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Abstract 

Background: People who use illicit opioids are more likely to be admitted to hospital than people of the same age in 
the general population. Many admissions end in discharge against medical advice, which is associated with readmis-
sion and all-cause mortality. Opioid withdrawal contributes to premature discharge. We sought to understand the 
barriers to timely provision of opioid substitution therapy (OST), which helps to prevent opioid withdrawal, in acute 
hospitals in England.

Methods: We requested policies on substance dependence management from 135 National Health Service trusts, 
which manage acute hospitals in England, and conducted a document content analysis. Additionally, we reviewed 
an Omitted and Delayed Medicines Tool (ODMT), one resource used to inform critical medicine categorisation in 
England. We worked closely with people with lived experience of OST and/or illicit opioid use, informed by principles 
of community-based participatory research.

Results: Eighty-six (64%) trusts provided 101 relevant policies. An additional 44 (33%) responded but could not 
provide relevant policies, and five (4%) did not send a definitive response. Policies illustrate procedural barriers to OST 
provision, including inconsistent application of national guidelines across trusts. Continuing community OST prescrip-
tions for people admitted in the evening, night-time, or weekend was often precluded by requirements to confirm 
doses with organisations that were closed during these hours. 42/101 trusts (42%) required or recommended a urine 
drug test positive for OST medications or opioids prior to OST prescription. The language used in many policies was 
stigmatising and characterised people who use drugs as untrustworthy. OST was not specifically mentioned in the 
reviewed ODMT, with ‘drugs used in substance dependence’ collectively categorised as posing low risk if delayed and 
moderate risk if omitted.
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Background
The United Kingdom (UK) has the largest reported 
population of people who use non-prescribed opioids in 
Europe. Latest available English surveillance data report 
over 250,000 people using heroin or other illicit opi-
oids in 2016/17 [1], with 140,294 in treatment for opioid 
dependence in 2020/21 [2]. The rate of hospital admis-
sion in this population is several times greater than peo-
ple of the same age in the general population [3], with 
most admissions relating to long-term health conditions, 
injuries and bacterial infections [3–7]. Delays to seeking 
treatment are common, most admissions are unplanned 
[4, 8, 9], and many result in discharge against medi-
cal advice [10–15]. Patients who leave hospital prema-
turely are more likely to be readmitted and have higher 
all-cause mortality [11–14]. Hospital discharge is a par-
ticularly risky time for people who use heroin as they 
may leave hospital in an unfamiliar neighbourhood and 
use drugs in public places, often while unwell and with 
reduced opioid tolerance, which are all risk factors for 
overdose. A recent study in England demonstrated one 
in fourteen fatal opioid overdoses happen shortly after 
hospital discharge and the risk in this period is four times 
higher than usual [16].

Qualitative research with people who inject drugs in 
London, UK, has found that fear of opioid withdrawal is a 
primary barrier to timely hospital presentation and com-
pletion of inpatient care for injecting-related infections 
[9]. This is corroborated by other studies demonstrating 
that opioid withdrawal in hospital can cause severe dis-
tress, with patients often self-discharging to collect com-
munity opioid prescriptions or use illicit opioids [17, 18]. 
Other factors contributing to late presentation and dis-
charge against medical advice include inadequate pain 
management, competing priorities precluding hospital 
attendance and treatment completion, and stigmatising 
attitudes toward people who use illicit drugs among hos-
pital staff [9, 17–20].

