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How to overcome hurdles in opiate substitution treatmentHow can we 

increase the uptake of opiate substitution treatment in general 

practice? 

A qualitative study with general practitioners in Belgium 

 

ABSTRACT 

Background: 

Opiate substitution treatment (OST) is the administration of opioids (methadone or 

buprenorphine) under medical supervision for opiate addiction. Several studies indicate a 

large unmet need for OST in general practice in the region of Antwerp in Belgium. A number 

of hurdles remain before GPs engage in OST prescribing. 

Objectives: 

To formulate recommendations to further increase the engagement of GPs uptake of to take 

on OST patients in their general practice, applicable to in Belgium and beyond. 

Methods: 

In 2009, Wwe performed exploratory qualitative research using focus group discussions and 

interviews with GPs. During data collection and analysis, we applied purposive sampling, 

open and axial coding. 

The script was composed around the advantages, disadvantages and conditions of engaging 

in OST in general practice.  

Results: 
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We conducted six focus groups and two interviews, with GPs experienced in prescribing OST 

(n=13), inexperienced GPs (n=13), and with physicians from specialized drug 

treatmentaddiction centres (n=5). 

Overall, GPs did not seem very willing to prescribe OST for opiate users. A lack of knowledge 

about OST and misbehaving patients creates anxiety and makes the GPs reluctant to learn 

more on the subject. The GPs refer to a lack of collaboration with the addiction centres and a 

need of support (from either addiction centres or experienced GP-colleagues for advise). 

Important conditions for OST are the uptake acceptance of only stable opiate users and 

more support in emergency situationsemergencies. 

Conclusion and recommendations:  

Increasing GPs’ knowledge about OST and improving collaboration with specialized drug 

treatmentaddiction centres are essential to the increase in uptake of OST in general practice. 

Special attention should could be paid to the role of more experienced colleagues who can 

act as advising physicians for inexperienced GPs. 

 

KEYWORDS: 

Public health;  and cCommunity medicine; Health care organisation;  and management; 

Qualitative designs and methods 

TAKE HOME MESSAGES: 

 There is a large unmet need for opiate substitution treatment (OST) in general 

practice 
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 The most important hurdles for GPs to engage in OST seem to be a lack of knowledge 

on OST and support from addiction centres and experiences colleagues in providing 

treatment 

 Improving referral, and follow-up with specialized drug treatmentaddiction centres 

and emergency care is essential if OST in general practice is to increase 

 Experienced physicians can act as advisors for inexperienced GPs wishing to engage 

in OST 

  



INTRODUCTION 

 

Opiate substitution treatment (OST) is the administration of opioids (methadone or 

buprenorphine) under medical supervision for opiate addiction  (addiction (1, 2). 

Recommendations from European studies say that more actors should be involved in taking 

on patient on OST, among others GPs ({Pelc, 2003 #115}3). Keen et al have shown that OST is 

feasible and effective within the primary care setting (34, 45). Although it is not the primary 

aim, OST in general practice has also resulted in an improvement of social, mental and 

physical health, a lower rate of criminal convictions and no increase in methadone casualties 

compared to before the start of the treatment (3, 5, 64, 6, 7). 

 

A national survey in England and Wales in 2001 showed that 51% of the responding GPs had 

seen at least one opiate user in the past four weeks, and half of those physicians prescribed 

OST for those patients (78). In Scotland, the number of GPs who prescribed OST decreased 

from 56% to 44% between 2000 and 2008 (8, 99, 10). A Swiss study in 2005 indicated that 

only 23.9% of GPs were willing to accept new patients for OST (101). From these results, we 

can assume that Bbarriers still  remainremain to exist in GPs to the increased the uptake 

ofaccept OST patients in their general practice. 

