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Abstract
Background: Patients in opioid substitution treatment (OST) have poorer health than the general population. Thus,
they do not seek somatic health care to the extent that is medically motivated. Barriers hindering patients from seeking medical help through the conventional healthcare system result in a high degree of unmet healthcare needs.
Barriers to, and facilitators of, OST patients’ healthcare seeking have been sparsely examined.
Methods: Mixed methods were employed. The quantitative part consisted of a cross-sectional questionnaire covering questions on physical health, healthcare seeking, and barriers thereof, which was collected from 209 patients in
OST. A sub-sample of eleven OST patients participated in semi-structured interviews, for the qualitative part of the
study, covering experience of healthcare, lifestyle, and self-images, expectations, and ideals of Swedish healthcare.
Results: Confirmed by qualitative data, quantitative data revealed deprioritization, fear of stigma and of being
treated badly, and problems in navigation throughout the healthcare system, leading to unsuccessful establishment
of contact, being most common reasons for not seeking somatic healthcare. Thus, interviewees provided a deeper
knowledge of the barriers stigma, lack of means to prioritize health and difficulties navigating throughout the healthcare system, leading to resignation and deprioritization. On-site primary healthcare (PHC) seemed to contribute to
increased access and utilization of healthcare.
Conclusion: Individual and structural barriers decreasing access to healthcare lead to increased inequalities in
healthcare utilization, adding to an already deteriorating health of this ageing population. Integration of on-site primary healthcare and OST could provide acceptable and accessible healthcare.
Keywords: Opioid substitution treatment, Healthcare seeking, Unmet healthcare needs, Barriers and facilitators,
Stigma
Introduction
Opioid use disorder (OUD) is a chronic relapsing condition with significantly increased mortality rates compared to gender- and age-matched general populations
[1]. Even though entering OST decreases morbidity and
mortality [2–8], the negative impact on health from
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direct, or indirect consequences of years of substance use
takes its toll. Similar to the situation in other European
countries Swedish OST patients constitutes an ageing
OST population [9, 10]. This is both due to an increase
of the average age of individuals in OST and an increase
in age of individuals suffering from drug related deaths
(DRDs) in EU (including UK, Norway, and Turkey).
Many of those who have used opioids for a long time are
now in their 40s and 50s [9, 10], presenting with a wide
variety of somatic disease and a high prevalence of psychiatric comorbidity [11–13] adding to the complex
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needs within this heterogenous population. Significantly
higher overall prevalence of multi-morbidity, higher disease severity [14, 15] and low degree of prevention and
management of chronic diseases among OST patients,
compared to matched controls [16]. Neoplasms, external causes, digestive, circulatory or respiratory diagnoses were found to be the most frequent reasons behind
non-DRDs among Scottish OST-patients [17] indicating
lack of access, or existence of barriers, to timely adequate
treatment.
Although a growing body of evidence show a high
prevalence of various somatic symptoms within the OST
population [14–21], studies on general physical health,
unmet healthcare needs and access to primary healthcare
among patients in OST are sparse [21, 22]. Data from
our previous study showed that OST patients, to a large
extent, refrained from healthcare seeking even though
presenting with a high prevalence of self-rated physical
illness [18].
Barriers to healthcare seeking among people who use
drugs (PWUD) have previously been identified as experience of dehumanization [23] and stigmatization [24–27]
leading to avoidance or delaying healthcare seeking [23,
26] with a high risk of negative health consequences [25,
26]. Opioid related morbidity and mortality continuously
present a worldwide public health crisis as the number of opioid overdoses continue to increase in several
countries [28]. Even though a slight decrease in Sweden’s
DRDs was shown in the years 2018 and 2019, EMCDDA
reported Sweden to have the highest numbers of DRDs
in EU, including UK, Norway, and Turkey [29]. While
most of these fatalities involve opioids [30] access to
OST is unequally distributed on a national level [31, 32],
even though policy changes during the last decade have
led to increased availability. The “zero vision”, meaning a
drug-free society, is applied in all Swedish narcotic policies [33] leading to continuously restrictive policies and
a limited provision harm reduction services [34]. Even
in Sweden, where primary healthcare is tax financed and
covered by the universal health insurance, structural discrimination and socioeconomic disadvantage poses barriers to healthcare seeking [35], correlates with unmet
healthcare needs [36, 37] and incident and fatal opioid
overdose [38].
Facilitators to healthcare seeking among PWUD and
OST patients has previously shown that intervention
models providing integrated, multidisciplinary healthcare [9] by targeted [39, 40], linked [41–43], referral or
on-site [44–46] PHC in various degrees facilitate healthcare seeking.
This study aims to address a gap in literature by clarifying what contributes to this sub-optimal healthcare
seeking among OST-patients, by identifying barriers
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towards, and factors able to facilitate, healthcare seeking.
Increased knowledge and awareness among healthcare
professionals and policymakers is essential for addressing stigmatization of people who use opioids (PWUO), to
close the gap between provider and patient, and to prepare for a shift in service provision of a growing and ageing OST population.
By employing mixed methods, we aim to achieve more
comprehensive understanding of barriers and facilitators
experienced by patients in OST towards healthcare seeking. Derived from the framework of “risk environment”
previous research on stigma regarding experiences of
healthcare among people who inject drugs, was analyzed
through micro-, meso- and macro-level stigma [26]. Analyzing the effects of stigma on health, we decided to apply
a similar strategy, based on Stigma theory [47], whereas
the main principles behind the theoretical framework on
access [48] was used throughout the analysis of the barriers hindering access to healthcare and the facilitators
which could be used to override these barriers.

Methods
Theoretical framework

During the initial analysis of the quantitative part, it
soon became evident that stigma permeates all levels of
society and diminishes individual abilities and possibilities in utilizing healthcare, which is why stigma theory,
originated from the works of Goffman [47], was applied
throughout the mixed methods analysis. Penchansky and
Thomas [48] framework on access to healthcare, focusing
on barriers to healthcare utilization, was originally chosen as the theoretical ground for analyzing the result as
this model highlights the degree of fit between services
provided and ability of the individuals to utilize these
services.
Stigma

Goffman initiate the theory of stigma by describing the
spoiled identity as the bearer of socially discrediting
attributes which could exists as physical deformities,
discreditable stigmas, hidden stigmas like addiction or
mental illness, thought of as blemishes of the individual
character, or tribal stigma due to race, nation and religion [47]. Categorization of individuals are however unavoidable as they are an integrated part of norms within
structures of culture, generally not harmful. Thus, when
categorization of negative stereotypes is endorsed in
order to discriminate against individuals or groups, it can
have tremendous negative consequences on their opportunities in life [25, 49].
For stigma to exist, differences between individuals are
distinguished and labeled, where the individuals being
labeled are linked to undesirable characteristics (negative
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stereotypes) defined by dominant cultural beliefs.
Labeled individuals “them” are separated from “us”
through oversimplifying traits or beliefs, placing “them”
in distinct categories, where discrimination and status
loss lead to unequal treatment and outcomes. However,
stigma cannot exist if there is equality of power. Through
unequal distribution of access of political, economic, and
social power distinctions are made by us and them, and
those not fitting in to accepted norms are disapproved of,
discriminated of and excluded [49].
Our data primarily concern micro-level stigma; however, individual experience of stigma and self-stigma is
mainly preconditioned by structural sanctions of macrolevel stigma, created by the norms and rules in society,
produced and reproduced on socioeconomic and political levels through policies and laws. These norms and
rules are accepted by the public and reinforced by media,
and permeated through institutions, such as the healthcare system and criminal justice system, through policies
and laws [26]. It is through these structures that inequality of healthcare is shaped, in the absence of policies supporting marginalized groups and where criminalization
of drug use creates the means which enables and impedes
stigma on a structural level [50].
Meso-level stigma is macro-level stigma enacted by,
and through, the encounters and interactions with,
healthcare professionals (e.g., physicians, nurses, assistant nurses) [26]. Barriers to service provision and
the inability, or failure, to meet the needs of individuals or groups leads to inequalities both in services and
outcomes.
Micro-level stigma occurs on an individual level, such
as prior experiences of being treated badly due to current or prior substance use. Self-stigma is the acceptance
and adoption of constructed negative societal norms and
beliefs of deviance and the internalization thereof. The
process of self-stigma starts with awareness and agreement of stigma, where internalization thereof leads to
negative impacts on self-esteem and self-efficacy, feelings
of shame and not being worthy, often resulting in resignation, described as the “why try” effect [51, 52].
Dimensions of access