In the UK, opioid substitution therapy (OST)—the 
prescription of methadone or buprenorphine—is rec-
ommended for opioid dependence [21]. This is well evi-
denced to reduce drug-related health harms including 

HIV [22], hepatitis C [23], and mortality [24]. Continu-
ity of OST provision between community and inpatient 
settings is crucial to prevent opioid withdrawal, reduce 
discharge against medical advice and facilitate effec-
tive treatment of presenting medical issues [10, 25, 26]. 
National guidance recommends the development of local 
pathways to ensure the prompt prescription of OST in 
hospital [27]. Access may, however, be limited by con-
cerns about the safety of OST, particularly in combina-
tion with illicit drugs and other medications when the 
patient’s tolerance may be unknown [27]. Hospitals 
are directed to identify a list of critical medicines,  for 
which administration should not be omitted or delayed. 
Until recently, this categorisation has been supported 
by the  2010  Specialist Pharmacy Service  Omitted and 
Delayed Medicines Tool (ODMT)  [28]. The ODMT cat-
egorised risk depending on the potential consequences 
for patients not receiving medications. We sought to 
understand if and how hospital policies contributed to 
OST delay by first, assessing OST categorisation in the 
few publicly available hospital critical medicines lists and 
in the 2010 ODMT, and second, requesting and review-
ing policies on substance dependence management 
from hospital trusts, the organisational unit of England’s 
National Health Service (NHS). An initial outcome of 
this work was to inform the reclassification of drugs for 
substance dependence management in the ODMT. This 
collaborative process with the Specialist Pharmacy Ser-
vice contributed towards a more comprehensive review 
of the ODMT in 2020 and its subsequent discontinuation 
to make way for a more holistic, patient-centred and con-
text-specific framework.

Methods
Approach
Our approach was informed by principles of commu-
nity-based participatory research, emphasising equitable 
collaboration between academics and community part-
ners to integrate knowledge and action to reduce health 
disparities [29]. Research was conducted by a multidis-
ciplinary team of academics in collaboration with the 
drug policy charity Release, clinicians, people with lived 

Conclusions: Many hospitals in England have policies that likely prevent timely and effective OST. This was under-
pinned by the ‘low-risk’ categorisation of OST delay in the ODMT. Delays to continuity of OST between community 
and hospital settings may contribute to inpatient opioid withdrawal and increase the risk of discharge against medi-
cal advice. Acute hospitals in England require standardised best practice policies that account for the needs of this 
patient group.
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experience of opioid dependence, medication safety offic-
ers, pharmacists and public health policy makers. It was 
conducted in response to findings from the ‘Care and 
Prevent’ study, which aimed to improve care for skin and 
soft tissue infections among people who inject drugs in 
the UK [4, 9, 30–36]. We undertook a document analy-
sis [37] of hospital policies, utilising principles of content 
analysis [38] and reported the study with reference to the 
Standards for Reporting Qualitative Research [39].

Sampling
We identified trusts in England from the NHS website 
[40]. Trusts were included if they acutely admit patients 
to treat physical health problems. We excluded ambu-
lance, children’s, community and mental health trusts, 
and tertiary centres offering only planned admissions. 
Whether inclusion and exclusion criteria were met was 
discerned from publicly available information describing 
services provided and/or responses to our requests.

Data collection
We contacted trusts between October 2019 and January 
2020 requesting local policies pertaining to substance 
dependence management, under the terms of the Free-
dom of Information Act 2000 [41]. In 2021 (April to July), 
we sent follow-up requests to trusts who had not pro-
vided relevant policies, asking for policies which were in 
place in January 2020 to allow comparability with trusts 
who replied to the earlier request. The lengthy period 
between the two data collection points was informed by 
sensitivities to trust workloads during the COVID-19 
pandemic. We received policies with different focuses, 
including substance dependence management; pain and 
peri-operative management for people who use drugs; 
and drug use in pregnancy. We included any policies that 
were in use in January 2020 containing practical guidance 
on the management of opioid withdrawal and/or OST 
provision.