 

The European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) indicates that in 

Belgium 16,27517,482 drug opiate users were receiving OST in 20072013, 95% of whom 

were receiving methadone (112). It remains unclear how many of them currently seek 

treatment in general practices. 
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With 500,000 inhabitants, Antwerp is the second largest city in Belgium., after the Brussels 

Capital Region.  The waste water study shows that Antwerp has a significant large illegal 

drug scene when compared with other big cities in Europe (12, 1313, 14). In the past, the 

local government has expressed its concerns regarding the concentration of the drug scene 

in one area of the city, where the specialized drug treatmentaddiction centres were also 

situated (154). In 2009, one of the centres moved 2 miles3 kilometres away from the city 

centre (165). An alternative way to achieve a better spread of people who use drugs (PWUD) 

is to refer patients for methadone substitution treatment to a GP in their own 

neighbourhood (167). Although this may seem desirable from a policy point of view, it may 

have certain advantages and disadvantages for patients and GPs, as we will explore in this 

study.. 

 

Since December 2006, physicians in Belgium need to fulfil certain criteria when they 

prescribe OST to more than two patients. Firstly, they need to prescribe OST according to 

the scientific guidelines and attend regular training sessions on the subject. Secondly, the 

physician has to register with an approved illegal drug treatment centre or network, which in 

turn notifies the authorised medical commission whichcommission that monitors the 

prescribing habits of the GPs (178). 

 

Australia, Germany and Belgium Several countries have indicated a considerable unmet 

demand for OST (189-201, add Pelc). In BelgiumAntwerp (Belgium), the specialized drug 

treatmentsaddiction centres report low outflow of opiate users and a 35% increase in 

physician consultations for OST between 2009 and 2013 (16). Besides that, the average age 

of OST clients has increased from 39 to 41 years; 17% of OST clients are above the age of 50 
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and are mostly stable (156). This situation causes a strain on the client capacity in the 

specialized drug treatmentaddiction centres that can be relieved by making more referrals to 

local general practices. The aim of the current study was to explore ways to increase the 

uptake of OST in general practice in the region of Antwerp, Belgium. Comment [JS45]: In Belgium. 



METHODS 

 

Study design 

 

We performed an exploratory qualitative study using focus group discussions (FGD) and 

interviews with GPs in Antwerp in 2009. The Ethics Committee of the Antwerp University 

Hospital gave permission for this research project (B30020095443;02/02/09). All participants 

gave their verbal informed consent. 

 

Selection of study subjects 

We applied purposive sampling, i.e., interviewees were selected on the degree of 

involvement with methadone substitution. The sample was mixed by criteria of age, gender, 

type of practice (solo or group practice) and number of opiate patients in treatment. 

Homogeneity was striven for in the level of experience, i.e., FGDs were organised with GPs 

who had no previous experience in prescribing OST, and other FGDs with GPs who did 

(treated at least one patient on OST in the past year). 

 

We also decided to perform two additional semi-structured interviews with GPs who had 

considerable experience in OST prescribing but would rather not participate in a FGD. In 

addition, since several topics remained unexplored in the FGDs with the GPs, an additional 

FGD was set up with the physicians from the specialized drug treatmentaddiction centres.  

 

Data collection 
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The script was composed around the conditions for engagement in OST in general practice. 

An experienced interviewer (LS, female psychologist) moderated all FGDs and interviews. 

Two researchers (JF, female social worker and LP, female general practitioner) assisted and 

observed during the FGDs. 

 

Data-analysis 

All FGDs and interviews were audio recorded, transcribed ad verbatim and were kept 

anonymous. The data analysis was performed using principles of grounded theory, namely 

purposive sampling, iteration during the data collection, and analysis. The data collection 

was finished when enough data had been collected to give a full description of the explored 

themes, and therefore saturation was reached (221, 223). 

The data analysis was done by two researchers independently, using a procedure of open 

coding, followed by axial coding fitting the emerging codes into a coding scheme that 

conceptualized the data into an explanatory diagram (212-243). The software package NVivo 

9 (QSR International) assisted the researchers during data analysis. 

A language editing service checked the English language and the translations of the 

quotations were checked by at least two authors.  



