentially increased
chance of success are actually being offered.

Overall, these findings point to a need for phy-
sicians to be empowered to discuss the full range of
therapeutic options with their patients in order to en-
sure that the most appropriate clinical decisions are
reached. In this regard, clear national guidelines may
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be beneficial or, where these do not exist, European
or other international (e.g., World Health Organiza-
tion) guidelines on OMT should be followed.

4.4. Misuse and diversion occurs by a minority
in all countries despite supervision

Another important area of variation in OMT de-
livery practices concerns the use of supervised dosing.
If patients do not take their medication, or do not take
it correctly, they are unlikely to derive full therapeu-
tic benefit. Indeed, in other chronic disorders, such as
schizophrenia, non-compliance with medication has
been associated with the ‘revolving door’ phenom-
enon whereby patients enter and exit several rounds
of treatment (17).

Supervised dosing is recommended in some
OMT guidelines as a means to improve safety (par-
ticularly with methadone) and to limit misuse and
diversion. However, supervised dosing can also have
a negative impact on the acceptability and accessibil-
ity of treatment for patients (21), and may potentially
interfere with employment opportunities and reinte-
gration.

The findings of the current analysis reveal signifi-
cant variation between countries (15-78%) in the pro-
portion of patients receiving daily supervised dosing
(and in the extent of unsupervised dosing in general),
which may have important consequences for patient
outcomes. Time on OMT might explain in part these
variations, but the correlation between time on OMT
and level of supervision was not universal. Since data
were not collected on comorbid drug or alcohol de-
pendence and other complexities, it was not possible
to determine whether patients with more complex is-
sues or chaotic habits were supervised more closely.
Our findings also demonstrate that misuse and diver-
sion of OMT occur in all countries, albeit at different
levels, with 16-39% of patients ever having diverted
and 5-51% of patients ever having misused their
OMT medication. As reported elsewhere in this se-
ries, patients reported that they diverted medications
primarily to help others to treat themselves, to satisfy
their cravings or to achieve a high. For a minority of
patients, diversion was used as a source of income.

The highest proportions of patients reporting
previous injection misuse were observed in the Aus-
trian and Danish samples. Injection misuse carries
particular concerns regarding the potential for injec-
tion-related harms (e.g., blood—borne virus transmis-
sion). The high rate of injection misuse in Austria
may be associated with the widespread use of SROM,
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the most frequently used OMT in this country. Mor-
phine has a low oral bioavailability (~30%), which
may make it more attractive to individuals seeking to
abuse their medication by injection. It is noteworthy
that SROM preparations are relegated to second-line
treatment in Austria, behind methadone and buprenor-
phine, but still comprise the majority of prescriptions.
Indeed, in many cases patients may be requesting
SROM because of the potential for misuse. Although
it is important that patients are consulted on their pro-
spective treatment options for opioid dependence, the
final choice of treatment should be made by the phy-
sician with consideration for the potential of individ-
ual patients to misuse their medication. Among alter-
natives to methadone, buprenorphine has a stronger
evidence base than SROM (12,15) and is also avail-
able in a formulation that minimises the potential for
injection through the addition of naloxone (18).

Whilst supervision undoubtedly can make it
more difficult to divert medication, all of the sampled
countries showed at least some degree of unsuper-
vised dosing. This analysis failed to show clear evi-
dence that countries investing in supervision derive a
substantial benefit with respect to the proportion of
patients who engage in diversion of their OMT. In
terms of clinical outcomes, a previous randomised
controlled trial failed to find significant differences
between supervised and unsupervised buprenor-
phine—naloxone dosing regimens with regard to treat-
ment retention or use of illicit opioids (2).

4.5. Many patients are not accessing
psychosocial support

Providing patients with the necessary range and
intensity of support also means ensuring that options
for psychosocial support and recovery are available.
Accumulated evidence suggests that greater benefits
are derived from OMT when opioid pharmacotherapy
is offered in conjunction with psychosocial support
(21). In the present analysis, we found that a signifi-
cant proportion of patients (37% of those surveyed)
were not currently receiving any psychosocial coun-
selling or support of any kind. Although psychosocial
support may be beneficial, most treatment experts
believe it should be provided on a voluntary basis.
Even in Germany, where psychosocial counselling
was a mandatory requirement at the time of the sur-
vey, a significant proportion of patients was not re-
ceiving this support. Based on the current findings,
there is insufficient information to determine whether
those not receiving psychosocial interventions would

Results from the EQUATOR analysis

benefit from doing so, or alternatively whether they
previously received counselling which was later
stopped. The high proportion of patients not receiv-
ing psychosocial interventions nonetheless raises the
possibility that important opportunities to optimise
the benefits of treatment and maximise recovery are
being missed.

4.6. Fatient dissatisfaction with OMT does not
account for cycling phenomenon

Opioid dependence can be a chronic relapsing
condition (13). Thus, many patients cycle between
treatment and relapse. A key aim in the treatment of
opioid dependence is therefore to maximise treatment
retention, until a patient is ready to attempt abstinence,
thus potentially maximising long-term remission or
recovery. Paradoxically, patient satisfaction with their
OMT medications was found to be high in this analy-
sis, suggesting that dissatisfaction with treatment is
unlikely to be the driver for patients cycling between
treatment and relapse. Based on the variable rates of
prior OMT per country, a more likely explanation is
that entry into, or retention within, treatment is influ-
enced by the different ways in which medications are
used and the different treatment structures that apply
in each country.

5. Conclusions

Individuals who are trying to overcome or recov-
er from opioid dependence have a difficult journey,
often characterised by periods of relapse into illicit
drug use, risking significant harms to themselves and
to society. A key task for those involved in opioid-
dependence treatment, therefore, is to optimise opioid
treatment to reduce relapse and promote recovery.

Evidence suggests that the quality of patient
care can be improved in a number of ways, such as:
by ensuring patients and physicians discuss the range
of OMT options; by getting the appropriate balance
between control and patient freedom; by reducing the
likelihood of misuse and diversion; and by providing
appropriate psychosocial interventions in conjunc-
tion with pharmacotherapy to maximise recovery
outcomes.

This analysis illustrates great variation between
European countries in OMT and implies that coun-
tries participating in the EQUATOR analysis may
not have optimised certain aspects of treatment for
opioid dependence. A key step in improving patient
outcomes in opioid-dependence treatment is to iden-
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tify the impact that differences in treatment approach
have on quality of patient care.
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