Analysis
Document analysis [37] of hospital policies took place 
in three stages. First, we identified key areas of interest 
using policies obtained from the first request in close col-
laboration with people with lived experience of opioid 
dependency (see PPI section below). Second, we devel-
oped a preliminary data extraction tool to collate guid-
ance from these policies related to key areas of interest to 
gain familiarity with the data. Third, we revised the data 
extraction tool to undertake a content analysis [38] of 
the final sample of policies. We categorised policy char-
acteristics and content under twelve headings, each with 
2–16 sub-headings. Headings included OST continua-
tion, OST initiation, drug testing, discharge planning and 

communications with community drug services. Sub-
headings referred to specific elements of guidance related 
to the headings, for example, under OST continuation: 
recommendations on confirming community OST pre-
scriptions and advice if this could not be confirmed out 
of hours. ‘Other’ sub-headings were included to capture 
extraneous information. Guidance from the policies were 
categorised by AH, MBrad and IG who regularly com-
municated to discuss approach. We extracted verbatim 
quotes (for example, to illustrate typical language). Ana-
lytic memos were recorded and discussed between AH, 
MH and JS. Summary statistics were produced demon-
strating category prevalence. We present results under 
five headings, chosen to highlight policy discrepancies 
and barriers to timely OST.

Patient and public involvement
Our community-based participatory approach predicates 
community involvement, including people who have 
received OST and/or used illicit opioids. Three work-
shops were held in 2019 with 26 people who use drugs in 
London to discuss Care and Prevent study findings, with 
a focus on understanding barriers to hospital care. Par-
ticipants emphasised OST delay as a key factor. Release, 
staffed by people with legal, medical, and lived drug use 
expertise, initially led the policy request. Release staff, 
including those with lived experience of opioid use, 
reviewed a subset of policies  and reported key themes 
at a meeting attended by drug treatment service provid-
ers, clinicians, public health policy advisors, pharmacists, 
and people with lived experience of OST and/or opi-
oid dependency from throughout the UK. Participants 
reached a consensus view that current hospital policies 
were suboptimal and contributed to risk. Informed by 
this community consultation, we presented the case for a 
review of the ODMT to the Specialist Pharmacy Service 
and, in collaboration with Release, conducted the formal 
document analysis presented here.

Results
OST risk categorisation
Our exploratory assessment of hospital critical medicine 
lists illustrated inconsistencies in OST classification. Of 
the five available through a public website search, one did 
not include any medicines for substance dependence or 
analgesic opioids, one included analgesic opioids only, 
two specifically included methadone and buprenorphine 
and one listed ‘drugs for opioid dependence’ as critical 
in regard to omission but not delay. To understand this 
inconsistency, we reviewed the ODMT which, at that 
time, informed local critical medicines lists. Medications 
were deemed critical if classed as high risk (red) for either 
delay (‘dose not given at the time prescribed’ OR ‘dose 



Page 4 of 11Harris et al. BMC Medicine          (2022) 20:151 

not given within 2 h of the time prescribed’) or omis-
sion (‘not administered by the time of the next scheduled 
dose’). Only drugs for alcohol or opioid dependence were 
considered under ‘Drugs used in substance dependence’. 
Unlike analgesics for ‘severe chronic pain and break-
through pain’ (Fig.  1) drugs for substance dependence 
were categorised as low risk if delayed and medium risk 
if omitted (Fig. 2).

Trust responses and policy characteristics
We identified 224 NHS trusts in England in January 2020, 
of which 135 met our inclusion criteria. Of these 135 
trusts, 86 (64%) provided one or more relevant policies 
(including duplicates from two pairs of trusts with joint 
policies), 44 (33%) responded without a relevant policy 
and five (4%) did not send a definitive response, includ-
ing to follow-up requests (Fig. 3). Seven trusts stated they 
used policies provided by local mental health trusts, but 
these were not provided.

Our analysis includes 101 polices from 86 trusts. Of 
the 86 included trusts, 35 (14%) only provided policies 
related to pain, peri-operative management or substance 
use in pregnancy (with sections on withdrawal) and five 
(6%) only provided general medicine policies with sub-
sections on OST.

In most cases, authors of policies were listed, usually 
including a pharmacist and sometimes clinicians from 
community or liaison drug treatment services, anaes-
thetists, acute and emergency medicine physicians, psy-
chiatrists, and midwives. Of the 101 relevant policies, 32 
(32%) stated community drug treatment services were 
consulted in their development. None indicated patient 
consultation. Twenty-seven (28%) policies were overdue 
review, and 14 (14%) did not include enough information 
to ascertain whether this was the case.