A moderated model of Penchansky & Thomas (1981)
[48] describing dimensions of access is used in order
in the analysis of the result in order to display barriers and facilitators in the dimensions of availability,
accessibility and acceptability. Availability (including
accommodation) represent supply and demand, volume
and type of existing services and resources (provider)
in relation to volume and need (patient). Organization of resources (hours of operation, appointment
systems, drop-in and telephone services) in relation to
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acceptance by and ability of patients seeking healthcare
and their perception of the appropriateness of these
services. Accessibility (including affordability) representing the spatial factors in healthcare, location of
services in relation to patient location (convenient location of healthcare, transportation, distance, travel time,
cost). Patient ability not only to pay, thus including the
perception of worth relative to total cost. Acceptability
represents patients’ attitudes of characteristics of providers, both on a personal level (medical personnel and
their attitudes in relation to personal characteristics of
clients) and on behalf of the practice itself (intern and
extern environment).
Study design

To identify barriers towards healthcare seeking and to
achieve a greater understanding of the different perspectives of what contributes to sub-optimal healthcare
seeking among OST patients, we conducted a mixed
methods study where the quantitative part consisted
of cross-sectional questionnaire data, including both
closed- and open-ended questions [18]. Our previous
study presented data from the first part of the questionnaire examining self-reported symptoms among participants and whether they had sought healthcare for
these symptoms. As the results showed a high prevalence of self-reported symptoms and a low prevalence
of healthcare seeking the aim for the current study was
to examine the reasons behind this low prevalence of
self-reported healthcare utilization.
Using exploratory design, this study consists of two
phases where the initial analysis of quantitative data
gave rise to the need of further exploration into certain
areas for a deeper understanding of the material. An
equal weight design, (QUAN➔QUAL) [53], was created with two separate datasets. The results from the
quantitative part of the study were built on the questionnaire [18], section Q28–29 (see Additional file 1),
whereas the qualitative part consisted of semi structured interviews [54].
Mixed method design allows for the integration of both
qualitative and quantitative data as methods triangulation fortifies and enriches study’s conclusion. The design
is complementarily, as additional levels of perspectives
offer a fuller understanding, adding another layer to the
research question [53]. The goal was to establish an interview environment, where participant knowledge and
experience are in focus and where the interviewer was
open to new perspectives and insights, aiming to establish trustworthiness [55–57]. The principals of thematic
analysis were employed to analyze and interpret the different aspects of the qualitative material [58].
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Setting

With its 350,000 inhabitants, Malmö is the third largest city in Sweden. At the time of the study there were
five OST clinics in Malmö with 520 registered patients
in total (October 2017, reported by representatives from
each unit to first author KT). The questionnaire data was
collected from four out of the five OSTs; three of which
are part of public healthcare run by Addiction Center
Malmö, and one (OST INM) providing private care, however tax financed and covered by the Swedish universal
health insurance. OST is provided at specialized psychiatric treatment facilities, obliged (in Skåne Region, South
Sweden) to provide not only pharmacological treatment
with methadone or buprenorphine, but also a comprehensive psychiatric care, psychological and psychosocial
treatment, regular testing for infectious diseases, and to
conduct simpler somatic healthcare.
At the time of the study, two of the clinics provided
on-site PHC for their patients, whereas the other two
were about to implement on-site PHC. On-site PHC
primarily targets OST patients without established PHC
contact, or patients with non-sufficient PHC contact. If
needed, OST staff motivate patients to book an appointment, keep track of the date and time of appointment
and reminds the patient about the appointment. Patients
with unstable housing or having other difficulties keeping track of appointments can receive help to arrange
for their scheduled appointments to be sent to the clinic.
If requested by the patient, OST staff will inform the
patient about planned examinations and accompany
them during the appointment with the on-site PHC physician. OST-nurses will assist the PHC physician in taking blood samples, blood-pressure, weight, saving the
patient from visiting several places, trying to concentrate interventions to the OST unit which the patient is
required to visit on regularly. Patients who are referred
to specialized units for examination will, if required by
patient, get information about the examination, how to
prepare for this, where to go to and how to get there.
Secrecy between the OST and the PHC clinic is standard
unless the patient would like to arrange things differently.
Quantitative methods
Data collection

For the quantitative part of the study participants were
recruited at four different OST-clinics in Malmö, one private and three public facilities, through convenience sampling by OST staff or by the first author (KT), from May
2017 to March 2018, as described in detail previously in
Troberg et al. [18]. Inclusion criteria for participation in
the quantitative part of the study met the following criteria: 1) being registered as a patient in one of the four OST
clinics, which also meant being prescribed methadone or
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buprenorphine, and 2) being 20 years or older (by default,
unless special circumstances call for exceptions to be
made) or older [59]. Exclusion criteria were inability to
provide informed consent due to Swedish language difficulties, intoxication, or psychiatric disability. Patients
were approached and asked in person if they were willing
to partake after receiving written and oral information
about the study. Upon expressing willingness to take part,
informed consent was signed by the patient. During this
period most patients had been approached more than
once and were asked if they were willing to take part of
the study. Patients declining to take part, or patients not
allegeable during the timeframe described above, due to
prison sentence or other institutional care, were not registered. Inclusion came to an end after a period of which
all patients who were asked if they were willing to partake, either replied that they had already taken part of the
study or were declining to take part of the study.
After informed consent was obtained, participants
answered a questionnaire. Staff helped if there were questions about the questionnaire and could offer help with
reading the questions and writing responses, if required
by the patient. Reading glasses were available. The questionnaire has previously been described in detail by
Troberg et al. [18]. The section of questions which was
used for this part of the study regarded questions on
healthcare seeking, refraining from healthcare seeking
and reasons for refraining, presented in Additional file 1
(Appendix Questions 28–29).
Closed- and open-ended questions and data concerning reasons for patients not seeking healthcare for their
symptoms or problems regarding somatic health, was
the objective for the quantitative part of this study. No
economic compensation was provided for answering the
questionnaire.
Data analysis

Two demographic variables were dichotomized prior to
analyzation: “unstable housing” included the following
responses: “transitional apartment”, “institution/family care placement”, “hotel”, “homeless” or “other”. “Public assistance” or “other” was recoded into “unstable
income”.
In seven cases participants had answered the questionnaire twice. Only results from the first questionnaire
were included in the results. One of the questionnaires
was excluded as every second page was missing, leaving the participant without the possibility of replying to
questions covering the studied section. Eight questionnaires were excluded as participants had not answered
any questions within the section included in this study.
This section is referred to as Appendix Section Q28–29
(See Additional file 1).
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If data was missing for the yes/no question regarding
worry about physical health, though the open-ended
reply described specific symptoms, the variable was
recoded to “yes”. If replying “no” to the same question,
replies which could only be given if the answer had been
“yes” were regarded as missing. When yes/no questions
concerning refraining from healthcare seeking were
missing, or if the answer was “no”, thus following answers
described reasons for refraining from healthcare seeking,
the answer was recoded as “yes”.
Participants leaving comments not answering the
question were saved, as they were written, in the variable “comments”, however, the variable was regarded as
“missing data”. This was also the case if replies were not
possible to read, or to be interpreted. Missing data were
excluded from analyses.
Variables containing multiple choice questions in the
studied section of the questionnaire were recoded into
three new dichotomized variables. If responding “Find
roof over my head”, “Getting money” or “Getting drugs”
or describing “other reason” in regard to the main question concerning deprioritizing of health, this was recoded
to the variable “Deprioritizing”. The question beginning
with “It would not have mattered…” followed by multiple choice replies “Do not have money for medication, if
prescribed”, “I would not have been able to follow doctors’ recommendations” or “Other reason”, was recoded
into “Resignation”. The response starting off with “Called
but…” followed by multiple choice replies “There was
a telephone queue, and I did not have the patience to
wait”, “There were no available appointments”, “I got an
appointment, but missed it” or “Other reason” were
recoded to “Tried without success” (See Additional file 1).
The results from the questionnaires were registered
in SPSS version 21.0 (IBM Corp. 2012) for descriptive
analyses.
Qualitative methods
Data collection