RESULTS 

 

We conducted two FGDs with GPs experienced in prescribing OST (n= …13), three with 

inexperienced GPs (n=…13) and one with physicians from the specialized centres (five 

physicians from three different specialized treatmentaddiction centres). The mean age of 

the GPs was 46 years (see Table 1). Five physicians from three different specialized 

treatment centres participated in the FGD. Two individual interviews were conducted with 

two GPs who had experience in prescribing OST but preferred not to attend the FGDs. 

 

[Insert Table 1] 

 

In exploring the perceptions and experiences of GPs and physicians from the specialized 

addiction centrescentres, we gained insight into the barriers that are encountered when 

prescribing OST in general practice. The diagram in Figure 1 represents the underlying 

relationship between the different barriers, and possible routes to increasing uptake of OST 

in general practice. All aspects of the diagram are explained in the text and illustrated with 

quotes from the respondents in the interviews and FGDs. 

 

[Insert Figure 1] 

 

More Lack of collaboration and formal referrals 

All participants perceived a lack of collaboration and a communication problem between the 

specialized addiction centres and GPs. On the one hand, the addiction specialized centres 

expel patients who misbehave (and often lack stability in usage and treatment), and on the 
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other hand, stable opiate users often remain in the addiction specialized centres for 

substitution treatment.  

 

“There is no outflow, and that’s a big concern for us. The people get older with the 

centre. For us, it’s as if they stay with us, they’re on methadone, and we don’t see the 

need for them to get off it and they don’t want to either. But they could easily go to 

the GP for their methadone; it would be better for everyone and especially for them, 

but this doesn’t seem possible.” (FGD specialized centres) 

 

As a result, the physicians from the specialized centres unwillingly took on the role of GP for 

these stable patients with co-morbidities. The GPs and the physicians from the specialized 

addiction centres would prefer to have more collaboration to coordinate formal referrals to 

avoid this situation.  

 

“... That was not really the intention, was it? The problem is that for some of the 

patients we are primary health care providers. They come more and more for 

menopause, hypertension, INR follow up …” (FGD addiction specialized centres) 

 

 

AnxietyGPs feeling anxious 

The GPs felt anxious about treating patients with addictions. They felt they couldn’t could 

not manage these patients, because they often lie, misbehave or do not n’t attend 

appointments.  

 

“What am I taking on if I start something like this? I feel completely lost when dealing 

with addictions. I’m not trained for this, it’s not my thing, I can’t do it and the anxiety 
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is probably what puts me off even more, especially methadone which I think is one of 

the worst things…’ (GP without experience) 

 

The GPs felt anxious about prescribing OST because by doing this, they are subject to strict 

monitoring by a supervising commission.  

 

“Yes, because you really don’t want to prescribe narcotics. You might have to justify 

yourself to the Order of Physicians because you prescribed them so often. I think that 

that really is part of it.” (GP with experience) 

 

Some expressed a fear of being stigmatised as a ‘GP who prescribes methadone’.  

 

“My biggest fear is that my name will become known, and instead of having one 

patient, they’ll bring along three friends. And that they’ll sit there in the waiting room, 

between all the small children running around, and then the parents will get angry. It 

may be a worst case scenario but it doesn’t seem so unlikely to me.” (GP without 

experience) 

 

 

Lack of knowledge about OST  

GPs felt inadequately trained to treat opiate users. GPs needed specific expertise to be able 

to treat opiate users, which could only be obtained by treating more patients and/or in 

collaboration with an specializedaddiction centre. 

 

“Well, as I have already said; I think this should be done in a more organised setting. 

You have to be able to treat a lot of patients in order to build up some real expertise.” 

(GP without experience) 
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GPs were not sure how to start OST, how to do the follow-up and what dosage could be 

prescribed. They preferred to have more counselling from the specialized centres or more 

experienced colleagues to support them in prescribing OST.  