Policy review findings
Below, we present findings under five headings. The first 
three are processes including barriers to timely OST. The 
latter two highlight general procedural barriers to OST 
prescription and issues of policy comprehensiveness, 
clarity, and tone. We forefront sections with relevant 
national guidance to contextualise findings.

Continuation of community prescriptions
UK Guidelines on Clinical Management for Drug Mis-
use and Dependence specify when people on community 
OST are admitted to hospital, OST prescription infor-
mation is required as ‘a matter of high priority’. Prior to 
prescribing, an assessment is required: ‘where possible 
ascertaining independently when the last prescribed dose 

Fig. 1 The categorisation of analgesics, including opioid analgesics, in the 2010 Omitted and Delayed Medicines Tool, produced by the Specialist 
Pharmacy Service to inform the NHS critical medicine categorisation. Here, opioid analgesics for severe chronic pain and breakthrough pain are 
categorised as ‘high risk’ if delayed or omitted

Fig. 2 The categorisation of drugs used in substance dependence in the 2010 Omitted and Delayed Medicines Tool. This comprises one category, 
combining drugs used for alcohol or opioid dependence. Unlike opioid analgesics for severe pain (Fig. 1), drugs used for opioid dependence are 
here classed as low risk if delayed and medium risk if omitted.



Page 5 of 11Harris et al. BMC Medicine          (2022) 20:151  

of OST was dispensed and, if possible, when it was con-
sumed’ [27].

All policies reviewed stressed the need to indepen-
dently confirm patients’ doses of community OST prior 
to prescribing. The means of verification was not always 
specified, but usually included contacting the prescriber 
(drug treatment service or general practitioner) and/
or the dispenser (community pharmacist), with some 
policies requiring confirmation of when doses were last 
collected and if consumption was supervised. Of the 86 
trusts, 18 (21%) provided alternative verification options 
such as contacting key workers or drug liaison services, 
online databases, previous hospital notes, drug charts or 
discharge summaries. Three trusts required written con-
firmation of doses from the prescriber or dispenser. Only 
one policy included an option of patient verification, 
while some explicitly stated that patients are not a trust-
worthy source for dose confirmation.

Verifying OST doses was often restricted to pharmacy 
or community drug treatment opening hours. Of the 86 
trusts, 17 (20%) provided no guidance for cases when 
verification was not possible, and six (7%) explicitly 
stated that no OST should be prescribed in these circum-
stances. Regardless of whether community prescriptions 
were confirmed, some policies advised gradually increas-
ing (titrating) doses ‘when in doubt’ or stated a lower ini-
tial dose was ‘still reasonable’. Thirty-three (38%) trusts 
recommended re-titration if a certain period of time had 
elapsed since the previous dose (normally 72 h, with a 
range of 48–120), often with the same regimens used for 
OST-naïve patients, and six recommended re-titration if 

consumption in the community was not supervised or if 
recent doses had been missed. Most guidance pertained 
to methadone, with only 37 (43%) trusts providing guid-
ance on continuation of buprenorphine prescriptions. 
Notably, buprenorphine was not mentioned at all by 19 
(22%) trusts.

New or unconfirmed prescriptions
National guidance discusses OST initiation in hospital 
with the proviso that ‘for patients not on OST, or where 
there is uncertainty about recent compliance, it is appro-
priate to exercise particular care’ [27]. This entails pre-
scribing methadone in small divided doses, and titrating 
against opioid withdrawal symptoms, with an initial dose 
of no more than 10mg four times a day. The reviewed 
policies provided inconsistent guidance on how to man-
age withdrawal for patients who were OST-naïve or 
whose community prescription could not be confirmed.

Of the 86 trusts, 67 (78%) described a regimen for OST 
initiation in hospital. Others suggested this was possible 
but included no practical information on how to do so, 
sometimes advising referral to a specific hospital team or 
community drug service. Some did not mention that OST 
initiation was an option, and five (6%) prohibited it. Some 
trusts advised that non-opioid medications, such as anti-
emetics, should be prescribed in lieu of or before OST 
for symptomatic relief and a few advised treating opioid 
withdrawal with oral morphine, codeine phosphate, or 
dihydrocodeine instead of methadone or buprenorphine.