Interview data were collected from two of the public
OST clinics using semi-structured interview containing both close-ended and open-ended questions [54,
55]. Study participants for the interviews were recruited
between February 2018 and March 2018. A sub-sample
of the questionnaire participants, who had experienced
unmet healthcare needs, were invited to participate. The
study was also advertised through flyers posted at each
site, and clients interested in partaking could either contact the interviewer or staff at their clinic. Convenience,
strategic sampling was used by one of the authors (KL)
who approached potential participants in the OST clinics’ waiting areas. Participants received oral and written
information about the study and signed a written consent
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before participation. Interview participants received a
grocery store gift voucher valid for SEK 100 (≈ 10 USD).
Twelve interviews were conducted, one was excluded
due to participation inclusion criteria not being fulfilled.
A total number of 52 patients were approached but 40
declined, mainly due to time limitation or lack of interest.
Exclusion criteria were inability to provide informed
consent due to Swedish language difficulties, intoxication, or psychiatric disability.
All interviews, approximately 30 min long, were conducted by the same author (KL). The questions included
sections covering three head subjects, with the possibility
to adding qualifying follow up questions. The interviews
concerned questions about the experience of health care,
lifestyle, and self-images and finally their expectations
and ideals concerning Swedish health care and what the
interviewees believed would facilitate their own healthcare seeking. The interviews were recorded with a digital
voice recorder and transcribed by the interviewer.
Data analysis

In relation to trustworthiness which refers to credibility, dependability, confirmability, reflexivity, and transferability [55–57]. Credibility (internal validity) may be
enhanced by prolonged engagement, triangulation, peer
debriefing and researcher credibility. This was thought to
be fulfilled both as participants at any time could question or comment interpretation of their answers to the
questions and by the prolonged engagement as members
of the research group have many years of experience of
working clinically within the field and of research within
the field and at OST clinics where interviews took place.
Dependability (reliability/data stability over time and
conditions) was sought through initially testing the interview in relation to content of themes and questions, and
length on interview, by a representative from the Drug
Users Union, Skåne.
The interviewer strived not to ask the participants leading questions or interrupt while speaking. In relation
to the exploratory design the interviewer had an openminded approach with the aim of gaining new insights
and perspectives in relation to interviewees experiences.
The pilot interview was analyzed and discussed through
peer debriefing within the research group and with
the representative from the Drug Users Union, before
including and interviewing individuals in the study. For
continuity, all interviews were performed by the same
researcher (KL), who also transcribed the material.
Dependability was also obtained through separate full
analysis of the interviews by two of the authors (KL and
KT), individually listening to the recorded material and
repeatedly going through the transcripts according to
thematic analysis process [58].
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Thematic analysis approach was used to interpret the
different aspects of the material [58]. The transcripts
were reviewed thoroughly, through repeated reading, to
get fully acquainted with the material before seeking to
describe inherent patterns, generating initial codes. During this process ideas on possible patterns and meanings were noted. In a first attempt to organize data into
meaningful groups, codes, which were gathered under
potential themes, including all data which was relevant
to each of these. Mapping out each theme, sub-theme,
and its content, relations between codes and themes were
reviewed, certifying that each coded extract was significant not only in relation to the theme, but also its validity to the full data set, before finally defining and naming
themes.
After individually analyzing the material, results from
each analysis were revised by the third author (DD). Any
discrepancy between the two analyses were discussed,
negotiated, and re-analyzed within the research group,
aiming to reach confirmability (objectivity/neutrality of
the data). Considerations on acknowledging researchers’ reflexivity and its influence on the research process
were discussed and taken into the process. The context
in which the interviews are preformed is likely to present varieties if they were to be performed in a completely different settings, although main findings are
most likely to meet the debated criteria of transferability
(generalizability).
Fictitious names were used to protect the confidentiality of the participants.

Results
Quantitative part
Description of questionnaire sample

Participants who had answered any of the questions in
the section of the questionnaire concerning reasons for
refraining from healthcare seeking (See Additional file 1)
had a mean age of 43.8 years, 28% were female, 76% were
born in Sweden, and 21% reported having unstable housing. Unstable income was reported by 59, and 75% were
daily smokers (see Table 1). These numbers were representative compared to respondents (N = 218) who had
answered the entire questionnaire in full, or to a high
degree [18].
Reasons for not seeking healthcare when needed

Reportedly, the most common reasons for not seeking healthcare when needed was due to deprioritizing (49%), fear of being labelled as a junky and not
getting helped (47%) and fear of being treated badly
(38%). Almost a quarter (23%) had tried to get an
appointment, but claimed that they had not succeeded,
whereas 20% reported giving up before even trying,
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Table 1 Characteristics of study participants (n = 210)

n (%)

Age (mean; SD)

43.8 years; 10.1

Age (median; range)

43 years (23–67)

Female

59 (28.1)

Born in Sweden

160 (76.2) a

Unstable housing

44 (21.0) b

Unstable income

121 (59.0) c

Daily tobacco smoking

150 (74.8) d

a

missing n = 1 b missing n = 4 c missing n = 5 d missing n = 8

Missing values excluded from denominator

Table 2 Reasons for not seeking somatic healthcare when
needed (n = 109) (Multiple answers possible)
n (%)

Deprioritizing

53 (48.6)

Fear of being labelled a junky and not getting helped

51 (46.8)

Afraid of being treated badly

41 (37.6)

Tried without success

25 (22.9)

Resignation

22 (20.2)

Worried about being seriously ill

19 (17.4)

Worried that I would not understand

13 (12)

I did not know what number to call

10 (9.3)

I did not know I was listed (or where to call)

9 (8.3)

I did not have a phone (or money to call for)

4 (3.8)

stating that whey would not be able to follow through
with a presumed treatment anyhow. Avoidance of
healthcare seeking due to being afraid of there being
something seriously wrong with them was reported by
17%. Twelve percent reported being worried that they
might not understand, as the reason for not seeking
healthcare and between four and 9 % replied not knowing which primary healthcare unit they were listed at,
what number to call, or could not make the call due to
lack of phone or money to call for (See Table 2).
Qualitative part
Description of interview sample

The sample were predominantly in their middle age
(median 43 years, range 26–61 years). Eight participants
were men, and three responders were born outside
Sweden. The analyses of the eleven interviews generated four themes connected to barriers, and one connected to facilitators. Collectively 16 sub-categories
were found to capture the contents of the themes connected to barriers. Six sub-categories were found to
represent the theme of facilitators, which are presented
in Table 3.
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Table 3 Healthcare utilization - Barriers and facilitators
Barriers
Substance use disorder
➢ Functionality
➢ Cognition
➢ (De-)prioritization
➢ Self-medication
Fear of stigma
➢ Discrimination
➢ Humiliation
➢ Mistrust
➢ Judged/Labelled
➢ Unprofessional behavior medical staff: focusing on drug use instead of problem presented. Not listening/taking patients seriously. Lack of
knowledge and understanding.
Self-stigma
➢ Shame
➢ Blame (oneself )
➢ Not being worthy
➢ Situation caused by oneself
Difficulties navigating throughout the Healthcare System
➢ Not knowing where to go/whom to contact
➢ System not cohesive
➢ Lack of information
➢ Difficulties keeping appointments
Facilitators
Cohesive healthcare
➢ On-site
➢ Convenience - Going there anyway (to OST clinic)
➢ Support incl. Booking appointment/ reminding
➢ Trust - Safe space
➢ Being listened to /taken seriously. Being someone who matters
➢ Dedicated, professional staff

Substance use disorder

Relapse, or longer periods where additional drugs were
used continuously, was often described by participants
as periods where other areas in life would be deprioritized. The compulsion to find drugs and money to support an addiction preceded practically all other needs.
All but one of the interviewees expressed deep concerns
and worries about their health. However, these needs,
and concerns were not prioritized during relapse, as they
were forgotten, ignored or pushed back, as described by
Paul, a man in his early 60s:
You forget. You simply don’t think about it at all.
There are plenty of other things that needs to be
taken care of, and time just flies. Seeking healthcare
is not something you prioritize while actively using
drugs.
Jane, a woman in her 40s, described further how the consumption of benzodiazepines affected her:
I could have done more than I did, but it’s not that
simple. I started consuming a lot of benzos, which
resulted in everything in life spiraling out of control.
It also leads to the inability for me to feel or locate

pain or feeling hungry or tired. You just go numb
while consuming pills.
Combined with other barriers and issues that seem more
pressing at the time, the importance of seeking healthcare seem to fade.
Fear of stigma and unprofessional treatment as a barrier