Although GPs expressed a lack of knowledge and training on the subject, they showed no 

willingness to participate in the information sessions offered by the specializedaddiction 

centres: 

 

“It  was much too specialized, it was meant for people who already know this world. It 

was a bridge too far for me. Well, it was simply not designed for GPs, but for health 

care workers in the field and GPs who are already involved in this area.”(GP without 

experience) 

 

A system was suggested whereby a small group of ‘advisory physicians’ receive training on 

the subject and then in turn give their colleagues advice. 

 

“In fact, a system similar to the ones for other conditions (such as end of life),  with 

advisory physicians  you can turn to when you need help. You could do that for 

addiction as well.  Come on, it must surely be possible for this condition.” (GP with 

experience) 

 

Preferably regular and stable patients 

Less experienced GPs mostly took on patients (or relatives of patients) who were already in 

their client database. Most of these patients were stabilised, working again and had a family 

life.  Most non-experienced GPs refused unknown new addicted patients.  
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“I knew M as 16 year-old boy. He came back a few years ago with a request for 

methadone. I tried to put him off… but in the endend, I did it anyway. A couple of 

years, or no, not so long after this,  his girlfriend came to see me and now I prescribe 

it for her as well.” (GP with experience) 

 

Need for emergency care 

GPs express criticism about the lack of collaboration in case of emergency. The 

specializedaddiction centres are only open during office hours and have no 24/7 

accessibility. During evening hours and weekends patients need to go to emergency 

departments and the out of hours GP service. If the patients need to be hospitalized, the 

situation can become dramatic, because often there is no room for drug addicts in the 

intensive care unit.  

 

“And let’s not to make it more difficult  for the patients, because the moment it goes 

wrong and they have to wait one or two weeks before they can be seen, I think that 

will make the problem much worse and they will start looking for drugs or taking 

heroin again” (Focus group specializedaddiction centres) 

 

This means that in some cases GPs do notn’t have any support when the patient is in crisis. 

The GPs suggest foreseeing a telephone number to call in case of emergency.  
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DISCUSSION 

 

Main findings 

When studying the experiences of opiate substitution treatment in general practice we 

encountered several barriers, some of which confirm previous research. There is a lack of 

communication and collaboration between the GPs and the addiction centres concerning the 

referrals or follow-up of OST for opiate users. The current engagement of GPs in OST doesn’t 

meet the large demand for referral expressed by the addiction centres; however, there 

would appear to be more potential for collaboration within the GPs than is now the case. 

GPs’ willingness to engage in OST is low in the current study. Previous research has pointed 

out that this willingness depends on the attitude, behaviour and the motivation of the 

patients towards the treatment (24, 25). The illegal nature of the substances and the specific 

characteristics of the patients who come for OST hold the GPs back. The lack of knowledge 

of GPs about OST creates anxiety and insecurity. , something that was also found in the UK 

(8, 25, 26). In addition, the security of the patients and staff and a shortage of hands-on 

guidelinessupport from the addiction centres negatively influenced the attitude of GPs 

towards OST., which also confirms previous research in the UK (8, 24, 26).   

The feeling of being alone and having no support in case of emergencies was a barrier that 

was not found as explicitly in previous studies and should be addressed on a local level.  

 

Limitations of the study 

Although the number of participants in our study may seem small, and the exact number of 

Belgian GPs who prescribe OST is unknown, we can assume that we reached almost all of the 

GPs who prescribe OST in the Antwerp region (based on snowball sampling). This resonates 
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with results from other countries where the number of GPs providing OST falls far below the 

demand (198). 

The current study was conducted in 2009, however, we believe this data still holds an 

important value for the illegal drug services. since Firstly, the outflow of opiate users from 

specialized drug treatmentaddiction centres to general practices remains low in Antwerp 

(165), compared to for example Australia and Switzerland where most of opiate users go to 

GP for treatment (11, 31) (Pelet 2005 and Longman 2012).  Secondly, Belgian regulations 

regarding OST remain unchanged up until now, so the hurdles and barriers experienced by 

GPs remain relevant. This is confirmed in a recent study from Ketterer et al where personal 

attitudes and motivation were the main hurdles for managing substance abusers (26) 

Therefore, we have to keep this topic on the agenda and use this study to further support 

the implementation of the recommended changes in Belgium. 