Methadone regimens recommended for new or uncon-
firmed prescriptions included regular small (statim) 

Fig. 3 NHS trust policy inclusion flowchart
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doses, as required (pro re nata) regimes or various induc-
tion regimens to titrate to a regular dose. Twelve (14%) 
trusts stated no more than 30mg of methadone should 
be administered on day one (less than national guid-
ance), and two stated no more than 20mg. Some poli-
cies did not allow for methadone doses to subsequently 
increase, and others limited dose increments to 5–10mg 
over 72 h. Only 23 (27%) trusts provided the option of 
initiating buprenorphine. Guidance for buprenorphine 
titration was not always provided; where stated, this was 
inconsistent between trusts, with some requiring special-
ist team input, which was not required for methadone 
initiation.

Fifty-five (64%) trusts required clinical symptoms 
of opioid withdrawal such as tachycardia, sweating or 
tremor before OST could be initiated, with some requir-
ing specific scores on the Clinical Opiate Withdrawal 
Scale. Only five (6%) policies stated OST could be ini-
tiated for subjective symptoms, and most policies did 
not mention the psychological impact of withdrawal, 
which patients might face before clinical symptoms 
are observed. Many policies stated that patients do not 
develop withdrawal symptoms from methadone for 24 h 
and advised against prescribing any OST unless patients 
were admitted, sometimes for at least 24 and in one case, 
48 h.

Discharge
Hospital discharge can interrupt OST if community ser-
vices are not notified in advance. This is a particular risk 
if patients are discharged late on Friday or during the 
weekend. National guidelines highlight admission to hos-
pital as an opportunity to engage people with community 
drug treatment services, emphasising the need to ensure 
that community prescriptions are restarted and prescrip-
tions commenced in hospital are continued on discharge 
[27]. Despite this, 11 (13%) trusts did not include infor-
mation on restarting community prescriptions post-dis-
charge, and 26 (27%) of the 78 trusts that indicated OST 
could be initiated in hospital did not include information 
on facilitating continuation of new OST prescriptions on 
discharge. One policy explicitly stated hospital clinicians 
should not arrange continuation of new prescriptions 
requiring patients to self-refer to community services.

Fifty-seven (66%) trusts advised the hospital pharmacy 
could provide OST doses for a patient to take away in 
some circumstances. This often needed to be agreed with 
community drug services, which may not be possible if 
discharge occurred out of service hours. The remaining 
29 (34%) trusts either did not mention providing OST to 
take away or explicitly stated it should not be. Most poli-
cies recommended community drug treatment services 
should be notified when their clients, or other patients 

with drug dependency were admitted to hospital and dis-
charged; however, this was not always the case and advice 
was not always prescriptive.

Procedural barriers
Procedural barriers included drug test requirements and 
specifications for particular staff, combinations of staff or 
specialist teams to assess patients, confirm community 
doses and/or write OST prescriptions. Thirty-two (37%) 
trusts had policies referring to drug liaison teams in their 
hospitals. While liaison teams offer many benefits, these 
were potentially undermined by protocols requiring their 
presence for OST prescription and withdrawal manage-
ment, posing barriers if teams were poorly resourced or 
operated in limited hours.