The large proportion of questionnaire respondents
claiming fear of stigma and of being treated badly as the
main reason for not seeking healthcare was confirmed
by the majority of the interviewees. Previous experience of stigma was reported to be one of the main reasons behind avoiding healthcare seeking. Adam, a man in
his mid-20s described what it could be like in a waiting
room, enduring being stared at and judged, and at the
same time anticipating that the only thing that was most
likely to result from this tournament was being labeled,
mistrusted, and then getting a pat on the back and sent
back home:
Believing that hospitals and primary healthcare
centers should be places where one would not be
judged. People are ill, and addiction should be considered as an illness, but it’s not like that. [When]
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You go there and… people are looking at you in a
certain way. You are being judged as an addict and
it is hard to sit there, in the waiting area, when people are looking and judging, especially when, in the
end, you don’t get any treatment at all. If you seek
help when you are in pain, then they will only think
that you are trying to score some drugs.
The mistrust described above by Adam, where medical
personnel suspect patients to be “fishing” for prescription drugs being the reason for seeking healthcare. When
Paul had been rushed to the emergency department with
hematemesis, a few weeks ago, the first thing Paul was
asked by the physician entering the room was: “What
prescription do you want old man?”. Mistrust was highlighted by many of the interviewees, especially among
those suffering from long-term pain. Not receiving any
help, patients felt that they did not have any other choice
than to find a solution elsewhere, which often included
buying drugs illegally.
Participants also expressed that there had been
moments when they had been treated like “everyone else”,
but as soon as information reached the medical personnel that the patient was suffering from addiction, or was a
patient at the OST clinic, things changed, as described by
Peter, a man in his late 40s:
[You are] being treated poorly. Worse treatment and
less accurately diagnosed. Put simply, a less warm
reception. As soon as it comes up that you are a drug
addict you will be treated differently. That’s a fact.
Sarah, who had just given birth, experienced being
treated badly after it came to the medical staffs’ attention that she suffered from opioid addiction. This led to
her deciding to leave the hospital early, against the recommendations by the obstetrician, stating that after this
experience she would wait until being almost dead before
ever seeking healthcare again.
Previous experiences of stigma within the healthcare
system were described by the majority as the reason
why they felt forced to avoid healthcare seeking until the
very last minute, until there was no other option than to
seek acute care. Amanda, a woman in her late 30s, was
brought to the emergency room by a friend, worried
about her health:
Well, it’s just that I don’t call. Finally…one time I
didn’t call and didn’t go to the doctor, nothing, which
ended with someone taking me to the hospital. When
I fell over the doorstep, my breathing was 20%.
Interviewees shared multiple stories on how the consequences of healthcare seeking avoidance had led to
increased pain and suffering on a daily basis.
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Self‑stigma and internalization as a barrier

Interviewees not only described discrimination and
stigma, but also how these encounters had confirmed
the negative feelings they already had about themselves.
Darren, a man in his late 20s, described how hard it
was when he realized that he had become “one of those
whom parents warn their children about”. This realization made him feel shame and failure as he blamed
himself for the situation he had ended up in:
That’s why it feels so hard. Because it is a failure in
a way. That failure is not something you would like
to tell everyone about, or show anyone, and I think
that is a large part of the reason why you don’t seek
medical help, because you are ashamed. In some
way this is something you have created yourself,
through your destructive way of living.
Darren later concluded that the shame and guilt emerging from the situation when medical staff found out
that he was suffering from addiction, was what made
him avoid seeking healthcare, and what had made him
avoid it in the past. Amongst other interviewees, Jane
also referred to shame and guilt as reasons for not seeking healthcare, adding that she felt that there also was
gender aspect to shame. Being a woman addicted to
heroin, was thought of as being even further from the
social norm:
I do think that we as women somehow are even
more ashamed. Being addicted. It doesn’t fit the
picture of someone being addicted to drugs or heroin, or someone in the methadone program. Being
a woman and a mother and all that.
Being treated poorly was considered to confirm their
own beliefs of being outcasts, and the notion that they
should in fact be ashamed of themselves, for making choices in life that had left them in this situation.
One of the interviewees even stated that he felt that he,
because of this, was not even worthy of seeking help.
He also described that not only did previous experiences of stigma, but the pure anticipation of being
stigmatized, make him interpret situations as discriminating, which may, or may not, have been the case:
It’s just that being ashamed about your situation,
sometimes makes you think that there is more to
it than it actually is. Maybe she [medical staff ]
thought or did something in a way or another, but
I interpreted it differently because of the fact that
I’m so ashamed that I directly connect her action
being about my addiction.
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Difficulties navigating throughout the healthcare system
as a barrier

A few interviewees described that lack of knowledge on
when, where, and how to seek healthcare stopped them
from even trying, which was also found among responses
in the questionnaire. In addition, not being able to keep
appointment was perceived as yet another barrier, as
missing an appointment let them to feeling even less worthy of getting another chance. Several participants stated
that even though it seemed simple at first it all became
too much to keep track of later down the road. For Jane
and others who visited the OST clinic daily, expressed
that the procedure of referrals as too much of a hassle,
being unable to handle multiple contacts with healthcare.
It was enough just going to the clinic:
One does not always know where to turn to either.
Most often there’s the process where a referral has to
be arranged, you have to leave blood samples and
then you have to wait for the results and maybe you
have to phone at certain hours. If you don’t make
an appointment and all that, you tend to drag the
whole thing. You know, you have to call between
certain hours. It is a lot to keep track on and at the
same time I have to run up here [OST clinic], and
then… it all gets a bit stressful.
As confirmed by other participants, getting a referral
after a visit to the primary healthcare clinic was perceived as complicated and stressful. Instead, as described
by Adam, going directly to the ER, when the problem had
gotten so bad that there was no other option, was often
looked upon as a more rational choice.
You get to leave some blood samples and then they
will give you a new referral to somewhere, and then
you’ll have to have to go there for two or three visits
in order to finally get to the place you really wanted
to be referred to in the first time. That’s why it sort
of feels like I might as well just head straight to the
emergency unit and get everything sorted there. They
will check you, draw some blood, send you on a gastroscopic examination, or wherever, and then its
goodbye.
Difficulties in navigating throughout the healthcare system, or not being able to “fit into the system” left a great
deal of patients on the “outside” where self-medication
was often seen as the only option. Interviewees were
however aware that this might lead to negative consequences, as described by Jane:
Somehow it becomes easier. If I smoke some weed,
then I won’t be in as much pain, or if i take a few
pills, then I won’t notice it, and I will sleep better
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and all that. Sure, that’s the way it is, but on the
other hand, this triggers my addiction. So no, it is
not the best solution.
Facilitators

As described by the majority of the participants, on-site
PHC at the OST clinic seemed to increase the possibility for provision of a more comprehensive healthcare.
Several patients expressed that they generally would like
healthcare to be cohesive, as they felt it would increase
their abilities to access healthcare.
Trust and acceptance by healthcare providers seemed
to be crucial to the participants. Interviewees underlined that they wished medical personnel to focus on the
reason for seeking healthcare, and not to focus on their
use of illicit drugs. They wished to be taken seriously,
being listened to and understood. Two of the respondents implied that increased knowledge and experience
on behalf of medical staff would likely attribute to a more
professional behavior, and less stigma, as expressed by
Darren:
It would be much easier if healthcare personnel
would have experience and knowledge of drug use.
I think that would attribute to the feeling of acceptance in some way.
A few participants brought up the needle exchange program (NEP) as being a “good example” when it came
to healthcare, a place where one can turn to “with everything”, not having to be subject to discriminating
treatment. The majority of respondents also expressed
satisfaction when it came to the services provided by
their OST clinics and thought that they “did enough”. Two
participants even expressed a sense of pride in being a
patient at one of the OST facilities. Sarah, who described
herself as an outsider when it came to other situations,
expressed that the facility represented a “safe space” and
that the staff were actually proud of her and of what she
had accomplished:
They are so proud of me, I know they are. The way
that I have dealt with everything. The doctor even
told me that I’d done very well for myself. Sometimes
you just need to hear that.
Patients described that as they were visiting their OST
clinic regularly, in some cases daily, having access to PHC
on-site was essential, as the need to visit more than one
healthcare facility was perceived as stressful. One of the
participants also mentioned unstable housing as a barrier and thought it would be easier for if they had access
to on-site PHC. As OST staff previously had offered
Amanda to administer her referrals and appointments,
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she expressed that easy access and support from OST
staff had helped her to become more motivated to deal
with issues concerning her physical health:
I can book an appointment when I’m there, and they
[OST personnel] remind me one day prior to my
appointment. This has given me a push as well. This
[on-site] has worked out very well for me.
Several participants thought that the support of OST
staff, when it came to bookings and reminders of
appointments, was an important contributor to accessing somatic healthcare, even when it came to referrals to
other units, as described by Adam:
They [staff at OST clinic] helped me here and I
thought it was great. I wouldn’t have dealt with it
otherwise /…/ this makes me feel as If I actually will
receive help for my problems.

