




children including school attendance, physical or dental health
checks), and safe storage of medication. Discuss safeguarding
referral according to identified needs.17

• What jobs, training, and education have you done since
school?
• How are you managing for money? Ask about employment,
benefits, and debt.
• Are you at risk of harm from anyone? This might include
physical, emotional, or sexual abuse by a family member or
intimate partner. Consider use of screening tools, such as
HARK.24 25

Routine physical assessment and tests
Observe the person for evidence of opioid use, which might
include intoxication and withdrawal symptoms (for example,
hot or cold sweats, abdominal cramps).26 Examine injecting
sites. Undertake urine or saliva tests for opioids and other
substances (according to local protocols) to confirm the presence
or absence of drugs before initiating opioid agonist treatment.
Offer testing for hepatitis A, B, C, and HIV (pre-testing is not
a barrier to immunisation for hepatitis A and B). Further physical
assessment may be undertaken based on clinical judgment.

Phase 2: agreeing a treatment plan
The aim of care is to integrate pharmacological and psychosocial
treatments to

•build the person’s resilience, health, and wellbeing
• stabilise their environment and
• reduce the risk of relapse to illicit opioid use.27

Identify the person’s goals, describe the treatments available,
address concerns and expectations, and give them time to
consider treatment options. Consider the person’s motivation
to change. You may wish to apply a transtheoretical model of
behaviour change (box 3).29 The “action” stage in this model,
which includes engagement with a treatment plan (and
re-engagement if relapse occurs), is key to effective care, as
patient outcomes improve with length of time in treatment.30

Box 3: Stages of change—the transtheoretical model of
behaviour change (adapted)28

1.Precontemplation—has no intention to change behaviour, even when
knowing that they have a problem (and thinks others are exaggerating
their problem)

2.Contemplation—is more consciously aware of the problem (pros and
cons) and develops intentions to change over a period of time

3.Preparation—expresses intention and shows preparation to act, usually
over the next month or more

4.Action—Engages in a treatment plan and psychosocial support
5.Maintenance—continues with health behaviour change over the next

few years22

Drug treatment
Treatment pathways include opioid agonist treatment, opioid
assisted withdrawal treatment, and opioid antagonist
maintenance. Opioid agonist treatment is considered first line
treatment globally. If taking this approach, the prescriber should
ascertain the patient’s responses to previous medication, the
level of physical dependence, opioid tolerance, and their
personal preference.31-33

Opioid agonist treatment
Calculation and titration of opioid agonist treatment dosage is
subject to local protocols, with the aim of assisting the person
to stop the use of illicit opioids and safely initiate opioid agonist
treatment. Using an adequate and responsive replacement dosage
regimen substantially improves outcomes, facilitates recovery,
and reduces risk of overdose.34 Conversely, starting at too low
a replacement dose reinforces withdrawal challenges and
fatalism.35 Drug treatment services usually monitor supervised
opioid agonist treatment and pharmacies dispense the drug.36

A systematic review reported a substantial reduction in the risk
for all cause and overdose mortality in people dependent on
opioids who were undergoing opioid agonist treatments. 37

Pooled all cause mortality rates were 11.3 and 36.1 per 1000
person years in and out of methadone treatment (unadjusted
out-to-in ratio 3.20, 95% confidence interval 2.65 to 3.86), and
were reduced to 4.3 and 9.5 in buprenorphine treatment (2.20,
1.34 to 3.61).37 Retention in opioid agonist treatment is the
strongest predictor of positive bio-psychosocial outcomes, with
buprenorphine treatment being associated with lower mortality
rates than methadone treatment.30

Methadone, a long acting mu-receptor agonist, usually blocks
opioid withdrawal for 24 hours, removing the drive to use drugs.
An adequate daily dose increases tolerance, making illicit opioid
use less reinforcing. Induction involves careful titration with
intensive, frequent monitoring to minimise risk of overdose.
Once the dose of oral methadone is stabilised within a
therapeutic range, the prescriber maintains or gradually reduces
the dosage according to the patient’s goal. As methadone has
no ceiling effect, it can lead to overdoses when it is used at doses
above a patient’s tolerance or when it is combined with other
central nervous system depressants (for example, alcohol,
benzodiazepines, or other opioids). Perform an
electrocardiogram if prescribing >100 mg oral methadone, if
the patient’s history suggests arrhythmia, or there is a family
history of prolonged QT interval.34

Sublingual buprenorphine is a partial mu-receptor agonist
that partially blocks the action of opioid agonists (for example,
heroin) and so discourages illicit opioid use. Buprenorphine is
titrated to a therapeutic dose and may be prescribed for short or
long term opioid agonist treatment. To minimise the risk of
diversion to injection use, buprenorphine can be prescribed in
a formulation that includes naloxone (“suboxone”), a short
acting opioid antagonist that has poor bioavailability when
sublingually administered, but blocks buprenorphine effects if
injected.12 35 Buprenorphine has lower lethality than methadone
but can still be lethal when combined with other central nervous
system depressant substances.38 Methadone has been available
for opioid agonist treatment much longer than buprenorphine
or suboxone and has the most comprehensive evidence of
efficacy. Flexible dose opioid agonist treatment with methadone
leads to greater retention in treatment than does sublingual
buprenorphine.39

Opioid assisted withdrawal treatment
Withdrawal treatment may be offered if the patient’s goal is
abstinence from opioids. This regimen involves initial opioid
agonist treatment and gradual reduction, followed by an
outpatient or inpatient withdrawal programme according to local
protocols and tailored to individual circumstances. Lofexidine,
an α2a-adrenergic receptor agonist, may be used to suppress
withdrawal symptoms in a patient making a clinically supported,
informed decision not to use opioid agonist treatment for
withdrawal or with mild dependence.40
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Opioid antagonist maintenance (naltrexone)
Naltrexone is an opioid antagonist that blocks or reverses the
action of opioid agonists and so discourages illicit opioid use.
Immediate release naltrexone is cost effective but patients report
poor adherence compared with the extended release
formulation.41