Urine drug testing is mentioned in national guidance 
as one form of verification prior to continuation of com-
munity OST prescriptions in hospital [27]. This is how-
ever, provided as an option rather than mandatory. Of 
the 86 trusts, 62 (72%) recommended drug tests for opi-
oid dependent patients, at least in some situations. These 
references mainly referred to urine drug screens (UDS) 
and in some cases oral swabs. Some trusts required a 
laboratory test result positive for opioid substitution 
medications or opioids before OST could be prescribed 
rather than a point-of-care test. Of the 86 trusts, 14 
(16%) required a positive UDS prior to OST prescription, 
regardless of whether a community prescription was con-
firmed; 13 (15%) required a positive test for unconfirmed 
or new prescriptions; and 15 (17%) suggested it was 
preferable to have a positive test prior to prescription. 
Of the 42 trusts which required or recommended posi-
tive UDS prior to OST prescription, only 10 (24%) stated 
point of care tests were potentially available and 19 (45%) 
required laboratory testing. In some cases, policies high-
lighted local laboratories could not process UDS out of 
office hours, so samples needed to be couriered to other 
hospitals. One trust, which required a positive UDS prior 
to initiating OST stated it could take up to 2 weeks to 
receive test results (it was not clear if point of care tests 
were also available). Few policies highlighted limitations 
of UDS; only five mentioned the possibility of false nega-
tive results, and many did not give the time frames fol-
lowing drug use in which test results would be the most 
accurate.

Comprehensiveness, clarity, and tone
Policy comprehensiveness and length varied considera-
bly, ranging from 1 to 72 pages. Of the 86 trusts, 55 (64%) 
provided care pathway flow charts; however, these var-
ied in detail and clarity. Some of the language used was 
unclear, for example, referring to ‘detoxification’ when the 
guidance related to maintenance therapy. Some policies 
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specifically highlighted detoxification was not recom-
mended in an acute setting because of the increased risk 
of overdose following discharge; however, many recom-
mended measures which would lead to reduced tolerance 
by withholding OST.

Statements such as ‘opioid withdrawal is not a life-
threatening condition, but opioid toxicity is’ were com-
mon. Most policies framed considerations about OST in 
terms of safety. These, however, often focused on veri-
fying patients’ usual OST  dose to prevent overdoses, as 
opposed to other considerations such as potential inter-
actions between medicines, the possibility of increased 
opioid tolerance related to heroin use alongside OST in 
the community, or preventing premature discharges. 
Of the 86 trusts, 32 (37%) provided no information on 
contraindications and OST drug interactions. Only 42 
(56%) provided policies that referred to opioid overdose 
management.

Many policies advised measures which appeared mis-
trustful of patients. Of the 86 trusts, 31 (36%) recom-
mended OST consumption was supervised, with some 
instructing patients should be made to speak or swal-
low water to prove they were not holding medication in 
their mouth. Some recommended regular drug tests to 
monitor for illicit drug use, with one maternity guide-
line stating new mothers must be informed that if a test 
were positive, they may be discharged while their baby 
remains in hospital until fit for discharge. Of the 62 trusts 
that recommended UDS, 46 (74%) did not state a need 
to obtain patient consent prior to the test and six (10%) 
advised observing the patient urinate. Some policies 
advised restricting visitors, and specified patients should 
not be allowed to leave the ward. Four (5%) trusts recom-
mended asking patients to sign behavioural contracts; 
two of which explicitly stated that medical treatment 
could be withdrawn if patients did not abide by contract 
terms.

The language used to describe patients often included 
potentially stigmatising terms such as ‘user’, ‘misuser’, 
‘abuser’ and ‘addict’. Some policies discussed ‘sanc-
tions’ and maintaining ‘a degree of suspicion’. Five (6%) 
trusts stated OST should only be initiated if patients had 
stopped or were motivated to change some aspects of 
their drug use. In some cases, policies explicitly recom-
mended care differing from that for the general patient 
population, for example: ‘Patients with a history of drug 
abuse often have unreasonably high expectations. Alle-
viation of all pain is not a goal’.

Discussion
‘Well thought-out protocols and guidance for how hos-
pital staff can respond to people who may have problems 
from their use of drugs or alcohol, which address the full 

pathway from before admission to the point of discharge, 
will support better outcomes for the patient and clini-
cians and can reduce the likelihood of re-presentation’ 
[27].