Analysis & discussion
This mixed-methods study is, to the best of our knowledge the first study set out to examine barriers towards
healthcare seeking among patients in OST. According to
the result from the questionnaire, the most common reasons for not seeking somatic healthcare, in spite of a perceived need, were deprioritization, fear of stigma and of
being treated badly. These results are similar to the ones
of a survey in Albany, New York, investigating barriers
to general healthcare among clients utilizing syringe services, where the most prevalent barrier was found to be
deprioritization of medical care (trying to ignore problem and procrastinate), whereas judgement by clinicians
was perceived to be the biggest barrier [60]. While almost
half of the questionnaire respondents declared deprioritizing as one of the reasons for not seeking healthcare
when needed, stating that there were issues that seemed
more pressing in the situation they were currently in.
Applying mixed methods allowed studying an additional
dimension, showing that reasons for not seeking healthcare, such as deprioritizing, was deeply intertwined and
hard to interpret only from quantitative results.
Interviewees added that during periods of relapse they
did not really have the choice to focus on their health, as
everything else, except drugs and getting money to buy
drugs, seized to exist. However, this did not imply that
issues concerning health was not of great concern, as
more than half of the respondents to the questionnaire
stated that they were worried or concerned about their
physical health. The majority of interviewees described
being worried about their physical health, as they were
highly aware that the lifestyle surrounding an opioid
addiction also implies an increased risk of a broad range
of diseases. This was also reflected by a rather high
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proportion of individuals stating that they had not sought
healthcare since they were worried about being seriously
ill.
During the interviews it became clear that the term
“deprioritizing” consisted of an array of contributing
factors. Meso-level stigma was recurrently described
medical concerns not taken seriously by medical personnel. Patients described this as not being listened to,
being mistrusted, judged, labelled and treated badly. In
many cases the interviewees stated that there was no
point in even trying as acceptable healthcare was considered highly unobtainable. Mistrust, prior experiences
of being treated badly added to difficulties in finding
suitable treatment, may reflect why a majority the OST
patients suffering from pain did not seek healthcare [18],
as described by several of the interviewees.
Meso-level stigma towards patients with SUD among
healthcare professionals is well documented and the
likelihood of these patients will receive suboptimal treatment is thought to be high [61]. Diseases, such as opioid
addiction, which are perceived to be controllable, have
shown to cause a higher degree of negative judgements
and attitudes towards these patients [62–64], with a risk
of healthcare decisions to be based on moral, rather than
medical, judgements.
Previous experiences of stigma in the healthcare setting clearly led to avoidance of healthcare seeking,
depicted by the high proportion of the questionnaire
respondents stating fear of stigma and of being treated
badly as the reason for not seeking healthcare. This was
also confirmed by the majority of the interviewees sharing their experiences of being treated badly because
of their opioid use disorder, which caused avoidance,
procrastination, trying to find alternative solutions,
delaying healthcare seeking until there were no other
way that to turn to the emergency department. Similar
responses were found in a study on methadone maintenance treatment as social control, where Australian patients reported avoiding healthcare seeking due
to own, or others, experiences of stigma and of their
health problems not being taken seriously. This study
also pointed to how micro-level internalized stigma was
depicted by the participants, referring to themselves as
“junkies”, or “the plague of society”, internalizing and
perpetuating the structural stigma in society [27], also
described among our interviewees. The shame of having caused this situation themselves made them reluctant to seek healthcare. The feeling of being unworthy
of healthcare seeking, blaming themselves for the situation they had ended up in were recurrently described
by our participants. Interviewees also reported continuously experiencing the same stigma only by being
an OST patient, only taking medication according to
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prescription. On a similar note, macro-level stigma
towards methadone was reported by interviewees in
California, based on the public stigma equating methadone with illicit drug use [26], which also increases
the risk of OST avoidance. Previous experiences of
micro-level stigma are a strong driving factor behind
label avoidance, thus not seeking healthcare when
needed [51]. This was frequently reported both through
respondents of the questionnaire and among our interviewees. Resignation, described by several participants,
as no point in even trying, could partly be explained by
the negative impact internalized stigma often has on
self-esteem and self-efficacy, often expressed as hopelessness, resignation (“Why try”) [51, 52].
The dimension of gender and stigma was brought to
attention by one of the interviewees, as she described that
by being a woman, addicted to heroin, or in OST, was
even further from the social norm of how women and
mothers were supposed to be like. Research on stigma
in relation to women and drug use show how especially
using “hard drugs” such as heroin or crack cocaine violates social norms and expectations of womanhood [65].
Not only do women seem to face a higher degree of
stigma during drug use, but also after quitting drug use
[66], making it harder to escape the labels of addiction.
There was an additional aspect of difficulties as patients
not only found it challenging to booking, but also keeping track on, appointments and navigating throughout
the healthcare system itself. Spatial separation of specialized healthcare, and separation into different fields,
made interviewees feel confused about where to turn
to with their problems. Also attributed to resignation,
answers from the questionnaire, stated that it would not
have mattered if they had gotten an appointment as they
would not be able to follow doctors’ instruction, and/or
could not afford picking up prescribed medication. Quite
a few had tried to get an appointment, but somehow
failed, whereas a few did not even know where to turn to.
As studies have shown, OST patients have a high degree
of psychiatric comorbidity [11–13] and a low degree of
health literacy [67] most likely leading to an array of negative effects on health, healthcare seeking [9] and engaging in one’s health, as the system also poses a high degree
of responsibility on the individual. Here, providers have
failed to offer available and accessible healthcare since
the responsibility placed on the individual is unreachable
for some. When it comes to navigation within the healthcare system Sofaer and colleagues claim that policymakers are responsible for the design of a system that actively
reduces barriers, especially considering the various difficulties among vulnerable members of society [68]. On
a macro-level, structural and systematic exclusion of
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vulnerable groups has negative effects on an array of life
opportunities, including health [69].
From this standpoint deprioritizing and procrastination encompasses both subtle and profound barriers,
and as long as presumptive negative outcomes overrides
possible and presumptive positive outcomes, healthcare
seeking will most likely be postponed, until there is no
other solution than to seek emergency care. Not dealing with these barriers will inevitably increase suffering
for the individual and render increased costs for society. The consequences for an ageing OST population [9]
with a high burden of psychosocial challenges [11–13]
and somatic disease [14–21] with sub-optimal access to
healthcare, are an increased risk of extended suffering,
self-medication, increased morbidity, prolonged treatment, in-patient care and increased use of emergency
care [44, 70, 71].
Healthcare should be offered without negative attitudes
and discrimination on behalf of medical personnel, as the
basic principles of the public healthcare policy in Sweden
is based on laws emphasizing equality and care on equal
terms [72]. In the await of changes in the policies and law
supporting a continued stigmatization of marginalized
groups, the challenge of providing access to healthcare
based on equality could only be achieved if these barriers will be dealt with in a way which will be acceptable
to marginalized individuals. As suggested by one of the
interviewees, medical staff should have sufficient knowledge about addiction, in order to offer patients a professional encounter. Studies have shown that one of the
causes of meso-level stigma is due to deficiencies among
healthcare staff in general when it comes to knowledge
about substance use [61]. This led to uncertainties and
anxieties among staff, fed by public stigma of people who
use drugs as dangerous and manipulative.
While a large proportion of patients suffering from
OUD manages to recover successfully, there is a high
predisposition of relapse [1]. During these periods there
is an increased risk of direct and indirect physical injuries [73], however, at the same time several patients are
finding it hard to prioritize health indicates an increased
need of accessible and available somatic healthcare.
Added to this we also have an ageing OST population,
where physical ageing, to a large extent, is accelerated by
cumulative direct and indirect effects of years substance
use, which will increase future need of age-specialized
services with multidisciplinary care [9], there is clearly
a high level of healthcare needs within this population.
Increased PHC availability and accessibility would mean
providing services located to where the patients are and
in relation to the needs of the patients (availability).
Organizing the appointment system, including drop-in
and telephone services, according to needs and abilities
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of our patients (accessibility) would facilitate healthcare
seeking. If patients are not able to seek help through the
existing system, then the system has to change.
For individuals with prior experience of stigma and
discrimination, the chances of them seeking healthcare
when needed is most likely increased if they were offered
acceptable healthcare. When interviewees referred to
staff at NEP they mentioned “trust” as a prerequisite for
“good” [acceptable] healthcare, not being punished for
their substance use, being cared for and treated “just like
any other member of society”.
Integration of on-site PHC could contribute to
increased motivation and utilization of healthcare and
decrease use of emergency departments and inpatient
care [44, 70, 71], without an increase in cost [44]. Also, by
the reflections from participants of this study, it seems to
increase availability and accessibility by offering acceptable healthcare in a supportive and familiar environment.
This study suggests that employing multidisciplinary
teams, with well-established contact within the patient
group, could, by working together to meet the needs
of OST patients with previous negative experiences of
healthcare and with difficulties in navigating throughout
the system, override at a large proportion of the barriers
which hinders patients to seek and receive healthcare.
As this study has its limitations there is a need for future
research explore general somatic health within the OST
population, assessment of on-site PHC and multidisciplinary targeted intervention, and assessment of resources
and stigma among healthcare personnel.
This study is subject to several limitations. Depending
on self-reported data could present limitations, thus, to
capture patients’ experiences, self-reported data is the
best method [74, 75]. Representativity of the quantitative
part of the study has previously been described in Troberg et al. [18].
As for the qualitative part of the data, there is always
a risk that patients declining participation could be
patients who carry a heavier weight of unmet healthcare needs and are more vulnerable. The sample was
representative in relation to age and gender among
registered patients at the four units where the study
took place [18] and interviews showed a rich variety
of information and inclusion of patients continued
until reaching information saturation, where no new
perspectives were presented within covered topics. As
with all self-reported data, there is a risk of recall bias
as participants were asked to describe situations and
experiences that took place some time ago, however,
these are the experiences and memories which participants carry with them. Before and during the construction of the questionnaire, and throughout the analysis
process, the principles of trustworthiness was thought
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of and discussed in among the colleagues working with
this study. As the first author of this paper was at the
time also working clinically as a nurse and head of one
of the units, it was decided that KT was not to conduct
the interviews, as it could influence patients’ answers
and could affect objectivity and would probably have a
negative impact on conformability.