Phase 3: support for behaviour change
Psychosocial interventions are widely used to support a change
in drug related behaviours, although uptake and availability
vary with treatment setting.12 42 There are two categories of
intervention intensity: “standard” and “enhanced” care. Both
care pathways utilise a multiagency, multidisciplinary
approach.42

In standard care, interventions offered by a keyworker include
motivational interviewing and brief interventions, relapse
prevention, goal setting, problem solving, and recovery planning.
Motivational interviewing is an approach to support behaviour
change in productive, person centred consultations.43 “Relapse
prevention strategies” aim to help the patient identify, avoid,
and manage triggers to drug use and build resilience.
“Contingency management” is a controversial but effective
intervention whereby rewards, such as vouchers, are provided
for positive behaviour change.44-46

Enhanced care should be offered if there is poor response to
standard care or for patients with more complex needs. A
residential rehabilitation programme involves living within a
therapeutic community over several months and typically
includes high intensity cognitive behavioural therapy and 12
step approaches. Psychiatric comorbidities in opioid dependent
patients far exceed those in the general population, influence
outcomes, and should be treated according to guidelines.47 48

Patients with dual diagnoses should be offered integrated mental
illness and substance abuse treatments, long term follow-up,
and tailored psychosocial interventions.49 50

Harm reduction
Many patients continue to use intravenous drugs, and progress
may be slow. The aim is to support change to healthier
behaviours—for example, safer use (inhaled use, avoiding
solitary intravenous use, correct disposal of drug use equipment)
and safer sexual health practices. Education, convenient access
to sterile drug paraphernalia, and free condoms can reduce the
risk of sepsis, transmission of bloodborne virus, and venous
thromboembolism. Offer immunisation for hepatitis A and B.30 51

Emergency care for opioid overdose
Offer all patients naloxone “take home” treatment kits and offer
carers training in first response and administration.50-52 Those
at highest risk are younger, male, older with physical/mental
health comorbidities, users of intravenous drugs, or those
recently discharged from prison.53 54 When an overdose is
suspected, administer naloxone (provided in two-dose injection
kits) and repeat as necessary while awaiting emergency services.
The patient should be monitored in an urgent care facility for a
minimum of four hours.52 55 Consider other causes of collapse,
such as overdose with other drugs, benzodiazepines, alcohol,
and medical conditions such as seizure, sepsis, and head trauma.

Phase 4: early recovery
The key principle of early recovery (achievement of better
mental, physical, and social wellbeing, including abstinence

from the illicit drug) is to promote stability by addressing health
and social needs, recognising that the social determinants and
bio-psychosocial outcomes of opioid dependence are
interdependent.11 12 Stability is enhanced by adherence to opioid
agonist treatment, regular contact with a keyworker, and
addressing other needs, such as healthcare, housing, and
safeguarding of children.12 17 Aftercare programmes include
mutual aid groups, education, training, and employment support
to enhance self-esteem and self-efficacy. Independent support
networks include “SMART” groups and “Narcotics
Anonymous,” which offer peer support and build social capital
to sustain recovery.12

Education into practice
• How might using the chronic condition model of care for patients who

use illicit opioids affect how you consult?
• How might you increase patient, carer, and community level uptake of

education and training in the management of overdose, including how
to administer naloxone?

How patients were involved in the creation of this article
Neil Dolan has lived experience of enhanced care for opioid use and works
in drug and alcohol services in primary care.

Sources and selection criteria
We reviewed national and international English language clinical management
guidelines from the World Health Organization, the UK, the European Union,
Canada, and the US . In addition, we used the Cochrane database to identify
relevant systematic reviews, undertook a PubMed search for relevant
systematic reviews, and hand searched the guideline references for original
research relevant to the clinical management approach to illicit opioid use.

Areas for future research
Would novel research methodologies (for example, use of incentives or
experience based co-design) optimise recruitment and address high
attrition rates in intervention and cohort studies?
Which interventions improve outcomes of healthcare for physical-mental
multimorbidity in the illicit opioid user and where should these interventions
be provided?
Are diversified opioid agonist treatment regimens (such as slow or
immediate release oral diacetylmorphine, inhaled opioid agonist treatment,
or supervised injected heroin assisted treatment) cost effective and
generalisable interventions?

Online resources for patients who use illicit opioids and/or other
substances

Alcohol and drug misuse prevention and treatment guidance. www.gov.
uk
WHO—Treatment of opioid dependence. www.who.int
Get help with problematic substance use. www.canada.ca
Addiction and dependency. www.mind.org.uk
Substance abuse and addiction—the essentials. www.militaryonesource.
mil
Choice of OAT: https://www.choiceandmedication.org/sabp/generate/
handyfactsheetmethadonevsbuprenorphine.pdf
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Continuing medical education resources for healthcare
professionals

Principles of drug addiction treatment: a research based guide (third
edition). www.drugabuse.gov/publications/principles-drug-addiction-
treatment-research-based-guide-third-edition/resources
American Society of Addiction Medicine—resource links. www.asam.org/
resources/public-resources/resource-links
Opioid dependence. www.cks.nice.org.uk/opioid-dependence
Standards and guidelines for practices. www.emcdda.europa.eu/best-
practice/standards/treatment
Guidelines for the psychosocially assisted pharmacological treatment of
opioid dependence. www.who.int/substance_abuse/publications/opioid_
dependence_guidelines.pdf
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Figure

Fig 1 A four phase approach to assessment and management
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