We found that hospital policies relating to opioid 
dependence varied widely and often precluded timely 
OST. Many policies did not follow national guidance. Of 
the 135 NHS trusts who replied to our requests, 37 (27%) 
indicated that as of January 2020, they did not have a 
local policy in place informing the management of opioid 
withdrawal and/or OST prescription. People who receive 
community OST prescriptions and/or are dependent on 
illicit opioids are a marginalised population facing mul-
tiple barriers to accessing healthcare. This is critical to 
address given high and rising rates of morbidity and mor-
tality among people who use drugs and the individual 
suffering this represents. Recognised is the role of stigma 
in dissuading people who use drugs from accessing care, 
with multiple studies illustrating discriminatory attitudes 
and practices toward this group in medical settings [20, 
42, 43]. Others have identified how institutional poli-
cies may perpetuate or challenge stigma and discrimi-
natory practice [44, 45]. Our study, however, is the first 
to comprehensively review a national census of hospital 
substance dependence policies, crucial for understanding 
and transforming healthcare inequities and outcomes for 
the most marginalised.

While NHS trusts are responsible for developing local 
policies, these are underpinned by reference to national 
guidelines and toolkits. The responsiveness of the Spe-
cialist Pharmacy Service to considering our research 
findings, then collaborating to review and reframe the 
categorisation of drugs for substance dependence, illus-
trates the potential for change more broadly. We made 
the case that the 2010 ODMT classification of drugs for 
substance dependence was problematic for two reasons. 
First, it combined two substance dependencies (alcohol 
and opioids) with distinct risk profiles into one classifi-
cation and negated consideration of other dependencies 
(e.g., benzodiazepines). Second, the risk categorisation 
(low for delay, medium for omission) did not reflect risks 
associated with psychological distress (including through 
fear of withdrawal) and concomitant use of illicit drugs 
on wards, self-discharge and treatment interruption. In 
consultation with community stakeholders, clinicians 
and Public Health England, the Specialist Pharmacy Ser-
vice worked with us to reconfigure the categorisation of 
drugs used in substance dependence. From one category 
(drugs used in alcohol and opioid dependence), three 
were demarcated (alcohol, opioid, benzodiazepine) with 
risk severity increased for all (Fig. 4). This process proved 
to be an interim step in a broader reconsideration of the 
role of the ODMT by the Specialist Pharmacy Service. 
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It is to be withdrawn, with a view to developing a more 
context-specific and holistic framework to inform front-
line care.

This iterative process of stakeholder consultation and 
resource refinement indicates an openness by organisa-
tions, such as the Specialist Pharmacy Service, to support 
broader and more substantive revisions to local NHS pol-
icies for substance dependence. The reconfiguration, and 
now potential discontinuation of the ODMT in its cur-
rent form, paves the way for further changes to improve 
care for people who use drugs more broadly. The prior 
designation of medication delay for opioid dependency as 
no or low risk is likely to have underpinned or reinforced 
statements common to hospital policies such as ‘opioid 
withdrawal is not a life-threatening condition, but opi-
oid toxicity is’. This statement emphasises the proximal 
risk of opioid overdose (toxicity), arguably well managed 
within a hospital setting, while negating consideration of 
the broader ways in which opioid withdrawal may con-
stitute a life-threatening situation. This is particularly the 
case when withdrawal leads to patients self-discharging 
and using illicit opioids outside of the hospital setting 
with reduced opioid tolerance related to inadequate OST 
provision. A recent study showed that people who use 
illicit opioids are four times more likely to fatally over-
dose soon after hospital discharge than usual, suggesting 
a need for better continuity of care [16].