Conclusions
The study results suggest that barriers surrounding the
healthcare system leads to a high degree of unmet healthcare needs in an ageing population with a heavy burden of physical symptoms. Data from the questionnaire
showed that deprioritization, fear of stigma and of being
treated badly was found to be the most common reasons
for not seeking healthcare, which was confirmed by the
interviewees. However, deprioritization (and resignation)
seemed to be sum of anticipation of negative outcomes,
related to previous experiences of stigma and of being
treated badly, individual means to navigate throughout
the system, possibilities to follow instructions or prescriptions, in relation to possible positive outcomes.
Deprioritization of one’s health was also greatly affected
by periods of relapse, having no means to prioritize
health. Avoidance, procrastination, and self-medication
was often seen as better solutions as access to acceptable
healthcare often seemed unavailable and unobtainable.
Seeking emergency healthcare was often the last option
when there was no other solution. Current structures of
healthcare seem to contribute to increased inequalities,
and further deterioration of health. The mere anticipation of a stigmatized encounter with healthcare, added to
internalization of stigma, caused patients to avoid seeking medically motivated healthcare. By addressing a gap
in literature on barriers and facilitators in healthcare
seeking among OST patients, this knowledge can raise
awareness among healthcare professionals and policymakers which is essential for addressing stigmatization
of PWUO, decreasing the gap between provider and
patient, and preparing for a shift in service provision of
a growing and ageing OST population. On-site primary
healthcare could be one way forward, integrating primary
healthcare and OST, creating opportunities for acceptable, available, and accessible healthcare. Further investigations into somatic healthcare and healthcare utilization
within this population is essential to create awareness
and to fight stigma and inequalities.
Abbreviations
DRDs: Drug related deaths; NEP: Needle exchange program; OUD: Opioid use
disorder; OST: Opioid substitution treatment; PHC: Primary healthcare; PWUD:
People who use drugs; PWOU: People who use opioids.

Troberg et al. Substance Abuse Treatment, Prevention, and Policy

(2022) 17:8

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13011-022-00434-w.
Additional file 1: Appendix Section Q28–29. Questionnaire section
regarding healthcare seeking, access, and encounters with medical staff.
Acknowledgements
The authors are grateful to the participants of this study and to the staff at OST
Hasselgatan, Bokgatan, INM, and MATRIS for their help with recruiting study
subjects and collecting data.
Authors’ contributions
All authors contributed to the content of this paper, were participating, and
supporting during throughout the process of creating this manuscript. KT and
DD drafted and edited the questionnaire for the quantitative part of the study,
which was overseen and approved by AH. Recruiting and collecting questionnaires was done by KT, together with staff at four OST sites. Data management
and analysis was conducted by KT and DD. Results were discussed by the
whole team, where the decision was made to conduct a qualitative part of the
study. DD, KL and KT constructed the semi-structured interviews, which were
conducted by KL, whom together with staff at OST sites recruited eligible
patients. Two independent analysis was conducted by KL and KT. The result
from each analysis were revised by DD. Discrepancy between the two analyses
were discussed and re-analyzed by KT and DD. Upon discussion on results and
analysis thereof, critical, and constructive feedback was provided by all members of the team (HH, AH, DD, KT). KT drafted the manuscript with frequent
feedback and support provided by DD, HH and AH. The final manuscript was
approved by all authors.
Funding
Open access funding provided by Lund University. This work was financially
funded by grants Southern Health Care Region, and Psychiatry and habilitation internal grants, to Katja Troberg. Yngre ALF and ALF project grant, Region
Skåne/Lund University Sweden, to Disa Dahlman and to Anders Håkansson,
respectively.
Availability of data and materials
The data used to support the findings of this study are restricted by the
Regional Ethics Board, Lund, Sweden, to protect patient privacy. Data are available from the corresponding author on request, for researchers who meet the
criteria for access to confidential data.

