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When will opioid agonist therapy become a
normal part of comprehensive health care?

Opioid agonist therapy should be normalised as a routine part of opioid dependence

treatment

ustralia faces a pharmaceutical opioid crisis.'
ARates of prescribing, morbidity and mortality

have dramatically increased since 1990."
Fifty-six percent of unintentional opioid deaths now
involve pharmaceutical opioids (as either sole drug
or polydrug overdose), compared with 45% of deaths
involving heroin and 23% involving methadone.”
Despite this, methadone carries considerable stigma
and misconceptions among clinicians and community
members.” The cost of private prescriptions, provider
unfamiliarity with the medication and clinician
reluctance to manage patients with illicit and
prescription opioid use disorder are common barriers
to opioid agonist therapy (OAT).?

Methadone and buprenorphine have important roles
in reducing opioid-related harm.* Historically, OAT
was prescribed for people who illicitly use opioids,
mostly heroin. Now, there is another at-risk population
— 26% of patients in general practice taking long term
pharmaceutical opioids are dependent.” OAT could
reduce opioid-related morbidity and mortality, and
improve quality of life in this group.4 Furthermore,
with increasing opioid prescribing restrictions and
sanctions in Australia, opioid-dependent patients who
are denied their prescriptions may instead seek illicit
opioids, as seen in Canada, resulting in higher deaths.’
Restricting opioids for public health concerns means
we must also ensure patients with opioid use disorder
have safe and easy access to OAT.”

Currently, OAT medications prescribed by specialists
or general practitioners require prescriber permits and
are not covered by the Pharmaceutical Benefits Scheme
in Australia. Patients arrange a dispensing schedule
with a local pharmacy to receive their medications, and
this is frequently associated with a weekly dispensing
fee. OAT medications are initially limited to daily
dispensing, and people must attend the pharmacy
each day to access their medication. Often prescribers
and pharmacists require patients to agree to a set

of rules and may require them to sign a contract for
treatment. Patients are typically reviewed by providers
at minimum 3-month intervals for comprehensive pain
assessments and/or addiction review, and suitability
for ongoing treatment. The processes involved in OAT
prescribing and dispensing commonly occur entirely
within a primary care setting.

GPs could therefore play a leading role in recognising
and treating opioid use disorder. About 50% of
pharmaceutical opioids are prescribed by GPs,

and one in five GP presentations relates to chronic
pain.” GPs already perform comprehensive pain and
psychosocial assessments, which include type of
opioids used, their quantity and frequency, episodes

of overdose, concurrent drug and alcohol use, current
and past treatments, availability of social supports,
and patient beliefs.* GPs could prescribe OAT as part
of their comprehensive patient-centred health services,
especially given difficulties accessing addiction
specialists.

However, jurisdiction-based restrictions and
regulations are barriers to OAT prescribing. The
lengthy approval processes, additional provider
training, and burden of regular updates serve as
administrative barriers. Furthermore, these restrictions
signal to potential prescribers that OAT is difficult,
dangerous and to be avoided. This system perpetuates
a professional fear that OAT is too risky to prescribe;
for example, there are concerns about medico-legal
consequences or patient harms, including mortality.
Yet there are similar numbers of deaths involving
non-OAT analgesic opioids as there are involving
methadone.” Moreover, buprenorphine is safer than
methadone and is therefore often the first line OAT.*
Reducing the administrative load and improving
provider awareness of different OAT options may allay
prescriber fears about OAT, particularly methadone.*
Nationalising regulations would also provide
consistency for OAT prescribing, and for prescribers
who currently undergo multiple accreditation
procedures to prescribe in different states and
territories.

The reality is that OAT is relatively simple to prescribe.
It is a protocol-driven regime involving pharmacist
and prescriber collaboration. Two priorities to

increase OAT prescribing are addressing physician
fears and reducing the administrative burden

without compromising the quality of patient care.
Similar efforts in France have proven very successful.
Since 1995, all registered doctors can prescribe
buprenorphine without additional licensing.” As a
result, one in four French physicians prescribes OAT,
and by 2006 more than 67% of people with opioid use
disorder were receiving methadone or buprenorphine.”
The successful French approach shows that the
burdensome training required in Australia is
unnecessary. Basic upskilling may sufficiently equip
Australian GPs and pharmacists to confidently follow
OAT protocols. This training could be delivered
through existing online continuing professional
development-accredited webinars, conference or
weekend workshops, and GP training.

Importantly, we need a professional attitude shift
towards OAT. Treatment of opioid use disorder

needs to be a common skill for GPs, analogous

to contraceptive implant insertion or asthma
management. In 2020, there were only 3422 registered
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opioid pharmacotherapy prescribers across Australia
(although prescribers from New South Wales,
Western Australia and South Australia were only
included if they were actively prescribing to at least
one patient on the reporting day), despite there
being over 125 000 medical practitioners nationally,
including 29 000 GPs.”" Registrars could learn about
OAT during specialty training, so that it becomes a
normal and expected part of professional practice.
Clinic-based academic detailing via Primary Health
Networks or NPS MedicineWise could encourage
multiple GPs within a practice to complete training,
thereby reducing feelings of isolation from being a
sole provider.” Collaborative approaches from the
Royal Australian College of General Practitioners
and Pharmaceutical Society of Australia may

help move OAT to become an expected norm of
community health. It is clear, however, that training
needs to focus on allaying prescribing fears rather
than operationalising straightforward prescribing
protocols.

The benefits of OAT are clear for patients with opioid
use disorder, with differing risk profiles between
buprenorphine and methadone. Despite this, there are
numerous regulatory and cultural barriers that limit
higher provision of this essential service in Australian
primary care.” International evidence has shown

OAT prescribing is well within the capability of GPs,
improves patient outcomes, and strengthens long
term patient care. Therefore, major efforts including
overhaul of the current administrative burden,
development of diverse approaches to upskilling and
changes in attitudes towards OAT need to be taken by
professional and representative organisations and the
GP community. We must accept OAT as the life-saving
treatment that it is.
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