Findings illustrate policy and procedural barriers 
to OST, including inconsistent application of national 
guidelines across trusts. Policies highlighted the need 
for patients to abstain from illicit drugs when in hospital 
but many recommended OST regimens which would be 
unlikely to facilitate this without withdrawal symptoms, 

as opposed to in the community, where OST may be 
titrated alongside continued heroin use, and more rapidly 
than some hospital policies recommend. The primary 
role of OST initiation in hospital is to prevent opioid 
withdrawal in hospital, regardless of whether it is con-
tinued following discharge. We note with concern poli-
cies that require patients to demonstrate motivation ‘to 
change at least some aspects of their drug misuse’ prior 
to OST initiation. Requirements such as behavioural 
contracts and for urine sample provision and OST con-
sumption to be observed would not be required for other 
patient groups receiving opioids as analgesia; illustrat-
ing how stigma towards people who use drugs can be 
structurally embedded within institutional protocols. 
Broader-based stigma reduction interventions focusing 
on attitudinal change in hospital settings [46–48] can 
only succeed if underpinned by non-pejorative patient-
centred policies.

While we have focused on reporting policy barriers 
to timely OST, guidance with the potential to improve 
the care of people with opioid dependence and facilitate 
prompt OST prescription were also identified (see Sup-
plementary file). These, with findings reported in this 
paper, will inform the development of a standardised 
policy template for opioid dependence management to 
be evaluated by our team as part of a broader interven-
tion to improve care for people with opioid dependence 
in NHS hospital trusts1. Vitally, ongoing work to improve 

Fig. 4 The 2020 revised version of drugs used in substance dependence in the Omitted and Delayed Medicines Tool. Following engagement 
with the Specialist Pharmacy Service, and consultation with Public Health England, community stakeholders and clinicians, a distinction was 
introduced between drugs used in alcohol, opioid and benzodiazepine dependencies with the risk categorisation increased for all. The ODMT is 
now undergoing substantive revision, with the Specialist Pharmacy Service concerned to produce a framework which reflects the complexity of 
medicine safety decisions, with attention to context and patient diversity

1 Improving Hospital Opioid Substitution Therapy (iHOST): evaluation of an 
intervention to reduce late presentations, discharge against medical advice 
and repeat admissions among people who use opioids. Funded by National 
Institute for Health Research [NIHR133022].
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the care of people who use drugs should draw on the lived 
expertise of this patient group; none of the policies we 
reviewed indicated patients had been involved in their 
development.

Limitations
We cannot be confident all relevant policies were iden-
tified. The detail of responses varied considerably, and 
some trusts indicated they used policies from non-acute 
trusts that were not provided. We analysed the policies 
on face-value; however, there may be differences between 
policy and practice if clinicians were unaware of or chose 
to ignore policies, providing care either better or worse 
than recommended. Additional procedural barriers may 
exist not described in policies, for example pharmacy 
procedures governing medication availability and avail-
ability of point of care tests.

Conclusion
We focus on highlighting policy barriers to timely man-
agement of opioid withdrawal in acute hospital settings 
with the aim of transforming and standardising NHS 
practice. Our review of 101 policies from 86 acute hospital 
NHS trusts demonstrates variability in approach, includ-
ing deviation from national guidelines. Policy barriers to 
timely OST in hospital pose a risk to the safety of patients 
with opioid dependency. Although opioid withdrawal is 
commonly framed as ‘low risk’ in relation to opioid over-
dose, we contend that these events are inextricably linked 
and as such should be accorded equal priority.

Summary of research
What is already known on this topic
     • Delayed presentation, discharge against medical advice and hospi-
tal readmissions are common amongst people who are dependent on 
non-prescribed opioids such as heroin.
     • Qualitative studies demonstrate that a key factor driving this is fear 
of opioid withdrawal in hospital, as well as inadequate pain manage-
ment, restrictions on movement and visitors, and stigmatising attitudes 
among healthcare providers.
     • National guidelines recommend NHS trusts develop local pathways 
to ensure the prompt and effective prescription of OST in hospital, but 
the coverage and content of these policies has not been explored.
What this study adds
     • A quarter of hospitals could not provide a local policy governing 
opioid withdrawal and OST prescription as of January 2020.
     • Policies include highly variable OST procedures, inconsistencies 
with national guidelines, and barriers to timely opioid withdrawal 
management for hospital inpatients.
     • A national policy template developed with patient involvement would 
be beneficial to ensure that the management of substance dependence 
in NHS acute hospitals is equitable, optimised and patient centred.
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