Declarations
Ethics approval and consent to participate
The study was conducted in accordance with the Declaration of Helsinki 2013
[76] and was approved by the Regional Ethics Board, Lund (file nr 2016/1105,
for the Quantitative part of the study, and file number 2017/2024 for the
Qualitative part of the study). Prior to patient inclusion, both for the quantitative and the qualitative part of the study, oral and written information about
the study was given to all patients prior to retrieving a written consent. No
economic compensation was provided for study participation in the quantitative part whereas participants in the qualitative part of the study received a
grocery store gift voucher valid for SEK 100 (≈ 10 USD).
Consent for publication
Not applicable.
Competing interests
Håkansson holds a position at Lund University sponsored by the Swedish
state-owned gambling operator AB Svenska Spel. He disposes research grants
from the research councils of AB Svenska Spel, the state-owned alcohol
monopoly Systembolaget, the Swedish Enforcement Agency, and the Swedish Sports Federation. He is currently involved in a clinical research study
which receives non-financial support from the commercial body Kontigo
Care in digital follow-up tools in the treatment of addictive disorders. He is the
national principal investigator of a prior pharmaco-epidemiological survey

Page 13 of 15

study conducted by the US research institute Research Triangle Institute and
which was sponsored by a pharmaceutical company (Shire), which supported
the study but did not pay any personal fees to Håkansson as an individual
researcher. The present competing interests are not involved in the present
project. Authors Troberg, Dahlman, Hansson and Lundqvist declare that they
have no conflicts of interest related to this study.
Author details
1
Faculty of Medicine, Department of Clinical Sciences Lund, Psychiatry, Lund
University, Lund, Sweden. 2 Malmö Addiction Centre, Skåne University Hospital,
Malmö, Sweden. 3 Center for Primary Health Care Research, Department
of Clinical Sciences, Lund University/Region Skåne, Malmö, Sweden. 4 School
of Social Work, Faculty of Social Sciences, Lund University, Lund, Sweden.
Accepted: 19 January 2022

References
1. Strang J, Volkow ND, Degenhardt L, Hickman M, Johnson K, Koob GF,
et al. Opioid use disorder. Nat Rev Dis Primers. 2020;6(1):3.
2. Hser YI, Mooney LJ, Saxon AJ, Miotto K, Bell DS, Zhu Y, et al. High mortality
among patients with opioid use disorder in a large healthcare system. J
Addict Med. 2017;11(4):315–9.
3. Gronbladh L, Ohlund LS, Gunne LM. Mortality in heroin addiction: impact
of methadone treatment. Acta Psychiatr Scand. 1990;82(3):223–7.
4. Caplehorn JR, Dalton MS, Haldar F, Petrenas AM, Nisbet JG. Methadone
maintenance and addicts’ risk of fatal heroin overdose. Subst Use Misuse.
1996;31(2):177–96.
5. Brugal MT, Domingo-Salvany A, Puig R, Barrio G, Garcia de Olalla P, de la
Fuente L. Evaluating the impact of methadone maintenance programmes on mortality due to overdose and aids in a cohort of heroin
users in Spain. Addiction. 2005;100(7):981–9.
6. Mattick RP, Breen C, Kimber J, Davoli M. Methadone maintenance therapy
versus no opioid replacement therapy for opioid dependence. Cochrane
Database Syst Rev. 2009;2009(3):Cd002209.
7. Mattick RP, Breen C, Kimber J, Davoli M. Buprenorphine maintenance
versus placebo or methadone maintenance for opioid dependence.
Cochrane Database Syst Rev. 2014;2:Cd002207.
8. Sordo L, Barrio G, Bravo MJ, Indave BI, Degenhardt L, Wiessing L, et al.
Mortality risk during and after opioid substitution treatment: systematic
review and meta-analysis of cohort studies. Bmj. 2017;357:j1550.
9. European Monitoring Centre for Drugs and Drug Addiction. Health and
social responses to drug problems: a European guide. Luxembourg:
Publications Office of the European Union; 2017.
10. Clinical Guidelines on Drug Misuse and Dependence Update. Independent expert working group (2017) drug misuse and dependence: UK
guidelines on clinical management. London: Department of Health;
2017.
11. Kidorf M, Solazzo S, Yan H, Brooner RK. Psychiatric and substance use
comorbidity in treatment-seeking injection opioid users referred from
syringe exchange. J Dual Diagn. 2018;14(4):193–200.
12. Carpentier PJ, Krabbe PF, van Gogh MT, Knapen LJ, Buitelaar JK, de Jong
CA. Psychiatric comorbidity reduces quality of life in chronic methadone
maintained patients. Am J Addict. 2009;18(6):470–80.
13. Roncero C, Barral C, Rodríguez-Cintas L, Pérez-Pazos J, Martinez-Luna N,
Casas M, et al. Psychiatric comorbidities in opioid-dependent patients
undergoing a replacement therapy programme in Spain: the PROTEUS
study. Psychiatry Res. 2016;243:174–81.
14. Arnold-Reed DE, Brett T, Troeung L, O’Neill J, Backhouse R, Bulsara MK.
Multimorbidity in patients enrolled in a community-based methadone
maintenance treatment programme delivered through primary care. J
Comorbidity. 2014;4:46–54.
15. O’Toole J, Hambly R, Cox AM, O’Shea B, Darker C. Methadone-maintained
patients in primary care have higher rates of chronic disease and
multimorbidity, and use health services more intensively than matched
controls. Eur J Gen Pract. 2014;20(4):275–80.
16. Spithoff S, Kiran T, Khuu W, Kahan M, Guan Q, Tadrous M, et al. Quality
of primary care among individuals receiving treatment for opioid use
disorder. Can Fam Physician Med Fam Can. 2019;65(5):343–51.

Troberg et al. Substance Abuse Treatment, Prevention, and Policy

(2022) 17:8

17. Gao L, Robertson JR, Bird SM. Non drug-related and opioid-specific
causes of 3262 deaths in Scotland’s methadone-prescription clients,
2009-2015. Drug Alcohol Depend. 2019;197:262–70.
18. Troberg K, Håkansson A, Dahlman D. Self-rated physical health and
unmet healthcare needs among Swedish patients in opioid substitution
treatment. J Addict. 2019;2019:7942145.
19. Millson PE, Challacombe L, Villeneuve PJ, Fischer B, Strike CJ, Myers T, et al.
Self-perceived health among Canadian opiate users: a comparison to
the general population and to other chronic disease populations. Can J
Public Health. 2004;95(2):99–103.
20. Rosen D, Smith ML, Reynolds CF 3rd. The prevalence of mental and
physical health disorders among older methadone patients. Am J Geriatr
Psychiatry. 2008;16(6):488–97.
21. Islam MM, Taylor A, Smyth C, Day CA. General health of opioid substitution therapy clients. Intern Med J. 2013;43(12):1335–8.
22. Islam MM, Topp L, Conigrave KM, Day CA. Opioid substitution therapy clients’ preferences for targeted versus general primary health-care outlets.
Drug Alcohol Rev. 2013;32(2):211–4.
23. Biancarelli DL, Biello KB, Childs E, Drainoni M, Salhaney P, Edeza A, et al.
Strategies used by people who inject drugs to avoid stigma in healthcare
settings. Drug Alcohol Depend. 2019;198:80–6.
24. McCoy CB, Metsch LR, Chitwood DD, Miles C. Drug use and barriers to
use of health care services. Subst Use Misuse. 2001;36(6–7):789–806.
25. Matthews S, Dwyer R, Snoek A. Stigma and self-stigma in addiction. J
Bioethical Inq. 2017;14(2):275–86.
26. Paquette CE, Syvertsen JL, Pollini RA. Stigma at every turn: health
services experiences among people who inject drugs. Int J Drug Policy.
2018;57:104–10.
27. O’Byrne P, Jeske PC. Methadone maintenance treatment as social control:
analyzing patient experiences. Nurs Inq. 2019;26(2):e12275.
28. World Health Organization. Opioid overdose [Internet] https://www.who.
int/news-room/fact-sheets/detail/opioid-overdose. Published August 4,
2021. Accessed 15 Nov 2021.
29. European Monitoring Centre for Drugs and Drug Addiction. European
drug report 458 2020: trends and developments. Luxembourg: Publications Office of the European Union; 2020.
30. European Monitoring Centre for Drugs and Drug Addiction. Sweden
country drug report 2019. Luxembourg: Publications Office of the European Union; 2019.
31. European Monitoring Centre for Drugs and Drug Addiction. Balancing
access to opioid substitution treatment with preventing the diversion of
opioid substitution medications in Europe: challenges and implications,
technical report. Luxembourg: Publications Office of the European Union;
2021.
32. The National Board of Health and Welfare (Socialstyrelsen). Uppföljning
av föreskrifter och allmänna råd om läkemedelsassisterad behandling vid
opioidberoende (LARO) [Follow-up on policy and recommendations in
OST]. 2017. http://www.socialstyrelsen.se/publikationer2017/2017-12-44.
Accessed 15 Nov 2021.
33. The Swedish Government. Swedish drug policy – a balanced policy
based on health and human rights. https://www.government.se/496f5b/
contentassets/89b85401ed204484832fb1808cad6012/rk_21164_brosc
hyr_narkotika_a4_en_3_tillg.pdf. Accessed 30 Nov 2021.
34. Karlsson N, Berglund T, Ekström AM, Hammarberg A, Tammi T. Could
30 years of political controversy on needle exchange programmes in
Sweden contribute to scaling-up harm reduction services in the world?
Nordic Stud Alcohol Drugs. 2020;38(1):66–88.
35. Wamala S, Merlo J, Bostrom G, Hogstedt C. Perceived discrimination,
socioeconomic disadvantage and refraining from seeking medical treatment in Sweden. J Epidemiol Community Health. 2007;61(5):409–15.
36. Lindström C, Rosvall M, Lindström M. Socioeconomic status, social capital
and self-reported unmet health care needs: a population-based study.
Scand J Public Health. 2017;45(3):212–21.
37. Molarius A, Simonsson B, Linden-Bostrom M, Kalander-Blomqvist M,
Feldman I, Eriksson HG. Social inequalities in self-reported refraining from
health care due to financial reasons in Sweden: health care on equal
terms? BMC Health Serv Res. 2014;14:605.
38. Dahlman D, Ohlsson H, Edwards AC, Sundquist J, Håkansson A, Sundquist
K. Socioeconomic correlates of incident and fatal opioid overdose among
Swedish people with opioid use disorder. Subst Abuse Treat Prev Policy.
2021;16(1):73.