 

Interpretation of the study results 

Since 2002, physicians can legally prescribe opiate substitutes for the treatment of addiction 

in Belgium (178). From our study it appears that, Aalthough this regulation permits 

physicians to treat opiate users, the strict regulatory conditions seem to inhibit them from 

doing so. Additionally, the practical implications application of these conditions regulations 

are not always clearly stated. The GPs’ fear of facing possible prosecution keeps them from 

engaging in OST. Previous research has pointed out that the willingness of GPs to treat 

opiate users depends on the attitude, behaviour and the motivation of the patients towards 

the treatment (27, 28).  

Although the study was performed in a local context, our study seems to echo the findings of 

other European studies. Firstly, the anxiety in GPs as the main factor to withhold them from 
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accepting opiate users in their practice (9, 28, 29).  And secondly, the need for more support 

(hands-on guidelines and information) for treating these patients which also confirms 

previous research in the UK (9, 27, 29). (19, 25). Clarification of the practical implications of 

the regulatory conditions is needed to increase the willingness of GPs to engage in OST. 

Previous research has pointed out that the willingness of GPs to treat opiate users depends 

on the attitude, behaviour and the motivation of the patients towards the treatment (27, 

28). 

 

Although international guidelines exist on substitution treatment for opiate users 

(pharmacological and medical management of OST), it remains difficult to assess the right 

treatment for every individual patient (27, 2830, 31). The availability of hands-on guidelines 

for methadone substitution with clear targets could help doctors prescribe OST in general 

practice.  

The biggest barrier is perhaps the growing pressure on the declining workforce of GPs in 

Belgium, which leaves little room for taking on additional tasks such as OST (2329). 

 

Implications for policy  

The anxiety in GPs for dealing with these type of patients creates a reluctance to learn more 

about OST traininglack of knowledge and experience seems to be the most important barrier 

to GPs engaging in OST, creating anxiety and uncertainty. Longman et al. has also observed a 

high amount of GPs declining to attend training on OST prescribing and therefore call for 

action to address the barriers GPs face Similar observations were made in previous studies 

outside Belgium (10,3025). Several Previous studies have made some suggestions for 

overcomingto overcome  this issuethe reluctance in GPs to attend training are can be 
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derived from these studies: discussion groups on practical cases, community based nurse 

prescribing and multidisciplinary collaboration (10, 31, 3211, 26, 33). From our results rose 
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CONCLUSION 

In conclusion, there seems to be a lack of communication and collaboration between the 

GPs and the specialized drug treatment centres concerning the referrals or follow-up of OST 

for opiate users. An open dialogue seems to be a possible first step towards overcoming 

these barriers. The current engagement of GPs in OST doesn’t meet the large demand for 

referral expressed by the specialized drug treatment centres; however, there would appear 

to be more potential for collaboration within the group of GPs than is now the case. 

Overcoming anxiety in GPs to treat opiate users, Iincreasing the knowledge of OST in GPs 

and improving the collaboration between GPs and specialized drug treatmentaddiction 

centres seem to be the most important challenges to be addressed in order to increase 

uptake acceptance of OST in general practice. 
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TABLES 

 

Table 1: Characteristics of the GPs and physicians from the specialized drug 
treatmentaddiction centres in the focus group discussions and interviews  
Characteristics GPs with 

experience in 

prescribing OST 

(n) 

GPs without 

experience in 

prescribing OST 

(n) 

Physicians from 

specialized drug 

treatmentaddict

ion centres 

Gender      

 Male 8 4 1 

 Female  5 9 4 

Age     

 < 40 1 6 2 

 ≥ 40 12 7 3 

Type of general practice    

 Single handed 6 3  

 Group practice 5 10  

 Other setting* 2 0  

Involvement in OST the past 5 years (number of patients)  

 < 5 8  0 

 5-50 2  0 

 >50 3  5 

* Other settings where the GP’s were based was: asylum seekers centre and a community 
health centre  
 

 