Page 14 of 15

39. Cao D, Marsh JC, Shin HC, Andrews CM. Improving health and social
outcomes with targeted services in comprehensive substance abuse
treatment. Am J Drug Alcohol Abuse. 2011;37(4):250–8.
40. Carr S, Goldberg DJ, Elliott L, Green S, Mackie C, Gruer L. A primary health
care service for Glasgow street sex workers--6 years experience of the
“drop-in centre’, 1989–1994. AIDS Care. 1996;8(4):489–497.
41. Samet JH, Friedmann P, Saitz R. Benefits of linking primary medical care
and substance abuse services: patient, provider, and societal perspectives. Arch Intern Med. 2001;161(1):85–91.
42. Saitz R, Larson MJ, Horton NJ, Winter M, Samet JH. Linkage with
primary medical care in a prospective cohort of adults with addictions
in inpatient detoxification: room for improvement. Health Serv Res.
2004;39(3):587–606.
43. Stein MD, Samet JH, O’Connor PG. The linkage of primary care services
with substance abuse treatment: new opportunities for academic generalists. J Gen Intern Med. 1993;8(2):106–7.
44. Gourevitch MN, Chatterji P, Deb N, Schoenbaum EE, Turner BJ. On-site
medical care in methadone maintenance: associations with health care
use and expenditures. J Subst Abus Treat. 2007;32(2):143–51.
45. Umbricht-Schneiter A, Ginn DH, Pabst KM, Bigelow GE. Providing medical
care to methadone clinic patients: referral vs on-site care. Am J Public
Health. 1994;84(2):207–10.
46. Friedmann PD, Alexander JA, Jin L, D’Aunno TA. On-site primary care and
mental health services in outpatient drug abuse treatment units. J Behav
Health Serv Res. 1999;26(1):80–94.
47. Goffman E. Stigma; notes on the management of spoiled identity. 4th ed.
Englewood Cliffs: Prentice-Hall; 1963.
48. Penchansky R, Thomas JW. The concept of access: definition and relationship to consumer satisfaction. Med Care. 1981;19(2):127–40.
49. Link BG, Phelan JC. Conceptualizing Stigma. Annu Rev Sociol.
2001;27:363–85.
50. Corrigan P, Schomerus G, Smelson D. Are some of the stigmas of addictions culturally sanctioned? Br J Psychiatry. 2017;210(3):180–1.
51. Corrigan P, Schomerus G, Shuman V, Kraus D, Perlick D, Harnish A, et al.
Developing a research agenda for understanding the stigma of addictions part I: lessons from the mental health stigma literature. Am J Addict.
2017;26(1):59–66.
52. Corrigan PW, Larson JE, Rüsch N. Self-stigma and the "why try" effect:
impact on life goals and evidence-based practices. World Psychiatry.
2009;8(2):75–81.
53. Hesse-Biber SN. Mixed methods research. Merging theory with practice.
1st ed. New York: Guilford Publications; 2010.
54. May T. Social research : issues, methods and process. 2nd ed. Buckingham
and Philadelphia: Open University Press; 1998.
55. Polit DF, Beck CT, Hungler BP. Essentials of nursing research : methods,
appraisal, and utilization. 5th ed. Philadelpia, New York and Baltimore:
Lippincott; 2001.
56. Nyirenda L, Kumar MB, Theobald S, Sarker M, Simwinga M, Kumwenda M,
et al. Using research networks to generate trustworthy qualitative public
health research findings from multiple contexts. BMC Med Res Methodol.
2020;20(1):13.
57. Gunawan J. Ensuring trustworthiness in qualitative research. Belitung
Nurs J. 2015;1(1):10–1.
58. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77–101.
59. The National Board of Health and Welfare (Socialstyrelsen). Socialstyrelsens föreskrifter och allmänna råd om läkemedelsassisterad behandling
vid opioidberoende [the Board’s provisions and general guidelines
on medication-assisted treatment in opioid dependence]. SOSFS.
2016;1:2016.
60. Miller-Lloyd L, Landry J, Macmadu A, Allard I, Waxman M. Barriers to
healthcare for people who inject drugs: a survey at a syringe exchange
program. Subst Use Misuse. 2020;55(6):896–9.
61. van Boekel LC, Brouwers EP, van Weeghel J, Garretsen HF. Stigma among
health professionals towards patients with substance use disorders and
its consequences for healthcare delivery: systematic review. Drug Alcohol
Depend. 2013;131(1–2):23–35.
62. Weiner B, Perry RP, Magnusson J. An attributional analysis of reactions to
stigmas. J Pers Soc Psychol. 1988;55(5):738–48.

Troberg et al. Substance Abuse Treatment, Prevention, and Policy

(2022) 17:8

Page 15 of 15

63. Corrigan P, Markowitz FE, Watson A, Rowan D, Kubiak MA. An attribution
model of public discrimination towards persons with mental illness. J
Health Soc Behav. 2003;44(2):162–79.
64. Room R. Stigma, social inequality and alcohol and drug use. Drug Alcohol
Rev. 2005;24(2):143–55.
65. Gunn AJ, Canada KE. Intra-group stigma: examining peer relationships
among women in recovery for addictions. Drugs (Abingdon, England).
2015;22(3):281–92.
66. Lee N, Boeri M. Managing stigma: women drug users and recovery
services. Fusio Bentley Undergrad Res J. 2017;1(2):65–94.
67. Dahlman D, Ekefäll M, Garpenhag L. Health literacy among Swedish
patients in opioid substitution treatment: a mixed-methods study. Drug
Alcohol Depend. 2020;214:108186.
68. Sofaer S. Navigating poorly charted territory: patient dilemmas in health
care "nonsystems". Med Care Res Rev. 2009;66(1 Suppl):75s–93s.
69. Link B, Hatzenbuehler ML. Stigma as an unrecognized determinant of
population health: research and policy implications. J Health Polit Policy
Law. 2016;41(4):653–73.
70. Friedmann PD, Hendrickson JC, Gerstein DR, Zhang Z, Stein MD. Do
mechanisms that link addiction treatment patients to primary care influence subsequent utilization of emergency and hospital care? Med Care.
2006;44(1):8–15.
71. Laine C, Lin YT, Hauck WW, Turner BJ. Availability of medical care services
in drug treatment clinics associated with lower repeated emergency
department use. Med Care. 2005;43(10):985–95.
72. Ministry of Social Affairs (Socialdepartementet). The health and medical
services act. SFS. 2017;2017:30.
73. Warner-Smith M, Darke S, Day C. Morbidity associated with non-fatal
heroin overdose. Addiction. 2002;97(8):963–7.
74. Bombak A. Self-rated health and public health: a critical perspective.
Front Public Health. 2013;1(15). Published online 2013 May 20. https://
doi.org/10.3389/fpubh.2013.00015.
75. Bhandari A, Wagner T. Self-reported utilization of health care services: improving measurement and accuracy. Med Care Res Rev.
2006;63(2):217–35.
76. World Medical Association Declaration of Helsinki. Ethical principles for
medical research involving human subjects. Jama. 2013;310(20):2191–4.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

